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SOLUTIONS
The lived experiences of women in rural areas, homosexual men,
and injecting drug users (IDUs) attest to the drastic need to
empower these marginalized groups to mount an effective response
to the HIV/AIDS epidemic. Indeed, health policy-makers and
doctors must address the socioeconomic roots of the epidemic.
These solutions fall into two broad categories: mobilization of
society and rural development.

Mobilization of society

The self-help groups, support networks and grassroots-level
interventions described in the previous article (Natl Med J India
2009;22:98–100) have certainly raised awareness among
marginalized groups and empowered them to flourish despite the
adverse circumstances created by HIV infection. However, these
efforts will only result in incremental gains, because they are
merely ways for the destitute to cope with their circumstances.
They do not address the root cause of those circumstances, namely
the socioeconomic forces that marginalize people and worsen the
lot of HIV-positive individuals in the first place. Eradicating these
forces requires mobilizing all of society to fundamentally change
the cultural, economic and social landscape.

Consider, for example, that many HIV-positive women such as
Aaliyah cannot withstand the pressure of social stigma, despite
their incredible fortitude. Members of their communities persecute
these women and their children instead of sympathizing with
them. Ignorance, combined with latent sexism, thus worsens the
circumstances of the destitute. Doctors must take it upon themselves
to ensure that, for example, HIV-positive individuals know they
can receive ART from the government without exhausting their
personal savings. These phenomena point to the need for greater
awareness among society at large, and also the need for proactive
leadership among the medical community.

Another broad change that must be achieved is a greater
willingness to openly discuss sex and sexuality. While healthcare
professionals might be able to talk about these topics with their
patients, social workers and public health advocates are rarely
able to do so because of widespread resistance among India’s
socially conservative society to openly discuss sex. This hinders
efforts to educate individuals, especially those who have not yet
contracted HIV, about how to protect themselves and others.

Moreover, when these issues are not discussed in the open,
deeply engrained biases and prejudices will continue to marginalize
groups such as homosexuals. For example, police officers will
continue to break up meetings of homosexual support groups as
the one described in the previous article, as long as there is a social
consensus that homosexuals deserve degrading and indiscriminate

punishment. Also, male commercial sex workers will continue to
be harassed by clients who refuse to use condoms, as long as they
are forced into secrecy while female commercial sex workers
operate in the open. As a result, HIV will continue to spread
among this vulnerable population and, before long, into main-
stream society as well.

One way to bring discussion of these issues, especially
homosexuality, into the open is to work through the legal system.
India’s courts have thus far been one of the few allies of the
homosexual community. For example, when police officers
launched an unwarranted, indiscriminate raid of a public park in
Lucknow in 2001 and detained several young men on the grounds
that they were homosexual and threatened public morality, a High
Court saw past the baseless charges and exonerated the men.
However, the courts have since been reluctant to openly support
homosexuals. For example, the Delhi High Court ruled against a
prominent NGO called Naz when the latter tried to convince the
Court to ‘read-down’ a provision of the Indian Penal Code that has
been used to criminalize homosexual intercourse. The Court
stated that the provision is meant to ‘safeguard the public’, and
that ‘public morality’ prevented them from exempting same-sex
relations from criminal prosecution. Thus, while Courts can lead
the way in discussing issues of sex and sexuality, they must clearly
take a more progressive and tolerant stance to remove the stigma
that harms marginalized groups.

The courts will not be able to reach such a conclusion,
however, unless the healthcare community pressures them to do
so with vocal campaigns led by credible experts. Indeed, for the
same reason that a doctor should not refuse to see a patient merely
because he is homosexual, the medical community must support
efforts that can achieve social change and improve public health.

Unfortunately, a small minority of doctors chooses to actively
obstruct such efforts by engaging in unethical behaviour. Patients
have anecdotally reported that doctors in government hospitals
refused to write prescriptions for the drugs they needed. Instead,
the patients were referred to private clinics staffed by the same
doctors. These clinics were created to make patients pay for the
drugs and services that they would receive for free in the
government hospital. In the private setting, unlike in public
hospitals, serving more patients translates into more income for
doctors.

