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ABSTRACT 

The past few years ever since the advent of HIV/AIDS, has shown an increasing use of 

the concept of sexual health. This upsurge is especially noticeable not only in the field of 

health education and promotion but also in academic sources. The recent discourse on 

sexual health is paralleled by an upsurge in the debate on sexual rights. This thesis 

examined the social construction of sexual health in India through an analysis of 

HIV/AIDS messages. The broad objective of the study was to trace the growth and 

evolution of the concept of sexual health from a health communication perspective and to 

understand the role of the state in determining its form and structure. The methodology 

used included comparative analysis of HIV/AIDS policies, document analysis on HIV/AIDS, 

poster and short films analysis, in depth and open-ended Interviews and case study method.  The 

study found that Sexual Health is constructed in various modes in India. A medical model 

that HIV scientifically and in terms of a compromised immune system and the epidemic 

model that identifies risk behaviours and transmission routes.  Social constructions of 

AIDS as plague or punishment against society are advanced by moralists who equate 

HIV with taboo social and sexual behaviour and the political constructions highlights 

public health in the face of obstacles to treatment and the delivery of services to people 

living with HIV. 

 

 



CHAPTER 1 

INTRODUCTION 

POLITICS OF SEXUAL HEALTH COMMUNICATION IN INDIA 

 

Sexual Health is a socially constructed phenomenon influenced by social norms, 

culture, and personal experience. It is a complex and multi-dimensional construct (Lewis, 

2004; Edwards, Div & Coleman, 2004). All these factors affect the way individuals 

define, feel and perceive sexual health in their lives. There seems to be an upsurge in the 

use of Sexual Health concept world over in the recent past. Sexual health everywhere is 

understood in the framework of prevention—a public health oriented domain of discourse 

concerned with prevention of disease. The preventive domain is the most dominant 

domain of discourse concerning sexual health. Prior to HIV/AIDS, research in preventive 

sexual health focused on areas such as unintended pregnancy, STDs such as gonorrhea 

and syphilis. Sometimes it also addressed issues such as sexual debut. In the past two 

decades, HIV/AIDS has become the major focus of the preventive sexual health domain. 

This type of discourse is more concerned with identification of antecedents or risk factors 

to exposure to HIV and possible interventions to prevent exposure (Lewis, 2004). 

Historically, preventive sexual health was an extension of public health approach to 

physical sexual health, which was more prominent in the sexual hygiene movements and 

its concern with the spread of venereal diseases (Hart & Wellings, 2002).  

HIV/AIDS in its present manifestation centers on the identification of threats to 

public health, identification of risk and protective factors, and the development, 

implementation, and evaluation of interventions to promote public well-being ( Lewis, 
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2004: 225). It is in this context that the World Health Organisation/ Pan American Health 

Organisation state (2001:5): 

In order to construct an appropriate framework for the consideration of Sexual 

Health, basic concepts referring to sex and sexuality need to be defined and their 

definitions agreed upon. 

There seems to be little research regarding the ways in which sexual health is socially 

constructed in India and how it has got institutionalized after the advent of HIV/AIDS. 

The present study tries to explore the normative sexual health messages that are socially 

constructed in India. This study attempts to investigate the social construction of sexual 

health in India, the various ways in which sexual health messages are created and 

disseminated through various media as part of the social discourse.  In this research, 

attempts have been made in understanding how the varied meanings of sexual health 

messages and safe sex practices have evolved, shaped and got socially constructed, which 

in turn, influenced the sexual behaviour of the population. The social construction of 

sexual health pervades the academic arena as well as the popular media. Existing research 

on sexual health in India has focused on such problems of sexuality as family control, 

sterilization and awareness about reproductive health, which are important topics, but all 

carry a socially constructed negative connotation. An understanding of the way people 

perceive, define, and experience sexual health, and how these variables affect individual's 

sexual health behaviour is needed. Much of the research in sexual health has been based 

on the sexual experiences of what society thinks is the norm:  heterosexuality (Osmond & 

Thorne, 1993:616). Research studies need to be undertaken to know how people 

understand and construct the sexual health messages in their lives. These kinds of studies 
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should attempt at deconstructing such constructs to critically understand the messages 

disseminated. After reading several papers on sexual health and its construction, I 

realized that, to examine the depths and complexities of sexual health and its social 

construction thoroughly, we need to study the concept in its entirety taking into 

consideration varied contexts which could be cultural, social or religious.  This research 

tried to explore the ways in which culture and societal norms, along with personal 

experiences and interpretations have shaped the sexual health messages in India. From 

the constructionist position the process of understanding is not automatically driven by 

the forces of nature, but is the result of an active, cooperative enterprise of persons in 

relationship. In this light, inquiry is invited into the historical and cultural bases of 

various forms of construction on the sexual health locating itself in the existing body of 

knowledge. 

It needs to be mentioned here that agencies which are involved in designing 

communication messages constitute subjectivities. This research focuses mainly on 

understanding how the discourse of the state dictates the normative sexual health 

practices.  These diktats need to be understood keeping in mind the culture, the multi-

textured messages, appropriating its available associations for its own message of the 

danger of AIDS.  Since AIDS, unlike some other diseases that beset developing 

countries, cannot be controlled by public health strategies, such as improvement of 

sanitation or disinfecting facilities, one must explain it in other terms to have an impact 

on the psyche of the population. As a result of which they are forced to make an informed 

decision on what ‗should‘ be right about their sexual health practice. Communication 
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campaigns, through posters, TV, radio, teaser ads, exhibition panels, comic strips etc 

attempt to bring in the psychological connect amongst its masses of what states thinks is 

normative sexual health. Discourses on normative sexual health, particularly emanating 

from authority structures, typically identify not only the source of ‗disease‘—AIDS –but 

how the messages are conceived. There is much debate on the cause of AIDS and the 

framework established for explaining the progression of the disease. Again, the device 

directs attention away from the socio-cultural features that spread and are rapidly 

spreading AIDS within the country.   
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DEFINING SEXUAL HEALTH 

In 1975, WHO published the first internationally accepted definition of sexual 

health (See Table 1). This definition was an outcome of a 1974 international technical 

consultation meeting held in Geneva. The technical report was specifically targeted at 

health professionals and others involved in training programmes in the field of sexology. 

In a 1987 report, the WHO states that Sexual Health is not a scientific concept, but instead 

reflects an understanding of a culture that was tempered by the time and prevailing values. 

An attempt to create a definition of sexual health was an attempt to establish 

‗norms‘ for sexual health that are used to define people‘s behaviours as ‗healthy‘ 

and others who do not fit these norms are ‗unhealthy‘. Such a normative 

definition of sexual health did not account for the reality that sexuality is a fluid 

phenomenon, changing with the ebb and flow of time, culture, residence (i.e., 

home, institutions), sexual preference, social class, religious background, 

relationship status, and ethnic background. The danger articulated here—that an 

objective definition for sexual health—has been incorporated into future 

discussions of sexual health (Edwards et al, 2004:192) 

Thereafter, sexual health has been defined differently by different persons and 

organisations over the past many years and there is no universally agreed definition of 

sexual health (Coleman, 2002). Sexual health as a concept has relatively broadened from 

its narrow focus on biological functions to include social aspects (Barrett, 1991); similarly, 

there has been an expansion of the concept of sexual health from a focus on reproductive 

well-being and disease prevention to a broader integration of sexual well-being. However, 

a broader definition of sexual health has somehow has not led to changes in interventions, 

which continue to emphasize reproductive health and disease prevention markers as 

primary outcomes (Aggleton & Campbell, 2000).  While sex is biologically determined, 

sexual behaviour is under social control. It is regulated by cultural constructs that identify 
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the appropriate persons and circumstances with which and in which sexuality may be 

expressed. Regulation thus imbues sexual behaviour with social meaning by reinforcing 

and controlling the terms and conditions of inter personal relationships and procreation 

(Sibthorpe, 1992). In the recent past, the understanding of the term ‗sexual health‘ has 

evolved in a variety of ways. The definitions of sexual health world over have been 

majorly influence by the definition of health as envisaged by the WHO in 1946.  Table 1 

gives an overview and eight major definitions of sexual health. This understanding of 

sexual health is partly shaped by political, social, and other historical events, such as the 

aftereffects of the 1960s sexual revolution, the ongoing struggle over reproductive rights 

and abortion, the maturation of gay rights movement, overpopulation concerns, and the 

devastating international impact of HIV/AIDS (Edwards et al, 2004).    

The definition of sexual health by the World Health Organisation (2006:5) clearly states 

that: 

Sexual health is a state of physical, emotional, mental and social well-being 

related to sexuality; it is no merely the absence of disease, dysfunction or 

infirmity. Sexual health requires a positive and respectful approach to sexuality 

and sexual relationships, as well as possibility of having a pleasurable and safe 

sexual experience, free of coercion, discrimination and violence. For sexual health 

to be attained and maintained, the sexual rights of all persons must be respected, 

protected and fulfilled. 

This definition of sexual health has some useful, broadly encompassing features. 

Sexual health is defined within a social framework, which need not be necessarily 

physical and mental aspects (Sandfort & Ehrhardt, 2004). Sexual health is   defined in 

an affirmative way that stresses upon the well-being and not on the absence of 

negative qualities. This definition is more extensive than the WHO‘s definition in 

general, which was adopted in 1948. In its extension to sexual health, the definition is 



7 
 

somewhat unclear: whose approach should be positive and respectful? Who is 

responsible for creating the possibility of ―having pleasurable and safe sexual 

experiences, free of coercion, discrimination and violence‖ and fulfilling the sexual 

rights of persons? A further question is whose sexual health is being defined. It is in 

this background that this study proposes to understand how sexual health is socially 

constructed through communication campaigns by the state agencies. This study ill 

also focus on sexual health messages which are not culture specific but have been 

targeted at certain sections of the population.  The WHO description of sexuality 

makes clear but who elicits questions. Sexuality is defined by the WHO (2006:5) as: 

Sexuality is a central aspect of being human throughout life and encompasses sex, 

gender identities and roles, sexual orientation, eroticism, pleasure, intimacy and 

reproduction. Sexuality is experienced and expressed in thoughts, fantasies, 

desires, beliefs, attitudes, values, behaviours, practices, roles and relationships. 

While sexuality can include all of these dimensions, not all of them are always 

experienced or expressed. Sexuality is influenced by the interaction of biological, 

psychological, economic, political, cultural, ethical, legal, historical and religious 

and spiritual factors. 

It is obvious that the WHO‘s definition of sexual health is somewhat utopian. Who would 

qualify as ―sexually healthy‖ according to this definition? Given the worldwide 

prevalence of sexual prejudice, most if not all, sexual minorities would fail to meet the 

criteria. It seems that sexual health as defined by the WHO is more a worthwhile goal to 

aim for, rather than an adequate representation of most people‘s current condition. A 

more restricted definition might conceive sexual health as a prerequisite for people‘s 

(sexual) quality of life. In the WHO‘s definition, sexual health is defined in terms of a 

feature of an individual. The definition implies, however, an environment that can either 

be supportive or impeding of someone‘s sexual health, suggesting that a macro level 
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structural definition of sexual health would be feasible too. Sexual health would be a 

condition of an individual, relationship, or community, which facilitates various positive 

outcomes of sexual behaviour, without resulting in negative personal, relational, or 

societal consequences. The WHO definition, as well as other definitions of sexual health, 

implies psychological and societal norms about the expression of sexuality (Schmidt, 

1987). Norms are clearly related to values and thus, such definitions of sexual health 

evoke the questions and concerns of whose values and beliefs are being determined and 

become regulated by the state. Another issue is the level at which these values are defined 

by the state. Traditionally, values were defined in terms of actual behaviour. Values can 

be defined more generally and abstractly in terms of how people interact with one 

another. The WHO definition avoids a specification of concrete behaviours, such as 

heterosexuality and homosexuality. The WHO adopts a more global ethical stance called 

as ‗communicative sexual ethic‘ (Seidman, 2001). He contrasts this with a normalizing 

ethic that proclaims sexual acts having inherent moral meaning. This is an approach 

adopted by the Government while formulating and implementing the campaigns on 

population control as well as HIV/AIDS. The basic focus of both programmes was on 

sexual health and its control. In a communicative sexual ethic, the focus of the normative 

evaluation shifts from the sex act to the social exchange. A global worldwide epidemic, 

like HIV infection, that is largely caused by sexual behaviours might make it very useful 

to have a global definition of sexual health as a basis for prevention and care. Given its 

global stance, the WHO definition seems to be adequate for a world-wide adoption. Of 

course, this does not imply that the concept has the same relevance everywhere. Local 

adoption of the concept of sexual health requires knowledge of history and culture of a 
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particular society and will always be strongly determined by specific social conditions, 

including religious and cultural values, as well as the category of people –in terms of age, 

gender, ethnicity, orientation etc., and its intersections –one is dealing with. The actual 

operationalization of sexual health in policy documents varies and is affected by a variety 

of factors, including political and economic circumstances (Giami, 2002).  In spite of all 

the caveats of cultural diversity that impact notions of sexual health, a clearly stated 

concept of sexual health may be useful, because such a concept offers a framework for 

thinking about goals to be accomplished, and issues to be explored. It can help to 

organize research and action. It can also offer a framework for evaluating ongoing 

investigations and policies. Research typically deals with factors that promote, impede, or 

inhibit sexual health. A variety of factors can be explored, both for the individual and his 

or her direct environment (WHO, 2006). In terms of action, a definition of sexual health 

can help to conceptualise and specify goals for health policies, interventions or advocacy. 
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Table 1: Definitions of Sexual Health (Adapted from Edwards et al, 2004) 

  

Source Definition 

 

WHO Technical Reports Series (1975) 

 

 

Sexual health is the integration of the somatic, emotional, intellectual and social aspects of sexual being, in 

ways that are positively enriching and that enhance personality, communication and love. 

SIECUS (1995) Sexual health encompasses sexual development and reproductive health, as well as such characteristics as 

the ability to develop and maintain meaningful interpersonal relationships; appreciate one‘s own body; 
interact with both genders in respectful ways; and express affection, love and intimacy in ways consistent 

with one‘s own values. 

Pan American Health Organization/ World 

Association of Sexology (2001) 

 

Sexual health is the experience of the ongoing process of physical, psychological and social-cultural well-

being related to sexuality. Sexual health is evidenced in the free and responsible expressions of sexual 
capabilities that foster harmonious personal and social wellness, enriching individual and social life. It is not 

merely the absence of dysfunction, disease and/or infirmity. For sexual health to be attained and maintained 

it is necessary that the sexual rights of all people to be recognized and upheld. 

Lottes (2000) Sexual health is the ability of women and men to enjoy and express their sexuality and to do so free from 
risk of sexually transmitted diseases, unwanted pregnancy, coercion, violence and discrimination. In order to 

be sexually healthy, one must be able to have informed, enjoyable and safe sex, based on self-esteem, a 

positive approach to human sexuality, and mutual respect in sexual relations. Sexually health experiences 
enhance life quality and pleasure, personal relationships and communication, and the expression of one‘s 

identity. 

Satcher, Surgeon General‘s Report (2001) 

 

Sexual health is inextricably bound to both physical and mental health. Just as physical and mental heath 

problems can contribute to sexual dysfunction and diseases, those dysfunctions and diseases can contribute 
to physical and mental health problems. Sexual health is not limited to the absence of disease or dysfunction, 

nor is its important confined to just the reproductive years. It includes the ability to understand and weigh 

the risks, responsibilities, outcomes and impacts of sexual actions and to the practice abstinence when 
appropriate. It includes freedom from sexual abuse and discrimination and the ability to integrate their 

sexuality into their lives, derive pleasure from it, and to reproduce if they so choose. 

The National Strategy for Sexual Health 

and HIV (2001) 

 

Sexual health is an important part of physical and mental health. It is a key part of our identity as human 

beings together with the fundamental human rights to privacy, a family life, and living free from 
discrimination. Essential elements of good sexual health are equitable relationships and sexual fulfillment 

with access to information and services to avoid the risk of unintended pregnancy, illness or disease. 

BeatriceBean‘E et al. (2002) Sexual health is defined as an approach to sexuality founded in accurate knowledge, personal awareness, and 
self-acceptance, where one‘s behaviour, values, and emotions are congruent and integrated within a person‘s 

wider personality structure and self-definition. Sexual health involves an ability to be intimate with a 

partner, to communicate explicitly about sexual needs and desires, to be sexually functional (to have desire, 
become aroused, and obtain sexual fulfillment), to act intentionally and responsibly, and to set appropriate 

sexual boundaries. Sexual health has a communal aspect, reflecting not only self-acceptance and respect, but 
also respect and appreciation for individual differences and diversity, and a feeling of belonging to and 

involvement in one‘s sexual culture(s). Sexual health includes a sense of self-esteem, personal attractiveness 

and competence, as well as freedom from sexual dysfunction, sexually transmitted diseases, and sexual 
assault/coercion. Sexual health affirms sexuality as a positive force, enhancing other dimensions of one‘s 

life. 

World Health Organization (2006) Sexual health is a state of physical, emotional, mental and social well-being related to sexuality; it is not 

merely the absence of disease, dysfunction or infirmity. Sexual health requires a positive and respectful 
approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe 

sexual experiences, free of coercion, discrimination and violence. For sexual health to be attained and 

maintained, the sexual rights of all persons must be respected, protected and fulfilled. 
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HISTORY OF SEXUALITY IN INDIA 

The seeming contradictions of Indian attitudes towards sexual health can be best 

explained through the context of history. India played a significant role in the history of 

sex, from writing the famous literature on sex and sexuality (Kamasutra) that treated 

sexual intercourse as a science. This literature went onto be the philosophical focus of 

new-age groups' attitudes on sex. Rig Veda, one of the most revered Vedas, reveals a 

moral perspective on sexuality, marriage and fertility.  

Kamasutra indicates the regulation and control of sexuality not through a 

consideration of pleasure primarily in relation to itself but as a way of 

channeling sexual behavior in a hierarchical social setting. (Puri, 

2002:632) 

After the births of the Buddha and Mahavira, and the writing of the Upanishads around 

500 BC, further historical evidence, art, and literature shows that ancient Indian society 

was perhaps as sexually tolerant as many modern European and East Asian countries. At 

the end of the medieval period in India and Europe, colonial powers such as the 

Portuguese, British and French found ways of reaching India, where they allied with 

various post-Mughal Indian kings, and later managed to annex India. The arrival of the 

British had the largest effect on the culture of India and its attitudes towards sex and 

sexuality. Early British exposure to India occurred at a time when Europe was entering 

the Age of Reason, and so, whilst there was a lot of Protestant discrimination of Hindu 

beliefs and Indian society along the lines of early Muslim invaders, there was also a 

significant number of Orientalists who saw India as a great civilization, and invented the 

field of Indology. However the main moral influence that led to stigmatisation of Indian 

http://en.wikipedia.org/wiki/Sexual_intercourse
http://en.wikipedia.org/wiki/New_Age
http://en.wikipedia.org/wiki/Upanishads
http://en.wikipedia.org/wiki/Europe
http://en.wikipedia.org/wiki/East_Asia
http://en.wikipedia.org/wiki/India
http://en.wikipedia.org/wiki/Europe
http://en.wikipedia.org/wiki/Hinduism
http://en.wikipedia.org/wiki/Indology
http://en.wikipedia.org/wiki/Social_stigma
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sexual liberalism by Indians themselves was the Victorian value system. The effects of 

British education, administration, scholarship of Indian history and biased literature all 

led to the effective 'colonization' of the Indian mind with European values.  

In the moral sphere, the Europeans were shocked by contradictions, which 

seemed wholly unnatural to them, which they could not reconcile with any 

principle of morality familiar to them. These contradictions were particularly 

resented by the Western mind when the Hindus mixed up sexual experiences with 

the spiritual (Chaudhuri, 1966:104). 

 This led some Indians to seek conformity of their religious practices and moral values 

with those of Victorian era. Countries such as India became more conservative after being 

influenced by European ideas. At the same time, translations of the Kama Sutra and other 

'exotic' texts became available in Europe, where they gained notorious status, and 

ironically may have triggered early foundations of the sexual revolution in the west.   

India‘s initiation with sexual health messages may have started with the colonial 

concerns with syphilis and gonorrhea amongst its armed forces. The Britishers 

were also concerned with the behaviour of the prostitute women who were 

solicited by its forces (Levine, 1994: 581) 

The colonial enactments aimed at controlling female prostitution and curbing venereal 

disease, especially among the British military, differed in important respect from their 

domestic cousins. Two major legislative measures were enacted by the Britishers after 

the 1857 mutiny viz., 1). The Umbrella Cantonments Act (Act XXII of 1864) which 

organised and regulated the sex trade within the military cantonments that attempted to 

regulate commercial sex activity in the military towns; and 2).The Indian Contagious 

Diseases Act (Act XIV of 1868) which enacted similar provisions for the supervision, 

registration, and inspection of prostitute women in major Indian cities and seaports. The 

http://en.wikipedia.org/wiki/Victorian_era
http://en.wikipedia.org/wiki/Victorian_morality
http://en.wikipedia.org/wiki/Kama_Sutra
http://en.wikipedia.org/wiki/Sexual_revolution
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colonial regime during their self rule period post 1857 promulgated awareness generation 

material on syphilis and gonorrhea to be circulated among its armed forces. 

British authorities at home and in India were at this time developing a heightened 

awareness of the existence of the female prostitution, brought about a complex 

mix of moralism, sanitary regulation, and military lobbying. The mid-century 

abounded with pamphlets, sermons, books, and periodical articles about the social 

evil (Levine, 1994: 581). 

According to Medical History of British India
1
, Lock hospitals came into existence after 

the 1857 Mutiny that specialized in treatment of venereal diseases especially syphilis 

amongst the British armed forces. The name dates back to the days of leprosy, based on 

the ―locks‖ or the rags which covered the lepers‘ lesions. Lock hospitals were provided in 

India following the introduction of the Contagious Diseases Acts of 1864 and 1868. The 

venereal disease was more amongst the British army than the civilian population, but 

there is no recorded data about any decline in the spread of venereal disease among the 

British soldiers.  Fines were imposed on native women if they practiced prostitution 

without registration or if they failed to attend the examination.  

Post independence, India embarked on the ambitious population control 

programme, which focused solely on the individual‘s sexual practices and behaviours 

(detailed in the next section). Throughout the decades following the implementation of 

India‘s Family Planning Programme in the 1950s, the prevailing idea in dealing with 

overpopulation has been that drastic measures needed to be undertaken.  Education 

regarding temporary methods of contraception was neglected in favour of encouraging 

sterilization. Government agencies would have sterilization quotas to fill among the 

                                                           
1 http://digital.nls.uk/indiapapers/institutions.html accessed on 12/01/2013 
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employees, and the inability to meet them was sometimes met with withholding of the 

salaries (Bose, 1998).  Workers were often rewarded with a radio or television if they 

successfully convinced enough people to opt for the surgery. At its worst, India‘s policy 

included declaring a state of Emergency in 1975 and implementing forced sterilization in 

poor neighbourhoods.  When applying for government loans or jobs people were told that 

their chances of receiving such aid would be increased if they could produce a certificate 

of sterilization. The national focus on sterilization seems to have created an ―all or 

nothing‖ mentality among Indians towards birth control especially since the awareness of 

other, temporary methods of contraception for much of the 20th century was miniscule.   

In a 1993 study, India‘s National Family Health Survey, revealed that of all contraceptive 

use at the time, 67% was by female sterilization (compared to 9% male sterilization)
2
.  

The prominence of female sterilization indicates another flaw in India‘s population 

control strategies. By targeting women instead of men, the government inadvertently 

opted for the more hazardous means of birth control.  The surgical procedure is more 

difficult and the rate of failure is high, not to mention the danger to the patient, which 

sometimes meant death. Upon learning of these semi-forced, safety-negligent policies, a 

fairly accurate explanation can be given on why family planning efforts have failed to 

curb rampant population growth in India.  

Our family planning programme has not succeeded because we have started 

family planning at the wrong end. Our clients have mostly been women towards 

the fag end of their reproductive lives. This has happened because we relied 

heavily on the terminal methods of sterilization. The easiest solution is not 

necessarily the best solution. Whatever spectacular success we had in the 

sterilization programme was either due to coercion (as in the emergency days) or 

                                                           
2 http://www.colby.edu/personal/t/thtieten/Famplan.htm#_ftn5 accessed on 18/01/2011 
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due to the extreme poverty of the acceptors who look upon the family planning 

incentive money as paltry contribution to their poverty reduction (Bose, 1998: 

115).   

When the only option available to many people is one that is irreversible, not to mention 

potentially life-threatening, people would probably be inclined to opt for no 

contraceptives at all.  In such a scenario, the problem was not solved and the population 

kept growing and resources per head kept dwindling. 

THE NATIONAL POPULATION CONTROL PROGRAMME IN INDIA: 

INITIATION OF SEXUAL HEALTH CONTROL 

 

Though some sort of population policy was implicit in the First Five Year Plan, it 

was only from 1966 onwards when a new department of Family Planning was carved out 

in the Ministry of Health that serious thought was given to the implementation of a 

population control programme. The philosophy behind the programme was based on a 

Western model (under the influence of foreign donor agencies) involving payment of 

money (on the pretext of paying compensation) to the acceptor. Faint beginnings of the 

birth control movement in India can be traced to the early twenties of the nineteenth 

century. Beginning with the attendance of Indian representatives in the first international 

birth control conference in London in 1922 and the New York birth control conference in 

1925, the birth control movement in India became progressively more organized until its 

culmination in the formation of the Family Planning Association in India in 1949. The 

National Family Planning Programme was launched in 1951 with the demographic 

objective of reducing birth rates to the extent necessary to stabilise population at a level 

consistent with the requirements of the national economy. During the first decade of its 
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existence, family planning was considered more a mechanism to improve the health of 

mothers and children than a method of population control (Visaria, 2000; Visaria & 

Chari, 1998). Clinic-centered family planning service delivery, along with health 

education activities, was promoted during this period. The Third Five-year Plan period 

(1961-66) marked a subtle shift in programme emphasis, from the welfare of women and 

children to the macro objective of population stabilisation (Visaria and Chari, 1998). An 

extension-education approach replaced the original clinic-centered approach and the 

programme was integrated with existing health services during this period. During 1965-

75, the programme was integrated with the maternal and child health programme, and at 

the same time, time-bound method-specific targets for population control were 

introduced. As is well known, the target-oriented approach became highly coercive 

during the period of the Emergency (1975-77). The backlash of the coercive approach 

compelled subsequent governments to stress the voluntary nature of the family welfare 

programme. In the 1980s, the time-bound, target oriented approach was revived with 

greater emphasis on promoting reversible methods and measures for child survival. As a 

part of the strategy, incentive payments for acceptors and motivators of contraceptive 

methods were vigorously promoted (Visaria, 2000). The 1990s witnessed dramatic 

changes in the family welfare policy and programme in the country. The passing of the 

72nd and 73rd Constitutional Amendments and Panchayati Raj and Nagar Palika Acts in 

1992, set in motion the process of democratic decentralisation, and brought in the family 

planning programme, legally, in the domain of Panchayati Raj institutions. In addition, 

several factors including the stagnation in the family planning programme, organised 

pressure from multiple constituencies to address issues of quality and choice and the 
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recognition of inherent constraints in the programme contributed to changes in policy 

approach (Visaria, Jejeebhoy and Merrick, 1999). An additional catalyst was provided by 

the International Conference on Population and Development (ICPD) in 1994 and the 

Beijing Women‘s Conference in 1995. In 1996, the government took the radical decision 

of eliminating method-specific contraceptive targets that had been used to guide, monitor 

and evaluate the programme for decades, replacing it with what was initially called the 

Target-free Approach, where goals are set at the community level rather than determined 

at the Centre. In 1997, the target-free Approach was recast as the Community Needs 

Assessment Approach, and a decentralized participatory planning system was put in 

place. It was during the Fourth Five-Year Plan when communication efforts became truly 

effective in India. The now famous ‗Red Triangle‘ symbol for family planning was 

conceived during this period and a national campaign was launched for advocating ‗two 

or three children-enough‘. The campaign for male contraception-the condom under the 

brand name ‗Nirodh‘ as the first social marketing effort undertaken with professional 

guidance was also initiated about this time. There was a setback after 1975-76 due to the 

negative impact of mass sterilization camps. The programme was renamed as the 

National Family Welfare Programme, which began to address not just contraceptive 

needs, but also child-survival and maternal-health issues. Thereafter, the programme 

encompassed many areas of reproductive and child health and a multi-media approach 

was used to disseminate information. In the wake of the country‘s acceptance of the 

global agenda of ICPD (Plan of Action)-1994, the Government of India launched the 

Reproductive and Child Health (RCH) programme in 1997. This represented a radical 

shift in the Government‘s policy as it moved away from obsession with sterilization 
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targets, to a bottom-up decentralized participatory planning process based on community 

needs assessment. The programme covered an extended range of services for unwanted 

fertility, maternal health, Reproductive Tract Infection (RTI)/Sexually Transmitted 

Infection (STI), child health and adolescent health. The new paradigm embodied in the 

RCH programme generated a strong demand for new initiatives in the Information, 

Education and Communication (IEC) campaign. The Ministry of Health and Family 

Welfare (MHOFW) engaged private professional agencies to produce audio-visual 

software for the programme. It also invited eminent filmmakers to make full-length 

feature films on RCH issues. The RCH paradigm shift was towards client-centered, 

demand-driven services that needed strategic communication. It was as a tool to create 

demand for quality services. The communication challenge for RCH was one of demand 

creation and this required understanding of media opportunities, professional procedures 

and use of social marketing approaches. The focus was no more on awareness generation; 

the communication campaign had to promote behavioural change. In January 1999, 

MOHFW started the process of defining a holistic and yet flexible strategy for 

communication of the country‘s RCH programme. Starting with a National Workshop in 

January 1999, followed by three Regional Workshops in the summer of 1999 and a series 

of deliberations, the National Communication Strategy was adopted through a National 

Workshop in October 2000. The strategy laid down the goals and suggested an 

operational framework for communication at the central, state and district levels. It also 

identified the major behavioural change objectives that the communication managers had 

to address and achieve along with the barriers and opportunities that were in place. A 

crucial feature of the new strategy is the recognition that, increasingly, IEC work will 
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have to be taken over by the states, districts and community leaders. The central 

government continued to play the lead role in the national mass media campaign and 

multi-media campaigns, while the local radio, TV and print media and local specific IEC 

work through leaflets, posters, traditional entertainment methods, banners, hoardings etc. 

were the exclusive responsibility of the state, district and community. The massive IEC 

campaign for social mobilization for Pulse Polio Immunization over the last few years is 

one such significant activity undertaken by the state. One of the most important lessons 

learnt from the polio campaign has been the realization that at the field level, inter-

personal communication (IPC) is the key to behavioural change. The mass media creates 

an enabling environment that lends credibility to what the health worker is saying. The 

crucial factor is to make the come to the booth for the vaccine, which in turn depends on 

the persuasive skill of the health worker. The National Population Policy (2000) stresses 

that the Family Welfare messages have to be clear, disseminated everywhere and be in 

local dialects. It emphasizes the need for inter-sectoral convergence for IEC and 

sensitization of all field–level functionaries. It also encourages advocacy and 

sensitization of the opinion leaders. It clearly states that all methods and means of 

communications are important. What need to be decided were the right mix and the 

appropriate levels on which the campaign could be carried out. Growing partnership with 

NGOs and with the private sector for social mobilization and IEC had become essential 

for success. 
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NATIONAL STD AND AIDS CONTROL PROGRAMME AND POLICY IN 

INDIA 

 

The National Sexually Transmitted Disease (STD) Control Programme was 

initiated in 1946 (before India‘s independence) and remained operational until 1991. 

However, the programme was weak both in terms of content and implementation. 

Following reports of the first HIV case in the mid-1980s and the emergence of 

HIV/AIDS epidemic, the National AIDS Control Programme was launched in 1987. In 

the initial years, the programme focused on raising public awareness, screening of blood 

for transfusion and conducting surveillance activities in the epi-centres of the epidemic 

(NACO, 2002a). Recognising the synergy between STIs and HIV/AIDS, in 1992, the 

National STD Control Programme was integrated with the National AIDS Control 

Programme (NACO, 1999). The National AIDS Control Project (NACP) was launched in 

the same year. The thrust of the project was on changing behaviour through interventions, 

particularly among high-risk groups, supporting decentralised service delivery and 

protecting human rights by encouraging voluntary counselling and testing and 

discouraging mandatory testing (NACO, 2003). The National AIDS Prevention and 

Control Policy (2002) envisages effective containment of the infection levels of 

HIV/AIDS in the general population in order to achieve zero level of new infections by 

2007.In order to meet these objectives, the policy delineated various strategies including 

raising awareness, controlling STIs, ensuring the safety of blood and blood products, 

improving services for the care and support of people living with HIV/AIDS, and 

creating an enabling socio-economic environment. The policy reflected the paradigm 

shift, and emphasized on the importance of inter-sectoral coordination, forging 



21 
 

partnerships with multiple stakeholders including NGOs and community-based 

organisations, decentralised planning and implementation, and integration of services. It 

recognised that the HIV/AIDS must be seen not only as a public health issue but also as a 

problem of development.  

Every country in the world has been affected by HIV/AIDS.  In response, most 

countries have established a national AIDS programme and have conducted massive 

awareness campaigns through the mass media and other available platforms. (WHO, 

1994). The precise impact of the mass media on reducing AIDS risk behaviour is 

continually debated, knowledge about AIDS is obtained most often from mass media 

rather than from interpersonal sources (Ross & Carson, 1988). Since its beginning, the 

HIV/AIDS epidemic has led to the infection of millions worldwide, prompting countries 

to craft policies and institutions aimed at containing the spread of the disease. The 

pandemic had manifested itself both as a precise problem but also as an all-encompassing 

one. Its precision is revealed in its associated morbidity and mortality in increasing 

number of people – mostly otherwise healthy, productive, young people – getting sick 

and dying (Cohen, 2002; Collins and Rau, 2000). The response of the first two decades of 

the epidemic addressed this quality of the crisis. It focused on the epidemic as a health 

crisis and on its ramifications for health service delivery. The aftermath of deaths due to 

HIV began to permeate and affect every facet of life and national development in the 

regions most affected (Stilwagon, 2000; Poku, 2001). Deaths due to AIDS brought with it 

loss of productive resources as well as sharp decline in economic production (Donahue, 

1998; Mutangadura, 2000). The most common means of HIV transmission is through 

unprotected sex. Other transmission routes include mother to child transmission at birth, 
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sharing contaminated syringes and needles through injection drug use and, to a lesser 

extent, the transfusion of infected blood and blood products. In June 2001, the United 

Nations General Assembly Special Session (UNGASS) on HIV/AIDS set in place a 

framework for national and international accountability in related to the epidemic. Each 

government pledged to pursue a series of benchmark targets relating to prevention, care, 

support and treatment, impact alleviation, and children orphaned and made vulnerable. 

THE EVOLUTION OF THE HIV/AIDS PROGRAMME IN INDIA 

Since the first case of HIV/AIDS was reported in 1986, the Government of India 

has addressed the epidemic with concern and resources. The ministry of Health and 

Family Welfare constituted the National AIDS Committee in 1986, under the 

chairmanship of the Union Ministry of Health and Family Welfare.  The Committee 

brought together various ministries, non-governmental organisations (NGOs) and private 

institutions for effective coordination of programme implementation. With the support 

from WHO, a medium term plan was developed. The initial activities focused on the 

reinforcement of programme management capacities as well as targeted education and 

awareness campaigns (IEC) and surveillance. A comprehensive five-year (1992-97) 

strategic plan for the Prevention and Control of HIV/AIDS Phase I was prepared by the 

Government of India. This brought about the establishment of the National AIDS Control 

Organisation (NACO). During this stage, activities focused on preventing transmission of 

HIV through blood and blood products, control of hospital infections, increasing 

awareness of the dangers of unsafe sexual behaviours with multiple partners and sharing 

of needles for injecting drugs and strengthening of clinical services for both STI and 
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HIV/AIDS (World Bank 2003; NACO 2005). State AIDS Societies were formed to 

reduce the bottlenecks of implementation of the programme, with decentralised 

administrative and financial power for more focused implementation to address the issues 

at the local level.  Phase II of the National AIDS Control Programme (NACP) began in 

1999. NACO assumed the responsibility for activities such as epidemiological 

surveillance for STIs and HIV/AIDS, training and capacity building, operational 

research, and monitoring and evaluation. NACO is also responsible for policy-level 

guidance, overseeing of the programme, allocation of public funds to the states, approval 

of proposed control activities and coordination with other donor partners. NACO works 

closely with States and coordinates advocacy meetings. In 2002, the Government 

finalized and released the National AIDS Control Policy and the National Blood Policy 

document. These policies were drafted following a wide range of consultations with 

Government Organisation (GOs) and NGOs, experts and partner agencies (Over et al, 

2004). The main strategy in India to implement targeted intervention is to work through 

NGOs. The State AIDS Control Societies had identified 930 NGOs to deliver targeted 

interventions among high-risk groups. The interventions are aimed at Commercial Sex 

Workers, migrant workers, truckers, street children, MSM, Intra-venous Drug users and 

prisoners, mainly to decrease transmission by reducing high-risk behaviours. The AIDS 

control programme till date has been carried out in three distinct phases, which have been 

elaborated later. The fourth phase (2012-2017) is currently underway. 
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NATIONAL AIDS CONTROL PROGRAMME I 

 

The National AIDS Control Programme Phase-I (1992 - 1999) was implemented 

across the country with an objective to slow the spread of HIV to reduce future 

morbidity, mortality, and the impact of AIDS by initiating a major effort in the 

prevention of HIV transmission.  It started with an International Development Association 

Credit of USD 84 million from the World Bank (NACO, 2006; Chhabra, 2007). The basic 

aim of this phase was awareness generation regarding HIV/AIDS. The NACP-I focused 

on initiating a national commitment, increasing awareness, and addressing blood safety. 

It achieved some of its objectives, notably an increased awareness. Professional blood 

donations were banned by law. Screening of donated blood became almost universal by 

the end of this phase. The programme had also established a decentralized mechanism to 

facilitate effective state-level responses by 1999, although substantial variation continued 

to exist in the level of commitment and capacity among states. Whereas states such as 

Tamil Nadu, Andhra Pradesh, and Manipur demonstrated a strong response and high 

level of political commitment, many other states, such as Bihar and Uttar Pradesh, have 

yet to reach these levels. This programme led to the capacity-development at the state 

level with the creation of State AIDS Cells in the Directorate of Health Services in states 

and union territories (World Bank, 2003). 

