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The term AIDS came into existence only in 1981 and HIV, the virus that causes AIDS was not discovered until 1983.  Although the discovery of both the virus and the disease is part of recent history its impact has been inordinately widespread.  There is an entire industry today thriving on this and AIDS has developed its own vocabulary and discourse.  There is a school of thought that looks upon AIDS as solely a biomedical reality.  There are others however, who think of it as purely a product of social construction.  In the latter group there are those who have developed cultural taxonomies in trying to analyze the risk factor.  Of the various cultural models constructed of AIDS around the world some of the first were those done on American minorities such as gay men and Haitian men in United States. It is now being realized that both these extreme typologies have led to marginalization of certain groups.  Today there is an effort to look at AIDS from a more holistic perspective and analyze how and where such marginalization has occurred.  My paper is an attempt on these lines and I try to explore how AIDS impacted the lives of people, living in the margins, both geographical and social, in the east and northeast of India.

International Context

The known history of AIDS began with the American crisis where a number of gay men were discovered with a rare type of pneumonia.  The first reports of this appeared in the medical bulletin called Morbidity and Mortality Weekly Report on 5 June 1981 and then there was silence.  Between 1981 and 1982 even national newspapers such as The New York Times carried only three report of the scourge that was overtaking New York. Because of the homosexual connections the impact of AIDS was underplayed in these first years.  The disease came to be known as the “Gay Plague”.  As one analyst remarks, for most Americans “AIDS was not primarily a public health emergency.  It was the Wages of Sin.”
 And hence the urge for this secrecy.  Ronald Reagan was in the early months of his Presidency when the crisis became apparent.  It took him years to even mention the word AIDS in public.  In the middle of 1987 Reagan was asked what should Americans do about this crisis. His advice was ‘just say no’ but what he failed to state was that buy that time 25000 Americans had already succumbed to the disease.
  Soon the heterosexual nature of AIDS became known and then the witch hunt turned elsewhere.  According to one observer this witch hunt “soon widened to include other marginalized ‘bad people’ such as intravenous drug users.”

When heterosexual “normal” people began to be affected in large numbers scientists turned their attentions elsewhere.  Many among them began to explore the similarity of HIV with simian immunodeficiency virus (SIV) that causes AIDS-like symptoms in some monkeys.  Further research confirmed that the common chimpanzee was the main reservoir of HIV-1.  It was told that this species of chimpanzee was native of Africa and so AIDS was marked as an African disease.  Soon scientists started looking for evidence of the African connection of AIDS.  They found this in two sailors, one from England and another from Norway.  The case of the Manchester sailor could not conclusively prove this connection but the sailor from Norway seemed to have contracted a virus very similar to HIV that proved fatal for himself, his wife and their child.  The sailor died in 1976 and although he visited Africa, he never traveled to the United States.
 By the time this correlation was established fear of AIDS and anyone connected to it became entrenched in peoples mind.  This was caused by the infectious nature of the disease and the rising number of fatalities.  Anyone connected to the disease was assumed to have led a bad life.  The African connection did not help matters.  Many suggested that it was because Africa had a distinctive sexual system, or the lax sexual practices of African communities were blamed.
 

By the late 1980s attention was riveted on Africa because of the devastations that it faced due to the AIDS epidemic.  The presence of AIDS virus was dated to the last phase of colonial rule in Africa.   By 1975 this had reached epidemic proportions but little was known about this because African disasters hardly ever attracted international attentions.  The first AIDS project began in Kinshasa where 6 to 7 percent of women in antenatal clinics were found to be infected.
 From West Africa attention was turned to East Africa.  It was found out that very soon after Kinshasa Kigali also reported cases of HIV virus.  In Uganda the disease was known as “slimming disease” as it led to massive weight loss. What was interesting about this rapid spread in Uganda was the largely Christian orientation of the country and the strict sexual practices followed.  “In a survey conducted during the late 1980s, only 10 per cent of the men and 3 per cent of the women aged 15-19 in Burundi reported sexual intercourse in the last twelve months, compared with 51 per cent and 30 per cent respectively in the Central African Republic.”
 Yet none of these evidences attracted popular attention. 

In Tanzania the first reported case of HIV virus was in 1983.  In these initial days there were a number of trends that became apparent.  It showed that blood transfusions in hospitals led to this incredible spread of the disease.  It also portrayed that multiple use of disposable syringe might have helped to spread this virus.  But none of these trends captured popular imagination.  The international media highlighted more the role of migrants and their sexual orientations as the primary cause for the spread of the virus.  There were little discussions on a few findings that held the colonial masters and their experimentation in different types of vaccines as a probable cause for AIDS.  It was much less traumatic to blame the migrants and their practice of visiting sex workers.  That was how AIDS came to be known in popular perceptions.  Such ideas proved decisive in shaping official discourses on AIDS throughout the world.  

