
HIV/AIDS in India

With more than 5 million people estimated to be living with 
HIV/AIDS, India’s HIV/AIDS prevalence is second in the 
world only to South Africa, and there are signs that the epi-
demic may be spreading.1,2 India is considered to be a “next 
wave” country; that is, it stands at a critical point in its epi-
demic, with HIV poised to spread quickly, but where large-
scale prevention and other interventions today can help to 
avert a major epidemic in the future.3  As the second most 
populous nation in the world4, even a small increase in India’s 
HIV/AIDS prevalence rate will represent a signifi cant component 
of the world’s HIV/AIDS burden.   

Background5,6,7,8

• The fi rst case of HIV disease was reported in India in 1986.
• Later that year, the Government of India established a National 

AIDS Control Committee under the Ministry of Health and 
Family Welfare to formulate a strategy for responding to 
HIV/AIDS in the country; it launched a National AIDS Control 
Programme in 1987.

• India’s National AIDS Control Organization (NACO), estab-
lished in 1992 by the Ministry with major support from the 
World Bank, is the implementing entity of the National AIDS 
Programme. Phase I of the Programme spanned 1992-1999. 
Phase II will span 1999-2006.

• NACO has facilitated the development of 38 State AIDS 
Control Societies (SACS), which operate in all states and Union 
Territories and in three cities.  

• The Indian Government reports that it will provide 196 Crore 
(about $45 million) to Phase II of the National AIDS Programme, 
which is also supported by other donors.

Current National Estimates 
NACO, the Joint United Nations Programme on HIV/AIDS 
(UNAIDS), and other international experts develop estimates of 
HIV prevalence (people living with the disease) and incidence 
(new HIV infections) in India:
• As of the end of 2003, there were an estimated 5.1 million 

people living with HIV/AIDS in India.2
• HIV/AIDS prevalence among adults9 in India is still relatively 

low, at just below 1%.2  Because of India’s large population 
size, a small increase in prevalence represents a large number 
of people.  Once a country’s prevalence is greater than 1%, it 
is considered to have a “generalized epidemic” and HIV may 
spread rapidly.

• HIV/AIDS prevalence in India represents approximately 78% 
of HIV/AIDS prevalence in the South/South East Asian region, 
and 13% of global prevalence.2 By comparison, India repre-
sents 17% of the world’s population4 (see Figure 1).  

• Six Indian states are considered to have high HIV/AIDS 
prevalence (>1%) – Manipur, Nagaland, Andhra Pradesh, Tamil 
Nadu, Karnataka and Maharashtra – as are 49 districts within 
states.8

• Most HIV infections in India are due to sexual transmission (84-
86%). In the North East, however, injection drug use is the main 
mode of transmission.6,7

• Women account for 38% of India’s estimated adult9 HIV/AIDS 
prevalence; HIV prevalence has been increasing among preg-
nant women in many regions within the country.1

• Among young people, ages 15-24, the estimated number of 
young women living with HIV/AIDS was almost twice that of 
young men.10

• Tuberculosis (TB) plays a role in fueling India’s HIV epidemic. 
NACO reports that TB is the most common opportunistic infec-
tion among people living with HIV.8

Key Trends
• NACO estimates that HIV/AIDS prevalence increased by 

46% since 1998, including an increase of 11% in the most 
recent period (2002-2003) (see Figure 2).  This recent 
increase was not as sharp as the increase between 2001 and 
2002 (15%), which NACO believes indicates no signifi cant 
upsurge in new infections.7 However, data on new infec-
tions are not currently available. One way to approximate 
the number of new HIV infections in India is to apply India’s 
share of the global total of people estimated to be living with 
HIV/AIDS (13%) to the global total of estimated new HIV infec-
tions (5 million), yielding an estimate that more than 600,000 
Indians were newly infected with HIV last year.1,2

• India’s share of people living with HIV/AIDS has grown as a 
proportion of global HIV/AIDS prevalence, rising from 11% at 
the end of 2001 to 13% at the end 2003. Similarly, India’s preva-
lence as a proportion of South/South East Asian prevalence 
rose from 67% to 78% over this period.2

• NACO also collects AIDS case surveillance data from SACS7,8 

but these data only provide a snapshot of the epidemic, given 
the delay in progression from HIV infection to an AIDS diagno-
sis and the large number of people living with HIV who do not 
know their status. This is the case in every country, including 
the United States.

