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bstract

AIDS denial has long been viewed as the obstacle to forging effective response in many Asian countries. This article examines
he dimensions and roots of this phenomenon. It identifies seven types of views, attitudes, or tendencies that can be described as
enial, dissent, disagreements, or doubts. Three major factors underlying the AIDS denial are discussed. These are (1) historical
mpressions that STDs are Western diseases, (2) desire of some Asian leaders to forge Eastern points of view, and (3) long-held
egative image towards the peoples or groups who happened to be at the front-line of the population groups exposed to the
pidemic. The third factor is the most important source of denial. AIDS denial is not a new and isolated phenomenon but the
ne shaped by the global and historical institutions. Asian AIDS denial reflects the authoritarian and moralist grievances arising
rom the perceived deterioration of traditional moral order.
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. Introduction

Since the late 1980s, well within a decade of the
dentification of the disease, Asia has been warned to
e heading towards a devastating AIDS epidemic. The
pidemic has been described as the ‘gathering storm’
1] which could create a ‘next wave’ [2] of infections
nd deaths in Asia pushing the ‘continent in peril’
3] and putting the ‘economic and social progress in
eopardy’ [4]. Though the prevalence of the disease in
sian regions such as South and Southeast Asia (0.6%)

nd East Asia (0.1%) is much lower than that in sub-
aharan Africa (6.1%), almost all the countries have
etected the virus in their nationals [5]. Yet people
ho take drugs intravenously and those who sell sex

re at the front-line of the population groups hit by the
storm’. The virus has been detected in the majority
f injecting drug users in one or more sites of China,
ndia, Indonesia, Myanmar, Nepal, Thailand, and Viet-
am, and among one-tenth or more sex workers in
ome sites of Cambodia, India, Myanmar, Nepal, Thai-
and, and Vietnam [6,7]. The incidence of HIV is rising
mong low-risk female populations in many countries
8].

However, responses to this ongoing crisis have often
emained scanty even in the countries which have been
peculated to be at the risk of larger epidemics. Dwyer
t al. observed that although information about dev-
stating impacts of HIV/AIDS in Africa was widely
irculated in the region, most countries in Asia took no
nitiative to adopt the measures proven to be effective
n controlling the epidemic [9]. There are notable dis-
greements about the extent, prospect, and prevention
f the disease. At the first hand, the control of AIDS
pidemics looks simple, as Thailand has shown that
he disease can be contained provided that the lead-
rs are committed and focused interventions are put in
lace [10]. But many other countries have done little to
each the people who are the first to face the ‘storm’. A
003 review showed that only a small fraction of at-risk
opulations such as injecting drug users, sex workers,
nd migrants had been reached with the basic preven-
ion services [11]. Not much was changed by 2005 [5].
ven Thailand was no exception given that only a few

rug injectors and homosexuals were receiving some
utreach services [11].

So, why are the responses to the prospective ‘storm’
ow, slow, and fragmented? Why is there little appre-
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iation among the leaders that the disease might take a
eavy toll if left unchecked?

The phenomenon of low, slow, and fragmented
esponses has been described as the outcome of AIDS
enial. Time and again, AIDS denial has been men-
ioned as the serious obstacle to controlling AIDS
n Asia. The generic label, however, obscures many
mportant dimensions of this challenge. The paper
ttempts to explore the dimension and roots of the
IDS denial in Asia.
The analysis is guided by the social construc-