The situation in Africa made another aspect of the matter apparent and this was related to the gendered nature of the problem. In Butare, Rwanda, where there was a military base 29 of 33 female sex workers were found to be HIV positive in 1984.  28 per cent of their clients had also contracted the virus.  This particular vulnerability of the sex workers instead of promoting intervention programmes led to an exacerbation of the blame game.  In a study on South Africa this particular vulnerability of the sex workers was taken up.  These women had no say in the condom usage of their clients who were almost always reluctant to do so.  It was said that if a woman got too insistent on this matter she might not get any clients.  Also the unorganized nature of these women made them vulnerable.  Also the study highlighted the divisive nature of poverty among the sex workers.
 Not just the sex workers but the general female population faced extreme vulnerability.  Another research on Uganda portrayed that women were largely dependent on their male partners for income.  Men got married much later than women.  Before marriage they often had multiple partners and after marriage also they continued to do so.  In one study it was stated that although the epidemic initially might be focused on sex workers but most often the client spread it to their regular partners.
  Although sex workers received a lot of negative attention but women in general remained outside the focus of general interest of analyst for quite some time and their vulnerability continued to be ignored particularly in the official discourses.            

The Official Response in India

India has over five million people living with AIDS.  According to figures presented by UNAIDS India has more HIV positive people than any other country.  Although this figure has been disputed by the Government of India (GOI) it is undeniable that the number of HIV positive people is one of the largest in the world. The first known HIV positive case was detected among sex workers in Chennai in 1986.  These sex workers were said to have had contact with “foreigners”.  Immediately HIV was recognized as a foreign affliction.  Calls to screen visitors were issued but that resulted in a lot of negative publicity.  Soon the policy was abandoned and screening was concentrated on certain “High Risk” groups.  In 1987 a National AIDS Control Programme was launched to co-ordinate national responses. Its activities covered surveillance, blood screening, and health education. By the end of 1987, around 52,907 people were tested, and around 135 people were found to be HIV positive, of which 14 had full blown AIDS. Most of these initial cases had occurred through heterosexual sex, but at the end of the 1980s a rapid spread of HIV was observed among the people of Manipur, Mizoram and Nagaland - three north-eastern states of India bordering Myanmar (Burma), who were considered intravenous drug users.  At the beginning of the 1990s, as infection rates continued to rise, responses were strengthened. In 1992 the government set up NACO (the National AIDS Control Organisation), to oversee the formulation of policies, prevention work and control programmes relating to HIV and AIDS.  In the same year, the government launched a Strategic Plan for HIV prevention for a more scientific response to HIV. By the 1990s HIV cases were reported from all states of India and it became clear that the virus had spread to the previously known ‘low risk’ groups such as housewives.

By 2005 GOI estimation was that 5.206 million people in India were HIV positive of whom 39 per cent were women.  This meant that 0.91 per cent of Indians were HIV positive.  In 2005 it was estimated that 1.7 million of HIV positive people also had sexually transmitted diseases.  10.16 per cent of injecting drug users (IDU) was HIV positive around the same time.  West Bengal, Nagaland, Rajasthan and Bihar were marked as states where sex workers were most at risk. It is interesting to note that in the NACO reports the typologies of high risk group remained the same even as late as in 2005.  These groups consisted of IDUs, STD groups, TB patients, Female Sex Workers, MSM groups, migrant groups etc.  Also antenatal clinics were routinely kept under surveillance.
 The states with the highest prevalence of HIV were found to be Gujarat, Maharashtra, Tamil Nadu, Manipur and Nagaland. All these states can be defined as Border States and so the Indian state without ever clearly stating it designated AIDS as a border concern or a disease from the outside.  Although 2005 NACO estimation portrayed that there is a visible trend towards increase in the number of females within the HIV positive group as Table II reflects, but still there were no efforts to monitor this trend and plan intervention strategies.

Table I: Prevalence of HIV infection among different population groups during 2005

	Site Type
	Number of Sites
	Number of Persons Tested
	Number Positive
	% Positive

	ANC Population
	267
	1,04,337
	917
	0.88

	STD Population
	175
	40414
	2288
	5.66

	Female Sex Workers
	83
	19040
	1607
	8.44

	Injecting Drug Users (IDUs)
	30
	6642
	675
	10.16

	Men having Sex with Men (MSM)
	18
	4303
	376
	8.74

	ANC Rural
	124
	48932
	454
	0.93

	Tuberculosis (TB) Patients
	4
	1600
	144
	9.00

	Migrant Group
	1
	250
	0
	0.00

	Eunuchs
	1
	82
	36
	43.90

	Total
	703
	225600
	6497
	


Source: NACO

Table-II: Comparative HIV Estimates in Various Subpopulation group

 2000-2005 (in million) 
	Year
	2000
	2001
	2002
	2003
	2004
	2005

	Total estimated HIV Infection
	3.86
	3.97
	4.58
	5.10
	5.13
	5.21

	Gender wise distribution
	
	
	
