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This global pandemic has almost caught us all unaware. This ‘us’ 
includes governments and public health departments of countries
across the spectrum. The public health infrastructure of some of the
most developed countries in Europe crashed as the number of cases
spiked from early March. This global unpreparedness and the tremen-
dous cost of it in terms of deaths caused by medical negligence makes
one wonder why public health crises do not feature in our history
books. Why is it almost totally absent from the popular consciousness?
It is not solely because it is rare. There have been deadly Ebola out-
breaks in parts of Africa and the memory of SARs is not remote either.
Small scale epidemics and outbreaks happen almost every other year.
One simple and commonsensical reason could be that health issues
are difficult to create political battles out of. It requires long term sus-
tained engagement and reform. It is unlikely that one will hear a politi-
cian riling up a crowd with his campaign speech with the promise of
investing money for special preparedness during the next disease out-
break even though outbreaks of dengue and other mosquito borne
diseases cause a large number of deaths every year. 
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The Covid-19 pandemic began to grab news headlines
from the end of February 2020. Since then we've
come a long way in terms of witnessing the abilities
of the various formal and informal structures of the
state being pushed to their limits of functioning. 
The precise time period when the COVID-19 virus
started circulating in Wuhan is still debated. But a
new study conducted by researchers from the Harvard
Medical School, Boston University of Public Health
used satellite imagery of parking lots of hospitals and
disease related search engine queries to investigate the
possibility that coronavirus may have been circulating
in Wuhan since August 2019.
I will look at some aspects of the pandemic under the
following categories: Law and Order, Medical Man-
agement and Public Health Crisis, Economic ramifi-
cations and humanitarian crisis, Transparency and
Accountability, Political Propaganda and Misinforma-
tion.—Amreeta Das
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LAW AND ORDER

The two laws which have been invoked to deal with the various
kinds of disruptions caused or anticipated by the pandemic in
India are the Disaster Management Act of 2005 and the Epi-
demic Diseases Act of 1897.

THE DISASTER MANAGEMENT ACT of 2005 is typically used

to deal with natural or manmade calamities. It has been invoked
several times in the past in the wake of disasters like earthquakes.
To deal with the current outbreak the Central Government has
included the Covid-19 outbreak as a notified disaster.  The Act
authorises the government to access appropriate funds like the
National Disaster Response Fund to deal with the aid and miti-
gation operations. 

THE EPIDEMIC DISEASES ACT

This law that grants sweeping executive powers to local law and
order authorities like the Police and Magistrates was invoked by
several states to impose lockdown measures. It has been criticised
by legal experts for being dated and unsuitable for application
to a democratic polity. The law lacks specificities and can lead
to executive misuse. For instance Gautam Bhatia points out that
both the Disaster Management and the Epidemic Diseases Act
have no requirement for measures taken under the law based on
specific and verifiable scientific evidence. On 26 March a man
died in Howrah after being lathicharged by the police. The rela-
tives of the deceased claimed he had gone out to get milk fearing
the closure of shops would disrupt supply lines. Journalists have
pointed out that India has witnessed the worst excesses of law
enforcement agencies, which have mostly targeted the poor and
vulnerable.



MEDICAL MANAGEMENT AND PUBLIC HEALTH CRISIS

India’s public health infrastructure is weak to say the least. Government hospitals are
underfunded, overcrowded and poorly managed. Private hospitals and nursing homes
are usually out of bounds for the majority of Indians for exorbitant pricing. This crisis
has highlighted the disastrous impact of a poorly managed public health system. Vidya
Krishnan writes that ‘the dominant share of doctors and beds are in the private health-
care sector, which has enormous leeway to set its own prices and make its own rules—
and to exploit both to put profits before patients.’

While the situation varies from state to state, the explosion of numbers in the 
national capital has triggered a nightmare for patients accessing hospitals for treatment.
Stories of patients denied access to hospitals due to absence of beds, deaths due to neg-
ligence or a completely choked system abound.

Protective gears or PPEs are the primary protective shield for those working in close
proximity with patients. The politics of procuring PPEs have exposed a nexus of private
interests, coupled with incompetence and corruption, which is being further exacer-
bated by private hospitals charging patients 10 or more times for PPEs used by hospital
staff attending to them. On 27th February WHO issued guidelines to stockpile PPE
for healthcare workers. The government did not ban the export of PPE raw materials
until 19th March, triggering a massive shortage in the market. Even though the ban
on the export of PPEs was on since the end of January, the scarcity of raw materials
created the shortage anyway. The shortage of PPEs has been driving public hospitals
to protests and dharnas while there seems to be no shortage of such equipment in pri-
vate hospitals, suggesting foul play. A June report in Scroll notes the huge discrepancy



in the billing modalities of various private hospitals regarding
PPEs. While some families were charged as high as 2.9 lakh for
PPEs, the bills lacked transparency about the total number of
PPEs used by the hospital staff and whether it conformed to the
rational use of PPE policy outlined by the government. 

A similar confusion occurred around the procurement of
Rapid Antibody Test kits. The Indian Council of Medical Re-
search (ICMR) invited bids for the supply of these kits without
specifying that companies should have an import licence. This
is why the companies without a licence to import won the bids
which means, these companies had to buy the kits from a com-
pany which had an import licence. This led to a massive spike
in the price of the test kits. This issue was finally resolved after
the Supreme Court intervened and the ICMR had to invite bids
afresh.

While the world waits for a vaccine to be developed, devel-
oped countries should be responsible for ensuring that there is
equitable distribution of vaccines and access to vulnerable,
under-developed areas is prioritized. As of now, experts are al-
ready worrying about a phenomenon known as ‘vaccine nation-
alism’, where countries pre-purchase vaccines in bulk or
monopolize its distribution when it’s newly released in the mar-
ket. While pre-purchasing itself is a significant monetary incen-
tive for companies to carry out research, there is a lack of global
regulation to prevent economically powerful countries from cre-
ating shortages of vaccines in less developed countries by pre-
purchasing them in large numbers. 

Lack of access to proper healthcare makes the marginalized
vulnerable to promises of alternative medicines like homeopathy
and Ayurveda. Globally, there has been enough confusion over
the use of certain drugs as a cure for Covid and scientists have
repeatedly proved these claims wrong. As of now, several drugs
are being used to treat Covid patients but most of these drugs are
already used to treat serious respiratory illnesses or viral diseases. 

Refer to Activity on
News Headlines -
Page 29
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ECONOMIC RAMIFICATIONS

It is not at all shocking that the effects of a surprise lockdown, a
sudden absolute halt to businesses around the country, should
be devastating. The bulk of India’s workforce belongs to the un-
organized sector, or in factories which are exempt from labour
laws because of the low count of workers they hire formally.
Moreover a majority of these workers are employed as contractual
labourers, where mostly no formal contract exists which renders
the contractors vulnerable to abuse and exploitation.
In May, several state governments amended provisions of the Fac-
tories Act through the issuance of ordinances which temporarily
suspended crucial labour law standards including extending the
factory worker’s daily shift from the existing 8 to 12 hours per
day. This is a huge blow to decades of labour rights’ activism as
it takes away the already inadequate measures in place which af-
forded workers legal protection and bargaining rights. Since the
beginning of the lockdown industrial accidents have increased
at an unprecedented scale, costing lives and livelihoods.

The nationwide migrant crisis has exposed the extreme con-
ditions of precarity that the majority of workers work under. Mi-
grant workers are vulnerable to multiple kinds of abuses since
they work away from their homes, in states where they have little
to no opportunity to influence the political mandate. The Cen-
tral Government did not come up with any solid preparatory mea-
sures anticipating the fate of migrant labourers working as daily
wage earners or the huge spectrum of workers from the poorest
sections of society who travel across India for work. Numerous
workers have died of exhaustion, hunger or illness attempting to
walk back to their homes. In fact, it took almost 3 months for
the government to launch ‘Shramik Special Trains’ to transport
workers back to their home states. Many workers face joblessness
and destitution even if they return to their home states. 
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Starvation and malnutrition
are likely to increase by leaps
and bounds as people lose
jobs and businesses shut
down. The Public Distribu-
tion System or PDS which
provides access to subsidized
foodgrains through a network
of ration outlets is also going
to be under severe stress as
the number of people requir-

ing access to rations will swell up. Economists like Jean Dreze
have suggested that large quantities of food stocks should be re-
leased and distributed in states along with issuing emergency ra-
tion cards to those whose applications are pending, that will
possibly save families from the devastation of hunger. 
In order to deal with the imminent hunger crisis the PM
launched the ‘Garib Kalyan Yojana’ which distributes ‘five kg
foodgrains per person and one kg pulses per household free of
cost’ but this will apply to migrant workers only when ration
cards are issued to them as soon as possible. Besides, there are
already reports of large populations, eligible for food grains
under the scheme, not receiving it or falling prey to local preju-
dices.  The scope of ‘One Nation, One Ration Card’ scheme was
lauded by experts as it could potentially provide food security to
migrant workers but the system demands a high degree of 
efficiency as it has to integrate data across states. Read more
about the ‘One Nation, One Ration Card’ scheme–its pros and
cons on Pg 7 of the COVID-19 research paper.



