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                       HIV/AIDS Lessons from India 
 

Eighteen years after the first AIDS patient was diagnosed in 
the country, India has entered a critical period in its fight 
against the HIV/AIDS pandemic. A CSIS HIV/AIDS Task 
Force delegation to India in January 2004 concluded that 
although India does not have the high prevalence rates that 
have devastated some African countries, the country’s 
epidemic has started to affect large parts of the general 
population in many parts of the country. With 1 billion 
people, a weak public health infrastructure, high mobility 
both within the country and increasingly around the world, 
and a complex social structure, India’s response to this 
looming “breakout”—a stage when the infection is no longer 
confined to the high-risk populations and breaks out into the 
general population—will hold lessons not only for other 
“second wave” countries grappling with the HIV virus, but 
also its neighbors in South Asia, who share similar 
socioeconomic characteristics. 
 
The problem of numbers. By any measure, India has a serious 
problem on its hands. The government estimates that 4.58 
million people were infected in 2002, the second largest number 
in the world. Like China, where the HIV/AIDS epidemic may 
infect 10 to 20 million people by 2010, India also is looking at a 
gargantuan problem within five to six years. With India’s 
population of 1 billion, even a small shift in the prevalence rate 
can result in tremendous numbers. With numerous complex 
public health problems, India’s strategy in combating the 
pandemic in the coming years will show others how to proceed 
and the pitfalls to avoid. 
 
Juggling multiple goals with limited resources. One of the 
challenges facing Indian policymakers is to figure out a way to 
juggle different public health priorities, while maintaining and 
routinely increasing its spending on HIV/AIDS programs. For 
instance, there are 2 million new cases of tuberculosis every 
year in the county—the highest in the world—and the disease 
kills 500,000 Indians each year. India’s total health spending is 
4.9 percent of GDP, one of the lowest in the world. (For 
comparison purposes, the United States spends 13.9 percent of 
its GDP on health, and even Nepal spends 5.2 percent of its 
GDP.) Per capita, the Indian government spends a total of $12 
per person per year on health care and less than $1 per year for 
AIDS. Even with the assistance of nongovernmental 
organizations (NGOs), international donors, and other 
organizations, resources for the health sector remain scarce. 
 
India’s plan for dealing with HIV/AIDS focuses first and 
foremost on prevention. Both the government and foreign  
donors have concentrated their resources on this front, mostly  
through interventions targeted at high risk groups. The Indian 
Health Ministry, however, has announced an ambitious plan to  

provide antiretroviral (ARV) drugs starting in April 2004 to new 
HIV-positive parents (in practice, primarily mothers), infected 
children under age 15, and patients coming in to government 
hospitals, in the six high-prevalence states. But it is still not 
clear how the government plans to fund this ambitious program. 
Health Minister Sushma Swaraj assured CSIS delegation 
members that the Finance Ministry would provide the necessary 
budgetary support and that the Confederation of Indian Industry 
(CII) would provide assistance for the purchase of CD4 testing 
machines. But so far, no concrete announcements have been 
made. The government is still negotiating a final price with the 
generic drug companies. From the manufacturers’ point of view, 
the sustainability of reduced prices depends on reliable 
procurement volumes. There are plenty of patients who need the 
drugs; the issues are the consistency of supply in the public 
health system and the availability of funds to purchase drugs 
from the central or state governments. India’s juggling act with 
different health priorities, and the balance it strikes between 
prevention and treatment programs with its limited resources, 
will be watched closely. 
 
Indeed, as the second wave countries shift their focus from 
prevention to treatment, the financial resources required will 
grow exponentially. In India’s case, its anemic public health 
system will be tested severely as it begins to roll out its ARV 
treatment program. Doctors, nurses, and other medical 
professionals will have to be trained. Big donors such as 
UNAIDS and the Gates Foundation are reluctant to provide 
money for drug treatment, and that means India will have to 
generate much of the resources domestically—for instance, 
tapping the well-heeled business community. This is the same 
issue facing other affected countries. 
 
Fighting social and cultural taboos in a multifaceted society. 
Deep-rooted stigma against AIDS and HIV-infected patients 
makes the fight against the pandemic especially difficult, 
especially in second wave countries where the middle class, by 
and large, is yet to acknowledge the danger posed by the virus. 
These issues are present in every country, but India’s 
complicated social norms and conservative attitude toward sex 
make it more visible and harder to address. For instance, 
prostitution is illegal yet widespread. Fear of retribution by local 
police, their pimps, and families prevent many sex workers from 
coming forward for testing and treatment. Fear of losing their 
clients and thus their livelihood leads many sex workers to 
refrain from demanding the use of condoms by their customers.  
 
