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The World Health Organization estimates that approximately one billion people are 
infected and up to 500 000 people die from influenza each year. Providing an effective response 
to emerging infectious diseases remains a pressing global health challenge; the 2009 H1N1 
influenza pandemic is a salient example. Also the data on risk perception and behavioral 
response to a novel virus is usually collected with a substantial delay or after an epidemic has 
run its course. This qualitative research was an attempt to explore the voices of patients, family 
and health professionals about their unheard experiences, perceptions and resort to treatment 
and cure. The results suggest there are varied factors (beliefs, environmental, cultural, media) 
that govern the health-seeking behavior of individuals. Of particular interest, we find that 
affective variables, such as self-reported anxiety over the epidemic, mediate the likelihood that 
respondents will engage in protective behavior that can go a long way in designing of epidemic 
control strategies.
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Introduction
The World Health Organization estimates that approximately one billion people are infected and 

up to 500 000 people die from influenza each year (WHO  2014). The greatest burden of illness usually 
occurs among children, while the highest burden of severe disease (in terms of hospitalization and death) 
occurs in those with underlying medical conditions, infants and young children, and elderly people 
(Cromer, et al. 2013). Current circulating influenza strains in humans include influenza A (H1N1) 
pdm09, influenza A(H3N2), and both influenza B viruses (B/Victoria and B/Yamagata) (WHO, 
2016). This article is an attempt to explore the voices of patients, family and health professionals about 
their unheard experiences, perceptions and resort to treatment and cure. The present research lays 
its contention on the methods and understanding of medical anthropology that there is much more 
to the understanding of disease than clinical scientific manifestation that is necessary for diagnosis, 
management, prevention and ultimate extinction of infectious diseases like swine flu in India.

Influenza viruses have the potential to cause contagious respiratory illness ranging from mild flu to 
severe respiratory illness resulting in death. In April 2009, a new influenza A virus (H1N1) emerged 
abruptly and within a few weeks there was a global spread of this virus leading to more than 4500 
deaths by October 2009 (WHO 2009). The first case of pandemic influenza in India was reported 
from Hyderabad in May 2009 (TOI 2009), immediately after which Influenza surveillance system was 
put in place with the support of National Center for Disease Control, New Delhi and World Health 
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Organization. The H1N1 epidemic has affected 15,413 people since the start of 2015, compared with 
27,236 in 2009 and 20,604 in 2010. The death tolls in 2009 and 2010 were 981 and 1763, respectively. 
The following year the most affected state has been Rajasthan, with 4734 confirmed cases, followed by 
Gujarat, with 3337 cases. The latest data shows that the year of 2019 is no different, with H1N1 cases 
projected to cross 10,000 by the end of February, taking India’s count to 9,376 in the first two months 
of 2019 out of which 312 deaths have been reported. While this year has registered a sharp spike in cases 
in February as compared to all of 2018, when there were 14,992-recorded cases and 1,103 deaths, the 
nation’s battle to tackle influenza is still ongoing (GAR 2009) 1.

The above data clearly indicates: India is facing an unprecedented spike in cases of swine flu, and 
the load of testing has tremendously increased on the laboratories. To decrease this load the Health 
Ministry has issued guidelines not to test flu patients for H1N1, unless essential. This would mean 
that these patients would still be treated for the disease but would not add to the already explosive 
swine flu statistics across the country. Along with the aim of decreasing the load on laboratories as 
well as prevention and control of the influenza outbreak following guidelines for screening, testing and 
isolation were formulated and revised (MoFHW, 2015).

As per the guidelines, all the patients who have flu like symptoms should be screened at private or 
government health facilities or examined by a doctor and will be categorized into three categories i.e. A, 
B and C (depending on severity). 

•	 1.1. Category-A: Patients with mild fever plus cough/ sore throat with or without body ache, 
headache, diarrhea and vomiting were categorized as category A. These patients do not require 
testing for H1N1 and should be treated as per symptomology and monitored as well as reassessed 
at 24-48 hours. Oseltamivir (Temiflu) is not required in these patients. Patients should confine 
themselves at home. 