Each time that practices like this occur, an opportunity for the
medical community to truly engage with the society they serve is
lost—it is exchanged for a quick profit made off a patient who is
unlikely to ever trust the public healthcare system again. These
practices also stand in the way of efforts to fight HIV/AIDS,
which quickly infiltrates the rift between healthcare providers and
the individuals they are supposed to serve. The irony here is that
a small group of individuals acting unethically can tarnish the
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reputation of an entire profession. The vast majority of doctors act
ethically, but they need to ensure that their colleagues also do.

Thus, addressing the socioeconomic roots of HIV/AIDS
requires the healthcare community to lead the way in mobilizing
all of society and institutions such as the courts. Society at large
should engage in constructive, open discussions of sex and
sexuality, to confront latent prejudices and avoid marginalizing
groups such as homosexuals. Doctors should combine these
efforts with awareness campaigns, legal reforms and a shared
commitment to ethical and socially responsible behaviour.

Developing rural economies and institutions
While mobilization-oriented reforms may be effective in urban
areas, they do not target the major problems facing rural areas and
villages. It may be misguided to focus on awareness campaigns
and legal reforms in rural areas because large-scale development
in rural economies, healthcare infrastructure and education might
go much further towards reducing the spread of infectious diseases
such as HIV/AIDS. For example, revitalizing village economies
might lessen the need for men to migrate to cities looking for work
and thus curb the spread of the disease from urban areas to rural
villages. Similarly, bringing HIV/AIDS resources to rural
healthcare facilities could prevent loss to follow up among
individuals who must travel from villages to urban hospitals to
receive regular ART.

However, holistic rural upliftment has not been achieved,
despite intensive efforts over the past several decades. There is a
tendency to blame rural society’s ‘backwardness’ for this
discouraging trend; for example, some argue that villagers are not
making progress because they malnourish their children, keep
women uneducated, do not value education, and so on. Yet, if
India’s village communities truly are ‘backward’ in their outlook,
this only increases the need for creative, grassroots solutions
uniquely tailored to rural society. In fact, the medical community
can play a large role in making precisely the reforms that are
needed.

It is necessary to make better use of existing rural resources.
One such resource is the self-help group, which by now has
become common in many parts of India. Women (and occasionally
men) from the same village form self-help groups to empower
themselves economically, in much the same way as support
groups in urban areas: they contribute small amounts of money
regularly towards a pool from which individuals and the group can
draw loans. Many self-help groups have succeeded in sustaining
income-generating projects, but few, if any, have become viable
forums for discussing women’s health and sexual health. These
groups could conceivably be conduits for discussing sexual health
and raising awareness of public health problems such as HIV/
AIDS. However, this potential of self-help groups will not be
realized unless healthcare professionals lead efforts to bring these
topics into regular discussion and ensure that correct information
is conveyed.

Another underutilized resource in rural areas is the private
medical practitioner (PMP)—individuals from villages who
provide various medical services and sometimes prescription
drugs, but without a medical licence. Although PMPs cannot
provide the same resources as a licensed doctor, they are in many
cases trusted by rural villagers. Moreover, PMPs usually have
knowledge of the health problems afflicting the rural communities
they serve. Most important, PMPs perform their duties out of
concern for the public good, since in most cases their clients
cannot afford to fully compensate them for their services. The

implication is that PMPs can be a valuable asset in any public
health intervention, especially raising awareness about HIV/
AIDS and finding new cases of infection. However, government
and NGO healthcare providers in rural areas have made virtually
no links with PMPs. They have lost an irreplaceable source of
information and credibility in rural communities.