ionist approach which assumes that the diseases
re biological phenomena but they carry socially
onstructed meaning. Widespread stigma and discrimi-
ation against people with HIV/AIDS arise partly from
he existing negative public attitude towards these peo-
le [12]. The negative public image of HIV/AIDS and
eople carrying the virus is not only associated with
he nature of the disease but also with the socially
onstructed meaning or understanding about the risk
actors. The extent of stigma varies according to modes
f transmission or behaviours perceived to be responsi-
le for the infection and the pre-existing characteristics
f the at-risk groups. Many different social institutions
ontribute to the construction of specific public images
f the target populations. The people and places at risk
f contracting a disease are identified by the epidemi-
logical studies but they do not necessarily become
omprehensible to the masses. The public, the media,
nd the policy-makers begin to develop certain images
bout the disease and the at-risk people. According to
chneider and Ingram [13], ‘officials develop maps
f target populations based on both the stereotypes
hey themselves hold and those they believe to pre-
ail among the segments of the public likely to become
mportant to them.’ Formulation and shifts in policy
or a particular group, subpopulation, or community
epend on how they are viewed by policy-makers.
auri and Liberman contend that where social insti-

utions divide the population groups deeply, elites and
ommon people perceive AIDS to be a disease of other
eople outside their community and who are unlikely
o mingle with them [14]. When responsible authorities
ake ‘us’ and ‘they’ approach by prejudicially linking

he disease with specific sections of the populations,
IDS policies remain misguided and fragmented. To

llustrate, despite very similar socio-demographic set-
ps, response to AIDS were very different in Brazil and
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outh Africa; unlike Brazil where AIDS was consid-
red a general threat for the entire population, AIDS
as linked in South Africa with the racial issues and
IDS policy was marred with racial divisions [14].

. Dimensions of denial

Like AIDS, the AIDS denialism is a global phe-
omenon. This has even tied the hands of the United
ations (UN) agencies which are looked for leading the
lobal efforts to fight this pandemic. The Political Dec-
aration adopted on 15 June 2006 by the UN General
ssembly mentioned the term ‘vulnerable groups’ five

imes but nowhere specified what they include [15].
his was aimed at avoiding the acknowledgment of

he existence of vulnerable groups such as injecting
rug users and sex workers. Yet much of the interna-
ional comments on AIDS denial refer to South Africa
here the President Thabo Mbeki questioned the pre-
ailing mainstream views on HIV/AIDS, and set up the
residential AIDS Advisory Panel [16–18]. Inclusion
f the so-called dissident scientists in the panel was
he most controversial aspect of his initiative and the
ajor cause for severe criticism against him. Refuting

he established biomedical explanations, Mbeki raised
oubts about the role of sexual behaviours in driving the
pidemic, attributed poverty as a cause for widespread
IDS deaths in Africa, and expressed skepticism to

he relevance of antiretroviral therapy. He was, there-
ore, branded as a ‘denialist’ and was even considered
esponsible for ‘genocide’ for the deaths due to AIDS
n his country [18].

No leader in Asia has done anything as controversial
s it was done by Mbeki. Yet Asia is not free from denial
f the term is understood as encompassing the range
f dissenting voices and disagreements. Schneider and
assin [16] refer to denial as the ‘individual or collec-

ive inability to face an intolerable reality by pretending
hat it does not exist’. There is, however, little clarity as
o what the AIDS denial means in the Asian contexts.

ention of this term in one or the other context or to
ccuse governments [cf. 19,20] is not helpful to under-
tand the full picture of the denial in this region. AIDS

enial is a complex phenomenon manifested in various
orms, ways, and contexts. Seven major dimensions of
enials, doubts, or disagreements about HIV/AIDS in
sian societies are briefly discussed below. For sim-
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licity, the term denial has been used here to represent
he range of disagreements, controversies, doubts, or
issents.

First, a small group of scientists and other profes-
ionals have doubted or even denied whether HIV has
eally been identified or whether it really causes AIDS.
hey are mostly from the US or Europe but includes
few from Asia. A group of the dissidents – leading

mong them is Peter Duesberg – argued that HIV is a
armless virus, and that AIDS is caused by drug abuse,
nti-AIDS drugs, or malnutrition [21,22]. The other
roup of dissidents, primarily the Perth Group, ques-
ioned whether HIV was actually identified as a unique
etrovirus [23]. In 2000, more than 5000 scientists
nd professionals signed a statement known as ‘The
urban Declaration’ dismissing those dissenting argu-
ents [24]. Some of the signatories were from Asia.
evertheless, the voices of AIDS dissidents appear to
ave no significant influence upon AIDS policies, as
o countries have publicly subscribed to these views.