•	 1.2. Category-B: Patients with all the signs and symptoms of category A along with high-grade fever 
and severe sore throat were categorized as Category B. These patients require isolation as well as 
Oseltamivir. Any patient who has symptoms of category A but belongs to high risk population (for 
example, children with predisposing risk factors; pregnant women; people aged >65 years; patients 
with lung, heart, liver, kidney disease, blood disorders, diabetes, neurological disorders, cancer and 
HIV/AIDS; patients on long term steroids) will be treated with Oseltamivir and also categorized as 
category B patients. No testing is required and may require broad-spectrum antibiotics. 

•	 1.3. Category-C: In addition to signs and symptoms of category A & B, any patient with breathlessness, 
chest pain, drowsiness, fall in blood pressure, hemoptysis and bluish discoloration of nails are categorized 
as category-C. Children with severe influenza like illness manifested by red flag signs (somnolence, high 
and continuous fever, inability to eat, convulsions, breathlessness and difficulty in breathing etc) as 
well adults where there is worsening of underlying chronic conditions are also categorized in the same 
category. These patients require testing, immediate hospitalization and treatment.

India does not currently recommend yearly influenza vaccinations for the general public because 
the burden of H1N1 is so small when compared with diseases such as tuberculosis, which affected 
2.1 million people in 2013 (WHO, 2013). Such a vaccination becomes ineffective after a year and 
takes 3-4 weeks to confer immunity—making its large scale use impractical, said Jagat Prakash Nadda, 
Union health minister (India), in written responses to questions raised in the upper and lower houses 
of the Indian parliament. However, since the H1N1 outbreak began last year the health ministry has 
recommended a vaccine for public health workers who come into contact with infectious patients. Also, 
Integrated Disease Surveillance Programmed (IDSP) and its State units have enhanced the surveillance 
for Influenza Like Illness (ILI) and Severe Acute Respiratory Infections (SARI).

1	 <http://mohfw.gov.in/showfile.php?lid=3073>
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Rising mortality has led to panic among the public and an increased demand for diagnostic tests 
and treatment, even among people with no flu symptoms. This has put extra pressure on the limited 
infrastructure available for swine flu testing in India.

Currently, there are only 21 government laboratories across the country that can test for swine flu 
out of which 12 are under Integrated Disease Surveillance Programme (IDSP) and 9 are under Indian 
Council of Medical Research (ICMR) Influenza Surveillance Network. The Indian government’s 
response has been to ask the drug controller to ensure the availability of the antiviral drug Oseltamivir 
(Tamiflu) in all stores that have a licence to stock it, as well as regulating prices of swine flu diagnostic 
tests, which have risen since the outbreak began (Pulla 2015).

Methodology
Participant Recruitment

To capture the diversity of H1N1 patient’s experiences, the researchers recruited and sampled patients 
belonging to varied range and intensity of the disease and its effects. This was done in lieu that responses 
from this variation could contrite to more realistic and true understanding of the experiences of H1N1 
patient’s. Hence, a total of fifteen (N=15) patients who suffered from Swine flu were interviewed out 
of which three (n=3) patients were observed at all stages of disease from its conception to effects of 
treatment to cure. The sample was selected incorporating patients at high to low risk of the disease. So, 
of all the patients included in the research; four (n=4) belonged to category C (as per MoHFW, 2015 
guidelines) (Weiss, 2001) and were in the highest degree of risk with ICU care, seven (n=7) belonged to 
category B who got the treatment on time and had to be admitted just for a day in the hospital and four 
(n=4) belonged to category A with minimum risk of the disease. Observing the entire journey of patients 
struggle with disease gave deeper insights to the phenomenon and helped undercover bottlenecks and 
realities that could not be noted otherwise. To gain holistic perspective to the problem under study 
the family members of patients were also interviewed and their experiences were also recorded. The 
respondents were selected using purposive sampling technique by investigating and looking for H1N1 
disease patients through influenza and pulmonologist specialist, followed by snowball sampling technique 
with the respondents that actually helped a great deal in finding other respondents.

A prior permission and consent of the patients and family were taken before interviewing them 
with detailed explanation of the objective behind the research. Permission was also taken by the medical 
authorities to carry on this research where each and every detail of the study was explained to the 
concerned doctor. The consent given by the patients and their families was verbal. It is important to 
mention here that in the present study a substantial amount of time and energy was spent in building 
rapport with the patients and their families, which resulted in their faith in the researcher that they 
did not demand for the written consent even when asked. Also, after listening to the objectives of 
the research, the patients and their family members were more inquisitive and felt responsible about 
discussing and narrating their experiences as they felt this was a way to put forward their voices and 
concerns as no authorities or national agenda’s ever lays stress on these things. 