Activity 1.

Artisans, Potters, Craftsmen : The Pandemic Reality

Download, print and share the Covid-Activity-1-resource.pdf
in the classroom.
http://www.seagullindia.com/HFPresources/Covid-Activity-
1-resource.pdf

Discuss the idea—‘Art as labour’ and focus on the following
questions: 

Can art be equated solely to labour in the context of the 
experiences shared in the resource?

Do we recognise artisans, craftsmen, potters as artists and their
work as art? Why? Has our perception got anything to do with
their class, caste, race, religious identity?

Divide the class into groups of 6. Have each group design a 
digital project that would help the artisans regain some of their
livelihood during the pandemic.



12

TRANSPARENCY AND ACCOUNTABILITY

The Disaster Management Act of 2005 sanctions the use of the
National Disaster Relief Fund or the NDRF. This fund is used
in the event of natural or manmade disasters of a certain scale
and is replenished by an annual credit from budgets that have
provisions for public donation. Strangely however the NDRF did
not have a functioning bank account in which the public could
transfer money.  It was only in the middle of June that the gov-
ernment began a process of opening a bank account in response
to RTI appeals filed by Lokesh Batra. This fund is subjected to
the central audit and fulfils the criteria of being a public author-
ity which somewhat guarantees transparency since it can be ac-
cessed through the Right to Information Act.

In order to deal with the pandemic crisis the Prime Minis-
ter’s office constituted the PM Cares Fund. It was stipulated that
the fund will accept donations from the public and it would be
run by private trustees with cooperation of the government.
Since its inception on the 28 March, the use of the fund and its
functioning has raised repeated questions regarding transparency
and efficient management. Several RTIs have been filed to seek
an audit of the fund. The government has responded to the RTI
claiming that since the PM Cares Fund like the PMNRF set up
by Jawaharlal Nehru, has not been set up by a legislation or by
the Parliament, it does not fall under the purview of the RTI.
Even though both funds accept donation from the public and
the PM along with three other ministers are ex-officio members
of the committee, they insist on being exempt from the central
audit and RTI purview.  This claim has also been challenged
legally and in mid June a bench of the Supreme Court suggested
that donations made to the PM CARES Fund should be trans-
ferred to the NDRF which could then be subjected to the central
audit. However, the Centre submitted an affidavit defending the
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existence of PM Cares as a separate fund, which should not be
absorbed into the statutory NDRF. They have also defended
their claim that the PM Cares fund, since managed by private
trustees, is not legally obligated to share information like a ‘pub-
lic authority’ would. PM Cares fund is supposed to be audited
by an independent auditor. However the mode of appointing
the auditor is shrouded in mystery as pointed out by RTI activist
Saket Gokhale in bringing out the political connections of the
auditor, Sunil Kumar Gupta with members of the ruling party
and its religious activities.

HUMAN RIGHTS 

Indian jails are highly over-crowded. The level of sanitation and
general cleanliness is mostly dismal, invariably damaging the
physical and mental health of prisoners and under-trials. As per
the last count, put out by the National Crimes Record Bureau
in 2018, the country has about 4,50,000 prisoners, a number
that exceeds the official capacity by about seventeen percent.
During a pandemic, when concerns around everyday hygiene
and sanitation have been growing graver with newer directives
for stricter sanitation measures being released everyday, one won-
ders what happens in overcrowded unsanitary prisons? 

It is important to remember that those occupying jails fall
under two categories, convicted prisoners and undertrials. In the
judicial system, cases often drag on for years, which means most
arrested undertrial prisoners end up facing unofficial sentences
for long periods of time. 

Therefore, on 16 March this year, a Supreme Court bench
led by the chief justice, Sharad A Bobde, took suo motu cogni-
sance of the situation. A week later, it ordered states and union
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territories to form high-powered committees for determining
which class of prisoners could be released on parole or interim
bail. The criteria offered as a suggestion by the apex court and
then keenly appropriated by various states seems neither reason-
able nor geared towards achieving its desired objective. It seems
to suggest that convicts or under-trial prisoners who have been
charged with minor crimes enjoy a right to health and life,
whereas those who have been convicted or are awaiting trial for
major offences do not. For instance, following the seven-year clas-
sification, a 70 year old prisoner under trial for forgery who is
highly vulnerable to the infectious disease would not be eligible
for interim bail, while a 25 year old under trial for theft would
be. The criterion runs contrary to those being followed interna-
tionally.This becomes clear when we look at the United Nations
Recommendations, which state that the priority should be to re-
lease vulnerable prisoners, those most at risk in crowded spaces.
Additionally, the UN High Commissioner for Human Rights
Michelle Bachelet emphasized that the priority should be to re-
lease political prisoners, those who have been convicted for dis-
senting against the state. 

Despite these plausible recommendations, there has been a
clear pattern of reluctance to substantively look at the health and
safety of prisoners. Inability to prioritize health has already led
to disastrous results. 79 year old poet and activist Varavara Rao
was given delayed medical attention, despite showing clear signs
of severe ailments. Testing him for Covid was delayed and he was
refused bail several times despite falling in the category of
severely immunocompromised patients requiring immediate at-
tention. When this led to a national outrage, he was shifted to
a hospital where his relatives found him lying in his own urine,
unattended by nurses. It was only after a long and painful strug-
gle and media attention, he was shifted to a private hospital. 

The Print’s report of June states: ‘Furthermore, the arbitrary
exclusion of certain undertrials such as those who were booked
under the Unlawful Activities (Prevention) Act, those who had



committed economic crimes, and those who are foreign na-
tionals—also appeared illogical to certain lawyers.’

Seven months pregnant Safoora Zargar, was denied bail on
the mere pretext that her participation in a citizens’ protest
was close to the place where riots broke out. Lawyers Karuna
Nundy and Abha Singh discussed in detail the major lapses
in logic, the absence in specific reasoning and the use of vague
rhetoric to justify the denial of bail.  This judgement has been
severely attacked by lawyers for being legally unsound and bi-
ased. 

From April onward, a series of arrests have been made.
The prime targets are academics and social activists who are
vocal in their opposition to the ruling party’s actions. Almost
all of them have been charged under the Unlawful Activities
(Prevention) Act or UAPA which has been severely criticised
by multiple lawyers for being arbitrary and antithetical to the
core of a democratic polity. It criminalizes, with severe punish-
ment, the mere harbouring of certain ideas or expression of
them. It can also lead to arrests on the mere suspicion of some-
one indulging in anti-national activities or terrorist activities
very loosely defined, and more perniciously for spreading ‘anti-
national’ literature. 

It is a matter of worry that academics and social activists
who have been vocal about their criticism towards certain gov-
ernment actions have been solely targeted with a swiftness
which when compared to other equally serious cases seem odd.
Compare, for instance the number of arrests made after the
major exposé of Israeli surveillance and spying software Pega-
sus which was illegally planted in devices of social activists,
journalists and other frontline human rights defenders who
have been critical of governmental action. Since the software
could only be purchased through a governmental contract, the
Indian government is implicated in illegal spying of journalists,
professors and social activists which amounts to a violation of
the fundamental right to liberty and privacy. 



SURVEILLANCE AND AAROGYA SETU

Aarogya Setu is a contact tracing app developed by the National
Informatics Centre under the Ministry of Information and Tech-
nology. When the government first decided to extend the na-
tionwide lockdown in May, it issued a slew of directives under
the National Disaster Management Act. As mentioned above,
the Act authorizes the government to take all such measures
which would aid in preventing the spread of the disease. One of
the guidelines mandates the use of the Aarogya Setu App for all
private and public employees and to ensure hundred percent 
coverage. This app uses GPS coordinates and bluetooth data to
trace a person’s location to establish whether they have physically
come in contact with someone infected with the virus. The use
of contact tracing apps have greatly helped in curbing the spread
of the virus in countries like South Korea and Singapore.

Right to privacy is a fundamental right in the Indian Con-
stitution. This implies that when citizens share personal infor-
mation, especially of sensitive kinds like location, there should
be a law which precisely mandates how this information ought
to be used, stored and disposed of after the pandemic ends.
Moreover when restrictions are imposed on fundamental rights,
there at least has to be a law which  lays down how the infringe-
ment is suitable and proportional to the end goal. Mandating
the use of the app has not been implemented through a legisla-
tion. As lawyers have pointed out, the National Disaster Man-
agement Act does not contain guidelines which are precise
enough to authorize such an infringement without it becoming
arbitrary and open to possible rampant misuse. The government
will also have to provide a rationale for using this particular vari-
ant of a contact tracing app which is especially intrusive and jus-
tify why less restrictive measures could not be used. This test of



necessity also raises the question of access. Finally, the guidelines
mandating the use of the app has been criticised as legally 
unsound and overhasty as it does not have specific safeguards
against the use of information collected by the app after it has
been uploaded on the server, or a precisely outlined sunset clause
(specific guarantees about the withdrawal of the app when the
pandemic ends and the use of collected information). Read more
about this on Pg 11 of the COVID-19 research paper 



Divide the class in groups and assign the following activity to
each group:

Draft a plan to organize relief for a community of workers for
the next 30 days. 
(Before students begin to work on the project they should be given some basic
information about how grocery items reach their neighbourhood stores.)

