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India and HIV/AIDS: Fighting back 
 

New information on HIV prevalence in Asia has focused 
attention on India’s AIDS epidemic.  India is at the heart of 
what experts have termed the “second wave” of HIV/AIDS.  In 
the last six months, India has continued to work on some 
familiar aspects of that challenge as well as two new ones: the 
introduction of anti-retroviral treatment in the government 
program, and the evolving market and regulatory environment 
for anti-AIDS drugs. Its new government faces an urgent 
challenge to prevent the epidemic from exploding. 

 
The Numbers:  In June, India’s National AIDS Control 
Organization (NACO) announced its estimate that India had 5.1 
million people infected with HIV as of the end of 2003, up from 
4.58 million a year earlier. This represents a 10.3 percent 
increase in estimated infections, compared with the 13.3 percent 
increase estimated the preceding year. The new estimate, based 
on NACO’s sentinel surveillance system, amounts to a 
prevalence rate of 0.9%, in a country of a billion people. While 
this rate is low compared with the most heavily infected 
countries in Africa, the size of India’s population means that an 
increase of 0.1 percentage points in prevalence translates to half 
a million infections. India continues to have the world’s second 
highest number of HIV infections, following only South Africa. 
It accounts for 70 percent of the estimated infections in Asia.  
 
More important than the aggregate national rate is the progress 
of the epidemic at the state and local level. The six high 
prevalence states together account for 63 percent of India’s 
estimated infections. Tamil Nadu, which reported the first HIV 
case identified in India in 1986, is a good illustration of the 
contradictory facets of the epidemic in India’s high prevalence 
states. With a relatively well developed health infrastructure, 
Tamil Nadu also has one of the most effective state programs to 

fight AIDS, and the latest 
figures confirm that it is 
getting closer to 
stabilizing its epidemic. 
On the other hand, Tamil 
Nadu accounts for some 
44 percent of the officially 
reported AIDS cases in 
India, a reflection both of 
the high level of current 
infection and of the state’s 
relatively strong ability to 
identify its infected 
population.  
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The situation is less clear for the low-prevalence states. The 
government’s surveillance sites provide less coverage in these 
states, a situation which it hopes to alleviate through a new 

World Bank project.  The government also continues to refine 
its estimates of AIDS prevalence in different risk groups, such 
as patients in sexually transmitted disease clinics. Both efforts 
are essential to assess potential new outbreaks of infection.  
 
A new government in New Delhi: India’s election in May 
brought a new party and a new team into the government. Sonia 
Gandhi, who decided not to accept the prime minister’s post but 
remained leader of the Congress Party, had already spoken out 
on the HIV/AIDS issue last year when she represented India at 
the U.N. General Assembly special session. She was India’s 
highest-profile representative at the 15th International AIDS 
conference in Bangkok in July, and presided over the closing 
session together with Nelson Mandela, a move intended to 
highlight her government’s commitment to fighting the 
epidemic. In early August, President A. P. J. Abdul Kalam 
reiterated the call he had made under the previous government 
for enhanced research on an HIV/AIDS vaccine. The new prime 
minister, Dr. Manmohan Singh, has spoken eloquently in private 
about the importance of preventing an HIV/AIDS catastrophe, 
but has said little in public. 
 
The government’s day-to-day management of the epidemic rests 
chiefly on the new health minister and his top officials. At 36, 
Anbumani Ramdoss is the youngest minister of the Indian 
Cabinet.  With a degree from Madras Medical College, 
Ramdoss was still practicing medicine at the time of his 
appointment and has made a quiet but serious transition into 
politics.  At the Bangkok conference, the minister stayed out of 
the limelight, stepping forward just a few times to defend the 
quality of India’s generic pharmaceutical industry, to answer 
questions regarding the government’s antiretroviral therapy 
program, and to express confidence in India’s ability to tackle 
HIV/AIDS. He has apparently requested an audit of NACO to 
satisfy himself that the government’s resources are being used to 
maximum effect. He has also pushed the government to develop 
more candid program materials on HIV, and to resolve the 
apparent shortage of condoms. 
 
But the government’s resources are inadequate. The budget 
approved in July allocates Rs.2.59 billion ($55.9 million) for the 
prevention and control of HIV/AIDS, of which NACO receives 
Rs.2.32 billion ($50.1 million).  This allocation represents only 
a 3% increase for the AIDS program, less than the rest of the 
health sector.  Funds committed by international donors total at 
least double that amount. Even when one adds all the available 
sources, however, the allocation to fight the disease falls well 
short of what will be needed to reverse the epidemic. The Asian 
Development Bank estimates that Asian countries collectively 
need to spend $5 billion per year between 2005 and 2007.   
 