	
	
	

	Infected males
	1.94 (60.2)
	2.04 (61.5)
	2.58 (68.14)
	3.22 (63.06)
	3.13 (61.1)
	3.18 (61.0)

	Infected Female
	1.24 (39.8)
	1.24 938.5)
	1.21 (31.56)
	1.89 (36.94)
	2.00 (38.9)
	2.03 (39.0)


Source: NACO

There was one study done on female sex workers (FSW).  5572 respondents were questioned and the profile of this sample is thought to be reflecting certain realities of this group.  61% of all the FSWs were illiterate. Around a fifth had studied up to primary school level (21%) and 17% had studied up to secondary school. Highest proportions of illiterates were observed in Uttar Pradesh (90%), Bihar (84%),Maharashtra (83%), Madhya Pradesh (81%), Assam (79%) and West Bengal (78%). Interestingly all these were brothel based FSW except in Assam.
 The study concluded that brothel-based FSWs had greater propensity to use condoms than non- brothel based FSWs.  The study portrayed that the situation of non-brothel FSWs was clearly more vulnerable than those in a brothel.   

That the effects of AIDS will soon be catastrophic for large groups of people was apparent to all observers. NACO began conducting studies on the economic effects of AIDS on India.  These studies portray that AIDS has had impact on individual, sectoral and national levels, at least economically. These studies reflect that HIV/AIDS has adverse effect on population growth rate and on skilled labour supply.  Workers with HIV were expected to have lower labour inputs. In sectoral terms AIDS is supposed to hit hardest unskilled labour intensive sectors such as tourism and small manufacturers.  Also industrial GDP is predicted to decline as a result of the spread of AIDS thereby adversely affecting the national GDP.  Since people were hardest hit by AIDS during their productive years the family income was sure to decline. It is also said that AIDS will increase the demand for child labour in new of scarcity within the labour force.  Keeping in mind that this is also the age of globalization the vulnerable sectors faced increasing marginalization as a result of HIV/AIDS. There is a growing concern that AIDS will particularly affect women’s economic growth from international organizations such as the UNDP but as yet no interventions are planned about that by the GOI.

There is a growing concern within the official discourse about newer groups becoming vulnerable to HIV/AIDS. Recently there are studies on planning interventions beyond high risk target groups.  One such NACP study focuses on the vulnerability of the tribal people to HIV/AIDS.  India has the second largest concentration of tribal people in the world. According to the 2001 Census 8.2 percent of Indian population is composed of indigenous people, and that makes their number 84.3 million.  This study lists two major causes for greater vulnerability of the tribal people to HIV.  The lack of awareness and knowledge about HIV and STIs was considered one of the main reasons for increasing vulnerability of the tribal people and the other related to what was termed as the “widely varying sexual practices (high level of pre marital and extra marital sexual practices) and contact with external high risk population make them vulnerable.”
 Once again the myth of external risk has come to haunt vulnerable groups of people. 

The report on the tribal people recognizes that tribals are not a homogenous lot.  Tribals are particularly vulnerable as they have poor access to health services. Also they suffer from high levels of poverty and ignorance.  The awareness level of tribal women regarding AIDS is particularly low.  Only 17 per cent of tribal women have heard of the disease says the report.  What makes the situation even more problematic is that there is hardly any data on the prevalence of HIV among tribal population.  The report cited Verrier Elvin’s publication of 1964 to emphasize the sexual freedom enjoyed by the tribal people.  But Elwin spoke only of the Muria tribe and their ghotul’s or mixed dormitories, which are already extinct.  The report also stated that the vulnerability of tribal people is increased due to their mingling with the non-tribals, who might exploit them.  But such inter-mingling is almost inevitable due to out migration of these people.  Whether their interactions with non-tribals are a negative influence in their lives or not seems to be subjects of future research.  Such inter mingling cannot automatically be castigated as bad and therefore many of the assumptions of the report seem hastily drawn.  

Often official response internationally has more awareness of the gender dimension of HIV/AIDS. Most international reports recognize the specific vulnerability of women where HIV is concerned.  One such UNAIDS report states that “poverty, social marginalization, gender inequality and discrimination create conditions that increase vulnerability to HIV.”
 Most of these attributes are present in women’s lives in the developing world.  The other factor that is highlighted by UNAIDS is the correlation of AIDS with the presence of conflict. In this regard the report talks about the vulnerability of the members of the armed forces of both sides to AIDS.  It also discusses the vulnerability of people who are caught up in conflict. The report, in this regard, mentions the vulnerability of refugee groups to AIDS and the paucity of programmes for this group.  According to UNHCR only 65 per cent of national programmes on AIDS mentioned refugees and only 43 per cent called for specific interventions.  India has done neither.  

