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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 Bangladesh over the past two decades.  The 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 the prevention programs. 

This work concludes that despite Bangladesh's vulnerability to HIV, one of the reasons for low 

prevalence in Bangladesh is the early and sustained implementation of HIV programs targeted to the 

most at risk populations ς informed by data from regular surveillance and behavioral surveys.  A 

state-of-the-art surveillance system has been in place since 1998. Eight 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 report will provide critical insights into the HIV/AIDS situation in Bangladesh, 

and hope that it will thus assist policy-makers and experts to address gaps, and ultimately 

strengthen the national response. Under the capable leadership of the Government of Bangladesh, 

we remain committed to the fight against HIV/AIDS. 

 

 

 

Julie McLaughlin       Salil Panakadan 
Sector Manager        Country Coordinator 
Health, Nutrition & Population      UNAIDS 
South Asia Region       Bangladesh 
The World Bank 
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Executive Summary 

This report synthesizes data from surveillance, behavioral surveys and published and unpublished 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 Bangladesh, this report summarizes what is known 

about the coverage and impact of HIV prevention services, including knowledge on risk and 

protective behaviors.  

The report is divided into nine chapters. Chapter I provides a brief introduction and an overview of 

the methodology used for this exercise. Chapter II discusses the risks and vulnerabilities of the high 

risk groups including female sex workers, injecting drug users, male who have sex with male, hijra 

and overlapping populations, while Chapter III discusses the trend of the infection amongst partners 

of high risk groups. Bangladesh continues to report low condom use, which is analyzed and 

discussed in Chapter IV. Structural factors including macro level and intermediate level factors that 

affect HIV interventions in Bangladesh are addressed in Chapter V. The national HIV response is 

discussed in Chapter VI. The report concludes with a discussion of the main findings, with 

recommendations for the future in Chapter VII, and Chapter VIII and IX are annexes and references. 

Overview 

Early and continued implementation of HIV prevention programs among most at risk populations, 

guided by data from regular surveillance and behavioral surveys have helped Bangladesh largely 

keep HIV at bay.   

HIV prevalence in Bangladesh remains low ς less than 0.1% in the general population; below 1% 

amongst female and male sex workers (FSWs and MSWs), male who have sex with male (MSM) and 

transgendered people (Hijra); and just above 1% amongst Injecting Drug Users (IDUs) except for one 

neighborhood in Dhaka.  

In Bangladesh, as in other countries in the region, HIV risk arises mainly from unprotected paid sex, 

sharing of used needles and syringes by injecting drug users, and unprotected sex between MSM. 

Recent data suggest that there are two key areas for HIV in the country: 

¶ Injecting Drug users: HIV prevalence has started to increase amongst IDUs in Dhaka, rising to 

7% in 2007/08 in one neighborhoodΦ ¢Ƙƛǎ ŜǇƛŘŜƳƛŎ άƘƻǘ ǎǇƻǘέ ƛǎ ŎƭŜŀǊƭȅ ŀ ǇǊƛƻǊƛǘȅΦ 

¶ International returned migrant workers: This group accounts for 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 bordering India. The numbers are small 

but this area needs careful attention. Genetic analysis found that the HIV strains were different in 

each of these groups as of 2005. There is some overlap amongst SWs, as some inject drugs and some 
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engage with migrant workers. A rising epidemic in one of these groups, therefore, could lead to a 

spread in others.  

 

The Epidemic Situation: MostςatςRisk Populations 

 

Injecting Drug Users (IDUs) 

The most recent surveillance, in 2007, tested 6,508 drug users from 28 different cities. Overall HIV 

prevalence was 1.2%, with low rates found in drug users from five cities. However, a rate of 7% was 

reported in one neighborhood of Dhaka, where the largest concentration of IDUs is found (7,400 of 

the estimated 20,000ς40,000 IDUs in Bangladesh).  

 A four-year cohort study in Dhaka found a constant rate of new HIV infections (incidence) and falling 

incidence of hepatitis C (HCV), which suggests adoption of safer injection behaviors. There is concern 

for the high rates of HCV amongst IDUs in most cities, and the low levels of sound knowledge 

regarding HIV transmission and prevention. This area needs particular focus given that a recent rapid 

assessment carried out in 55 districts suggests that the number of IDUs is increasing nationally.  

