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Foreword

We take great pride in disseminating this joint report of the World Bank and UNAIDS consolidating
the experiences of HIV/AIDS programming in@adesh over the past two decadeBhe report
describes the scope and the coverage of interventions delivered, and the institutions involved in the
response to HIV/AIDS in Bangladesh; it also presents analyses of the trend of the epidemic and
impact of he prevention programs.

This work concludes that despite Bangladesh's vulnerability toddB/of the reasons for low
prevalence in Bangladeshtheearly and sustained implementation of HIV programs targeted to the
most at risk populationg informed bydata from regular surveillance and behavioral surveys. A
state-of-the-art surveillance sstem has been in place since BO&ight serological and five

behavioral surveillance surveys have provided critical guidance to better target the populations at
risk and make the interventions more effective.

We believe that the reponill provide critical insights into the HIV/AIDS situation in Bangladesh,
and hope that it will thus assist policyakers and experts to address gaps, and ultimately
strengthen the nabnal response. Under the capable leadership of the Government of Bangladesh,
we remain committed to the fight against HIV/AIDS

Julie McLaughlin Sdil Panakadan
Sector Manager CountryCoordinator
Health, Nutrition & Population UNAIDS

South Asia Region Bangladesh

The World Bank
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Executive Summary

This reportsynthesizeslata from surveillanceyehavioralsurveys and published and unpublished
research to better understand emerging patterns and trends in the HIV epidemic in Bangladesh.
Taking stock of 20 years of experience with HIV in Banglathésheportsummarizes what is known
about the coverage and impact of HIV prevention seryicetudingknowledgeon risk and
protectivebehaviors

The report is divided into nine chaptefShapter lprovides a brief introduction and an overview of

the methodology sed for this exercise. Chapter Il discusses the risks and vulnerabilities of the high
risk groups including female sex workers, injecting drug users, male who have sex withijrzale,

and overlapping populations, while Chapter Il discusses the trerfteahfection amongst partners

of high risk groups. Bangladesh continues to reportéowdom use, which is analyzed and

discussed in Chapter I8tructural factors including macro level and intermediate level factors that
affect HIV interventions in Banglesh areaddressedn Chapter V. The national HIV response is
discussed in Chapter VI. The report concludes with a discussion of the main fimdthgs
recommendtions for the future irChapter VilandChapter VIIl and IX are annexes and references.

Ovewiew

Early and continued implementation of HIV preventongramsamong most at risk populations,
guided by data from regular surveillance amehavioralsurveyshave helped Bangladesh largely
keep HIV at bay.

HIV prevalencén Bangladeshemains lowg lessthan 0.1% in the general population; below 1%
amongstfemale and male sex workers (FSWs and MSWag who have sex with ma{@SM) and
transgendered peopleHjjra); and just above 1% amondsfecting Drug Users (IDUs) except for one
neighborhoodn Dhaka.

In Bangladesh, as in other countries in the region, HIV risk arises mainly from unprotected paid sex,
sharing ofusedneedles and syringes by injecting drug usarg] unprotected sex between MSM
Recentdata suggest that there are twiey areasdr HIV in the country:

1 Injecting Drug users: HIV prevalence has started to increase am@ngsh Dhaka, rising to
7% in2007/08 in oneneighborhood® ¢ KA & SLIARSYAO aKz2d aLkRice

1 International returned migrant workersr'his grougaccouwntsfor the majority of passively
reported cases of HIV in the country and may be a potential source of HIV transmission.

An epidemic may also be emerging among FSWs in towns borderingTmeliaumbers are small
but thisareaneeds careful attention. Getic analysis found that the HIV strains were different in
each of these groups as of 200bBere is some overlapmongst 8Vs, assome inject drugand some

XV
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engage withmigrant workers A risingepidemic in onef thesegroups, therefore couldlead to a
spreadin others.

The Epidemic SituatiarMostcat¢Risk Populations

Injecting Drug Users (IDUSs)

The most recent surveillancim 2007 tested 6,508 drug users from 28 different citi€@verall HIV

prevalence was 1.2%, with low rates founddrug users fim five cities. Howeveas rate of 7%was
reportedin one neighborhood obhaka, where the largest concentration of ID&f®und (7,400 of
the estimated 20,00640,000 IDUs in Bangladesh).

A fouryear cohort study in Dhaka found a constant rate of new idfections (incidence) and falling
inciderceof hepatitis C (HCV), which suggests adoption of safer injelotibaviors There is concern
for the high rates of HCV amondBtUs in most citiegnd the lowlevels of sound knowledge
regardingHIV transmigsn and preventionThis area needs particular focus given tha¢eent rapid
assessmentarried outin 55 districts suggests that the number of IDUs is increasing nationally.

Sharingof needleshas declined in Dhaka, but remained high in Chandpur,r@rdased in Rajshahi
and Chapainawabganj where law enforcement action had made it more difficult for intervention
programsto locate IDUs. Homeless IDUs were more than five times as likely to be HIV positive as
IDUs living at a fixed address; special eéffare needed to prevent injection sharing and promote
condom use among HIV positive IDUs. Half to two thirds of IDUs bought sex from female sex
workers, and consistent condom use ranged from 14% to 42% (depending on city). Female drug
users are very vulmable; most sold sex to support their addiction, and depended on their male
partners to buy their drugs and then shared injections with them.

Female sex workers (FSWSs)

The estimated number of FSWs in Banglad#90,000 needs to be updated. The numbepaft
timeorsoOl f f SR &aOF &dzr £t ¢ &4SE 62NJSNB A& SOSy Y2NB
shifting away from brothels to venues where there is less regulatidndinghotels, streets, and

private homes. There is considerable movement ofigerkers among venues and cities in response

to client flow and law enforcement.

The &' round of surveillance of nearly 4,800 FSWs in 15 cities found low overall HIV prevalence
(0.3%) HIV prevalence was belol@oat all sex worker sitesxcept in a smalborder town in
northwest Bangladesh, whereof 150 (2.7%) sex workers were HIV positarg] all of whom had
crossed the border into India to sell sex.

In behavioralsurveys, FSWs in many sites report increased condom use and declines in active
syphils rates. Hotel based sex workers are most likely to report more than 20 clients a week and
very low condom use even with new partners; their very high rates of STI symptoms confirm their
high vulnerability.

Male who have sex with rale (MSM)
MSM are a hetmgeneous group of men in their sexdrdhaviors and many do not selflentify or
fit neatly into any of the categories used kgthi (feminizedmales). Many MSM hide their sexual
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activities with other men, reject the term MSM, and simply identify the@s8la | & a VYl f S¢ & ¢ K

estimated number of MSM (including men who sell sex to other mBISW) in Bangladesh
between40,000;150,000 This figures widely considered to be a gross underestimate.

Surveillance rounds and a 2006 study in Dhaka that usedlsmtivorks to recruit the sample all
found very low HIV in MSM, along witiw rates of active syphilikarge proportions of MSM and
MSW, however report STI symptoms (MSW more than MS84) well asnultiple sex partners
(including women), group sex (eft associated with violence) and very low condom use with all
partners. MSM are highly networked, so if HIV were to emerge, it could spread very rapidly in this
population.