The official response of the GOI reflects that in its efforts to separate high risk groups from the general population it has increased the marginalization of these groups whereby they are increasingly victims of discrimination.  Also their inability to incorporate gender dimension into their programmes have proved fatal for large number of women.  Even though their own data reflects that growing numbers of women are affected by HIV/AIDS but till date only lip service is provided to this factor.  In its efforts to find out people who are potentially at risk the government policies have once again focused on the indigenous people who are easily identified and a marginal group.  Also by insisting upon the “foreign routes” of AIDS and by focusing on marginal groups the GOI has contributed to the myth of deviance of AIDS and thereby castigating HIV victims as a deviant and disorderly population.  That has contributed to increasing stigma and discrimination that these people have faced.    

The Media

The media perceptions of HIV/AIDS have further contributed to this myth of deviance. A study of newspaper reports from northeast and eastern India reveals the media perceptions of AIDS in this region.   In most newspaper report of the region the spread of HIV is considered as a result of porous borders and the carriers are considered as women who cross those borders. If one goes through newspaper reportage of the phenomena one can find clear evidence of such an attitude. A report of North East Reporter clarifies the issue by stating:

Assam may soon turn out to be AIDS capital of the Northeast, if immediate steps are not taken to check the growing menace of flesh trade, especially by commercial sex workers who have migrated from Bangladesh.  

These immigrant sex workers have posed a serious threat to the health scenario of Assam, causing an alarming rise in the number of HIV positive cases.  

A survey conducted by the state AIDS control society indicates that there is an alarming rise in the number of HIV positive cases.  Assam has a total of 334 registered patients out of which 90 are full blown AIDS cases.

Official sources said that 70 per cent of the victims had sexual contacts with prostitutes from the migrant population.

Sexual transmission is the main cause in more than three-fourths of the cases. 71.08 per cent of the patients are reported to have contacted HIV through sexual contacts, out of which 70 per cent of the individuals had regular sex with these immigrant prostitutes.
 
This report addressed the two most important issues inherent in the popular threat perceptions related to AIDS, women and borders. These issues are: (a) threat of uncontrolled sexuality of women and (b) women with different sexual mores crossing porous borders leading to a threat to male health and control over the nation. The corrupting influence is then quite easily designated as a foreign influence and women’s bodies are considered as the contaminated vehicles of bringing the threat home. AIDS has therefore become an issue of the control over women’s sexuality and it has thrown up new questions of justice in India. 

The newspaper reports from northeast and eastern India can be classified into three broad groups.  There is one group of news/speculations that deals with responsibility factor.  These endeavour to establish who is responsible for the problem.  The second group of news is on the situation of the victims.  These are what might be known as human interest news.  The third group deals with special occasions, seminars and workshops.  Apart from these there are feature articles, which might encompass all the three groups or might be on scientific explanations and are often impersonal in nature.  The first two groups are much more sensational.  In the first group there is an effort to pin the blame on both the porous border and the resultant migrating hordes or on women’s sexuality. A sample survey of some of the news items appearing in these newspapers between 2004 and 2007 will bear this out.  

In most of Northeast India today there is tremendous antipathy towards migrants, particularly from Bangladesh and Myanmar.  In most newspapers of Northeast India almost every day there is news that highlights how migration in Northeast is a security hazard.  Typically there are news on how Bangladeshi dacoits have penetrated Tripura, “clad in lungi and armed with country made guns raided the houses.”
 Other news items include information on how efforts are made to evict refugees.  One such news item quoted the Home Minister of Mizoram stating that, 

We guess there could be at least 30,000 Myanmar nationals illegally staying in Mizoram. Anybody found staying illegally would be deported or their applications for asylum might be taken up.  The decision to intensify a drive to detect illegal settlers from neighbouring Myanmar follows an anti-foreigners uprising by local groups in the hill state of Mizoram.
  

There are other news items showing how migrations have led to the increase of police or security forces in the borders.  They report on how:

Mizoram government has decided to deploy more police personnel at the Mizoram-Myanmar border hamlet of Zokhawthar even as mass exodus of the Myanmarese national continued and 4110 people including 2074 women crossed the border river Tiau till 3 PM Monday…Police said that one additional section of second battalion of Indian Reserve Police would soon be deployed at border to check illegal infiltration from Myanmar. 

The border area is looked upon as a site of pervasive threats.  If it is not the threat of security, migration or terrorism then there is AIDS, a seemingly insurmountable threat to collective health.  And the site of that threat remains the border, whether it is with Bangladesh or with Myanmar.  One newspaper report from eastern India encapsulates this threat well.  In it is stated: “AIDS, the most feared of modern day diseases, is stealthily spreading from villages along the Indo-Bangladesh border to other parts of the country. Its progress has so far been unhindered, thanks to the large migrant population….West Bengal has the longest border-sharing zone with Bangladesh, and there is a constant flow of infilterators from Bangladesh to West Bengal.”
 