Mass IEC programme was launched to create public awareness of HIV & AIDS. 

This was done by using various media and aiming at different audiences from the general 

public to school children. Public information campaigns were launched which actually 

spoke of how HIV infection was acquired and how it wasn't, through casual contact, for 
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example. Some of the campaigns were based on the ill advised principle of preventing 

people from behaviour that puts them at risk of HIV infection, by making them afraid of 

it. It was common to find early awareness messages with fear-provoking images such as 

skull and crossed bones. Such campaigns were to lead to the long term problems of AIDS 

phobia and stigma and discrimination of infected people at all levels including at health 

care facilities. Rupees 75 crores was spent on communication campaigns in one year 

(VHAI, 2001, as cited in Chhabra, 2007:6). The Government during this phase felt that 

condoms are the only method with which HIV can be controlled. Thus, condom was 

repositioned again in the context of HIV/AIDS. Condom as discussed earlier was used 

effectively as a tool for ‗population control‘, now the same commodity has been 

reintroduced as a tool for sexual awareness and concerns. A detailed analysis of the entire 

gamut of condom discourse has been elaborated in the chapter 6. As a whole, condoms 

were known to be effective in preventing the transmission of HIV and other STDs. 

Communication messages that included posters, video spots, exhibition materials etc 

were developed vigorously to promote the use of condoms.  

NATIONAL AIDS CONTROL PROGRAMME II  

National AIDS Control Programme Phase-II (1999 - 2006) was aimed at reducing spread 

of HIV infection in India and strengthens India's capacity to respond to HIV epidemic on 

long term basis. This phase can be called as health and reverse phase of the epidemic. 

Phase II also committed India to a dramatic ―paradigm shift‖ as insisted by the World 

Bank and allied donors. During this phase de-centralised state and municipal-level AIDS 

Control Societies (SACS/MACS), as also registered societies functioning outside 
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Government control, assigning a pivotal position to NGOs in implementation and a focus 

on non-judgmental ―high impact prevention interventions targeting populations engaging 

in high risk behaviours‖ (Chhabra, 2007:105). 

The policy and strategic shift was reflected in the two key objectives of NACP-II: 

 to reduce the spread of HIV infection in India. 

 to increase India‘s capacity to respond to HIV/AIDS on a long-term basis. 

The primary aim of NACP II was to keep HIV sero-prevalence low. Policy initiatives 

taken during NACP-II include: adoption of National AIDS Prevention and Control Policy 

(2002); National Blood Policy; a strategy for Greater Involvement of People with 

HIV/AIDS (GIPA); launching of the National Rural Health Mission; launching of 

National Adolescent Education Programme; provision of anti-retroviral treatment (ART); 

formation of an inter-ministerial group for mainstreaming; and setting up of the National 

Council on AIDS, chaired by the Prime Minister (NACO, 2006:2) 

 NACP II placed a greater emphasis on targeted interventions for high-risk 

groups, preventive interventions among the general population, and involvement of 

NGOs and other sectors and line departments, such as education, transport, and police.  

Targeted interventions scaled up to cover a higher percentage of the population, and 

monitoring and evaluation was strengthened. In order to induce a sense of urgency, the 

classification of states was focused on the vulnerability of states. The states were 

classified as high and moderate prevalence (on the basis of HIV prevalence among high-

risk and general population groups) and high and moderate vulnerability (on the basis of 

demographic characteristics of the population) on the basis of the prevalence. The major 



27 
 

challenges that remained was, in raising the overall effectiveness of state-level programs, 

expanding the participation of other sectors, and increasing safe behavior and reducing 

stigma associated with HIV-positive people among the population. With the growing 

complexity of the epidemic, changes were brought into policy frameworks and 

approaches of the NACP. Focus shifted from raising awareness to behaviour change.  

The National AIDS Prevention and Control Policy and the National Council on AIDS 

(NCA), chaired by the Prime Minister, provided policy guidelines for the epidemic. In 

November 1999, NACP-II was launched with financial credit support from the World 

Bank of US$ 191 million. The final outlay from all sources was about Rs 2,000 crore (see 

Table 2). UN agencies as well as other international donors provided funding as well as 

technical assistance to the National AIDS Control Organisation (NACO). While the 

World Bank and DFID were the major donors, the Bill and Melinda Gates Foundation 

and the Global Fund for AIDS, TB and Malaria, have become increasingly important 

donors since 2004 for the HIV/AIDS control programme in India. The focus of NACP-II 

moved from the more diffuse goal of generating awareness on HIV prevention, to 

targeted intervention, a concept that was introduced in the latter part of NACP-I. The 

targeted intervention approach was meant to change high risk behaviour in populations 

who were at risk of contracting the infection and spreading it in the general population.  

NACP-II set up more than 1,000 targeted interventions, mostly through non-

governmental organisations, for commercial sex workers, men having sex with men, 

injecting drug users, street children, prisoners, trans-genders, truck drivers and migrant 

labour. 
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No. Donor/agency Amount (in Rs crore) 

1 GOI 196 

2 World Bank 959 

3 USAID 230.58 

4 CIDA 37.81 

5 UNDP 6.47 

6 AusAID 24.65 

7 Global Fund 122.74 

8 DFID 487.4 

9 Total 2064.65 

Table 2: Sources of NACP- II funding 

SOURCE:http://www.hivaidsonline.in/index.php/Response/the-national-aids-control-programme-1-2-3.html accessed 

on 23/03/2010 

NACP II recruited local level people and trained them as peer educators to counsel, 

provide condoms through social marketing and provide information to encourage a 

change in behaviour (NACO, 2011). Some 845 clinics providing STD treatment were 

upgraded during NACP II.  NACP-II also contained a number of programme directed at 

the general community. Mass education campaigns were conducted using print media, 

electronic media and folk art forms, especially directed at people under the age of 25 

years. Sex education programme were introduced in schools, colleges and youth forums 

such as the National Service Scheme, Nehru Yuva Kendras and the Village Talk AIDS 

programme. By the end of the second phase of the programme, the number of licensed 

blood banks increased to 1,230 including 82 blood component separation centres. In 

addition to testing for HIV, blood banks were required to test all donated blood for 

Hepatitis C and an external quality assurance system for HIV testing was set up. HIV 



29 
 

transmission through blood was reduced to less than two per cent (from eight per cent 

when surveillance first started in the late 1980s) by the end of NACP II. Voluntary 

counselling and testing centres (VCTCs) were introduced early in NACP-II (NACO, 

2004a). Counselling and testing enabled those at risk to know their HIV status and seek 

treatment which was becoming available more widely. VCTCs also provided referrals to 

services for treatment and care. Services for the prevention of mother to child 

transmission of HIV, and for the provision of antiretroviral drugs to people with AIDS, 

became linked to the VCTCs as and when these were instituted by the Government.  The 

Programme for Prevention of Mother (later Parent) to Child Transmission (PPTCT) of 

HIV aimed to prevent the transmission of HIV from pregnant, HIV-positive women to 

their children. This programme offered pregnant women testing for HIV and drugs and 

advice to those who were HIV-positive. Towards the end of the programme, PPTCT 

centres were combined with VCTCs to form Integrated Counselling and Testing Centres 

(ICTCs).  

 Treatment and prophylaxis for opportunistic infections was an important strategy 

in NACP-II as the programme began to recognise the need to move beyond prevention 

and start providing medical services related to AIDS. For people with more advanced 

illness, the programme advocated the ―continuum of care‖ model with home-based care 

and hospital referral when appropriate, that was implemented through the NGOs. By the 

end of NACP-II, 122 community care centres (NACO, 2007), or hospices for the care of 

terminally ill AIDS patients were set up throughout the country.  Around 2006, about 
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56,000 patients received first line antiretroviral drugs from 107 ART centres throughout 

the country (NACO, 2004b).  

NATIONAL AIDS CONTROL PROGRAMME III  

 

National AIDS Control Programme Phase-III (2007-2012) was based on the 

experiences and lessons drawn the earlier two phases.  The overall goal of this phase was 

to ‗halt and reverse‘ the HIV/AIDS epidemic in India. It intended to achieve this by 

integrating programmes for prevention, care, support and treatment. During this phase, 

Rs. 2000 crores was earmarked for a single prevention commodity—Condom (Chhabra, 

2007).  Sub-populations such as sex workers, men-who-have-sex-with-men and injecting 

drug users were accorded highest priority in the intervention programme. At the same 

time long-distance truckers, prisoners, migrants (including refugees) and street children 

were next line on the basis of priority, that‘s because NACP II had concentrated a lot on 

them. Treatment of Sexually Transmitted Infections (STI), access to prophylaxis and 

management of opportunistic infections, and people who need access to ART were 

assured first line ARV (Antiretroviral) drugs. Universal provision of PPTCT services and 

access to pediatric Anti-Retroviral Therapy (ART) was prioritized. During this phase, 

enormous public resources were utilized to create organisations around sexual 

identity/practice. The aim of this approach was to persuade persons engaged in high risk 

behaviours to go in for ‗harm-minimising protection‘, i.e., through condoms, STD 

treatment, new needles. Thereby, the state becomes ‗proactive for creating safe space‘ for 

commercial sex work and other high risk situations (NACO, 2006). 
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Objectives of NACP III  

The strategic objectives of NACP-III (NACO, 2006: 5) were: 

1. Prevention of new infections in high risk groups and general population through: 

a.  Saturation of coverage of high risk groups with targeted interventions (TIs) 

b. Scaled up interventions in the general population 

2. Providing greater care, support and treatment to larger number of PLHA. 

3. Strengthening the infrastructure, systems and human resources in prevention, 

care, support and treatment programmes at the district, state and national level. 

4. Strengthening the nationwide Strategic Information Management System. 

 

This phase was conspicuously silent on the structural socio-economic vulnerabilities and 

the root causes of the continuing flow of sub populations into situations involving high-

risk behaviour. In NACP III, 1.3 million Commercial Sex Workers (CSW); 1.3 million 

MSM; 1, 90, 000 IDU were mobilized and organised in groups (NACO, 2006:193). The 

budget allocation was pre-occupied with getting high-risk groups to use condoms, besides 

―addressing reduce vulnerabilities and break the silence surrounding issues related to 

sexuality‖. (NACO, 2006: ii). 
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No. Source Amount (Rs/crore) 

    I Direct Budgetary Support 2861 

   II EAC (External Aid Component)   

  (i) World Bank (USD 295 mill. including Retroactive financing 

for 2006-07) 

1328 

  (ii) DFID (95 mill. Pounds) 808 

  (iii) GFATM (Round II, III & IV) 824 

  (iv) GFATM (Round VI) 963 

  (vi) USAID 225 

  (vii) Total EAC 4148 

  Grand Total  7009  

 

Table 3: Source of NACP-III funding   
Source: http://infochangeindia.org/hiv-aids/response/the-national-aids-control-programme-1-2-3.html accessed on 

accessed on 23/03/2010 

 

 Table 4 gives an overview on the three phases of National AIDS Control 

Programme in India which outlines the prominent strategies adopted to combat the 

epidemic. The table also ideates on the communication shifts and approaches during each 

phase. Prominent policies and framework during each phase have been indicated.    

  

http://infochangeindia.org/hiv-aids/response/the-national-aids-control-programme-1-2-3.html
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PHASE I 

(1992-1999) 

 

 Aimed at the general population with generic or clinical messages 

 Fear provoking images that led to AIDS phobia and stigma and discrimination of 

infected people at all levels. 

 National Blood Transfusion Policy was formulated 

 Condoms are the only method with which HIV can be controlled 

 Repositioning condom for STD prevention. 

 Control of STDs was an important strategy for HIV prevention. 

 NACP-I introduced the targeted intervention strategy 

 

 

 

PHASE II 

(1999-2006) 

 

 

 Focus shifts from awareness generation to behaviour change 

 Decentralized response and an increasing engagement of NGOs and networks of people 

living with HIV/AIDS. 

 Voluntary counseling and testing centres (VCTCs) were introduced. 

 Services for the prevention of mother to child transmission of HIV, and for the 

provision of antiretroviral drugs to people with AIDS, became linked to the VCTCs as 

and when these were instituted by the government.   

 Moved beyond prevention and started providing medical services related to AIDS. 

 Institutionalisation of state wide AIDS societies model. 

 Antiretroviral drugs were available in the market 

 

PHASE III 

(2007-2012) 

 

 

 Integrated package of prevention, care and support and treatment with the aim of 

reducing incidence 

 Behaviour Change Communication approach strengthened by involving NGO‘s and 

various other philanthropic organisations. 

Table 4: National AIDS Control Programme (I-III) at a Glance 
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OVERVIEW OF THE RESEARCH DESIGN 

I have used qualitative methodology for accomplishing the objectives of this study. 

The approach was to gain insight on the social construction of sexual health in India 

through multiple methods of enquiry. The analysis of documents, posters and short 

films analysis were accompanied/supplemented by in-depth and open ended 

interviews along with the case study method were employed for this study. A 

comparative approach has been employed while analyzing the cases. This study attempts 

to understand the dynamics and the broader perspective that guide the approaches on 

sexual health in India. For which, it relied on a broad research approach and frequently 

used open research questions to discover important categories, dimensions and inter-

relationships for such analysis. An attempt was made to problematise/operationalise the 

concepts that were the key to further investigations in the course of the research. Data 

collection and analysis proceeded concurrently throughout the study. 

The qualitative research done for this study can be understood as a complex system 

that was more than the sum of its parts. Posters along with document analysis preceded 

the interviews to gain insight on multiple interdependencies. Thick description of posters 

as well as documents was associated with direct quotations from the interviews. This 

enabled me to capture the various perspectives. My personal involvement in projects such 

as ‗Developing Behaviour Change Communication material‘ for the various Targeted 

Interventions of the AIDS Control Society of Andhra Pradesh (APSACS) helped me a lot 

in understanding the dynamics of sexual health.  The job involved working with the 

target group, conducting group discussion, concept/field testing of the developed material 
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on the target group. This exercise required extensive research on the life styles, study of 

the behaviours of the group, their sexual activities as well. My experience with projects 

like ‗Andhra Pradesh Health Systems Responsiveness Study in the year 2001, funded by 

the WHO, Patients Satisfaction Survey and Hospital Performance Analysis funded by the 

World Bank further strengthened the methodologies that I need to employ in data 

collection.  During these projects, I tried to understand the existing health systems, 

epidemiology of the people and the various approaches, policies and programmes that 

affected them. Observations and insights formed an integral part of the inquiry and were 

critical in understanding the subject. Locking up in rigid designs that eliminate 

responsiveness was avoided, and adoption of new paths of discoveries followed. In 

addition to this, the fieldwork involved collection of policy-related documents and 

interaction with resource persons in the allied areas of AIDS control both at the central 

level and state level as well as with the people from the advertising agencies.  The 

theoretical premises guiding the research are Social Constructionism (Berger & 

Luckmann, 1967) and Bio-Power (Foucault, 1979).    

Aims and Objectives of the study 
 

The study attempts to probe into the role of the state in the construction of 

normative sexual health through communication campaigns. It also seeks to examine the 

background, understanding of the professional involved at each level, and how grounded 

are their perception of sexual health vis-a-vis the actual realities.  In this work, I also seek 

to understand the sexual health campaigns through the perspective of social 

constructionist perspective and analyze how the ‗task of communicating sexual health‘ 
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has been ‗owned‘ by the state. I apply a critical stance to interrogate the discourses 

adopted in sexual health campaigns messages in India, with the ultimate goal of using the 

criticism for creating a constitutive space that encourages the articulation, comparison, 

and synthesis of alternative approaches to health communication campaigns. The study 

will also help in understanding the process through which the meanings of sexual health 

is constructed and negotiated for the development of scholarship on health 

communication, which gets translated into posters and messages to be disseminated all 

over the country. The study seeks to contribute to the existing literature on sexual health 

communication through an understanding of the communicative struggles of a 

marginalised community.  

Research Objectives 

The specific objectives of this study are: 

1. To trace the growth and evolution of the concept of sexual health from a health 

communication policy perspective,  

2. To understand the role of the state in determining the form and structure of sexual 

health time to time. 

3. To carry out a comparative analysis of the sexual health communication 

policies/approaches of different countries to further understand and evolve a 

common framework of learnings for India. 

4. Study and understand the dominant approaches adopted for the sexual health 

communication campaigns from 1997-2012 in the backdrop of HIV/AIDS. 
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Research Questions 
 

The following research questions guided the data collection and analysis in this study: 

Q1 How do social and institutional sources influence the ways in which normative sexual 

health messages are developed and delivered to a wider audience? 

Q2 How do personal beliefs and perceptions influence the process of developing sexual 

health messages? 

Q3 How are sexual health messages created, changed, and modified as part of social 

discourse by the institutions that develop sexual health messages? 

METHODS OF ANALYSIS 

Comparative Analysis 

Studying and comparing cases will help uncover the dynamics of HIV/AIDS programme. 

It also seeks to investigate why certain things work well in some situations, and fail in 

others. Six Countries, four developing and two developed countries were chosen for the 

study. These countries were selected based on UNAIDS country-wise HIV/AIDS 

prevalence ranking given on their web-site.  These countries were analytically connected 

through a common framework arrived through coding. Common themes that identify 

consequential features and patterns across various countries were explored.  The 

comparative method was employed to study the international policy perspectives. Such 

kind of comparative analysis helped to study the international policy perspectives on 

sexual health and communication strategies. Cross-national comparisons contribute to the 

area of HIV/AIDS policy as a means of evaluating the solutions adopted for dealing with 

problems that are common among different countries. It is also important, however, to 



39 
 

take into account the political structures and the historical and religious context within 

which such policies are adopted in a particular country. 

Document Analysis 
 

Document analysis helps in understanding the process, context and meaning of a situation 

or social activity (Altheide, 1996) and consists of extensive reading, sorting, and 

searching through the material to make comparisons on the basis of categories and 

concepts through coding (described in the coding and data analysis section). Document 

analysis of official publications, factual records, reports and declarations allowed for a 

historical study of health campaigns promoting sexual health with a particular reference 

to population control as well as HIV & AIDS.  The documents also helped further in 

understanding the operations and legislative framework of health policies in India. 

Analysis of documents released by organisations involved in HIV/AIDS, population 

control helped in tracing the ideology behind them and the course of policy formulations 

undertaken.  In addition, audio material, websites of organisations and postings on the 

HIV & AIDS e-mail list servers were also examined. The purpose of the document 

analysis was also to understand the making of public policies for tackling a problematic 

social issue and analyze the government strategies about the HIV/AIDS issue. Through 

document analysis, I have tried to identify the stakeholders and actors involved in those 

processes, their positions, the powers, the networks and their strategies, as well as the 

government strategies.  
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Poster and Short Films Analysis 
 

Roland Barthes classifies three distinct but related parts of a visual communication 

system: a linguistic message, a coded iconic message, and a non-coded iconic message. 

Because images are ‗polysemous‘ and are open to multiple meanings, he argues that the 

text is used to ‗fix the floating chain of signifieds‘ and give the image its meaning. In this 

way, the verbal message has traditionally dominated the visual sign. Visual component 

can also be seen as "an independently organized and structured message—connected with 

the verbal text, but in no way dependent on it‖ (Kress & Van Leeuwen, 2001). According 

to them, there are three meta-functions the ideational, which refers to how objects are 

represented in an image and how they interact with one another; the interpersonal, which 

refers to the relationship among the producer, the receiver, and the image; and the textual, 

which refers to the composition of the image.  

Various other theorists see visual communications and language as socially 

constructed and culturally determined.  In this part of the analysis, attempts were made to 

understand how language has been used in messages, its inherent meanings and 

underlying intention was analysed. Images on kinds of people shown, social/cultural 

background depicted and the representation of gender were also analysed. 

In depth and open-ended Interviews 
 

Qualitative methods such as in-depth interviews are better suited than quantitative 

methods to explore and study meanings, experiences, and social construction processes. It 

provides the participant an opportunity to account for their understandings in their own 

words, and to account for their perception of reality as constructed by society on sexual 
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health reflects in their understandings. These methods are consistent with both social 

constructionism and bio-power perspectives. The research design that was used in this 

study was an interview. Interviews served as an opportunity to further discuss questions 

that would emerge from their own accounts. In this way, the participants were able to 

define their own reality, to define their perceptions of normative sexual health 

perceptions as they felt best, and in this way had their voices heard in the research 

account. Attempts were made to contact the participants six months after the last 

interview to discuss some of the preliminary findings with them. This opportunity   

provided confirmation and feedback from some of the participants, and provided them 

with an opportunity to be part of the research process and the creation of knowledge. It 

also   provided an assessment of participants' feelings and experiences, their feedback 

regarding the research process, and shall also provide them with an account of the ways 

in which the process has enlightened and changed the study. Mies (1983) indicated that in 

order for knowledge to be non-oppressive, it has to emerge through dialogue rather than 

one-side questioning. By using the proposed methodology, I attempted to make this 

research process as non-oppressive and nonhierarchical as possible by including 

participants as collaborators and co-creators of the knowledge creation process 

(Villanueva, 1997). 
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Case study Method 
 

Case studies bring out the details of an individual, group, organisation or event by using 

multiple sources of data (Wimmer & Dominick, 1987) and are an ideal methodology 

when a holistic, in-depth investigation is needed. A case study is a multi-persepective 

analysis that ―investigates a contemporary phenomenon within its real life context, 

especially when the boundaries between the phenomenon and context are not clearly 

evident‖ (Yin, 2003:13). Yin also stresses on the need for generalizations and describes 

case studies as an occasional early step in theory building (Stake, 1995; Denzin, 1989).   

  

PILOT STUDY 

A pilot study was carried out consisting of four participants. Two persons from the 

National AIDS Control Organisation (NACO) were interviewed at New Delhi. One was 

part of the NACP I in its initial years. Other three interviews were conducted in 

Hyderabad, Andhra Pradesh. One person was part of the team which developed a 

campaign in Andhra Pradesh on condom promotion called ―Do you have it?‖ One 

interview was conducted with a Deputy Chief Executive of a reputed NGO, which had 

developed innovative campaigns for AIDS awareness in Andhra Pradesh. The results of 

the pilot study helped in making changes in the data collection techniques. It also 

provided feedback on the guidelines in analysis. In order for a qualitative research to be 

valid, it should accurately depict the participant's experiences without trying to predict 

anything further. Also, it should portray a picture of the socio-cultural context around the 

experience.  All the interviews were transcribed verbatim. This ascertained that all 
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transcripts were true to their original sources, and would give a feel of the data. The 

anthropological approach to research points out that in order for a researcher to 

understand a phenomenon in a given culture, the culture needs to be understood first; and 

that in order for a researcher to understand people, their language needs to be understood 

also. The author can act both as an "insider" and as an "outsider" to the culture. Since 

data for the study was collected in both English and Hindi languages, the participants had 

an opportunity to express themselves without the possibility of being misunderstood, or 

without the danger of not finding the appropriate words in English to express their 

feelings and meanings about normative sexual health.  All the results and discussion have 

been analyzed through the theoretical lenses of social constructionism and Bio-Power. 

DATA COLLECTION PROCEDURES 

Objective 1 & 2 

Collection of Documents 
 

Documents pertaining to HIV/AIDS were collected from various sources. Extensive 

library search was carried out at National AIDS Control Organisation (NACO) in New 

Delhi, the Indian Institute of Mass Communication, Department library at the Social and 

Preventive medicine at the Jawaharlal Nehru University, Dept of Anthropology, Delhi 

University and at the National Institute of Health and Family Welfare (NIHFW) at New 

Delhi and Hyderabad. Declarations, standing committee reports etc relating to sexual 

Health i.e., Population Control and HIV/AIDS were collected. World Health 

Organisation (WHO), UNAIDS, World Bank, IMF websites were search extensively to 
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collect information on the policy documents on HIV/AIDS. Please see Appendix 1 for 

declarations referred for this study. 

Objective 3& 4 

Collection of Posters and Films 
 

Posters were collected from the National AIDS Control Organisation‘s (NACO) office in 

New Delhi. NACO has pain-stakingly collected the Information, Education and 

Communication (IEC) material it has developed and has put it on its website 

(www.nacoonline.org). These posters have been arranged under various themes.  The 

IEC material can be downloaded from the site stating preferences. 165 posters were 

downloaded from this site, 21 cartoon strips which were developed by it were also 

downloaded. These strips contained stories related to risk behaviour under various 

circumstances. 35 video spots developed by NACO were also collected from NACO 

office in New Delhi and from its website.  The primary focus of the research is to 

understand how the state has got involved in socially constructing the sexual health 

messages for the masses in India. Therefore, only those posters which had NACO logo on 

them were classified for further analysis. These posters were again organised into various 

categories which evolved based on the Polgar‘s models of social construction which have 

been discussed in chapter 6.  Couple of posters was falling into multiple categories. 

Therefore, they were carefully looked into and later on catergorised based on themes that 

were evolving as the analysis progressed. Data collection and analysis was a continuous 

process. Finally, 73 posters (1 poster has been used for two different contexts) and 22 

short films were analysed for the study.  Twenty Six Posters were also collected on Balbir 
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Pasha Campaign from the Population Services International (PSI) office in Hyderabad/ 

Delhi and few of their were sourced from the internet. Eleven video spots were also 

collected from the offices of PSI. The PSI also runs a dedicated website on Balbir Pasha 

Campaign (www.balbirpasha.in). Posters and video spots were also collected on Bindass 

Bol, BBC World Service Trust campaign from the offices of NACO and from the internet. 

In-depth and Open Ended Interviews 
 

Twelve participants at their workplaces/residences in New Delhi, Trivandrum, 

Hyderabad and Chennai were contacted and a time was set to meet in person for the 

discussion of the study requirements.  Few of the people who were interviewed were 

mostly senior level people who had worked for or were part of the National AIDS 

Control Progamme (NACP) team in the mid 80s and 90s. They were associated in the 

capacity of technical consultants helping in laying out the strategies for the HIV/AIDS 

prevention and control. Others interviewed included the Monitoring & Evaluation 

consultant at the NACO (who helped me in gathering the sentinel survey data and many 

other such things). A long time communication consultant associated with NACO also 

helped me in understanding the shifts in communication campaigns on HIV/AIDS. A 

deputy chief executive of an international NGO, which is working simultaneously on 

HIV/AIDS and leprosy, gave me an overview on history of sexual health control in India.  

The interview date and time was selected usually within one to two weeks after having 

sent an interview guide (see Appendix 2).  They were instructed to express about their 

understanding of sexual health in terms of three major areas: (a) the sources of sexual 

messages, (b) the incidence and effect of any type of sexual experience in their sexual 
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definitions, and (c) the influence that these messages, along with their past experiences, 

have had on the ways in which they receive sexual health messages. The probes used to 

elicit more information from the participant were based only on the information already 

presented.  The interviews were held in the participant's site of preference allowing them 

to have choice and privacy (Kimmel & Moody, 1990; Strain & Chappell, 1982). Most of 

the time, the interviews took place at the participant's site of work or at their residences. I 

requested the consent of participants to audiotape the interviews for further analysis. As 

the last step, I attempted to contact all participants six months later for an individual 

meeting or phone conversation. In this conversation I presented the individuals with 

preliminary findings and interpretations of their interviews. The main purpose of this 

interview was to seek confirmation and feedback regarding the interpretations of the data 

provided. While I was not able to contact all participants, the feedback from those 

contacted is presented as part of the discussion. By including this step, participants had an 

opportunity to contribute and be part of the research process (Baber & Allen, 1992; 

Thompson, 1992). 

Case Studies 
 

Bindaas Bol, BBC World Service Trust, Balbir Pasha, Men can make a difference and 

What kind of a man are you?—are the four campaigns that were selected after 

consultations and thorough review of literature. While building on separate argument on 

the social construction of masculinity, the discourse on condom was very prominent. 

Therefore these cases which specifically aimed at men and their risk behaviours were 
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chosen. The material for these four campaigns was collected from the internet, NACO 

headquarters in New Delhi and various other NGOs in Andhra Pradesh and Delhi. 

CODING AND DATA ANALYSIS 

The content of the posters, short films, in-depth interviews, feedback on 

interpretations, and personal notes were considered as data in the analysis. The qualitative 

data analysis techniques used in this study involved a combination of those described by 

Bogdan & Biklen (1982), Strauss & Corbin (1990) and Taylor & Bodgan (1984). The 

analysis was based on the theoretical perspectives that guided the study (social 

construction and concepts of bio-power), the participants' own accounts and discussions 

regarding their constructions of sexuality, and their own understandings. Whereas Strauss 

and Corbin (1990) advocate a parallel and ongoing collection and analysis of the data, 

Bogdan & Biklen (1982) suggest that only experienced researchers in qualitative studies 

are able to accomplish this effectively and efficiently. Although it was inevitable that 

some reflection on the content of the narratives and the interviews occurred during the 

data gathering process (Bogdan & Biklen, 1982), the formal analysis of the data started 

after all data were collected (Allen & Baber, 1992). Taylor & Bogdan (1984:130) divide 

the analysis process in three stages: (a) "Identifying themes and developing concepts", (b) 

"Coding the data and refining one's understanding of the subject matter", and (c) 

"Understanding the data in the context in which they were collected".  My analysis of the 

data addressed these as follows. The posters were coded into various categories based on 

the models suggested by Polgar (1996). Written narratives and audio-taped interviews 

were transcribed. This step provided an early exposure to the data and helped familiarize 
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with the themes that were evolving. Through repeated careful readings of the data, 

emerging themes, concepts and theoretical propositions were obtained (Taylor & Bodgan, 

1984:130-133). Coding of emerging themes was guided by the systematic outline 

described by Bogden & Biklin and an adaptation of Strauss & Corbin (1990:61) open and 

axial coding. Open coding is "the process of breaking down, examining, comparing, 

conceptualizing, and categorizing data". Axial coding refers to a set of procedures used to 

put data back together in different ways after open coding by making connections 

between categories (Ibid.96). The list of emerging themes was fairly large, axial coding 

began before open coding of all data was completed. I attempted to re-arrange, combine, 

and redefine categories to fit the data. Taylor & Bodgan (1984:137) point out that the 

goal of coding is to make the codes fit the data and not the data fit the codes, therefore 

coding included refining the coding scheme, adding categories, collapsing them, and 

redefining the categories. The context in which the interviews were collected, my own 

recorded comments, assumptions and theoretical memos were also considered in the 

analysis. As much as possible, preliminary interpretations of findings were shared with 

several participants either by phone or in person for them to review and react to.   

OVERVIEW OF THESIS 

The thesis contains seven chapters including the introductory chapter and the 

concluding chapter on the social construction of sexual citizenship. The introductory 

chapter provides a broad overview of the concepts of sexual health and communication 

approaches in India. The introductory chapter also explains the conceptual framework of 

the study and explains in detail the research strategy and methodology adopted for the 
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study and outlines the critical questions, issues and discourses related to sexual health and 

HIV/AIDS that are addressed comprehensively to examine the contextualization of 

sexual health in India. Chapter 3 also traces the historical evolution and politics of sexual 

health in India. Parallels have been drawn between the population control programme and 

the HIV/AIDS programme in India. It further elucidates the similarity in its agenda. A 

historic approach of understanding the HIV/AIDS in India, its growth, programme, 

various policy initiatives and it attempts to probe how the discourse on sexual health has 

got institutionalized has also been undertaken. Chapter 4 illustrates and delves into a 

comparative analysis of Sexual Health Policies around the world. This chapter looks into 

the sexual health policies of developed countries which have the distinction of excellent 

track records. Sexual health policies of countries such as Uganda, Lesotho, Thailand and 

Swaziland have also been analysed. Uganda has often been quoted as a country with the 

best track record of containing the HIV/AIDS and thus improving the sexual health of its 

citizens. Lessons have been drawn from this analysis for India. Chapters 5 and 6 are 

thematic that give an overview of the empirical observations and analyses the findings of 

the various sexual health messages and policies. Chapter 6 deals exhaustively with the 

aspect of condom and debates its vigorous re-introduction into the Indian society as a tool 

for sexual health control. 
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CHAPTER 2 

HEALTH COMMUNICATION CAMPAIGNS: 

A BRIEF THEORETICAL OVERVIEW 

In the past, individuals had a responsibility for their own health care usually as a 

result of necessity. Families and communities shared their expertise and their beliefs. 

Only the relatively wealthy made use of professional services and the limited value of 

such services were well recognized. This gradually changed with the improved care and 

intervention provided by the health services and the free availability of such care to all. 

Although there was a widespread participation by the individual in local health care, there 

was little participation by the majority of the people in the development of policy towards 

health (Mc. Ewen, Martini & Wilkins, 1983).  A few ‗enlightened‘ people, usually from a 

position of inherited status, wealth or academic standing pursued active campaigns to 

improve health by a variety of measures amongst population. These were accompanied 

by a wide range of other humanitarian reforms led by the Govt. When such measures 

were applied there was often little direct involvement by the public, but the public were 

the beneficiaries of such activities. Today, it appears that there is a different approach to 

improving the health and wellbeing of the population which reflects again the wider 

aspects of present social life.   

Traditionally, health education has been conceived as an asset within health care 

because it provides information and suggests alternatives to individuals, families or 

groups to prevent disease and promoting health. From this perspective, health education 

seems to be a ‗healthy‘ practice, indeed ‗good for you‘ (Gastaldo, 1997). 
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Health communication campaigns initially adhered to a narrow conceptualization 

that focused specifically on ‗information transfer‘. Mass media and interpersonal 

networks are seen largely as channels that ‗transferred‘ such information. The dominant 

metaphor is one of communication as the transmission of information (Penman, 2000). 

The term ‗target audience‘ categorically supported such linear, knowledge-to-attitude-to-

behaviour effects model of communication. Messages were designed to be ‗shot at‘ a 

target audience. The ‗bullet theory or hypodermic needle theory‘ tersely had the 

underpinnings of effects tradition. ‗Classic‘ theories/models of health behaviour include: 

the health belief model, the theory of reasoned action, the trans-theoretical model, 

learning and conditioning, social learning theory, decision-making theory and diffusion 

of innovations (Collins & Rau, 2000).  The primary objective of each is to predict and 

explain individual health-related behaviours.  The trans-theoretical model posits ‗stages 

of change‘ in which a person moves from ‗pre-contemplation‘ to ‗action‘ to 

‗maintenance‘ of behaviour change (Prochaska & Velicer, 1997). The trans-theoretical 

model advises that communication strategies should be tailored to an individual‘s level of 

inclination to change. The health belief model assess as a person‘s likelihood of 

undertaking a preventive health behaviour (such as getting an immunization) based on the 

person‘s perceptions of susceptibility to disease, benefits of the proposed action and 

barriers to making the change. Most of the above mentioned models tend to emphasize on 

the individual as a decision-maker, rather than the influence of the larger social context 

(Airhihenbuwa & Obregon, 2000). Of the dominant models, only the Theory of Reasoned 

action and the Diffusion of Innovation approach include variables related to the influence 

of ‗important others‘. Health communication interventions ultimately tend to focus on 
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expert-driven, risk-based information and rational decision making by individuals about 

discrete behaviour change (Guttman, 2000). Strategies that are used primarily for 

community interventions are interpersonal communication (individual advice or group 

counseling), mass media communication (print, television and radio) and a combination 

of both.  Research into the use of mass media to improve public knowledge about health 

is one-dimensional because it focuses on what the most effective media channel—radio, 

newspapers or television—do to create persuasive communications (Atkin 1981).  The 

degree to which health care values held by health care providers, public and government 

coincided or conflicted was largely ignored in the campaign research literature of the 

1970s and 1980s (Pettegrew & Logan, 1987). Conventional wisdom assumes that 

scientific knowledge is determined within the scientific paradigm, which is free and 

immune from the impact of social or cultural values.  The transmission of information 

metaphor is so central in popular thinking, that it sometimes direct the Government and 

its agencies to invest imprudently on highly unrealistic campaigns. Scientific theories and 

health knowledge are constantly influenced by the public, social and cultural values, 

which in turn may not have a reflection on the campaigns. That‘s because conventional 

wisdom assumes that scientific knowledge is determined within the scientific paradigm, 

which is free and immune from the impact of social or cultural values. Thereby the earlier 

communication planners need not be faulted for seeing media campaigns as a form to 

influence public education with only minimal loss of scientific data. Behavioural sciences 

since the early 1980s has made a major shift in health promotion toward a social 

ecological paradigm, where attention is given to the social norms, peers and family on 

individual behaviours. This kind of approach gets reflected in the new generation of 
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multilevel health communication interventions. The narrowness of the models does not 

provide a sufficient understanding of why and how people (from diverse age, gender, 

cultural groups) make changes.  It can be inferred that models may predict the 

‗attractiveness‘ of taking an action, but this is not sufficient to predict what people will 

ultimately (Weinstein, 1993). The models do not provide ‗testable predictions about the 

process that leads to behaviour change‘. Further improvement of models will require a 

greater understanding of how mediating variables of behavioural change are affected by 

socio-cultural influences (Emmons, 2000). 

Objectives of Health Communication Campaigns 
 

Any campaign has broadly four objectives, which are inter-reliant and co-related, 

a) Exposure 

b) Infusion of Information 

c) Change in Behaviour 

d) Stimulation of Inter-personal communication 

The exposure achieved by disseminating campaign messages through multiple channels, 

for example, is expected to result in changes such as increased awareness about campaign 

related issues, great levels of knowledge about health, higher levels of self efficacy, and 

ultimately, healthier behaviours at both the individual as well as the broader community-

wide levels. Hornik (1989) notes for example that campaign success depends on 

frequently reaching a broad cross-section of the audience with a clear message. Although, 

the primary role of exposure in campaign success is indisputable, the mechanism through 

which exposure to campaign messages can lead to higher order changes has not received 
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adequate attention. A clearer understanding of this mechanism is required to increase the 

likelihood that attaining the requisite exposure will lead to behavioural changes, which is 

the primary focus of most public health campaigns. Infusion of information into a society 

is seldom the only approach adopted by campaigns that seek to bring about long-term 

behavioural changes. Educational efforts also strive to stimulate individual‘s information 

seeking skills so that the individual become active and independent participants in 

seeking health information and using available channels in their community. Freire 

(1976) terms this process as ―empowerment‖. The goal is to enable the receivers to take 

control of their own lives by providing relevant information. An operational 

understanding of empowerment by the state implies that by providing information to the 

society with a view to enabling them to understand the various policies of the state and 

derive benefits facilitating dissemination of information is central to the state‘s approach 

in different sectors including health. Empowerment can be defined as the process through 

which individuals acquire the knowledge and skills, that enables people to change 

themselves, their lifestyle, their environment, their perceptions about self, and their 

relation to the social, cultural, political content. The resulting increase in awareness leads 

to a greater self-confidence and self worth, thus decreasing self-alienation. These changes 

in self regard increase the likelihood that the individual can in fact, through individual or 

group action, effect changes at all levels of this social world and become self reliant. The 

enabling process begins with conscientisation and awareness of resources leading to 

increased knowledge through access to information. This is particularly germane for 

attaining improvement in long term health that most public health campaigns despite their 

temporary presence in the community seek.  Thus, one of the ways in which campaigners 



55 
 

can enhance their effectiveness is by prompting individuals to seek additional 

information on their own. This can be achieved either by disseminating campaign 

messages that instruct and provide individuals with the requisite skills to seek health 

information or by increasing the health information available in the community. The 

ultimate goal of most health campaign is to change behaviour; evaluating campaign 

success according to this criterion appears reasonable. Kaplan (1990:1211) in fact argues, 

―the only important indicators of Health and wellness are behavioural‖. Secondly, a 

campaign–induced improvement in known behavioural precursors is also an indication of 

campaign success. For example, gain in knowledge about health as a result of exposure to 

a campaign. Possessing the requisite knowledge base, of course, does not always translate 

into behaviour. Without knowledge about risks and the means to reduce them, behaviour 

change is less likely to occur. Knowledge about the risks associated with sedentary life 

style, for example, will not necessarily translate into a physically active one, but without 

knowledge about the risks, it is unlikely that individuals will engage in a regular routine 

of physical activity. Hence, to the extent that a campaign results in knowledge gain, we 

can conclude that the campaign has facilitated behavioural change. Stimulation of 

interpersonal communication is another potential outcome of information campaigns.  