Hijra
Hijraare highlymarginalizecand stigmatized and suffer social exclusiotaging in early chdhood.
Abuseg physical, verbal and sexual, is comnamen within theircommunity.

Social and cultural changes are making it more difficulbfjpa to earn an income through
traditional ways, and about one third report having noioptbut to sell sexan actwhich is not
condonedwithin the hijra community.

Hijrareported high client turnover and almost noneported touse condoms consistently. Group
sex was common and often forced. HIV prevalence is less than 1%. Active staisitise high,
declined for some years, but have risen since 2004Considerable proportions bfjrareported
havingSTI symptoms.

Overlapping risk groups

The main overlapping area across MARPs is amongst female drugTuserthirds of female drug
usersreported to sell sexand very low condom usénother reported area of overlap amongst
MARPs is amongst MSWs, wait of MSW from Chittagong reping to haveinjected drugs in the
last year.

Genetic analysis of HIV strains confirms that spread obEltMrs within networks of IDUs through
sharing of injection equipment, with almost no evidence of transmission of HIV between MARPS.
subtypes from migrants are genetically diverse and differ from locally circulating strains in IDUs and
female sex worérs.These data suggest that Bangladesh probably has two different streams of the
epidemicg one circulating internally primarily within IDUs and the other imported from abroad

which does not appear to be circulatingdountry yet.

Other potential risk factors
Migrationmay be a factor in HIV transmission in Banglad&sbple whose work separated them
from their spouse were much more likely to report norarital sex, with very lowondom use.

International migration and its relation to Htkansmissiomeed to be better understood. Also of
concern is the rising HIV prevalence rate in the states of India bordering Bang(alddismal
Institute of Health and Family Welfare & National AIDS Co@irganization2007)coupled with
cross border mobility alongside practice of risky sex.
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Migrants bothinternational and cross bordehavegenerallynot been targeted by HIV prevention
effortsin the pastand there is little understanding as to hawuch targeted intervention could be
implemented Data suggest that HIV transmission from international migrant workers who have
returned and are N positive has been mostly restricted to their spouses, although the extent of
spousal transmission and couples in which one person is HIV pasitivyeutting the other at high
riskhas not been assessed systematically in Bangladesh.

A recently complete@nthropological study reports on soedultural practices anthe socic
economic context that would makadigenous womenulnerable to HIVIn the studysexual
relations were noted to play a crucial role in obtaining aethining employmenas wagdaborers.
In fear o losing their work, the role of stigma contributes directly to their vulnerability.

Childrenof sex workers, boys who appear mdegninizedand becomdabeledashijra and street
children are very vulnerable to violence and sexual abuse.RdAiRe much more likely to report
first sex at a very young age than the general population.

Approximately 10% of men in Bangladesh repoitaving evebought sexrom female sex workers
Amongst sex workerglient turnover is high, with 80% the suveyed men reporting thawve visited
one or more new sex worker in the past month.

In the national survey of youth, almost 20% of unmarried males reported having premaritahsgex,
for 28% of them the last sex was with a sex worRdrereporting of consstent condom us@amongst
this groupwith FSWshoweverhas risen from 14% (2005) to 48% (2008).

About one in three (28%) young people who have ever had sex reported one or more symptoms of
an STl in the past 12 months, but only a quarter sought cane &drained provider.

.hy3trRSAKQA wSalkyasS G2 1Lz FyYyR 9@ARSYyOS 27
OrganizationalStructure

TheGovernment of Bangladesb¢B) acted earliyn responding to the HIV epidemimrming the

National AIDS Committee (NAC) in 1985. Thisigfile advisoy body has the President &hief

Patron and is chaired by the Minister of Health and Family Welfdre NAC isesponsible for
formulating major policies and strategiesupervisinggrogramimplementation, and mobilizing

resources. A NATechnical Comrtiee (TEGNAC)f expertsprovides technical advice to the NAC and
National AIDS/STBrogram(NASP).

The NASP, within the DirectoraBeneralof Health Services of thdinistry of Health and Family
Welfare MOHFW), is the main government body responsibte bverseeing and coordinating
prevention and control of HIV/AID&)densuring that the National HIV/AIDS Strategy and national
policies are implemented. Other ministries carry out HIV prevention and control activities through
their core structureswith focal points appointed in key ministries and departments to collaborate
and rationalize roles and responsibilities.

Main response elements

Bangladesh responded early to H]Wefore the first case was reported the country A series of
national plans (bginning in 1988) has guided the response in Bangladesh-&tttie-art
surveillance and use of the epidemic data to make strategigpaogramdecisions are strong points.
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Consistent with the pattern of the epidemic in Bangladesh, much of the respooge has been on
preventing HIV in groups whose drug injecting and/or unprotected sex with multiple partners put
them at most risk for HIV and other STls. Over the 20 years, a fairly comprehensive set of policies,
guidelines and strategic frameworks andanprehensive panel of servicis both targeted MARPSs
and the general population have been put in place. Some interventions have been recognized
internationally as best practice.

TotalHIV expenditures since 200Gust more than US$127 millipthe man fundersbeingGFATM,
World Bankunded project as well as the Health Sector ProgrBxrlCfunded project USAID and
the ADBMost programs are implemented lige nongovernmental organizations (NGOSs).

Health system responséctivities to prevent transimsion in health care settings have focused on:

training health care providers on Universal Precautions to prevent HIV in health care settings, and

more recently, on provision of HiMlated clinical services, includirgluntary counseling and

testing I since 2002management of STls, antiretroviral therapy (ARV) and treatment for

2LIR NI dzyAaldAO AyFSOlAz2yad {GSLIA KI @S | faz 06SSy
supply, with good progress made in shifting to voluntary blood donations.

General population.HIV awareness and prevention information have been provided through radio

and televisiorprograms workshops, concerts and print media, mignedit groups, youth

organizations and clubs; secondary schools, and communications and adwittecpinion leaders,

including working with imams to talk about AIDS in mosq@esidom promotion and distributions

done by NGOs, some government facilities, and through creative social marketing to the general

population as well as to specific groundoms are widely advertised and sold at 300,000 sales

2dzit SGa | ONrP&daa GKS O2dzyiNEB YR GKNRdzZAK WLISSNJ | 3¢

Care and support for People with HIW.CT has been offered since 2002, although access is still very
limited and the quality and range of sargs and waiting time for test results vary. Post counseling

for people who test positive includes referral to PLHIV support groups, which now have well over
500 members. They providmunseling home visits, referrals and some health care free treatment

for opportunistic infections, advice and information on positive living, and communications to the
broader public to try and reduce stigma and discrimination. Only a few health facilities in Bangladesh
(mostly in Dhaka) are able to treat Higlated infectios, or provide ART. In mRDO9, there were

around 200 people on ART, estimated at only 3 percent of those who need treatment (the 1,495
confirmed HIV cases as of the end of 2008 were 12.5% of the estimated 12,000 people with HIV in
Bangladesh.)