A Slow Start to ARV Treatment. Last April, the Indian 
government began providing antiretroviral drugs (ARV) directly 
to HIV-positive parents, children, and patients in government 
hospitals in the six most affected states. The Global Fund to 
Fight AIDS, Tuberculosis and Malaria contributed $165 million 
to the program.  India’s plan distributes several fixed-dose 
combinations (FDCs) of ARV drugs that have been approved 
for use by the World Health Organization (WHO), including 
several made by Indian pharmaceutical companies. The 
program, which originally envisaged reaching 100,000 patients 
through fifteen delivery points, has only opened eight and has 
begun offering treatment to only 1,000 people. This slow start is 
a prudent response to the enormous challenges the program 
faces, including training doctors and dealing with patients many 
of whom are very ill and malnourished.  
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Securing a reliable supply of ARV medications is another 
problem. WHO provided a limited stock of ARVs to launch the 
program. The government is apparently still negotiating with 
pharmaceutical companies on drug prices. They hope to beat the 
$140 annual cost the Clinton Foundation will be paying six 
generic manufacturers for programs in Africa and the 
Caribbean. At all costs, the government needs to avoid gaps in 
the supply chain, which will create drug resistance. As the ARV 
program expands and current patients continue therapy, the cost 
of the program can only increase. However, according to a 
World Bank report this August, a successful prevention effort 
could reduce the cost of ARV treatment by half in the next 25 
years.  Thus prevention efforts must continue to play a central 
role alongside the ARV program. 
 
Pharmaceutical Frenzy: India’s generic pharmaceutical 
industry caught world headlines when Yusuf Hamied, CEO of 
Cipla, offered to provide ARV drugs to badly affected countries 
in Africa for a fraction of the cost then being charged by the 
international pharmaceutical companies. The world’s reaction 
transformed the market. Generic companies introduced fixed-
dose combination (FDC) drugs, intended to simplify the process 
of providing drug therapy by putting multiple medications into 
one pill. Pressure from the receiving countries led several of the 
multinational companies to agree to provide ARVs at a price 
that provides no profit, and the WHO also established a list of 
manufacturers and specific manufacturing facilities whose 
drugs, both individual and  FDC, were “pre-qualified” for use in 
treating HIV/AIDS.  Several products of Indian manufacturers 
appeared on this list. In July, the U.S. Government announced 
that the Food and Drug Administration (FDA) would use an 
expedited process to review ARV drugs based on data submitted 
elsewhere and re-reviewed by the FDA.  

To add to the turbulence, the WHO temporarily de-listed certain 
drugs made by two Indian manufacturers, Cipla and Ranbaxy, 
because of questions about the adequacy of bioequivalence 
testing by their contract research organizations. Further study 
has resulted in the restoration of some, but so far not all, of the 
affected drugs to the WHO’s pre-qualification list. Funding 
agencies, including Doctors Without Borders, temporarily 
suspended using the drugs involved in several countries of Asia 
and Africa. While WHO has made clear that the problem has 
more to do with testing and data than with the drugs themselves, 

this experience underlines the complexity of drug certification 
and procurement. 

Ranbaxy is also moving toward an application for U.S. Food 
and Drug Administration approval of its ARVs by the first 
quarter of 2005.  FDA approval would allow Ranbaxy’s drugs to 
be used by U.S. government programs. Meanwhile, two 
multinational companies—Gilead Sciences, Inc., and 
GlaxoSmithKline—in August won the first FDA approval of 
two fixed dose combination ARVs.  In light of this FDA 
approval and collaboration between GlaxoSmithKline and 
Ranbaxy announced in early August, approval of generic 
combination drugs seems increasingly probable.   

Tackling Taboos: A July report by Human Rights 
Watch said that HIV-infected children are 
discriminated against in schools and hospitals in 
India, denied care by orphanages, and forced onto 
the streets or into child labor.  At the same time, the 

past few months have seen several new efforts to combat the 
stigma associated with AIDS. In July, American actor Richard 
Gere and Indian social and business personality Parmeshwar 
Godrej launched “The Heroes’ Project,” a three-year public 
education partnership among the Gates Foundation, Kaiser 
Family Foundation, and the media company Star India.  The 
project will include 26,000 public service advertisements aimed 
at reducing stigma regarding HIV/AIDS.  Later the same month, 
Information and Broadcasting Minister Jaipal Reddy announced 
a proposal to air public awareness advertisements, including 
condom promotions banned under the previous government.   
Bollywood, India’s prolific film industry, has also stepped up to 
the bat by producing its first two films to address HIV/AIDS 
seriously, Phir Milenge (We’ll Meet Again) and My Brother 
Nikhil.   

Also in July, the Mumbai police force announced a no-
discrimination policy for HIV-infected employees, to encourage 
testing and rehabilitation.  This initiative, the first by an Indian 
government agency, is particularly important as the police are a 
high-risk group with an infection rate some have estimated as 
high as ten percent. Besides being India’s largest city, Mumbai 
is an important focus of HIV/AIDS infection, especially in its 
sex industry. 

India’s AIDS program continues to have satisfying success 
stories and agonizing shortcomings. There is still time to avert 
disaster, provided that India mobilizes relentlessly and the 
international community responds. There are many ways of 
measuring the potential disaster, but one of them can be found 
in a July report by the Asian Development Bank and UNAIDS 
estimating that the Asian economic loss due to HIV/AIDS 
totaled $7.3 billion dollars in 2001 alone.     
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