Health and public health specialists primarily focus on the health needs of people 

and favour monitoring health to see how these needs are met. Their approach to impact 

analysis is therefore through monitoring health indicators and their change. They would 

like to evaluate these changes in relation to predetermined health goals. Another factor 

that determines the extent to which individuals process health information is their level of 
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involvement with the topic. As described by Salmon (1986) involvement is evident when 

an issue has significant consequences in people‘s lives. Freire (1976) proposes the 

process of ―conscientization‖ consisting of people‘s critical awareness of their own 

situation and development of each individual‘s aspiration for growth and self realization. 

Individuals highly involved with an issue not only engage in elaborate message 

processing (Petty & Cacioppo, 1986), but they also learn more from the message (Flora 

& Maibach, 1990) and make greater use of information compared to those whose level of 

involvement is low (Valente, Paredes & Poppe, 1998).  

The basic objective of an (IEC) campaign is to raise the awareness of community 

about health issues and to involve the people in the development process by assessing 

their needs. The increased awareness brought about by the campaign is expected to 

ultimately raise the demand for and utilization of health services being provided by the 

health infrastructure. Although health communication reviews promote interpersonal 

discussion as a valuable campaign strategy (Flay & Burton, 1990), relatively few studies 

(Hafstad & AarØ, 1997, Meyer, Maccoby & Farquhar, 1980 as cited in Flay, 1987) have 

systematically investigated it as either an outcome of a campaign or a predictor of health 

behaviour change.  Yet, interpersonal communication can effectively propagate campaign 

information (Valente & Saba, 1998), thus greatly increasing awareness about the reach of 

the campaign. Furthermore, although the mass media can serve to increase awareness 

about health issues, interpersonal discussions are instrumental in persuading people to 

make requisite behaviour modifications (Johnson & Meischke, 1993; Rogers, 2003).But, 

the major problem arises when the media components are not able to reach to the people 
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for whom they are meant for, because of its sporadic interventions. If indeed there is 

some potential for communication activities in development, why have current 

programmes using both conventional approaches and communication technology failed 

to realize their objectives? Does the fault lie with the receiver for adopting the 

innovation? Hornik (1989) and a majority of other scholars concur that the problem of 

sporadic information / awareness lies with the way information programmes or projects 

are conceptualized, designed and delivered.  There is very little information flowing to 

the beneficiaries and much of it is not relevant to their needs and problems. Available 

studies suggest that conventional information distribution channels are typically weak. 

They may reach a small proportion of the potential audience for whom they carry 

information that is either outdated or unresponsive to the needs of the audience. Health 

and Nutrition education is most often a burdensome addition activity for predominantly 

curative health services, ambitious outreach programmes atrophy with   time (Hornik 

1989). McGuire‘s (1989) communication / persuasion matrix was an attempt to delineate 

the various processes, starting from exposure required for a communication campaign to 

achieve behaviour change. The underlying assumption in McGuire‘s (1989) model— that 

a lower order process (e.g. knowledge gain) is required before a higher order one (e.g. 

behaviour change) can occur— is shared by many communication campaigns. Exposure 

achieved by disseminating campaign messages through multiple channels; for example, is 

expected to result in changes; increased awareness about campaign-related issues, greater 

levels of knowledge about health, higher levels of self-efficacy, and ultimately, healthier 

behaviours at both the individual as well as the broader community-wide level. This is 

one of the approaches adopted by prominent large-scale, community oriented campaigns. 
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In their theoretical review of media-based campaigns, Rogers & Storey (1987:836) 

observe, that ―widespread exposure to campaign messages is a necessary ingredient in 

communication campaigns effectiveness‖. Acquiring the requisite amount of exposure is 

also the first major hurdle that public health campaigns have to overcome. Other 

proposition is whether, controlling for other known predictors, exposure to the awareness 

campaign material results in greater information seeking and interpersonal 

communication behaviours. 

PROMINENT HEALTH COMMUNICATION APPROACHES 

 

 Health communication has changed dramatically over the last half century, passing 

through at least four different periods (Piotrow et al, 2003:1-2). 

 

1. The clinic era based on the ―Build it and they will come‖—medical care 

model. The notion of this type of era was that if people knew where services 

were located they would find their way to the clinics. 

2. The field era, where a greater emphasis was on outreach workers, 

community-based distribution, and a variety of information, education, and 

communication (IEC) products like  posters, leaflets, radio broadcasts, and 

mobile units  

3. The social marketing era, it premised on the fact that consumers will buy the 

products they want at subsidized prices. Highly promoted brands stimulated 

the demand side while convenient access through local shops and pharmacies 

expanded the supply side. 
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4. The era of strategic behaviour change communication founded on 

behavioural science models for individuals, communities, and organizations. 

The primary emphasis of this approach was to influence social norms and 

policy environments to facilitate and empower the iterative and dynamic 

process of both individual and social change   

 

As a result, the field of health communication has evolved and expanded greatly. 

From being initially a matter of high volume production of simple print material – posters 

and brochures for clinics – communication has become a vital strategic component of 

health programmes. No longer simply repeating untested slogans like ―A small family is 

a happy family‖ or providing pictorial instruction on why and how to use specific 

contraceptive methods, communication is now a vital and indispensable guide for many 

interventions. It represents not only the most conspicuous part of most preventive health 

programmes but also the strategic themes to enhance the importance of health 

programmes for policymakers and the public alike. Today, strategic communication can 

serve not only to increase the demand for specific preventive health services but also to 

motivate the suppliers of health services – providers at all levels – toward their 

commitment to serve their clients.  

Many factors contributed to this growing emphasis on communication, including 

(Piotrow et al, 2003: 2-3): 

 Growing evidence that well-designed communication interventions can have an 

impact on health behaviours and practices, not just knowledge and attitudes; 
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 A substantial expansion of mass media, new information technologies, and 

especially television to reach large audiences worldwide; 

 The decentralization of health services, giving more power to local governments; 

 Increased attention to the role of women, and other gender concerns; 

 Emphasis on better quality, client-centered health care services, including 

counseling and client-provider communication; 

 The spread of HIV/AIDS and growing recognition that child health and control of 

many emerging diseases may depend as much on individual and community 

behaviour as on medical technology; and 

 The continuing search for behaviour change models that take account of complex 

interactions involving individual behaviour, community norms, and 

social/structural change. 

Communication continues to be one of the most important strategies in the fight against 

HIV/AIDS. In the absence of a vaccine or a cure, prevention is the most effective strategy 

for the control of HIV/AIDS. In India, the majority of the population is still uninfected. 

It, therefore, becomes imperative to continue intensive communication efforts that will 

not only raise awareness levels but also bring out behaviour change. There are basically 

two kinds of communication approaches that are being adopted by NACO to 

communicate sexual health to the masses; the Information, Education and 

Communication (IEC) approach which is basically a top-down approach and the other 

one, which boasts of being a bottom-up approach—the Behaviour Change 

Communication (BCC) approach. Information, Education and Communication is a 
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process that informs, motivates and helps people to adopt and maintain healthy practices 

and life skills. It aims at empowering individuals and enabling them to make correct 

decisions about safe behaviour practices. Information, Education and Communication 

(IEC) also attempts to create an environment which is conducive and supports access to 

treatment and services for those already infected.  In India, therefore, development of 

appropriate and effective IEC strategies for HIV/AIDS is one of the biggest challenges 

not only in the health but also in the development sector. In the National AIDS Control 

Programme (NACP)-II, NACO has given the highest priority to an effective and 

sustained strategy to bring about changes in behaviour to prevent further infection. At the 

state level the IEC activities have been decentralized keeping in mind the need to respond 

to local priorities and communication in local languages. The objectives of the IEC 

strategy in the National AIDS Control Programme are (UNODC, 2006:86-87): 

 To create a supportive environment for the care and rehabilitation of 

persons with HIV/AIDS 

 To raise awareness, improve knowledge and understanding among the 

general population about AIDS infection and STD, routes of transmission 

and method of prevention.  

 To promote desirable practices such as avoiding multi partner sex, 

condom use, sterilization of needles/syringes and voluntary donation of 

blood.  

 To mobilize all sectors of society to integrate messages and programme on 

AIDS into their existing activities.  
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 To train health workers in AIDS communication and coping strategies for 

strengthening technical and managerial capabilities.  

Information, Education and Communication Approach 
 

Information, education and communication (IEC) combines strategies, approaches and 

methods that enable individuals, families, groups, organisations and communities to play 

active roles in achieving, protecting and sustaining their own health. Embodied in IEC is 

the process of learning that empowers people to make decisions, modify behaviours and 

change social conditions. Activities are developed based upon needs assessments, sound 

educational principles, and periodic evaluation using a clear set of goals and objectives.  

The influence of underlying social, cultural, economic and environmental conditions on 

health need also be taken into consideration in the IEC processes. Identifying and 

promoting specific behaviours that are desirable are usually the objectives of IEC efforts. 

Behaviours are usually affected by many factors including the most urgent needs of the 

target population and the risks people perceive in continuing their current behaviours or 

in changing to different behaviours. Health information is communicated through many 

channels to increase awareness and assess the knowledge of different populations about 

various issues, products and behaviours. Channels include interpersonal communication 

(such as individual discussions, counselling sessions or group discussions and community 

meetings and events) or mass media communication (such as radio, television and other 

forms of one-way communication, such as brochures, leaflets and posters, visual and 

audio visual presentations and some forms of electronic communication). IEC has been 

associated with population and family planning programme for a long time around the 
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world. United Nation Fund for Population Activities (UNFPA) was among the first to use 

the term in 1969 which used the label for its communication activities. The term ―birth 

control‖ and ―family planning‖ frequently were used in concern with the increasing 

populations. The traditional approach to IEC campaigns and community mobilization 

used information to influence people‘s contraceptive behaviour according to policies 

generated by governments and population authorities (Colle, 2002). Population issues 

were linked to AIDS situation, to providing assistance to infertile couples, and to 

development in general.  Along with these issues was the introduction of different 

approaches to reaching population including social mobilization, social marketing, 

advocacy, and interventions emphasizing participations and empowerment.  Within many 

agencies, the emphasis began shifting from agency-dictated goals to goals jointly 

determined by the agency (or government) and the broader health-related needs of the 

people. The Entertainment-Education (EE) approach has been used to promote family 

planning, gender equity, and HIV and AIDS prevention in a large number of countries, 

including Nepal, India, Gambia, Philipines, Tanzania, Mexico and Peru (Singhal & 

Rogers, 1999, 2001, 2002). Most of the campaigns were primarily carried out by two key 

organizations, Population Communications International (PCI) and John Hopkins 

University‘s centre for Communication Programme, and were funded by the United 

States Agency for International Development (USAID). 

A White paper published by USAID locates its foreign assistance programme in the 

context of U S Security: 
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Given many threats to national security in the post-Cold War, post-9/11 world, 

U.S. foreign assistance must address more than humanitarian and development 

goals. Conditions of instability and insecurity that arise from terrorism, 

transnational crime, failing states and global disease must be mitigated for 

sustained economic growth and social development to take root and flourish. 

(USAID, 2004:7). 

Dutta (2004) suggests that one of the core goals of the USAID is to support the project of 

transnational capitalism by opening up Third World spaces to foreign investment and the 

capitalist economy Population growth in the Third World was seen as a barrier to 

fostering transnational capitalist ideology and thus the interventions sponsored by USAID 

focused on controlling the population growth.  It was argued that nations that controlled 

their population problem will be better able to manage their resources and citizens and 

would provide the recipe for a global climate. Population control serves transnational 

hegemony by fostering conditions for sustainable development, which in turn promotes 

economic growth and new opportunities for businesses. Population Control programmes 

embody other ideological biases that underlie the conceptualization. The attention has 

shifted onto serving the status quo by focusing on individual-level behaviour change 

among the subaltern classes, those undesirable groups whose vastly growing masses need 

to be managed and controlled (Dutta, 2006). The problem is located in the inability of the 

subaltern group to practice responsible and rational behaviours (e.g., planned 

reproduction). By focusing on population control as the solution to problems of global 

peace and stability, the funding agencies and interventionists privilege national and 

international elite positions, minimizing and shifting attentions from the possibilities of 

real change in the condition of sub-alternity produced by practices of marginalization and 

supporting the positions of elite privilege.  
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The link between population control and marginalization is evident in the 

programme of population control implemented in South Africa under apartheid 

that primarily targeted the Black population while encouraging increases in the 

White population by providing tax incentives for larger families and promoting 

immigration (Dutta-Bergman, 2004: 13). 

During apartheid, contraceptive injections; sterilizations and fitting of intra-uterine 

devices was carried out on black women without their knowledge. Sometimes, they were 

not even allowed to sit for examinations if they had not submitted it (Correa, 1994). The 

political agenda of maintaining the wealth and access to resources in the hands of a small 

minority was further strengthened by the targeted approach in the population control 

programmes (Klugman, 1990).  

Behaviour Change Communication Approach 
  

Behaviour Change Communication (BCC) evolved as a multi-level tool for 

promoting and sustaining risk-reducing behaviour change in individuals and communities 

by distributing tailored health messages in a variety of communication channels. 

Behaviour change communication has many different, but related roles to play in arena of 

health communication. Its primary focus is to increase knowledge. BCC has to ensure 

that people have the basic facts in a language, visual medium or other media that they can 

understand and relate to. Effective BCC should motivate audiences to change their 

behaviours in positive ways. It should also stimulate Community Dialogue. Effective 

BCC should encourage community and national discussions on the underlying factors 

that contribute to the epidemic, such as risk behaviours, risk settings and the 

environments that create these conditions. BCC creates a demand for information and 

services, and spurs action for reducing risk, vulnerability and stigma. Apart from it, it 



66 
 

also promotes Advocacy. Through advocacy, BCC ensures that policy makers and 

opinion leaders approach the HIV/AIDS epidemic seriously. Advocacy takes place at all 

levels, from the national down to the local community level. BCC also has to play a main 

role in reducing stigma and discrimination. While communicating about HIV/AIDS, it 

addresses stigma and discrimination and attempt to influence social responses to them. 

Ultimately the main aim still is to promote Services for Prevention Care and Support. 

BCC can promote services that address Sexually Transmitted Infections (STI), Orphans 

and Vulnerable Children (OVC), Voluntary Counselling and Testing (VCT) for HIV, 

Mother-To-Child transmission (MTCT), support groups for people living with HIV/AIDS 

(PLHA), clinical care for opportunistic infections, and social and economic support. BCC 

can also improve the quality of these services by supporting providers‘ counseling skills 

and clinical abilities or can address to any of the epidemics. Table 7 differentiates both 

the approaches. 
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Themes 

 

IEC 

 

BCC 

 

Information 

 

Message is sent or given, but the 

result is not expected 

 

Change is expected 

Approach  Top Down Bottoms up 

Conveyed/disseminated Through media (Radio, 

newspapers) 

Communicated directly to 

the targeted group 

Process One-way. No feedback from 

recipients. 

Two way 

Relationship No relationships as messages are 

conveyed through indirect source. 

Interpersonal relationship 

present 

Group Larger group Smaller group 

Focus On a particular behaviour Wide-ranging 

Better understood by Literate Both illiterates and literates 

as it is through figures and 

photos. 

 

Table 6: Differences between IEC and BCC 

BIO-POWER AND HEALTH COMMUNICATION 

 

Health education also represents a singular contribution to the exercise of bio-

power (Foucault 1976). Its involvement with prevention and health promotion, as well as 

its primary purpose of educating, enhance the set of power techniques that come into play 

in the management of individual and social bodies. Health Education dates from the turn 

of the century, when the medical paradigm underwent a shift. In the nineteenth century, 

the predominant model was ‗hospital medicine‘, concentrating on symptoms and signs 

that together configured pathology. This model maintained its influence into the twentieth 
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century, but gradually a new paradigm, ‗surveillance medicine‘ has been recreating the 

concepts of health, illness and normality (Armstrong, 1995). Surveillance medicine 

moves the attention of medicine from pathological bodies to each and every member of 

the population. The categories of health and illness give way to the notion of risk—illness 

is not a problem per se, but a significant portion of health is redefined as an ‗at-risk state‘ 

(Armstrong, 1995; Petersen, 1996). The borders between health and illness have also 

been reshaped –healthy people can become even healthier, and a person can be healthy 

and ill at the same time. The old tradition of teaching hygiene has proven to be 

insufficient and such aspect of change in behaviour has transformed into the promotion of 

health. (Armstrong 1995). Health education has become part of a whole strategy to 

promote health for all human beings, a strategy supported by the World Health 

Organisation (WHO).  

―In Foucault‘s view, biological life is a political event: population reproduction 

and disease control are central to economic processes and are therefore subject to 

political control‖ (Gastaldo, 1997:113).  Foucault refers to bio-Power as a mechanism 

employed by the state to manage the population and discipline individuals. In this 

century, health has become increasing important politically as a major point of contact 

between the Government and the population. Health education concentrates specifically 

on an individuals‘ responsibility for their own health and disease prevention, which was 

earlier called as ‗traditional health education‘. Practices that focused on empowering 

people to control their own health is called ‗Radical health education‘ (Gastaldo, 1997). 

The concept of radical health education figures in movements for health promotion, new 
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public health, and healthy public policy.  It focuses on empowering people to control 

their own health. It is also committed to combating social inequality in a broad way and 

promoting community participation in health issues. Within this framework, health 

education can be seen as a political practice that enables individuals and groups in society 

to organize themselves to develop actions based on their own priorities (Gastaldo, 1997). 

Radical and traditional health educations share an underlying notion of empowerment 

through education or subjugation through ignorance. Both are based on the understanding 

that human beings are liberated beings unless something oppresses them; empowering 

them through education is a way to remove the ‗chains‘ of oppression—ignorance, lack 

of political understanding, submissive behaviours etc. What health education does 

construct is identity. Health education is an educational experience that gives 

professionals and patients/clients elements for building up representations of what is 

expected from ‗healthy‘ and ‗sick‘ people. These social roles are reinforced by a complex 

system of rewards and punishments.  Health education is an intervention governed from 

the outside and a request of self-discipline of an individual. Intrinsically, it is a 

constructive exercise of power that improves the medical gaze; through the promotion of 

health, it circulates everywhere in spheres that are new to bio-medicine. Health 

communication research programmes grounded in cultural theory has been advocated for 

long to complement existing approaches (Tulloch, 1992).  
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The development of praxis and the articulation of knowledge based on these 

dominant theories/models take for granted the voices of marginalised people in 

the monolithically constructing them as the target audience of persuasive 

campaigns based on ―universal truths‖ that are defined by dominant values, 

morals, and ideologies located in individual choice. Furthermore, these 

transmission-based theories/models that seek to modify individual behaviour via 

persuasion perpetuate violence on subaltern spaces by imposing messages from 

outside that focus on changing cultural beliefs and practices (Dutta-Bergman, 

2004:238). 

 The culture centered approach provides a point of departure from the dominant approach 

by articulating the very absences in the dominant approach and by emphasizing context 

in the construction of health meanings. With their focus on individual-level behaviour 

change, the dominant approaches fail to account for the context that encompasses human 

existence and, therefore, silence the voices of marginalised people by not including them 

in problem definition. The health problem is preconceived by funding agencies and 

campaign scholars instead of being developed in dialogue with members of community. 

The singular commitment to a particular behaviour constrains the ability of the scholar to 

see the whole picture of health, to really understand the narrative, and to understand the 

―real‖ risk faced by the people of the culture. Instead of focusing on communicative 

meanings, the theories/models impose a dominant world view on receiving population 

and erase the voices of cultural participants; the participation of the receiving population 

in formative and evolution research serves the dominant framing of health problems 

rather than articulating a community based problem. Throughout the history, nations and 

other organized communities have attempted to use a variety of communicative tools, 

including oral and written persuasion, to guide, or as some would say control, social 

change.  Any constructive critique on health communication can also be located amidst 

the very power structures within which development processes are situated (Wilkins, 
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2000). Power structures may be conceptualized in a variety of ways, such as through 

political-economic contexts, normative climate of elite networks. This approach often 

takes the form of challenging development discourse as a site of struggle over the 

representation of problems, communities, and solutions. Powerful development 

institutions conceptualize social problems in ways that benefit their own institutional and 

political-economic interests. Daniel Lerner‘s (1958) quintessential treatise on the 

―passing of traditional society‖ in the Middle East established a dominant framework for 

understanding the relationship between media and modernization. Lerner proposed that 

media exposure would create more empathic individuals, who would be able to imagine 

themselves beyond their local conditions, thus enabling them to participate in more 

democratic forms of political governance and more entrepreneurial economic activities. 

The literature of this historical period promoted a version of modernity that highlighted 

free-market capitalism, democratic governance, strong national identity (transcending 

cultural and ethnic differences), and faith in science and technology (e.g. Rogers, 1976; 

Schramm, 1963). In other words, the characteristics of the US at the time were proposed 

as a universal model for all other societies.  By the 1970s, Asian and Latin American 

scholars began to critique the ethnocentric nature of this dominant approach. Critical 

scholars also recognized the limitations of seeing development as an isolated pursuit, 

drawing attention to the constraints in the global sphere that shaped development 

processes. As victims of cultural imperialism and dependency on wealthier nations, poor 

nations found it difficult to set autonomous development policies specifically on health, 

in accordance to their own cultural histories and societal interests. These and other 

critiques (e.g. Rogers, 1976) helped to open discussion in the field to considering 
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alternative approaches to development. In response to a critique that the dominant model 

generally assumed to top down flow of information, participatory approaches emphasized 

the importance of working at the level of local communities, with information generated 

at a local level disseminated to government agencies. Participatory approaches argue for 

local agency in defining both social problems to be addressed as well as determining 

appropriate solutions (Melkote & Steeves, 2001). Vishwanath and Finnegan (2002) point 

out that low socio-economic status groups, which face the greatest threats of ill health fail 

to benefit equally compared to higher socio-economic groups. The at risk populations are 

most often left behind while campaigns continue to benefit the health rich: A substantive 

body of evidence on knowledge gap theory points out that health communication 

campaigns contribute to the existing gaps between the rich and the poor ( Finnegan & 

Vishwanath, 1997; Freimuth, 1990; Vishwanath & Finnegan, 1995). Addressing the 

increasing societal chasm between the have and have-nots, health communication 

campaigns need to be reconfigured keeping in focus the need to serve the marginalised 

people (Marshal & McKeon, 1996). Such reconfiguration will demand for a profound 

reflection on the capacity of campaigns to achieve behaviour change.(Dutta-Bergmann, 

2004). This approach has been initiated within the fields of health communication and 

public health via novel individual campaigns efforts. Although the different alternatives 

to extant health communication approaches have been developed in the form of 

individual campaigns, they have hitherto been systematically integrated within a single 

framework and positioned against the backdrop of the dominant approach on the 

campaigns. Entertainment-Education campaigns are particularly suitable for this critique 

because they are implemented by Western interventionists in Third World spaces, 
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reflecting the power differential in access to the discursive space between the West and 

the Third World and circulating the voices of the West in the formulation of the problems 

for the Third World. 

HEALTH COMMUNICATION CAMPAIGNS IN INDIA 

 

Universal Declaration of Human Rights, 1948, adopted and proclaimed by the UN 

General Assembly in Article 25 clearly states that that-- ―Health is a State subject and the 

federal nature of the Centre/State relationship ought to be factored in any Central sector 

programme implementation‖, the primary responsibility for the design of the Mission and 

its implementation of any health programme in an effective manner lies with the 

Government. In an area as critical as health care, time is of the essence. Constant and 

persuasive direction and guidance from the Ministry would be required so that 

implementation of programme activities by the States is both effective and expeditious. 

Given that the Ministry is directly intervening at the district level through various 

Societies and infusing large sums of money to build both physical and human resources 

capacities, it is important for the Ministry to provide effective overall leadership for the 

mission so that the its goals are achieved and the implementation of the activities are not 

beset with the difficulties that have affected the implementation of Central sector 

programme in the past. 

After independence India embarked on ambitious Five years plans for 

development, which aimed at both long term and short term planning. The first five year 

plan (1952-1957) brought in the realization to the policy makers that the uncontrolled 

population growth was the real culprit behind the failure of the plans. Population control 
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was the first and prominent issue to be addressed by the media experts superseding other 

life threatening diseases. As a result of which, India became the first country in the world 

to announce an official Family Planning Programme. When Indian Prime Minister Nehru 

presented India‘s first population-limitation policy in December 1952, the population 

establishment found a willing government that would allow them to start experimenting 

on its people to find a cheap contraceptive ―to be used in poverty stricken slums, and 

among the most ignorant people,‖ As the initiatives gained unstoppable momentum, the 

brutal consequences shocked even the most enthusiastic population controllers.   

During the Fifth Five year Plan, the Government of India executed an agreement 

with the Advertising Agency Association of India to design a communication strategy for 

the states of Uttar Pradesh, Andhra Pradesh and West Bengal and this agreement is still 

considered a landmark in evolving communication strategies in Family Planning 

programme. The objectives of the strategy were to provide appropriate knowledge about 

methods of contraception, allay fears among the people, provide accurate information as 

to where one can have family planning services, and finally stimulate inter-personal 

contact. The entire thrust of Health Communication strategies in India emanates from the 

deliberation based on three premises: i) Stratification of the population on the basis of 

qualitative and geographical characteristics and then attempting to elicit behavioural 

change by devising special schemes of IEC. ii) Information dissemination will be 

necessity driven. iii) Use of media to be decided after studying the media consumption 

pattern of the people to be communicated. It was further decided that the planning of all 

schemes will be done in the district level and implementation in the village or local level. 

Central government would only help in the facilitation of the scheme. This obviously 
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needed a more region specific IEC policy (Goswami, 2007). India carried out campaigns 

in various health, nutrition and population programme areas such as family planning, 

leprosy, Tuberculosis, malaria, leprosy, mother and child health and polio etc to name a 

few after its independence in 1947 and during the implantation of the five-year plans. 

Population control campaigns have always been dubbed as a major failure, 

because population in India does not seem to abating ever since it started.  The scheme 

started with the concept of a small family and the raging slogan Hum do hamare do (‗we 

two and our two‘). A red inverted triangle symbol was conceptualized during the fourth 

five year plan (1969-74) as a branding effort to familiarize and popularize the idea of 

family planning in India. Similarly, social messages such as ‗Small family is a happy 

family‘. These messages were successful in sensitizing the people, but their impact is 

difficult to assess primarily because the benefits inbuilt in these messages were intangible 

and could only be realized at a later stage of time unlike the commercial messages that 

promote commodities (Goswami, 2007).  

The use of communication by the leprosy programme in India offers valuable 

lessons for other programmes, both in terms of its successes as well as the challenges it 

threw up. It has raised awareness about the signs and symptoms of leprosy and the 

importance of seeking early treatment, and reduced the social stigma associated with the 

disease. ―Early efforts at communication in leprosy were hampered by the lengthy 

treatment of uncertain outcomes and limited media options‖ (Mukherji et al, 2006: ix). 

The Modified Leprosy Elimination Campaigns (MLECs) scaled up interpersonal 

communication and made use of mass media in the programme. Communications efforts 

helped enormously to promote belief in the curability of leprosy, increase community 
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awareness of the free availability of treatment, and diminish the stigma associated with 

the disease. The introduction of the drug Rifampicin as a part of multi drug therapy 

(MDT) could finally offer shortened treatment durations and a cure and helped enhance 

the credibility of the programme among patients and the community. On the other hand 

Tuberculosis (TB) was another major public health problem in India. India accounts for 

one-fifth of the global TB incident cases. Since 1993, the Government of India (GoI) has 

been implementing the WHO-recommended Directly Observed Treatment Course 

(DOTS) strategy via the Revised National Tuberculosis Control Programme (RNTCP). 

Communication campaigns have worked in tandem with the Government in informing 

people about it and bringing down the prevalence levels of TB all around the country. 

The increasing rate of Human Immuno Deficiency Virus (HIV) infection in many 

countries has had an impact on tuberculosis (TB) epidemiology as well.  While TB 

prevalence has remained stable, TB incidence continues to rise, especially in countries 

most severely affected by the HIV epidemic as well as those facing political turmoil, 

migration, poverty and unemployment and where intravenous drug abuse is rampant 

(Swaminathan & Narendran, 2008). 

Similarly, the National Malaria Control Programme was implemented in the India 

from 1953 to 1958 which later got converted into eradication programme.  Aggressive 

campaigns using DDT were launched in India, leading to the rapid eradication of malaria 

.These DDT campaign was backed up media messages through radio, wall frescos and 

through Village level health workers.  Though the campaign was unsuccessful in 

eradicating malaria completely from India, it did achieve tremendous reductions in 

malaria prevalence (Cutler et al, 2007). Pulse Polio is an immunization campaign 

http://en.wikipedia.org/wiki/Immunisation
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established by the government of India in 1995-96 to eradicate poliomyelitis (polio) in 

India by vaccinating all children under the age of five years against polio virus. In 1995, 

following the Polio Eradication Initiative of World Health Organization (1988), India 

launched Pulse Polio Immunisation Programme along with Universal Immunisation 

Programme which aimed at 100% coverage. Till date Pulse polio campaigns is counted 

amongst the most successful health communication campaign in India. The entire 

programme made use of all the available media resources and it was successful in 

reaching out to the young children below 5 at a place near them.  

With the advent of HIV/AIDS, health concerns got an international angle. HIV 

seems to be falling in that parameter, where it affects everyone in world unmindful of 

where they come from. HIV/AIDS also at the initially carried the ‗foreign‘ tag along with 

it, therefore the international concerns was very high upon it because of its transmission 

mode (i.e. sexual intercourse). The same cannot be attributed to other diseases discussed 

above such as malaria, leprosy, TB or polio because they are region-specific and are only 

found in the tropical climate of South Asia. Thus, an international concern is not 

pertinent. Therefore, many of the developed countries made it mandatory for tourists 

arriving to its country to have had the requisite vaccination. HIV/AIDS reversed this 

trend. HIV/AIDS also saw unprecedented inflow of foreign funds which no other life-

threatening disease witnessed which was at the same time corroborated by the 

mainstream media images imported from the western world. Thus, HIV/AIDS progressed 

to be the first ever ‗televised disease‘. HIV/AIDS is the first epidemic of information age 

and as such has been widely reported by the media due to its newsworthiness. This allows 

the media to be significantly involved in defining images of HIV/AIDS using 

http://en.wikipedia.org/wiki/Government_of_India
http://en.wikipedia.org/wiki/Poliomyelitis
http://en.wikipedia.org/wiki/India
http://en.wikipedia.org/wiki/Vaccination
http://en.wikipedia.org/wiki/Poliomyelitis
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sophisticated information technologies to target people (Connelly & Macleod, 2003). 

HIV/AIDS was originally steered by the World Health Organisation (WHO), it became 

the only disease with a dedicated UN agency: the joint programme of HIV/AIDS 

(UNAIDS). The next chapter discusses the theoretical frameworks and literature that 

guided the study. 
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CHAPTER 3 

SOCIAL CONSTRUCTION OF SEXUAL HEALTH THROUGH 

COMMUNICATION CAMPAIGNS 

 

In the absence of a cure, in the form of a vaccine or therapeutic cure, 

communication programming represents a key ingredient in the social vaccine 

against HIV/AIDS—(UNAIDS 2001)  
 

What is the sexual health understanding in India? How do discourses of sexual 

health messages affect targeted population whilst influencing their behaviour? How has 

the term ‗sexual health‘ through the HIV/AIDS got accultured into India? This chapter 

attempts to seek answers to such questions. This chapter is a discussion of the theoretical 

framework of the concepts that guided this study. A brief overview on the social 

constructions of sexual health has been discussed. It also delves into the evolution of 

sexual health approaches world-wide that includes the population control programmes. 

Based on which, a parallel has been drawn between the agendas of population control and 

HIV/AIDS. Going back to history of independent India, it can be inferred that population 

control was a major attempt by the Government of India to stake control over the sexual 

health.  The chapter ends with a discussion on the major approaches adopted to analyse 

the HIV/AIDS messages in India.  

  ―Human Immuno Virus (HIV) that causes Acquired Immune Deficiency 

Syndrome (AIDS) has no cure or vaccine, but can only be tackled with education directed 

at changing behaviours‖ (Sibthorpe, 1992: 255). The global understanding of the 

transmission of virus is that it is largely caused by sexual behaviours (deviant) worldwide 

necessitating a global definition of sexual health as a basis for prevention and care.  
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WHO definition does not seem adequate and relevant everywhere for a world-wide 

adoption. Local adoption of the concept of sexual health requires knowledge of history 

and culture of a particular society and will always be strongly determined by specific 

social conditions, including religious and cultural values, as well as the category of 

people –in terms of age, gender, ethnicity, sexual orientation etc., and its intersections –

one is dealing with. It has been observed in various contexts that the actual 

operationalization of sexual health in policy documents varies and is affected by a variety 

of factors, including political and economic circumstances. In spite of all the caveats of 

cultural diversity that impact notions of sexual health, a clearly stated concept of sexual 

health may be useful, because such a concept offers a framework for thinking about goals 

to be accomplished, and issues to be explored. Thereby, transmission of HIV/AIDS 

messages by the Government of India is by and large influenced by the cultural and 

political factors.  

SOCIAL CONSTRUCTION THEORY 

Social Construction theory is broadly understood as, how individuals perceive 

social reality based on their own experiences and contributes to knowledge creation 

(Berger & Luckmann, 1966). Hoffman (1990) suggests that this knowledge gets 

constructed through social interpretation and inter-subjective influence of language, 

family and culture. As a result of which, this conceptual framework further emphasizes 

the cultural and historical aspects of phenomena which is understood to be natural that 

eventually develops through interaction in the social context (Conrad & Barker, 

2010:67). At the same time, any person‘s conception of reality about fear, danger and 
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stigma is very individualistic, but this kind of perception is largely influenced by cultural 

patterns (Ferrante, 1988:22). This perspective of reality and understanding about an 

event, actions, attitudes & beliefs are majorly mediated by historical and cultural factors. 

Social constructionist inquiry is principally concerned with explicating the 

process by which people come to describe, explain, or otherwise account for the 

world (including themselves) in which they live (Gergen, 1985: 266) 

 In social constructionism, basic understanding of reality is also determined by 

the available concepts, categories and methods. These concepts incline the researcher to a 

certain lines of enquiry where the results are the products more on our languages than of 

empirical discovery (Villanueva, 1997). Any individual‘s active role in construction of 

reality is guided by her/his culture (Tiefer, 1987, 1995 as cited in Villanueva, 1997).  

They construct knowledge based on the prevalent discourses about certain issues in their 

lives, societies and cultures. In the context of HIV/AIDS, physically identical sexual acts 

may have different social and personal meanings depending on how they are defined and 

understood in their different cultures and historical periods. Besides influencing the way 

individuals define and act on their behaviours, socio-historical constructions also 

organize and give meaning to collective sexual experience through, for instance, 

constructions of sexual identities, definitions, ideologies, and regulations (Vance, 1991 as 

cited in Villanueva, 1997). 

While sex is biologically determined, sexual behaviour is under social control. It is 

regulated by cultural constructs that identify the appropriate persons and circumstances 

with which and in which sexuality may be expressed. Regulation thus imbues sexual 

behaviour with social meaning by reinforcing and controlling the terms and conditions of 
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inter personal relationships and procreation (Sibthorpe, 1992). HIV/AIDS is also a very 

complex disease because of the body of knowledge it has generated ever since it started.  

Huber & Gillapsy (1998:191) state the following: 

The body of knowledge associated with HIV/AIDS represents a complexity not 

present in any other disease. Furthermore, the epidemic has altered the model of 

information production and consumption and has spawned its own vernacular, 

one representative of a diverse population of information producers and 

consumers. 

HIV/ AIDS as chronic disease that gets shaped by various domains that include political, 

social, economic, legal, philosophical, psychological, religious, and spiritual 

ramifications associated with the illness. Such kinds of societal construct within which 

the body of knowledge concerning HIV/AIDS exists mirrors the complexities of the 

malady and the various controversies associated with it (Huber & Gillapsy, 1998). As 

stated earlier, constructing the sexual health as a social problem requires a subjective 

evaluation. An ‗objective‘ analysis of the problem would diverge widely and state how 

the problem is perceived by different sections of the society.  Blumer (1971) points out 

that sociological recognition of a social problem is usually preceded by its designation as 

a problem by the public. Therefore, sexual health can be studied in either ‗objective‘ or 

the ‗subjective‘ way. Spector & Kitsuse (1977) as cited in Pavarala (1996), treat social 

problems as social constructions that are created and maintained through expression of 

claims about social reality by individuals and groups, and subsequent responses of others. 

Therefore, out of such interaction grows institutionalization. Society as a set of 

institutions confronts the individual as a given objective reality and each person is 

socialized into perceiving it as a given fact. While reality is socially defined, definitions 
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of it are embodied in concrete individuals and groups who do the defining.   The multiple 

ways of understanding a given reality, which is rooted in specific frames of reference or 

orientation,  is said to be role specific (Holzner, 1968).  