Interviews were conducted one on one with the patients and in some cases as per the ease of the 
patient with his family besides him/her. A semi-structured guide was created adhering to the objectives 
of the research by reviewing earlier studies and consultation with the pulmonologist to gain an overview 
and understanding of the disease and its effect in question. Patients were asked to tell their story from 
when they first suspected they had a problem, the symptoms, line of treatment and final resort. Among 
other things, the research laid interest in people’s perception of the cause of their illness, the context 
of social suffering relating to the disease, difficulties faced by them in seeking cure and social behavior 
subjected to the diagnosis. Many patients talked about stigma and expressed feelings of rage and guilt. 
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The interviews lasted one to three hours and were audio taped. Individual, in-depth interviews were used 
that encouraged respondents to display their own understandings and meanings and permitted themes 
and hypotheses to be identified and tested during the study that might not have been initially anticipated.

Since the prime aim of the present research is to document the lived experiences of patients with 
H1N1, a recently popularized concept in the literature of public health and medical anthropology 
called “autopathography” has been studied and as far as possible used in the present paper. The term 
autopathography according to the Oxford dictionary has been described as an autobiography dealing 
primarily with the influence of a disease, disability or psychological disorder on the author’s life (Hart, 
2018). But for the purpose of this research paper we extend the meaning so as to include the patient’s 
narration in local dialect though not written by them. It served as a medium that enabled the respondent’s 
express the manifestations of their illness on their existence.

Approaching through categories we can enrich our understanding of the personal experience of 
illness. This telling and being heard leaves impression of wellness within the life of a sick person. This 
opening up puts us on the frequencies towards health (Barrett 2008). Autopathography is a means for 
Lorde to reconstruct the missing human elements of the body which medicine and technology lose 
sight of. Autopathography’s uniformly consider the deeper ways in which the illness has changed the 
author’s life. In doing so, they provide not merely a window on to therapeutic pathways, but also an 
important locus of social commentary, the prime objective of the present paper. 

Findings
Initial reaction to swine flu

Respondents expressed some initial trepidation talking about swine flu, as they perceived it as a 
dreadful disease not only in terms of pathology but the associated societal stigma. Stigma associated 
with disease raises insurmountable barriers for those seeking or in need of healthcare, which minimizes 
the net effects of preventative measures and exacerbates the spread of disease (Barrett 2008). 2 The fear of 
social seclusion and respect was more worrisome to patients than getting cured. 

The moment I was detected H1N1 positive, I feared of facing my people, my relatives, my 
community. It was like I have been cursed for something. At that point the thought of getting cured 
did not strike at all.  We have all been talking about swine flu pandemic and unknowingly there has 
been hatred and stigma related to it in our minds.

The extent of taboo related to swine flu was so much that some of the patients even said they wanted 
to die after hearing H1N1 positive. 

I just lost hope and zeal to get well. All my life I had lived a respectable life. The fear of not 
getting socially accepted was killing me every moment.

We are social beings and societal acceptance is the most important facet of human lives.
The detection of the disease is challenging as depicted by the respondents. It is well known that 

the initial symptoms of H1N1 are like the common flu, so the first resort to cure was done by patients 
themselves or suggested at drug store by consuming normal cold-cough antibiotics like Ofloxacin and 
Novamox. Although some patients consulted the doctor before taking this medication but their case 
too, doctor did not investigate properly and gave a simple antibiotic course. Even for the educated 
respondent (patient), who was a medical graduate practicing as doctor in a government institution, 
the story was no different. Being a doctor himself did not help him figure out the detection until the 
symptoms became worse over the period of 14 days when his elder brother took him to a private hospital 
in the city where he was admitted for 2 days and got tested positive for H1N1. 