Sharing of needles has declined in Dhaka, but remained high in Chandpur, and increased in Rajshahi 

and Chapainawabganj where law enforcement action had made it more difficult for intervention 

programs to locate IDUs. Homeless IDUs were more than five times as likely to be HIV positive as 

IDUs living at a fixed address; special efforts are 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 vulnerable; 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 (FSWs) 

The estimated number of FSWs in Bangladesh of 90,000 needs to be updated. The number of part 

time or so-ŎŀƭƭŜŘ άŎŀǎǳŀƭέ ǎŜȄ ǿƻǊƪŜǊǎ ƛǎ ŜǾŜƴ ƳƻǊŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ŜǎǘƛƳŀǘŜΦ ¢ƘŜ ǎŜȄ ǘǊŀŘŜ Ƙŀǎ ōŜŜƴ 

shifting away from brothels to venues where there is less regulation including hotels, streets, and 

private homes. There is considerable movement of sex workers among venues and cities in response 

to client flow and law enforcement.  

The 8th round of surveillance of nearly 4,800 FSWs in 15 cities found low overall HIV prevalence 

(0.3%). HIV prevalence was below 1% at all sex worker sites except in a small border town in 

northwest Bangladesh, where 4 of 150 (2.7%) sex workers were HIV positive, and  all of whom had 

crossed the border into India to sell sex.  

In behavioral surveys, FSWs in many sites report increased condom use and declines in active 

syphilis 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 male (MSM) 

MSM are a heterogeneous group of men in their sexual behaviors, and many do not self-identify or 

fit neatly into any of the categories used by kothi (feminized males). Many MSM hide their sexual 
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activities with other men, reject the term MSM, and simply identify themselǾŜǎ ŀǎ άƳŀƭŜέΦ ¢ƘŜ 

estimated number of MSM (including men who sell sex to other men ς MSW) in Bangladesh is 

between 40,000ς150,000. This figure is widely considered to be a gross underestimate.  

 

Surveillance rounds and a 2006 study in Dhaka that used social networks to recruit the sample all 

found very low HIV in MSM, along with low rates of active syphilis. Large proportions of MSM and 

MSW, however, report STI symptoms (MSW more than MSM), as well as multiple sex partners 

(including women), group sex (often 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 

Hijra are highly marginalized and stigmatized, and suffer social exclusion starting in early childhood. 

Abuse ς physical, verbal and sexual, is common even within their community.  

Social and cultural changes are making it more difficult for hijra to earn an income through 

traditional ways, and about one third report having no option but to sell sex, an act which is not 

condoned within the hijra community. 

 Hijra reported high client turnover and almost none reported to use condoms consistently. Group 

sex was common and often forced. HIV prevalence is less than 1%. Active syphilis rates are high, 

declined for some years, but have risen since 2004-05. Considerable proportions of hijra reported 

having STI symptoms. 

Overlapping risk groups 

The main overlapping area across MARPs is amongst female drug users. Two thirds of female drug 

users reported to sell sex and very low condom use. Another reported area of overlap amongst 

MARPs is amongst MSWs, with 5% of MSW from Chittagong reporting to have injected drugs in the 

last year.  

Genetic analysis of HIV strains confirms that spread of HIV occurs within networks of IDUs through 

sharing of injection equipment, with almost no evidence of transmission of HIV between MARPs. HIV 

subtypes from migrants are genetically diverse and differ from locally circulating strains in IDUs and 

female sex workers. These data suggest that Bangladesh probably has two different streams of the 

epidemic ς one circulating internally primarily within IDUs and the other imported from abroad 

which does not appear to be circulating in-country yet. 

Other potential risk factors 

Migration may be a factor in HIV transmission in Bangladesh. People whose work separated them 

from their spouse were much more likely to report non-marital sex, with very low condom use.  

International migration and its relation to HIV transmission need to be better understood. Also of 

concern is the rising HIV prevalence rate in the states of India bordering Bangladesh (National 

Institute of Health and Family Welfare & National AIDS Control Organization, 2007) coupled with 

cross border mobility alongside practice of risky sex.  
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Migrants, both international and cross border, have generally not been targeted by HIV prevention 

efforts in the past and there is little understanding as to how such targeted intervention could be 

implemented. Data suggest that HIV transmission from international migrant workers who have 

returned and are HIV positive has been mostly restricted to their spouses, although the extent of 

spousal transmission and couples in which one person is HIV positive and putting the other at high 

risk has not been assessed systematically in Bangladesh.  

A recently completed anthropological study reports on socio-cultural practices and the socio-

economic context that would make indigenous women vulnerable to HIV. In the study sexual 

relations were noted to play a crucial role in obtaining and retaining employment as wage laborers. 

In fear o losing their work, the role of stigma contributes directly to their vulnerability. 

Children of sex workers, boys who appear more feminized and become labeled as hijra and street 

children are very vulnerable to violence and sexual abuse. MARPs are much more likely to report 

first sex at a very young age than the general population.  

Approximately 10% of men in Bangladesh report to having ever bought sex from female sex workers. 

Amongst sex workers, client turnover is high, with 80% of the surveyed men reporting to have visited 

one or more new sex worker in the past month.  