Following this line of thought the present study seeks to determine interpretations of 

‗health‘ based on the fact that it is a very dynamic and interdisciplinary field, evidenced 

by an attempt to understand the human experience, past and present. I think that such an 

understanding of health and the ‗multiple realities‘ of experiencing health will provide 

vital information critical to interpreting health behaviour. Culture here is conceptualized 

as both transformative and constitutive, providing an axis for theorizing the discursive, 

processed through which meanings are socially constructed by members. This process is 

considered to be a dialectical one. Stressing the ―relational, processual, and contradictory 

nature of knowledge production‖ (Martin & Nakayama, 1999: 14), the dialectical 

approach captures the meaning construction as a dynamic cultural process, with the 

possibility of coexistence of multiple, and often contradictory, meanings. The objective is 

to develop an understanding of the complexity of meanings constructed around health 

rather than drawing neatly packaged stable constructs that might inform one-way 

campaigns of health communication.  The conceptualization of an invitational rhetoric as 

an alternative to the dominant persuasion rhetoric, the culture –centered approach to 

health communication foregrounds the voices of margnisalised people, in dialogue with 

the academic researcher or theorist, with the goals of developing mutual understanding 

and respect, as opposed to the imposing dominant world view (Foss & Griffin, 1995).  
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Social construction of sexual health is related to the values and norms about 

sexuality and health that come from a variety of sources including social and religious 

viewpoints, science, medicine and individual experience. No single definition of sexual 

health will fully represent this diversity, at least in India. Indeed, a review of the 

emergence of the concept of sexual health concluded that there is no international 

consensus on the concept of sexual health and its implementation in public health policies 

(Giami 2002). This aspect has been detailed in chapter 4 which attempts to analyse the 

various sexual health policies of few select developed as well as developing countries. 

Individuals or groups that suggest a particular definition of sexual health are likely to 

appear to have good reasons for their selection. However, these reasons are often informed 

by cultural practices that, as a result, produce a definition that uncritically fits the existing 

society. In this context it has been argued that it will not be possible to step outside of these 

cultural processes to develop a universally applicable concept of sexuality (Naus, P. & 

Theis, J., 1991) and this research acknowledges that the same is true for the concept of 

sexual health.  

From the constructionist position the process of understanding is not 

automatically driven by the forces of nature, but is the result of an active, 

cooperative enterprise of persons in relationship. In this light, inquiry is invited 

into the historical and cultural bases of various forms of world construction.  

(Gergen, 1985:267) 

This study tries to explore the cultural, societal, and personal normative sexual health 

messages that are socially constructed by the state through its institutions in India. It is 

appropriate to trace the evolution of sexual health messages historically looking at each 

institution that had developed over a period of time to address a particular issue of sexual 
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health viz., population control, HIV/AIDS etc., (Hacker, 2002). Furthermore, historical 

institutionalism helps us understand not just which decisions were taken, but also when 

those particular decisions were taken along a policy path by paying heed to the process 

(timing and sequence) of politics and policy making within given institutional 

parameters.  In this research, I have also tried to explore the manner in which various 

institutions ‗educating the masses on sexual health‘ have evolved, shaped and constructed 

their own meanings of sexual health and safe sex practices, and have developed their own 

sexual scripts, the ways in which sexual scripts and meanings influence their behaviour, 

and how sexual beliefs/perceptions determine the evolution of sexual scripts.  The study 

also tried to explore how these perceptions influence their meanings and behaviours 

related to sexual health.  Through this study, I also tried to understand how these sexual 

health messages are formed, how they are reconstructed through an individual‘s life, and 

how they influence the way institutions construct and experience their own normative 

sexual health definitions and practices.  

  In this work, I apply a critical stance to interrogate the communication approaches 

adopted in sexual health campaigns in India, with the ultimate goal of using the critique 

for creating a constitutive space that encourages the articulation, comparison, and 

synthesis of alternative approaches to health communication campaigns.  
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SEXUAL HEALTH: THE POLITICS OF INTERNATIONAL HEALTH CONCERNS 

  

Population programmes in India, are still vertically designed—‗top down‘ and are 

bureaucratic in its shapes and implementation. The programmes are still designed, 

financed, controlled and monitored from New Delhi. It is yet to become a ―people‘s 

movement‖ (Bose, 1998: 135). The same holds true for HIV/AIDS as well. The National 

Health Policy (2002), National AIDS Prevention & Control (2003) and the National 

Blood policy (2003) discuss about the prevention mechanism to be carried among the 

poor & marginalized sections of the community who are at the highest of risk (NACO, 

2004). The affected and the at-risk population were classified as the ―Targeted 

Interventions‖ and the rest of the population was called ―General Population‖.  The use of 

such ‗disassociating‘ language (which can be formal or technical rather than, or as well as 

literally foreign) is found magnified in health ministries and organizations involved in 

sexual health promotion and disease prevention. In these settings, staff and other 

participants tend to become rapidly acculturated into using the international vocabulary 

of sexual health that includes phrases such as ‗high risk‘ and a proliferation of acronyms 

such as STI ( Sexually Transmitted Infection), MSM (Men who have Sex with Men) and 

CSW (Commercial Sex Worker). This phenomenon in turn has important implications for 

the mapping of local terms and understandings onto these putatively ‗neutral‘ 

terminologies, since inevitably the use of these terms also imposes their category 

referents.  

In a country like India, which is multi-lingual and multi-cultural, the language that 

discusses sex and sexuality evolves on different form. HIV/AIDS field workers use the 



87 
 

jargons from internationally (West) developed vocabulary on sexual health extensively, 

to deter themselves from local discourses. A new (and potentially exclusionary) language 

and communities get created in the process. This commensurate implications for local 

identification with newly created and disseminated identity categories (Lambert, 2001; 

Foreman, 2004).  Rather than utilizing and building on local discourses of sexual health, 

a new language is being developed. Communication using language derived out of, and 

modified from, existing local parlance about sexual health (as locally understood) may be 

less potentially exclusionary and more effective in developing new knowledge, than that 

which uses language rooted in international health vocabulary. The language of sexual 

health used by international and local health agencies takes a highly particular, essentially 

biomedical form that may have no precise local referents. Thus, utilizing local discourses 

that draw on indigenous definitions of health, which incorporate concerns with sexual 

regulation and propriety, to understand how sex and sexuality are locally conceived and 

to promote HIV preventive strategies, may be more fruitful than a direct focus on verbal 

renderings of these later constructs (Lambert & Wood, 2005).  

The potentially distorting and stigmatizing consequences of attributing any aspect of 

the transmission of a virus to ‗cultural factors‘ that have been documented, when this 

narrowly cultural approach is translated into HIV prevention interventions, it is often 

manifested in attempts to match the presentation—to ‗look and sound‘—of the 

intervention to the target population, and in attempts to address locally relevant themes 

within the intervention‘s content (Wilson & Miller, 2003). However, these strategies are 

not informed by and do not address the cultural and structural contexts in which people 

live their sexual lives. Political economy and structural conditions as well as socio-
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cultural milieu have a dynamics of socio-medical crises such as HIV/AIDS (Parker 2000; 

Kalipeni et al 2004). The many educational interventions which are based primarily on 

individual and social normative approaches—such as changing awareness and 

consciousness, improving communication skills and shifting group norms—may not 

succeed on a major scale, even if appropriately tailored to local cultural assumptions, if 

they neglect the underlying dimensions of sexual ill-health. It was argued that nations that 

controlled their population problem will be better able to manage their resources and 

citizens and would provide the recipe for a global climate. Population control serves 

transnational hegemony by fostering conditions for sustainable development, which in 

turn promotes economic growth and new opportunities for businesses. Population Control 

programmes embody other ideological biases that underlie the conceptualization. The 

attention has shifted onto serving the status quo by focusing on individual-level 

behaviour change among the subaltern classes, those undesirable groups whose vastly 

growing masses need to be managed and controlled (Dutta, 2006). By focusing on 

population as the solution to problems of global peace and stability, the funding agencies 

and interventionists privilege national and international elite positions, minimizing and 

shifting attentions from the possibilities of real change in the condition of sub-alternity 

produced by practices of marginalization and supporting the positions of elite privilege ( 

Dutta-Bergman, 2004).    
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POPULATION CONTROL AND HIV/AIDS: POLITICS OF SEXUAL HEALTH 

No new ideas will emerge unless there is a sustained research by people of who 

have competence, integrity and vision, unless there is a continuing dialogue with 

your rural masses, unless we know how to communicate with them, and unless we 

respect human dignity and the sanctity of marriage and family and not treat 

human beings as ―targets‖. 

       --Asish Bose (1998). 

India has witnessed momentous and multi-dimensional changes in the arena of 

sexual and reproductive health in the last few decades. The policy and programme 

environment has undergone a significant shift from a family planning (control) approach 

to a broader orientation that stresses on sexual and reproductive health and the exercise of 

reproductive rights more comprehensively owing to the ‗global catastrophe‘ of 

HIV/AIDS.  While over the course of the 1990s, several studies have addressed aspects 

of sexual and reproductive health in India, there remains a need to synthesize the lessons 

learned, identify achievements and obstacles, and outline strategies and actions to 

enhance sexual and reproductive health in the 21st century. As the HIV/AIDS epidemic 

completes around 25 years of its existence in India and elsewhere, much of the sense of 

urgency that accompanied discussions of AIDS only 10 or 15 years ago seem to be 

disappearing (Parker, 2000). Industrialized or developed countries have been able to 

make HIV/AIDS a manageable health condition due to the advent of new antiretroviral 

drugs. Few of the privileged ―developing‖ countries have also benefitted from the drugs.  

(Parker,2002). HIV/AIDS still continues to rage in almost exclusively in the most 

marginalised sectors of the society regardless of the degree of development. These are the 

people who live in situations that are characterized by diverse form of structural violence 
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(Connors & Simmons, 1996 as cited in Parker 2002). HIV as an epidemic continues in 

such kinds of spaces of poverty, gender inequality and sexual oppression largely 

unaddressed by the formal public health and education programmes. ―HIV/AIDS in a 

way is also responsible for the growing polarizations between the very rich and the very 

poor thereby isolating some segments of the population‖ (Parker, 2002:344)  

THE POLITICS OF CONTROLLING SEXUAL HEALTH 

Major funding agencies in the last one and a half decade have become lead 

―development‖ agencies around the world who have taken upon themselves for the global 

response to HIV/AIDS (Parker, 2002). The World Development Report, 1993, titled 

Investing in Health was crucial in the perspective of the new economic order that was 

envisaged by it. The report replaced the term ―Primary health care‖ by ―Essential and 

Clinical Services‖, omitted communicable diseases from the category of essential public 

health activities and outlined the treatment of diabetes, cardio-vascular diseases, cataract, 

Schizophrenia etc as priorities for the Governments. Critics have regularly characterized 

these as attempts to provide health care to an exclusive class. Interestingly countries like 

India followed these directives in-toto, in the form of budget cuts, formulating a new drug 

policy with decontrols and privatization of medical care to name a few. This World Bank 

Approach came to be known as ‗health sector reforms‘ (Goswami, 2002). It has been 

criticised as being driven by economic and political ideology.  

 

Since, the early 1990s, in part as a response to critics who called attention to the 

frequently negative consequences of structural adjustment programme promoted 

by the World Bank together with the International Monetary Fund (IMF) has 
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increasingly focused on health-related issues, opening up new lending programme 

and expanding the resources available for projects focusing on population, 

nutrition, and similar issues throughout the developing world. (Parker, 2002:344). 
 

The interest of the multi-lateral, funding organizations and the international bodies can be 

traced to the times when population control was the prime concern. That was when 

population control was largely perceived through the western eyes, and the developing 

countries depended largely on the technical expertise of the western world. India‘s family 

planning as well as the HIV/AIDS campaigns has been heavily influenced by foreign 

funding agencies and foreign experts of doubtful caliber. This has been counterproductive 

(Bose, 1998).  The multi-national corporations, the multi-institutions of global economic 

governance and the G8 group are the most dominant drivers of globalization around the 

world. As a result of which, they also structure not only the contours of the pandemic in 

terms of transmission and new infections, but also the outcomes once an individual is 

sick with complication of HIV infection through their influence on patterns of ―labour 

mobility, economic performance  and resilience, investment in healthcare services and 

education, and even their  influence on the moral economies of the developing world, but 

also the outcomes  once an individual is sick with complications of HIV infection‖ 

(Boesten & Poku, 2009:6) 

Mathew Connelly (2008) in his  book Fatal Misconception: The Struggle to 

Control World Population explains how eugenics united some of the richest and most 

powerful elites of the twentieth century into a movement ―to remake humanity by 

controlling the population of the world,‖ answering to no one and bringing untold misery 

upon the world‘s poor.   
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In 1952, at a secret, invitation-only gathering in Colonial Williamsburg, John D. 

Rockefeller III brought together what would become the modern population 

control establishment. Setting the agenda for the following decades were the 

heads of the U.S. Atomic Energy Commission and National Academy of 

Sciences, and top scientists ―from embryology to economics,‖ including past and 

present ―Nobel Prize winners (Yoshihara, 2009:3).  
 

Western countries decided radical measures to reduce birthrates after the genesis of 

Population Council, which went onto become the nexus of the entire population control 

movement around the world. It coordinated its work with United Nations, the Ford and 

Rockefeller foundations, the International Planned Parenthood Federation (IPPF) as well 

as major pharmaceutical firms. Population Control programme adopted by India in 1952 

allowed them to start experimenting on its people to find a cheap contraceptive. Most of 

the contraceptives were used poverty stricken slums and among the most ignorant people.   

These included such ―shock attacks‖ as quotas for millions of shoddy 

vasectomies and IUD insertions without follow-up care, public humiliation of 

poor families with three or more children, bulldozing of entire neighborhoods 

which displaced countless thousands of the poor, and the knowing unloading of 

defective IUDs that crippled poor women (Yoshihara, 2009:4).  
 

One can draw parallel between the population Control Programme and the HIV/AIDS 

programme in India. Both the programmes have much in common i.e., setting of 

‗targets‘, centralized ‗blanket‘ approach, obsession with numbers, bureaucracy, rewards 

and punishments in the campaigns, which have been discussed later. 
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MODELS OF SOCIAL CONSTRUCTION OF SEXUAL HEALTH 

THROUGH CAMPAIGNS 

 

Social constructionism is a conceptual framework that ―emphasizes the cultural and 

historical aspects of phenomena widely thought to be exclusively natural. The emphasis 

is on how meanings of phenomena do not necessarily in here in the phenomena 

themselves develop through interaction in a social context‖ (Conrad & Barker, 2010:67). 

Social Constructionism examines how individuals and groups contribute to producing 

perceived social reality and knowledge (Berger and Luckman, 1966).  In the context of 

HIV/AIDS, the social construction specifically refers to several themes: the cultural 

meaning of HIV and AIDS as an illness that is not derived from the nature of the disease 

and shapes the society‘s response to the afflicted people; the illness experience as 

constructed in the interplay of various social factors, which also refers to how people 

understand and communicate their illness in the daily context; and the medical 

knowledge as constructed and developed by the policy interests. The following study will 

broadly cover these themes of social construction of HIV and AIDS. Martin Levine 

(1992) examined the implications of constructionist theory on the epidemic by studying 

gay men and AIDS. His research approach aimed to uncover the ways in which 

individuals and groups participate in certain behaviours and communications, and the 

ways people collectively form their perceptions and respond to AIDS. In the description 

of four constructions of HIV, he differentiated the ―moralistic‖ framework, the 

―contagion‖ framework model, the ―political‖ problem, and the ―medical‖ construction.  

Polgar (1996) later building on his work, to summarize various understandings of AIDS 

in the historical contexts, in public attitudes, and with moral considerations, he proposed 
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a typology of five different social constructions that underlie the professional and public 

understanding and explanation of HIV & AIDS. His five models―medical, epidemic, 

organizational (economical), moral and political, clearly distinguishes different power 

relationships, dominant metaphors and symbols, the most pressing questions, and 

uncertainties discussed in different discourses. My research considers Polgar‘s (1996) 

Social Constructions Model of Sexual Health. The model elucidates construction of 

sexual health in five categories (Polgar, 1996 as cited in Zhang, 2011):  

1) In a medical model, science describes HIV scientifically and in the body, in terms of 

a compromised immune system, opportunistic infections, treatment and care.  

2) An epidemic model identifies risk behaviours and transmission routes, informing 

health education and disease prevention. Organizational conceptions of AIDS 

developed by large interests, particularly hospitals, according to economic, 

administrative, and health concerns.  

3) Social constructions of HIV/AIDS as plague or punishment against society are 

advanced by moralists who equate HIV with taboo social and sexual behaviour,  

4) Economic/ Political constructions of AIDS highlight public health in the face of 

obstacles to treatment and the delivery of services to people living with HIV. Political 

and moral constructs are at odds over AIDS as a form of social stigma, magnifying 

many forms of prejudice and discrimination. 

 Each construct is supported by an institutional authority, framing the problems and 

responses to HIV and AIDS, the dominant metaphors and symbols, and the most pressing 

questions and uncertainties. Specially, the medical model examines AIDS as a disease 

from a scientific and biomedical perspective; the epidemic model explains AIDS in terms 
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of its transmission and prevention within a socio-cultural context; the organizational 

(Economic) model targets the issues and problems within health administrations and 

organisations; the moral model interprets AIDS from the religious beliefs and 

perceptions; and the political model focuses on the state‘s political agenda. Table 7 

provides a detailed summary of the five models. These theoretical discussions have 

expanded from the biomedical paradigm to the social construction of HIV/AIDS drawing 

perspectives from sociology, anthropology and linguistics.  

This chapter reviewed pertinent literature relating to the social construction 

theory. An historical   overview of the population control programmes in India and its 

relation to HIV/AIDS scenario places the study in the cultural context in which it was 

conducted. It also examined early literature and discussed the theoretical frameworks 

used in the development and the analysis of this research study.  
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 Medical  Epidemic Organizational  Moral Political  

Institutional 

Authority 

Science and Bio-

medicine 

Behaviour Science Health 

Administration 

Religion State 

Authority 

Type 

Rational, scientific Cultural Bureaucratic Religion Political, 

economic 

Problems with 

HIV 

Virus infection, 

HIV-disease, AIDS 

Risk Behaviour, 

health services 

Occupational 

health, 

organizational 

dynamics 

Individual 

standards, 

behaviours 

Unequal impact, 

silence and 

neglect 

Major 

Response 

Research testing 

and treatment 

Public education 

and prevention 

campaigns 

Specializations, 

universal 

precautions 

Abstain, avoid 

restrict contact 

Protest, educate, 

resist, survive 

AIDS 

Metaphors 

Virus, bodily 

disease 

Epidemic, STD. 

Social disease 

Infectious disease, 

Occupational 

hazard 

Fall from 

grace, sin, evil 

Danger, Health 

problem 

Symbols of 

HIV risk 

Blood, medical 

waste, universal 

precautions, color 

codes and barriers 

Geographic, 

graphic, and 

numeric 

indicators, safer 

sex and injecting 

supplies 

Organizational 

behaviour, 

infections, 

prescriptions 

(Gay) plague Stigma 

Major 

Questions, 

uncertainties 

Best Medical 

Treatments 

HIV and Immunity 

functions, 

Vaccination and 

cure 

Infection and 

transmission 

routes and rates, 

prevention 

effectiveness 

Safety 

requirement, 

allocations of 

resources, non-

discrimination 

Moral 

Behaviour, 

protection of 

innocence 

Responsibility, 

accountability, 

accessibility 

 

Table 7: Polgar’s Five Social Construction of HIV and AIDS (Adapted from Zhang, 2011) 
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CHAPTER 4 

THE POLITICS OF HIV/AIDS: INTERNATIONAL POLICY 

FRAMEWORKS 

 

 Citizens in developed countries with the best indicators of sexual health regard 

sexual expression as a normal part of growing up. It is usually viewed as a healthy 

biological, social, emotional, and cultural process. In such countries sexual health is 

promoted by nonjudgmental attitudes of adults and by mass media campaigns (Lottes, 

2002). Sex education in school, easy availability of contraceptives, and counselling are 

the mainstay in these countries while addressing the issues upon sexual health. National 

health insurance covers most of the cost of sexual health services that encourages young 

and old. Sexual health in developed countries is based on value of rights, responsibility 

and respect. The Government and the general society consider it not only a duty to 

provide accurate information and confidential contraceptive services to the masses, but 

view such provision of such services and information as their rights. In turn there is no 

attempt to motivate behaviour of masses through a collective effort to demand abstinence 

as seen in developing countries. Therefore, the goal is not to prevent the masses from 

having sex but to educate and empower them to make responsible decisions. The major 

expectation is in return the majority will act responsibly to try to avoid pregnancy and 

STDs (Lottes, 2002). The public health policies in such countries are based on public 

health research and input from well-trained sex educators, not on political or religious 

definitions of sexual behaviour. In the process, most of the developed countries have 

come up with their own definitions of sexual health in reference to their citizens. 
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Thereby, policies related to sexual health with reference to HIV/AIDS were formulated in 

these countries.  The past few years ever since the advent of HIV/AIDS, has shown an 

increasing use of the concept of sexual health. This upsurge is especially noticeable not 

only in the field of health education and promotion but also in academic sources. The 

concept is typically used self-evidently and with widely diverse connotations. The 

definition and understanding of sexual health are still evolving and pose various critical 

questions. For instance, the term sexual health may imply various risks, including a one-

sided health perspective on sexuality and a new excuse to control sexual behaviour. The 

recent discourse on sexual health is paralleled by an upsurge in the debate on sexual 

rights. Both concepts serve different functions but are intricately interwoven.  The 

literature on construction of health and disease suggests that feeling healthy is best 

understood within social norms (Kovács, 1998). These social norms are specific to the 

society in which one lives. The biological adaptation to changes in body or health as a 

response to environment, and even health as a process of meeting expectations of the 

society in which one lives can be explained by the normative view of health (Nordenfelt, 

1987). 

Sickness was a moral category and people were held responsible for their 

illness. The development of a scientific discourse has replaced this religious 

framework. Within the scientific discourse, illness is explained in natural terms, 

resulting from causal agents such as germs and viruses. Within this profane 

framework, individuals are no longer held morally responsible for an illness 

(Sandfort & Ehrhardt, 2004: 182) 

It becomes pertinent to understand the processes of how the concept of sexual health 

awareness is being inculcated into the masses.  The empirical research in health, sexuality 

and gender has demonstrated how understanding practices vary across different times and 
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settings. Comparative studies of socio-cultural issues are rare, however and these too may 

contribute to the literature, to policy formulation and in particular, to understanding how 

it is appropriate to attempt to transfer models for HIV prevention from one socio-cultural 

context to another. This chapter examines the policy frameworks of different countries 

that are seeking to combat the pandemic HIV/AIDS. Policies in each country are guided 

by the higher prevalence of HIV/AIDS in its target audience. Policies vary by country, 

political system and the prevailing customs and mores. But, eventually they are based 

mostly on actual experiences of the Government in tackling the pandemic. The objective 

here is to analyse the approaches adopted on sexual health in Netherlands, Finland, 

Lesotho, Swaziland, Uganda and Thailand which could offer lessons for India. These 

countries have been chosen deliberately for this study. Netherlands and Finland have 

been chosen as these countries fare much better in HIV prevalence rates and the 

containing the spread of the virus in the major part of the population (UNAIDS, 2012). 

Netherlands and Thailand have a dubious distinction of rampant prostitution as well as of 

promoting ‗sex tourism‘. Swaziland, Lesotho and Uganda have been chosen from the 

African continent where the prevalence rates are very high. Uganda is most of the time 

talked of as the success model for HIV prevention and this country is referred to as a 

model nation which most of the African nations should emulate. Cross-national 

comparisons not only serve as a means of gaining a better understanding of different 

societies, their structures and institutions but have also contributed in the area of social 

policy as a means of evaluating the solutions adopted for dealing with similar kinds of 

problems (Hantrais, 1996).  Thus, I have tried to examine the various policies, strategies 

adopted, and the general response to the epidemic by a particular country. Comparisons 
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pertaining to these countries were made through perusal of policy guidelines, articles, 

documents and the annual reports submitted by the countries to UNAIDS available on the 

internet that dealt with: 

 Status of the epidemic at the time of writing this thesis. 

 National response to the epidemic, which included brief policy and 

programmatic responses of that country 

 The prominent communication approaches adopted for prevention. 

The primary objective here is to analyse the sexual health policies of six different 

countries. A study of such policies could offer lessons for policy formulation in India 

based on their long term experiences in dealing and communicating about sexual health. 

They were analyzed on the parameters on how sexual health is regarded in that country, 

how the policy guidelines were formulated and on what basis. The documents also helped 

in understanding on what role did the communication/media played in the disseminating 

messages on sexual health. 
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NETHERLANDS 

Status of the Epidemic 
 

The Netherlands has a concentrated HIV epidemic, that is particularly higher in the 

specific sub population such as Men having Sex with Men and migrants (UNAIDS and 

WHO. 2000 as cited in UNGASS, 2012). The Dutch government attributes this to the 

high level of migration from high prevalence countries. The basic notion in Netherlands 

is that HIV/AIDS is primarily fuelled by transmission among MSM. The National 

Institute for Public Health and the Environment (RIVM) in its 2009 report states:  

The number of HIV-infected individuals (15-70 years) living in the Netherlands 

on 1 January 2008 has been estimated to be 21,500 (19,000-24,000). This 

represents an increase of about 10% in comparison with the previous estimate in 

15-49-year-olds from 2005. The estimated HIV infection prevalence remained at 

0.2% in the adult population. Of the HIV infections in January 2008, 55% were 

estimated to be attributed to MSM transmission, 40% to heterosexual contacts and 

4% to intravenous drug use (IDU).
3
 

 

The UNGASS Country report (2012) on Netherlands outlines that as on 1st June 2011, 

the largest group was MSM (58%). Heterosexuals accounted for 31% of patients (16% of 

men and 86% of women). Heterosexuals included a considerable proportion of 

individuals originating from other countries than the Netherlands (32% originated from 

the Netherlands).  

  

                                                           
3 http://www.rivm.nl/Images/24_Epidemiology_HIV%20estimate%20NL_tcm4-64705.pdf accessed 
on 09/01/2012 
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 National Response to the Epidemic  
 

The Dutch government seeks to place HIV/AIDS policy in a larger framework of sexual 

health. The Dutch government formulated the National Policy plan on STI/HIV 2012-

2016. Its primary objective was to ―to renew and reinforce‖ the Dutch HIV/STI policy 

(UNGASS, 2012:5).  The National note on health policy-2011 addresses the multiple 

health issues, lifestyle policy and issues related to sexual health.  The division of 

responsibilities is mainly organized by risk groups and serves to promote tailor-made 

approaches based on appropriate expertise. The groups identified in the STI/HIV 

prevention plan are:   

 MSM 

 Migrants (primarily those from HIV-endemic countries)   

 Young people 

 Sex workers and their clients   

 Drug users 

 HIV-infected persons   

Human rights aspects such as universal access to comprehensive prevention programme, 

treatment, care and support constitute a fundamental principle in the Netherlands.  The 

promotion of safe (sexual) practices by provision of information is an important 

component of primary HIV/AIDS prevention. In this regard schools play an important 

role in informing youth although comprehensive sexuality education is not obligatory in 

Netherlands. The promotion of safe (sexual) practices by provision of information is an 

important component of primary HIV/AIDS prevention. In this regard schools play an 

important role in informing youth and comprehensive sexuality education which has been 
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made obligatory from 2012 onwards. The youth health care services also provide 

information about safe sex practices. 

Prominent Communication Approaches 
 

Information about safe sex and prevention of STI/HIV is communicated by means of 

national information campaigns in Netherlands.  ―Information about safe sex and 

prevention of STI/HIV is mainly communicated by means of targeted communication 

activities for specific groups such as MSM, migrants, sex workers, IDU, and youth. In 

general, NGOs play key roles in primary prevention of HIV by provision of information, 

especially among high risk groups. Information activities utilize internet, printed 

materials, peer-to-peer education, outreach activities.‖ (UNGASS, 2012: 13) 

A main communication initiative is the national ‗vrij veilig‘ (I play safe, or I don't 

play at all) campaign by STI/HIV—Netherlands in 2011. The purpose of this campaign 

was to encourage young people to use condoms before they have sex. The campaign ran 

from 1 December to 31st December 2011.  The Dutch Government also has a specific 

regulation (‗Aanvullende Curatieve Soa-bestrijding‘ (ACS) which provides low-threshold 

and free of charge STI/HIV testing and care for high-risk groups. In 2008, the ACS 

regulation was supplemented with an additional regulation that caters for young people 

under the age of 25 years (‗Aanvullende Seksualiteitshulpverlening‘ (ASH)). The ASH 

regulation offers low-threshold services that can support youth with questions and 

problems regarding sexuality. Consultation services are offered with the support of 

governmental funds of about €3.5 million per year. In addition, a related website and a 

toolkit on sexual health have also been developed. The Netherlands deserves attention, 
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for it being the western country that has had the lowest rates of unplanned pregnancy, 

abortion and teen pregnancy for quite some time.  The pragmatic and ethical approaches 

adopted by the Dutch for sexual health programmes allow an open discussion about 

sexual issues and encourage adolescents to talk about sex and topics that interest them. 

The attitude of the Government is that both the public and families have a responsibility 

to help and people avoid unwanted pregnancies and STDs. The goal of such initiative is 

to instill a sense of responsibility in the young and to give them the knowledge to act 

accordingly. It is also important the general public is tolerant and accepting of teenage 

sexual experiences. The view is that it is impossible and quite ridiculous to try to prevent 

teenagers from having sex. Thus, a sensible action is to prepare them to act responsibly 

and not enforce abstinence upon them. A major component in the Dutch approach to 

sexual health is their mass media campaign.  

According to Berne & Huberman (1999: 13-14) 

These campaigns help to keep sexual health on the public agenda, reduce stigma 

by emphasizing community responsibility for health problems, serve in educating 

youth by providing a catalyst for discussion and reinforcing messages, reach 

higher risk groups not generally accessible through traditional channels, 

encourage intermediaries (teachers, youth workers, pharmacists) to draw attention 

to safer sex, And stimulate organizations to provide training and education to 

intermediaries. 

One of the media campaigns in The Netherlands popularized the use of the slogan 

―Double Dutch‖-meaning to use the double protection of a condom (to lower STD risk) 

and the pill (for protection against pregnancy) when having sex. Media campaigns are 

well coordinated with the education and health sectors to ensure consistency and 

accuracy of messages to the young. Additional strategies used by clinics that provide 
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sexual health services to Dutch include (a) accept teen sexuality and sexual behaviour, (b) 

guarantee anonymity or confidentiality,(c) waive PAP smear and  pelvic  exams as 

prerequisites for initial contraceptives, (d) provide non-judgmental service, and (e) 

require minimal paperwork and no parental consent. With several port cities, Sexually 

Transmitted Diseases are also a major public health concern in the Netherlands. In order 

to keep health risks minimal in Netherlands, accessible and government-funded STD 

clinics provide testing, treatment, education, pre- and post- health insurance (which 

covers over 99% of the Dutch population) funds all reproductive health services except 

condoms. These include contraceptive pills and devices for emergency contraception, 

abortion, testing for pregnancy and HIV/STD, prenatal care, delivery, and all drug 

therapy associated with diagnosis and treatment of STD, HIV and AIDS. Stigmatisation 

and incidents of discrimination due to HIV infection is still a problem in Dutch society.  

The government has sustained its policy to increase knowledge about STI/HIV and 

thereby, among other things, seeks to reduce stigmatisation and discrimination due to 

HIV/AIDS. The Ministry of VWS maintains the position that HIV-infected individuals 

should not be prosecuted for unsafe sex unless coercion, deception or disparities in terms 

of power are involved. This is consistent with the notion that everyone carries a 

responsibility for his or hers own health. Since August 2009, legislation 

(‗Arbeidsomstandighedenwet‘) against discrimination on the work place has been 

strengthened. Employers are obliged to have developed a policy based on risk assessment 

and evaluation to prevent and handle incidents of discrimination. Discrimination based on 

medical conditions or handicap (thus including HIV/AIDS) is prohibited. This applies to 

discrimination between employees and employers as well as among employees. The 
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Labour Inspectorate (‗Arbeidsinspectie‘) supervises the implementation of this 

legislation. General social acceptance of risk groups, such as MSM, can contribute to the 

success of initiatives throughout the full spectrum of the HIV/AIDS prevention and 

response efforts. A policy document, compiled by a coordinating ministry and with the 

contributions of several stakeholders, outlines the policy to enhance social acceptance of 

MSM (UNGASS, 2012). 

FINLAND 

Status of the Epidemic 
 

Finland is one of the five Nordic states. Nordic countries are distinguished by their 

comprehensive welfare states which are based on egalitarian notions of the community 

and individual social rights. HIV/AIDS in Finland from the start was backed by a strong 

managerial response by various societal institutions. It arrived in Finland as a ‗killer‘ 

disease in 1983 amidst frenzied tabloid stories and reporters lurking around AIDS clinics 

to photograph patients (Clarke, 2002).  Through the years, AIDS in Finland has 

predominately been associated in public discourse with gays, foreigners, foreign 

prostitutes and drug users, those excluded from ‗normal‘ societies who seldom have 

public faces, lives or voices.  

HIV/ AIDS has thus progressed from a subject of deep anxiety in the 

1980s, when metaphors drawn from horror movies were the norm, to a 

blasé boredom coupled with denial amidst an increasing sense that 

HIV/AIDS only affects deviants and no longer constitutes a threat to the 

Finnish nation ( Clarke, 2002: 21). 
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 Despite Finland‘s early adoption of WHO guidelines on voluntary testing, access 

to treatment and patient rights, fears of discrimination and social exclusion remained 

strong amongst people living with HIV/AIDS.  

At the end of year 2011 the cumulative total of diagnosed HIV positive 

individuals in Finland was 2953 (2133 males and 820 females). Cumulatively 580 

AIDS cases − including 299 AIDS deaths − had been reported.  The most affected 

groups are men having sex with men, migrants from high prevalence areas and 

people who inject drugs. In 2010 and 2011, 187 and 177 new cases of HIV-

infection, respectively, were reported; most of them were associated with sexual 

transmission. The number of AIDS deaths was 5 in 2011 and 8 in 2010.‖ 

(UNGASS, 2012: 3) 
 

Finland again provides another fine example of a country whose changes in sexual health 

policy resulted in better indicators of sexual health for its population. In the 1970s a new 

abortion law made abortion legal and education on how to provide such a service was 

provided at hospitals. When the abortion law was passed, the goal was to make abortion 

an uncommon event, and so every effort was made to provide comprehensive 

contraceptive information and services. The government mandated that family planning 

and maternity/infant/child health services be provided free or at low cost in all local 

health centers. Rimpela (1998), one of Finland‘s sexual health experts, attributes the good 

sexual health outcomes to five factors: the use of preventive approaches to public health; 

a change of focus from abortion to the prevention of its main cause, unintended 

pregnancy; excellent cooperation and coordination between the health and education 

sectors; strong and skilled guidance from the national health authorities; and professional 

attitudes and skills of nurses and doctors in sex education and family planning. Moreover, 

Finns do not take a moralistic approach to sexuality and the sexual activity of the young. 
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The emphasis is on helping teenagers make responsible sexual decisions by providing 

them with adequate knowledge and skills (Lottes, 2002) 

National Response to the Epidemic 
 

A main objective of the Finnish HIV/AIDS prevention policy is prevention of new 

infections which is the key target of policy measures. For those who become infected, 

there is guaranteed free access to medically indicated treatment and care. Support for full 

social empowerment of persons who have been infected to reduce their vulnerability is an 

essential part of prevention policies. Prevention activities are managed through national 

coordination and a multidisciplinary public/private partnership approach. The overall aim 

of the strategy is to control the HIV prevalence among the Finnish population.  

The essential elements for the success of the national strategy (UNGASS, 2012: 8) are:  

1. Decreasing the risks for infection.  

2. Effective use of commodities used in prevention of transmission such as male and 

female condoms, sterile injecting equipment, medicines.  

3. Reducing the harms and impacts of HIV infection; ensuring the integration of people 

living with HIV into the mainstream of society, ensuring the best available prevention, 

treatment, care and support, and prevention of discrimination.   

 

The Ministry of Social Affairs and Health (2007) in Finland has compiled the first 

national action programme for the promotion of sexual and reproductive health. Sexual 

health counselling is integrated into the basic services as well as preventive and medical 

treatment. The programme points out the importance of screening and counseling the 
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young, particularly during the first visit of counseling, concerning prevention of 

pregnancy. HIV testing is provided free of charge in all municipal health care centres and 

it is available also in private health care services. The screening of Chlamydia 

trachomatis (all under 25 years of age) and the human papilloma virus vaccination is 

expected to work together with the sexual education to decrease the amount of sexually 

transmitted diseases. HIV/AIDS prevention is integrated into school health and sexual 

health education. Finland has supported nationally the development of the HIV vaccine 

by providing both investment and project support.  

Prominent Communication Strategies 
 

Starting from its initial silence on the issue, the communication campaign can be summed 

up thus: 

 HIV/AIDS remains a deeply stigmatized disease in Finland. Information 

campaigns by the Finnish Red Cross have tended to promote safe sex by fear (as 

illness) rather than through health promotion (Clarke, 2002: 24) 
 

HIV testing practices and anti-discriminatory legislation such as the reform of the 

communicable diseases act and patients‘ rights laws became the focus of the Finnish 

AIDS Council. Its main objective was to protect the rights of Finns living with 

HIV/AIDS. Clarke (2002) also states that most of the HIV/AIDS campaigns in Finland 

portrayed it as an external threat—a souvenir brought home by its citizens from visits 

abroad.  

A recent campaign had large posters at bus stops with a simple arrow pointing 

outwards with a text stating ―He might have HIV too.‖ When watching people at 

the bus stop near my home, I noticed that people inevitably moved away from the 

arrow to stand elsewhere (Clarke, 2002: 27). 
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HIV/AIDS and foreigners assumed a dangerous combination in Finland. It also did not 

have any community based infrastructure to deal the issues of migrants. It also had 

difficulties dealing with human rights, racial discrimination, and difficulties associated 

with living in Finland. As a result of which, migrants continued to remain on the fringes 

of the Finnish society. The Finnish Government started the campaign ―travel safety‖ in 

2008 in order to reduce HIV and STI transmission and to promote diagnosis among 

travelers.  

Safe sex advice, condoms and lubricants were delivered at the ports, airports and 

border crossings to Russia twice a year. The aim of the campaign is also to train 

health professionals in HIV and safe sex counselling for travelers. (UNGASS, 

2012:10). 
 