Second, AIDS has long been seen as foreigners’
isease. A widely held view in Asia in the past –
nd to a little extent so far – is that AIDS is a West-
rner’s disease. Initial cases of AIDS identified in some
ountries of Asia belonged to the tourists or citizens
eturning from the West or the patients receiving the
lood imported from the West. The first AIDS case in
ndonesia was found in a Dutch tourist in Bali, a tourist
sland, in 1987. In China, the first AIDS case was iden-
ified in an Argentina-born US citizen and the first four
hinese identified with HIV were the haemophiliac
atients who received blood imported from the United
tates (US) [25]. The first AIDS patient documented in
hailand was a Thai male returned from the US [26].
hese incidents created an illusion about the source and
rospect of the disease.

Third, many Asian leaders were apparently con-
dent about the persistence of moral order in

heir countries. Many of them believed that deviant
ehaviours were absent or rare, and therefore the dis-
ase was unlikely to spread to the masses. Moralistic
nd ideological roots of AIDS denialism in Asia will
e discussed in next section. To illustrate the illusion
f moral order, it is sufficient to quote the then Indian

ealth Minister:

Ours is a moral society. While tackling AIDS you
cannot] say you lead licentious lives because [you can
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se] condoms. I don’t think that should be the message.
[27]

Fourth, AIDS has been considered a disease of
eviants or isolated groups. When the disease began to
ppear among the local populations of Asia, the virus
as initially identified among people who were tra-
itionally considered deviants or immoral. In India, a
emale sex worker from Chennai was the first local
erson identified with HIV. Initial outbreaks of HIV
n this country occurred among injecting drug users
n Manipur, a northeastern state bordering on Myan-

ar [28] and female sex workers in Mumbai [7].
ikewise, in Indonesia, initial cases of HIV infec-

ions were found in costal areas frequented by Thai
shermen [29]. The first major outbreaks of HIV in
hina were limited to the injecting drug users mostly

rom the ethnic minorities in Yunnan province [30,31].
his might have created a false hope that the main-
treams of the society would be insulated from the
pidemic.

Fifth, denial of services to the people exposed to
he disease was an inevitable outcome of the per-
eption that individuals contracted the disease owing
o their own sinful, deviant, or immoral behaviours.
tatistics reported by the government agencies showed

hat until recently only a small fraction of vulnerable
roups such as injecting drug users, sex workers, and
en who have sex with men were reached with out-

each services [11]. Even in Thailand which has one
f a few model programs successful to control the epi-
emic at the national scale, the interventions have not
overed all identified at-risk groups [32]. Some crit-
cal groups such as injecting drug users, prisoners,

en who have sex with men (MSM), and immigrants
ave been deprived of basic prevention and treatment
ervices. Therefore, despite growing evidence about
he effectiveness, such programs as harm reductions
nd condom use remain controversial in the region
7].

Sixth, statistics on HIV/AIDS or at-risk groups
re considered sensitive items deserving to be
idden. Thailand, which developed a model condom-
romotion program later on, initially suppressed the

esults of HIV testing among sex workers for the
ear that the news of HIV outbreaks would harm
he tourism industry. Though the country soon took
old steps to publicise the statistics and to insti-
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ute the much-admired condom-promotion campaign
33], many other countries in the region continued
o show high sensitivity towards the statistics on
IV/AIDS and the most-at-risk groups. This is one
f the reasons behind limited availability and qual-
ty of the statistics on the at-risk groups such as
njecting drug users, sex workers and their clients,
nd men who have sex with men in the region
34–36]. Attitude of authorities in several countries
f this region is probably reflected in the UN Theme
roup’s observation about the local governments in
hina:

any local governments do not want to know, or
et others know about HIV/AIDS in their area for
ear that it will reflect poorly on the locality and its
fficials. Local governments sometimes suppress infor-
ation and sometimes even actively oppose research

n HIV/AIDS. [37]

