
26 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 1, 2005

Urban private practitioners: Potential partners in the care of patients with
HIV/AIDS

KABIR SHEIKH, SHEELA RANGAN, DEEPALI DESHMUKH, YATIN DHOLAKIA,
JOHN PORTER

Maharashtra Association of Anthropological Sciences, 64/5, Anand Park,
Aundh, Pune 411007, Maharashtra, India

KABIR SHEIKH,  SHEELA RANGAN,  DEEPALI DESHMUKH,
YATIN DHOLAKIA Centre for Health Research and
Development

London School of Hygiene and Tropical Medicine, Keppel Street,
London WC1E 7HT, UK

JOHN PORTER Department of Infectious and Tropical Diseases

Correspondence to SHEELA RANGAN; maaschrd@vsnl.net,
rangan@vsnl.com

© The National Medical Journal of India 2005

ABSTRACT

Background. The private medical sector is an important
source of healthcare in India. Increasingly, concerns have been
raised about its role in the care of patients with HIV/AIDS.
Evidence about private practitioners’ existing management prac-
tices will help to create policies addressing this sector.

Methods. A central urban area of Pune city was selected for
its high density of healthcare facilities. Private practitioners in the
area were interviewed using a structured interview schedule.
Based on a 1-year recall period, the schedule covered different
aspects of the practitioners’ HIV/AIDS management practices
including diagnosis, treatment and referral.

Results. Of the 215 practitioners interviewed, 66% had
tested and diagnosed HIV infection. Fifty-four per cent had been
consulted by HIV-infected clients ‘shopping’ for alternative
diagnoses or treatment. Overall, 75% of the respondents had
been consulted by HIV-infected clients for treatment. Of these,
14% had prescribed antiretroviral drugs, sometimes without
adequate knowledge of the guidelines for their use. Other
supportive and symptomatic treatments were also frequently
prescribed. Private practitioners commonly referred HIV-
infected clients for management to other private doctors, or to
public hospitals. There were variations in respondents’ practices
by sex and system of medicine.

Conclusion. Private practitioners are actively involved in
diagnosing and managing patients with HIV/AIDS. Some of their
management practices are inappropriate and need to be reme-
died. There are also concerns about gaps in the continuity of care
of HIV-infected persons, for which networks between providers
need to be strengthened. Public–private partnerships must
be created to improve the flow of information to private
practitioners, and include them in the national health framework.
Natl Med J India 2005;18:32–6

INTRODUCTION
The private medical sector accounts for 87% of the total health
expenditure,1 and 80% of all registered doctors in India.2 The
sector is recognized as being poorly regulated by government
policies,2 and varies greatly in the quality of services provided.3,4

In spite of this, a large number of healthcare seekers prefer private
care5 for reasons such as shorter waiting periods, flexibility of
timing, greater confidentiality and sensitivity to patient needs.6–9

While the increasing importance of the private sector in the
provision of healthcare has been acknowledged, there have been
some criticisms about their role in the management of infectious
diseases. Studies on tuberculosis,10 sexually transmitted infec-
tions3 and malaria7 have documented undesirable management
practices such as overprescribing of drugs and the use of multiple
drugs, excessive ordering of investigations and poor communica-
tion with patients. More recently, concerns have been raised about
the role of private practitioners in the treatment and control of
human immunodeficiency virus (HIV) infection and acquired
immune deficiency syndrome (AIDS), as improper prescribing
practices have led to the development of widespread resistance to
antiretroviral (ARV) drugs.11,12 Other issues around HIV/AIDS
care such as access to antiretroviral therapy (ART), quality of HIV
testing, counselling and consent, stigma and discrimination by
healthcare providers against People Living with HIV/AIDS
(PLHA), have been the focus of international debate, and are now
gaining prominence in India.13–16 It is well known that private
practitioners are involved in managing HIV/AIDS patients, and
related concerns are being addressed in legislation,17 and debated
in the media.18 However, little is known about the actual practices
of private practitioners in the diagnosis and management of HIV/
AIDS in India. With the objective of documenting the HIV
management practices of private practitioners, a survey was
undertaken in Pune, Maharashtra, India. We report the key find-
ings of this survey and discuss the implications of these on HIV/
AIDS care and control in India. The practices related to HIV
counselling and testing by private practitioners have been reported
separately.