Plan: 3 meals in a day, breakfast, lunch and dinner,

Total number of workers: 100

Make a list of market prices of grocery items. This should include•
a balanced combination of carbohydrate, proteins and other
essential micro-nutrients. 

(Tips: Research existing food schemes)

After listing the prices, plan the meal keeping in mind the calorie•
requirements of a wage labourer. 

Fix a budget after you have a rough idea of the cost per meal. •
Remember, you have a limited budget. A member of your
group should simultaneously plan ways of raising funds or
gather donations of grocery items. 

Cooking for 100 workers would require labour. Can this be done•
by gathering volunteers? Could some of the workers them-
selves volunteer in rotation? If you have to employ cooks, you
need to keep aside a part of your budget for paying salaries.
Which is the best and the most practical way out?

What do your planned meals look like? Compare this meal with
what you eat everyday. What is your assessment of the similarities
and differences?

Activity 2.

Community Relief Project



After 15 days 5 workers fall ill. 

W1 is diagnosed with diabetes and requires an immediate
change in his diet. 

W2, W3 and W4 have developed gastrointestinal problems,
chronic fatigue and dizziness. Each group can come up with
their own diagnosis for these three workers and introduce
changes in their meals accordingly. 

W4 is in the 4th month of her pregnancy and has developed
some complications. 

The above problems would require you to alter your cost calcu-
lations slightly and also arrange for medication for these workers.
Can they access government schemes for subsidized medicines?
How will you plan the logistics amid the lockdown? 

FINAL PRESENTATION: Each group should present their plan in
detail. Each member should have a designated role in the plan-
ning. During the presentation, share the following:

How did they go about researching the particulars of costing.•
So if they have fixed a particular meal plan for lunch, can
they refer to an existing meal plan in a state food scheme?
How have they used these references? 

They should discuss the budget and reason for choosing such•
a budget in detail. At this stage (or later) other groups should
question them about their choices. 

Overall sharing of day to day problems•

How have they addressed planning complications caused by•
ailing patients? 

Community Relief Project
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Questionnaire I. [For domestic workers] Students should interview 7 or more respondents. 

Name, age, years of experience, nature of work.1

Have you been paid your salary smoothly during the pandemic?2

Briefly narrate your experience of dealing with the challenges thrown up by the3
pandemic. Explain this question with some examples. 

Do you travel to work?4

What transportation do you use and how much does the daily commute cost?5

How many members are there in your family?6

What sort of financial support do you have to lend to your family? 7

Could you share how the pandemic has affected your and your family’s income? 8

Activity 3.

Payment of Wages

Prepare two sets of questionnaires for your students. Divide the class into two—one group
interviews domestic workers and the other their employers using phone/recording device
or in print format. Explain to students the importance of the respondent’s right to with-
hold vital information regarding their identity. Emphasise they need to make it clear to
the respondents that they can remain anonymous even in a recorded message, in which
case, they should skip the question about name, age etc. 

Organise an ‘Open House’ for students to share and dicuss their findings.

Questionnaire II. [Employers of domestic workers] Students can interview neighbours, 
relatives and parents. 

How many domestic workers do you employ? What is the nature of their work?1
(ask details about hours of work etc)

Can you give us an estimate of how much you pay them? 2

During the pandemic, have you been getting regular domestic help? If yes, how? 3
If no, how are you managing?

Have you been able to pay your domestic help on a regular basis? 4

Do you have information about the financial status of your domestic workers? (ask5
them if they know how the pandemic has affected the workers’ incomes, how are
they getting their essential provisions, have family members lost jobs etc)



Download CovidActivity-4.pdf, print and share with your students to read,•
understand and if possible visit the source of selected excerpts and read the
entire articles. 

Next assign the task of creating a table with the following categories •
Name the leader in question 1
His/Her political leaning? 2
Demography of the country in question.3
Political system of the country in question.4

Fill in details for each of the newspaper headlines provided in the handout•
Initiate a discussion: •

Compare and juxtapose the responses of leaders from across the po-•
litical spectrum. 
Is a liberal democratic leader and system better equipped to respond•
effectively to a pandemic as opposed to an authoritarian leader at
the helm of a far right political regime or vice versa?

Further you could also initiate a classroom debate around the above 
mentioned question.

Activity 4.

World Leaders and their Response
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Watch

ORIGINS

Ebola Virus Disease (EVD) caused by Ebola virus, first emerged
in 1976 simultaneously in Democratic Republic of Congo and
South Sudan. Between 1979 and 1994 no cases or outbreaks
were detected, however since that time outbreaks have been
recognised with increasing frequency.  The largest single out-
break was that of Uganda from October 2000 to January 2001,
which gave rise to 425 cases and 226 deaths.  In 2013, cases were
recorded in West Africa for the first time and by March 2014 it
became a major international epidemic transmitted person-to-
person in the overcrowded capitals and urban centres of three
countries.  Over 28,000 cases were recorded between March 2014
and June 2016, primarily affecting Guinea, Liberia and Sierra
Leone. The epidemic was declared over in December 2016, by
when 28,652 cases were recorded and 11,325 deaths took place
(40% of total cases). 
Since June 2020, the Democratic Republic of Congo has
recorded an outbreak of EVD cases and as of 9 August there had
been 79 confirmed and probable cases.
In western accounts,  the virus reportedly emerged from  ‘remote’
and  ‘inaccessible’ forests, but in reality the forestlands of the
three countries were not remote —the countries were deeply in-
tegrated into world markets from the closing decades of the twen-
tieth century through thick and overlapping networks of trade,
investment, mining, logging, and agrobusiness. 

https://www.youtube.co
m/watch?v=XCrOde-
JYs0&t=311s

EBOLA VIRUS DISEASE AS A NON-TRADITIONAL THREAT 
AND ITS IMPLICATIONS



WHY IS IT A NON-TRADITIONAL THREAT?

Despite the negative social, political, economic conse-
quences of a pandemic and the large human cost often re-
sulting in the loss of lives, pandemics were not regarded as
a ‘threat’. This has meant that health has not been accorded
importance in the echelons of national priorities. Pandemics
have the capacity to destroy the very fabric of society as we
know it, and the repercussions are felt not only at the do-
mestic level but also internationally. Pandemics do not re-
spect international borders and can only be fought with
international cooperation. Securitisation is not a neutral act
but a political one, therefore ‘security’ was largely defined
in military and political terms which placed states as the cen-
tral actor. However, the association of pandemics with na-
tional security threat grew into prominence in the 1990s.  It
is a reality that in the post war era, the importance of direct
military threat to security has declined sharply and corre-
spondingly non-traditional threats, of which diseases are a
major component, have emerged as a significant challenge.
Despite more attention being devoted to public health crises,
fundamentally our globalised economic system militates
against it.  The underlying assumption is that borders keep
diseases out, although previous experiences in dealing with
pandemics, including Ebola have shown otherwise.
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IMPACT:

ECONOMIC DECAY: The World Bank estimated gross domestic
product losses totalling $2.8 billion for Guinea, Liberia, and
Sierra Leone from 2014 to 2016. Steep drops in commodity
prices during this period compounded the economic damage. It
has been estimated that there was a full percentage point fall in
GDP growth from 4.5 per cent to 3.53 per cent in just one of
the affected countries with losses emanating from reduced agri-
culture, cross border trading and as much as 80% losses in the
hospitality industry. Overall poverty and lack of infrastructure
further exacerbated the economic impact of the epidemic. The
diversion of development spending, especially for roads, energy,
building schools and hospitals to the Ebola response has ad-
versely affected economic growth.

SOCIAL FRAGMENTATION: Many recovered Ebola patients suffer
not only physical pain, but also societal stigma on the part of
frightened communities. Even healthcare workers and burial
teams had to face stigmatisation. Many lost their jobs and were
shunned by friends and families and abandoned by partners.
The epidemic left orphaned a large number of children who
needed state support. Overall progress in human development
was arguably reversed due to the impact of the virus on education
and overall standards of living.

POLITICAL DESTABILISATION: The DRC has experienced armed in-
security for decades and millions of lives have been lost in the
process. The presence of the central government is weak. Inse-
curity and expansion of the epidemic seem to be mutually rein-
forcing and fuelling each other. Due to the violence that has
been directed at both the civilian population and the healthcare
system in recent months, there have been massive displacements.
This in turn has hampered service provision and seeking of pro-
fessional health assistance. Moreover the absence of a vaccine or
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effective treatment reinforced faith in traditional medicine  at
best, and at worst confirmed irrational thoughts that Ebola was
not real. A survey published in The Lancet revealed that about
26% of respondents did not believe the Ebola outbreak was real.