Finally, sensitivity about the disease is translated
nto denial of, or disagreement over, the scale of the
pidemics. On several occasions, internal and external
gencies have seriously doubted one another’s esti-
ates. Generally, India and China kept questioning

he validity of the HIV/AIDS estimates and relevance
f the prevention programs prescribed by the interna-
ional institutions and Western health experts. In 1996,
ndian officials disagreed with the UN estimate of 3
illion people living with HIV/AIDS in the country,

nd the media even suspected that the ‘figures were
eing inflated by the West to pressure India into accept-
ng vaccine trial and other research on HIV infected
eople’ [38]. A doctor familiar with the AIDS situation
n India, however, warned that ‘Denial, complacency,
nd blaming others for the epidemic are the main
easons why HIV has spread so successfully’ in the
ountry [19]. Similar disagreements erupted in 2004
hen Richard Feachman, the Executive Director of

he Global Fund to Fight AIDS, Tuberculosis, and
alaria warned that India had the largest number of

eople living with HIV/AIDS in the world, surpass-
ng South Africa. He remarked, ‘I don’t believe in
fficial statistics. India is already in [the] first place’

39]. His arguments were refuted by several senior
overnment officials of India citing that these two
ountries were not comparable and the gap in HIV
revalence levels were large [40]. Likewise, on 13
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eptember 2003, The Lancet published a news report
ntitled ‘Human rights organization blasts China over
IV/AIDS cover-up.’ Human Rights Watch accused
hinese government of being ‘in denial’ over scale
f HIV/AIDS epidemic. In this report, Asian division
irector of Human Rights Watch, a New York based
rganization, was quoted as commenting: ‘The Chi-
ese government has been in denial about the problem
or many years’, and ‘Beijing’s failure to act decisively
n the AIDS epidemic continues to cost lives and cause
ncalculable suffering to those living with the virus’
20].

. Roots of the AIDS denial

Though the AIDS denial is not so unique to Asia,
here are certain features specifically conducive for
his phenomenon. This section discusses three salient
actors: (1) historical impressions that some sexually
ransmitted diseases (STDs) are Western diseases, (2)
esire of some Asian leaders to forge Eastern points
f view, and (3) long-held negative image towards the
eoples or groups who happened to be at the highest
isk of contracting the disease. These three factors are,
owever, interrelated.

.1. Historical impressions about sexually
ransmitted diseases

Historically, the well known STDs such as syphilis
ere understood by Asians as the Westerners’ dis-

ase. European colonizers were seen as the sources
f syphilis into Asia. Mukherji and Chakravarti [41]
bserved that syphilis, which is believed to have
rought to Europe by Columbian voyagers, was
nknown in ancient India until the arrival of Por-
uguese, although gonorrhoea and soft chancre existed
ince ancient time. They maintained that the absence
f any comment about syphilis in Sanskrit works
ould illustrate the absence of this disease in this

egion. They noted: ‘The disease is first mentioned
n Bhabaprakasa under the name of Feringhi Roga
Portuguese Disease) and mercurial preparations are

ecommended its treatment’ [41]. The term Feringhi
as used in many countries of Asia not only to refer

o Portuguese but any European. In Nepal, for exam-
le, local name of syphilis is Viringi and it seems

c
q
p
W
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robable that the name was coined to identify the
isease with the Feringhi. Medical history also indi-
ates that incidence of venereal diseases was probably
igher among Europeans than Asians. According to
he 1926 Annual Report of the Public Health Com-

issioner with the Government of India, rates of
ospital admissions for treatment of venereal dis-
ases of British troops (62.1 per 1000) was four times
igher than that of Indian troops (15.7 per 1000)
41].

.2. Constructing independent opinions?