Targeted nterventions for most at risk populations
Targeted interventionsvere begun by NGOs in 1995ter, strong partnerships among Government,

NGOs, and civil society and donors evolvidte main groups targeted are IDUs, female sex workers,
males having sex Wi males hijras and armed forces serving in other countries, and to some
extent, male clients of FSWasspecially people whose work takes them away from home frequently
or for long periods, notably transport workers.

Depending on the target group, intezntion packages include condom promotion and distribution,
STl management, needle/syringeograms(NSP), health education and peer education. There is also
some drug dependence treatmerdpunselingand testing, and support for self help groups, and
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efforts to influence and orient local officials and others influential people who can facilitate or inhibit
access to the target populations, and at higher levels to work with different government
departments towards favorable policy changBsograns work with the police, prisons, Department

of Narcotics Control, and local communities.

There is evidence that prevention efforts are having some impad¢creases in hepatitis C (HCV)
and in active syphilis in IDU and FSW in many sites indicate use of satangrjeactices (except in
one Dhakaneighborhood and are consistent with reports of increased condom use by some sex
workers and by their clients. MSM report more benefits from HIV prevergiogramsthan other
MARPs, although only a small proportion$M are reached by the preventipnograms Many
heroin smokers report accessing needle/syripgegrams(NSP), suggesting that the NSP reach
regular and intermittent injectors. A substantial proportion of female sex partners of male IDUs are
being approabed by HIV preventioprogramsand they are open to receiving services including
being tested for HIV. Partner notification for STI treatment is difficult, but pilot efforts show it is
possible with appropriateounselingservicesWhile preventionprogransin Bangladesh appear to
be helping to contain HI\the data also point to gaps in services and opportunities for improving
the reach and effectiveness of serviceghich the country cannot afford to ignore.

Surveys that ask about riskghaviorsindicate improvements in some cities and populations, but
deteriorations in others. Some of these deteriorations correlate with changes in service delivery,
including interruptions in service provision due to gaps between projects, irregular funding, or
irregularsupply of materials including condoms, sterile needles/syringes, and STI drugs. Service

expansions alsomay be afactplj dz f A i& YI& KIF&gS 6SSy O2YLINRBYAaSR

approach adopted in scaling @pograms Effectiveprogramsare based o an understanding of how
MARPs live and amrganized and take account of their needs. Many structural barriers which are
beyond individual control obstruct the adoption of safEhaviorsby MARPs and need to be better
understood before they can be adelised; such barriers are wedicognizedmpediments to
behaviorchange(Gupta et al., 2008 greater involvement of MARPs themselves in programming
could help resolve some of these issues. This is taking fdamne extent with female sex workers
(Hoque, 2008and to a lesser extent withijra and MSM(Bandhu Social Welfare Society, 2008

it is almost norexistent with IDUs. Overall, self help groups and commtlyaised organizations
(CBOs) @ weak but their input and involvement is essential for more effective uptalkeagframs
''AAYy 3 L5! Qa care espdcilly wolkinganhNdVapositive IDUs to reach out to their
injecting networks and sexual partnergould makeprogramsmore effective. Approaching sex
partners of MARPs has been difficult and more effort needs to be made towards achieving this.

Reasons for low condoms us8angladesh has consistently documented low condom use by sex
workers, although 20067 surveys of FSW augtients report increases. Inadequate knowledge

about HIV transmission and services was associated with lower condom use among IDUs, FSWs,
MSW,hijraand MSM, as was forced sex for FSWs and MSM. In most cases, MARPs who accessed
prevention services were me likely to use condoms, and although clients and FSWs provided
practical reasons (hurried sex acts, not enough condoms) as well as personal preferences and
misconceptions about condoms and semen to explain not using them, when FSWs felt empowered
to askclients, there was increased likelihood of condom use.

Building on strengths and addressing service gaps
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On the whole, the evidence indicates that HIV prevenposgramsfor MARPs are working and need
to be continued. The analysis also points to way$ éxésting services could be improved.

Understanding and adapting to local contexts and client need¥ug taking or selling sdsehaviors

are practiced by MARPs within particular structures and situations, to which services may need to be
adapted. Situions vary and can change with time, making local knowledge and flexibility essential.
Involvement of local groups especially MARPs themselve the design and implementation of
programscan greatly enhance success. pargramsto succeed, they st also recognize that

clients attend to their immediate and urgent concerns (shelter, food, drugs, violence) before paying
attention to the more distant and abstract fear of HIV. Also, many MARPs face multiple HIV risks,
which need to be addressed in are integrated way. For IDUs, safe injections are crij¢alt safe

sex needs more emphasisespecially for HIV positive people. Better linkages between harm

reduction services for IDUs and drug treatment and rehabilitation facilities are needed.

Reguar evaluation of ongoing HIV preventioprograms HIV interventiorprogramsfor IDUs and

female sex workers have been expanded considerably to cover more thaof Balhgladesh

Interventions appear to be working better in some areas than others. #risimportant to have
independent evaluations of ongoiqgogramsat regular intervals (not just at the end of the funding
support period), and to use the information from the evaluation to modify and improve services.
Bangladesh has good HIV surveillafted,could do more to monitoprogramprogress and use

2LISNF GA2yFEf NBaSINOK addzRASE G2 dzyRSNRAGFYR gKI
programseven more effective. There are major gaps in information in some key areas (such as
international andcross border migrants), and updated estimates are needed of the numbers of
MARPSs. Studies piloting innovative prevention designs through operations research are needed, also
frequent triangulation of data to be alert to changes in the HIV scenario in &#egil that should

trigger changes iprogramemphasis. Novel methods need to be tried to access the more hidden
populations such as residence based female sex workers and MSM. Using networks of MARPs is a
promisingmethod.

Mobility: More information is eeded about cross border mobililgcludingwhat occurs during
cross border movements, the extent of HIV risk, and what might be done. Again, involvement of the
target population in designing and implementing any intervention would be advisable.