In the national survey of youth, almost 20% of unmarried males reported having premarital sex, and 

for 28% of them the last sex was with a sex worker. The reporting of consistent condom use amongst 

this group with FSWs, however, has 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 STI in the past 12 months, but only a quarter sought care from a trained provider. 

.ŀƴƎƭŀŘŜǎƘΩǎ wŜǎǇƻƴǎŜ ǘƻ IL± ŀƴŘ 9ǾƛŘŜƴŎŜ ƻŦ LƳǇŀŎǘ 

Organizational Structure 

The Government of Bangladesh (GoB) acted early in responding to the HIV epidemic, forming the 

National AIDS Committee (NAC) in 1985. This high-profile advisory body has the President as Chief 

Patron and is chaired by the Minister of Health and Family Welfare. The NAC is responsible for 

formulating major policies and strategies, supervising program implementation, and mobilizing 

resources. A NAC Technical Committee (TC-NAC) of experts provides technical advice to the NAC and 

National AIDS/STD Program (NASP).  

The NASP, within the Directorate General of Health Services of the Ministry of Health and Family 

Welfare (MOHFW), is the main government body responsible for overseeing and coordinating 

prevention and control of HIV/AIDS, and ensuring that the National HIV/AIDS Strategy and national 

policies are implemented. Other ministries carry out HIV prevention and control activities through 

their core structures, with focal points appointed in key ministries and departments to collaborate 

and rationalize roles and responsibilities. 

Main response elements 

Bangladesh responded early to HIV ς before the first case was reported in the country.  A series of 

national plans (beginning in 1988) has guided the response in Bangladesh. State-of-the-art 

surveillance and use of the epidemic data to make strategic and program decisions are strong points. 
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Consistent with the pattern of the epidemic in Bangladesh, much of the response focus 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 STIs. Over the 20 years, a fairly comprehensive set of policies, 

guidelines and strategic frameworks and a comprehensive panel of services for both targeted MARPs 

and the general population have been put in place. Some interventions have been recognized 

internationally as best practice.  

Total HIV expenditures since 2000 is just more than US$127 million, the main funders being GFATM, 

World Bank funded project as well as the Health Sector Program, DFID funded project, USAID and 

the ADB. Most programs are implemented by the nongovernmental organizations (NGOs).  

Health system response. Activities to prevent transmission 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 HIV-related clinical services, including voluntary counseling and 

testing (VCT) since 2002, management of STIs, antiretroviral therapy (ARV) and treatment for 

ƻǇǇƻǊǘǳƴƛǎǘƛŎ ƛƴŦŜŎǘƛƻƴǎΦ {ǘŜǇǎ ƘŀǾŜ ŀƭǎƻ ōŜŜƴ ǘŀƪŜƴ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ǎŀŦŜǘȅ ƻŦ .ŀƴƎƭŀŘŜǎƘΩǎ ōƭƻƻŘ 

supply, with good progress made in shifting to voluntary blood donations.  

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

and television programs, workshops, concerts and print media, micro-credit groups, youth 

organizations and clubs; secondary schools, and communications and advocacy with opinion leaders, 

including working with imams to talk about AIDS in mosques. Condom promotion and distribution is 

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

population as well as to specific groups. Condoms are widely advertised and sold at 300,000 sales 

ƻǳǘƭŜǘǎ ŀŎǊƻǎǎ ǘƘŜ ŎƻǳƴǘǊȅ ŀƴŘ ǘƘǊƻǳƎƘ ΨǇŜŜǊ ŀƎŜƴǘǎΩΦ  

Care and support for People with HIV.  VCT has been offered since 2002, although access is still very 

limited and the quality and range of services 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 provide counseling, 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 HIV-related infections, or provide ART. In mid-2009, 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 interventions for most at risk populations 
Targeted interventions were begun by NGOs in 1995. Later, strong partnerships among Government, 

NGOs, and civil society and donors evolved. The main groups targeted are IDUs, female sex workers, 

males having sex with males, hijras, and armed forces serving in other countries, and to some 

extent, male clients of FSWs, especially people whose work takes them away from home frequently 

or for long periods, notably transport workers.  

Depending on the target group, intervention packages include condom promotion and distribution, 

STI management, needle/syringe programs (NSP), health education and peer education. There is also 

some drug dependence treatment, counseling and 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 changes. Programs work with the police, prisons, Department 

of Narcotics Control, and local communities.  