An important ideological background to the AIDS
enial stems from the desire of Asian leaders to forge
n independent view reflecting on the culture, tra-
itions, and philosophies of the East. The thought
xaggerates morality, hierarchical relations among the
ember of the society, community cohesiveness, and

xtended family systems as unique characteristics of
he Asian societies. This pattern of thought is some-
imes referred, particularly in the East or Southeast
sia, as the Asian values. Though the concept of
sian values has been criticised as having no factual
ase [42], it cannot be denied as having served the
uthoritarian officials to interpret the AIDS as a dis-
ase of deviants or bad people. This idea imagines
sia as unique and denies or denounces behaviours

hat are considered to be inspired by the West-
rn thoughts and promotes oppressive or eliminative
pproach towards the people who are engaged in those
ehaviours.

The concept of Asian value – or exaggeration of
orality in particular – is not the only background for
IDS denial. On several issues, Asians have developed
pinions different from that of the Western schol-
rs, governments, and institutions. The AIDS denial,
hich is considered the single most threat to effec-

ive AIDS policy in Asia, parallels, to a limited extent,
he previous debates on emerging issues of global
oncern. A relevant example is the great population
ebate – evolved in the 1950s – about the role of
ggressive family planning programs versus role of
evelopment for population control in the developing

ountries [43,44]. In the 1970s, developing countries
uestioned the Western policy of the uni-focal family
lanning programs to control population in the Third
orld countries. On some occasions, development was



1 olicy 8

a
h
f
n

3
g

a
l
s
r
s
g
t
a
[
t
h
c
o
e
a
e
F
‘
t
c
p
n
l
d
e
a
I
t
t
a
u
w
i
r
p
i
e
a
i

o
d

u
a
b
b
m
l
b
‘
b
T
i
w
a
m
t
d
c
h
O
H
l
h
v

w
A
e
t
C
d
s
t
t
n
r
h
g
I
t
a
c

38 B. Nepal / Health P

rgued as the best contraceptive. For AIDS, moral order
as been seen as the best protection. This paves way
or painting negative image of the people who rather
eed support.

.3. Social construction of the disease and at-risk
roups

The construction of public impression about AIDS
nd the at-risk groups began with its initial epidemio-
ogical mystery. The disease remained mysterious for
ome years and societies developed various metaphors
eflecting fear, stigma and moralistic misapprehen-
ions [45]. Various perceptions about AIDS and at-risk
roups evolved in the West permeated Asia well before
he disease arrived. In the US, AIDS was initially found
mong gays and hence characterized as a ‘gay plague’
46]. This prompted the Asian policy-makers to dismiss
he potential challenge of this epidemic assuming that
omosexuality was absent in Asia. In the 1980s, AIDS
ases detected in Asia were mostly among foreigners,
verseas returnees, and female sex workers. Until the
arly 1990s, AIDS in Asia was generally interpreted
s the foreigner’s disease, particularly Westerner’s dis-
ase, associated with homosexuality and prostitution.
or example, in 1990, a journalist observed that the
Indian government’s perception that “foreigners” are
he principal carriers of HIV does not seem to have
hanged in recent years’ [47]. He added, ‘most laws
roposed to check the spread of AIDS are aimed at
on-nationals’ [47]. Similar was the situation in Thai-
and where AIDS was initially perceived as ‘a foreign
isease, carried by foreigners and brought from for-
ign lands’, and later as ‘a disease of homosexuals’
nd then as ‘a disease of intravenous drug users’ [48].
n the Philippines, AIDS was mainly identified with
he prostitutes and lower class gays who had con-
act with foreigners. Even the upper class gays were
rguing that ‘low class gay people should be rounded
p for AIDS testing since they’re the only ones now
ho go around with the foreigners’ [49]. In some

nstances, people from high prevalence neighbouring
egions were also blamed and cautioned. For exam-
le, when Taiwan started to recruit foreign labourers

n 1991 to make up its labour shortage, the labour-
rs from South and Southeast Asia were characterized
s the highest risk category who would pass HIV to
nnocent locals [50]. It has been taking a long time to
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vercome the misinterpretation that AIDS is simply a
isease of bad people.