The self-help groups and PMPs are two of the many existing
institutions that can be harnessed to overcome long-standing
obstacles to developing rural society. Cultivating these and other
resources will require a strong commitment from doctors in both
urban and rural areas. Doctors must lead the way in adapting these
institutions, which were created with incredible foresight, to meet
the unforeseen challenges before us today.

A CALL TO ACTION
The latest UNAIDS estimates show that India has among the most
HIV-positive people of any country in the world. The epidemic
continues to spread rapidly, fuelled by increased mobility, an
expanding population, lack of awareness and a shortage of
resources. Increasingly large demands are being made on the
public healthcare system, which must now confront the disease in
all parts of the country—both urban and rural areas.

Such a situation might be manageable if the people infected
with HIV were an easily identified, homogeneous population.
Unfortunately they are not. The victims of HIV/AIDS are diverse—
women in rural villages, homosexual men, IDUs and so on. To
fight the disease among such diverse population groups, it is vital
to understand the common reason that these groups in particular
are infected; namely, because they have been marginalized in a
way that leads to a higher risk of infection, and also a lower
likelihood of treatment or prevention.

It is increasingly apparent that HIV/AIDS is an entrenched
social pathology, not merely a disease of the body. India and the
international community need doctors to become more than just
diagnosticians and sources of medication; indeed, technology has
enabled even technicians to perform these tasks. Instead, doctors
must leverage their expertise into progressive leadership. Some
may choose to act at the smallest scale, stationed as Dr Chatterjee
in an alleyway—but even these doctors will achieve more than
those who merely wait for HIV-positive patients to come to their
clinic.

Every doctor is capable of making an impact, primarily because
of their position as credible authorities on health and medicine.
They can begin by understanding the social circumstances that
drive the spread of HIV/AIDS in their own patients. They can also
lend their voice and credibility to awareness campaigns focused
on sexual health, infectious disease and legal changes. Finally,
they can venture to the ‘frontlines’ of the fight against the
epidemic to catalyse change at all levels, be it one alleyway, a
village or an entire city. Regardless of how he or she chooses to
act, no doctor ought to feel helpless in the face of this epidemic.
In fact, the responsibility for eradicating the disease, but also the
ability to save countless lives, rests squarely on their shoulders.

POSTSCRIPT
The provision of the Indian Penal Code mentioned in this article
that criminalizes homosexuality is known as Section 377. The
provision, in a landmark decision supporting equal rights for gay
men and women, was recently overturned by the Delhi High Court
as violative of the Indian Constitution. AIDS awareness groups
including Naz fought for this decision for the past decade, and
should be commended for their perseverance in the face of
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numerous setbacks. However, it is important to keep in mind that
the decision only overturns Section 377 in Delhi, and more
importantly, that the social stigma attached to homosexuality is
still a major obstacle to realizing the rights promised by law. I feel
that the medical community needs to support efforts to secure a
nationwide overruling of Section 377 and to broaden respect for
homosexuals in Indian society.

(Concluded)
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Some of the content of this article appeared previously as a
four-part series in a Harvard students publication Perspective
magazine issues of September, October and November 2008
and January 2009 titled ‘India’s AIDS epidemic’. The content
is reprinted with the permission of the editor.

The names of all the people I spoke to have been changed.

Attention Subscribers
The subscriptions for The National Medical Journal of India are being serviced from the following address:

The Subscription Department

The National Medical Journal of India

All India Institute of Medical Sciences

Ansari Nagar

New Delhi 110029

The subscription rates of the journal are as follows:

One year Two years Three years Five years

Indian Rs 600 Rs 1100 Rs 1600 Rs 2600

Overseas US$ 85 US$ 150 US$ 220 US$ 365

Personal subscriptions paid from personal funds are available at 50% discounted rates.

Please send all renewals and new subscriptions along with the payment to the above address. Cheques/Demand Draft

should be made payable to The National Medical Journal of India. Please add Rs 75 for outstation cheques.

If you wish to receive the Journal by registered post, please add Rs 90 per annum to the total payment and make the

request at the time of subscribing.