STATE LEGITIMACY: Epidemic outbreaks can cripple govern-
ments’ capacity to provide social services, including health care
and education, as well as force businesses to close and farms to
halt production. Despite the devastating impact of the epidemic
on the society and economy of West Africa in the short run, the
response by the African states proved to increase state legitimacy
within a  short period of time. This was because of the timely
provision of common-interest public good and subsequent
changes in people’s perception induced by the government’s re-
sponse to the epidemic. Engaging with the sociocultural dimen-
sions of epidemics is critical to mounting an effective response.
In the DRC, proactive community engagement was central to
the response. Community feedback and information about the
social science context was actively gathered and integrated since
the beginning of the outbreak. Operational briefs were regularly
produced to inform the response on the different local social
and cultural contexts of outbreak-affected areas.

The Liberian government’s approach to the epidemic served
as a model to the rest of region. You can find out more about
their strategies on page 4 of the Ebola research document.

Nigeria is also a good example of how local leadership, quick
response mechanisms and collaboration of national and 
international organisations have helped to slowly contain the
Ebola virus.  It also showed how on the ground local initiatives
and leadership are important to ensure the efficient use of 
international aid. 
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HOW DID THE INTERNATIONAL COMMUNITY 
RESPOND?

SECURITIZING TO THE INTERNATIONAL COMMUNITY: Both the
Liberian and Sierra Leonean governments attempted to securi-
tize Ebola to the international community audience including
to such platforms as the UN Security Council and the World
Bank. The governments decided to frame Ebola as a global threat
beyond their own borders to emphasise the need for an urgent
response. 

RESPONSE: Former UN General Secretary Kofi Annan accurately
summarized the situation when he said ‘the international com-
munity really woke up when the disease got to America and 
Europe. ‘Two Americans catching Ebola in late July 2014, and
the first diagnosis on US soil in October, were particularly key
events that spurred the international community into
action.WHO only declared Ebola as a public health emergency
on August 8, 2014 stating that there could be possibility of fur-
ther international spread of the virus. After the WHO Director-
General briefed the UN about the outbreak in a public
announcement, financial aid and response to the Ebola outbreak
from the international community intensified.

WHO is blamed for being slow in their efforts to mobilise
other states to provide financial aid and physical assistance in
terms of medical staff and other essential medical equipment to
contain the spread of the disease in West Africa, and for not
sharing vital information of the worsening situation in the region
in the early periods of the outbreak. UN Mission for Ebola Emer-
gency Response (UNMEER) was established in late 2014 with
the mission of scaling up the response on the ground. Since its
establishment, countries such as Chile, Colombia, Estonia and
India have donated. 
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PROBLEM WITH SECURITISATION: The problem with securitisation, as
seen in the case of Ebola, is that it shifts the narrative away from human
forms of security and instead depends upon practices which rely upon
‘othering’ people in accordance with the geopolitical imagery of ‘us’
and ‘them’. The securitisation of Ebola played out through an affective
politics of fear which was a hindrance to effective global response to
the epidemic.

In the words of Joanne Liu, MSF International President,

‘Emergency response reform is about treating people, not just
global health security or strengthening health systems. Member
states with the means to respond to deadly disease outbreaks in
other countries cannot act only in their national self-interests,
closing their borders and hoping it will burn out. They must
quickly deploy resources to combat the disease at its source, to
save lives and prevent further spread. Communities infected
with a highly contagious virus are not biohazards. They are pa-
tients with families.’ 

In the name of global health security, developed countries made com-
mitments to create better access to vaccines and rapid diagnostic tests
targeting pathogens that could eventually be used as biological weapons,
such as smallpox or flu.  However, one cannot overlook the fact that
they were focused on protecting their countries from the ‘threat of in-
ternational biological, chemical and radio-nuclear terrorism’ rather than
on ensuring that populations in low-income countries would benefit
from a better response to epidemics. Investment in research and devel-
opment (R&D) of new vaccines or rapid diagnostic tests for neglected
diseases is still absent. Diseases low on the security agenda are not pri-
oritised, while current R&D policies are not conducive to bringing to
the market vaccines or treatments for diseases such as Ebola, which—
prior to 2014—only affected a few hundred people in remote areas of
Africa.

Cultural explanations are prominent in the outbreak narrative of
Ebola in Liberia. Reducing the responsibility of the origin of the 
epidemic further marginalizes the already vulnerable populations, 
instead of engaging with the local populations. 



HOW HAVE THE LESSONS LEARNT FROM 
ADDRESSING EBOLA SERVED WEST AFRICAN
COUNTRIES?

Ebola reminds us sharply that epidemics and their responses are
social and political phenomena that involve much more than
‘disease’. They evoke broader and historically-embedded aims
and anxieties whether linked to political-economic relations, for-
eign intervention, conflict or social control.

West African countries are now applying insights gained
from addressing the 2014-2016 Ebola outbreak to tackle COVID-
19 with notable success. Sierra Leone, which was one of the
countries hardest hit by Ebola, with more than 14,000 cases and
nearly 4,000 deaths, developed a COVID-19 preparedness plan
three weeks before its first case was confirmed.  This enabled the
Ministry of Health to quickly identify, test and quarantine most
of the primary contacts of the index case, thereby limiting spread
of the disease. The national committees in the country set up
for the Ebola response are now meeting regularly to plan for
COVID-19; the 117 Ebola hotline has been reactivated; local
health workers have set up WhatsApp groups to spot and share
case information, and communities are arguably more used to
public health measures and quarantines.
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The media plays a critical role in the way in which a pandemic
is reported—the information or misinformation that it spreads
in a bid to build public opinion. This is often linked to the 
propaganda machinery that they serve, particularly under author-
itarian regimes across the world. 

We have gathered a few links to newspaper headlines that
have appeared in print and online during Covid-19 and Ebola.

Download the file here, print and circulate amongst your stu-•
dents. Alternately it could be emailed to them.

Assign the task of reading/studying these either individually•
or in groups.

Organise a discussion in class around these once they are •
familiar with all the news items.
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SUGGESTED QUESTIONS TO DISCUSS:

Is there a common narrative that you see the nation state, (ICMR in the case of COVID
19), and other organisations are trying to build through these claims?

Do these claims have any linkages with attempts at establishing the superiority of one 
culture, religion or nation over others?

What do you think are the linkages between a state and the media in building and driving
a certain kind of narrative? 

Could these linkages ever prove to be detrimental to the thought and opinion of a society?
Give instances from recent times.

Do you see any similarities in the way the 2 countries, India in the case of COVID 19 and
USA in the case of Ebola responded to the outbreak of such a deadly pandemic? 

Undertake a brief reading about the political leadership of both the countries at the 
respective time period of tackling the pandemics. Do you see any similarities in the kind
of leadership that they provided in this experience?

After having discussed the above questions, write a short excerpt on the nation state-media-
propaganda nexus during a pandemic with reference to the above activity.



This study aims to analyze the 1968 pandemic as it unfolded in
Hong Kong and what it tells us about the local conditions of liv-
ing, the state and the administration in Hong Kong in the 1960s.

A strain of the influenza A virus, H3N2, containing two
genes from an avian Influenza A virus and components from an
older H2N2 virus of 1957, caused the influenza flu pandemic
of 1968 in Hong Kong. It arguably broke out in mainland China
and from there spread to large parts of Singapore and Hong
Kong, and to large parts of Southeast, East and South Asia, Aus-
tralia, the USA, UK and Europe. The pandemic affected the
world in two successive waves, one in 1968–9 and the other in
1969–70.

Almost one million people died of this pandemic worldwide,
according to data from the Centre for Disease Control and Pre-
vention, USA (or, up to a maximum limit of four million deaths
worldwide).

The first wave struck Hong Kong and its people on July 13
1968. According to a Public Health Official in Hong Kong in
1969, there were no official health alerts issued by the Chinese
government at that time although for several months, visitors
from China were seen to be bearing some influenza like symp-
toms in their bodies. The problem compounded in Hong Kong
moreover as Hong Kong had a free economic interaction with
China and there was a lot of commodity traffic passing through
this port. Moreover, the population pressure in Hong Kong
could unfavourably facilitate easy spread of the virus that could
spread through droplet infection in crowded places like public
transport, and elsewhere. In 1969, it must be noted, influenza
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HONG KONG FLU (1968-70)
AND ITS IMPLICATIONS



was not a notifiable disease in Hong Kong. The influenza 
affected all age groups in Hong Kong and did not bring about
‘excess deaths’. Nevertheless, it was the largest outbreak in this
area since 1957.