The groups identified as the high-risk are powerless,
norganized, often from disadvantaged backgrounds,
nd negatively viewed. So, these groups have been
lamed for spreading the disease and considered to
e personally accountable for the infections. Major
essages directed to the negatively viewed power-

ess groups are that ‘they are bad people whose
ehaviour constitute a problem for others,’ and that
they can expect to be punished unless they change their
ehaviour or avoid contact with the government’ [13].
he negatively viewed powerless at-risk groups mostly

ncluded injecting drug users, female sex workers, men
ho have sex with men, and immigrants. In Japan,

s the official medical care system excludes undocu-
ented foreign nationals, the immigrants are reluctant

o take HIV test and to seek medical care for the fear of
eportation [51]. Burmese migrants in Thailand, espe-
ially those who lack work permit, also avoid visiting
ealth facilities because of the fear of deportation [52].
n 24 May 2006, a Thai daily, The Nation, reported that
IV prevalence among migrants was twice the preva-

ence in pregnant women, and hence the local public
ealth experts were pointing out migrants as emerging
ectors of HIV.

Marginal population groups such as IDUs, sex
orkers, and MSMs who are the most vulnerable to
IDS were stigmatized even without AIDS; the dis-

ase has added another burden upon them creating
he phenomenon of double stigma [53,54]. In Yunnan,
hina, for example, drug users carry stigma and are
enied participation in the community activities and
tate sponsored services irrespective of their HIV sta-
us [55]. A study from six Asian countries identified
hat the tendency to blame, stigmatize, and discrimi-
ate the people vulnerable to, or living with, HIV is
ealised more clearly in interpersonal contexts such as
ealth facilities but this is grounded in cultural, reli-
ious, institutional, and structural frameworks [56].
n some instances, governments use strong negative
erms such as social evils to described these people
nd emphasize punishment rather than support and
are [57,58]. Comparatively, AIDS carries more stigma

han do other killer diseases such as severe acute res-
iratory syndrome and tuberculosis because AIDS is
till seen as the consequence of one’s own carelessness
59].
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. Conclusion

AIDS denial has many dimensions but the most
mportant one arise from the long-held negative attitude
owards the vulnerable populations. There are some
ariations in the images of AIDS and at-risk groups
cross the regions but they are not merely local prod-
cts; rather they have been shaped by the global and
istorical institutions as well. The echo has been felt up
o the UN General Assemblies at the international level
nd down to the individuals at the micro-level. Inter-
stingly, no one in Asia has taken views as extreme
s the South African president Mbeki, but there are
any instances of disagreements, doubts, and denials

hat have been affecting the people directly exposed to
he pandemic. While indifference, doubts, and blame
nderpin inaction or slow action in some instances,
hey have led to adopt negative policies in the other
nstances.

Overcoming denials is an important step towards
nstituting positive and comprehensive responses to
IDS. Strategies can vary among the nations depend-

ng on their socio-cultural context and economic and
echnical ability. A general approach is to tackle
re-existing background stigma towards these vulner-
ble groups by promoting solidarity and intensifying
dvocacy. This helps reduce the long-held tendency
o see AIDS as a disease of some careless people.
he efforts of local and international networks of
eople with HIV have been showing some impacts
ut these institutions should have more than ceremo-
ial recognition. Further work is required to improve
urveillance, research, and analysis and to better under-
tand the extent and prospect of the epidemics and
o show the implications to the society of the con-
inued inactions. Such work should be supplemented
y conceptual debate on how broader social con-
exts, not only individual desires, underpin the risk
ehaviours.

In sum, Asian AIDS denial is a reflection of lamen-
ation about the perceived deterioration of traditional

oral orders and weakening hold on new generations,
ather than the AIDS per se. When the authorities
ealise that they need to adapt their views and policies to

uit the rapidly changing societies, the phenomenon of
IDS denial begins to fade. Concerted advocacy spear-
eaded by organized members of the most vulnerable
roups can speed up this process.

[
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