There is evidence that prevention efforts are having some impact: Decreases in hepatitis C (HCV) 

and in active syphilis in IDU and FSW in many sites indicate use of safer injecting practices (except in 

one Dhaka neighborhood) and are consistent with reports of increased condom use by some sex 

workers and by their clients. MSM report more benefits from HIV prevention programs than other 

MARPs, although only a small proportion of MSM are reached by the prevention programs. Many 

heroin smokers report accessing needle/syringe programs (NSP), suggesting that the NSP reach 

regular and intermittent injectors. A substantial proportion of female sex partners of male IDUs are 

being approached by HIV prevention programs and 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 appropriate counseling services. While prevention programs in Bangladesh appear to 

be helping to contain HIV, the data also point to gaps in services and opportunities for improving 

the reach and effectiveness of services, which the country cannot afford to ignore.  

Surveys that ask about risky behaviors indicate 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 

irregular supply of materials including condoms, sterile needles/syringes, and STI drugs.  Service 

expansions also may be a factor ς ǉǳŀƭƛǘȅ Ƴŀȅ ƘŀǾŜ ōŜŜƴ ŎƻƳǇǊƻƳƛǎŜŘ ōȅ ǘƘŜ ΨƻƴŜ ǎƛȊŜ Ŧƛǘǎ ŀƭƭΩ 

approach adopted in scaling up programs. Effective programs are based on an understanding of how 

MARPs live and are organized, and take account of their needs. Many structural barriers which are 

beyond individual control obstruct the adoption of safer behaviors by MARPs and need to be better 

understood before they can be addressed; such barriers are well recognized impediments to 

behavior change (Gupta et al., 2008). A greater involvement of MARPs themselves in programming 

could help resolve some of these issues. This is taking place to some extent with female sex workers 

(Hoque, 2008) and to a lesser extent with hijra and MSM (Bandhu Social Welfare Society, 2008) but 

it is almost non-existent with IDUs. Overall, self help groups and community-based organizations 

(CBOs) are weak but their input and involvement is essential for more effective uptake of programs. 

¦ǎƛƴƎ L5¦Ωǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎ ς and especially working with HIV positive IDUs to reach out to their 

injecting networks and sexual partners ς could make programs more effective. Approaching sex 

partners of MARPs has been difficult and more effort needs to be made towards achieving this. 

Reasons for low condoms use.  Bangladesh has consistently documented low condom use by sex 

workers, although 2006-07 surveys of FSW and clients report increases. Inadequate knowledge 

about HIV transmission and services was associated with lower condom use among IDUs, FSWs, 

MSW, hijra and MSM, as was forced sex for FSWs and MSM. In most cases, MARPs who accessed 

prevention services were more 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 ask clients, 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 prevention programs for MARPs are working and need 

to be continued. The analysis also points to ways that existing services could be improved.  

Understanding and adapting to local contexts and client needs:  Drug taking or selling sex behaviors 

are practiced by MARPs within particular structures and situations, to which services may need to be 

adapted. Situations vary and can change with time, making local knowledge and flexibility essential. 

Involvement of local groups -- especially MARPs themselves -- in the design and implementation of 

programs can greatly enhance success.  For programs to succeed, they must 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 a more integrated way. For IDUs, safe injections are critical ς but safe 

sex needs more emphasis -- especially for HIV positive people. Better linkages between harm 

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

Regular evaluation of ongoing HIV prevention programs: HIV intervention programs for IDUs and 

female sex workers have been expanded considerably to cover more than half of Bangladesh. 

Interventions appear to be working better in some areas than others. It is very important to have 

independent evaluations of ongoing programs at 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 surveillance, but could do more to monitor program progress and use 

ƻǇŜǊŀǘƛƻƴŀƭ ǊŜǎŜŀǊŎƘ ǎǘǳŘƛŜǎ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǿƘŀǘ ƛǎ ǿƻǊƪƛƴƎ ŀƴŘ ǿƘŀǘ ƛǎƴΩǘ ŀƴŘ Ƙƻǿ ǘƻ ƳŀƪŜ 

programs even more effective. There are major gaps in information in some key areas (such as 

international and cross border migrants), and updated estimates are needed of the numbers of 

MARPs. 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 Bangladesh that should 

trigger changes in program emphasis. 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 

promising method.  

Mobility:   More information is needed about cross border mobility including what 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.  

Coordination and planning:  Inadequate resources (personnel, funding, infrastructure, etc.) 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 in service delivery 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 ministries 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 MARPs are beyond the scope of HIV prevention services, 

such as legal support, and may be better served by others -- but 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 and engage 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 1989. By the 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 died. However, most cases go unreported because 

of stigma and very 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). Although HIV prevalence remains very low (<0.1%) in the general population and low (<1%) in 

most at risk populations (MARPs) -- female and male sex workers (FSWs and MSWs), men who have 

sex with men (MSM) and transgendered individuals (Hijras), it is significantly higher among Injecting 

Drug Users (IDUs) (over 10% in one part of Dhaka) and shows worrying increases in recent 

surveillance rounds (Figure 1). 