METHODS
The survey was conducted between February and May 2002 in
Pune, an acknowledged ‘hot spot’ for HIV in India, with HIV
figures documented to be high in comparison with national
rates.19,20 The central part of Pune city surrounding the main
market was selected for the study. This area is known to have a
dense concentration of public and private healthcare facilities that
cater to healthcare seekers from all over Pune and the neighbouring
rural areas. A 25 sq. km area of this selected section was demar-
cated as the site for the survey.

Sampling

The entire population sample of private practitioners in the study
site was selected for the survey. All display boards denoting
private practices in the area were individually mapped. A private
practitioner was defined, for the purposes of the survey, as a
physician qualified in any 1 of the 5 systems of medicine recog-
nized by the Government of India21 (allopathy [western biomedi-
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TABLE I. Profile of private practitioners (n=215)

Variable n (%)

Sex
Men 154 (71.6)
Women 61 (28.4)
System of medicine
Allopathy 93 (43.3)
Non-allopathy (Ayurveda, Homeopathy, Unani) 122 (56.7)
Type of practice
General practitioners 151 (70.2)
Specialists (Medicine, Dermatology, Surgery/Orthopaedics/ ENT/
Ophthalmology, Gynaecology/Obstetrics, Paediatrics/ Other) 64 (29.8)
Years of practice
New (0–15 years) 104 (48.4)
Old (>15 years) 110 (51.2)
No response 1 (0.5)
Size of practice (clients/day)
Small (1–20) 113 (52.6)
Large (>20) 98 (45.6)
No response 4 (1.9)

cine], three indigenous systems [Ayurveda, Siddha and Unani]
and homeopathy), who practises regularly in a clinic for profit for
a minimum of 1 day per week, whose practice is denoted by a
visible display board, is consulted by adult outpatients and whose
clinic does not have more than 5 practising doctors. A list of these
private practitioners was generated and all those who matched the
operational definition were approached for personal interviews
(n=260).

Instrument
A pilot-tested structured interview schedule consisting of pre-
coded and open-ended questions was used. Respondents were
asked about their practices regarding different aspects of care of
HIV infection and AIDS, based on a 1-year recall period. All the
findings discussed in this paper are based on reported practices.

Data analysis
The coded data were entered and analysed using the statistical
package Epi-Info 2000.22 Frequency tables were generated and
responses were tabulated against the independent variables: sex,
system of medicine and specialization of the private practitioners.
Chi-square tests of significance were performed, and odds ratios
(OR) were calculated with 95% confidence intervals (CI). Fisher
exact test was applied where expected cell values were <5. Where
present, confounding was corrected by the use of summary Man-
tel–Haenszel chi-square tests.

RESULTS
Profile of respondents
Two hundred and sixty private practitioners were approached for
interviews, of whom 26 refused and 19 were not available (re-
sponse rate 83%). Of the 215 interviewed, 72% were men, 57%
were non-allopaths and 70% were general practitioners (Table I).

Diagnosing HIV
One hundred and sixty-six (77%) of the 215 private practitioners
interviewed had advised HIV tests in the past year. Of these 166,
141 (86%) had diagnosed HIV infection among their clients.
Significantly more men (111/123, 90%) had diagnosed at least
one HIV-infected case compared to women (31/43, 72%) (OR
3.58, 95% CI 1.34–9.58, p=0.004). The maximum number of HIV
infections diagnosed by a single private practitioner in the past
year was 400 (median 5, mean 16.7, SD 39).