Attached to this threat of migration is the threat of AIDS.  One workshop on AIDS received special coverage because it was a workshop designed for migrant workers.  The participants were “35 migrant workers, most of who hailed from Bihar and Bangladesh.”
 The attendance of the workers was meant to seem almost as an admission of guilt. There are other news items that blame the porous border instead of only the migrants for the growing number of AIDS cases in Northeast India.  One such coverage stated that: “The northeast, which borders the heroin producing ‘golden triangle’ of Thailand, Laos and Myanmar, has a major problem with intravenous drug use and that is the most common cause for the spread of AIDS in the region.”
 In another report on Manipur, a state with one of the highest prevalence of HIV positive people it was stated that: 

for this high incidence of AIDS in Manipur, the rampant use of intravenous drugs is cited as a major cause – a practice not so widespread elsewhere in the country. Manipur’s proximity to the notorious ‘Golden Triangle’ of South East Asia, a major narcotics centre, has led to the easy availability of intravenous drugs among the youth.
 

Another report on the same lines states the following:

The first group that spread dread disease like HIV/AIDS includes the injecting drug users. As this region is nearer to the Golden Triangle, drug trafficking is continuously going on through Manipur, Nagaland and Mizoram. The young people in these states have easy access to injecting drugs.

The second group includes the heterosexual promiscuity mainly through travelers and migrants.
        
The main purpose of the news becomes clear a few sentences down the line when the commentator states that, “problem arises from the fact that the society has to be made responsible for the problem which has evolved due to its own act of omission and/or commission.”
 It is this question of responsibility that concerns the media in northeast India and often there is an effort to place responsibility on marginal groups such as the migrants, IDUs or sex workers who are easy targets.  

That the female sex workers are one of easiest target is clear from a number of media report.  There is a plethora of reports that clearly blames female sex workers for the spread of HIV/AIDS in Northeast India.  In one such report it was stated that:

flesh trade is fast spreading its net in Arunachal Pradesh.  So are HIV positive cases. The impact of this double trend has made people of the state to sit up….The mission to check sex trade – which is more prevalent in Itanagar – was triggered by the detection of HIV virus in 38 blood samples out of 22,000 during a survey….With flesh trade expanding its base the situation can only become worse.

Almost every month there are such reports in the media of east and northeast.  A similar report stated:

An alarming rise to the HIV infected patients in Barak Valley of South Assam and a spurt in prostitution in Silchar town have set the alarm bells ringing.

Several NGOs engaged in AIDS awareness campaigns in the region said the spread of the disease in Cachar district was highly alarming because it never been an HIV prone area.  However the district recorded more than a thousand HIV positive cases in the past couple of years.

The sex workers are one of the most disempowered groups who are easy targets for anyone trying to ascribe blame. One report on interventions stated that “special awareness programme should be undertaken among the women, especially those engaged in sex trade.”
 FSW are already deviant figures and by casting blame on their presence the media is able to maintain the myth that AIDS is a disease of the deviant.  There is little understanding that the groups that are seen as threatening are all marginalized groups. This is a common phenomenon the world over.  As one expert would have us believe HIV has the potential of becoming an explosive epidemic in places where there are highly mobile populations and gender inequality.
 Migrant workers or sex workers are easy target groups.  It is easy to spread a facile belief that if such groups can be controlled AIDS can be harnessed. But there is little effort to either find out or addresses the efficacy of such arguments. 

In recent years there is a new threat perception arising out of the flesh trade.  This relates to the security forces and their vulnerability to AIDS.  Hitherto these security forces were considered invincible and they were the instrument for controlling malaise of the borders but now they are themselves falling prey to AIDS.  From different parts of northeast there is a recurring concern that AIDS is the most important threat to security as it is affecting security forces themselves.  From Tripura there was news that cases of AIDS is on the rise there among the forces.  It was stated that out of the 79 AIDS patients 43 are security force jawans.  In a more recent report it was the CRPF that was the cause for concern.  The report stated that: “Forty CRPF personnel posted in Manipur and Nagaland have tested HIV positive, according to findings of a voluntary testing drive that the paramilitary force conducted among 11,000 of its men recently.”
 Worse still there are reports that “The Assam Rifles has received threats from militant organizations of this region that they would let loose HIV infected women to spread the disease among jawans posted in Meghalaya, Manipur, Nagaland and Tripura.”
 So it seems that AIDS is winning the battle against security forces.  Hence, the fear is centering more on unreported AIDS cases.  There is a witch hunt for AIDS patient.  At the receiving end of this witch hunt are gay men, women sex workers or migrant workers.
 Even though the more knowledgeable people are aware that woman with single partners are getting infected in large numbers and from urban areas HIV is spreading to rural areas.  Yet still for interventions the easy targets are sought out.  However, what remains constant is the perception of AIDS as a phenomenon of the borders be they geographical borders or people in the borders of society.