Coordinaton and planning: Inadequate resources (personnel, funding, infrastructute) for the

NASP have been a constraint on the effective planning and coordination of the national response to
HIV in Bangladesh. This has been evident in interruptions irceatelivery at the field level as well

as inadequate, inappropriate and irregular supplies of materials (condoms, lubricants, sterile
injection equipment, and STI drugs). Smooth coordination among the many funders, hundreds of
implementers, and multiple mistries whose engagement is needed to ensure that law enforcement
and other key services are in place, is a difficult challenge, and has sometimes hindered service
provision. In addition, some of the needs of MARPSs are beyond the scope of HIV preventioess
such as legal support, and may be better served by othdnst linkages to other service providers

are often lacking. Appropriate resources need to be provided to enhance the capacity of NASP to
carry out strategic planning and coordination agrtjage the sectors that are important to the
success of interventions, and to providing environments that enable MARPs to practice safe
behaviors and service providers to provide services effectively.
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Introduction

The first case of HIV in Bangladesh was detected in E88he end of 2008, the Ministry of Health

and Family Welfare (MOHFW) had confirmed 1495 HIV cases, 476 of which had developed Acquired
Immune Deficiency Syndrome (AIDS) and 165 had d®dever most cases go unreported because

of stigma andvery limited capacity for HIV testing. UNAIDS/WHO estimate that 12,000 people in
Bangladesh were living with HIV in 2007 (estimate range: 7,700 to 19,000) (UNAIDS/WHO/UNICEF,
2008).AlthoughHIV prevalenceamainsverylow (<0.1%)n the general population anldw (<1%)n

mostat riskpopulations (MARPSs) female and male sex workers (FSWs and MSWs), men who have
sex with men (MSM) and transgendered individuals (Hijies)significantly higher among kgting

Drug Users (IDU&ver 10% in one part ddhakg and shows worrying increases in recent

surveillance roundsHgure1).

Figurel: Overall HIV Prevalence rates over round¥/1l|
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Even prior to tle first HIVcase, he Government of Bangladest6B) hadakenaction, and formed
the National AIDS Committee (NAC) in 1985 in anticipation of an epidemic. The NAC{sraftégh
body with the President aShief Patron and the Minister of Health and Family Welfare as the
ChairpersonMany programsfor HIV preventiorhave been created and expandexkecuted by
hundreds onongovernmental organizations (NGOs). Second generation survei(ldhedDS/WHO,
2000)was installed to monitor the epidemiand several research studies and surveys have been
carried out among mosit risk populations (MARPsS)@the general population to better



Introduction and Methodology 4

understandand respond to HIth Bangladesh. Efforts have also beeadeto model the future
course of the epidemic. The responsibility for coordingtiti these activities lies with the Nahal
AIDS/STD Program (NASP) which is under the Directorate General of Health Services (DGHS).

Given that so much has been undertaken and studied over the last twenty years, it is trismess
the cumulative effect of responding to HIV in the countnglavhat needs to be carried forward@his
report reviewsthe experience of twenty years of HIV in Bangladé&sbking atthe current status of
the HIVepidemic, risk and vulnerability factoespecially among MARRxisting HIV prevention
servicesas wel as barriers and facilitators for adopting protectivehaviors

More specificallythe goals of this report are:

1 To provide an irdepth review of the present status of the HIV epidemic

1 To review andnalyzeexisting data to better understand the effeativess of HIV prevention
services

1 To review existing data to understand barriers to and facilitators for adoptingosdi@viors
to protect against HIV infection

9 To provide directions and recommendations on the way forward based on available
evidence

Thereport focuses on MARPSs. As noted in the recent report of the Commission on AIDS in Asia
(Commission on AIDS in Asia, 2@D8)S LJA RS Y A O0& kefiterédir@und\iBppbe@ey paid NB &

sex, the sharing of contaminated needles and syringes bgtingedrug users, and unprotected sex
0SG6SSYy YSyodé ¢KS SOARSYOS ada3aSthistakésKl 0 GKAA A3
understanding these groups and their vulnerabilitiegcial foraverting an increase in thepidemic.

However, because evidenseggests that youtktend to engage in risbehaviorsand becausgoung

people aged 125 comprise20% of the populatiorof Bangladesland account for a

disproportionate share of new infections in many countrigesta on this segment of the general

population are also included.

Methodology

The methodology used for this report was a desk review of existing data, published and unpublished.
Data sources included serological drehavioralsurveillance surveys (BSS), research studies, and
rapid situation resporesassessments (RSRA). Secondary analyses of data from the most recently
conducted round of BSS and of some surveys were also conducted.

A major source of data for this review was the second generation surveikkgstem Qurveillance in
Bangladesh is dedgbed in more detail in Annex 1. A brief description of the methodologies used for
research studies from which data have been used is provided in the relevant chajbene data

have been quoted from published articles, references are providledetherthe data provide a

picture of the epidemiologyanda comprehensive look at the vulnerabilapnd riskbehaviorsof

specific groups. They show the many factors that link these groups and highlight programmatic
issues that must be addressed to limit theesgpd of HIV in Bangladedhis to be noted that no
analysids presented on reported cases of HIV. A recent assessment of existing information available
from close to 900 people living with HIV (PLHNASP, Save the Children USA, & ICDDRE; 2009
(forthcoming))covers that aspect of the HIV scenafar which reason a further analyssnot
presented here.
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Risks and Vulnerabilitiesor HIVin Bangladesh

Introduction

Understanding which populations are most at risk of HBrusialto efforts to address HIV, be they
prevention, treatment or care and support. Fortunately, in Bangladesh, surveillance has been in
place since 1998 and multiple studies have been conducted that allow for the identification of
MARPSs and their specific vulnerabilities to HIV. The data are cantsigté the three main MARPSs
common to the Asian model of the epidemic: drug users, female sex workers and males who have
sex with males (MSM). At the same time, ongoing assessments raispabrof new groups that

may have particular vulnerability. iBhchapter summarizes what is known about the three main
MARPs in Bangladesh, providing data on the nature of these groups, the prevalence and incidence of
HIV and STls among them, their tighaviors and other key relevant issues. The level of detall
provided for a particular groupeflectsthe evidence available. The chapter also summarizes

available data on other groups potentially at risk of HIV and STls, particularly international and cross
border migrants, indigenous people, children and generalutaton youth.

Drug Users(Opiate and OpioidUserg
Definitions of drug users

In Bangladesh, the discourse on HIV related to drug misuse is restricted to smoking or inhaling and
injecting of opiate and opioid drugs. Various definitions have been usedtioglish smokers from
injectors and even the definitions used in serological bakavioralsurveillance vary as shown

below:

Serological surveillance Behavioralsurveillancesurvey

Injecting drug usersThose who were primarily| Injecting drug usersThose who injected drugs
injectors and had injeed in the previous year | within last two months and were accessible
through public injedhg spots

Heroin smokers Those who were primarily Heroin smokers Those who were primarily
heroin smokers and had injectew more than | heroin smokers and had not injected more thar
twice in the previous six months six times in the previous six months
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In bothdefinitions, some drug users fall into neither category so a third category of drug users was

created who prinarily smoked but also injected frequently enough to be considered as injecting

RNXz3 dzaSNE oOoL5! 30T (KSaS RNHA dzaSNB | NB Of  aaATAa
Together all three categories are referred to as drug users in this report.

Drugsdza SR T2 NJ Aya2SOiAz2y Ay . ly3aflRS&AK N8B Yzald 02Y
primarily buprenorphine with antihistamines and sometimes diazepam; heroin is typically inhaled,

not injected(Azim, Chowdhury et al., 2008; Panda et al., 20B@prenorphine is not an appres

drug for use in Bangladesh and is smuggled across the bordengmhboringcountries(Hossain,

2005)

Estimates of drug users in Bangladesh

There are an estimated 20,080,000 IDUs in Banglade@Wathers et al., 2008; National AIDS
Committee, 2006; Reddy, Hoque, & Kelly, 200i8) the largest concentration estimated to be in
Dhaka city (approximately 7,400). However, a recaptd assessmenRSRNAN 55 districts
conducted for GFATM, round #®und IDU populationsn cities where IDUs did not previously exist
suggesting an increasing number of IDUs nationally. An up to date size estimation exercise is
required. The number of heroin smokers is not known.