2	 <http://www.who.int/csr/don/2009_10_09/en/>
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As he narrated;
We are a joint family of at least 15 members living under the same roof. The news of swine flu 

created panic in the whole family. Everyone was worried about their protection more than wanting 
me to get well. This led us (me, my elder brother and mother) to live in isolation away from family 
in a separate place for a period of 7 days till I recovered. Being a doctor myself I have seen number of 
cases in which patients with communicable diseases are left treated on the mercy of God, but having 
faced it now I can say that on the part of the patient it actually is very difficult to heal as our body 
responds in conjunction with the mind and immune system.

The experience of stigma in H1N1 is shaped by the association of disease with its easy communicability 
and rapid transfer of infection to others. As told by the respondents, to an extent the role of media was 
crucial in creating the prevailing mindset and fear about the disease. In 2009 when the World Health 
Organization (WHO) labeled H1N1 emergency as pandemic, 3 all the news channels across the world 
started flashing news about the disease and the increasing number of deaths and reported cases. As said 
by one of the respondents,

The focus of news channels was never on promoting awareness about the disease, its causative 
factors and cure but all they showed were dreadful number of deaths that increased fear and stigma 
among the common people. 

The case was even worse among populations with low socio-economic status and education. 
The experiences of respondent’s belonging to low socio-economic status projected their total lack of 
understanding of disease and its manifestations so much so stigmatizing it in comparison to AIDS on 
grounds of sexual transmission. As one of the family member of respondent narrated;

The word swine flu reminds me of AIDS, the way AIDS spread by touching, in the same way 
swine flu spreads. Also, this is the reason why it is considered as a cursed illness and society doesn’t 
approve of such individuals.

It was considered a shame and fear of social seclusion to be detected with swine flu owing to non-
awareness about the disease. Hence, most of the cases go unreported and even more in most cases 
patients as well as doctors hesitate to get it tested. 

Self-regulation strategies

The journey of H1N1 patients is challenging from the very beginning and it does not end even after 
the recovery from the disease. Given the concerns of social acceptance from the onset of the disease, the 
respondents narrated their experiences and coping strategies of what they had to suffer and face even 
after returning back from the disease. Medical problem is never an individual problem; the patient’s 
family equally suffers the brunt of illness at all emotional, financial and social levels. The family members 
of the respondents described how after returning back from hospital did not made the things easy;

The day we came back home all the neighbors, friends and relatives started coming to see him. A 
patient is more vulnerable after coming back from hospital and requires special care and rest like the 
hospital. But it became really difficult for me to manage him on one side and the guests on the other.

The people asked with suspicion whether he is fine and out of danger. There was a sense of delusion 
in their way of probing questions as if seeing him recovering was something unexpected to them.

Although the family members had no choice but to attend the guests owing to their social obligations 
but patients described how they deliberately refused to meet the people and relatives who came to see 
them as their coping strategy. 

I myself did not want to meet my own relatives and friends. Explaining them the same thing 

3	 <http://www.who.int/csr/don/2009_10_09/en/>
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over and again and looking at their suspicious eyes reminded me of the trauma I went through.
I could see a total transformation in the behavior as all the people who came sat and greeted me 

at a distance contrary to how they used to be earlier.
Apart from social challenges there were few respondents where the disease had some serious physical 

implications too. This was usually found in patients that were above 50 years of age. 
After spending 10 days in ICU, the moment I came to my senses I found myself lying on a bed 

surrounded by medical equipments. Last thing I remembered was when I was in the government 
tertiary hospital and my condition was getting worse. So many days had passed and I had no clue 
about it, this made me feel estranged and at the same time it was hard to believable that I made it 
through and the Almighty gave me another chance to live. I was happy and wanted to go back to my 
family, my home. But I was told to stay for sometime till I get completely fine. The next day when 
my attendant came I insisted him in taking me to the toilet as I wanted to move my body but as 
soon as he helped me in standing I felt complete numbness in my legs and feet, I was unable to stand 
up. The doctors were called immediately, and they examined me, due to prolonged critical illness 
the body had become to week. The doctors prescribed proper physiotherapy sessions and proper diet to 
restore the body movement. A day after I was discharged from the hospital and after coming home 
my son hired a full time attendant for my care and a physiotherapist. It took me more than a month 
to resume walking or little activity.