Focus on Nagaland

From a macro-level discussion on the entire east and northeast I will now turn to Nagaland. There are a number of reasons as to why this micro level attention on Nagaland.  Situated on the border of Myanmar, Nagaland is one of the four most HIV prone states in India.  In fact in the last two years Nagaland has seen quite a rise in the number of its HIV positive people.  From the sixth most HIV prone state it has become the fourth.  Among the high risk groups it has a huge proportion of IDUs and FSWs.  Yet there are hardly any studies conducted in Nagaland.  In the recent NACO study on social assessment of the tribal people although the Nagas of Manipur were reviewed, the people of Nagaland were generally ignored.  Also Nagaland is an archetypal border state.  Physically it is situated on the Indo-Myanmar border.  In the west it shares a border with Assam. In Nagaland there is both a separatist and a fatricidal conflict going on for a long time. In fact this conflict pre dates Indian independence.  It is remarkable that the two most AIDS prone states in Northeast India, Manipur and Nagaland are both facing state verses community conflict.  Due to my previous researches I have some familiarity with the state of Nagaland.  Also as Nagaland faces both an insecure border on both sides and hosts a very large number of HIV positive people I made this effort to analyse the politics of marginality and AIDS in the context of Nagaland.

Table III: Age and sex distribution of AIDS cases since 1994

	Age in years
	Male
	Female
	Total

	0-5
	4
	13
	17

	6-14
	-
	-
	-

	15-19
	1
	5
	6

	20-29
	62
	44
	106

	30-39
	44
	5
	49

	40-49
	7
	-
	7

	50-59
	-
	-
	-

	60+
	2
	-
	2

	Total
	120
	67
	187


Source: NSACS 

In Nagaland one of the most AIDS prevalent district is Dimapur.  Dimapur is also known as the commercial capital of the state.  According to a report by the Dimapur AIDS Control Committee the city “has a high floating population.”  The report says that between July 2000 and July 2005, 295 cases of clinical AIDS were detected in the city.  The majority of these cases were infected through sexual transmission, followed by injecting drug use and then from mother to child.  The report states that: “Contrary to the popular belief that HIV infects only the immoral people, AIDS cases have been reported amongst all sections of the society including church leaders, politicians, healthcare providers, housewives, children and students.”  The report called for reduction of vulnerability of high risk groups such as women, young people and children.
 

There are a number of other research works done on the situation of HIV in Dimapur.  In one such survey undertaken by the Prodigal’s Home, an NGO responsible for many of the baseline research and attached to OXFAM, it is reported that a majority of the sex workers came from out of state.  Among the sex workers interviewed only 26.5 per cent were Christians and 45.6 per cent were Muslims.  It is interesting to note that over 60 per cent of the sex workers interviewed were illiterate with another 17.6 per cent studied until the primary level.  Over 48 per cent of the sex workers were married and living with their spouse and 30 per cent were divorced.  The sex workers were considered as the most vulnerable community.  A majority of them were between 15 to 24 years of age.  An overwhelming per cent (73%) of these women had no savings and they were habitually abused and assaulted by “goondas, customers, insurgents, security personnel mainly for money.  They are beaten up for being a sex worker and get assaults from the customers, if they decline to conform to their sexual fantasies.”
 The study concluded that although a majority of the sex workers wanted to use condoms 33.3 per cent did not push the matter for fear of losing the customer, or customer offering more money, or for coercion or for emotional attachment.
 The study concludes that sex workers of Dimapur were among the high risk groups because of their vulnerability and the study calls for further research on women’s vulnerability and gender insensitivity in society.  

Prodigal’s Home is responsible for undertaking ethnic community wise baseline surveys.  They have studied people from such communities as the Tibetans as they are known as a migrant community.  Although this community was not a high risk community in tgerms of numbers but since frequent travel was considered as a reason for propensity to HIV this group was surveyed.  The other reason why this group was brought within the purview of such a research was that the males in Dimapur doubled the number of females, also the singles outnumbered the married.  The results of the survey showed that most of the Tibetans migrated to Nagaland in the 1990s.  The group as whole felt uncomfortable in giving specific answers.  It was found out that women between the age of 25 and 34 had less knowledge about how to prevent STD.  In fact women in general had less knowledge than the men.  Both women and men of all age group were more willing to use condoms than having single partners.  The community as a whole had heard of HIV and within the community the age group of 15 to 24 thought the route for transmission was sexual practices. However, the age group between 25 and 34 blamed contaminated syringes for HIV.  The group as a whole thought of AIDS as a social problem and had negative attitude to HIV.  For this reason they were more prone to going to quacks rather than doctors.  The researchers recommended, apart from condom promotion and more information on the issue, that “health seeking behaviour should be stressed among females.”
   