The Release was the first newspaper and one of the very few
ones in those days to have reported the outbreak of respiratory
diseases and influenza outbreaks in Hong Kong, the then British
colony. However, even after its severe impact on human lives
(though less severe than the earlier two waves of influenza pan-
demics), it only described the 1968 flu pandemic in such flippant
terms as: ‘the flu is stationary … that it seems to be regressing …
that we should not add to the ills the risks of a collective psy-
chosis . . .’. Probably what lay behind the lack of sufficient media
coverage and popular attention to the pandemic in 1968 could
also be explained in terms of the lesser average number of years
that human beings were expected to live back then, and a very
different approach to death than what we have today in the
twenty first century. At least this is what Vincent Genin, the his-
torian of the École Pratique des Hautes Études de Paris, had to
say. Discussions should also factor in the international tensions
prevailing then, with wars in progress like the one in Vietnam
and the humanitarian crisis derived from the Biafra conflict in
Africa. All these made it possible to relativize the misery caused
by a more deadly epidemic than the others, much in contrast to
the COVID–19 pandemic that has literally wiped out every other
topic from the realm of the current public discussion.

There was sheer lack of media coverage for this pandemic’s
spread and this could have also contributed to a lot of deaths
worldwide that could otherwise have been prevented through
timely and informed medical intervention. However, a 2009
study by a group of researchers has shown that there was ‘sub-
stantial local media reporting’ of the Hong Kong pandemic flu
which helped in early isolation of the virus in Hong Kong itself.
This study looks at robust reporting on the pandemic crisis by
four major Chinese language newspapers and one major English
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language newspaper published in Hong Kong in 1968. A surge
in local reporting and reported cases was observed by Hong Kong
officials from 7 July to13 July and an increasing number of test
samples now started to show positive.

Before 1997, Hong Kong along with Macau was a British
colony ruled by British governors and had in place some kind of
a semi-capitalist economic system. In 1968, Hong Kong was the
major gateway from Southern China to the rest of the European
world. The colonial government had initially aimed at a limited
government structure, not interfering into too many affairs in
Hong Kong. However, the rapid growth of population, with a
peak in 1970 and the rapidly progressing modernization of the
society compelled the government to take up such responsibil-
ities as social welfare, employment of the local people, and pro-
viding subsidized health services and low cost housing to the
people by 1970. However, according to another view, until the
late 1970s the colonial government was little interested in regu-
lating matters concerning the Chinese population’s health as
long as no diseases threatened the social and economic order of
Hong Kong. It was only concerned about promoting sanitary
conditions and preventing the spread of infectious diseases in a
congested area, thus maintaining basic order to guarantee eco-
nomic stability.

However, it became increasingly difficult for top level officers
in Hong Kong to keep a record of local issues and several new
strategic plans had to be formulated. Moreover, in the late
1960s, the Maoist uprisings of 1967 had shaken the administra-
tors such that they realized a formidable challenge to their au-
thority and a situation where the communists who would make
every effort to discredit the government. Therefore, the CDO
scheme and other initiatives were introduced 1968 onwards to
enable engagement of local people more actively in issues of gov-
ernance. There was provisioning of modern Western medical ser-
vices to the local Chinese community and increased vaccination
of school children, often with significant fee waivers or at a
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very nominal charge by the medical and health department of
the government.

Thus, the following chains of thought are left at the end of the
research for one to think about:

Did the lack of media reporting in 1968 Hong Kong have•
only to do with the reasons explored in the research above,
or did it also have to do with the nature of the colonial 
government in Hong Kong and its probable lack of 
accountability to the local population? In 1968, there was
definitely an expansion in the realm of the government’s 
responsibility and its notion of public welfare. It was also
fearful of responses from violent Maoist groups. However,
much of the health initiatives were also negotiating with the
Chinese refugees and their medical traditions and also the
superpowers’ interests in Hong Kong.

Was the semi-capitalist colonial economy of 1968 Hong•
Kong better equipped to deal with the pandemic than the
capitalist economic systems of the USA and Western Europe,
and the political systems of other Asian countries like Japan
and India?

Is it possible even today to recover the voices of dissent and•
facts about the health crisis at the local level in Hong Kong,
given its subordinate political status throughout its twentieth
and twenty first century history—first as a British colony till
1997, and then as a semi-autonomous territory under Chi-
nese supervision. The situation is of greater concern today
as the PRC passed the controversial national security law in
June 2020, and this serves as a major curtailment of the civil
liberties of people of Hong Kong and a clamp down on the
pro-democracy protestors there. The enactment of this law
amidst the COVID-19 pandemic also makes one think how
far health issues can now be reported by the media freely and
how the pandemic crisis might be appropriated by the
protestors to stage their discontent at China’s authoritarian
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moves.

The case of Hong Kong as a city with minimum civil liberties
and at the cusp of a major conflict between world superpowers—
China, the USA as well as the UK, is instructive for us to under-
stand how questions of health administration and public health
are intricately linked to, and get implicated by issues of authori-
tarian states, clampdown of civil liberties and loss of sovereign
statehood. So far as the 1960s is concerned, it is the case of an
East Asian British colony under crisis. This research has tried to
highlight what this underreported pandemic in 1960s Hong
Kong can teach us about governance and public health adminis-
tration in Hong Kong and for other countries across the globe.
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Fig I: Local Media Reportage Timeline

Fig II: English and Chinese Language Reportage on the Pandemic
in Hong Kong.

Source: https://www.scmp.com/lifestyle/health-wellness/article/2154925/how-
hong-kong-flu-struck-without-warning-50-years-ago-and

Figures I and II show the
timeline of local reporting
on the pandemic, and the
proportion of English and
local media coverage on the
issue in Hong Kong.

Download Fig. I, Fig. II and
a few reference newspaper
headlines to print and share
with your students here

Graphic Timeline

Use the table in Figure I and

create a visual representation

depicting the different stages

of the pandemic as reported. 
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Divide the class into groups. 

Assign each group with the task of designing posters to be circu-
lated in Hong Kong in 1968 to create awareness about the out-
break of the pandemic. 

Students could also design posters or headlines that warn people
against relying a lot on local Chinese traditional medicines.
Maybe the colonial authorities would have employed parallel
health facilities, and publicised them? They could also think
about posters calling for recruitments in nursing services, or
health workers.

Encourage students to dig deeper and conduct a comparative
analysis of the pandemic situation as it unfolded in Hong Kong—
a British colony with a semi–capitalist economic model, versus
the USA—a major world leader in Cold War politics with a cap-
italist economy. 

How long did it take for each country to contain the flu and
how successful were the two governments in dealing with the
pandemic situation. Students should keep in mind the federal
constitutional setup of the USA and Hong Kong’s colonial 
administration. Suggest researching the other wars and world
events that were receiving media attention at the time: Vietnam
War, Biafra crisis, Presidential elections in the USA, American
mission to the moon, the Woodstock Music Festival in the USA,
the communist insurgency in Hong Kong, government reforms,
among others. 

Discuss in class how these were shaping the way governments,
media and the people responded to the pandemic in each case
and what does it tell you, if at all anything about the government
systems in place and about authoritarian regimes in general?
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Share the following link with your students to help them 
understand the state of Hong Kong’s economy in the 1960s:

https://en.m.wikipedia.org/wiki/1960s_in_Hong_Kong

DEBATE:

After students have read the section on the pros and cons of
surveillance across COVID-19 and the H1N1 pandemics, initiate
a classroom debate around the topic:

Surveillance, which impinges upon the right to privacy is 
legitimate in extraordinary times.
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ORIGINS OF HIV

It is commonly accepted that HIV originated in Kinshasa in the
Democratic Republic of Congo between 1910 and 1920, when
the virus crossed species from chimpanzees to humans. It is also
accepted that bushmeat practices were the initial cause of transfer
to humans. The virus may have been transmitted from an ape
or monkey to a human when a hunter or a bushmeat vendor was
bitten or cut while hunting or butchering the animal. 

WHAT DID COLONIALISM HAVE TO DO WITH AIDS?

BACKGROUND:

In the 1880s, the ‘Scramble for Africa’ began. Major European
colonial powers began to establish cities, towns and colonial 
stations in the ‘Dark Continent’. Exploitation of Africans was
at its peak in the French Equatorial Africa during the early 
twentieth century—they were engaged in forced labour (especially
in the railways, construction projects, plantations and other colo-
nial enterprises), and lived in conditions of extreme stress that



?could affect the immune system. There was also a rise in bush-
meat hunting. At the same time, they were subjected to unsafe
vaccination campaigns as part of the colonial project, done using 
unsterilized needles. In one such recorded vaccination campaign,
French doctors used six syringes to inject 80,000 African workers
with a medicine for sleeping sickness.

With the rise in industrial activities to foster the growth of
cities, there was also an increase in casual non-monogamous sex-
ual activities, as well as prostitution. Women also remained un-
married and divorced for a longer period of time, as they felt
freed from the rules of the traditional tribal societies in the cities.
All of these, along with the unprecedented increase in people’s
movements created the perfect conditions for the virus to make
its jump into humans and to further spread through a large pop-
ulation.

AIDS IN THE USA

1981: the Center for Disease Control (CDC) in the USA be-•
came aware of AIDS; the first official government report on
AIDS is released.

Between 1981 and 1985: Press representative of President •
Reagan makes statements when questioned by media about
governmental strategies to address the disease. He refers to
AIDS as ‘gay plague’. 