Discussions about sex remain off limits in most Indian 
households and even in elite private schools in big cities like 
Delhi. AIDS is often seen as a disease restricted to a marginal, 
morally suspect population, which has “brought it on  
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themselves.” The approaches used in India to overcome 
society’s divisions could provide lessons useful in other settings 
as well.  

Members of the CSIS delegation and Congressman Jim McDermott discuss the 
HIV/AIDS pandemic in India at a CSIS Task Force meeting on Feb. 12 at the 
Rayburn building on Capitol Hill. 
 
Political leadership is on the rise. Political leadership in the 
second wave countries will be crucial. On this front there is 
some good news. The epidemic is now recognized as a major 
threat to India’s health and economy by elites throughout the 
country. As in China, where Premier Wen Jiabao took a stab 
against the stigma associated with the disease when he publicly 
shook hands with three AIDS patients in December 2003, the 
strong commitment shown by India’s political leaders is also 
encouraging. Prime Minister Atal Behari Vajpayee of India has 
spoken very movingly about the plight of AIDS patients. The 
minister of health and family welfare, Sushma Swaraj, described 
the public impact of her embrace of two HIV-infected children 
who had been refused admission to school in Kerala to the CSIS 
delegation. The huge publicity given to this incident in the 
Indian media will go a long way to destigmatize people 
suffering from the disease. The leader of India’s opposition 
party, Sonia Gandhi, represented the government at the recent 
Special Session of the United Nations General Assembly 
devoted to HIV/AIDS, a rare demonstration of common 
commitment across political lines. Her party’s leader in the 
upper house of India’s parliament, Manmohan Singh, expressed 
a similarly strong commitment to reversing the current trends. 
Indian lawmakers have established a parliamentary committee 
on HIV/AIDS to involve politicians from a wide range of parties 
in discussions and to prepare legislation. 

 
The Indian parliament is set to consider wide-ranging 
HIV/AIDS legislation. Its preparation and introduction is the 
work of the Indian Parliamentary Forum on AIDS, a dedicated 
group of legislators, with the assistance of a private group, the 
Lawyers’ Collective. There are signs that AIDS is becoming a 
political issue, at least in selected areas. The health minister  
clearly expects to be judged on her ability to reverse the 
epidemic in her district, for example. And though access to 
primary health care has not been a major campaign issue in the 
past, the HIV/AIDS epidemic could change that, especially in 
seriously affected constituencies. Understanding how politicians 
turn the politics of AIDS into a constructive force would be a  

powerful asset as the United States moves ahead in fighting the 
epidemic and rolls out President Bush’s Emergency Plan for 
AIDS Relief, a five-year, $15-billion initiative.  
 
Social leadership on the issue is absent. Political leadership 
maybe is on the rise, but social leadership on the HIV/AIDS 
issue is almost nonexistent in India and most countries. In 
addition to political figures, countries like India and China need 
a Magic Johnson (the American pro-basketball player), who can 
come out as a role model and speak against discrimination. One 
survey indicates that more than 60 percent of Indians still 
mistakenly believe that they could contract AIDS by mosquito 
bites, sharing a meal, or shaking hands with an HIV-infected 
person. The result is that infected people are ostracized and that 
vulnerable groups—women, lower castes, and marginal 
populations—are so afraid of the consequences of raising the 
AIDS issue that they will not take measures to protect 
themselves lest they be accused of immorality or of spreading 
the virus themselves. The Indian film industry has done little 
apart from the mandatory lip service on World AIDS Day, and 
no entertainment personality has taken up the HIV/AIDS cause 
seriously. In the United States, Rock Hudson’s death in 1985 
made AIDS a household word and helped to remove the “gay 
plague” tag from the virus. That hasn’t happened yet in India 
and the other countries. Public understanding of specific ways to 
prevent infection, though rising, remains very low in the general 
population. Even at the best medical facilities, here have been 
troubling cases of turning away HIV-positive patients. The 
emphasis on biomedical measures for fighting HIV/AIDS has 
tended to take attention away from the equally necessary task of 
fighting social stigma. 
 
Lessons for South Asia. HIV/AIDS prevalence rates in 
Pakistan, Sri Lanka, and Nepal are low compared to India. But 
that can change in the coming years. These countries suffer from 
the same maladies of low government health spending, weak 
medical institutions, and a host of diseases—like tuberculosis—
that plague large parts of their population. Movement of young 
workers between the South Asian countries, especially India and 
Nepal, could very well result in a sharp increase in infection 
rates in these countries. India’s neighbors have the unique 
opportunity to learn about different aspects of the HIV/AIDS 
pandemic at this juncture—as well as take preventive action. 
 

 Pramit Mitra  
 
For more information on the CSIS HIVAIDS Task Force, please visit: 
http://csis.org/africa/index.htm#task 
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