Of all the respondents there was a deviant case who himself had the idea of getting infected with 
H1N1 without undergoing any medical test. He was a medical practitioner in a town in the state of 
Punjab, India; 

 Being a doctor myself I had the idea of it, so when my cough did not subside after taking 
antibiotics I got the intuition of H1N1 infection. Moreover my breathing was becoming heavy and 
difficult which is one of the major symptoms of H1N1. Fearful of the reaction from society and my 
family, I did not tell about it to anyone not even my wife. I just told my family that I need rest to get 
well and hence, shifted myself to a room and told my wife to keep children away from me and just 
keep providing me with proper food. I started the course of Temiflu, (H1N1 drug) and gave my body 
an ample rest and nutrition and I was fine in 5 days.  The disease is not so dreadful as the media 
and society have projected it. Its just that people are unaware and our healthcare system is not helpful 
in these cases to promote awareness, laboratory tests, drugs to counter it.

Organization of treatment and care

A nation’s development is the result of three combined factors of health, education and economy. 
Hence, provision of health facilities to the people is the most important agenda of every nation thereby, 
allotting a substantial amount of budget towards healthcare. 

The saddened voices and experiences of patients about the difficulties and challenges they faced in 
their treatment of H1N1 narrate a different story. Right from the detection to the cure, respondents 
(patients) faced negligence and difficulties ranging from the health professionals to the administration. 
There’s difficulty in the detection of H1N1 flu owing to its coherence to common flu symptoms hence, 
almost every respondent narrated about the number of trials they had to undergo (including their 
own and with local doctors) before the final detection of H1N1. The non-availability and permission 
of H1N1 detection tests in normal laboratories makes the situation even more challenging. In India 
only few government hospitals have the permission to conduct H1N1 test after doctors prescription. 
In a country with world’s maximum population, this leads to majority of cases left untreated and 
unreported. Also, the interaction with the respondents gave insights on the health seeking behavior 
and strategies of individuals with self-cure as the first resort to medical treatment. The theorists of 
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medical anthropology and sociology have laid stress on the understanding of health-seeking behavior of 
patients as an important parameter to study the socio-cultural contextualization of illness. Respondents 
admitted that unawareness of the disease and its complication plus to save time and money in paying for 
doctor’s visit led them to take treatment on their own thinking it’s a normal seasonal flu. 

I thought its normal cold and cough so took medicine myself. Everyone have certain medicines at 
home for curing these little things like painkillers, muscle relaxants and antibiotics; and if people 
do not have medicines at home they prefer taking it from a pharmacy than visiting and paying for 
doctor’s consultancy fees including the trouble involved in waiting there.

If some respondents started their self-medication as resort to cure there were others who went to seek 
doctor’s opinion from the beginning of the symptoms but ended up on the same antibiotic course and 
many hit and trials till the condition got worsened. 

The country with the maximum population faces challenges of providing basic health care facilities 
to the people though every year the government strives hard to allot capital and workforce with an 
imperative to make health-care possible at all levels. The situation of rural areas is not hidden where even 
the doctors do not want to go and treat willingly and hence the rising rural to urban ratio of doctors. 
The discussions with the respondent have brought forward the difficulties faced by a common man in 
getting treatment from the government hospitals.  A respondent narrated his experience on what all he 
had to go through in his resort to cure in a popular tertiary super specialty medical institute and hospital 
catering to the health needs of three states northern India. Here is his case study;

We reached the tertiary hospital in the evening. It was too crowded; everywhere there were patients 
and more patients. We went to emergency unit, my condition was getting worse but the unit was too 
crowded that not even a stretcher was available and hence, I was put on a wheelchair. The staff and 
authority denied space and bed availability due to over crowding and no one came to attend me 
even in that worse condition. My son was a friend with one of the doctors in some department there 
so he called him for help. Due to his help I was shifted to a general ward. Then the doctors started 
coming; every few hours a different doctor came and my son had to explain all the history all over 
again. Every doctor that came gave a new list of test to be undergone the next morning. My condition 
worsened to the point that I was half in my conscious. I was put on glucose drip, till then the doctors 
gave inference about pneumonia to be verified with the reports of tests. The next morning came 
and my blood test samples were collected. There was no improvement in my condition and it was 
afternoon, another doctor came and told my son to get me tested for H1N1. A sample was taken but 
my condition got so worse that I was put on oxygen mask. The time was getting difficult; my body 
had stopped responding to drugs. It was the next morning that the doctor came for regular visit and 
seeing my condition he immediately told my son to shift me to communicable disease ward. Till that 
time my senses had almost gone and I was alive just on oxygen.