 Finnish Broadcasting company YLE radio channel organises an annual summer 

campaign "Kesäkumi (summer rubber)" every year. Its main aim is to prevent spread of 

STIs among youth. The campaign talks openly about STIs, often with young celebrities, 

who participate in the campaign by performing in radio spots. During the campaign free 

condoms are delivered in summer festivals and concerts. At the same time, the new 

recruits who start their military service during the summer also get information on STIs 

and free condoms through this radio channel. 
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UGANDA 

Status of the epidemic 
 

In Uganda, the national average adult HIV prevalence reduced from a high of 

18.5 % in 1992 to about 5% in 2000 due to, among other reasons, strong political 

leadership, open approach to combating the epidemic and a strong multi-sectoral, 

decentralised and community response (UNGASS, 2012:1) 

In Uganda, the epidemic is still predominantly heterosexually transmitted with 80% of 

infections. The Mode of Transmission Study (2008) study indicated that the risk factors 

responsible for the spread of HIV transmission are of two types, namely, modifiable and 

non-modifiable. The modifiable risk factors comprise of multiple partnerships, HIV sero-

discordance ( Where one person is HIV positive and the other is negative), inconsistent 

condom use, infection with sexually  transmitted infections (STIs) especially Herpes 

Simplex Virus (HSV)-2, and lack of male circumcision while the non-modifiable factors 

include urban residence, older age, being married or formerly married, being  female, and 

residence in northern Uganda, implying the need for focused interventions among these 

groups. The UAIS indicated that comprehensive knowledge of HIV/AIDS is at 33.8% for 

women in age group 15-49 and 41.1% for men in the same group. Women who know that 

HIV can be transmitted by breastfeeding and risk of  mother to child transmission 

(MTCT) can be reduced by mother taking special drugs during pregnancy is 65.2% while 

only 55.7% of the men are in the know. Circumcision stands only at 23.6% among men 

in age group 15-49. The National HIV Prevention Strategy 2010 documented that an 

estimated 1.2 million people in Uganda are HIV infected, of whom 57% are females and 

13% children aged less than 15 years. On the other hand, cases of new infection were 
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estimated at 124,000 (Global AIDS Response Progress Report, Uganda AIDS 

Commission, 2012 as cited in UNGASS, 2012). 

 During the beginning of the African epidemic, Uganda faced a severe crisis, with 

almost 30 per cent of the adult population infected with HIV/AIDS in 1980s and 1990s. 

―Uganda responded through a mix of rationalist and creative policy approaches and after 

a decade of intervention a decline in HIV prevalence was observed‖ (Mohammed, 

2003:262) Since 2000, the global AIDS debate has been dominated by two major issues, 

namely the rising prevalence levels in Southern Africa, China, India and the Russian 

Federation on the one hand, and the claims of the Ugandan miracle, its‘ possible causes 

and lessons on the other. As De Waal (2003) as cited in Tumushabe, (2006) points out, 

the Ugandan HIV/AIDS ―success story‖ has been so politically important for the 

government and the international HIV/AIDS ―industry‖ that it has rarely been subjected 

to careful scrutiny. Uganda was experiencing a full blown-epidemic by the late 1980s; the 

virulence of which was exacerbated by social dislocation and insecurity related to 

economic crisis and war (Putzel, 2004). In 1998, an estimated 1.9 million people were 

living with HIV/AIDS in Uganda (UNAIDS, 1999). AIDS had overtaken malaria as a 

leading cause of death among people aged 12-49 years and was responsible for 12 per 

cent of all deaths. As the epidemic continued to spread and intensify in Africa and other 

areas of the world in the early and mid-1990s, prevalence rates in Uganda were reported 

to be declining, especially starting around 1993. International and bilateral aid agencies 

that provide large sums of money for HIV prevention used Uganda as an example to 

argue that, with sufficient resources and appropriate prevention messages, HIV/AIDS 
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could be controlled. HIV/AIDS programme in Uganda, like elsewhere, had a bumpy start. 

With donor support, the AIDS Control Programme (ACP) started a mass education 

campaign about HIV/AIDS using scare messages on radio and television that promoted 

abstinence and condom use. Little did the programme implementers know that such 

messages were increasing stigma and discrimination against People Living With 

HIV/AIDS (PLWHA), and hence driving the epidemic underground. Until 1990, there 

was no condom distribution system and the influential church groups strongly criticized 

their use.  

With the end of the cold war, Western donors set the democratization of politics, 

good governance and prudent management of the economy as standards for 

continued donor assistance to Africa (Tumushabe, 2006:9). 

National Response to the Epidemic 
 

HIV/AIDS prevention efforts were re-launched in 2010 and 2011. The Uganda 

AIDS Commission (UAC) Board was re-constituted at this time. The National HIV and 

AIDS Policy was developed and disseminated between 2010 and 2011.  The National 

Strategic Plan was reviewed and on World AIDS Day 2011, the revised NSP was re-

launched. This approach was expected to re-invigorate the fight against the epidemic.  

The goals of the revised NSP were to (UNGASS, 2012:2): 

 (a) reduce HIV incidence by 30% by 2015  

(b) improve the quality of life of People Living With HIV (PLHIV) by mitigating 

the health effects of HIV/AIDS by 2015  

(c)  improve the level of access of services for PLHIV, Orphans and Vulnerable 

Children  and other vulnerable populations by 2015 and  
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(d) build an effective and efficient system that ensures quality, equitable and 

timely service delivery by 2015,  

The national prevention strategic plan and eight sector prevention strategic plans 

were developed and launched during this time.  In general, during the period 2010 and 

2011, many policy documents and guidelines developed and disseminated. These 

policies, plans and guidelines increased the momentum already achieved in the national 

response. The revised plan also improved on the country‘s chance of realizing its vision 

of a population free of HIV and its effect.  

Prominent Communication Approaches 
 

Ugandans seemed to communicate about AIDS and people with AIDS differently 

(Tumushabe 2006). However, in Uganda personal channels of communication amongst 

the population predominated in communicating about AIDS in both urban and rural 

areas, among men and women.  Personal networks became the dominant channels that 

could be stratified by urban (74%) and rural areas (84%), and among men (70%) (Low-

Beer & Stoneburner, 2003).  There was a shift from mainstream media to personal 

channels for communicating about AIDS between 1989 and 1995 (Green et al, 2006).  A 

second distinctive component in Uganda was knowledge through social networks of 

someone with or who had died of AIDS (Low-Beer & Stoneburner, 2003). This indicates 

that AIDS issues in Uganda were rooted in discussions in social networks rather than just 

received from public health and media messages.  Ugandans in a way communicated 

about AIDS and people with AIDS, reflected and influenced their behavioural response. 

The horizontal behavioural and communication process was widely mobilized by faith 

based organizations, prominent cultural figures, political, military and community 
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figures, non-governmental organizations (NGOs) and care organizations like TASO (The 

AIDS Support Organisation.  

There were also distinctive vertical policies in Uganda which helped scale this horizontal, 

community response (Low-Beer & Stoneburner, 2003: 6): 

 (1)  a clear, direct communication programme focused on three clear topics: 

AIDS, reducing sexual partners or ―zero grazing‖, and not pointing fingers but caring for 

people with AIDS  

(2) AIDS case surveillance which gave a definitive diagnosis and form to the 

AIDS epidemic at local level and allowed all involved, health personnel, families and 

communities to talk and deal with AIDS directly  

(3) Legitimation and strong primary support of care networks with a broad 

approach involving NGOs like TASO and faith based organizations (which talked about 

AIDS in community events including funerals).   

This focus on communication, behaviour change and care is only the basis of HIV 

prevention.  It needs to be added along with condom provision, HIV and STD treatment, 

and when feasible the development of vaccines.  However despite more sophisticated 

approaches elsewhere, the basic communication and behavioural process that were 

identified in Uganda may be necessary for HIV prevention to be successfully scaled to an 

international level. 
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LESOTHO 

Status of the Epidemic 
 

Lesotho has the third highest HIV prevalence in the world.  However, in 2011 it signaled 

towards a decreasing trend (UNGASS Country Report 2012:11): 

In 2011, Lesotho‘s HIV prevalence rate for adults (15 to 49 years) remained at 

23% signaling a continuing stabilization of the epidemic. However, gender 

disparities in HIV prevalence remain: 26.7% of all adult women are HIV-positive 

as compared to 18% of all adult men. Approximately 60% of all HIV-positive 

adults and children are female. 

 

Lesotho took a substantial amount of time in responding after the first AIDS case was 

reported due to poor finances and infrastructure.  The HIV epidemic continues to be 

fuelled by inter-relationships between both behavioural and structural drivers such as  

multiple and concurrent sexual partnerships; Inadequate levels of HIV-testing and 

personal knowledge of HIV status; Inadequate frequency of condom use across all 

sexually active population group; slow progress for adolescents and youth to change 

patterns of sexual behaviour; high rates of alcohol use; and low demand for voluntary, 

health-facility-based male circumcision These factors were compounded by the structural 

factors such as social and cultural factors (UNGASS Country Report 2012). 

The Government of Lesotho announced the Multisectoral National AIDS Strategic Plan 

which intended to reduce HIV prevalence by 5%, increase annual condom use by 50% 

and provide care for half of Lesotho‘s AIDS orphans, all by 2003
4
.  In 2001 the Lesotho 

AIDS Programme Coordinating Authority (LAPCA) that aimed to mobilise resources to 

co-ordinate the national AIDS response, improve information and communication on 

                                                           
4 http://www.womenfitness.net/news/womens_health/HIV_AIDS.htm accessed on 14/01/2013 
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HIV/AIDS, and improve sentinel surveillance of HIV constrained LAPCA‘s capacity.  

King Letsie III declared HIV/AIDS a national disaster in 2003. 

National Response for the Epidemic 
 

The ‗Know Your Status' campaign with the support of  the World Health 

Organisation, the Global Fund and the United Nations Development Programme was 

undertaken by the Government of Lesotho in 2004. This campaign intended to overcome 

the stigma and discrimination that surrounds testing publicly for HIV and AIDS.  Under 

this scheme, trained community health workers   approached every single household with 

rapid HIV tests. Everyone tested and counseled would then be referred to post-test 

services according to their HIV status. The Government of Lesotho, ‗Lesotho Know Your 

Status (KYS) Campaign Plan 2006-2007 relied on communities to choose how testing 

and counseling should be progressively rolled out. Structural conditions such as poverty 

and rural isolation hindered the roll out of the local services.  Lesotho‘s lack of healthcare 

workers proved a further obstacle to the testing campaign. The government of Lesotho 

has implemented several HIV prevention strategies, including educational campaigns, 

work-based HIV prevention initiatives, the targeting of high-risk groups and prevention 

of mother-to-child transmission.  The new National HIV and AIDS Strategic Plan (NSP) 

was launched on December 1, 2011. The NSP incorporates Lesotho‘s Universal Access 

commitments under the 2011 Political Declaration on HIV/AIDS as well as its 

Millennium Development Goals. The priorities listed out in the plan were (UNGASS, 

2012:12):  
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 To accelerate and intensify HIV prevention in order to reduce new annual HIV 

infections by 50%; 

  To scale up universal access to comprehensive and quality-assured care, 

treatment and support; 

 To strengthen coping mechanisms for vulnerable individuals, groups and 

households; and, 

 To improve the efficiency and effectiveness of coordination of the national 

multisectoral HIV and AIDS response. 

The National BCC Strategy was formulated in 2010. It disseminated multi-media 

materials targeting various stake holders such as adolescents and youth that addressed 

multiple and concurrent partnerships. It also attempted to promote more male 

involvement in HIV prevention. 

Prominent Communication Approaches 

 

An interactive educational ‗road show‘ designed at increasing HIV awareness 

through talent shows, poetry, sports and dance, as well as life skills activities and 

educational tools was undertaken amongst the youth in 2005. HIV/AIDS as a topic was 

also included in both primary and secondary school curriculum in subjects such as health 

and physical education, science, agriculture, home economics, and geography.  

Unfortunately, increasing numbers of young people are reportedly having sex before 15 

years of age, with a rise in the number of young men having multiple partners. But the 

plans have been set back by financial constraints, severe shortages of health workers and 

the logistical difficulty of reaching parts of the population in mountainous and isolated 
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rural areas in Lesotho.  Communication campaigns in Lesotho regularly carry messages 

on male circumcision (UNGASS, 2012); addresses stigma and discrimination, Diagnosis 

and treatment of sexually transmitted infections (STI) and other services.  

SWAZILAND 

Status of the Epidemic 
 

The number of people living with HIV in Swaziland in 2011 was estimated to be 

173,619 adults and 21,780 children (UNGASS, 2012).  The Swaziland National AIDS 

programme (SNAP)  during its short-term plan (1986 to 1988) , and later a medium-term 

plan (1989 to 1992) aimed at providing information and education on HIV; promote 

condom usage; manage the spread of sexually transmitted infections; and screen all 

donated blood. The HIV Modes of Transmission Study (2009) established that 

heterosexual contact among persons with one sexual partner is the main mode of HIV 

transmission in Swaziland. It indicated that, 62% of new infections occur among women 

and that almost two thirds (65%) of 100 new infections in Swaziland occur among those 

aged 25 years and older, many of whom one would expect to be married or cohabiting 

with a steady partner. 

The Policy Document on HIV/AIDS and STD Prevention and Control (1998) 

intended to make education and communication ―the major weapon‖ against HIV and 

AIDS.   The plans also aimed to improve care for those living with HIV; increase 

women‘s access to prevention services; scale up testing services; and further prevent the 

spread of STDs. The Crisis Management and Technical Committee (CMTC) was 

developed the National Strategic Plan (2000-2005) that focused on improving health 
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services; changing behaviour through mass media outlets, schools and workplaces; and 

minimizing the future impact of the epidemic, especially for vulnerable groups such as 

orphans.   In 2001, CMTC was replaced by the NERCHA, or the National Emergency 

Response Council on HIV and AIDS which evolved  the National Strategic Framework 

for HIV and AIDS (2009-2014) which came to be known as the ‗three ones principle‘ –

the One strategy and One Monitoring and Evaluation system (UNGASS Country Report, 

2012:3). 

The NSF introduced a paradigm shift in the planning landscape for HIV in the 

country by ushering a results and evidence based planning approach. An elaborate 

results framework has been developed that has concrete, evidence informed and 

time bound results at impact, outcome and output levels. The overall purpose of 

the NSF is to bring together stakeholders to work together towards achieving the 

common results. 

Swaziland has also the distinction of introducing Geographic Information System (GIS) 

based HIV reporting system in 2010, which would eventually improve the performance 

of national response to the epidemic. The use of maps in depicting service delivery 

became a useful tool to disseminate user friendly information which allowed immediate 

decision making thus linking monitoring to planning. 

National Response to the Epidemic 
 

Swaziland introduced a number of law, policies and programmes since the outbreak of 

the epidemic such as   the People Trafficking and People Smuggling (Prohibition) Act 

2009; the Employment Act of 1980 (as amended);  Sexual Offences and Domestic 

Violence Bill (2010) ; National HIV Prevention Policy (2011); Stigma and 

Discrimination Index (2011) etc., to name a few ( UNGASS Country Report-Swaziland 
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2012: 5-6).  Swaziland in 2011 launched an initiative to circumcise between 125,000 and 

175,000 HIV negative males from 15 to 49 years of age in a 12-month period aiming to 

prevent HIV incidence in Swaziland by 75 percent by 2025, which failed eventually
5
.   

As elsewhere in sub-Saharan Africa, the huge number of people dying from AIDS in 

Swaziland exacerbates existing poverty, which in turn leaves individuals vulnerable to 

the adverse affects of HIV. When those of productive age die from AIDS or are too sick 

to work, there is less income and therefore less food for families. Lack of adequate food 

and nutrition leaves individuals less able to cope with HIV if they are infected, as 

effective treatment depends on a good diet. The deaths of many adults have left behind a 

youthful population in Swaziland. Around 39 percent of the population is under 14, and 

those over 65 only account for 3.7 percent. Many children are orphaned and left in the 

care of grandparents and if they do not have any, they may be left to fend for themselves. 

Increasing economic decline pushed Swazis into further poverty or economic migration, 

potentially escalating the scale of the epidemic. The huge scale of AIDS-related illness 

and deaths is weakening the government‘s capacity to deliver healthcare and other 

services, with serious consequences for food security, economic growth and human 

development.  

  

                                                           
5 http://www.globalpost.com/dispatch/news/health/120704/swaziland-hiv-aids-adult-
circumcision-campaign accessed on 16/01/2012 
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Prominent Communication Approaches 
 

The Swaziland Demographic and Health Survey (2007) as cited in the UNGASS Country 

Report (2012:14) states: 

Early sexual initiations coupled with inter- generational sex and late marriage 

present a risk of contracting HIV. The median age of sexual debut is 16 and 17 for 

women and men, respectively and 48% of women and 34% of men aged 18-24 

begun their sexual relations by the age of 18. The median age of marriage is 26 

years for women and 29 years for men aged 30-34. 

In 2001, King Mswati III reinstated a custom that banned all girls under 18 from sexual 

activity for five years, and required any man who has sex with a virgin to pay a cow to 

the girl's family. The policy, which required all girls to wear tassels to display their 

virginity, was widely criticised for demeaning girls and blaming women for the spread of 

HIV. Interestingly, the King was accused of ignoring his own policy when, in 2001, he 

became engaged to a 17 year old girl. In 2005, the King called an end to the policy. 

Generally King Mswati has been praised for speaking out about HIV/AIDS, however 

community organisations have said his sexual practices set a poor example. The King has 

numerous wives in accordance with the Swazi tradition of polygamy. In 2005 a campaign 

targeting young people was launched through billboard adverts, radio and the printed 

press, with slogans such as, ―Because tomorrow is mine‖, and, ―I want to finish my 

education. Sex can wait‖. The UN has reported that almost two in three female Swazi 

secondary school students are following this advice and abstaining from sex until their 

late teens, however when they do become sexually active they face huge risks of 

acquiring HIV. In an attempt to combat the common Swazi practice of multiple partners, 

NERCHA launched a public HIV awareness campaign in 2006 under the siSwati title, 
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―Makhwapheni Uyabulala‖, or, ―Your secret lover will kill you‖. Makhwapheni refers 

specifically to the ‗secret lovers‘ of women. This focus met widespread criticism for its 

moralistic message that blamed women for the HIV epidemic and portrayed them as 

sexually irresponsible. The International Community of Women Living with HIV/AIDS 

claimed that the campaign ―failed to meaningfully involve people living with HIV/AIDS‖ 

(Avert, 2011 as cited in Chiwara 2012:22). 

THAILAND 

Status of the Epidemic 
 

The first HIV/AIDS case was reported in 1984 in Thailand. Unsafe sex has been ascribed 

as the driving force for the spread of the epidemic amongst women and men of 

reproductive age. Key affected populations are: Female Sex Workers (FSW), Men 

Having Sex with Men (MSM) and People who inject Drugs (PWID) (UNGASS, 2012). 

Despite the stable and slightly declining trend of HIV prevalence among pregnant 

women aged 15‐24 years and male military recruits aged 20 ‐24 years, the risk 

behavior data in youth which reported an increase in sex‐partner mixing without 

condom use could be contributing to the increased risk for STIs and unwanted 

pregnancy. The age distribution of STI patients in which the highest number of 

cases was in the 15‐24 year age group, and the number of teenage deliveries per 

1000 girls aged 15‐19 years had increased from 33.7 in 1989 to 50.1 in 

2010.(UNGASS 2012: 2). 

 In any event, the spread of HIV in some provinces of Thailand is still severe, especially 

those which receive a large number of tourists, and provinces bordering on the eastern 

seaboard and Gulf of Thailand.   HIV among MSM is higher in large urban centers and 

important tourist locations.  In general, HIV infection among the population of 

international labour migrants is higher for those working in the fisheries industry than 
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other occupations.  This differential is possibly because of the nature of the work   and 

higher sex risk behaviour of fishing boat crew.  Sex workers in Thailand who are foreign 

migrants have higher levels of HIV than their Thai   counterparts.  Limitations of 

education and Thai illiteracy are barriers to   accessing information and services for 

prevention of HIV and STIs.   In sum, the epidemiological and behavioural data indicate 

that the number of new HIV infections in Thailand has not decreased. A trend of 

increasing spread of HIV is noted in the population of adolescents, and HIV prevalence   

remains high in the traditionally higher-risk populations and shows no indications of 

declining any time soon.  

National Response to the Epidemic 
 

The UNDP (2004:22) in its report— Thailand’s Response to HIV/AIDS: Progress and 

Challenges states: 

Thailand has shown that a well-funded, politically-supported and shrewdly-

implemented response can change the course of the HIV/AIDS epidemic. After 

peaking at 143,000 in 1991, the annual number of new HIV infections has fallen 

to about 19,000 in 2003 – making Thailand one of a handful of countries to have 

reversed a serious HIV/AIDS epidemic. 
 

HIV/AIDS has had an adverse impact on Thailand‘s health systems, and socio-economic 

status of the country.  Thailand has been undertaking measures to achieve consistent 

HIV/AIDS coverage through public media campaigns, condom promotion, prevention in 

youth and most-at-risk population groups.  The HIV/AIDS prevention programmes are 

carried out in a three pronged manner (20104: (1) public information campaigns; (2) 

strengthening the HIV prevention networks; and (3) finding ways to ensure sustainability 

at the provincial and local administrative organization levels to accelerate and take 
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ownership of the HIV/AIDS prevention agenda.  As target populations are identified in 

the National AIDS Plan, the HIV prevention programmes in Thailand are mostly 

targeting specific population groups.  Most-at-risk population groups are very important 

and have received greater   attention.  This can be seen from policy and plan to reduce 

new infections by half by 2011 in IDU, MSM, female sex workers, prisoners and 

migrants in   Thailand.  The national programme is working intensively with all these 

groups using both domestic and international funding (GFATM). It is well recognized 

that to increase access to HIV prevention among these population groups needs outreach 

services by civil society organizations and linkage with services of hospitals, for which 

health service providers have to understand sex/gender/sexuality issue in order to make 

their services friendly to the target populations.  Most of this portion of the national 

programme is supported by the Global Fund to Fight AIDS, Tuberculosis and Malaria 

(GFATM). Nevertheless, the strategy for youth behaviour change has not had optimal 

effect since Thai youth are increasingly diverse in terms of attitudes, beliefs and 

lifestyles.   It is still an important challenge for the programme to tailor strategies for 

youth to the various different lifestyles that are currently in fashion.  Promotion of 

comprehensive sexuality education is still a weak point of the programme.  The challenge 

here is to find a way to institutionalize comprehensive sexuality education in the school 

system through policy improvements at the national and ministerial level.  There is no 

core   curriculum at the national level that is acceptable to the Ministry of Education 

(MoE).  The attitude of the MoE administrators and teachers still is not accepting of the 

need for comprehensive sexuality education.  In any case, comprehensive sexuality 

education alone probably is insufficient to change attitudes and behaviours over the long-
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term since youth have different ways of learning as they   mature into adolescence and 

adulthood.  In addition, there are many variables to consider such as increased ease of 

access to sinful (risky) temptations and peer pressure (Sthapitanonda et al 2003 cited in 

Malikhao, 2005).   

Prominent Communication Approaches 
 

When HIV/AIDS emerged in Thailand, the Government thought that tourism would get 

affected and cause public panic (Malikhao, 2005).  Ministry of Public Health played an 

pivotal role in the National AIDS ‗100% condom use in brothels‘ which was the most 

prominent campaign carried out between 1989 and 1992.  The objective of the campaign 

was to prevent sex clients from purchasing sexual services unless they used a condom. 

The National AIDS Foundation of Thailand was set up in 1997.  

A summary of 26 research projects on mass media and HIV/AIDS in Thailand, executed 

during 1990-96 states: 

Negative messages frightening the public were the most prominent 

communication strategy applied in the initial period, mainly transmitted through 

government ads on television. The messages brand the people who contracted 

HIV negatively. The public‘s reaction was to negate or ignore news about 

HIV/AIDS, and to discriminate against infected people. This created 

misunderstanding among the public and caused anxiety and hopelessness among 

infected people (Malikhao, 2005:308). 

Thereafter, the social marketing approach gradually shifted to the use of positive 

campaign strategies. Top-down approaches, such as those giving moral support, avoiding 

branding names or creating emotional appeal, are widely used now by the Ministry of 

Public Health and other governmental organizations . (Sthapitanonda et al 2003 as cited 

in Malikhao 2005).  However, from 1997 onwards another shift became visible, which 
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got referred to as the bottom-up approach. The practice of using religion to help fight 

HIV/AIDS was adopted by Thailand.  

COMPARATIVE ANALYSIS 

This section offers an analysis of the main aspects of HIV/AIDS and the strategies 

adopted by each country. The aim here is to draw on the provisions which could inform 

the suggestions for India on how to tackle the pandemic.  All the countries examined are 

affected by HIV/AIDS in one way or the other. The only thing that differentiates them 

from each other is the population which is highly affected. Thereby, the policies, 

approaches and communication strategies are formulated to cater to them.  

Netherlands and Finland are primarily worried about the HIV transmission 

amongst the MSM and IDUs. The Governments in these countries feel that it is the youth, 

who fall in this category and have to be addressed adequately. The developed are at an 

advantage than the developing countries because of free condom provision and free 

national health insurance that covers most of the aspects of sexual health of the youth and 

the infected. Their (developed countries) main concerns are the migrants and travelers 

who they feel would bring in the virus, when migrating from affected countries for 

livelihood. Developed countries are also equally concerned with their own citizens 

getting HIV infected due to their promiscuous behaviours while visiting the affected 

countries. In such a situation, HIV/AIDS gets another mode of entry. Communication and 

prevention strategies are basically on monitoring the foreign trips made by its citizens, 

and promoting condom usage by them. Both the Netherlands and Finland have also 

focused on aspects of sexuality in youth by accepting the fact of teenage sexual 
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encounters and addressing teenage pregnancies without any moral judgments. Abstinence 

is not demanded from the teenagers as witnessed in countries like Uganda, Lesotho, 

Swaziland and Thailand. The countries discussed above, have predominantly used 

religion and religious leaders as one of the channels to communicate with the masses 

about HIV/AIDS.  Particularly, Uganda, which is often quoted as a ―success story‖ for 

HIV/AIDS worldwide, has used Faith-Based Organisations (FBOs) to the optimum. 

Similarly, Netherlands and Finland has used cultural leaders or rock stars to disseminate 

the HIV/AIDS messages among the masses. It can also be inferred here that Lesotho as 

well as Swaziland have used the churches as well as Faith-Based Organisations (FBOs) 

for tackling the HIV/AIDS menace. Uganda, Lesotho and Swaziland have been toying 

with the idea of circumcision, but with limited impacts amongst its population. At the 

same time, UNDP‘s report on Thailand (2004) warns that the HIV epidemic is getting 

worse. It states that the demand and supply for commercial/casual sex in increased 

manifold. This is also being attributed to the fact of ‗staff turnover‘ in the ‗sex-

establishments‘. The report also elaborates that new HIV/AIDS infection are due to the 

young people who are getting into this trade either as workers or clients. Rising 

experimentation with sex, drugs and alcohol by the young people that includes school 

children, is another major cause of concern for the Thai government. People engaged in 

‗indirect sex work‘ who operate in diverse, more difficult to regulate settings are now 

accounting for the sizeable portion of the sex-industry. As a result of which ―authorities 

are expressing an inability to monitor condom compliance in vastly increased 

direct/indirect ‗sex-service establishments‘.‖ (Chhabra, 2007:108). 
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LESSONS FOR INDIA 

 

In India, one single, umbrella definition of sexual health free from socio-cultural, 

historical and personal contexts is probably impossible, given the tensions in definition of 

its root concepts of sexuality and health. In India, the single most frequently cited social 

obstacle to the control of HIV transmission and promotion of sexual health is a reluctance 

to talk explicitly about sex and sexual behaviour (Solomon et al, 1998; Bentley et al 

1998; George 1997; Sethi 2002). The publicly promoted image of Indian society is that of 

a highly moral cultural space marked by universal adherence to traditional values, in 

which girls and women are protected by fathers and husbands, young people remain 

‗uncorrupted‘ by knowledge of sexual matters, and multiple sexual relationships do not 

exist (Sethi 2002; Lambert 2001). In this hegemonic discourse, sex is understood as a 

private act that can occur appropriately only with a legitimate marital relationship, and 

even there the sexual dimension of such relationships should remain as far as possible 

unacknowledged to the wider family and others. Commensurate with these 

understandings, attempts to introduce sex education in school and colleges in the wake of 

HIV epidemic have met with considerable resistance from concerned parents and 

religiously and politically conservative organizations. The public representation of 

‗traditional‘ Indian culture is counter-posed in dominant popular conceptions against that 

of the West as inherently degenerate and immoral, most specifically with respect to 

sexual intimacy with multiple partners and familial instability. The continual introduction 

of Western products in the form of clothes, music, consumer items and most importantly 

films and television, are seen in conservative circles as potentially destabilizing 
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influences that threaten to corrupt the moral standards of younger Indians. The threat of 

HIV is conceptually allied with these foreign influences. The associations have also 

created problems with respect to the official acceptance of the reality, and potential social 

and economic impact of the HIV epidemic in India. The relevance of other countries‘ 

experiences of the epidemic to the Indian context has also been questioned (Panda, 2002), 

as has the wisdom of adopting externally developed international strategies for HIV 

prevention and sexual health promotion, that are seen as imposed in disregard of local 

cultural values and social norms (Lambert, 2001). In the context of the international 

public health focus on sexual health and reproductive health (including HIV prevention), 

emphasis has often been placed on the need for research to elicit local understandings and 

vocabularies relating to sexual activity, sexuality, symptoms of sexually transmitted and 

reproductive tract infections and so forth, for use in the design of context-appropriate, 

and hence putatively more effective preventive communication interventions (Lambert, 

1998). Few of the learnings for India from the above mentioned countries are: 

o Sexual Health Definition 

The world over there is no agreed definition of sexual health. The only available 

definition is that of the World Health Organisation. This definition cannot be applied 

universally as it might differ in different cultural /religious situations. None of the 

countries discussed above has come up with a definition that is relevant to the populace 

of the country. Finland and Netherlands have attempted to come up with a definition on 

sexual health. India still emulates the WHO‘s definition of sexual health. But sooner or 
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later it will have to devise a definition on sexual health that reflects the diversified 

realities of the country.  

o Age for sexual debut 

Another important issue is that there is no uniform accepted age for sexual debut for 

young people. Though WHO and ILO consider age of 15 as the point from when they can 

start working, most countries consider 18 to be the age for issue of driving licences, 

juvenile justice or for sale of liquor. Countries like Uganda and Lesotho have been 

attempting to make 18 as a legal age at which girls can get married. But these countries 

do not specify it as an age for sexual debut, thereby promoting abstinence amongst the 

youth till they attain the age of 18.  Swaziland had banned girls below 18 from sex, but it 

cannot be an indicator for sexual debut.  Sex education can be targeted at them at an 

appropriate age. 

o Contraceptive services and Sex Education  

Medical support to the population in India is relegated to only free distribution of 

condoms. Other contraceptive services are provided at cost in the Government sector and 

at exorbitant cost in private hospitals. In many cities it is very common to find 

‗promotional ads‘ of doctors in public places offering to perform abortion at a premium. 

Whereas in Netherlands and Finland most of the contraceptive services are provided free 

of cost and contraceptive education is part of the school curriculum. Such contraceptive 

education is missing in India. Contraception is promoted in India as a measure for 

married women, but campaigns rarely target unmarried women. Condoms also are 
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promoted as a tool for preventing STDs in men, but discussions about unwanted 

pregnancy are uncommon. India in the current scenario needs to understand the sexual 

health needs of the population considering the diversity of culture, customs and practices.   

o Drawbacks of ABCD approach 

After the advent of   HIV & AIDS, demanding restraint amongst the population has 

become much tougher given the cultural background in India as elsewhere. Most of the 

campaigns have ingrained moral values in them, which those in the developed nations 

have not. Moreover, developed nations have not made any demands for abstinence from 

the youth but have sought to empower them to make responsible decisions regarding their 

own sexual health. Even public health research inputs are given by well-trained sex-

educators, a profession that is not very visible in India. India can think of low cost and 

easily accessible services of contraceptives and other related health care facilities‘ under 

health insurance schemes. The initial sexual health messages were scary and vilifying in 

India (Image 27). The same can also be observed in the case of Uganda, Lesotho, Finland 

and Swaziland. Over a period, sexual health messages started getting concentrated around 

morality. Thus, the ABCD (abstinence from sex, behaviour change and condom 

use/drugs) approach became prominent in the developing nations. This had a far reaching 

effect on the sexual health patterns and behaviour of the masses. In a sense, the state 

started playing a major part in ‗dictating‘ the norms for sexual behaviour (see the section 

on the ABCD approach and the moralization of HIV/AIDS campaign in chapter 5) 
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o Media Campaigns 

In developed nations media considers sexual health as a public agenda and plays a 

constructive role in providing information that caters to the needs of its population. The 

campaigns in developed nations also avoid moralistic approach on the issue of sexual 

health. At the same time, India is yet to come up with a comprehensive sexual health 

policy document, like in other countries. Countries like Uganda and Lesotho have 

evolved their own sexual health communication policy documents. 
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CHAPTER 5 

SOCIAL CONSTRUCTION OF SEXUAL HEALTH: A 

COMMUNICATION ANALYSIS OF HIV/AIDS MESSAGES 

 

Social Constructionism examines how individuals and groups contribute to 

producing perceived social reality and knowledge (Berger & Luckman, 1966). One of the 

most important intellectual foundations of the social construction perspective is 

social problems theory and research from the 1960s and1970s. Scholars in this tradition 

asserted that what comes to be identified as deviant behaviour or a social problem is not 

―given,‖ but rather is conferred within a particular social context and in response to 

successful ―claims making‖ and ―moral entrepreneurialism‖ by social groups (Spector & 

Kitsuse (1977) as cited in Conrad & Barker, 2010: 68). This is what could be observed in 

the context of HIV/AIDS, which started as an issue that needed to be addressed in the 

realm of medicine and later on came to be seen as an issue of morals and ‗deviant‘ 

behaviours of the population. This chapter attempts to study how sexual health is socially 

constructed through HIV/AIDS messages in India. In the context of HIV/AIDS, the social 

construction specifically refers to several themes: the cultural meaning of HIV and AIDS 

as an illness that is not derived from the nature of the disease and one that shapes the 

society‘s overall response to the epidemic, the illness experience can also be situated and 

constructed in the interplay of various social factors, which also refers to how people 

understand and communicate their illness in the daily context; and the medical 

knowledge as constructed and developed by policy interests.  
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This section of the study considers Polgar‘s (1996) Social Constructions Model of 

Sexual Health (Illustrated in Table 7). As stated, the medical model examines AIDS as a 

disease from a scientific and biomedical perspective; the epidemic model explains AIDS 

in terms of its transmission and prevention within a socio-cultural context; the 

organizational models targets the issues and problems within health administrations and 

organisations; the moral model interprets AIDS from religious beliefs and perceptions; 

and the political model focuses on the state‘s political agenda. Each of the constructs is 

supported by the state, which frames the inherent problems and responses to HIV and 

AIDS. In turn it creates the dominant metaphors and symbols which guide the entire 

strategic approach on the epidemic. National AIDS Control Organisation (NACO) in 

India did not follow any definite theoretical model for social construction of HIV in 

India, but was guided by the theories that evolved at the international level. (Interview: 

Dr. Hari Mohan, SWASTI). 

MEDICAL MODEL 

Depicting Human Immuno Virus (HIV)  
 

The first and foremost discourse on HIV and AIDS is bio-medical. A rational and 

scientific thought process was engaged as the deliberate effort to educate the masses 

about the virus. This was the most formidable task for the Government of India. In the 

context of other epidemics, this had an ‗external‘ factor upon which the entire campaign 

was run. For instance, for malaria or filaria it was a mosquito around which the entire 

programme was strategized. But for HIV, it was a virus that could only be seen under 

clinical condition (Image 2). It became a challenge for the Government of India to 
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diagram it and educate the people about the virus. The Government of India‘s HIV and 

AIDS policies lay huge emphasis on the bio-medical knowledge. This was very much 

evident in the language, prescriptions and descriptions on how it was constructed for 

consumption by the masses during NACP I (1992-1999).  

This was again followed by the use of other medical terms such as asymptomatic 

period, immune system, symptoms, and severe infections. HIV/AIDS in the NACP phase 

I (1992-1999) was presented as a medical condition. The language and construction of 

sentences in the posters was in conventional biomedical mode where the pandemic is 

described in the standard language of disease: cause, symptom, treatment, prevention, 

infection/infected, transmitted, and precautions. This may be because the very nature of 

the epidemic can be said to be constructed through the discourses of medicine and 

science that was imported from the West; after all, the name HIV/AIDS in part constructs 

the epidemic and helps make it intelligible. Biomedical discourse is characterised with its 

overly mechanistic attributes. Proponents of this discourse believe that biomedical 

practitioners which include doctors, nurses and other para-medical staff view the body as 

an object to be repaired. According to mainstream medical discourse propagated during 

the NACP I, HIV infection will always lead to AIDS and ultimately death without 

question (see Image 27). Metaphors like sazaa (Punishment), mazaa (pleasure) and 

mardangi (masculinity) – (Image 1) went onto become the prominent metaphors that 

constructed the virus and the whole gamut of issues around it.  
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Image 1 

 

Contrary to popular belief, many people have lived healthy, productive lives with 

HIV/AIDS since the onset of the epidemic – with the help of alternative methods. Many 

continue to so do, with or without the assistance of pharmaceuticals. Throughout the 

history of the epidemic, many substances and treatments have proved highly efficacious 

in providing relief and restoring the immune system. This information was never clearly 

visible in the mainstream media or made available through medical support systems. 

Unfortunately, alternative treatments were highly suppressed by the medical (Western) 

establishment that portrayed HIV/AIDS as a guaranteed death sentence. This aspect led 

to the rise of stigma and discrimination amongst the population. Parallely, another form 

of health system arose in the forms of quacks and herbal based treatments. The Sexual 

Health Communication material developed and disseminated by the NACO and the 

various State AIDS Control Societies presented such scientifically constructed 

representations of HIV during the NACP-I which challenged the assumption of a single 

authoritative truth typical of modernism. This position allowed for a critical stance 
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towards taken-for- granted knowledge and an understanding that knowledge is 

historically and culturally specific (Burr, 1995).  In the book AIDS: The Burdens of 

History, Fee and Fox (1989:3) compiled articles concerning the ―burden‖ of AIDS virus  

as essentially medico-moral, which ―offer a more thorough reading of the history of 

infectious diseases‖, discussing the continuities and differences of medical and social 

responses to AIDS virus compared with previous epidemics. The campaigns carried out 

by NACO in NACP-I were mostly on and about the virus and the epidemic, contributing 

to the social panic that followed, which in turn led to hasty demands for impossible cures 

in a short period of time. The only recourse around the world was to find a ‗miracle drug‘ 

that eliminates the virulent pathogen known as ‗HIV‘.   Thus, in order to fully understand 

this epidemic‘s social and individual impact, a medico-moral orientation focusing on 

individual and group behaviours was far from sufficient, and the larger political and 

social environment with its symbolic resonances had to be taken into account in research 

enquiries. 