Figure 1: Overall HIV Prevalence rates over rounds I- VIII 
 

 

 

 

 

 

 

 

Even prior to the first HIV case, the Government of Bangladesh (GoB) had taken action, and formed 

the National AIDS Committee (NAC) in 1985 in anticipation of an epidemic. The NAC is a high-profile 

body with the President as Chief Patron and the Minister of Health and Family Welfare as the 

Chairperson. Many programs for HIV prevention have been created and expanded, executed by 

hundreds of nongovernmental organizations (NGOs). Second generation surveillance (UNAIDS/WHO, 

2000) was installed to monitor the epidemic, and several research studies and surveys have been 

carried out among most at risk populations (MARPs) and the general population to better 
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understand and respond to HIV in Bangladesh. Efforts have also been made to model the future 

course of the epidemic. The responsibility for coordinating all these activities lies with the National 

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 time to assess 

the cumulative effect of responding to HIV in the country and what needs to be carried forward. This 

report reviews the experience of twenty years of HIV in Bangladesh, looking at the current status of 

the HIV epidemic, risk and vulnerability factors especially among MARPs, existing HIV prevention 

services, as well as barriers and facilitators for adopting protective behaviors. 

More specifically, the goals of this report are: 

¶ To provide an in-depth review of the present status of the HIV epidemic 

¶ To review and analyze existing data to better understand the effectiveness of HIV prevention 

services  

¶ To review existing data to understand barriers to and facilitators for adopting safe behaviors 

to protect against HIV infection 

¶ To provide directions and recommendations on the way forward based on available 

evidence. 

The report focuses on MARPs. As noted in the recent report of the Commission on AIDS in Asia 

(Commission on AIDS in Asia, 2008)Σ ŜǇƛŘŜƳƛŎǎ ƛƴ ǘƘŜ ǊŜƎƛƻƴ ŀǊŜ άcentered around unprotected paid 

sex, the sharing of contaminated needles and syringes by injecting drug users, and unprotected sex 

ōŜǘǿŜŜƴ ƳŜƴΦέ ¢ƘŜ ŜǾƛŘŜƴŎŜ ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǘƘƛǎ ƛǎ ŀƭǎƻ ǘƘŜ ŎŀǎŜ ƛƴ .ŀƴƎƭŀŘŜǎƘΦ This makes 

understanding these groups and their vulnerabilities crucial for averting an increase in the epidemic. 

However, because evidence suggests that youth tend to engage in risk behaviors and because young 

people aged 15-25 comprise 20% of the population of Bangladesh and account for a 

disproportionate share of new infections in many countries, data 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 and behavioral surveillance surveys (BSS), research studies, and 

rapid situation response assessments (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 surveillance system. Surveillance in 

Bangladesh is described 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 chapters. Where data 

have been quoted from published articles, references are provided. Together the data provide a 

picture of the epidemiology, and a comprehensive look at the vulnerability and risk behaviors of 

specific groups. They show the many factors that link these groups and highlight programmatic 

issues that must be addressed to limit the spread of HIV in Bangladesh. It is to be noted that no 

analysis is presented on reported cases of HIV. A recent assessment of existing information available 

from close to 900 people living with HIV (PLHIV) (NASP, Save the Children USA, & ICDDRB, 2009c 

(forthcoming)) covers that aspect of the HIV scenario, for which reason a further analysis is not 

presented here. 
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Risks and Vulnerabilities for HIV in Bangladesh 

 

Introduction  

Understanding which populations are most at risk of HIV is crucial to 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 

MARPs and their specific vulnerabilities to HIV. The data are consistent with the three main MARPs 

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 raise the specter of new groups that 

may have particular vulnerability. This chapter 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 STIs among them, their risk behaviors, and other key relevant issues. The level of detail 

provided for a particular group reflects the evidence available. The chapter also summarizes 

available data on other groups potentially at risk of HIV and STIs, particularly international and cross 

border migrants, indigenous people, children and general population youth. 

 

Drug Users (Opiate and Opioid Users) 

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 used to distinguish smokers from 

injectors and even the definitions used in serological and behavioral surveillance vary as shown 

below: 

Serological surveillance Behavioral surveillance survey 

Injecting drug users: Those who were primarily 
injectors and had injected in the previous year 
 
Heroin smokers: Those who were primarily 
heroin smokers and had injected no more than 
twice in the previous six months  

Injecting drug users: Those who injected drugs 
within last two months and were accessible 
through public injecting spots  
Heroin smokers: Those who were primarily 
heroin smokers and had not injected more than 
six times in the previous six months  
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In both definitions, some drug users fall into neither category so a third category of drug users was 

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

ŘǊǳƎ ǳǎŜǊǎ όL5¦ǎύΤ ǘƘŜǎŜ ŘǊǳƎ ǳǎŜǊǎ ŀǊŜ ŎƭŀǎǎƛŦƛŜŘ ŀǎ άŀ ŎƻƳōƛƴŜŘ ƎǊƻǳǇ ƻŦ ǎƳƻƪŜǊǎ ŀƴŘ L5¦ǎέΦ 

Together all three categories are referred to as drug users in this report.  