One hundred and seventeen of 215 private practitioners (54%)
had seen clients who had approached them with a prior HIV-
positive test result. Men (92/154, 60%) were more likely to have

FIG 1. Distribution of private practitioners engaged in different aspects of management of HIV/AIDS (Recall period: 1 year) Values in
parentheses are percentages

Private medical practitioners interviewed (n=215)

Diagnosed HIV infection and
consulted by HIV- positive
patients diagnosed
elsewhere 87 (40)

Diagnosed HIV infection and
not consulted by HIV-
positive patients diagnosed
elsewhere 55 (26)

Did not diagnose HIV infec-
tion and consulted by HIV-
positive patients diagnosed
elsewhere 30 (14)

Did not see HIV-positive
patients 43 (20)

Diagnosed patients with HIV infection or consulted by HIV-positive patients diagnosed elsewhere 172 (80)

Consulted by HIV-positive patients for treatment 161 (94) Patients did not return for consultation 11 (6)

Prescribed Yes No

antiretroviral therapy 22 (14) 139  (86)
prophylactic antibiotics 35 (22) 126 (78)
preventive therapy for tuberculosis 8 (5) 153 (95)
ayurvedic treatment 39 (24) 122 (76)
homeopathic treatment 16 (10) 145 (90)
unani treatment 5 (3) 156 (97)

Referred patients to
other clinic(s) for management 112 (70) 49 (30)

Referred patients to Yes No
private clinic(s) 82 (73) 30 (27)
public clinic(s) 51 (46) 61 (54)
charitable clinic(s) 4 (4) 108 (96)
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TABLE IV. Differences in HIV management by specialization of private practitioners

Step in HIV management All Specialists General Chi-square p value Odds ratio 95% CI
(n=161*) (n=46) practitioners

(n=115)

Treated PLHA 82 (51) 19 (41) 63 (55) 2.39 0.12 0.58 0.27–1.23
Prescribed ART 22 (14) 8 (17) 14 (12) 0.76 0.38 1.52 0.59–3.90
Referred PLHA for management 112 (70) 33 (72) 79 (69) 0.14 0.70 1.16 0.54–2.46

*161 private practitioners were consulted by PLHA PLHA people living with HIV/AIDS ART anitretroviral therapy
Values in parentheses are percentages

TABLE V. Antiretroviral drugs and regimens prescribed by private
practitioners (n=22)

Antiretroviral drug regimen prescribed n (%)

Two-drug regimen including zidovudine 3 (13.6)
Three-drug regimen including zidovudine 4 (18.2)
Four-drug regimen including zidovudine 2 (9.1)
Other triple-drug regimen 3 (13.6)
Cipla drugs/Cipla combinations 3 (13.6)
Cipla drugs and zidovudine 1 (4.5)
Only zidovudine 1 (4.5)
Highly active antiretroviral therapy (HAART) 1 (4.5)
No details provided/Cannot remember 4 (18.2)

seen such clients than women (25/61, 41%) (OR 2.14, 95% CI
1.12–4.09, p=0.01). Allopaths (43/93, 46%) were less likely to
have been consulted by these clients than non-allopaths (74/122,
61%) (OR 0.56, 95% CI 0.31–1.00, p=0.04). The number of HIV-
infected clients diagnosed elsewhere who consulted a particular
private practitioner in the past year ranged from 1 to 200 (median
1, mean 6.8, SD 18).

Treating HIV/AIDS
Eighty-two private practitioners (38%) had treated PLHA for
HIV/AIDS and the number treated by an individual private
practitioner in the past year ranged from 1 to 200 (median 1, mean
8.6, SD 27).

Figure 1 gives a summary of the management and referral
practices. Twenty-two (14%) of them (all men), who had been
consulted by PLHA, had prescribed ARV drugs to their clients

(Table II). Allopaths were more likely than non-allopaths to
prescribe ARVs (Table III). Unexpectedly, general practitioners
were not less likely to prescribe ARVs than specialists (Table IV).
Table V gives details of the ARV drug regimens used. A number
of respondents could not name the drugs they had prescribed, or
merely cited the name of the manufacturing company.