 

Image 2 
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Image 2 brought out by the Mumbai District AIDS Control Society (MDCAS), 

present a model of the Human Immuno Virus. It can be inferred that this was ambitious 

attempt by the state to depict and inform the people about how the virus actually looks 

albeit under clinical conditions. At the same time, it also tried to educate the people by 

expanding the HIV/AIDS abbreviation, but did not detail what it actually means. It does 

not describe how the immune system falls prey to the virus. It also failed to discuss more 

on how the virus affects the body. Thus, this kind of bio-medical narrative really 

constructs HIV/AIDS as a deadly ‗disease‘.  

Depicting Acquired Immune Deficiency Syndrome (AIDS)  
 

Every human being has an inbuilt immune system that fights any foreign element 

that   invades it. An inept failure of this immune system causes a huge problem for the 

human body. The Human Immuno Virus invades this immune system and causes 

Acquired Immune Deficiency Syndrome. If a person gets affected by common cold after 

having got infected by the virus, the human body fails to guard it because the immune 

system has become deficient. This phenomenon is called Acquired Immune Deficiency 

Syndrome (AIDS). 

The messages built around this concept socially constructed this phenomenon. 

Most of the campaigns were borrowed from the West in doing this. How the virus 

spreads and does not spread became an integral part of the social construction of AIDS. 

The Government of India was reasonably comfortable while telling the people how it did 

not spread, but had a tough time talking about the sexual route of transmission. For some 

time, it talked about the transmission of virus through blood and injecting needles 
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(detailed later). But talking about sex was still a strict no-no. The general perception was 

that as a conservative, close knit and family oriented society, it is near impossible for 

Indians to get infected by the virus. Unprotected sex can only be the indulgence of people 

who are ‗deviant‘ in their sexual behaviours, which is a rarity in India. But later on, this 

hypothesis proved wrong for which the Government of India had to spend a lot of money 

to raise the awareness levels in the people that HIV/AIDS can affect anyone (Film Still 1) 

 
Film Still 1 

Constructing HIV/AIDS as THE Disease  
 

It needs to be mentioned here that the population was segregated into risky and not-

affected by the agencies that are responsible for designing communication messages.  

Because AIDS, unlike some other diseases, cannot be controlled by public health 

strategies such as improvement of sanitation or disinfecting facilities, one is compelled to 

explain it in other terms to make an effect on the psyche of the population. One such 

approach forces people to make informed decisions on their sexual health practices. 

Communication campaigns, through posters, TV, radio, teaser ads, exhibition panels, 

comic strips etc internalize and promote state discourses of normative sexual health. 

Discourses on normative sexual health, particularly emanating from authority structures, 
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typically identify not only the source of ‗disease‘—AIDS –but also the mindset of the 

people who conceive the messages (Interview: K. V Srinivasan, Technical specialist-

STD, NACO). Firstly, there is much debate on the cause of AIDS and a framework was 

established for explaining the progression of the disease. Again, the device directs 

attention away from the socio-cultural factors that are responsible for the spread of AIDS 

within the country. The state‘s discourse frames the struggle against AIDS in the 

language of war, a battle that needs to be won (Vijay ki tayyari—Image 4). 

                     

           Image 3                       Image 4   

This is not surprising. We know that medicine frequently draws on the metaphor of 

the battle-field. The image of the ‗war on germs‘, for instance, is common. NACO‘s 

AIDS campaigns are framed in the language of battle. HIV/AIDS posters reveal the 

language of war, where AIDS is constructed as an enemy that needs to be defeated. The 
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selection of the colour red to show ‗AIDS does not end life‘ in image 3 inherently 

signifies how the message intends to create a notion of danger or fear in the population.  

The first HIV/AIDS diagnosed in 1986 and National AIDS Control Programme-I, 

was set up whose campaign focus was on the medical model that described HIV 

scientifically, in terms of compromised immune system, opportunistic infections, 

treatment and care. National AIDS Control Organisation (NACO) and the various State 

AIDS Control Societies focused on this aspect extensively. This phase re-positioned 

(after the population control programme) and attempted to popularise the use of condoms 

by increasing their availability and quality.  

Social marketing approach was adopted to promote and distribute condoms 

through by extensive use of market-based consumer needs, preferences and, perceptions. 

Condoms were branded, advertised extensively and the supply outlets were increased for 

easy availability. Vendors were provided with low priced condoms and were encouraged 

to sell at higher prices. Small shopkeepers as well as outreach workers were allowed to 

keep a share of the profit for themselves. Thus, such kinds of efforts emphasized and 

socially constructed HIV/AIDS as a ‗disease‘ that needs to be ‗controlled‘ by the use of 

‗tools‘ such as condoms. The widespread promotion of condoms led to a general 

perception that any kind of sexual relationship is safe. The virus in such manner got 

constructed as a war that only can be won by condom (Kumar, 2000).  
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Depiction of Blood Donation as gift of life  
 

                                         

Image 5         Image 6 

The easiest way of informing the people about HIV/AIDS without worrying about 

inherent cultural taboos was blood donation. Shortly after the first AIDS case in 1986, the 

Government of India established a National AIDS Control Programme (NACP) which 

was managed by a small unit within the Ministry of Health and Family Welfare. The 

programme‘s principal activity was then limited to monitoring HIV infection rates among 

risk populations in select urban areas. In 1991, the strategy was revised to focus on blood 

safety, prevention among high-risk populations, raising awareness in the general 

population, and improving surveillance. A semi-autonomous body, the National AIDS 

Control Organization (NACO), was established under the Ministry of Health and Family 

Welfare to implement this programme. This ―first phase‖ of the National AIDS Control 

Programme lasted from 1992 -1999. It focused on initiating a national commitment, 

increasing awareness and addressing blood safety (Image 6). It achieved some of its 
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objectives, including increased awareness. During this phase, professional blood 

donations were banned by law. Screening of donated blood became almost universal by 

the end of this phase. By 1999, the programme had also established a decentralized 

mechanism to facilitate effective state-level responses, although substantial variation 

continued to exist in the level of commitment and capacity among states.   

               

Image 7     Image 8 

Blood donation, after the rise of the epidemic, was constructed as an activity 

undertaken by someone like a Superman (image 5) or something done by tough, smart 

and sensible people (Image 6). This poster again plays into the stereotypical 

understanding of gender, where men are ‗tough‘ and women are ‗smart‘. This type of 

campaign was followed for a long time in India, where man ultimately became the valiant 

savior for protecting a ‗weak‘ woman from the virus.  (Interview: M & E Expert, 
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NACO). Blood donation was also constructed as an activity of jeevan daan or as a Divine 

experience or as a vardaan (boon) (image 7- 10).  

  The entire blood collection, processing, storage and distribution systems were 

revamped in 1996 after a judgement by the Supreme Court.  This led to establishment of 

national and state blood transfusion councils and formulation of National Blood 

Transfusion Policy (NACO, 2003). An action plan for blood safety (NACO,2003a) was 

also formulated and guidelines were issued on aspects of blood donation, testing and 

storage and it was made mandatory for the blood banks to obtain licences. Zonal blood 

banks were set up and modernised by the funds provided by the National AIDS Control 

Programme. In order to reduce the risk of HIV through unsafe blood from professional 

blood donors, professional blood donation was banned. Component segregation units 

were set up to split a single unit of blood into several component at big blood banks. This 

segregated blood units were to the patients who required such components (Kumar, 

2000).   
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  Image 9     Image 10 

Depiction of HIV/AIDS through Colour   
 

The extensive use of the color red was predominant during all the phases of National 

AIDS Control Programme (NACP) in India. The red ribbon that went onto signify the 

persistent efforts undertaken upon HIV/AIDS world over is one such example. One 

reason could be that it derived its colour from the colour of the blood cells-DNA. But 

extensive use of the colour red led to fear, stigma and as symbols of danger in the larger 

population. Baron Peter Piot, the founding executive director states in the (World 

Alzheimer report, 2012:18):  

What we must learn from the AIDS movement is that it takes a lot of work, 

coalition-building, campaigning and lobbying to change attitudes. Much time and 

effort were spent trying to overcome bureaucracy and official denial – and stigma 

attached to AIDS victims. The red ribbon effectively turned this stigma into a 

powerful symbol for a worldwide movement. The activists were vital in putting 

moral and political pressure on governments to act both locally and globally. 
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As will be observed in the succeeding pages, HIV or AIDS or related metaphors 

were prominently displayed in red in almost all the posters, where the colour red has been 

used extensively that led to the stigma and discrimination about HIV & AIDS in India. 

Greater efforts were needed again from the Government to shed the stigma and eliminate 

discrimination in the later stages. This was responsible for much greater investment of 

resources in tackling HIV/AIDS.  

INTERPRETING THE MEDICAL MODEL’S DISCOURSE 

From my discussions with key people involved in the communication campaigns of this 

period, it can be seen that a number of people who dictated terms in this phase were 

doctors. It was obvious where the interests lay for them. HIV being a bio-medical issue 

and the ‗foreign‘ tag that came along with it, the ‗foreign‘ approach to the epidemic drove 

the strategy during the NACP I phase.  Government of India laid greater emphasis on 

tackling the problem in a clinical or scientific manner.  

It was a clinical problem, the Government thought it can be only handled by the 

clinicians. The way you trust the army or the black cats in tackling terrorists, the 

same also applied to the HIV pandemic as well. HIV was the terrorist, and the 

doctors the army. (Interview: IEC specialist, NACO, 1992-1996) 

If we examine this discourse closely, we can observe that most of the graphics used in the 

posters for spreading awareness were Western. For instance, shaking of hands, 

computers, cups, saucers and spoon as well as the Western toilets signified the Western 

influence on information dissemination. It can also be presumed that posters got 

developed in the West and were brought into India, and only the illustrations were 

changed to suit the local contexts. Moreover, the Government was initially in a denial 
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mode. The media were also looked at with skepticism. It was thought that media spread 

‗morally wrong‘ and ‗dangerous information‘. Therefore, anything on the media about 

HIV/AIDS was frowned upon. There were also no studies done on communication or 

needs analysis in the initial period. As a result of which, wrong programmes were 

conceived and delivered which led to stigma and discrimination.  This proved to be a 

challenge for the policy makers   in the later years.  

Communication was always seen as ‗art work‘ and printing charges‘ by the 

National AIDS Control Organisation (NACO). A limited budget was allocated for 

communication activities. There was no proper research or planning, and neither 

were any efforts made for   development of communication material. Getting 

approval from the Government was also a Herculean task for the programme 

managers at NACO during the initial stages of the programme. At one stage, it 

was very difficult to get the messages approved by the Government because 

talking about HIV/AIDS was a forbidden topic, at least in India (Interview: K. V 

Srinivasan, Technical specialist-STD, NACO) 

 

Subtle political statements of ‗abstinence‘ and ‗single partner sex‘ also started emanating 

from different quarters, be it the right-wing political class, religious leaders or simply 

from the families.  The posters during the NACP-I generally talk about ‘unprotected sex 

with an infected person‘. But nowhere does the state tell its citizens about what is 

‗unprotected‘ and ‗infected‘. That‘s because it was forbidden to talk about sex and 

sexuality so boldly. Inputs or briefs were given by the doctors and, sometimes, by the 

support staff of NACO to the advertising agencies who were developing the 

communication material. It can be deduced that the inherent understanding and 

perceptions of people working at NACO also played a significant role on how the brief 

was passed on. The ‗art work‘ people also had limited knowledge, to which the support 

staff and the doctors fed their own understanding and beliefs of sex, sexuality and 
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normative sex practices. Thus, the messages that got disseminated to the masses were 

routed through particular social constructions of sexuality.  

Youn sambandh and sammbhog (coitus) could not be understood by many people 

in North India for a long time (Interview: K. V Srinivasan, Technical specialist-STD, 

NACO).  This could have emanated from a person who reads too much into the messages 

spread by the quacks who operate in North India, who cure ‗sex‘ problems (Interview:  M 

& E expert, NACO). These quacks also became part of the problem later on. With no 

established health mechanism to cater to the communication needs of the people 

regarding HIV & AIDS, the majority of the populace depended on quacks for 

information. They became the substitutes for the peer group. This again compounded the 

problems of the Government; they had to segregate and bring back the population which 

was approaching quacks and instill confidence in them with renewed efforts; and provide 

health systems that cater to them exclusively on HIV/AIDS. Confidentiality and secrecy 

was another major area on which the Government had to do a lot of campaigning.  

Mainstream films in the initial years of HIV/AIDS in India also played a malicious role 

for the further spread of stigma and discrimination amongst the general population (Ingle 

& Vemula, 2012). HIV/AIDS has always been depicted in a comic manner in films in 

India. Many films have shown comedians ridicule the AIDS as a no-cure disease and as a 

death warrant. As a result of which, the masses took it as truth and treated it as a part of 

reality. As the pandemic progressed, the government‘s main focus shifted to sex and 

sexuality while addressing the HIV/AIDS. The discussion on blood and blood donation 

and messages targeted at blood donors was not so prominent during MACP II and III, but 
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was given equal importance during both the phases. But still, in the initial years talking 

about blood donation was the safest way for the Government, without it being seen as 

trespassing on the sensitive issue of sex and sexuality. It can be observed that the 

majority of the posters during this phase were on blood and blood donation. So blood 

screening and testing became the mainstay for the Government of India.  

Later on sexual health as a concept was brought in by the Government as a soft 

term to discuss HIV/AIDS. This approach helped the policy makers to discuss in explicit 

terms about sex and sexuality.  The depiction and perception of the virus and its 

association with a ‗disease‘ that‘s incurable became vociferous during the NACP II and 

III. A major response to HIV/AIDS was the huge investments being made in research 

testing and treatment. India also became a member country for the worldwide research 

that was carried out for HIV/AIDS vaccine. Though, a costly treatment was available in 

the developed countries which delayed the onset of the virus, it was not affordable in 

India. India started making efforts towards cost effective drug therapy for the infected 

patients as part of vaccination and cure. 

EPIDEMIC MODEL 

The AIDS epidemic is not only shaped by powerful biological forces, but also by 

behavioural, social and cultural factors. There is substantial evidence in India where the 

majority of health communication campaigns focused on addressing the issue based on 

such factors. In the early 1980s, the ‗cultural factors‘ first mobilized around a moral focus 

on deviant sexuality; official discourse, however, quickly moved on to recognize that the 
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danger was not confined to deviant sexual behaviour but in fact was found everywhere. 

This reaction, which led to generalized panic, has brought about a contradictory response 

by the state: on the one hand, an increased commitment to moral policing (discussed in 

next Moral Model section), and on the other, attempts to liberalize the legislative regime 

in an effort to establish the full extent of the epidemic. 

The epidemic model is guided by the behavioural patterns of any culture towards a 

social problem. Risk behaviours and the dependant health services are located as the 

epicenters of the epidemic model. The major response for this model is on public 

education and prevention campaigns. The Government of India primary focus in NACP 

II was on prevention efforts on sexually transmitted diseases (STD). It was stated that, if 

a person protected herself/himself from STDs (usage of condom by males), they would 

ultimately protect themselves from the HIV. Thereby, STD became another jargon that 

was added to the international sexual health vocabulary.  

Since the late 1980s, the understanding of AIDS as merely a ―biomedical 

problem‖ has been changed to that of a psychological, social, and political problem 

responding to the perspective emanating from HIV/AIDS research. Exclusive medical 

definition of AIDS have drawn widespread criticism, for linking AIDS to the rational-

scientific world view which ―is characterized by its detached and respectful attitude 

towards facts, its efforts at objectivity, and its interpretation of the givens of nature, 

including diseases, as data to be studied, explained, and reduced to more basic 

phenomena‖ (Keniston 1989:2). Keniston further proposes two ways in which AIDS is 

socially constructed: first, it is socially constructed in the sense that for any disease we 
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assign a meaning to the condition, in a broader framework of traditional meanings, 

appealing metaphors, and convincing theories; second, the symptoms of the disease are 

socially constructed since they grow out of personal, ecological, social, cultural and 

historical contexts. Social construction of AIDS through different symbolic frameworks, 

asserts AIDS as a ―disease‖ which is a characteristically a modern construction and the 

misleading use of metaphors of ―war‖, ―crisis‖ and ―plague‖ inspire false hopes of the 

rapid ―conquest‖ of this condition and paralyzing fears of the imminent catastrophe 

(Kenisten, 1989:19-22).The language used in talking about HIV/AIDS in the 1980s 

largely focused on people dying from it rather than on people living with it. 

Construction of risk and risk Behaviour   
 

Risk behaviour is a scientific classification of social behaviour derived from 

epidemiological analysis or ‗risk assessment‘, the basis of which is not immediately 

obvious to the public. Therefore people tend to rely on intuitive judgments (risk 

perceptions) about the hazards in their lives (Slovic, 1987). Risk, on the one hand refers 

to the possibility of loss or injury and, on the other could be threatening or dangerous 

elements or factors. Risk can, therefore, be perceived both as an internal property, as 

harm occurring to the self that is not overtly the result of the external agents, or as 

derived from external forces. The NACO‘s perception about risk reduction through 

sexual health messages suggests a paradigm shift which involves reduction in risk-

exposure but not in harm reduction during exposure. This approach eventually required a 

fundamental strategic shift from targeted interventions among high-risk groups to 
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community-based strategies. The NACP II & III focused on this perspective, and its 

messages were more community specific rather than it being individualist.  

This will entail deferring to people‘s innate wisdom to arrive at appropriate 

solutions, together with programmatic inputs concentrated on instituting primary 

preventive interventions against causative factors identified by the people so that 

exposure to the risks or behaviour in question is tackled together with effective, 

appropriate information and counselling, including secondary preventive 

measures like condoms (Chhabra, 2007:106). 
 

The National IEC/BCC Strategic Framework for HIV/AIDS Programme (2004: 6) clearly 

outlines: 

The specificity of the audience has been an issue in the previous 

communication efforts. The issue of greater and sometimes excessive focus on 

high risk core groups sometimes lead to the belief that I am ‗normal‘ and regular 

person and therefore not at risk. The over-targeting of an audience or a group and 

non-targeting of another may also lead to unintended consequences and add to 

stigma and discrimination. Care should be taken so that audience segmentation 

should not lead to ―labeling‖. 
 

The focus of this strategic framework was on the general population. The desirable and 

feasible behaviours are delay of sexual activity (discussed in empowering the young 

through sexual health messages), not indulging in multi-partner sex, not sharing needles, 

not taking HIV infected blood, getting oneself checked for HIV, availing the services of 

STI and not stigmatizing and discriminating People Living With HIV/AIDS.  The high 

risk population got addressed with messages upon ‗safety‘ in either the form of a condom 

or in the form of using clean needles of syringes. The ‗I decide‘ campaign shown in 

succeeding pages posits this type of strategic shift adopted by the state, while socially 

constructing HIV/AIDS as the epidemic.  
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Image 11 

 

Risk can be something you do to yourself (taking risks) or something done to you. 

‗I am in Control‘—in image 13 clearly illustrates that the person is aware what is 

signified by risk behaviour. HIV education programmes in India have focused on the 

personal responsibility model of risk in their risk-reduction messages like in the image 

11. Therefore, if individuals participate in certain behaviours, they put themselves at risk 

of contracting HIV and getting AIDS. While this approach appears to be effective in 

encouraging individuals to be aware of the potential consequences of their actions and to 

take responsibility for changing their behaviour to protect themselves, it fails to address 

adequately the other aspect of HIV risk: that one‘s partner may constitute a threat to 

one‘s health and life. By focusing on risk behaviours, contemporary risk reduction 

campaigns convey the impression that behaviours can be ‗targeted for change‘, apart 

from the relationships in which they occur. What is meant by ‗ risky behaviours‘ is, in 

reality, risky relationships, and from the point of view of those to whom these messages 

are directed, this is at once more meaningful and more threatening. It is threatening 
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because sex is a socially symbolic act and because the hazard presented by participation 

in these sexual relationships is contracting a Sexually Transmitted Disease (STD). 

 
Image 12 

 

Most health communication campaigns invoke the idea of risk, i.e. risks to people 

and societal risks. The concept of risk has been at the focus of contemporary thinking in 

most of the health communication campaigns in India as well as all round the world.  

Image 12 discusses about the laingik jeevan (sex life) and the issues concerned with it. 

This poster urges the audience to come to the photo exhibition and learn what constitutes 

‗risk‘ in ‗sex life‘. Observations have been made on the traditional cultures that do not 

have a concept of risk, but it is considered as a concept associated with modern 

industrialized civilization, embodying ideas about controlling or conquering the future 

(Giddens, 1999). While experts can assess the likelihood and magnitude of a given risk, 

the public understanding of a given risk takes on specific meanings through our own 

cultural practices (Adams, 1995).The entire discourse on risk behaviour initially focused 

more on injected needles and drug abuse.  
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Image  13      Image 14 

 

For example, image 13 raises the issue of guptang(secret organs) and motivates the 

audience to learn about sexually transmitted diseases and its treatment. This poster also 

attempts to address the various myths surrounding Sexually Transmitted Diseases, such 

as it cannot subside by just hiding it (chupane se), washing of ‗secret organs‘ with 

lemon/soda/petrol ( nimbu, soda ya petrol se dhone se), having sex with a virgin girl 

 (kunwari ladki ke saath sambhog karne se ). The messages developed during the NACP-

I, accepted HIV/AIDS as an epidemic present in a size that was a cause of concern and 

that needed measures taken on an urgent basis. The messages developed during this phase 

yielded its results in terms of dissemination of information related to the routes of 

transmission and modes of prevention. The messages focused on seeing the epidemic as a 

concentrated one whose primary focus was on addressing the high risk behaviour of the 

population. Several states in India were also selected on the basis of high prevalence and 

messages were developed to address the ‗risk population‘ of these states. Image 14 is one 
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such attempt to counter the myths and misconceptions that were prevalent in high 

prevalence states.  

Depiction of Injecting drug users 
 

Although injecting drug use was known to be prevalent in many major cities of 

India during the NACP I, the problem of HIV was extensively investigated in the north-

east and in cities such as Chennai, Kolkata and Delhi. Ironically, majority of the posters 

that were conceived during this phase came from the North East which talked about care 

and prevention efforts regarding drug abuse. The ‗I Decide‘ posters shown below are an 

indicator of perception about north east people being drug addicts, amongst the policy 

makers. 

                                 
  Image 15      Image 16 

  

 The posters, thus, constructed a perception that a majority of the injecting drug 

users are primarily young males who live in the North East, in spite of high level of 

awareness about the possibility of HIV transmission through sharing of needles routinely. 
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A study among women in Manipur in 1997 revealed a high HIV prevalence of 57 per 

cent among drug users compared to 20 per cent among non-injecting drug users (Panda, 

2002). A study in Chennai also reported multiple risk behaviours like exchanging money 

for sex or having sex with men among men who used illicit drugs. Thus, in addition to 

prevention of parenteral (injection of syringes) transmission, Government of India 

undertook measures like reducing availability of drugs, de-addiction programme, 

education for safe injecting practices and providing clean needles which was clubbed 

with prevention of sexual transmission of HIV by the policy makers in various drug use 

settings. (Go et al, 2003).                  

 

               
  Image 17     Image 18 

 

Social Construction of Infection and Transmission of HIV 

Educating people about how HIV/AIDS can be prevented is complicated in India because 

of the number of major languages and hundreds of different dialects that are spoken 

among its population. This means that, although some HIV/AIDS prevention and 

http://www.avert.org/educate.htm
http://www.avert.org/aids-hiv-prevention.htm
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education can be done at the national level, many of the efforts are best carried out at the 

state and local level.  Each state has its own AIDS Prevention and Control Society, which 

carries out local initiatives with guidance from NACO. During the second stage of the 

government‘s National AIDS Control Programme (NACP-II),(1999-2006) which finished 

in March 2006, state AIDS Control Societies were granted funding for youth campaigns, 

blood safety checks, and HIV testing, among other things.  

 
Image 19 

 

Various public platforms were used to raise awareness of the epidemic - concerts, radio 

dramas, a voluntary blood donation day and TV spots with a popular Indian film-star. 

Messages were also conveyed to young people through schools. Teachers and peer 

educators were trained to teach about the subject, and students were educated through 

active learning sessions, including debates and role-play. There are many examples of 

how HIV prevention campaigns in India were tailored to the situations of different states 

and areas. In doing so, they sought to make an impact, particularly in rural areas where 
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information is often lacking. Small-scale campaigns were often run or supported by non-

governmental organisations in such areas which were to play a vital role in informing 

people about HIV infections throughout India, particularly among high-risk groups that 

include women (Image 19). In some cases, members of risk groups such as MSMs, 

CSWs, etc., formed their own organisations to respond to the epidemic. A national AIDS 

helpline 1097 was also launched. 

The Government has however, funded a small number of national campaigns to spread 

awareness about HIV/AIDS to complement the local level initiatives. On World AIDS 

Day 2007, the Red Ribbon Express was flagged off to reach most parts of the country 

(NACO, 2010). In 2009, counseling and training services, HIV testing, treatment of 

Sexually Transmitted Diseases (STDS) as well as HIV/AIDS education and awareness 

were included as part of the ‗Red Ribbon Express‘. According to a mid-year report 

(2009) on the progress of the second round of the Red Ribbon Express, NACO estimated 

that 3.8 million people were reached in the first six months of the campaign. The NACO 

termed the  response as ‗overwhelming‘, with queues of people waiting to access the 

services a common sight, and follow up surveys indicated that knowledge of transmission 

routes of HIV and prevention methods have increased significantly in the areas visited by 

the train. In general, this goes to support the thesis that when education is culturally 

specific and tailored to the unique issues and needs of the targeted community, it is more 

likely to lead to positive outcomes (Rokeach, 1969; Pitts et al., 1989; Yep, 1993; 

Bockting et al.,1999). Image 20 elucidates that HIV (Human Immuno Deficiency Virus) 

causes Acquired Immune Deficiency Syndrome (AIDS), which is a medical definition. 
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The poster explicitly details with a graphic image that the virus spreads by unprotected 

sex with an infected person. The poster also lays a background for the other concerns of 

the NACP-I, such as blood transfusion, sharing of contaminated needles and infection 

from mother to child. The underlying message in Image 20 can be read as people with 

‗deviant‘ behaviour will have ‗unprotected sex‘ and will ultimately become an ‗infected‘ 

person. The media, for instance, distinguish between ‗normal‘ behaviour and ‗deviant‘ 

behaviour, blaming imported habits for HIV/AIDS and viewing foreigners as HIV 

carriers (Wolffers, 1997). The same is true in Indian context also. Traditionally, most 

Indian health officials and the health care establishments viewed HIV as a ―foreign‖ 

disease or an ―imported‖ infection, confined to people returning from foreign countries or 

port cities and to marginalized groups such as sex workers and drug users and unlikely to 

spread to the general population (Mitra, 2004). The media distinguished this and played 

onto the psychology of the people. Images or films that got circulated during the initial 

days of the epidemic built on this perspective that HIV is ‗foreign‘—because they (in the 

West) have a ‗gay‘ tradition, which is absent in India. The extensive efforts by NACO 

and the world bodies targeting sex workers as the ‗carriers‘ also reinforced this ‗foreign 

tag‘. 
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Image 20      Image 21 

 Image 21 discusses about how the HIV does not spread. The graphics in the 

posters show things that cannot be identified with the poor or Indian living conditions—

(cups/saucers, computers, and western cistern, etc). Similar posters were also brought out 

by the Jharkhand AIDS Control Society (JACS) and Uttarakhand AIDS Control Society 

(UACS) to educate the people about the various modes of transmission of the virus in 

Hindi. At the same time, it also featured how the virus does not spread. All the posters 

developed by the NACO, UACS and JACS used the same visuals as developed by the 

NACO, but it only elaborated  on the other aspects, such as AIDS does not spread if we 

sit and live together rather than working together. The English one just mentions touch 

but the Hindi one goes a step ahead and suggests that the virus does not spread through 

social interaction. The Hindi poster also states that HIV does not spread by the bite of a 

mosquito or bed bug (Image 22 & 23). May be the message designers of Uttarakhand 

were focusing on the living conditions of the people of that region. The National 

IEC/BCC strategic framework for HIV/AIDS programme (2004) initiated on the core 

principles that complete and correct knowledge on the routes of transmission and modes 

of prevention. This new holistic and comprehensive communication approach focused on 

the four routes of transmission as discussed above, with not just basic knowledge but 
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accurate and complete information. These messages specifically focused on addressing 

the barriers in HIV/AIDS transmission. 

          

Image 22      Image 23 

The initial framework for AIDS was ‗a rare cancer‘ (Sontag, 1991), with the 

concomitant discursive framework of waging war against such illness.  As in the past, 

messages were designed for a ‗fight or war‘ against cancer, in the same manner 

HIV/AIDS was also described. Messages clearly outlined that HIV/AIDS is an illness 

that need to be ‗won over‘ (discussed in detail in HIV/AIDS and the Construction of war and 

victory section) A discourse of war as noted, described in ways how cancer is understood 

as a symbol of death and extinction, incorporating a fear of being overwhelmed by an 

image of decline, images about HIV/AIDS as a ‗cancer‘ with ‗guaranteed death‘ got 

constructed (Karpf, 1988; Williams & Miller, 1995).  

A discourse of war has been pervasive in the official health administration with 

respect to their approach to both cancer and HIV/AIDS (Sontag, 1991; Lupton, 1993; 

Brown et al., 1996). Information, education and prevention are presented as the weapons 

of choice in this battle. A central contribution regarding identification and control of 

HIV/AIDS is made by medical science resulting in a ‗detective‘ discourse in which 

rational strategies of deduction and detection are adopted to locate the ‗villains‘ 
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responsible for the ‗crime‘ and then to ‗punish‘ them (Brown et al., 1996). While there 

are similarities in the war discourse of cancer and HIV/AIDS, there are also differences 

(Image 24). This image talks about two enemies that are to be defeated. a). aneko se 

sambandh (multipartner sex) and AIDs ko Nimantran (Invitation to AIDS). This 

invariably means that ‗multi-partner sex‘ definitely is an invitation to AIDS, and it can 

only be fought (jung) with a condom (condom ke sang). Thus, condom becomes a 

weapon that is needed to fight the virus 

 

Image 24 

HIV/AIDS is understood to have a greater element of personal will or intention or 

a reflection of a deviant behaviour. Getting HIV/AIDS through a sexual practice, 

injecting drugs, or by sharing needles is thought to be more intentional and therefore 

deserving of more blame (Sontag, 1991). Such kind of ‗blame-centric‘ (deviant) activities 

of the population laid a formidable ground for stigma and discrimination. 
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Dealing with Social Discrimination and Stigma Discourse 
 

 Jonathan Mann, 1987 as cited in ICMR (2002: 1-2) stressed on three phases on the 

progression of the disease: 

1. The epidemic of HIV infection that enters into a society silently and develops 

over many years without being widely perceived or understood. 

2. The epidemic of AIDS itself, the syndrome of infectious diseases that can occur 

because of HIV infection but typically after a delay of many years. 

3. The epidemic of social, cultural, economic and political responses to HIV/AIDS, 

which is characterised by exceptionally high levels of stigma, discrimination and 

collective denial. 

 

Image 25 
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   In the year 2000, UNAIDS identified stigma as a ―continuing challenge‖ that 

prevents concerted action at community, national, and global levels. HIV/AIDS-related 

stigma and discrimination also interact with pre- existing fears about contagion and 

disease (ICMR 2002). Image 25 brings out the cultural facet out in open whilst talking 

about HIV infection and stigma associated with it. A mother-in-law talking frankly about 

the ‗opportunistic infection‘ that her bahu (daughter-in-law) has contracted, and about 

which she is comfortable. This campaign attempts to venture into a relationship that was 

seldom talked about in the past. Such posters also came up when there were instances 

reported, of a daughter-in-law who was thrown out of her house, because she was 

infected by the virus. Though facts state that the woman may have contracted the virus 

from the husband who stays away from the family and may have contracted the virus 

elsewhere (unprotected sex). Thereby the mother-in-law attempts to dispel the stigma 

associated with it through this poster. A description of stigma incorporates an 

acknowledgement of cultural values: it is a depiction of life as an individual within the 

social or cultural milieu. In the context of HIV/AIDS, the stigma is associated with the 

devastating medical progression of opportunistic infection, moral transgressions in the 

context of both homosexual and heterosexual relationships and afflictions transmitted 

through the notions of risky group as opposed to risky behaviour. These descriptions led 

to the notions of ‗us‘ and ‗them‘, where the latter are stigmatized through the values and 

attitudes based on moral judgments (ICMR, 2002). 
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Image 26 

Image 26 elucidates this fact and attempts to dispel the stigma and discrimination 

surrounding HIV/AIDS. Jiyo aur Jeeno do (Live and let live) was an effort by the 

Government. Image 26 is about a village setting where the panchayat, tries to 

destigmatise the village about an HIV/AIDS infected person, after hearing it from a 

doctor.  

The earlier of the metaphors of HIV/AIDS such as death, horror, guilt, shame 

further intensified, reinforcing and legitimizing stigma and discrimination (Gilmore & 

Somerville, 1994; Aggleton et al, 2003; Ogden et al, 1999).   Continuous exposure to half 

baked information and incomplete messages reinforced the image in people‘s minds that 

it is a life-threatening disease which would result in death if contracted (Image 27).  
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Image 27 

 

Various metaphors that came up due to HIV/AIDS also contributed to the 

perception of HIV/AIDS as a disease that affects ―others,‖ who are already stigmatized 

because of their ‗deviant sexual behaviour‘, and socio-economic status (Malcolm et al. 

1998; Daniel and Parker 1993). This perception amongst certain section of the population 

got into the denial mode that they personally could be at risk (Film Still 1:161) or 

affected as compared to the people with deviant sexual behaviours. 
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  Image 28      Image 29 

Images 28 and 29, builds in the perspective of ‗positive‘ and ‗special‘ which 

invariably leads to the perception that only the negative ( sexually deviant people) should 

express themselves as being positive. It does not in any manner seclude people who 

might have got infected other than through the sexual intercourse mode. Moreover, 

because HIV/AIDS campaigns are invariably associated with marginalized behaviours 

and groups, the campaigns also assumed blindly that all the HIV/AIDS infected persons 

are from the marginalised groups that led to further stigmatization of the people affected 

by it. For example, in some settings, men feared revealing their HIV status because it will 

be assumed that either they are homosexual or have a deviant behaviour. Similarly, 

women also feared revealing their serostatus because they may be labeled as 

―promiscuous‖ or as sex workers and stigmatized as such.   



170 
 

 

Image 30 

 

 HIV/AIDS worsens the situations and increases the vulnerability of the individuals and 

groups who are already oppressed and marginalized due to the various factors in the 

society that ultimately increases their chances of vulnerability (Image 30). As a result of 

which this section of the population who are marginalised neither have the resources to 

counter the infection nor is able to ward off the social stigma attached with the virus. 

(Parker & Aggleton 2002). Many countries had also during the same time put restrictions 

on international travel and were vociferous in demanding a certification from foreign 

travelers/migrants about their HIV status. This approach was another kind of 

discrimination against the people affected by HIV/AIDS (Solon & Barrazo, 1993). 
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Image 31       Image 32 

 Some countries even restricted the entry of People Living with HIV (PLHWA) carrying 

medical drugs, which led to international ramifications that further stigamatised the 

disease. There were many reports of deportation of people when found to be HIV-

positive (Duckett & Orkin 1989, Malcolm et al, 1998).  Images 31 and 32 attempts to 

dispel the stigma surrounding the virus and calls for attention to the people who are 

infected with the virus (Pyar de..tiraskar nahin) and dur rahein AIDS se na ki AIDS grast 

vyakti se). Stigma and discrimination are countered and fought back by the Government 

of India by such approaches where it again constructs its approach as a fight (Ladai) 

against the virus (Image 31). 
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Construction of HIV/AIDS as the Social Disease  
 

―AIDS is an infectious but also a social disease. The ramification of HIV/AIDS has 

extended far beyond traditional medical interest‖ (Velimirovic B, 1987 as cited in Temu 

et al 2008:213). Although a cure or vaccine is yet to be found, the rapid pace at which 

knowledge about the dynamics of the disease accumulated is without precedent. 

HIV/AIDS as a disease is affecting the complex social structures in general, on health 

structures in particular. HIV is also shaping the future attitudes, values and morals that 

cannot be delineated with any degree of precision the disease progresses now and into the 

next century.  

The National AIDS Prevention and Control Policy (2002:5) document of Government of 

India acknowledges that: 

HIV/AIDS is not merely a public health challenge, it is also a political, and social 

challenge. Change in behaviour will not occur without a significant change in 

social and political environment. Unequal gender and power relation, taboos in 

frank and open communication about sexual health and stigma and discrimination 

are particularly significant obstacles. 
 

The document underlines the fact that there is still inadequate understanding of the 

serious implications of the disease among the legislators, political, social and religious 

leaders, bureaucracy and media. It also acknowledges the fact that ―there is serious 

information gap about the causes of spread of the disease among a large number of 

medical and paramedical personnel‖ (pg 10). National IEC/BCC strategic framework for 

HIV/AIDS programme (2004) describes messages during NACP-I as the first generation 

of messages that focused on ―safety‖ and actually translated them into secondary 

behaviour change (e.g. use of condoms) and harm or risk reduction activities. The second 
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generation of messages (NACP II) needed to build on the first generation of messages 

focusing primarily on prevention. The campaign focus shifted onto primary behaviour 

change, risk perception enhancement and focus on the worth of a life. Care, support and 

treatment and access and utilization of health system became key focus areas for 

messages during the second generation messages. Messages also provided information on 

additional counselling and voluntary testing. Normalisation of the epidemic was the 

underlying theme for the second generation of messages developed by the National AIDS 

Control Organisation (Interview: Sanjeev Kumar, BCC Specialist, NACO). These 

problems have created polarization among public, politicians, press and also among 

physicians on how to approach the vexatious concept of HIV/AIDS. They got divided 

around the entire debate on appropriate cultural approaches to fight the epidemic. NACP 

IV was launched in April 2012, with the vision that, by 2020, the number of HIV infected 

people in India, will gradually come to low levels and HIV could become a chronic 

manageable illness in India. But, despite being through three phases till date (NACP I, II, 

III), the gravity of the disease has become more prominent and a consensus is yet to be 

achieved on the effectiveness of the means used and proposed. A social phenomenon 

invariably depends on societal values, the perception of fear and the menace of the 

disease to individuals versus perception of the collectivity. Among major risk groups, this 

fear influenced by various ideologies and societal goals, is more pronounced than the 

responses of the society warrant (Velimirovic B., 1987 as cited in Temu et al 2008). 