Drugs ǳǎŜŘ ŦƻǊ ƛƴƧŜŎǘƛƻƴ ƛƴ .ŀƴƎƭŀŘŜǎƘ ŀǊŜ Ƴƻǎǘ ŎƻƳƳƻƴƭȅ ΨŎƻŎƪǘŀƛƭǎΩ ƻŦ ŘƛŦŦŜǊŜƴǘ ǇƘŀǊƳŀŎŜǳǘƛŎŀƭǎΣ 

primarily buprenorphine with anti-histamines and sometimes diazepam; heroin is typically inhaled, 

not injected (Azim, Chowdhury et al., 2008; Panda et al., 2002). Buprenorphine is not an approved 

drug for use in Bangladesh and is smuggled across the border from neighboring countries (Hossain, 

2005).  

Estimates of drug users in Bangladesh 

There are an estimated 20,000-40,000 IDUs in Bangladesh (Mathers et al., 2008; National AIDS 

Committee, 2006; Reddy, Hoque, & Kelly, 2008) with the largest concentration estimated to be in 

Dhaka city (approximately 7,400). However, a recent rapid assessment (RSRA) in 55 districts 

conducted for GFATM, round 6, found IDU populations in 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 surveillance for HIV, hepatitis C (HCV) and syphilis has been conducted regularly among 

drug users, especially among IDUs, since 1998.  

During the 8th round of serological surveillance conducted in 2007, 6,508 drug users were sampled 
from 28 different cities; overall prevalence of HIV was 1.2%. HIV was detected in drug users from six 
cities (Figure 2); HIV prevalence was very low in all cities other than in Dhaka where the rate has 
gradually increased among male IDUs over the years. This group, which has been sampled through 
the needle/syringe program (NSP) since 1999-2000, has consistently had the highest HIV rates 
among any population group in Bangladesh. Prevalence first exceeded 5% (the proxy threshold 
between a low level and a concentrated epidemic) in this group in 2006, reaching 7%.  

Figure 2: HIV prevalence among drug users (serological surveillance, 2007) 
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Incidence of infection (i.e. new infections) provides more pertinent information regarding the 
epidemic than prevalence data. Measurement of incidence is complicated in surveillance designs. 
Cohort studies in which the same individuals are followed over time are most suited to determine 
HIV incidence rates. HIV incidence data are therefore available from the male IDU cohort study 
conducted in Dhaka (see Box 1) and show no changes in cumulative incidence rates over the four 
years that the studies were conducted (Figure 3). The relatively low incidence rate suggests that 
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 mathematical modeling 
exercise that predicted that NSP may have reduced HIV incidence among IDU by 90% in the 1990s 
(Foss et al., 2007). Similar analysis is required to assess whether the continuing low incidence is 
attributable to the NSP.  

Box 1: Cohort Studies among IDUs 
Four cohorts of IDUs were established in Bangladesh ςmale IDUs in two areas of Dhaka city (Azim, Chowdhury 
et al., 2008), female IDUs in Dhaka, Tongi and Narayanganj (Azim et al., 2006), IDUs in Chandpur and HIV 
positive IDUs in Dhaka.  

The male IDU cohort in Dhaka was initiated in August 2002 when 561 IDUs were enrolled from two areas of 
Dhaka city who were >15 years of age, who had not changed their address in the last six months and who were 
attending the NSP of CARE, Bangladesh. The first phase ended in August 2004. It was continued as a second 
phase from April 2005 to October 2007 when the cohort was opened to include injection sharing partners of 
HIV positive IDUs. The objectives of the second phase were: to continue monitoring the infection rate for HIV, 
HCV and syphilis and risk behavior in 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 network-level risk factors for HIV and HCV infection; and to provide voluntary counseling and 
testing (VCT) services to sex partners of the cohort IDU who were willing to bring them to the services and to 
continue to provide feedback to the intervention program for more appropriate programming and enhancing 
advocacy. 