HIV infection in drug users

Serological surviance for HIV, hepatitis C (HCV) and syphilis has been conducted regularly among
drug users, especially among IDUs, since 1998.

During the & round of serological surveillance conducted in 2007, 6,508 drug users were sampled
from 28 different citiesoverall prevalence of HIV was 1.2%. HIV was detected in drug users from six
cities fFigure?); HIV prevalence was very low in all cities other than in Dhaka where the rate has
gradually increased among male IDUs dheryears. This group, which has been sampled through
the needle/syringerogram(NSP) since 1998000, has consistently had the highest HIV rates

among any population group in BangladeBhevalence first exceeded 5% (the proxy threshold
between a low lgel and a concentrated epidemic) in tigioup in 2006 reachingr%.

Figure2: HIV prevalence among drug users (serological surveillance, 2007)
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Incidence of infection (i.e. new infections) proviaesre pertinent informatiorregarding the
epidemic than prevalence datMeasurement of incidence is complicated in surveillance designs
Gohort studies in which the same individuals are followed over time are most suited to determine
HIV incidence rates. HIV incidence datatherefore available from the male IDU cohort study
conducted in Dhaka (see Boxahidshow no changes in cumulative incidence rates over the four
years that the studies were conductdgigure3). Therelatively lowincidence rate suggesthat

there are protective factors at play which need to be better understood. Some of this protection
may be due to the early implementation of the NSP, as demonstrated by a mathemadidaling
exercise that predicted that NSP maywbhaeduced HIV incidence among IDU by 90% in the 1990s
(Foss et al., 2007pimilar analysis is required to assess whether the continuing low incidence is
attributable to the NSP.

Box1: Cohort Studies among IDUs

Four cohorts of IDUs were established in Badgsh¢male IDUs in two areas of Dhaka ¢ézim, Chowdhury
et al., 2008)female IDUs in Dhaka, Tongi and Narayan@szim et al., 2006JDUs in Chandpur and HIV
positive IDUs in Dhaka.

The male IDU cohort in Dhaka was initiated in August 2022861 IDUs were enrolled from two areas of
Dhaka city who werel5 years of age, who had not changed their address in the last six months and whq
attending the NSP of CARE, Bangladesh. The first phase ended in August 2004. It was continuedas a {
phase from April 2005 to October 2007 when the cohort was opened to include injection sharing partne
HIV positive IDUs. The objectives of the second phase were: to continue monitoring the infection rate fo
HCV and syphilis and riskhaviorin the existing IDU cohort; to expand the cohort to include the injection
sharing partners of the HIV positive IDUs in an effort to characterize IDU social networks and determine
individual and networkevel risk factors for HIV and HCV infection; amgrovide voluntarycounselingand
testing (VCT) services to sex partners of the cohort IDU who were willing to bring them to the serviaes a
continue to provide feedback to the interventigmmogramfor more appropriate programming and enhancing
advocacy.

The female IDU cohort study was conducted between December 2004 and May 2007, and included wor
agel5 years and older with a history of injecting drugs at least once in the last six months. Enrolment of
female IDU was nerandom and included those who weaccessed with the help of outreach workers from
the NSP bCARE, Bangladesh, and by sballvsampling through the networks of female and male IDUs,
female heroin smokers and female sex workers. A total of 135 female IDUs were enrolled at baseline. T
objectives of the study were: to encourage female IDUs to actively access the intervpragmamsof CARE,
Bangladesh and evaluate the interventions that they are accessing in relation to their needs; to assess |
vulnerability of female IDUs in Dhakéydio HIV and HCV infections using qualitative and quantitative
methodologies and to determine the incidence of HIV, HCV, hepatitis B and syphilis.

The Chandpur IDU cohort study was conducted between September 2004 and December 2006 and 17
were enroled. IDUs were enrolled if they were currently injecting drugs and had been doing so for two m
or more,usedinjecting as the& prime route of taking drugs and were -B® years of age. The objectives werg
to determine the incidence of HIV and HCVd&termine thebehavioralrisk factors for an HIV epidemic and
to feed back data to the interventioprogramin order to enhance intervention efforts.

The HIV positive IDU cohort was designeénooll HIV positive IDU identified from the above three Ilbart
d0dzRASaY FTNRY L/55wX. Q&8 +/¢ dzyAlG YR GKNRddAK 2
were identified and were willing to join the cohort. 91 HIV positive IDUs were enrolled from November 2
June 2007. The objectives oktstudy were: to assess the riskhaviorof HIV positive IDU who are being
provided some elements of a support system including being a member of an HIV positive suppodrgtou
havingaccess to regulazounselingservices and clinical services; to dallthe disease progression of HIV
positive IDU; and to provide a framework for planning for opiod substitution therapy (OST) and antiretro
therapy in HIV positive IDUh all four cohort studies, IDUs were followed biannually with beskavior
guestonnaires and blood was collected for measuring antibodies to HIV, HCV and active syghisifetae
HIV positive IDU cohort where HIV was retested). Clinical services were provided during blood collectig
and test results were provided througiounseling
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Figure3: Incidence of HIV among IDUs in Dhaka (male IDU cohort study data)
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Figure4: HCV prevalence among IDU and combined IDU and heroin smokers (serological
surveillance, 2007)
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HCV infection in drug users

Drug users, otér than the group consisting of only heroin smokers, were also tested for antibodies

to HCV Figure 4 which is a surrogate marker for risky injection practices. Generally the prevalence
of HCV was high and in seven cities (among the 28 cities sampleglXtmor50% of drug users were
HCV positive. In two cities, Bagerhat and Patuakhali, none tested positive; this suggests that drug
taking practices in these two cities may be different. Overall, in 10 cities HCV rates were below 10%.
Unfortunately,behavioal or other studies which could have provided insights into protective
behaviorsthat could be promoted in harm reductiggrogramshave not been conducted in city.

Analysis of trends shows that in many cities including Dhaka, HCV rates dde€iguedy). Rising
trends have not been observed in any city. The cohort study conducted among male IDUs in Dhaka
showed that the incidence of HCV was also decliritigue §. These are encouraging findings.

Figure5: HCV prevalence rates over the rounds of serological surveillance (where data from three
or more rounds were available)
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Figure6: HCV incidence in Dhaka male IDU (cohort dat€0.05)
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Syphilis infection in drug users

Syphilis is the only sexually transmitted infection (STI) for which laboratory diagnsebisdmione

for drug users; antibodies to syphilis were measlire surveillance and in the IDU cohort studies.
Prevalence rates of active syphilis during tffer®und of serological surveillance among drug users
varied considerably across tl28 cities Figure7). Female drg users had the highest rates followed

by malelDUs in Teknaf and Chandpur. Active syphilis rates in Dhaka in male IDUs were not very high
and the rates havehanged littlesince the 2" round conducted in 1992000 (data not shown). The
cumulative incidene in male IDUs, as calculated from the data obtained from the cohort study, was
also very low, at 0.28 infections per 100 person years at the end of the four year study period.