NACO documents also describe HIV/AIDS ―as one of the fourteen major communicable 

diseases that affect the population in India‖ (NACO, Press Release, 1
st
 December 2006).   
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Image 33 
 

Image 33 socially constructs HIV/AIDS as an incurable disease (laailaaj bimari). The 

entire discourse about it revolves around the fact that, it is not the fear and dilemma that 

restrains people from engaging in certain kinds of sexual behaviour, but motivates them 

to engage in it with minimum risk. The reluctance of society to address openly issues of 

sexual behaviour has started diminishing at various levels with the Government making 

efforts to introduce sexual health as a subject at school level. There is rapidly 

accumulating knowledge on the social influence in the spread of the disease, but as yet, 

scant information on the influence of social factors on the control efforts and 

effectiveness of preventive behavioural strategies. Social, cultural norms, beliefs and 

values are the societal drivers of HIV, as evidenced by social and political sciences. It has 

also got highlighted in the political context of institutions and networks that shape the 

epidemic and response. Thus, HIV/AIDS becomes a ‗social‘ disease which needs to be 

analysed both on biomedical and environmental factors. 
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The resolution adopted by the United General Assembly on HIV/AIDS (2001: 25): 

recognises that poverty, underdevelopment and illiteracy are among the principal 

contributing factors to the spread of HIV/AIDS and notes with grave concern that 

HIV/AIDS is compounding poverty and is now reversing or impeding the 

development in many countries. 
 

The debate over the various structural determinants and its influence upon an individual‘s 

capacity to respond is a matter of fact, but to holistically understand the ‗social impacts of 

the pandemic‘; the economic and structural drivers have to be carefully studied. This will 

help us to understand, how people live their lives in daily context, become infected and 

respond to HIV/AIDS.  Most of the communication campaigns in the epidemic model 

have not attempted to look at HIV/AIDS as an entirely medical problem but also as a 

social problem that affects the society at large. HIV/AIDS eventually got constructed as a 

social disease, and this study attempts to understand how communication campaigns have 

been designed. The persons living with HIV/AIDS have to learn how to be victims of a 

social disease and how to represent themselves as such. HIV-AIDS is a major cause for 

worry for the policy makers and communication planners which the resolution adopted 

by the United General Assembly on declaration on HIV/AIDS (2001) accepts: 

 

that all people, rich and poor, without distinction as to age, gender or race, are 

affected by the HIV/AIDS epidemic. It further notes people in developing 

countries are the most affected and that woman, young adults and children are the 

most vulnerable (point 4). 
 

The general notion that guided the entire HIV/AIDS campaign in India was that it 

principally affects the poor. HIV-AIDS is a complex disease, medically. It is a disease for 

which there is no known cure - and for which existing treatments are economically and 

organizationally beyond the reach of most of those who suffer from it.  As a social 
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disease it reflects social conditions: the fragility of rural economies and the lack of social 

power of persons affected with HIV/AIDS. The high prevalence rate of HIV/AIDS 

among the poor reflects the high levels of migration of men, impelled by the crisis of 

agriculture and rural development. The earliest of the HIV/AIDS campaigns emphasized 

this factor, where upon it was suggested that migrants who go in search for work to cities, 

solicit casual/paid sex with prostitutes (later called as Commercial Sex Workers or CSW)  

and bring the ‗virus‘ back home to their spouses. Even truck drivers/helpers, who were 

also targeted by the HIV/AIDS campaign were considered prone to solicit sex on the 

highway.  

The Healthy Highways project in India in the mid-1990s was designed to reach 

long-distance truck drivers with safer sex messages at truck stops, where 

intercourses with commercial sex workers often take place. This HIV prevention 

intervention failed until formative research showed the public health professionals 

how to think like a lower-class truck driver. (Rogers, 2003:86) 

 Healthy Highways Project was developed by the Social Marketing and Communication 

Unit (SOMAC) of Lowe-Lintas advertisement agency. This project was funded by 

NACO, British Commission Health and Population office, Department of International 

Development (DFID).   An entire range of behaviour change materials were developed 

for the project, which was implemented by over 35 NGOs across the country working 

directly with the target groups i.e., truckers, their assistants, their sexual partners and 

families, employers and sex workers. Interpersonal, stand-alone and take away media 

materials included: flip charts, mobile photo exhibitions, posters, condom fliers, audio 

tapes, booklets, etc. Story-based communication were been used in all appropriate media. 

The role model (Ustaad) was created to address messages to all truck drivers. He was a 
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like-able, macho and funny and spoke to the target group as a friend/elder brother, giving 

them tips and advising them on behaviour through his own examples. His loyal helper 

(Vijay) was young and mischievous and looked up to Ustaad for guidance.   

These types of campaigns reflect the spread of prostitution as a means of survival. 

Inferences were also drawn on the fact that poor women in rural society have the least 

social power to control their own sexuality and consequences arising out of it. There have 

been instances where the poor had to sell off all their belongings to pay for the health 

facilities. Possessions thus sold came in handy to compensate for the ‗man-days‘ lost by 

the infected person. Such kind of association of HIV/AIDS with poverty has a very 

devastating effect on the economy as well as the sociological thinking in the society. An 

early death of the bread winner (truckers and migrant workers in this case) leaves an 

indelible mark on the entire family. As a result of which the young children (Orphan and 

Vulnerable Children) are forced to take to work in order to fend their family. If it is a 

male child, then he will definitely find some work, but being a girl child and to work—

sometimes leads them to sex work. Therefore the entire cycle of vulnerability and poverty 

continues (Interview: Satheesh Chandaran, NACO). Image 34 is a poster developed by 

the Family Health International (FHI) and NACO highlighting the concept of decision 

making in a woman in such vulnerable situations. In this poster the ‗body‘ of a female 

has been divided into four parts. The top or the head portion discusses about a women‘s 

right to take decisions regarding her sexual health and preferences. The second portion 

(bust) is about right of control over her body (sharir par apna hak). The third portion 

depicts the abdomen portion, which indicates her preference to save her child from HIV 
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infection, and the final part depicts her remaining part of the body, where she asserts her 

right for safe sex (surakshit sammbhog). Looking at this poster, it can be inferred that a 

woman‘s body parts are shown in accordance to the function that it has to perform to 

adhere to a societal norm. This poster constructs the body of a woman in terms of its 

functionalities. The third and the fourth part indicate functionality of a woman in terms of 

motherhood and as a sexual partner. This poster can also be understood in the perspective 

of how various structural determinants have a larger influence on the pandemic called 

HIV/AIDS, where the medical realm is relegated to the background and issues like 

decision making, right of choice and right to safe sex come into discussion. This is where 

the campaign takes it to the other level where involvement of the women in change 

(parivartan) cannot be ruled out. Thereby, strengthening the argument and constructing 

HIV/AIDS as a social disease. 

 
Image 34   
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MORALISTIC MODEL 

With the end of the Cold war, western donors set the democratization of politics, 

good governance and prudent management of the economy as standards for continued 

donor assistance to developing countries (Tumushabe, 2006). Around 2002, ABCD 

(Abstinence, Behaviour Change, Condom and Drugs) emerged as a dominant theme to 

represent the approaches that worked best in reducing the prevalence of HIV. In reality, 

only pre-marital abstinence was promoted, since advocating for marital fidelity was more 

difficult in the patriarchical system that characterizes India.  The proponents of ABCD 

have not provided convincing evidence as to which of the three assumed factors—

abstinence, being faithful to one‘s partner or condom use—is responsible for the different 

levels of prevalence among different population subgroups. As with the trend world over, 

the condom was presented as the only way or the best way to protect against the spread of 

virus. This unipolar focus on the condom has also led to the barrier in accepting the 

messages as well as association with the subject of sex. Though there is no denying the 

fact that the condom is a useful and appropriate prevention method for some, its 

propagation as a universal prevention method has also undermined the other prevention 

options i.e., abstinence and fidelity (NACO, 2004).   

The ABCD approach and moralization of HIV/AIDS Campaign 
 

 The key issues in Behaviour Change Communication relate to getting the combination of 

Abstinence, Behaviour Change, Condom and Drug (ABCD) messages through different 

channels.  
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Image 35 

The impressive rise in the levels of awareness about HIV/AIDS in the general community 

can be partly attributed to the electronic media which has taken this message right up to 

the village level. The Government of India took notice of this and wanted to reinforce 

positive cultural and social values like love, warmth and affection within the family 

through its campaigns. Avoidance of multi-partner sexual relationships, use of condoms 

and sexual abstinence are usually advocated for prevention of spread of HIV and other 

sexually transmitted diseases. Image 35 caters to this reinforcement of cultural and social 

values by the Government of India. Shaadi ke umar mein ho shaadi—one of the virtues in 

the poster asking for abstinence; Ek hi ho jeevan saathi (monogamous marriage), 

surakshit ho youn sambandh (safe sexual relationships) —both are indicators of fidelity— 

are indications to this. Panchsheel translated into Sanskrit would mean ‗five virtues‘. 

Thus, messages like this attempt to reinstate and reinforce the ‗virtues‘ of a social life 

back into the Indian society. 
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Social Construction of Abstinence and controlled sexual behaviour 
 

The principal strategy of the National AIDS Prevention and Control Policy (2002:8) for 

prevention and control of the disease is in: 

Reinforcing the traditional Indian moral values among youth and other 

impressionable groups of the population. 

 

The primary audience for this approach is adolescents who are not yet sexually active. 

Religious teachings, family values in India and the desire for educational advancement 

and related factors encourage abstinence. The sexual health messages on abstinences are 

clinically accurate, but moral judgments about self control and sexuality are deeply 

embedded in the call for abstinence. The posters do not give a clear indication on age or 

directions based on which young people should involve in safer sexual activities. At the 

same time, moral assumptions in the messages may not reflect the cultural practices and 

beliefs in India. 

  On the other hand peer pressure, biological changes etc., may lead to sexual 

relation before marriage. This approach of the Government of India mainly focused 

efforts on protecting ―vulnerable‖ children. Thereby, sexuality gets constructed on moral 

grounds around the issues of purity, self-restraint and the denial of sexual pleasure in 

young people (Cheng, 2005). Thus, the health message for young people to abstain from 

premarital and extramarital sex is very much prominent in the messages of NACO 

(2004:15).where in it states that: ―abstinence is the only sure way to prevent sexual 

transmission of AIDS and other sexually transmitted diseases‖. 
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Image 36 

 

Image 36 is a direct reference to the ‗right age for sexual debut‘ wherein it clearly asks 

the young to practice abstinence and give more emphasis on studies and sports. The 

poster attempts to demotivate the youth from indulging in sex at an early age and insists 

them to ‗wait till you attain the right age‘, but there is no clear indication of what the 

right age is? Red colour is again predominant in such images to underline the fact, that 

this is the only way (abstinence) to keep the HIV away (‗for success pave way and keep 

HIV/AIDS at bay‘).what actually the messages intend to. Yet, most of the sexual 

transmission that is responsible for the spread of the disease happens after marriage since 

50% of the Indian girls are married before they reach the age of 18. And homosexual 

transmission is often parallel to a traditional couple‘s lifestyle, where a person could be 

heterosexual and homosexual at the same time. While the health message in the posters is 

clinically accurate, the moral judgments by the State about self control and sexuality are 

embedded in the call for abstinence. Personal choice over when and how to engage in 

safer sexual activities is less prominent. And while moral assumptions may not reflect the 
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cultural practices and beliefs of many Indian young people, all HIV/AIDS prevention 

programmes funded by the international donors were required to promote abstinence.  It 

is not just the content of the abstinence health message, but also who has the power to 

determine the content of the health messages.  

 

Image 37 

Image 37 is a clear indication that the artwork and messages are borrowed from 

the West while constructing HIV amongst the young. The characters (the colour of the 

hair, the hairstyles, the dressing pattern) shown in the poster are difficult to relate to the 

Indian context.  Even the punch-line, ‗Come join our Gang and give HIV a Bang!‘—

sounds somewhat like imported lingo. ABC has become little more than an excuse and 

justification to promote the Indian Government‘s long-standing agenda regarding 

people's sexual behaviour and the kind of sex education they should receive – A for 

unmarried people, bolstered by advocacy of B, but for most people, anything but C‖ 

(Cohen, 2003). However, abstinence is difficult in practice. Virgins are prized by older 
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men attempting to avoid contacting HIV infections (Gupta, 2000). This places young 

girls at risk for becoming infected by men who may already be HIV positive. Women 

also suffer from forced sex. The force may be physical such as in rape, but women may 

also be forced into sex purely for survival. In areas which have been badly hurt by 

economic recession, many women and girls find economic refuge in "sexual 

networking," or exchanging sexual favors for money, gifts, and protection (Singhal & 

Rogers, 2003).  

          

  Image 38     Image 39 

Image 38 posits the state‘s discourse on sanyam, wafadari and samajhdari (Absitnence, 

Fidelity and Intelligence), and emphasizes on AIDS ki bachchne ki tayyari (to prepare 

oneself to protect from AIDS). Image 39 seems like a direct acceptance by the 

Government that people do indulge in pre-marital sex (which questions the abstinence 

approach) and are not faithful to their spouse (which questions the fidelity approach). 
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That is because it says ‗If A and B not practiced’—don’t forget condom.  In this pattern of 

abstinence, condoms are often depicted as useless since the two lovers arrived pristine to 

their marriage and are supposed to remain loyal to each other. The state‘s 

conceptualization of the sexual citizenship of its subjects is interesting. The right of 

choice (to have sex or not with multiple partners) unambiguously gets constructed as a 

masculine one. Male desire is constitutive of the state‘s discourse on AIDS. The primary 

issue here is about exercising the choice; to remain celibate before marriage and 

monogamous after is purely a male decision. 

Prescribing Faithfulness amongst ‘partners’ 
 

The National IEC/BCC Strategic Framework for HIV/AIDS Programme (2004: 10) 

suggests that it should: 

base its strategy firmly in the cultural realities of Indian behaviour patterns and 

belief systems, and address the constraints and limitations facing individuals 

attempting to initiate new behaviours within existing social structures and 

personal relationships, such as social norms, perceptions of self-efficacy and 

power inequalities in male/female relationships. 

 

It is not clear how the National AIDS Control Organisation bases its argument about 

‗Indian behaviour pattern and belief systems‘. It tends to posit its argument back to the 

‗conservative, closed, patriarchical and single partner relationships‘ that had been guiding 

all its campaigns. Therefore to establish and ask for new phenomena such as abstinence 

and fidelity demand a huge shift in focus. This focus should also be located in the wider 

domain of ‗social norms‘ and the ‗power inequalities in male/female relationships‘. 

Images 40 and 41 are reflective of such strategic shift in communication of sexual 

messages in the context of pre-conceived notions of family and patriarchy.  
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       Image 40                         Image 41 

The target audience in this case is married couples or unmarried but are sexually active 

individuals. The main intention is to reduce number of partners. In cases where one 

partner is unfaithful or people are into short-term relationships it‘s not very effective. 

Communication addressed the prevalent social norms in this approach—family as a unit 

as Image 41 has a child as well to reinforce the family concept. This is a point from 

which, the state has taken over the dissemination of sexual health into its subjects. During 

NACP II most of the communication material focused on this. A key feature of this shift 

also led to certain problems, where the general impression that ‗ everyone is doing it‘ and 

it is alright to have sex in pre and post marital relationships also gained ground largely 

due to liberal media, easy access to money and revolution in information technology 

(NACO 2002). Having subtly accepted that such relationships do exist, the state, 
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campaigns for HIV testing of either of the partners or both for a ‗happy married 

life‘(Image 42).  

 

Image 42 

Repositioning Condoms as tool for sexual control 
 

The target for the condom campaign was the sexually active population that included 

men and women who could influence the men. The problem faced in this approach is that 

it was more acceptable to young educated people and to those having sexual relationship 

outside marriage (Images 43-44). Image 43 attempts to address the concerns of a ‗father‘ 

or a bread earner of a family towards his family.  It is a bit confusing. Does the poster 

imply, that the man of the house indulges in sex outside his home, with someone who is a 

HIV infected person? Thus, the ‗love for my family‘! Or does the poster mean he is 

aware of his ‗risky behaviour‘ and is ‗motivated‘ to use a condom as a fall-out of ‗love 

for his family‘. The same can be related to Image 44 as well which instructs the man to 

use a condom to put on leash (ankush) HIV/AIDS but not on pleasure (anand). The 
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poster also illustrates HIV/AIDS as a jaanleva bimari (life threatening disease), which 

again constructs it into a social disease in the psyche of the population exposed to such 

messages. The problems related to intensive use of condom and condomisation of the 

population has been discussed in chapter 6. 

                  

Image 43      Image 44 

Re-establishment of the injecting drug users approach 
 

Most of posters found under this subhead were from the North Eastern part of India. The 

sentinel studies indicated high incidence of HIV transmission among the youth who are 

drug users. Role models were used extensively in reaching out to the young people in this 

type of campaign. Image 45 depicts a teacher, who ‗talks to the students about drugs‘. 
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Similarly, Image 46, depicts a parent who talks to his son about drugs. 

               

  Image 45     Image 46 

But Image 47 shares the concerns of a young woman wanting to get pregnant. The 

posters accept the fact that the young woman indulged in ‗sharing needles‘, or has had 

‗unsafe sex‘ and or has had ‗infected blood transfusion‘ that has ‗damaged‘ her prospects 

of getting pregnant. Though the message focuses primarily on the modes of transmission 

i.e., mother to child it stereotypically constructs the basic function of a woman as that of 

reproduction. This message is located in the context of an infected person. The main 

message ‗prevent STD, HIV/AIDS‘ in the poster gets relegated to the background.  
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Image 47  

Empowering the Young through sexual health education 
 

Over half of all new infections worldwide each year are among young people between the 

ages of 15 and 24. Every day, more than 5,000 young people become infected with HIV – 

more than five every minute. Yet the needs of the world‘s over one billion young people 

are often ignored when strategies on HIV/AIDS are drafted, policies developed, and 

budgets allocated. This is especially tragic as young people are more likely than adults to 

adopt and maintain safe behaviours. Young people are vulnerable to HIV infection 

because they lack the crucial information, education, and services to protect themselves. 

Messages were developed to raise the awareness levels of the young people about 

HIV/AIDS. Image 48 describes the modes of transmission in the form of ‗real life‘ 

experience between two young friends, one how whom is HIV infected.   



191 
 

 

Image 48 

In India, young people in the age group 15 - 24 years comprise almost 25% of the 

country‘s population; however, they account for 31% of the AIDS burden 

(NACO/MOHFW, 2007a). Social interaction with the opposite sex, peer pressure and 

poverty, are the contributory factors for increased sexual activity and promiscuity 

amongst the young people (Kirby, 2002; Romer et al., 1994). In a conservative society 

like India, where sex-related issues constitute a taboo for discussion, young people are 

hindered from actively seeking counselling regarding sexual health. Young people often 

carry negative connotation in their mind because of social ostracism and HIV/AIDS-

associated stigma (Nath, 2009).  This results in lack of knowledge about self-protection 

measures, leading to a silent spread of the disease. Despite these worrisome statistics, 

some Indian states have banned sex education in schools, following protests from 
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legislators that it would have a negative impact on the vulnerable minds of school 

students. Widespread ignorance about the disease is still prevalent, even among youth 

belonging to the affluent sections of society. This emerging pandemic in the young, who 

comprise the most productive age group, will certainly have an adverse impact on the 

country‘s economy. 

 

Image 49 

Communication has been described as a ‗social vaccine‘ (UNAIDS, 2001), and it 

can serve as a powerful preventive tool. Initiatives to spread awareness among the youth 

(Image 49) are being vigorously undertaken by government, private and non-government 

organisations. In spite of all this, there is still a gap between the amount invested in 

developing a curriculum and the actual education that is imparted. Until now, most of the 

HIV/AIDS education has been ‗scientific in nature‘, i.e. discussed in the biological 

context by teachers of science. However, for AIDS education to have a realistic impact, it 
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is important that instruction be imparted in a straightforward, easy to grasp manner, 

keeping cultural issues in mind. In a spearheading effort, the NACO collaborated with 

UNICEF to scale up the school-based adolescence programme across Government 

schools, with the objective of reaching out to students. Despite the challenge posed by the 

HIV/ AIDS epidemic, sex education programmes have been banned in six states in India, 

including Maharashtra, Gujarat, Rajasthan, Madhya Pradesh, Chattisgarh and Karnataka 

(Voice of America, 2007, as cited in Nath 2009).  

Religion and HIV/AIDS: moralizing population 

 

HIV/AIDS as a pandemic has been addressed by the Faith-Based Organisations (FBOs) 

in many countries (outlined in chapter 4). Though, the National AIDS Control Society 

has tried to do something by involving Muslim clerics to spread awareness about 

HIV/AIDS in the Muslim population, it has not tried to do anything similar with other 

religious communities in India. Majority of India‘s Hindu population have not been 

reached through any religious discourses anywhere. India has many religious leaders with 

huge followers, but none of them has ever deliberated on HIV/AIDS, particularly. 

During the early years of the HIV/AIDS pandemic, many people who worked in 

HIV/AIDS prevention thought of religious leaders and organizations as naturally 

antagonistic to what they were trying to accomplish. In many minds, the stereotype of a 

religious leader was that of a conservative moralist who disapproved of any form of 

sexual behaviour outside of marriage as well as what was seen as the "only solution" to 

HIV infection, i.e., condoms. An important point that policy makers remembered when 

taking action is that there are many organizations and individuals who respond to 
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HIV/AIDS and who want to be of service. Thus, it was felt by the Government of India 

that religious leaders and Faith-Based Organisations have enormous influence on 

people‘s attitudes and value systems. In order to mobilize their support, NACO initiated 

an Indian interfaith council for HIV/AIDS activities.  

 

 

Image 50 

  In many cases, this will mean providing the compassion and moral support that 

can break through the judgement, shame and fear so often associated with HIV/AIDS. 

Religious leaders can also foster the process of reconciliation that is so urgently needed to 

bring families and communities divided by HIV/AIDS back together. The principles of 

compassion, leadership and moral responsibility that people of all faiths embrace was felt 

to be urgently needed to halt the spread of HIV and alleviate the suffering caused by 

AIDS. Religious leaders and those associated with Faith-Based Organizations as trusted 

and respected members of society, are able to get the attention of their respective 



195 
 

communities (Image 49—My Voice Matters). Their actions were thought to set an 

example. This can be especially instrumental in eradicating the stigma and discrimination 

against people living with HIV and AIDS. Morals were ingrained into the masses where 

the religious leaders drew examples from their own religion about abstinence (brahma 

charya in case of Hinduism) etc. Metaphors like evil, sin, death were also invoked during 

such deliberations by the religious leaders. 

ECONOMIC/ORGANISATIONAL MODEL 

 Economics and the world of work  
 

HIV/AIDS is a major threat to the world of work. It has shown maximum impact 

on the most productive segment of the labour force. In countries with high HIV 

prevalence rates, it has cut the supply of labour and slashed the incomes of workers, 

adversely affected enterprise performance and national economies. The Government of 

India‘s National Policy on HIV/AIDS and the World of Work (2009: 4) states: 

HIV/AIDS also affects fundamental rights at work, particularly with respect to 

discrimination and stigmatization of workers and people living with and affected 

by HIV/AIDS. Stigma and discrimination at the workplace gets reflected in the 

form of loss of employment and livelihood opportunities in addition to ostracism 

and seclusion faced by workers either due to known or presumed HIV status. 

The National Policy on HIV/AIDS and the World of Work (2009) was formulated by the 

Ministry of Labour and Employment while ratifying the ILO Convention No. 111 on 

Discrimination (Employment and Occupation). This policy statement was formulated for 

non-discrimination amongst workers on the basis of their real or perceived HIV status.  

The increased mortality results in a smaller skilled population and labour force. The 

labour force in India predominantly consists of young people.  A sick family member or a 

http://en.wikipedia.org/wiki/Population_decline
http://en.wikipedia.org/wiki/Labor_force
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time off on sickness lowers the productivity levels. Increased mortality due to HIV/AIDS 

also has an impact on the available family resources which could be through loss of 

income or by death of any or both of the parents. AIDS also seriously reduces available 

resources for public expenditures such as education and health services not related to 

AIDS. This results in increase in pressure for the state's finances and slower growth of 

the economy. Policymakers world over do understand the burden that HIV/AIDS imposes 

on its economies. Appropriate measures need to be ensured that there are adequate public 

resources in the future in order to prevent or mitigate the human catastrophe that the 

epidemic threatens to unleash (Greener, 2002).  AIDS results in both the loss of income 

and increased spending on healthcare by a household.  However, HIV/AIDS patients will 

have to worry less about getting enough food and shelter and more about fighting their 

disease.   

 

Image 51 

Campaigns in the economic model specifically centered around the discourse on 

the concepts of ―productive age group‖ and the ―economic loss‖. These posters were 

http://en.wikipedia.org/wiki/Income
http://en.wikipedia.org/wiki/Public_expenditure
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funded specifically by the International Labour Organization (ILO). A closer look at the 

posters would reveal that most of the working class that is shown comes from the 

unorganized sector. It does not show any from the organized corporate sector. (Image 

51).  An assumption can be made here is that most of the artwork that was used in India 

was borrowed from the West, and the images as well as messages were built on their 

perceptions. Though later on, messages were developed were more Indian, that showed 

Indian working conditions (Image 52). AIDS is shown in red colour, leading to further 

discrimination amongst the labour force. 

                     

  Image 52              Image 53 

Against this background, Image 52 focuses on ‗softening the blow‘ on economy 

due to ‗HIV/AIDS hits hardest at people in the 15-49 age group.‘ India has a working 

population of over 400 million, 93 % of whom are in the informal economy. The 

informal/unorganized sector labour is hard to reach and is characterized by low literacy, 
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negligible social protection benefits, difficult working conditions, poor health seeking 

behaviour and limited access to health services (National Policy on HIV/AIDS and the 

World of Work, 2009). A large number of people migrate, both internally as well as 

overseas in search of better employment/livelihood opportunities. Though not all migrant 

workers are at equal risk, the process of migration enhances vulnerability to infections 

such as HIV, particularly to those who are single, stay away from families for long 

durations, and work under difficult conditions. Image 53 outlines the ILO codes of 

practice on HIV/AIDS. The principles insist on the various aspects of recognising 

HIV/AIDS as a work place issue.  

               

   Image 54                    Image 55 

Images 54 and 55 are contrasting in their message content and are emotionally 

loaded. These messages insist on social dialogues amongst workers regarding HIV/AIDS 

and urges non-discrimination and no HIV/AIDS screening of its workers from the 
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employers. Image 54 shows group of tailors in a small garment manufacturing unit, 

where the employer does not ‗discriminate‘ his/her workers on the basis of their HIV 

status, where as Image 55 is about a person who was fired because of his HIV status.  

HIV/AIDS unquestionably has an economic impact. AIDS causes the death of young and 

able-bodied people in the most productive part of their life. Thus it was expected that 

AIDS would have a powerful negative economic impact. In the initial years of the 

HIV/AIDS epidemic, it was widely believed that the epidemic would have a catastrophic 

impact on economies of all countries, especially those of developing countries. 

POLITICAL MODEL 

The political model of social construction of HIV/AIDS in India is basically centered 

around the concept of the state. The state here is the guiding institutional authority with 

regards to HIV/AIDS programmes and policies. The HIV/AIDS pandemic has definitely 

elicited the state‘s concern about the inequalities in health service delivery amongst its 

population. It is also equally aware about the unequal impact of the pandemic.   

Unreported cases or people not coming forward to report about their HIV status and 

being silent about it, was also a major concern for it. In such a scenario, the Government 

of India attempted to construct this phenomenon as a major health problem and aimed to 

seek the larger participation and involvement of the population at large. The political 

model is centered on the construction of collective action by the people as well as the 

state. The HIV/AIDS messages were focussed on the metaphors of ‗responsibility‘, 

‗promise‘, ‗accountability‘. Thereby, the messages that were disseminated suggested that 
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each and every individual, as a citizen, has a collective responsibility to fight the 

pandemic.   

HIV/AIDS and the Construction of War and Victory. 
 

This section explores the discourse of war against HIV/AIDS evident in the campaign 

messages and discusses the implications of this approach in terms of how HIV/AIDS gets 

constructed. This framework depends fundamentally on the prominence that is accorded 

to HIV/AIDS and which allows for its construction as the enemy. The government in this 

context takes on the role of a commander, directing the war through policy and 

intervention strategies. Ordinary citizen are incited to take on prevention and caring roles.  

                      

  Image 56        Image 57 

Image 56 talks about bharat ke pratinidhi (ambassadors of India) and their collective role  

against AIDS ke khilaaf ladney (the fight against AIDS) and dayitv nibhane (fulfilling 

responsibility). The terms pratinidhi, ladney  and dayitv  drive home the inherent duties 
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that a citizen has to fulfill towards the state. HIV/AIDS thus constructs the framework of 

a responsible citizen who indulges in responsible sexual behaviour and becomes a partner 

in the ‗fight‘ against AIDS‘. Thus, fulfills her/his duties toward the state. Image 57 drives 

deep the message of ‗promise‘—to stop AIDS. The thumb impression is to signify the 

illiterate masses that are to be reached and should become part and parcel of this entire 

‗promise to stop AIDS‘.  In a micro process, HIV/AIDS can also be described as 

something similar to cancer—as an invasion. It is seen as infiltrating a society, sometimes 

hiding for years (Sontag, 1991). However, when focus shifts to transmission of the 

disease a different and older metaphor is invoked, that of pollution (Connelly & Macleod, 

2003). HIV/AIDS is transmitted by blood or sexual fluid of infected people or from 

contaminated blood products. This allows for the construction of what Sacks (1996:69) 

calls the ‗diseased body‘, the polluter, the transmitter of disease, the infector.   

 The deployment of a war discourse with regard to HIV/AIDS   invokes certain 

 practices, feelings and (e.g. aggressive technological strategies as opposed to, say, 

 the development of coping), particular feelings (fear, dependence on the part of 

 ‗patients‘; power, responsibility on the part of health practitioners) and power 

 relations. It potentially deepens existing forms of oppression, while suppressing 

 alternative ways of understanding HIV/AIDS (Connelly & Macleod, 2003:3). 
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Image 58                                                             Image 59 

 Images 58 and 59 socially construct the ‗resolve‘ of the nation to ‗fight AIDS‘ and vijay 

ki tayyari (preparing for victory). The discourse of HIV/AIDS as ‗war‘ constructs at least 

four categories of subjects who are positioned in relations of power. First is HIV/AIDS as 

the enemy along with the ‗diseased body‘ as an infector. Then there are 

commanders/leaders who direct the battle and the social construction of control, after 

which are experts who are bolstered by the powerful discourse of (western) science and 

medicine and lastly, the members of the society who are affected by the war as victims or 

people at risk (Connelly & Macleod, 2003). A war discourse reinforces the institution of 

government that is central to leading the nation and funding the war effort.  Government 

leaders and other political players gain from the construction of war against HIV/AIDS 

through involvement in planning and strategy. The discursive framework of war implies 

greater strategy and planning that is necessary. The weapon of choice in the war against 

HIV/AIDS between 1985 and 2000 was predominantly public education about it. 

Though, in 1986, this took the form of scientific information from experts, from 1990 
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there was a greater focus on prevention and education campaigns supplemented by 

scientific information. Potential use of drugs in order to prevent infection and control of 

its effects became a prominent form of discourse since 2000. The deployment of war 

discourse has a silencing effect. In particular, it is people affected by HIV/AIDS whose 

voices are silenced. A campaign in support of and focusing on the People Living with 

HIV/AIDS was undertaken. Separate efforts and policies were formulated to bring this 

section of the population into the mainstream.  
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CHAPTER 6 

CONDOMISATION OF SEXUAL HEALTH IN INDIA: 

SOCIAL CONSTRUCTION OF MASCULINITY 

 

Image 60 

 

Just as we were offered the ―magic bullet‖ in the early 1940s, we are now being 

offered the condom for ―safe sex.‖... I feel that condoms have a role to play as a 

means of protection, especially in couples who are HIV-positive, but they cannot 

become the main means of stemming the tide of AIDS. 

   -- Mr. Yoweri Museveni, Ugandan President (1991) 
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Condom is widely used as a barrier device by males around the world. In India, it 

is known by its trade name NIRODH, a Sanskrit word meaning prevention. Condom has 

been used extensively as an effective simple "spacing" method of contraception, without 

side effects. In addition condoms are used to prevent pregnancies and protect both men 

and women from sexually transmitted diseases. The Ministry of Health and Family 

Welfare (MoHFW) has been promoting condoms as an option for contraception in India 

since the late 1960s and has been responsible for the generic promotion, condom 

procurement and supply. This contributed significantly to increased condom use in 

northern states like Uttar Pradesh and Punjab. However, condom use was low in South 

Indian states where female sterilization was the main focus of family planning 

programme. (NACO, 2011: 8). NACO has launched a number of innovative approaches 

in promotion of condom use. Condom Vending Machines (CVM) were established by 

NACO. The CVM numbering around 11,025 anytime access to quality condoms in a 

non-embarrassing situation
6
. Another 11,025 CVMs were installed in all the metros and 

major cities across the country in NACP Phase-II. A pre-programming assessment for 

social marketing of female condoms was undertaken to implement Female Condoms 

(FC) in select locations of eight states. This was done to understand the acceptability, 

willingness to pay and its impact on dual protection. Ministry of Health and Family 

Welfare funded the procurement of 500,000 FC to be promoted amongst Female Sex 

Workers in six states and among general population in two states. Apart from these 

measures, thicker, more lubricated condoms branded as ―Spice Up‖ was launched in 

                                                           
6 
https://www.nacoonline.org/NACO/National_AIDS_Control_Program/Services_for_Prevention/Cond
om_Promotion accessed on 18/01/2013 
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collaboration with HLFPPT to cater to special needs of the high risk groups. These 

condoms were again socially marketed in the targeted intervention sites.   

 Men did not bother to use condoms when one of the partners is sterilized or using 

an Intra-Uterine Devices (IUD) for birth control. Basically, condom use is a male 

controlled method. The first nationwide contraceptive social marketing programme, the 

Nirodh condom (image 60) project in India, began in 1967 with funding from the Ford 

Foundation. The substantial increase in condom sales was attributed to the distribution 

and promotion of condoms at a subsidized price. The Government adopted a conscious 

policy of promoting use of condoms through the social marketing and community-based 

distribution system (National AIDS Control and Prevention Policy, 2003). The success of 

the Indian experience informed subsequent social marketing interventions such as the 

distribution of infant-weaning formula in public health clinics.  Promotion of condoms 

through social marketing had its own drawbacks. The reluctance of people to tailor 

behaviour to the recommendations of social marketing campaigns, and the fact that 

campaigns need to be adjusted to socio-cultural contexts and morals are evidence that 

social marketing lacks the much-attributed power of manipulating audiences.  Social 

marketing‘s conception of participation basically constructs the campaigns‘ targets as 

―passive receivers,‖ subjects from whom information is obtained to change products and 

concepts. National AIDS Control Programme (NACP) has been promoting condom use 

as a safe sex practice for prevention of STI/RTI and HIV and protection from unwanted 

pregnancy, which ultimately led to the Condomisation of the entire country. As is 

observed in Image 60, it builds into the concept of masculine, where the ‗power‘ and the 
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control are in the hands of a man. NACP-I introduced the targeted intervention, a strategy 

that eventually became the mainstay of the AIDS programme. Pilot projects were started 

on the ―targeted interventions‖ for education and condom promotion amongst groups 

identified to have high risk behaviour. As part of its focus on prevention, the government 

supported the installation of over 11,000 condom vending machines in colleges, road-side 

restaurants, stations, gas stations and hospitals.  

                         

Image 61      Image 62 

Condom provision, social marketing and focused promotion to different segments 

particularly high-risk population became the centre-pieces of the AIDS response 

everywhere in the World (UNAIDS, 2006). India followed suit. There was a lot of 

criticism of the condom-centric approach of the state and on its attempts at the 

Condomisation of the entire epidemic. Condom-centric ways or preventing sexually 

transmitted diseases (STDs) along with Targeted Interventions among High Risk Groups 
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(TIHRG) were advocated with a lot of zeal by the NACO, terming it as cost-effective and 

was dubbed as the only available preventive method (Chhabra, 2007). Image 61 socially 

constructs a kind of understanding that it is only the condom that could protect a person 

from Sexually Transmitted Diseases (STD) as well as HIV/AIDS. Image 62 depicts the 

image of man and his masculinity with a condom in the backdrop that urges him to get 

‗it‘ on before he gets ‗on‘. ‗It‘ signifies condom and ‗on‘ signifies coitus. 

           

Image 63       Image 64 

Images 63 and 64 build further build into the concepts of masculinity and attempt 

to tinkers with the ego of a man. Condom ke saath hi asli mardangi ka mazza (Real 

Pleasure of Masculinity) plays into the psyche of man and masculinity. Image 64 depicts 

a semi nude woman, with a tag ‗no entry without condom‘, which signifies the need or 

desire of a man but with conditions attached. Red is a prominent colour in depicting the 
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‗condom‘-word. Condoms were marketed and promoted as devices of pleasure by the 

private condom manufacturing companies, who over a period of time became the key 

players in the condom market. The pricing mechanism was also competitive. The private 

players introduced various sub variants in condoms such as lubricated, extra ribbed, 

ribbed dotted etc. Therefore, these condom manufacturing companies broke the 

‗traditional‘ simple rubber kind of perceptions amongst the population and positioned 

themselves as pleasure devices. These types of condoms were available at the local 

chemist shops but were not available at the free condom vending machines of the 

Government. The offices of the Hindustan Latex Limited which was manufacturing the ‗ 

moods’ brand of condoms had a vending machine outside its office, but were priced. 