The son continued narrating his grieved experience and while he was narrating it, there was a flow of 
emotions of fear and rage in his voice and expressions; 

The communicable disease ward was like an abandoned area in the corner of building in the 
hospital. There was no proper infrastructure, not even the walls were proper. It hardly had two ceiling 
fans; no one came there from nurses to doctors to sweepers. It was like a place where if a patient comes 
he was left at the mercy of God to be cured. The moment my father was shifted there I knew one thing 
that if I did not do anything to take him somewhere he will die here. With all the approach from 
smaller to bigger authority I managed to get a bed in respiratory ICU. The moment he was shifted 
there, I was a little hopeful of his condition to revive. Once shifted, he was immediately put on to the 
ventilator. It was just three hours from the time he was shifted to ICU that the H1N1 report came 
and it was positive. The doctors immediately told me to shift him again to communicable disease 
ward for they cant keep a swine flu patient in ICU. I was shattered for I knew indirectly doctors 
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had given up hope on him for the reason he had this “communicable disease”. Not only doctors the 
relatives and other people also left hope for his betterment after hearing the dreadful word “Swine 
Flu”. I was clueless at that point of what to be done and shattered that how there is no value of a 
person’s life in our country. I, immediately took decision of shifting him to a private multi-specialty 
hospital for I did not want to see him dying in that abandoned ward, it was enough of hit and 
trials already. It was the middle of night, the ambulance came with ventilator and he was shifted 
to private multi-specialty hospital. As soon as we reached there, all the nurses and doctors came to 
our rescue, and he was immediately shifted to an isolated ICU. Though doctors said the chances of 
his survival are low as it has been too late already and the virus had affected his lungs badly, but 
they said they would try their best. For next few days there was no news of improvement, but yes he 
was given the most hygienic environment and the counter drug called temiflu course but he was 
still unconscious and unaware of where he was. It was on fifth day doctors asked for my consent to 
undergo tracheastomy for better healing. Once the procedure of tracheastomy was conducted it was 
after that his X-rays slowly getting better and on ninth day from his admission to this hospital he 
opened his eyes. It was an unbelievable moment for me; a moment that regained my faith that he 
will be fine now. He was discharged from the hospital after three days from then but his body had 
become so weak that there was no power in his legs and feet for standing. He was brought home and 
a physiotherapist was appointed for him and his determination and physiotherapist work brought 
him back to his normal life in a month.

Not only the patients who were at acute risk suffered ignorance and negligence to resort to treatment 
but there were others too seeking cure at home. As narrated by one of the respondents about the 
ignorance and carelessness on part of district health authorities under Integrated Disease Surveillance 
Programme (IDSP) who are authorized to take samples of the family of registered H1N1 patients for 
timely monitoring of the disease. Instead of taking sputum samples (a pre-requisite for H1N1 detection), 
they took blood samples of all the family members for H1N1 testing.

Respondents expressed their distrust in the healthcare system labeling it as complex and not patient 
oriented. According to them, there is dearth of super specialty care hospitals in the country due to which 
there is huge population pressure on the existing one’s and hence, the treatment is not proper. Most of 
the times patients have to fight for a bed in hospital and getting an ICU care is even more difficult and 
nepotistic and when it comes to communicable diseases the situation is even worse as narrated by the 
respondent’s. Respondent’s also felt that to get the proper treatment and care as in this case, huge sums 
of money is required to get the private hospital care. 

Discussion
The present research is based on the basic premise of medical anthropology, “the principal that 

health programs should start with the people as they are and the community as it is”. It highlights and 
reinforces the concept of ‘social suffering’ in the realm of medical anthropology that is associated with 
efforts to broaden the biomedical conceptualization of pain so that recognition is brought to the ways 
in which both the experience of pain and a person’s responsiveness to its ‘treatment’ are moderated by cultural 
conditions and social contexts (Bandelow 2000; Delvecchio et al. 1992). Here, it also features as part of 
a critical engagement with conventions of health care practice that aims to make these more attuned to 
the lived experience of illness and the involvement of people’s social biographies with in the generation of 
debilitating forms of mental anguish and distress. With a focus brought to problems of social suffering, 
a person’s health condition is cast as accumulative product of social processes and critical life events. 
It is argued that in the quality of a person’s physical and mental health we are presented with a moral 
barometer of their social experience (Klienman 1984, 2004, 2005).