Figure7: Active syphilis among IDU and combined I@kd heroin smokers (serological
surveillance, 2007)
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Using surveillance data compareactive syphilis rates in younget@4 years) versus older IDUs (>24
years) showed significant differences only in Srimongol where younger IDUs are more likely to have
syphilis (OR 15.1, p<0.01). Unfortunatieghavioraldata from IDUs in Srimongol are not available.

The proportions of IDUs reporting any STI symptontisdriast year ranged from 21.3 87.6% (see

GKS aSOiAz2Yy , Fgyeld EeDdBIS). AsTsypHilis was the only STI laboratory
diagnosis available in IDUs, it is likely that these symptoms are due to other STIs. The relationship of
STls and riskehaviorsare further discussed it K S a SOl dz2ty . 8 a g SE
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Riskbehaviors

Injection riskbehaviors

Several sources of data are available that assess injection practices amorgrédekrch studies
(seeBox1 for cohort studies), BSS and RSRAs. All soshoeg that IDUs share needles/syringes and
other injection paraphernaliéAzim, Chowdhury et al., 2008; Govt. of Bangladesh, 2009; NASP, Save
the Children USA, & ICDDRB, 20@rthcoming); Panda et al., 2002)

Themost recent BSS conducted in 2806 showed that sharing of needles/syringes (borrowing or
lending in the last week) decreased in Dhaka but increased in Rajshabhbaoding increased
significantlyin Chapainawabganf{gure8). Although it is encouraging that sharing has declined in
Dhaka, it is worrying that while enhancing efforts in Dhaka, other cities may be being neglected.
Moreover, the cities where shimg increased are in the nontfest bordering India, r&d data from
Darjeeling in West Bengal, India show that 11.8% of IDUs are HIV pSérkar et al., 200650me
IDUs in the northwest did travel abroad last year (mainly to India) and.8% injected drugs wiail
abroad(Govt. of Bangladesh, 2009)

The varied impact of NSP is also refledgtedata from Chandpur where the harm reductiprogram
was initiated in 2004. BSS was conductetéprior toprograminitiation and the data show no
change in injection sharing practices since the initiation of NSP.

Figure8: Borrowing and lending of needles/syringes in the last week (BSS Z1X)6
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Heroin smokers were samplén Dhaka of the 339sampled, 5.6%ad injected in the past six

months of whom 54.4%ent orborrowed used needles or syringes. There is no reliable estimate of
numbers ofheroin smokers in Bangladesh but the many RSRAs conducted over thehy@athat

heroin use is common throughout the country. However, harm reduction services have been largely
geared to IDUs despite the knowledge that transition to injection does happen and intermittent
injection with sharing is not uncommon among Rectors. Altlough HIV prevalence remains low

in this group, genetic analysis of the few HIV strains isolated from heroin smokers were identical to
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those from IDUs (seé KS & SOUG A 2y 2)yconfirmihgthatithégoaie ddribfyhd same
injection sharing network.

To better understand the underlying factors that may influence risky injedigtmaviors using2006-
07 BSS data on IDUs available from the four citiedtiple logistic regression analyses were
conducted to assess the factors associated with needlgiggrlending and/or borrowing during the
last injection in the last two monthsresultsare summarizedn Tablel. Chandpur is not included in
Table 1 because no factors were associated with needle/syringe leodlmyrowing there.

Tablel: Factors associated with lending/borrowing last time in last two months: Multivariate
analysis (BSS 20a)

Groups Dhaka | Rajshahi | Chapainawabganj

Adjusted Odds ratio (95% CI)

Age (in years)
1524 --
25-49 6.2 (1.625.0)*
>49 (Ref) 1.0

Income in the last month (Taka)
Xopnn 3.6 (1.58.6)**
>3500 (Ref) 1.0

Marital status
Married (Ref) 1.0
Unmarried 6.4 (1.332.7)*

Duration of taking drugs (in years)

1-5 -
6-10 5.7 (1.128.6)*
>10 (Ref) 1.0

Frequency of injecting in a day in the last mont
Once a dayRef) 1.0
More than once a day 2.7 (1.54.7)**

Knowledge of confidential HIV testing
Yes (Ref) 1.0
No 3.8 (1.78.4)**

Able to assess own risk of HIV
Yes (Ref) 1.0 1.0 1.0
No 6.2 (3.212.0) *** 2.0 (1.23.4)* 6.4 (1.920.9)**

NSP involventd
Yes 2.4 (1.15.0)*
No (Ref) 1.0

N 405 396 194

Significance level: *p<0.05; *p<0.01; ***p<0.001Includes unmarried, divorced, separated, widowed
Note: Ref refers to reference category and empty cells reflect lack of statistical significance

¢CKS Y2ald O02YY2y FILOU2NI oAy GKNBS 2F F2dzNJ OAGASAU
0SAYy3 oftS G2 aasSaa 26y NRAEA]l 2F | Lx AYyFSOlAzys
internalizationof that knowledge. However, even correct knowledges low among IDUs. Only

12.7-40.8% of IDUs in the 20@¥ BSS had sound knowledge (as calculated by correct answers to

five questions: can people reduce their risk of HIV by using a condom correctly and consistently in

any type of sex, can people reduteir risk of HIV by avoiding sex with multiple partners, can a

person get HIV through mosquito bites, can a person get HIV by sharing a meal with someone who is

HIV infected and can you tell by looking at someone whether s/he is infected with HIV )it lo

proportion of correct knowledgevas reported in Chapainawabganj and the highest in Chandpur.
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Other factors varied from city to city baaavinglow income, being single, and frequent injections

were notable. Most disturbing wakat attending NSknadeno significant difference to sharing

except inDhakawhere IDUs attending NSP were more than twice as likely to share needles/syringes.
The most likely explanation is that NSP attracts IDUs who are at greater risk as has been shown in
other countries(Hahn, Vranizan, & Moss, 1997; Strathdee et al., 1983 data confirm this
hypothesis-a comparison of IDUs accessing NSP services versus those who were not showed that
the former were at higher risk in that theyatl been injecting for longer, were injecting more
frequently, were more likely thaveabscesses and were more likely to have been subjected to
physical abuse in the last ye&igure9).

Figure9: Some selected parameters comparing Dhaka IDUs patrticipating and not participating in
NSP in the last year (BSS 2605
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Understanding the association between blood borne infections (HIV and HCV) alpehdskorss

only possible when serological abhdhavioralparameters are integrated. The only source of data on
IDUs in Bangladesh where such integration has been done is the IDU cohort stud@exBedt

the baseline othe cohort study, HIV was detected only in male IDUs fromrteighborhoodsof

Dhaka (5.9%) where HCV prevalence was 66A&%n, Chowidury et al., 2008)

In multivariate analysis, the only factor that was associated with being HIV positive was
homelessness. Homeless IDUs were more than five times as likely to peditive adDUs living at
a fixed address.