Condoms also started getting sold as brands instead of simply Nirodh, which was a 

generic name. These products were way above the usual ‗rubber or Umbrella’ (Film Still 

19, page 255) that the Government provided at the health centres. The widespread 

messages on condoms, created a perception amongst the upwardly mobile and the urban 

youth that people should just go and ask for brands, if they feel shy to ask for simply 

condoms. ’Moods please‘ or ‗Ask for KS (Kama sutra—another brand of condom)‘ were 

such examples. These private brands promoted the images of pleasure and enjoyment and 

they comfortably positioned themselves as ‗pregnancy prevention and pleasure deriving 

device rather than HIV/AIDS prevention device‘. These brands also provided customers 

with explicit details about sexual acts and positions that were derived from the 

Kamasutra. This was provided inside the condom packets as leaflets. The (in) famous 

promotional ads of Kamasutra are still signified as excellent product positioning 

strategies by marketing gurus. The Condomisation of HIV/AIDS perhaps for the first 
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time tacitly accepted the reality of sex outside marriage. The communication strategy of 

the Government of India, therefore, re-engineered its appeal and focused on humour and 

pleasure. 

The aggressive Kamasutra condom campaign with its seductive visual imagery 

 spoke to the young male about undiminished pleasure with the condom. Its 

 advertising slogan ‗dotted for extra pleasure‘ attempted to break the male 

 perception of condoms as ‗un-pleasurable‘ family planning devices. While the 

 successful Kamasutra campaign strategy with its new positioning statement 

 increased condom sales, it did not impact the incidence of HIV/AIDS (The 

 Technical specialist, Condom promotion, NACO: Interview). 

 

The most successful and practical way adopted world over to prevent the 

transmission is the use of condoms. While the use of condom may seem easy, by 

formulating a programme to cover the whole country needed careful planning on certain 

issues. These issues are mainly related to the question that how (UNODC, 2006: 85-86)  

 Sensitize people for using condoms not only for the sake of family planning but 

also as the best preventive step against HIV and STD. 

 Convince the clients and the commercial sex workers, about the importance of 

use of condoms as a means for preventing the HIV transmission. 

 Make available low cost and good quality condoms to the people all over the 

country easily at the time and place when they need it. 

Condoms became a use and throw commodity for sexual encounter for the young people. 

They preferred condoms rather than get embarrassed about getting caught with 

contraceptive pills. Thus, condom got repositioned again in the context of HIV/AIDS as a 

tool for pleasure. An interesting fact that emerges here is that the Government was trying 

hard to promote condoms as a protective device for the people against Sexually 
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Transmitted Infections and to protect them from HIV ultimately.  It was, at the same 

time, also was trying to address issues of fidelity, single partner sex and of faithful 

companionship through its campaigns on condom promotion. Ironically, private condom 

manufacturing companies were promoting the condom as a device for uninterrupted, long 

lasting pleasures. Condoms got promoted by them as a contraceptive tool, one that 

prevents unwanted pregnancy. Nowhere do these companies were disseminating 

messages on responsible sexual behaviour nor were they bothered about how to protect 

oneself from Sexually Transmitted Diseases. They were more concerned about sales. 

This type of extensive Condomisation approach was criticised for their ‗regular partner‘ 

approach (Chhabra, 2007). When people live in poor conditions without proper access to 

health infrastructure, a demand for ‗abstinence‘ may not happen, 'Be faithful' may also 

not happen, and 'condomise' – people are ready to use them, but have no access to money. 

Condoms at the same time are not freely available, and at a price are luxuries many 

cannot afford.  

People can spend that money on condoms or food ... they are not going to spend 

their food money on a piece of rubber" (UN Office for the Coordination of 

Humanitarian Affairs, 2005 as cited in Kvasny & Chong, 2008). 
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Image 65 

Image 65 is an example where the concept of ‗partner‘ (Saathi) is emphasized. No where 

does the poster talk about ‗partner‘ being a spouse. This message was borrowed from a 

popular pressure cooker with the same message— Jo biwi se kartey hain pyar, who 

prestige se kaise karein inkaar (Those who love their wife, how would they refuse 

prestige pressure cooker). Image 65 does not mention the woman in the poster as wife 

which is more relevant in the Indian context, but terms her as a ‗partner. In a sense, it can 

mean the ‗partner‘ could be anyone, with whom the man indulges as sexual partner in a 

risky condition. One of the main reasons for the failure of the campaigns to promote 

condom use has been the ‗image‘ of the condom itself. For close to three decades, the 

condom was popularized as a contraceptive device for family planning. When the focus 

of the family planning shifted from restricting the number of children to spacing them, it 

became an ideal spacing device. The HIV crisis from the 1980s onwards positioned the 
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condom as a protective device. Since then, the entire thrust of the communication 

campaigns, be it social marketing or behaviour change, has solely centered on promoting 

the idea of ‗safe sex‘. By replacing the clinical ―clean‖ sex approach by an upfront, bold 

and open approach depicting ―a safer sex that feels good‖, the condom has now become a 

key accessory just like a nice perfume or a mobile phone. This type of technique seems to 

fit the Indian urban well-educated youth ―bored by the biological diagrams, the medical 

vocabulary and the dried-up explanations‖ (Interview: Dr. Sanjeev Kumar, BCC 

Specialist). Attempts were also made to popularize the female condom (Image 66) 

amongst sex workers as well as the general women population, but how far they have 

been effective is yet to be studied. Posters were developed on female condoms by various 

AIDS Control societies. The prominent one was by the Mumbai District AIDS Control 

Society (MDACS), which was exclusively working in the Kamatipura area. 

 

Image 66 
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Maharashtra AIDS Control Society (MACS) had a separate chapter for Mumbai called 

Mumbai District AIDS Control Society (MDACS). This society specifically worked to 

create awareness in the Kamatipura area, which has the dubious distinction of being the 

biggest ‗red light‘ area of India. Mumbai being the commercial hub of the country 

attracts migrant population, who get employed in the organised and unorganized sector. 

As they stay away from families for a long duration of time, they frequent this area 

regularly. So when these people go back home, the chances of spread of HIV/AIDS 

increases manifold.  Thus, a sustained campaign was started in Mumbai by the MDACS 

to make the commercial sex workers residing in the Kamatipura red light area more 

aware.  

 Social marketing is the marketing‘s sector‘s way of being ‗socially relevant‘ and 

‗socially responsible‘. The social marketing model centers on communication campaigns 

designed to promote socially beneficial practices or products in a target group. Marketing 

strategies such as branding, advertisements, increasing supply outlets to increase condom 

use is the prime goal. But, quite often this strategy involves subsidies to vendors at all 

levels, especially to sellers at small shops/outreach workers supplying condoms. They 

were given low priced condoms and were allowed to sell at higher prices, keeping a share 

of the profit for themselves! Social marketing strives to put into practice the well-

established standard techniques in the commercial marketing to promote a pro-social 

behaviour. Social marketing attempts to bring focus on using marketing techniques such 

as market segmentation and formative research to maximize the effectiveness of 

interventions and ultimately sales of the ‗socially beneficial good—condom.  Though, 
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social marketing motivates young couple to make an informed choice, but it fails to 

address the cultural beliefs that account for risk behaviour or for why people were 

unwilling to engage in certain health practices even when they are informed about their 

positive results. This is where HIV/AIDS was addressing the issues of ‗deviant‘ 

behaviour such as MSM, Trans-genders etc. This knowledge went on to become the 

baseline that allows a successful positioning of a product. This condom got positioned 

both by the Government as well as the private manufacturing companies, in the context 

of community beliefs. Below mentioned are the case studies that have been analysed to 

further elaborate on the Condomisation of the Indian masses. 

CASE STUDIES 

Bindass Bol and the BBCWST Campaign 

With support from the United States Agency for International Development (USAID), the 

government initiated a campaign called ‗Condom Bindas Bol!‘ (Condom-Just say so!), 

which involved advertising, public events and celebrity endorsements. It aimed to break 

the taboo that surrounds condom use in India, and to persuade people that they should not 

be embarrassed to buy them.  

     
              Film Still 2 Film Still 3    Film Still 4 
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Film Stills (1-3)are of the Condom Bindas Bol campaigns featuring Palash Sen ( 

singer), Rohit Roy ( TV Actor) and Shekar Suman ( TV/Film Actor). This type of 

campaign was innovative in approach, where the Government was promoting and making 

the condom a ‗taboo free‘ device. Some more films also came up later, that involved 

railway porters, group of lawyers etc (film stills 5 & 6) 

                              

Film Still 5 (coolies)     Film Still 6 (Lawyers) 

In 2002, BBC World Service Trust, NACO, Doordarshan and All India Radio, with 

the support of DFID, launched a campaign aimed at increasing the awareness of 

HIV/AIDS in India (BBCWST, 2003). The media campaign was aimed at preventing the 

spread of HIV/AIDS in the North Indian states. In a country where discussing sexual 

health is still considered taboo, using TV and radio to promote changes in behaviour and 

attitudes towards HIV/AIDS has proved an effective way of tackling the problem. The 

campaign developed new programme strands to reinforce key messages about 

HIV/AIDS. These were primarily aimed at young people to protect themselves and for an 

end to discrimination against those living with AIDS. The programme included 
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Film Still 7     Film Still 8 (Chunnilal) 

 An interactive detective drama, entitled Jasoos Vijay broadcast three times a week 

on Doordarshan; 

 A weekly ‗reality‘ show called Haath se Haath Mila; 

  ‗Chat Chowk‘, a weekly radio phone in programme on personal health issues; 

 Advertising spots broadcast three times daily on both TV and radio for the 

duration of the programme. 

Film Still 8 is of one such campaign undertaken during this initiative, which is 

about a character called Chunnilal, who inspite of being a forgetful person, never 

forgets a condom. A total of 1000 individual broadcasts were aimed to reach more 

than half the Indian population. More than 3500 video screenings were made in 

villages with limited access to TV.  A survey was taken out by A C Nielson to 

understand the impact of the campaign, of which the most interesting part of a survey 

was that the TV spots were reaching 43 million people at the cost of less than a rupee 

and was able to change changing behaviour for less than Rs. 10 per person.  
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Balbir Pasha Campaign 
 

Population Services International (PSI) executed an aggressive, innovative 

communication campaign in Mumbai, as part of an integrated behaviour change 

HIV/AIDS prevention programme called ‗Operation Lighthouse‘. The project was 

implemented in 12 major port communities across India with the financial support of the 

USAID through the AIDS-Mark funding mechanism. This campaign was created by 

Social Marketing and Communications Unit (SOMAC) of Lowe Worldwide (Lintas 

earlier). 

      

Image 67      Image 68 

The campaign was based on consumer research analysis and that suggested that HIV 

infection rates couples with flawed risk perception as the prominent reason for the 

prevalence of HIV/AIDS in the poorest sectors of Mumbai. Most of the characters that 

were depicted on the ads, short films and teasers were basically people living in the 

Mumbai. Through a mixture of strategically placed outdoor communications, television 

and radio messages and was comprehensively covered through newspapers. 
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The character ‗Balbir Pasha‘- a fictitious character portrayed various intriguing scenarios 

(Images 67-68), served as a behavioural model for consumers of Mumbai mass media. 

The theoretical framework that guided this campaign was Albert Bandura‘s Social 

learning theory (1986), where people learn and change by observing the behaviours of 

others—risk behaviours in this case. For example, Film Still 9, is of a short film on a 

fictitious character called Hariya, who is a migrant labourer working in Mumbai, who 

solicits commercial sex occasionally. What the films insist on is whether Hariya uses a 

condom while engaging in such ‗risk behaviour‘.  

                                                      

Film Still 9     Film Still 10 

Film Still 10 is about a character Manu who is 22 year old ‗smart‘ young man. He is into 

a relationship with another girl, and the underlying message in it is that because they 

know each other well, the use of condom is not so necessary. The film later on goes on to 

say the girl with whom Manu is involved has many other explicit relationships with other 

men. Film Stills 11 & 12 also dwells on this theory of ‗regular partner‘ and of no 

necessity of condom with them. This drew a lot of criticism for socially constructing the 

woman as the ‗carrier‘ of the virus, where men have to save themselves from such 

vectors, by using condoms. 
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Film Still 11       Film Still 12 

 

                       

Film Still 13       Film Still 14 

One of the most celebrated achievements of the campaign is the way in which the "Balbir 

Pasha" icon became entrenched in popular culture. The concept was borrowed by 

numerous groups and individuals and used the campaign in a different context. In Andhra 

Pradesh, the character was known as ‗Puli Raju’. Even Amul, one of the nation's leading 

dairy co-operatives, borrowed the concept of 'regular partner' when advertising their 

butter.  

The theme of ‗alcohol and condom use‘ was more readily accepted but the 

campaign faced criticism when the theme of ‗regular partners‘ was introduced. (Film 

Stills 13 & 14). It was at this time that some individuals criticized the campaign for its 
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cutting-edge frankness (―bringing the bedroom into the living room"). This criticism was 

more specifically aimed at the television commercials that were produced as part of the 

"Balbir Pasha" campaign, rather than the out-door billboards and posters and other 

communication media. Another criticism was that the campaign was perceived to be 

"anti-women" as it depicted that the male character (Balbir Pasha) could be at risk for 

AIDS since he is having unprotected sex with a woman (Manjula), thereby implying that 

HIV is passed on from the woman to the man.  In addition to women named Manjula that 

took personal offense (and called the Saadhan helpline to express their outrage), some 

women's groups made a point to argue that as the name Manjula is a Hindu name, the 

campaign targeted this specific religious group.  This principle follows the UNAIDS 

approach of 'men make a difference', which places greater responsibility on men to 

change attitudes and behavior, which in turn would enable the empowerment of women 

necessary for protection from HIV infection. Still others felt that the campaign was not 

"complete" as they felt it only focused on the (hetero) sexual mode of transmission of 

HIV/AIDS.  

However, pre-campaign evaluations specifically designed to test for 

comprehension demonstrated that test subjects could easily understand the campaign‘s 

intended messages. It made people sit up and take note of AIDS. It spoke to people in a 

language they understand. This campaign implied that Westernized campaign may not 

work to spread awareness among the masses as was done by the National AIDS control 

Society in the NACP-I phase. Women groups called the campaign sexist because it 

implied that HIV was spread primarily from women to men. But this was because the 

campaign was targeted at men who frequented CSWs. PSI India chose the group at 
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highest risk, in this case urban men, because it believed that men can play a much 

stronger role in reducing the epidemic and that no single campaign can successfully 

address all groups. This campaign followed the principle based upon the UNAIDS 

approach of ‗men make a difference‘, which places greater responsibility on men to 

change attitudes and behaviour, which in turn would enable the empowerment of women 

necessary for protection from HIV infection. 

What kind of a man are you?—Campaign 
 

           

Image 69     Image 70 

Breakthrough, an international human rights organization launched the 360-

degree media campaign, ―What Kind of Man Are You?‖ .The press brief of Breakthrough 

(2005) campaign states thus:  

What Kind of Man Are You?‖ is the first mass-media campaign in India which 

directly asked the men to wear condoms to protect their wives from HIV/AIDS 

infection. It put a spotlight on the fact that more than 2 million married women 

with HIV/AIDS in India are infected by their husbands. A taboo issue within 

Indian society, the campaign questioned stereotypes and created national dialogue 

about a woman's right to negotiate safe sex within her marriage. 
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The campaign was created by the advertising agency McCann Erickson. The primary 

focus of creating such a campaign on women and HIV/AIDS was a real challenge and it 

attempted to understand what a woman would say to her husband in a complex situation 

like HIV/AIDS. This also campaign encourages married couples to get involved in 

dialogue on gender relations and HIV/AIDS (Images 69-70). It also attempted to address 

the issue through text-messages based HIV/AIDS helpline with a popular portal. It claims 

that this sort of helpline received more than 10, 000 queries‖ What Kind of Man Are 

You? was stated as a 360 degree integrated communications campaign (TV, radio, print, 

internet, movie theatres, and transportation) which encouraged dialogue on HIV/AIDS 

among married couples in seven languages: Bengali, Hindi, English, Kannada, Tamil, 

Telugu and Marathi.  

                             

    Film Still 15           Film Still 16 

Most of the videos developed during this campaign focused on a marital 

relationship, where the husband thinks he cannot possibly be infected with HIV (Film 

Still 15 and 16). Most people think it can never happen to them and take unnecessary 

risks. This campaign helped people to talk about these issues because unless men wear 

condoms, even with their own wives, HIV/AIDS will continue to spread.  The hypothesis 
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of this campaign was that, barely 5% of Indian women have comprehensive knowledge 

about ways of preventing HIV/AIDS. It was felt that, women are often not in a social or 

economic position to insist on fidelity in marriage and relationships, demand condom use, 

or refuse sex to a partner who may pose a risk to their sexual health.  

                 

Image 71                         Image 72 

 What Kind of Man Are You? is a path-breaking campaign because it encouraged 

more equal relationships between men and women to prevent the further spread of 

HIV/AIDS. It was able to spark a public dialogue about difficult but necessary issues like 

fidelity, protection from HIV/AIDS and communication within marriage. The campaign 

constructed it as a serious health and human rights issue. While popular perception might 

lead one to believe that most of these women are commercial sex workers, official 

numbers indicate that sex workers constitute fewer than the overall female infections. 

Hence the reality is that the majority of women with HIV/AIDS in India have been 

infected by a husband or primary male partner! (Image 71 in English talks specifically of 

a partner, but not a wife as the Hindi one—Image 72). 
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Men make a difference Campaign 
 

Gender Equality and empowerment were considered as the key areas for the control of 

HIV/AIDS. Men were held responsible for their sexual and reproductive health. It is also 

stressed that men should not endanger their sexual partners. HIV control programmes 

have targeted men in many countries. Programmes were initiated to reduce high risk and 

number of partners among truck drivers like the Healthy Highways project in India. The 

HIV/epidemic is mainly heterosexual, with 70% of the infections occurring due to sexual 

contacts between males and females (UNAIDS, 2000). Three-fourths of the infections in 

India are due to the heterosexual transmission of the virus (NACO, 1999). 

  

Image 73     Image 74 

 Men make a Difference was the title of the first year (2000-2001) of a two-year 

campaign focusing on the role of men in the AIDS epidemic. This campaign aimed to 

involve men more fully in the effort against AIDS and to bring about a much-needed 

focus on men in national responses to the epidemic (Images 73-74). All over the world, 

women find themselves at special risk of HIV infection because of their lack of power to 
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determine where, when and how sex takes place. What is less recognized, however, is 

that the cultural beliefs and expectations that make this the case also heighten men's own 

vulnerability.   Part of the effort to curb the AIDS epidemic included challenging harmful 

concepts of masculinity and changing many commonly-held attitudes and behaviours, 

including the way men view risk and how boys are socialized to become men. Broadly 

speaking, men were expected to be physically strong, emotionally robust, daring and 

virile. Film Stills 17-18 signify this concept only when it states—―Those who care, know 

this is the right thing, condom always‖. 

                       

Film Still 17      Film Still 18 

 
 

Film Still 19 
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Film Stills 17 and 18 are part of the Yehi hai Sahi (This is right) theme-based 

campaign. Film Still 17 is a short film in which a newlywed bridegroom delays the ‗act‘ 

till his bride is comfortable. Thus the tagline, ‗those who care know this is the right 

thing—Condom always! 

Some of these expectations translate into ways of thinking and behaving that 

endanger the health and well-being of men and their sex partners. Other behaviours and 

attitudes, on the contrary, represent valuable potential that can be tapped by AIDS 

programme. Focusing the campaign on men also acknowledged the fact that men are 

often less likely to seek health care than women. But boys who are brought up to believe 

that "real men don't get sick" often see themselves as invulnerable to illness or risk. This 

is reflected in the under-use of health services by men.   All over the world, men tend to 

have more sex partners than women, including more extramarital partners, thereby 

increasing their own and their primary partners' risk of contracting HIV (UNAIDS, 

2000). More men than women inject drugs and are therefore more likely to infect 

themselves and others through the use of unsterilized equipment. And many men who 

have sex with other men do not know how to protect themselves or their partners. 

Secrecy, stigma and shame surrounding HIV compound the effects of all these risk 

behaviours. The stigma surrounding HIV may prevent many men and women from 

acknowledging that they have become infected. Men and AIDS – A gendered approach 

(UNAIDS, 2000) elaborates that men have to play an important role in fighting the 

epidemic. It states that men engage in behaviour such as drinking, using illegal 

substances or driving recklessly that puts their health to risk.  Such kind of behaviour puts 
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them at risk of HIV: While HIV transmission among women is growing, men including 

adolescent boys continue to represent the majority of people living world-wide with 

HIV/AIDS. In some settings, men are less likely than women to pay attention to their 

sexual health and safety. Men are more likely than women to use alcohol and other 

substances that lead to unsafe sex and increase the risk of HIV transmission, and men are 

more likely to inject drugs, risking infection from needles and syringes contaminated 

with HIV. The report also a point out HIV is more easily transmitted from men to women 

than vice versa. In addition, HIV positive drug users who are mostly male can transmit 

the virus to both their drug partners and sex partners. A man with HIV is therefore likely 

to infect more people over a lifetime than an HIV positive woman. Many men who have 

sex with men also have sex with women, their wives or regular or occasional girlfriends. 

Hostility and misconceptions about sex between men have resulted in inadequate HIV 

prevention measures in many countries. The report urges the fathers and future fathers to 

consider the potential impact of their sexual behaviour on their partners and children. 

Men also need to take a greater role in caring for family members with HIV or AIDS. 
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CHAPTER 7 

CONCLUSION 

SOCIAL CONSTRUCTION OF SEXUAL CITIZENSHIP IN INDIA 

One of the paradoxes of Indian Culture is that sexual desire is used to sell 

everything from soaps to motorbikes while sexuality of its masses is denied. Even as the 

Government of India has changed its position for abstinence-only-until-marital sex 

approach, sexually transmitted disease rates among young people keep soaring. The first 

step is to get honest about sex. The media is an important source of information and 

models of healthy sexuality for young people. It is in this background that this study was 

taken up to understand the various facets of sexual health communication in India 

through its HIV/AIDS messages. The thesis also attempted to highlight the various ways 

in which sexual health gets constructed. This thesis can be considered as a contribution to 

existing body of knowledge on sexual health communication in India.  

 Sexual health is an intricate and a multi-dimensional subject that has been 

addressed in different times all over the world. During the population control programme, 

it was addressed in a ‗safeguarding‘ mode, whose primary aim was only population 

control. The basic premise was to prevent people from producing more children. But 

HIV/AIDS has more to do with refraining from sexual activities and thus constitute a 

‗regulatory‘ mode on sexual health. Starting with an initial response of denial by the 

Government of India, HIV/AIDS has come a long way. The initial belief was that it 

cannot spread in India because of strong family values and heterosexual lifestyles. 

HIV/AIDS kept spreading silently and by the time of initiation of National AIDS Control 
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programme almost all of the states of the country were affected to varying degrees. Blood 

transmission route which was the least cause of HIV infection was prioritized in 

approaches adopted by the Government. Concentrating on high risk population started 

during the NACP II. Most of the campaigns either focused on HIV or STD, but have 

failed to highlight the linkages between them. 

NACO aimed to contain the HIV ultimately through control of STDs. More focus was 

stressed on ‗Abstinence (A)‘ and ‗Behaviour Change (B)‘ of the ABCD approach. The 

‗Condom (C)‘ anyway existed since the population control programmes. In condom 

promotion, there is again a need to counter the strong belief amongst married women that 

it is only for birth control and they are safe from the epidemic. Sustained media 

campaigns need to be taken up to promote condom use where ever necessary as a mode 

of HIV prevention, rather than portraying it as a pleasure device. Female condoms also 

need to be promoted in a similar manner, where women can protect themselves in cases 

where men refuse to use condom. The LGBT groups in India have also been demanding 

separate spaces for themselves in the entire debate on HIV/AIDS. They have been 

vociferously demanding at various forums about their sexual rights, urging the 

Government to understand and address issues related to their sexual health needs.  

Indeed, a controversy arose when one of the judges of high court endorsed the sexual 

rights of homosexuals better known as the Article 377. It was the culmination of a 

successful fight against the provision in Section 377 of the Penal Code of India. Section 

377 criminalised private consensual sex between adults of the same sex. This law had led 

to serious discrimination against people engaging in homosexual acts, who were 
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subjected to frequent threats of prosecution by police. The law also has likely impeded 

the battle against HIV. The provision was read down in July 2009 after a sustained mass 

media campaign by activists known as the Voices Against 377. It brought together 

sexuality and lesbian, gay, bisexual and transgender (LGBT) organisations. The 

judgement transcended the LGBT issue with the implication of protection for all 

minorities and introduced for the first time in South Asia the idea of sexual citizenship. 

As Myhre & Flora (2000: 42) put it, ―HIV/AIDS campaigns originated in an 

atmosphere of public health urgency and fear‖. Numerous campaigns have experimented 

with key strategies to overcome the obstacles to provide sexual health services to targeted 

populations. Social disapproval as well as intimidation can be tackled well by mobilizing 

the community effectively (AIDS Alert, 2000; Alstead et al, 1999). Gearing up sexual 

health messages to specific subgroups of the population, by segmenting the audience and 

designing culture-specific messages would increase access to health services (Backer et 

al, 1992). Motivational media campaigns need to use clear, simple messages. Multiple 

media channels; and dissemination of positive images can increase awareness about the 

risks of being sexually active. This will help people indulging in risk behaviour to take 

preventive measures (Kirby et al., 1999). In all health communication programmes, the 

involvement of members of the target audience as educators, coordinators, and 

programme developers are considered key to success (AIDS Alert, 2000). Sexual health 

campaigns will be most effective when the media are complemented by other activities at 

the individual, community, and policy levels and when the campaign can be sustained 

over the long term (McGuire, 1989 as cited in Keller & Brown, 2002). The messages 

provided in safer sex or AIDS prevention media campaigns will get lost in the sea of 
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competing messages that promote irresponsible and unhealthy sexual behaviours unless 

they are repeated extensively and reinforced by service providers and public policy 

(Keller & Brown, 2002). In addition, there needs to be political leadership that provides a 

vision for combating the epidemic. Each community‘s needs must be assessed for their 

―community readiness‖ to implement a comprehensive programme that includes services 

to prevent the epidemic. It can no more be ‗top down‘. The ‗bottom up‘ approach cannot 

also be based on the fact of information overload on the marginalised.   

Sexual health as a concept is still evolving. It still is used in diverse ways both in 

academia as well as in the policy publications. What is needed is a strong critical and 

interdisciplinary reflection on the conceptualization and the application of the concept 

everywhere (Sandfort & Ehrhardt, 2004). In order to be effective, sexual health 

promotion needs to be informed by an interdisciplinary understanding of sexuality that 

requires scientific understanding.  

In his History of Sexuality and Christianity, Foucault stated that sexuality was 

produced through the strategies of power-knowledge. The state becomes the storehouse 

of the knowledge that gets disseminated through it institutions. In India, health is a 

subject addressed by the centre. Thus, HIV/AIDS also comes under this purview. Starting 

from National STD Control programme, Government of India has held control over the 

manner in which the concept of sexual health gets formulated. These attempts were 

largely influenced by the Western donor agencies which have been funding and have 

become the ‗ideology‘ based on which sexual health messages were created and 

disseminated.  Starting from a biomedical mode of message dissemination to moral mode 



233 
 

of dissemination, parallels can be drawn on the manner in which countries all around the 

world were addressing the issue of HIV/AIDS. All the countries around the world based 

their communication strategies on IEC mode for a long time, which was later to be 

known as top-down. As time passed, and as the approach of the funding agencies diverted 

to individual behaviour change, all the countries shifted their approach to Behaviour 

change communication, without realizing if it would work or not. This approach was later 

known as ‗bottom up‘. Ambiguities still exist about who are at the bottom! 

The comparative analysis taken up in this study clearly outlines this dilemma that 

different countries face regarding HIV/AIDS. Each country has its own set of sub-

populations that need attention and the messages need to be targeted at them. Netherlands 

and Finland are more concerned about MSMs and migrants population, whereas countries 

like Thailand are worried about the population who work in ‗sex establishments‘. In most 

of the countries, safe sex practices are often seen as social problems of the poor and the 

marginalised.  Thus, most of the developing countries are diverting their energies and 

funds to address these sub-populations from the general population. This could be termed 

as a discriminatory approach of the funders and the state that implements such 

interventions. Netherlands and Finland have fewer sub-populations to worry about in 

comparison to other developing countries. That‘s the reason they are investing in 

development of vaccine for the HIV. Sexual health education needs to be understood in a 

multi-disciplinary way before it is introduced at the school level. A proper understanding 

of the cultural, structural factors that define the existence of the epidemic needs to be 

understood, before sex education about a responsible sexual citizen is imparted. The next 



234 
 

section elaborates on the aspects of sexual health behaviour and responsible sexual 

citizenship, both aspects which are inherently necessary factors for a country to progress. 

The resources and energies that are invested by the state can be diverted to other avenues, 

if the people behave responsibly in terms of their sexual health. 

DECONSTRUCTING SEXUAL CITIZENSHIP: 

FROM FOUCAULT TO GLOBALIZATION 

The WHO proceedings on Promotion of Sexual Health: A recommendation for 

action states that ‗responsible sexual behaviour‘: 

  is expressed at individual, interpersonal and community levels. It is 

characterized by autonomy, mutuality, honesty, respectfulness, consent, 

protection, pursuit of pleasure, and wellness (WHO 2001:8). 

 

This definition elaborates further that a person who exhibits responsible sexual behaviour 

does not intend to cause harm, and refrains from exploitation, harassment, manipulation 

and discrimination. It also determines the role of a community, which also could mean 

the state, which promotes responsible sexual behaviour by providing the knowledge, 

resources and rights for individuals to engage in such practices. The combination of 

sexual rights as a contested concept and the increasing usage of the language of 

citizenship in sexual politics, underlines the need for a critical analysis of its meaning and 

value as a concept. There are competing claims for what are defined as sexual rights and 

lack of rights, reflecting not only differences in how sexuality is conceptualized but also 

the fact that there is no singular agreed definition of sexual citizenship. Sexual 

Citizenship discourse began by noting three components of citizenship: civil, political, 

and social.   In particular, theorists of sexual citizenship argue that citizenship claims are 
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based on heterosexual and male privilege. The theoretical construct of sexual citizenship 

is more on metaphorical notions. It does pertain to the legal regulations of sexuality: 

sexual practices, sexual speech, public entitlements (welfare), and marriage (Robson & 

Kessler, 2009).  As seen with the concept of sexual health, there is no agreed-upon 

definition of ―sexual citizenship‖ (Richardson, 2000). It is sometimes used as a collection 

of legal or political rights. In other instances, the emphasis is on the relation of the 

consumption of goods and services to sexual practices and identities. Citizenship is 

premised on institutionalized heterosexuality which lacks legal protection to gays and 

lesbians from discrimination or harassment. They have limited political rights, and have 

limited access to ―full social citizenship‖, even in the realms of welfare, education, 

parenting, employment, and housing (Richardson, 2000). Gays and lesbians are tolerated 

as ―partial‖ citizens: they must conform to the condition ―that they remain in the private 

sphere and do not seek public recognition or membership in the political community. ― 

With homosexuality viewed as a threat to the nation-state, gays and lesbians are excluded 

from the ―construction of ‗nation‘ and nationality.‖ It needs to be noted that increasing 

use of the language of sexual citizenship is in contrast to the language of sexual liberation 

(Richardson, 2000).  The very concept of sexual citizen tends to breach the public–

private divide. Thus, it brings the sexuality into the public sphere (Weeks, 1998).  The 

claim to sexual citizenship arises from cultural shifts that are undermining traditional 

hierarchical relationships.  

  The relationship between individuals and the state—the concept of citizenship 

has little relevance without a nation. It can be argued that sexual citizenship relates to 
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Foucault‘s analysis of Governmentality— government practices that monitor and shape 

individuals' conduct—and self-discipline—the ways in which individuals act upon 

themselves (Robson & Kessler, 2009). When citizenship transcends national boundaries, 

new questions arise, such as which government or international entity is regulating 

individuals. Foucauldian claims that citizenship has a disciplinary function as ―intuitively 

persuasive‖, but maintains that ―rights and citizenship retain an unruly and unpredictable 

political and social edge.‖ (Cossman, 2007). In this sense, discipline is ―resistable‖. 

Historically, citizenship has been built on exclusions through binary divisions, with two 

primary axes: private/public and active/passive. Sexual citizenship articulates sexuality in 

the public sphere, by way of claims for rights and participation, while also claiming a 

―right to spaces for sub-cultural life‖ (Stychin, 1998). Traditionally, states perpetuate 

traditional dominant ideologies of the sexual as individual, personal, private, definitively 

divorced from material structures and power relations. Yet, as merely passing references 

to the civil, political and social rights of various sexual minorities and the marketing of 

sexual imagery and commodities make clear, this is manifestly not the case (Evans, 

2010). 

HIV prevalence in India is measured through the data coming out of the 

surveillance of antenatal and sexually transmitted disease clinics. These data cannot 

provide real insight into where transmission is occurring or guide programme strategy. 

The factors that influence the Indian epidemic are the size, behaviours, and disease 

burdens of high-risk groups, their interaction with sub-populations. The interplay of these 

forces has resulted in substantial epidemics in several pockets of many Indian states that 
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could potentially ignite sub-epidemics in other, currently low prevalence, parts of the 

country (Chandrasekharan et al, 2006). Unless and until HIV is contained, it will continue 

to have consequences for India's development. India's national response to HIV began in 

1992 and has shown early success in some states. The priority is to build on those 

successes by increasing prevention coverage of high-risk groups to saturation level, 

enhancing access and uptake of care and treatment services, ensuring systems and 

capacity for evidence-based programming, and building in-country technical and 

managerial capacity. Peter Piot, the director of UNAIDS aptly sums up the HIV/AIDS 

scenario in India wherein he states that the challenges India faces to overcome HIV/AIDS 

are enormous. He also at the same time emphasizes on the ample quantities of all the 

resources that are needed to achieve universal access to HIV prevention and treatment 

that would aid in defeating AIDS. This will require a significant intensification of efforts, 

in India, just as in the rest of the world (UNAIDS 2006 cited in Kodandapani & Alpert, 

2007). 

COMMUNICATION CAMPAIGNS ON SEXUAL HEALTH: WAY FORWARD 

 

Myths, misinformation and misconceptions still abound about HIV/AIDS. It is 

still associated with death, dirty, bad and morally wrong actions. The general impression 

that ‗everyone is doing it‘ and it is OK to have sex in pre- and post- marital situations has 

got an impetus largely due to liberal media and easy access to money and revolution in 

information technology. In such kind of a scenario, communication becomes a cross-

cutting and integral strategic intervention in all components of HIV and AIDS 

prevention. There must be comprehensive sex education (awareness) at the school level. 
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But the problem in Indian languages is that it does not have a clinical vocabulary for 

discussing sex, sexuality, and sexually transmitted diseases. Another problem with 

dividing populations by risk category is that society is not static -- a low risk rural farmer 

can become a high-risk urban slum dweller or a truck driver overnight! 

As this study has attempted to show, the issue is not only about HIV/AIDS, but 

also about the politics of the human sexual relationships that serve as the prime carrier of 

HIV. This politics has largely been ignored. The primary objective of the HIV/AIDS 

campaigns is to limit the epidemicity of the disease. What is needed is a value orientation 

rather than information orientation because knowledge is a necessary but not sufficient 

condition for prevention of HIV/AIDS. This implies that campaigns should be designed 

not just to increase knowledge about HIV/AIDS but also stress upon attitude and 

behaviour change. There must also be emphasis on improving gender sensitivity on the 

part of both men and women and on improving the negotiating skills of women in casual 

sexual encounters. Several Communication Needs Assessments (CNA) studies have 

noted the influence of gatekeepers. Till date most of the HIV/AIDS campaigns have 

focussed mostly on film and sports personalities, but there is a need to go beyond and 

make appeal to different sets of audiences. Non-mass media approaches need to be 

looked at much more closely. 

Communication for HIV/AIDS requires an insightful behavioural analysis. Since 

talking about sex is personal, social sensitivity is the prime concern. Individual and socio-

cultural aspects play a very important role in designing the messages. Changing 

behaviour (in contrast to changing knowledge) requires formative research that focuses 
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on in-depth behavioural analysis—that is research to uncover why current behaviours 

persist and why new behaviours are resisted. Tackling HIV/AIDS also requires an active 

and coordinated inter-sectoral involvement, particularly education and industry that can 

magnify the impact of health sector programming. A thorough documentation of the 

behavioural interventions will definitely aid in planning communication campaigns. 

HIV is not a common everyday infectious disease.  It cannot be transmitted in 

contaminated water and food, like cholera or typhoid. The virus cannot be 

transmitted by an insect, as are plague and malaria. HIV is not transmitted 

through air, like influenza and tuberculosis, nor through physical touch, like 

fungal infections. HIV transmission usually requires the active participation of an 

individual in activities in which bodily fluids (semen or blood) are exchanged. 

Theoretically, HIV‘s spread can thus be controlled. (Singhal & Rogers, 2003: 73-

74) 

 Communication strategies must, therefore, be firmly based in the cultural realities of the 

behaviour patterns and belief systems of India. It should also be able address the 

constraints and limitations that an individual faces while attempting to initiate new 

behaviours, within the social structures and personal relationships such as social norms, 

perceptions of self-efficacy and power inequalities in relationships.  

*** 
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APPENDIX I 

DECLARATIONS AND COMMITMENTS ON HIV/AIDS 

 

1. The United Nations Millennium Declaration (2000) 

2. United Nations General Assembly Special Session (UNGASS) Declaration of 

Commitment on HIV/AIDS (2001) 

3. Political Declaration on HIV/AIDS (2006) 

4. World Summit Outcome Document (2005) 

5. The Abuja Declaration on HIV/AIDS, TB and Other Infectious Diseases (2001) 

6. The Suva Declaration (2004) 

7. UNAIDS Global Strategy Framework on HIV/AIDS (2000) 

8. GIPA Greater Involvement of People Living with HIV/AIDS 

9. WHO and UNAIDS The ―3 by 5‖ (2003) and Universal Access by 2010 (2005) 

Initiative 

10. Universal Access by 2010 

11. UNAIDS—The ―Three Ones‖ (2004) 

12. World Bank AIDS Strategy and Action Plan (2006) 
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APPENDIX II 

INTERVIEW GUIDE 

a. How has the concept of ‗Sexual health‘ evolved in India in the context of 

HIV/AIDS? 

b. What were the initial understandings of the ‗institutions‘ like NACP/NACO in 

conceptualizing the concept of sexual health for the Indian population? 

c. Which social, cultural, and religious messages were taught to you? In which 

ways they influenced the way you learned, experienced, and defined the 

normative sexual health practices? 

d. How various factors have as morality, faithfulness, and dedication got weaved 

into the sexual health messages? 

e. How have you related your own understandings of sexuality to the work 

undertaken by you with regards to sexual health? 

f. Why and how did Condom get repositioned in HIV and AIDS campaign after its 

lack of success during the family planning programmes? 

g. Do you think institutions set the parameters for normative sexual health? 
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