In the year 2005 there was a sudden rise in the number of HIV/AIDS patients in Dimapur alone.  Between January to June 2005 there were 179 new HIV/AIDS cases, i.e., more than one every day according to the figures given by District AIDS Control Society of Dimapur.  According to newspaper reports there was one trend that was very noticeable.  It was said that: “The number of married women infected with HIV has also shown a rise.  So also the number of children infected with HIV.”
 In fact from the early days of this millennium this is the most glaring trend in Nagaland. “Previously more commonly related to injecting drug use, the HIV/AIDS epidemic in Nagaland is swinging strongly towards the sexual transmission mode.” 
 

Apart from Dimapur there are other districts in Nagaland that are fast becoming vulnerable.  In 2005 NACO listed Kohima, Mon, Phek, Tuensang, Wokha and Zunheboto as the other high risk areas in Nagaland.  NSAC initiated a research on mapping vulnerability of different districts in Nagaland.  It was found that Zunheboto has a high STD record, Wokha had high percentage of IVUs, Wokha, Zunheboto and Tuensang has a high per cent of people who did not use condoms.  Only Kohima reported enough condom users.  It was found out that among the men in Dimapur Phek and Zunheboto district over one-fourth male adults had not heard of HIV. “Cent percent of the women from Wokha in Wokha District, Wakching and Tobu in Mon District followed closely by Meluri (90.9%) in Phek Districts have not heard of HIV.”
 More males preferred to have sex with casual partners and others such as sex workers.  Among the women only in Wokha District they reported to have a preference for other men than their spouses.  The report mentioned that a dominant majority of people (82.3%) believed that sex workers were mainly responsible for the spread of HIV.  This is crucial because it portrays the extent of stigmatization of sex workers. Most of the respondents (59.6%) see HIV as mainly a problem associated with ‘immoral’ people. Also a majority (60.5%) of the respondents did not know about pre-marital relationships in their community and one fifth maintained that there is no pre-marital relationship in the region.  However, a majority of the respondents in the study noted that they preferred sex partners other than their usual partners irrespective of their marital status.  “This points to the prevalence of pre and extramarital relations in the study area.”
 

The district of Kohima is considered a high risk area as it has a high percentage of HIV positive people.  Also most sexually active people in the city have a risky lifestyle.  Often they have casual relationships and have penetrative sex with casual partners. In Kohima a majority of the men (76.9) and women (57.1%) reported that they use condoms regularly. Many IVUs inject more than once a day and although most people do not share syringes some, however, still do.  Often people do not use clean syringes while injecting.
 In Kohima there is one government aided hospice that is funded by the NSACS and administered by the Naga Mother’s Association (NMA) a women’s peace and human rights group.  It is a ten bed facility for HIV positive patients.  During the year 2005 and 2006 there were 30 admissions of which 19 were discharged, 2 had a relapse and 9 continued their therapy.  Although the hospice is for terminally ill people of the discharged it is said that they are all living positively.
  By June 2007 there were 26 persons admitted to the hospice.  A survey of these admissions might give us some idea about the emerging trends.

Of the 26 admissions there were 12 male and 13 female patients. One persons gender cannot be determined from these forms.  This reflected that the gender gap in the HIV graph was reducing.  Since the number of female HIV people were less than the male (Refer to Table III) it can be surmised that there was a greater unwillingness to keep HIV positive women at home.  In terms of education all women admitted to the hospice wsere educated up to the primary school level.  In terms of education there were more variety in the answers given by the men. 7 of these men were educated until the secondary level, 2 were graduates and two were educated up to primary level.  1 man did not receive any education at all.  All men were within the age group of 25 – 35.  The women were largely younger than the men.  Most of them were in their twenties, 2 were 34 years of age and 1 forty. All men barring one reported that they had multiple sexual partners.  As for the women 8 replied that they had multiple partners and 3 had single partners.  2 respondents were too young to have any partners.  Among the women a majority was married, 2 were separated and 2 were single.  Among the men, barring one all had multiple partners.  Only 3 were married, 1 was separated and the rest were single within this group.  7 men informed that they had contacted the disease through sexual contact and 4 informed that it was through intravenous drugs.  All the adult women informed that they had contracted the disease through sexual contact.  Among the two children (8 and 10 years) admitted both were girls.  All the men and women who were admitted claimed that they were heterosexual in their orientation. 