Projections
Several different projections have been developed to model the 
potential impact of the epidemic in India over time, including:
• U.S. National Intelligence Council (NIC): A 2002 report by the 

NIC projected that by 2010, India could have 20 to 25 million 
people living with HIV/AIDS, the highest number of any country 
in the world.11

• Eberstadt: Researcher Nicholas Eberstadt of the American 
Enterprise Institute modeled several scenarios to project the 
epidemic’s impact between 2000-2025. For example, he proj-
ects that life expectancy in India in 2025 could fall by 3-13 
years, depending on epidemic severity.12

• World Health Organization (WHO): The WHO estimated that 
HIV/AIDS caused 2% of all deaths and 6% of deaths due to 
infectious diseases in India in 1998. If current HIV/AIDS trends 
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 AIDS Drug Assistance Programs (ADAPs) April 2005 
 

What are ADAPs? 
AIDS Drug Assistance Programs (ADAPs) provide FDA-ap-
proved HIV-related prescription drugs to, and pay for insurance 
coverage for, low-income people with HIV/AIDS who have limited 
or no prescription drug coverage.  They are a critical source of 
medications for uninsured and underinsured people living with 
HIV/AIDS, reaching approximately 136,000 clients, or about 30% 
of people with HIV/AIDS estimated to be receiving care nation-
ally.1  In June 2004 alone, ADAPs provided medications to more 
than 94,000 clients and insurance coverage to thousands more. 
 
ADAPs operate in 57 jurisdictions including all 50 states,2 the 
District of Columbia, Puerto Rico, the U.S. Virgin Islands, three 
U.S. Pacific Territories (Guam, the Commonwealth of the North-
ern Mariana Islands, and American Samoa) and one Associated 
Jurisdiction (the Republic of the Marshall Islands).  They began 
serving clients in 1987, when Congress first appropriated funds 
to help states purchase AZT—the only approved antiretroviral 
drug at that time. In 1990, they were incorporated into Title II of 
the newly enacted Ryan White Comprehensive AIDS Resources 
Emergency (CARE) Act. 
 
Since Fiscal Year (FY) 1996, Congress has specifically ear-
marked funding in the CARE Act for ADAPs, which is allocated 
by formula to states.3  ADAPs may also receive state funding 
and contributions from other sources, but this support is highly 
variable and largely dependent on local decisions and resources.  
ADAPs are not entitlement programs; annual federal appropria-
tions and, where available, funding from other sources, deter-
mine how many clients ADAPs can serve and the level of ser-
vices they can provide. 
 
Each state administers its own ADAP, including the establish-
ment of eligibility criteria, drug formularies, and other program 
elements.  No minimum formulary or client income eligibility level 
is required under current law.   As a result, there is wide variation 
in access to ADAPs and in the range of drugs offered across the 
country. 
 
Eligibility Criteria 
To be eligible for ADAPs, individuals must meet state-
determined financial, and sometimes clinical, eligibility criteria, 
and have limited or no access to drug coverage.  As of June 
2004: 
• All ADAPs require documentation of HIV status.  Three re-

ported using additional clinical criteria (e.g., specific CD4 
counts or viral load ranges) and some use additional clinical 
criteria for access to particular drugs. 

• Financial eligibility varies from a low of 125% of the Federal 
Poverty Level (FPL) in North Carolina to 500% FPL or more in 
5 states – Delaware, Maryland, Massachusetts, New Jersey, 
and Ohio (in 2004, the federal poverty level was $9,310 for a 
single person). 

 
Clients  
The number of clients served by ADAPs has grown over time, 
increasing most significantly between 1996 and 1997, and more 

slowly since that time.  ADAP clients are predominantly low-
income and uninsured. Most are people of color, male, and many 
have indicators of advanced HIV disease.  In June 2004: 
• ADAPs provided medications to 94,577 clients across the 

country (thousands more had their insurance coverage paid 
for by ADAPs). Client utilization increased by 10% over June 
2003. 

• African Americans represented one-third (34%) and Hispanics 
one-quarter (26%) of ADAP clients.  Asian/Pacific Islanders 
and Alaskan Native/American Indians combined represented 
2%. White non-Hispanics represented 36%. 

• More than three quarters (79%) of ADAP clients were men; 
over half (57%) were between the ages of 25 and 44. 

• Most had incomes at or below 200% FPL (80%), including 
about half (51%) with incomes at or below 100% FPL.   

• A majority of clients were uninsured, with only small percent-
ages reporting some other source of coverage (15% private; 
9% Medicare; 7% Medicaid and less than 1% with both Medi-
care and Medicaid).  

• Half had CD4 counts of 350 or below at time of enrollment. 

Drug Expenditures and Prescriptions 
ADAP drug expenditures and prescriptions filled have also 
grown.  In June 2004: 
• ADAP drug expenditures totaled $96.9 million, an increase of 

25% over June 2003, and a greater rate of increase than in re-
cent years. 

• Per capita drug spending was $1,024, an increase of 14% 
over June 2003. 

• ADAPs filled 377,271 prescriptions, an increase of 26% over 
the number of prescriptions filled in June 2003. 

• The average expenditure per prescription was $257.  Antiret-
rovirals (ARVs) accounted for the bulk of drug expenditures 
(87%), and expenditures per prescription were much higher for 
ARVs than non-ARVs ($348 compared to $92). 