Several private practitioners were also using ayurvedic, ho-
meopathic and unani drugs for their clients with HIV infection and
AIDS. Thirty-five of them (22%) had prescribed prophylactic
antibiotics; those in use included co-trimoxazole alone, or in
combinations (cited by 20 respondents) and fluoroquinolone-
containing combinations (cited by 12 respondents). Men private
practitioners were more likely to advise prophylactic antibiotics
for their PLHA than women (OR 6.35, 95% CI 1.37–40.42,
p=0.006). Eight had prescribed preventive therapy for tuberculo-
sis. Of these, 4 had prescribed 4-drug regimens with INH and
rifampicin, two had used INH with another first-line antitubercu-
losis drug, and only two had used INH alone, as recommended in
the treatment guidelines of the National AIDS Control Organiza-
tion (NACO).23

Referral

One hundred and twelve (70%) private practitioners had referred
PLHA consulting them to other clinics for management. The most
commonly used facility for referral was private followed by public
facilities. Private practitioners commonly cited quality of services
and availability of advanced facilities for management as reasons
for referring PLHA to private clinics. The main reason for referrals
to the public sector was its affordability.

TABLE II. Differences in HIV management by sex of private practitioner

Step in HIV management All Men Women Chi-square p value Odds ratio 95% CI
(n=161*) (n=124) (n=37)

Treated PLHA 82 (51) 68 (55) 14 (38) 3.30 0.07 1.99 0.88–4.54
Prescribed ART 22 (14) 22 (18) 0 (0) 7.60 0.01 Undefined –
Referred PLHA for management 112 (70) 84 (68) 28 (76) 0.85 0.36 0.68 0.27–1.67

*161 private practitioners were consulted by PLHA PLHA people living with HIV/AIDS ART anitretroviral therapy
Values in parentheses are percentages

TABLE III. Differences in HIV management by system of medicine of private practitioners

Step in HIV management All Allopaths Non-allopaths Chi-square p value Odds ratio 95% CI
(n=161*) (n=69) (n=92)

Treated PLHA 82 (51) 32 (46) 50 (54) 1.00 0.32 0.73 0.37–1.43
Prescribed ART 22 (14) 14 (20) 8 (9) 4.49 0.03 2.67 0.97–7.52
Referred PLHA for management 112 (70) 53 (77) 59 (64) 2.99 0.08 1.85 0.87–3.98

*161 private practitioners were consulted by PLHA PLHA people living with HIV/AIDS ART anitretroviral therapy
Values in parentheses are percentages
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Other investigations
CD4 counts were advised by 54 (34%) and viral load assays
(VLA) by 39 (24%) private practitioners. Both these investiga-
tions were advised more often by men than women (CD4: OR
2.62; 95% CI 1.00–7.14; p=0.03 and VLA: OR 3.24; 95% CI
1.00–11.68; p=0.03).

Sources of information on HIV/AIDS
Seminars and journals/textbooks were important sources of knowl-
edge on HIV for private practitioners. Men were less likely to use
the popular media to update their information about HIV than
women (OR 0.42, 95% CI 0.20–0.90, p=0.01) and allopaths were
more likely to use journals and textbooks than non-allopaths (OR
4.28, 95% CI 2.29–8.07, p<0.001). Specialists were more likely
to use journals and textbooks (OR 2.80, 95% CI 1.49–5.27,
p=0.001), and the internet (OR 2.74, 95% CI 1.22–6.15, p=0.01)
than general practitioners.

DISCUSSION
The findings of this study point to the importance of the private
medical sector in the management of HIV/AIDS in urban commu-
nities in India. It sheds light on the actual nature of management
that PLHA receive within the sector, and bridges gaps in the
evidence base on private sector practices for PLHA. The study also
highlights the potential ability of private practitioners to develop,
and be part of, networks for HIV/AIDS care. This survey was
conducted on individual private clinics (private sector doctors
who work in small clinic set-ups, often located in residential
premises, either individually or with one or more partners), which
dominate the Indian private medical sector in most cities,24 and
hence the findings are relevant for urban HIV care at other sites in
India. Most of the previous research on HIV and medical profes-
sionals in India has focused on their knowledge of the symptoms,
epidemiology and treatment of HIV/AIDS.25,26 Other studies have
looked at professionals’ attitudes towards PLHA, perceptions of
risk in the workplace, and their adherence to biosafety precautions
such as the use of gloves and disposable syringes26–28 rather than
their prescribing practices.