A study of patients in the AIDS hospice in Kohima throws up certain hypothesis.  It shows that in the context of Nagaland people were getting afflicted with AIDS at a fairly young age or within their productive age.  Women were within their child bearing age, which raises the disturbing scenario of the effect of AIDS on demography.  It was also clear that more and more people were becoming vulnerable to sexual contact.  In the case of women this was even more significant because a few of them reported that they had single partners and so it was glaringly obvious that even with single partners women were contracting AIDS. Women’s greater vulnerability is reflected by the fact that women were less educated than men.  Another important fact emerging from this sample group is that marriage did not necessarily mean monogamous relationship. This is not exceptional in the context of urban experiences and a study conducted among middle-class working women in Delhi metropolis in the 1950s and 1960s shows that attitudes towards extramarital relationships underwent identifiable changes towards permissiveness by the 1960s.
 Therefore, the situation in Nagaland is not extraordinary.  

In the FGDs most people felt that IVU was no longer the primary threat.  They were convinced that it was through sexual contact that AIDS cases were multiplying.  People also felt that sex workers alone cannot be considered responsible.  Keeping the context of state vs. community conflict in mind a lot of people felt that poor young widows, without any income were becoming bootleggers.  During my field survey I was told by a number of people that there are some fifty thousand bootleggers in Nagaland. In the context of prohibition in Nagaland these women are looked upon as immoral.  These bootleggers were considered as people who were sexually available.  There was a fear that these bootleggers were moonlighting as prostitutes.  They were looked upon as contaminating influence on society.  Because of their situation they are marked as deviants in society.  Many people are now considering that sex with these bootleggers can be a cause for increasing numbers of HIV positive people and people are therefore ready to condemn them.  However, very few people ask the question as to what choices these women have.
   

For the Naga people it is not the border in the east that is insecure.  It is the Indian state that finds this border insecure.  For the Nagas the case is totally different as they share kinship networks with people across the border.  In fact I was told informally by a number of respondents that unless the state is willing to work together on both sides of the border the situation cannot be controlled.  That such an idea might have some merit can be corroborated from newspaper reports of another border area.  One such newspaper report states that “Myanmarese citizens residing along the Indo-Myanmar border areas and other Indian States specially in Manipur have sought help for the treatment of drug addicts.”
 The same report urges the GOI to make available ART and some other medicines and mechanisms to HIV patients from across the border.  For the Naga people the border in the west seem more problematic. That the Assam-Nagaland border has become a problem is also borne out by newspaper reports from Assam and Nagand.  One such report states: “Local people have alleged that extremists outfit, aided by international groups, have set up bases in the border areas from where they are running the illegal trade. Such antisocial activities have made life miserable for people living in the border town.”
 The conflict in Karbi Anglong can be seen as a conflict resulting problems in this border.  In Nagaland when one talks about incursions of foreigners or alien people one thinks of this border.  I was told by a respondent from the Baptist Church about incursions from across the border.  By incursions she meant the entry of people from Assam and Bangladesh and not from Myanmar.
 That there might be truth in it is borne out b y the survey done by Prodigal’s Home that shows that FSW in Dimapur are largely Muslims and Hindus.  But what is scarier is the growing number of HIVs among traditionally low risk groups.   

Conclusion

My work on the politics of AIDS in the east and northeast of India does not present a pretty picture.  It reflects that marginal groups become more marginalized such as women, children, migrants, sex workers etc.  Borders as zones of conflict impacts on states response and so called “free floating” people are marked as threats.  The state constantly tries to control them and hence one understands the distinctions that are made between brothel and non-brothel sex workers.  Since AIDS still fall in the realm of largely the unknown the blame game encourages people to thrust such blame as could be apportioned on the alien or the migrants and commercial sex workers.  Most are not interested to find out other correlation such as the correlation between education and AIDS, family income and AIDS, empowerment and AIDS.  One just wants to be absolved of the guilt. This has some fallout such as vulnerable groups becoming more vulnerable to the disease.

Such a situation becomes clear when one looks at a newspaper report evocatively states:

With a population of 2.4 million people, the northeastern frontier state of Manipur, better known for its political unrest is also the state that has the highest HIV/AIDS infection in India….The latest transmission trend is all the more alarming as HIV/AIDS is no longer confined to injecting drug users. It has spread to the general population and increasingly the virus is taking the sexual route and women and children are being infected steadily.

It is true that women are getting more and more vulnerable to HIV. Not just women with multiple partners but even those with single partners.  I have not gone into their lifestyles after AIDS where their victimization becomes clear but even in terms of getting the disease their vulnerable position in society is largely responsible.  It is their vulnerability that silences them when questions of sexual and reproductive health are decided within a family structure. The border makes the situation even murkier. Securitization and militarization encourages masculine values. On separate occasions I have discussed how borders encourage a regime of control, violence and counter violence.  Women have traditionally faced the brunt of such violence.  Increase of the number of HIV positive women can be understood within this framework. As partners they are often ignorant victims of the violence of AIDS and as sex workers they are victims of the wrath of a community that uses them and then castigates them as immoral.          
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