 
ADAP Budget 
The budget has increased over time but more slowly in recent 
years: 
• The national ADAP budget grew to $1.187 billion in FY 04, an 

increase of approximately $116 million or 11% over FY 2003.  
This compares to a 106% increase between FY 96 and FY 97. 
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continue, by 2033, HIV could account for 17% of all deaths 
and 40% of deaths from infectious disease.13  The United 
Nations recently estimated that life expectancy gains in India 
are expected to be lower than they otherwise would be due to 
HIV/AIDS.14

• World Bank: A recent World Bank report examined alternate 
scenarios for expanding antiretroviral therapy in India, conclud-
ing that such an expansion is cost effective. However, without 
strengthened prevention efforts, the epidemic will not substan-
tially slow.13

HIV/AIDS Services/Activities
• Support Groups and Networks: As of 2003, there were 51 com-

munity care centers run by non governmental organizations 
(NGOs) in India. NACO supports 17 networks of people living with 
HIV/AIDS.7

• HIV Counseling and Testing: There were 709 voluntary coun-
seling and testing (VCT) centers in India as of June 2004, 628 
of which are supported by NACO through SACS. NACO and 
WHO established 3 model VCT sites in Chennai, Imphal and 
Mumbai.7

• Antiretroviral Therapy (ART): In 2003, the Indian Government 
announced its intention to provide free ART at government hos-
pitals to people living with HIV/AIDS in the six high prevalence 
states and in the city of Delhi, beginning in April 2004. The 
WHO is procuring ARVs for the treatment roll-out. Eight govern-
ment hospitals were selected for the initial launch (expected to 
increase to 25 in 2005).7  As of December 2004, an estimated 
28,000 people were receiving ARV therapy, including 2,841 
people receiving treatment through the public sector. This rep-
resents 4% of the estimated 770,000 adults in need of ART in 
India.15

• Public Education Initiatives: The Heroes Project, a national ini-
tiative co-chaired by Richard Gere and Parmeshwar Godrej in 
partnership with the Kaiser Family Foundation and supported 
by a grant from the Bill & Melinda Gates Foundation’s Avahan 
Initiative, works with a cross-section of Indian media and soci-
etal leaders on a coordinated HIV/AIDS campaign. Population 
Services International (PSI) has social marketing activities on 
HIV/AIDS that span 22 States and Union Territories as well as 
the national highway system in the southern states.16  The BBC 
World Service Trust has a co-production partnership with NACO 
and Doordarshan, the government-supported broadcaster, on 
HIV/AIDS programming.17 There are other national and region-
al efforts to work with media on HIV/AIDS, including journalism 
programs developed by the Kaiser Family Foundation and the 
Avahan Initiative.      

• Generic Drugs: India is one of the key manufacturers of 
generic antiretroviral drugs in the world,7 which are sold 
within India and in other countries, including those in sub-
Saharan Africa. India is expected to soon comply with World 
Trade Organization requirements to protect product patents 
on medicines, which some fear may drive up prices for these 
generics.18,19

• HIV Vaccine Trials: The fi rst Phase I clinical trial for an HIV 
vaccine recently began in India. Conducted by NACO, the 
Indian Council of Medical Research, and the International AIDS 
Vaccine Initiative (IAVI), the trial will take place at the National 
AIDS Research Institute in Pune.20

Major Donors/Other Support
• The U.S. Government provides bilateral assistance to India for 

HIV/AIDS, and support through its contributions to the Global 
Fund. USAID has supported activities in India since 199521 

and the CDC since 2001.22  India is not one of the 15 focus 
countries of the President’s Emergency Plan for AIDS Relief 
(PEPFAR), but has been identifi ed as a country of “concern 
outside of the focus countries”.23  U.S. bilateral aid for India 
was $36 million in FY 2004, the largest outside of the 15 focus 
countries.24

• The United Kingdom, Australian, and Canadian governments 
also provide donor aid to India.7

• The Global Fund has approved the following grants in India:25

-HIV/AIDS Round 2 (signed): $100,081,000 requested; two 
year funding of $26,116,000 approved.

-HIV/AIDS Round 4 (one component signed): $140,878,119 
requested; two year funding of $25,831,024 approved.

-HIV/TB Round 3 (signed): $14,819,773 requested; two year 
funding of $2,667,346 approved.

• The World Bank has been a main fi nancier of NACO, providing 
$84 million for Phase I of the National AIDS Programme and 
$191 million for Phase II.26  

• UNAIDS, WHO, UNICEF, UNDP, and the other UNAIDS co-
sponsors provide technical assistance and other support, 
through in country offi ces and partnerships.

• The Bill and Melinda Gates Foundation has committed $200 
million through its Avahan Initiative.27
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