Sept 1985: The US Federal Government (under the presi-•
dentship of Ronald Reagan) first makes a public statement
on AIDS calling it a ‘top priority’.

Long before 1981, many living on the margins of society in
the US were mysteriously dying. In the 1970s ‘Junkie Pneumo-
nia’ (also known as the ‘dwindles’) was prevalent, affecting the
homeless, people using IV drugs and hemophiliacs—people
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Discuss any other 
instance of a pandemic
from history, where 

colonialism had a role to
play. How did it affect
the way the pandemic

played out? 



whose access to healthcare was already precarious. None of these
deaths were recorded and did not receive attention from the
CDC or public health officials. In 1987, after AIDS was well ad-
vanced, NYC health officials found that it had killed more in-
travenous drug addicts than homosexuals in the city. According
to a 2016 study published in the Nature magazine, the HIV virus
first came to the US as early as the 1970s. 

By 1985, an estimated 3500 people had died from AIDS in
the US. Reagan’s presidency was opposed to an expansive role
of government in addressing the epidemic, the primary goal
being to reduce government spending in every area except the
military. As a result, the federal government banned funding for
needle exchange programs based on unsubstantiated claims that
this would promote drug use, even when needle exchange pro-
grams were scientifically proven to help in the fight against HIV.
This moral counterargument in the face of scientific evidence
continued to stymie efforts in AIDS research and prevention
under the George H.W Bush administration as well as after him,
under the Clinton and George W. Bush administration, despite
increased funding in other areas of HIV related research and pol-
icymaking. In 1998, despite the AIDS death toll hitting 400,000
in the US, the Congress banned Washington DC from using its
own funds for syringe exchanges, which lasted till 2007, most
direly affecting the gay, black and poor communities. 

The WHO’s suggestions on alternative methods of AIDS
prevention were neglected and often,  prevention was seen in
terms of personal responsibility. This focus on behavior rather
than funding for preventative measures such as safe-sex programs
would end up harming those most affected by HIV and AIDS at
the time—gay and bisexual men—because it portrayed being HIV-
positive as a personal and moral failing. This further contributed
to existing homophobia and stigma associated with the disease. 
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AIDS IN THE SUB-SAHARAN AFRICAN REGION

Despite only 11 per cent of the global population residing in sub-
Saharan Africa, the region emerged as the epicentre of the
HIV/AIDS crisis in 2002, with AIDS declared to be the leading
cause of death there. In 2011, this region accounted for 70 per
cent of all AIDS related death in the world. Even in the 1960s,
before the virus reached the West, nearly 2000 people in Africa
had AIDS. The main transmission route of the disease in sub-
Saharan Africa was unsafe heterosexual intercourse. The epi-
demic in the region disproportionately affects women, with
young women aged between 15-24 being particularly vulnerable
and four times more likely to be infected with HIV than men. 

In the ‘AIDS Belt’ of sub-Saharan Africa, a peculiar phenom-
enon began occurring from 2000 onwards: the rise of child-
headed families. The main cause for this was the large numbers
of young men and women who were dying of AIDS, leaving be-
hind children to fend for themselves as well as their younger sib-
lings—raising several legal and ethical problems where the child
caregiver is often thrust into important medical decision-making.
The emergence of these households has deprived several children
and youth of their childhood and education opportunities. Their
precarious living conditions also mean that they are often sus-
ceptible to food insecurity and social vulnerability, despite the
efforts made by government policies and NGOs.

In the 1980s, the public health campaigns in this region were
designed around creating AIDS awareness to prevent the spread
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Divide class in groups. 

Discuss: Causes that lead to the disproportionate effect of pandemics on certain
populations? Encourage students to link the discussion to their own experience
of having lived through a Pandemic: who is more adversely affected than 
others—on the basis of what factors?

ASSIGNMENT:



?

of the disease—however, in an atmosphere of denial, stigmatiza-
tion and few resources, this model failed to control and improve
sexual behaviors of the people. It is unhelpful to speak of a single
sub-Saharan African HIV/AIDS epidemic since they are highly
varied. Here we look at two African countries: South Africa and
Uganda.

SOUTH AFRICA: As of 2018, there are 7.7 million people living
with HIV in South Africa.1 While the country has made signifi-
cant progress in recent years towards fighting the AIDS epidemic,
there was a time when the country’s response to the disease was
mired in pseudoscientific claims and confusing stances that led
to the loss and decay of many lives.

In 2000, President Thabo Mbeki wrote a letter to world lead-
ers expressing doubts that HIV virus was the exclusive cause of
AIDS. He questioned AIDS statistics, made statements on the
dangers of antiretrovirals (a drug that helps with HIV symptoms),
stalled the roll out of nevirapine, a drug which prevented vertical
transmission of AIDS from mothers to their children and argued
for socioeconomic factors to be considered. The international
community’s response to the AIDS crisis in South Africa was
largely confined to countering the President’s claims. In 2002,
the limitations on nevirapine and access to antiretrovirals were
lifted by the South African Constitutional Court and Cabinet
respectively.

Was President Mbeki's denial of the epidemic and suspicion
of Western drugs just another case of science vs.
pseudoscience/superstition?

In The Politics of AIDS In South Africa, Fassin and Schnei-
der pointed out how in the 2000 controversy created by Mbeki,
the themes of racialization and suspicion of the country’s white
population and the global pharmaceutical industry could be ex-
plained by South Africa's historical context and political reality.
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For instance, during the bubonic plague of 1900 in Cape
Town, the epidemic was used to justify the mass removal of
Africans from their homes to the first ‘native locations’ under
the first segregation law passed in 1883, which was called the
Public Health Act. South Africa has witnessed a history of epi-
demics being used to enforce racial segregation. In fact, when
AIDS arrived in South Africa many white leaders chose to inter-
pret it in racist terms, bringing up the trope of the ‘promiscuous
African’ and rejoicing in the possible elimination of the Black
populations. Moreover, towards the end of the apartheid, there
was also evidence which showed that government-backed labo-
ratories were researching on chemical and biological weapons,
and contraceptive methods to eliminate the Black populations
of the country. 

‘Inequality, mobility, and violence are partly the legacy of
centuries of colonial exploitation and racial segregation, culmi-
nating in the institution of apartheid in the second half of the
20th century. Epidemiologically this segregation translates as dif-
ferential HIV seroprevalence between black and white groups
and between social classes’, Fassin and Schneider concluded. 

UGANDA: By the 1990s, the public discourse on AIDS in sub-Sa-
haran Africa had shifted from the narrow biomedical approach
to a multi-sectoral approach that aimed at reducing vulnerability.
Public health campaigns began to actively promote sexual behav-
ior change. In Uganda between the late 1980s and mid-1990s,
this approach was adopted through the ABC campaign: A for
Abstain from sexual intercourse or delay sexual debut; or if this
wasn’t possible then (B for) Be faithful to one partner and reduce
the number of sexual partners, and (C for )use Condoms for pro-
tection during sex. 

The ABC campaigns have been credited with an impressive
reduction in prevalence of HIV in Uganda. This was bolstered
by a comprehensive national message that AIDS prevention is
of national importance and the responsibility of every citizen.
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The country, under President Yoweri Museveni was also able to
reduce stigma, promote discussions on sex out in the open, per-
suade couples and individuals to get tested and reduce discrim-
ination against women in its fight against HIV. Beyond Uganda,
other countries such as Cambodia, Thailand and Dominican Re-
public had also positively responded to variants of the ABC cam-
paign. However, the US AIDS prevention policy which until the
2000s was still focusing primarily on abstinence, soon affected
the ABC campaigns in Uganda. 

In a 2005 report released by Human Rights Watch, it was
found that the US funded ABC programs in Uganda had
pushed for abstinence and pro-marriage, monopoly-only strate-
gies under the Bush administration.2 The report also mentioned
how crucial information about HIV prevention and condom use
was eliminated from school curricula under President Museveni
and his wife, First Lady Janet Museveni—the very people who
were once spearheading effective AIDS policies in the country.
In 2004, the government went on to impose restrictions on con-
dom imports and decided to increase focus on abstinence. 
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In a 2003 AIDS policy it was mandated that one-third of all

US assistance to prevent HIV/AIDS globally would be reserved
for ‘abstinence until marriage’ programs, making it the single most
important HIV/AIDS intervention of the US government. Conser-
vatives were in favour of this because they believed that promoting
condom-use would encourage people to be more promiscuous and
sexually active. They also denounced programs that were targeted
towards at-risk populations, such as the LGBTQ community, injec-
tion drug users, sex workers, etc., on the basis that this would give
legitimacy to such ‘immoral people’. 