For HCV, the associategkifactors identified in a multivariate analysis were a mix of individual risk
behaviorsand social factors:

1 IDUs living in the epidemieighborhood

1 those whohadborrowed needles/syringes in the last week
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1 those who had been taking drugs for-2Q years
1 injecting for more than five years amdvingstarted injecting between 1619 years of age

These data suggest that in addititmthe need to address individual rilehaviors structural

16

factors to address issues like homelessness, arrest, and low éolueddo need to be considered

(seeV. STRUCTURAL FACTORS AFFECTING HIV INTERVENTIONS IN, BAYEBBADBIoSMdver,
social and structural changes, especially homelessness, are vayldifsues to tackle particularly

in a country where poverty and homelessness are major issues in themselves.

Sexual riskbbehaviors

Buying sex from female sex workers, having regular female sex partners and not using condoms
during commercial and neoommercial sex was not uncommon among the IDUs sampled in BSS.
This has also been reported from the RSRAs conducted among drug users at different times in
different cities(NASP et al., 20@forthcoming); Panda et al., 20020 the last BS round 45.6-

66.4% of IDUs said they had bought sex from female sex workers in the last year and condom use
was lowest in Chandpur followed by Dhak#g(rel0). The high rates of active syphilis in Chandpur
(Figure7) confirm thebehavioraldata. The rates in IDUs were similar to those in casual female sex
workers in Chandpur (seeKS aS0G A2y 2y a/{ ¢ which ihdicatds $hatkhé Buga S E

user and sex workepopulations of Chandpur are closely linked. Surprisingly, in Teknaf, active

syphilis rates in female sex workers were lower than in the IDUs. This raises the question of the
source of infection in IDUs which is difficult to understand especially dshavioraldata are

available from MARPs in TeknBEhaviorakurveillance and research studies are neetietetter
understand the factors behind these data

FigurelO: IDUs buying sex from female sex workers, using condoms, i STI symptoms and

the prevalence of active syphilis (BSS, 28W6and serological surveillance, 2007)
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Localizationof the HIV epidemic to onaeighborhoodin Dhaka city

Thelocalizationof the HIV epidemic to oneeighborhoodn Dhaka was first detenined through the
cohort study among male IDUs in Dhaka in 2003 and was subsequently confirmed in surveillance. In

this epidemimeighborhood IDUs had highdflVprevalence and incidence rates (p<0.001 and

g 2
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<0.05, respectively), higher HCV prevalences#p=0.001) but simildiC\Vincidence rates, and
active syphilis rates (both prevalence and incidence) that were similar to thepidemic
neighborhoodof Dhaka Figures 1land12). In terms of HCV incidence rates, the rapidemic
neighborhoodhad higlker HCV levels to start with but those declined over the years of the cohort
study Figure 12. This is not the case in the epidem&ighborhoodwhere lower rates were

recorded at the start of the study with no changes occurring over time; the incidete®iraboth
neighborhoodswvere similar at the end of the study period. The reason for the initial high incidence
rate in that particulaneighborhoods not clear buit is encouraging that the rates declined and this
may be attributable to adoption of saf injection practices as reported in the cohort of IDUs (data
not shown). It is to be noted however, that in the epidem@&ghborhood despite lower incidence
rates, prevalence was higher than in the repidemicneighborhood(Figurell).

Figurell: Comparison of the prevalence of infections in IDUs in epidemic and-epiademic
neighborhoodsof Dhaka (serological surveillance data)

60 - 61.2 =61.5
40 4 41.9
30
20 4
105
10 4 7.1 - all
-~ 1
Round VI Round VII Round VIII

=8 H|V, Epidemic neighbourhood

=&=H|V, Non-epidemic neighbourhood

== HCV, Epidemic neighbourhood

=== HCV, Non-epidemic neighbourhood

== Active syphilis, epidemic neighbourhood

=& Active syphilis, Non-epidemic neighbourhood




Riks and Vulnerabilities for HIV in Bangladesh 18

Figurel2: HIV, HCV incidence in epidemic and n@pidemicneighborhoodsof Dhaka (cohort
data)
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Thelocalizationof the epidemic to oneeighborhoods not unique to Dhaka it has been
documented in Chennai, Ind{Randa et al., 2005However, he reason for suclocalizationis not
understood. As the cohort study was limited to only tagighborhoodf Dhaka city, BSS data of
200304 were used for further analysis as they provide a random sample of IDUs from all of Dhaka
city and could be used tassess differences in the characteristics of the IDUs living in the epidemic
neighborhoodversus the rest of Dhaka city. These analyses showed that IDUs from the epidemic
neighborhoodin comparison to those from the rest of the city were:

1 less educatedp<0.001)

1 fewer were currently married (p<0.001)

1 more had a lower monthly average income (p=0.001)

1 more commonly lived on the street (p<0.001)

No difference vasobserved irthe proportionreporting needle/syringe sharing the epidemic
neighborhood Howerer, IDUs from the epidemiteighborhoodook more injections on average in
the last day and in the last week (p<0.001 for both). Moreover, in the epidegighborhood more
IDUs had a low risk perception than in the rest of the city (p=0.005).

These finihgs corroborate secondary analyses using cohort study data (see sectioh Y 2 SOG A 2 Y
NI Bwhi€h also show enhanced vulnerability to infection in IDUs due to social fadtoparticular

living on the streetsln addition, it highlights more subtledividual riskoehaviorshat can be

addressed through ongoingogramsbut will require intensification of thosprograms e.g.

frequent injections, large sharing networks and identifying strategies that will enhance perception of
risk.
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Geographic variatia in profiles of IDUs

19

As is apparent from the above section, IDUs are not the same everywhere; there are differences in
their demographics, injection taking patterns, where they gather, etc. These differences influence
their behaviorswhich shape their vVaerabilities and risks; their risk of HIV is no doubt

predominantly from sharing needles/syringes but such sharing is not an isolated phenomenon and
understanding their backgrounds is essential to reduce the Tiskle2 highlights differences in
demographics in the four cities in which IDUs were sampled for the-QB@BSS. It is apparent from

the data that onethird of IDUs in Dhaka were uneducated and homeless. In Chandpur, on the other
hand, IDUs were more edated and living with relatives or friends. Again, in the northwest cities,
many were married and living with their families. These differences suggest that a single mode of
intervention will not work. The design of services for homeless IDUs cannot Bartie as those for
IDUs living with families and the same is true for those with higher versus lower education.