This study shows that private practitioners are actively in-
volved in HIV management and are consulted by HIV-infected
people. They diagnose HIV infection, treat PLHA with non-
allopathic drugs, prophylactic antibiotics, preventive therapy for
tuberculosis and 10% of the 215 private practitioners surveyed
also prescribed ARV drugs. While the management practices of
general practitioners did not differ from those of specialists, there
were significant differences between men and women private
practitioners and between allopaths and non-allopaths. A number
of them had undertaken to manage patients with HIV/AIDS;
however, referral for specialized management was also a common
practice. They more commonly referred PLHA to other private
facilities perceived by them to be of good quality, which is an
indicator of the existence of networks between private providers.

Certain practices are worrisome, and call for education and
support for change. For instance, the findings that one-third of the
private practitioners who reported using ART could not name the
drugs they had used, and that general practitioners had also
prescribed ART, raises concern about their competence to use
ART. The regimens of ARV drugs and preventive therapy for
tuberculosis being prescribed by these private practitioners were
often inappropriate and not in accordance with standard treatment
guidelines.23,29 These practices could exacerbate drug resistance.

In addition, the fact that expensive CD4 and VLA investigations
are advised frequently by doctors from all systems of medicine
raises questions about unnecessary and inappropriate spending on
investigations; a private sector phenomenon that has been well
documented.1,30

More than half the private practitioners had been consulted for
a second opinion on diagnosis or treatment by those who had been
diagnosed elsewhere with HIV infection. This phenomenon of
‘shopping’ for alternative diagnoses and treatments is known to be
a major reason for delays in diagnosis and access to care in other
chronic illnesses such as tuberculosis.10 ‘Shopping’ by PLHA was
reported more often by non-allopaths than allopaths and by men
practitioners more often than women, which calls for further
research into the help-seeking behaviour of PLHA and issues of
stigmatization.31 ‘Shopping’ is also a reflection of deficient case-
holding capabilities in the private sector, which could be of serious
concern if associated with the interruption of ART.

This study also highlights variations in the practices and roles
of different groups of practitioners in the private sector. The role
of gender in medical practice is highlighted by differences in the
practices of women and men private practitioners. The common
use of ayurvedic and homeopathic medications needs further
examination. Private practitioners have varied means of updating
their information, which must be taken into account in approaches
to reach the private sector.

Conclusion
As the preferred source of healthcare for a majority of the popula-
tion, it is imperative that private practitioners be incorporated into
the framework of public health and the HIV/AIDS control
programme. They have potentially important roles in HIV/AIDS
care, both as providers of primary care and of specialized services.
To realize this potential, a combination of regulatory and support-
ive interventions should be developed and used, which are sensi-
tive to the diversity within the sector. Information in the form of
targeted training to increase knowledge about the judicious use of
ARVs needs to flow to these providers. At the same time, they
must be supported in providing sustained care for PLHA, for
which existing networks between providers must be developed
and strengthened. Strategic networks can be created to optimally
use the capacity available in the private sector, and to link the
public and private sectors for providing a continuum of care for
PLHA. The creation of such public–private links is particularly
important in the current context of WHO’s 3 by 5 initiative and the
Indian government’s decision to provide free ART, so as to help
increase access to rational ART for PLHA.32,33

The management of HIV/AIDS is a rapidly developing field,
constantly overtaken by changes and innovations. As more and
more private providers take on the task of managing the rising
burden of HIV/AIDS, it is necessary to stay abreast with their
practices and to bring them on board to strengthen facilities for the
care of PLHA, and to support AIDS control efforts.
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