STIGMA AND 
DISCRIMINATION

In the late 1980s,
Jonathan Mann pointed
to three phases in the
AIDS epidemic in any
society. First, the epi-

demic of HIV infections silently enters a community and 
remains unnoticed for a while. Second, the epidemic of AIDS
itself, which emerges when HIV triggers life-threatening diseases.
The third phase is a combined reaction of stigma, discrimina-
tion, blame and collective denial. According to him, this third
phase is what makes dealing with the first two so difficult. Stigma
does not magically appear out of nowhere, it is linked to our per-
ceptions of which groups are devalued and who is considered su-
perior. Stigmas play into and reinforce social inequalities, which
become heightened in times of crisis. Much of the existing HIV
and AIDS related stigma reinforces existing prejudices of 
communities. 

Stigma causes both shame and discrimination. All over the
world, there have been countless instances where a person with
HIV and AIDS has been discriminated against and denied their
basic human rights. In several situations the stigma is legitimized
through state policies and discriminatory laws. HIV and AIDS
related stigma and discrimination compound the suffering of
people living with this condition. It erodes their human rights,
thereby making them more vulnerable to the disease and lessens
their ability to cope with it.

45



HIV CRIMINALIZATION LAWS

Almost wherever in the world HIV has made its presence felt,
governments have desperately tried to tackle the pandemic by
implementing laws that criminalize the transmission of the dis-
ease. These criminalization laws are an attempt at dealing with a
public health situation as a law and order problem and have only
further added to the stigma and misinformation surrounding
the disease. There is no evidence that shows that HIV criminal-
ization laws reduce the chances of contracting the disease. On
the contrary, such laws discourage individuals from getting tested
and even receiving medical treatment because of the added fear
and stigma that comes to be 
associated with the disease due to such
laws.
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In Canada, the campaign for the criminalization of HIV nondis-
closure started in 1990, and was cemented through a series of landmark
judgments. In the 1998 Henry Cuerrier case, the Supreme Court of
Canada ruled that in the context of sex, HIV nondisclosure can be con-
sidered an assault as it poses a ‘significant risk’. In 2011, Johnson Aziga,
a Ugandan immigrant in Canada became the first person in the world
to be convicted of murder for infecting someone with HIV. It is worth
noting that Black men make up 52 per cent of the heterosexual males
who have been charged, but only 6 per cent of HIV-infected men in
Canada, according to the Canadian Journal of Law and Society. It is also
worth noting that racism and tropes of the sexualized Black immigrant
have only further helped in hardening public opinion behind HIV crim-
inalization. Moreover, despite Canada's nationalized healthcare, anti-im-
migrant sentiments, policy gaps have historically prevented vulnerable
populations from accessing these resources.



The UNAIDS Reference Group on HIV and Human Rights
concluded that, ‘in the overwhelming majority of cases, applying
criminal law to HIV transmission or exposure does more harm
than good’(UNAIDS Reference Group on HIV AIDS and
Human Rights, 2008). Instead, it called for ‘promoting a social
and legal environment that is supportive of and safe for volun-
tary disclosure of HIV status’ as well as for expanding evidence-
informed programs that prevent HIV transmission while
‘protecting the human rights both of those living with HIV and
those who are not infected’.

HEALTH AND HUMAN RIGHTS FRAMEWORK

Throughout the history of the AIDS epidemic, there have been
several instances where the fundamental rights of individuals
were infringed upon under the garb of tackling this infectious
disease. Individuals have been segregated in schools and hospi-
tals, kicked out of their apartments because they were HIV-pos-
itive. In prisons, this kind of degrading treatment is particularly
prevalent where inmates may be forced into mandatory confine-
ment and even denied their basic needs. 

Jonathan Mann, director of Zaire AIDS Research Program
(mid 1980s) and leading HIV activist, argued that health is de-
termined by social factors. His argument was that the traditional
public health approach, with its emphasis on information and
health services would prove insufficient in tackling the AIDS
pandemic unless social problems such as inequalities were first
dealt with. His colleagues and he believed that despite different
histories, perspectives and vocabularies, public health and
human rights are ‘synergistic’, since both are concerned with 
advancing the wellbeing of human life. In the 1990s as the pan-
demic surged, this framework was used to examine and critique
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discriminatory public health measures such as the United States’
controversial practice of detaining HIV positive Haitian refugees
at Guantánamo and Cuba’s practice of forcibly quarantining its
own HIV-positive citizens. 
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PERSONAL TESTIMONIALS OF PEOPLE LIVING WITH HIV:

In recent years, the medical perspective has taken over discus-
sions on the AIDS epidemic around the world, and very little is
said about the devastation that vulnerable populations across the
world faced during the early days of the epidemic. Especially in
the West, this painful truth is relegated to the pages of history
by governments which now look at the epidemic as solely a
byproduct of the poverty of the developing world. Today, activists
have developed a new method of ensuring that their trauma is
not forgotten or displaced. They utilize a strategy of ‘survivor-
hood’ to promote prevention and combat stigma. Their accounts
are a reminder of the exclusionary policies and beliefs that con-
tinue to tyrannize people even today. 

Thembi Ngubane spent over a year recording moments of her
life with AIDS when she was 19.  She passed away at the
age of 24 in 2009. Here are snippets of her recordings:
http://www.aidsdiary.org/story.html

New HIV Patient Meets Survivor From The
1980s:https://youtu.be/eETWIzHZWEY

HIV and growing old:
https://youtu.be/j_niqExXrCI

An Interview With AIDS Activist Zackie Achmat:
https://www.amfar.org/articles/around-the-world/treata-

sia/older/an-interview-with-zackie-achmat%E2%80%94aids-ac-
tivism-in-south-africa—lessons-for-asia-/
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READING IMAGE: [Hong Kong Flu, Aids, Ebola, Covid-19]

Download and print readingImageresource.pdf here
Circulate the print outs in the classroom
Assign the task of analysing the images, individually or in groups.

Points to consider:
Larger context and background to the image•
Political and social commentary being conveyed•

Encourage students to discuss and share the diversity  that may be evident in their
individual readings of the images. 



HOW DID PEOPLE IN THE NINETEENTH CENTURY
DEAL WITH DIFFERENT EPIDEMICS AND CONTAIN
THEM? 

One of the central debates about epidemics in the early nine-
teenth century was about their cause of transmission. The ‘con-
tagionists’ argued that most epidemics spread from person to
person, like the flu, and thus quarantine was essential during
any outbreak. As a general rule this worked quite well, even for
diseases that we know are not airborne, like Cholera. During an
outbreak, those still healthy would be shifted out of the area.
This would mean that they have access to an uncontaminated
water supply and would thus remain healthy. Doctors would de-
duce that it was distance from the patient that prevented the
spread, rather than the water. Opponents of contagionism
stressed the role that the surrounding environment, mainly the
air, played in the spread of a disease—either it was the catalyst or,
for some diseases, the cause itself. Due to the lack of experimen-
tation and more advanced anatomical studies of diseases during
this period, both conclusions, for several diseases, were quite
plausible, irrespective of what we know about them today. 
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When the East India Company doctors arrived in India in
the nineteenth century, they found that the indigenous system
favoured the environmental explanation of epidemics and of
most diseases. The British were not dismissive of this theory,
even suggesting that Europeans ought to cope with the environ-
ment of the tropics by following their routines and standards of
hygiene. Mark Harrison argues that this open-mindedness was
due to the larger cosmopolitan spirit of the enlightenment. 
Harrison qualifies this by adding three caveats:

The Europeans heaped praise on the bygone medical tradi-•
tions rather than contemporary practice, often referring to
the latter as ‘popular superstitions’.

They believed that different races have different origins and•
thus might possibly have different innate capabilities to adapt
and resist environments. 

Even the open minded among these doctors saw tropical hy-•
giene as a means to eventually colonize the tropics.

However it was at this proto-scientific stage of epidemiology
that the gulf between indigenous and European ideas and prac-
tices widened, Christian Hochmuth argues. For more on this,
read pages 2-3 of the Plague Cholera Malaria research document. 

MALARIA (with a focus on Bengal)

For most of the nineteenth century and beyond, natives and 
Europeans alike did not know that a particular species of the
mosquito (or the creature itself) was the cause of malaria, yet they
had deduced that the disease festered near swathes of still water
and rotting matter. Arabinda Samanta points out that while
most common ailments in nineteenth century Bengal were reg-
ularly treated at the dispensary, fatal diseases and especially epi-
demics were seen as signs of divine wrath, in the latter case
towards the entire community. The usual protocol in such cases
was to perform sacrifices and other religious rituals.
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An epidemic which was an exception to such a reaction by
the people was Malaria. Patients regularly cooperated with dis-
pensaries during outbreaks, at least when it came to medicine
rather than other welfare measures, like food. The population
saw the Government’s blatant actions as the cause for the
Malaria outbreaks. The Government had recklessly constructed
canals, railway tracks and embankments which had interfered
with the fragile and silt-heavy river systems of Bengal, creating
blockages, floods and reservoirs, resulting in new malarial
swamps near human settlements. 
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Particular deities began to be associated with partic-
ular diseases—Sitala for smallpox, Olai Chandi for Cholera.
This pattern of behaviour is seen across cultures to this day,
with Banerjee/Duflo observing that families in Rajasthan
who subscribe to supernatural explanations and remedies
for serious ailments and conditions, stop doing so when the
price drops and accessibility of proper medical treatment in-
creases. Samanta writes that the lower castes worshiped a
deity known as Jwarasura—the fever demon, with various tal-
ismans and totems assigned to him. He never became a pan-

Bengal deity. 