The interpretation of the themes across the present research paper produced a line-of-argument 
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synthesis describing how major factors interact to affect adherence to swine flu treatment: structural 
factors, including poverty and gender discrimination; the social context; health service factors; and 
personal factors. A patient centered approach helped in identifying inherent factors and barriers in 
the resort to cure of H1N1. The stance of H1N1 can be taken in broader perspective towards the 
understanding of state of infectious diseases and health-care system in India.

The findings in the present study suggest that the clinical uncertainty about the diagnosis of disease 
and lack of preparedness and awareness among the health administration and personnel’s is a major cause 
of threat caused by the communicable disease in India. Another gap in India’s response has been the lack 
of data on the swine flu viral genome. India has contributed surprisingly little to global databases on the 
influenza genome even though it sees frequent large outbreaks. This means that India may be unaware 
of mutations happening in different regions of the country, which may render vaccines ineffective 
against the disease (Pulla 2015). Moreoever, as per the WHO, influenza virus frequently mutates and 
such drifts are known to affect the transmissibility as well as virulence of the virus. Influenza vaccination 
is most effective when circulating viruses are well matched with vaccine viruses. In India the risk groups 
are not clearly identified, only healthcare workers working in closed proximity have been recommended 
to receive H1N1 vaccine and that too in 2015 outbreak, not before (WHO 2016).

Episode of H1N1 Swine Flu first originated in Mexico, The Daily Yomiuri Online (DYO, 2009)  
contends that Mexican officials were more prepared to combat the virus than were other countries - 
whose preliminary response efforts required a substantial undertaking to educate, prepare, and protect 
citizens from the virus. Because of their commitment to revamp their health system in 1980, Mexico 
was able to combat H1N1 with their “comprehensive national preparedness plan” developed for public 
health emergencies (DYO 2009). In preparation for national health crisis, Mexico has “built a strategic 
stock of drugs, vaccines, and supplies, begun federal monitoring and support of state-level programs 
(“Advancing to Excellence”), and created a national committee to ensure coordination across all sectors. 
The government also took a crucial political decision to address health issues transparently, at both 
national and international levels” (DYO 2009).

The paper strongly argues how the disease related stigma could very well qualify as the most damaging 
form of social stigma associated with communicable diseases. It poses, in some cases; insurmountable 
barriers to what could be life saving medical care. Disease related stigma has a deleterious effect on its 
victim’s psycho emotional capacity. It effectively hinders the individuals from seeking treatment - placing 
the community as a whole at greater risk of contagion, and the effects of unrelenting panic. There is 
a fine line between the promotion of stigmatizing behavior and the encouragement of appropriate 
preventative measures which may include exclusionary treatment or justifiable quarantine for the sake 
of public health (WP 2010). 

As per the recommendations of the study, it is imperative that our local, national, and global health 
organizations leverage the pervasiveness of the media to provide accurate, timely information regarding 
infectious disease outbreak. Knowledge of the way in which disease is transmitted and how to protect 
themselves will equip the public with the necessary information to determine more accurately their risk 
and prevent prejudicial and stigmatizing behavior. Also, the preparedness of the government, health 
professionals and administrators towards effective management and treatment from availability of 
testing centre’s to availability of vaccines and beds in the hospital and proper hygienic environment 
should be on the priority list of the Ministry of Health and Family Welfare. 

While plans are moving forward on a vaccine, few of the social effects of a truly massive global 
catastrophe-or the issues of communication, responding to predictable inappropriate reactions, 
preparation of populations for these effects, or using local population resources in the epidemic-have 
been well considered. The research strongly contests that the understanding of epidemics should go far 
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beyond a conventional public health perspective to include scrutiny of perceptions of risk and mechanisms 
of blame that have served throughout history to make sense of death and suffering. The success of 
interventions and control programs is moderated by local priorities and sustainable interventions need 
to acknowledge and address country-specific social, economic and political circumstances. Hence, 
Anthropological and public health approach can play an important and underutilized role in planning 
and responding to influenza and other global emergencies. 
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