The female IDU cohort study was conducted between December 2004 and May 2007, and included women 
age 15 years and older with a history of injecting drugs at least once in the last six months. Enrolment of 
female IDU was non-random and included those who were accessed with the help of outreach workers from 
the NSP of CARE, Bangladesh, and by snowball sampling 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. The 
objectives of the study were: to encourage female IDUs to actively access the intervention programs of CARE, 
Bangladesh and evaluate the interventions that they are accessing in relation to their needs; to assess the 
vulnerability of female IDUs in Dhaka city to 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 178 IDUs 
were enrolled. IDUs were enrolled if they were currently injecting drugs and had been doing so for two months 
or more, used injecting as their prime route of taking drugs and were 15-50 years of age. The objectives were: 
to determine the incidence of HIV and HCV, to determine the behavioral risk factors for an HIV epidemic and 
to feed back data to the intervention program in order to enhance intervention efforts. 

The HIV positive IDU cohort was designed to enroll HIV positive IDU identified from the above three IDU cohort 
ǎǘǳŘƛŜǎΣ ŦǊƻƳ L/55wΣ.Ωǎ ±/¢ ǳƴƛǘ ŀƴŘ ǘƘǊƻǳƎƘ ƻǘƘŜǊ ǎƻǳǊŎŜǎΦ IL± ǇƻǎƛǘƛǾŜ L5¦ǎ ǿŜǊŜ ŜƴǊƻƭƭŜŘ ŀǎ ŀƴŘ ǿƘŜƴ ǘƘŜȅ 
were identified and were willing to join the cohort. 91 HIV positive IDUs were enrolled from November 2004 to 
June 2007. The objectives of the study were: to assess the risk behavior of HIV positive IDU who are being 
provided some elements of a support system including being a member of an HIV positive support group and 
having access to regular counseling services and clinical services; to follow the disease progression of HIV 
positive IDU; and to provide a framework for planning for opiod substitution therapy (OST) and antiretroviral 
therapy in HIV positive IDU. In all four cohort studies, IDUs were followed biannually with risk behavior 
questionnaires and blood was collected for measuring antibodies to HIV, HCV and active syphilis (except in the 
HIV positive IDU cohort where HIV was not re-tested). Clinical services were provided during blood collection 
and test results were provided through counseling.  
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Figure 3: Incidence of HIV among IDUs in Dhaka (male IDU cohort study data) 
 
 

 
 
 
 
 
 
 
 
 
 

 
Figure 4: HCV prevalence among IDU and combined IDU and heroin smokers (serological 
surveillance, 2007) 

Note:  Combd IDU/HS refers to the combined group of IDU and heroin smokers. 
Numbers in brackets refer to the total numbers of drug users sampled in each city 
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HCV infection in drug users 

Drug users, other 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 sampled) more than 50% 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, behavioral or other studies which could have provided insights into protective 

behaviors that could be promoted in harm reduction programs have not been conducted in city. 

Analysis of trends shows that in many cities including Dhaka, HCV rates declined (Figure 5). 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 declining (Figure 6). These are encouraging findings. 

Figure 5: HCV prevalence rates over the rounds of serological surveillance (where data from three 
or more rounds were available) 

Note: Dashed lines connect data points when data are not available for intervening rounds 

 
Figure 6: HCV incidence in Dhaka male IDU (cohort data, p<0.05)) 
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Syphilis infection in drug users 

Syphilis is the only sexually transmitted infection (STI) for which laboratory diagnosis has been done 

for drug users; antibodies to syphilis were measured in surveillance and in the IDU cohort studies. 

Prevalence rates of active syphilis during the 8th round of serological surveillance among drug users 

varied considerably across the 28 cities (Figure 7). Female drug users had the highest rates followed 

by male IDUs in Teknaf and Chandpur. Active syphilis rates in Dhaka in male IDUs were not very high 

and the rates have changed little since the 2nd round conducted in 1999-2000 (data not shown). The 

cumulative incidence 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. 

Figure 7: Active syphilis among IDU and combined IDU and heroin smokers (serological 
surveillance, 2007) 

 
 
Using surveillance data to compare active syphilis rates in younger (<24 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). Unfortunately behavioral data from IDUs in Srimongol are not available.  
The proportions of IDUs reporting any STI symptoms in the last year ranged from 21.3 to 37.6% (see 

ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ ά{ŜȄǳŀƭ Ǌƛǎƪέ, Figure 10) (2006-07 BSS). As syphilis was the only STI laboratory 

diagnosis available in IDUs, it is likely that these symptoms are due to other STIs. The relationship of 

STIs and risk behaviors are further discussed in ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ ά{ŜȄǳŀƭ Ǌƛǎƪέ.  
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Risk behaviors  

 

Injection risk behaviors 

Several sources of data are available that assess injection practices among IDUs ς research studies 

(see Box 1 for cohort studies), BSS and RSRAs. All sources show that IDUs share needles/syringes and 

other injection paraphernalia (Azim, Chowdhury et al., 2008; Govt. of Bangladesh, 2009; NASP, Save 

the Children USA, & ICDDRB, 2009g (forthcoming); Panda et al., 2002).  