Did you know that the construction of canals created conditions
for Malaria in Punjab leading to the deathly epidemic of 1908?
Sheldon Watts writes about the building of canals for irrigation
purposes, and the strong financial lobby protecting these inter-
ests. The Anopheles of Punjab, which now had the ideal condi-
tions to multiply, would turn infectious and harbour parasites
due to the gametocytes in the blood of the malarial Bengali
labourers who migrated, possibly via train to the north in

search of work.



Due to popular protest against such construction works, the
government constituted a committee in 1902 to examine such
issues. It was concluded that until issues like drainage were 
tackled by heavy duty engineering measures, the threat of Malaria
would continue to loom large. However, the following year when
a report on this was to be published, these explanations had been
replaced by more convenient ones—that it was the unsanitary
habits of natives that had caused the disease, and that regular
doses of Quinine were the only way to prevent an outbreak. The
engineering reconstructions would have been unprofitable for
the investors funding the irrigation companies. For more on this,
read page 5 of the Plague Cholera Malaria research document.

The explanation that Malaria was caused by unhygienic na-
tive practices led to calls for decentralising the responsibility of
healthcare. The 1920 Montagu-Chelmsford Reforms made it the
prerogative of the provinces to manage health related issues. The
knowledge about hazardous agricultural practices that caused
epidemics did not percolate down to the level of the farmer. Most
zamindars were as apathetic to the health of the peasantry as
were the English. Let alone canal-drainage operations, they even
resisted clearing malarial marshes, even when the government
ordered them to do so. There were exceptions of course who
took a more proactive role in malaria reform. The educated
urban middle class also mobilised the peasantry through anti-
malaria clubs and committees. 

The notion of Malaria as a ‘travelling’ epidemic, as Rohan
Deb Roy has argued, turned Bengal, in the minds of many, into
a malignant bog—theories about malaria ran rife and entered
popular culture. The paranoia made people feel that they were
always on the brink of an attack of the fevers. Several epidemics
which were actually distinct from each other but nevertheless
shared common symptoms were interpreted as malaria. 
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Quinine was heav-
ily adulterated and over-
priced by native quacks
and Europeans alike.
Many doctors even 
argued that the use of
Quinine as a prophylac-
tic, taken regularly to
prevent the onset of
Malaria, was actually just
hiding the symptoms of
the disease.  



CHOLERA

Cholera was endemic to the lower Gangetic plain and had spread
to parts of Europe in the early nineteenth century through vari-
ous trade routes. Very little was understood about the nature of
this disease—the science of bacteriology was too primitive at this
point to fully understand the pathogen that caused cholera. 

The two rival theories that sought to explain the spread of
Cholera were the Contagion theory and the Miasma theory.
Both theories explaining Cholera had their appeal in the nine-
teenth century English medical community. A hybrid of the two
theories was known as ‘contingent contagionism’. 

The Cholera mystery was ultimately solved by Jon Snow, an
anaesthesiologist, and William Farr, a demographer. Snow be-
lieved that the disease was spread by drinking contaminated
water. Read more about Snow's investigations on pages 7-8 of
the  Plague Cholera Malaria research document.

Shutting off a contaminated water supply soon became the
standard procedure of dealing with an outbreak. In the absence
of alternate water supplies and separate lines for sewage and
drinking water, quarantining the diseased was judged to be the
most practical solution. Even though the discovery and study of
the Vibrio Cholera bacteria would only happen in the 1880s by
Robert Koch, many countries and their colonies followed the
new procedure of dealing with the disease. 

The figure at left is the
personification of
cholera, facing resis-
tance from a group of
women. This 19th cen-
tury engraving is from
Barcelona.



WHY WAS THERE A SUDDEN REVERSAL IN THE
BRITISH COLONIAL STATE POLICY TOWARDS
CHOLERA IN MID-1868?

During this period the Miasmatic theory was once again
favoured, and the source of the disease was thought to be the
filth and dirt in a particular locality—quarantine was no more
thought to be the appropriate policy, instead officials and politi-
cians aggressively argued against it: ‘Those who love quarantine,
hate England.’ Sheldon Watts argues that this mysterious reversal
in policy was not simply brought about due to class prejudices
which favoured the Miasma theory for its negative associations
with the poor, but that the main reason for this shift was the
completion of the Suez Canal in 1869, which cut the travel time
from Britain to India into half. The British had also pioneered
the double-piston steamship which would further reduce travel
time. Fearing that their faster ships returning from Cholera en-
demic regions like India would be required to quarantine at for-
eign ports, thus making their time-slashing innovations
redundant, the British changed their colonial policy to actively
discourage and ridicule quarantine measures, so that they would-
n’t suffer a loss in trade. A clear indication of this reversal can
be seen in the work and reports of James McNabb Cunningham,
the principal health official in India in the late 1860s, with re-
gard to the Haridwar Cholera outbreak, and a decade later in
the case of Richard Temple in the context of the 1874 Bengal
Famine. Read more on pages 8-9 of the  Plague Cholera Malaria
research document.



Local and Provincial governments in India received little fi-
nancial assistance from the Central government to combat dis-
eases and improve sewage and sanitation infrastructure. Due to
the poor effectiveness of most British cures and treatments, In-
dians were reluctant and resisted hospitalisation and other forced
measures by the government. They also did so for caste and reli-
gious related reasons, refusing to share the same premises with
someone from a ‘lower’ community. Even though pilgrimages
were a great accelerator of the spread of Cholera since people
bathed and drank from large communal sources, the British did
not ban these gatherings even during Cholera-heavy years, at least
until the 1890s. This was out of fear of a public reaction against
clamping down on the native religion, and also because quaran-
tine went against their own prejudiced policy of allowing free
movement during the disease. 

A BRIEF NOTE ON THE PLAGUE

As in the case of Cholera, the official policy to combat plague
in the 1890s was based on a wrong understanding of the disease.
It was held that the plague spread through airborne transmission,
whilst some contended that it could also be contracted from the
miasma around conditions of filth. The real mode of transmit-
ting the bacterium however was through the bite of a particular
flea that had also bitten an infected black rat. 
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This is far from the only instance of trade interests being prioritized over disease
control in colonial India. As Srilata Chatterjee has pointed out, the Bengal govern-
ment delayed the declaration of plague in Bengal to 1898 (even though cases were
seen as early as 1896) because the officials and other upper echelons of society, which
included indigenous and Nationalist leaders from both communities, were afraid
that the news of the outbreak would result in other countries and markets temporar-
ily ceasing lucrative trade with ports in Bengal. This would lead to a crisis in indus-
tries like the jute industry, whose gunny bags were used to transport several goods,
and the financial banking system that supported most other industries. 

DID
YOU KNOW
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The standard procedure in the 1896 Bombay outbreak in-
volved forced evacuations, sterilisation with lime compounds,
breaking down roofs and walls to allow adequate ventilation in,
and at times the demolitions of entire chawls. Added to this were
forced inoculations, hospitalisation and isolation from family
members. Often, all the belongings in a plagued household
would be burnt, which would mean tools that gave a family its
livelihood were turned to ash, leaving many families destitute.
These measures had a disproportionate effect on the poor, firstly
because the conditions they resided in made them more vulner-
able to the black rat, and secondly, because the rich who were
affected often practiced quarantine isolation and treatment in
their own homes. After facing violent popular backlash from the
poorer sections of the city, which included vandalising plague
hospitals, the local authorities adopted a more consent-based
procedure to deal with the epidemic. The poor still largely had
to be shifted to other facilities, but the well-to-do could now get
admitted in community sanatoriums, funded by and built for
separate caste and religious groups.

The rhetoric and actions of the local municipal authorities
seemed to suggest that the squalid conditions of slums and
chawls were the creation and fault of the poor themselves rather
than horrible urban planning. Hygiene and cleanliness was still
seen as the imperative of the individual, rather than of municipal
bodies that had the responsibility of building sophisticated in-
frastructure like drainage systems.



FURTHER READING/VIEWING: 

For a glimpse into visual histories of the Bombay plague of
1896, look here: https://scroll.in/article/968584/bombay-
plague-of-1896-the-first-bio-political-crisis-to-be-captured-on-cam-
era-in-colonial-india

In the aftermath of the Bubonic Plague in Poona (Pune) in 1896,
the Chapekar brothers assassinated W.C. Rand, the Chairman
of the recently formed Special Plague Committee, for the ‘tyran-
nical’ excesses practiced in the name of epidemic-control. For a
filmic telling of this event, watch the Marathi film(with English
subtitles) 22 June 1897 here available in a series of ten parts:

https://www.youtube.com/watch?v=WbF3nJw61bM&list=PL4o
NMzWCv_iGhhyzZNVnIvcmcTPx_RYYn&index=2
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