Table2: Sociedemographic characteristics of IDU (BSS 2009

Characteristics Dhaka | Rajshahi | Chapainawabganj| Chandpu
Percent (95% CI)

Mean age (in years) 32.2 (315 34.6 (33.935.3) 36.3 (35.337.3) 28.1 (27.328.9)
32.9)

Percent who had no 30.3 (24.8 45.3 (40.849.8) 52.7 (45.360.1) 0.5 (0.13.6)

schooling 36.4)

Current living status (%)

Homeless 33.8 (27.7 8.9 (6.312.5) 1.2 (0.34.3) 0.8 (0.15.6)
With relatives/friends 40.4) 91.1 (87.593.7) 98.8 (95.799.7) 99.2 (94.499.9)
66.2 (59.6

72.3)

Average income in the 5973.6 4232.7 (4018.6 4794.8 (4457.4 4806.1 (4356.3

last month (Taka) (5570.6 4446.7) 5132.2) 5255.9)

6376.5)
Main source of income | Business (28.4) Business (32.0) Business (30.3) Business (34.2)
in last 6 months (%) Tokai (30.8) Rickshaw puller Rickshaw puller Service (20.2)
(26.6) (54.3) Rickshaw puller (20.

Currently married %) 36.1 (29.7 54.3 (48.859.8) 77.1(69.833.1) 62.8 (54.970.1)
43.1)

Currently living with 43.0 (35.4 56.6 (50.962.1) 78.6 (71.834.1) 62.9 (54.970.2)

wife/ regular sex partnel 51.04)

(%0)

The locations of taking injections also varied in the déffiercities. In the northwest cities, in
addition to public venues, injectors often gathered in groups in one house within a loealityh a

gathering was called ain I RRit b { t

Ay

0 K So#g&nizédta tileat hidaddéd aRsae S Sy

injection sitegKerr et al., 200630 that needles/syringes were providedddda owners and they

would then give those to the injectors when they came for their drugs. More recently there has been
a drive by law enforcement agencies to destroy #uelas.Field notes from a supervisory visit to
Chapainawabganj during the 2008 BS$evealed the threat thaaddaswere in. Araddaowner

reported that the owners were being targeted by the police and one owner had already been
arrested. Because of this, tleeldashad become irregular and the IDUs were scatteradking it

difficult for the outreach workerso locate them. A similar situation occurred in Rajshahi and this

may be the cause for the significant rise in sharing of needles/syringes teerd § OG A 2 v

NA &FigureRB). Undersanding and addressing the different characteristics and practices is essential

in providing effective services and this is discussed furthérfnS
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Injection sharing networks

Characteristics of groups of IDWko share needles/syringeare relevant to the HIV epidemic
because more partners within a sharing group and higher frequency of changing sharing groups
hasten the spread of HIV. Understanding dynamics of shaghgviorsc who IDUs share with, why
they shareg is key to promoting safdsehaviors Available data on sharing networks are limited. The
data show Table3) that IDUs in Chapainawabganj had the largest sharing gtbemost IDUs who
changed needle/syringeharing partnersand thelargestsharing grou@mmong those who changed
groups Taken together with data on sharing of needles/syringes, where again the highest
proportions were recorded in Chapainawabadfig(ire8), lowest proportion having sound

knowledge on HIV (seeSOG A 2y 2y )éand gogetadelb ISP, wNigh dldclined in this group
of IDUs (see Services), there is clear evidence that IDUs in this city are very vulnerable.

Table3: Characteristics of sharing networks

Size of sharing | Proportion who | If sharing partners | Who they usually
group (Mean) | shared with changed, size of share with (among
same people sharing group those who shared in
consistently among those who | the last 6 months)
(among those | change (Mean
who shared in | among thosevho
the last week) | shared in the last
week with different
persons)
Dhaka BSS 3.4 40.8 5.2 NA*
(200607)°
Dhaka cohort 2.1 58.6 3.2 Acquaintance, friends,
(Juneh OG wHnAAT stranger
Chandpur BSS 2.0 61.3 4.2 NA
(200607’
Chandpur cohort (July 2.0 83.3 2.0 Friends, acquaintance
{SLIi Hwnnco
Chapainawabganj BSS 4.0 19.8 9.1 NA
(200607)°
Rajshahi BSS 2.9 45.3 4.9 NA
(2006H NN T O M
Female IDU cohort 2.1 76.5 3.0 Husband/lover,
Jana &€ HAAT( acquaintance, friends

*NA, notaskedf | a0 GAYS Ay fFad G662 Y2ydkKa umtlad GAYS Ay

IDUs with HIV have been identified in Dhaka through the cohort studies (see Box 1) and the VCT unit
of ICDDR,B. The average size of the sharing network atinosg who shared was two. A rough
assessment of the sharing networks of HIV positive IDUs was made by asking each IDU to identify
their sharing partners by providing name, age, any identification mark, location, occupation and also
name ofNSPoutreach woker who could help identify that IDU. Following this, the research team
checked the information in the field by identifying that IDU and asking him the same questions as a
cross check. Using this methodology, from 36 HIV positive IDUs, 96 sharing paginecsthe

cohort were identifiel. Figurel3illustrates the sharing network of one IDU who had a very large
sharing network; it should be noted that most IDU had much smaller networks, with an average of
two dired sharing partners. It is beinmgcognizedhat prevention of injection sharing among HIV
positive IDUs requires special effort including pleeusedinterventions, primary health care and

mental health service@._atkin et al., 2008)

f

a
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Figurel3: Injection sharing network of one HIV positive IDU (Dhaka male IDU cohort data)

Red circles indicate HIV positive IDU
Green circles indicate HIV negative 1D
Arrows show who was sharing with
whom ¢ red for bot partners HIV+,
blue for one HIV+

HIV prevalence among the sharing partners recruited into the cohort in the second phase (see Box 1)
was higker than in those who were already members of the cohort for some years (2.6% vs. 11.2%,
p<0.001). These new recruits had several characteristics that were different from those who were
already enrolled in the cohort. They were:
¥ Younger and newer injectors
More likely to be living alone artd be homeless
Injecting drugs more frequently
More likely to front/back load injections
More likely to share needles/syringes and other injection paraphernalia
Less likely to clean injection equipment before borrowing
More likely to buy sex but less likely to have rmmmmercial sex
Newer to the NSP
Attending the drop in center (DIC) more frequently
More likely to access rest and recreational facilities rather than clinical services at the DIC
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Two important points emergéom these findings:

i) Insights into characteristics of more vulnerable IDUs

i) An alternative method for reaching the most vulnerable IDUs may be through networks of
HIV positive IDUs who can be targeted for more intense services. Use of social networks in
interventionprogramshasbeen suggested as a more effective and sustainable approach
(Latkin & Knowlton, 2005)

A remarkable finding from the injection sharing network of HIV positive IDUs is that a large
proportion of the sharing partners were still HIV negative. The reasons for this are not immediately
understood but could be multiple:

1 The information gathered was on ever sharing, and notdoentsharing. Therefore, it is
possible that many of thes®Us shared before HIV seroconversion had taken place.

1 Sharing may occur infrequently, which would lower gsk almost all cases IDUs who said
they had shared their needles/syringesdsthey shared some of the timend not all the
time.