The most recent BSS conducted in 2006-07 showed that sharing of needles/syringes (borrowing or 

lending in the last week) decreased in Dhaka but increased in Rajshahi and borrowing increased 

significantly in Chapainawabganj (Figure 8). 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 sharing increased are in the northwest bordering India, and data from 

Darjeeling in West Bengal, India show that 11.8% of IDUs are HIV positive (Sarkar et al., 2006). Some 

IDUs in the northwest did travel abroad last year (mainly to India) and 1.7-4.6% injected drugs while 

abroad (Govt. of Bangladesh, 2009). 

The varied impact of NSP is also reflected in data from Chandpur where the harm reduction program 

was initiated in 2004. BSS was conducted twice prior to program initiation and the data show no 

change in injection sharing practices since the initiation of NSP. 

Figure 8: Borrowing and lending of needles/syringes in the last week (BSS 2006-07) 

 

Heroin smokers were sampled in Dhaka; of the 339 sampled, 5.6% had injected in the past six 

months of whom 54.4% lent or borrowed used needles or syringes. There is no reliable estimate of 

numbers of heroin smokers in Bangladesh but the many RSRAs conducted over the years show that 

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 non-injectors. Although 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 (see ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ άIL± {ǳōǘȅǇƛƴƎέ), confirming that they are part of the same 

injection sharing network.  

To better understand the underlying factors that may influence risky injection behaviors, using 2006-

07 BSS data on IDUs available from the four cities, multiple logistic regression analyses were 

conducted to assess the factors associated with needle/syringe lending and/or borrowing during the 

last injection in the last two months ς results are summarized in Table 1. Chandpur is not included in 

Table 1 because no factors were associated with needle/syringe lending or borrowing there. 

Table 1: Factors associated with lending/borrowing last time in last two months: Multivariate 
analysis (BSS 2006-07) 
Groups Dhaka Rajshahi Chapainawabganj 

 Adjusted Odds ratio (95% CI) 

Age (in years) 
 15-24 

 25-49 
 >49 (Ref) 

   
-- 

6.2 (1.6-25.0)* 
1.0 

Income in the last month (Taka) 
 Җорлл 
 >3500 (Ref) 

 
3.6 (1.5-8.6)** 

1.0 

  

Marital status 
 Married (Ref)

 

 Unmarried
§
 

   
1.0 

6.4 (1.3-32.7)* 

Duration of taking drugs (in years) 
 1-5 
 6-10 
 >10 (Ref) 

   
-- 

5.7 (1.1-28.6)* 
1.0 

Frequency of injecting in a day in the last month 
 Once a day (Ref) 
 More than once a day 

  
1.0 

2.7 (1.5-4.7)** 

 

Knowledge of confidential HIV testing  
 Yes (Ref) 

 No 

  
1.0 

3.8 (1.7-8.4)** 

 

Able to assess own risk of HIV 
 Yes (Ref) 
 No 

 
1.0 

6.2 (3.212.0) *** 

 
1.0 

2.0 (1.1-3.4)* 

 
1.0 

6.4 (1.9-20.9)** 

NSP involvement 
 Yes 
 No (Ref) 

 
2.4 (1.1-5.0)* 

1.0 

  

N 405 396 194 
Significance level: *p<0.05; **p<0.01; ***p<0.001   

§
 Includes unmarried, divorced, separated, widowed 

Note: Ref refers to reference category and empty cells reflect lack of statistical significance 

 
¢ƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŦŀŎǘƻǊ όƛƴ ǘƘǊŜŜ ƻŦ ŦƻǳǊ ŎƛǘƛŜǎύ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƴŜŜŘƭŜκǎȅǊƛƴƎŜ ǎƘŀǊƛƴƎ ǿŀǎ άƴƻǘ 

ōŜƛƴƎ ŀōƭŜ ǘƻ ŀǎǎŜǎǎ ƻǿƴ Ǌƛǎƪ ƻŦ IL± ƛƴŦŜŎǘƛƻƴέ ǿƘƛŎƘ ǊŜŦƭŜŎǘǎ ƴƻǘ Ƨǳǎǘ ƪƴƻǿƭŜŘƎŜ ƻŦ IL± ōǳǘ 

internalization of that knowledge. However, even correct knowledge was low among IDUs. Only 

12.7-40.8% of IDUs in the 2006-07 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 reduce their 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); the lowest 

proportion of correct knowledge was reported in Chapainawabganj and the highest in Chandpur.  
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Other factors varied from city to city but having low income, being single, and frequent injections 

were notable. Most disturbing was that attending NSP made no significant difference to sharing 

except in Dhaka where 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., 1997). BSS 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 they had been injecting for longer, were injecting more 

frequently, were more likely to have abscesses and were more likely to have been subjected to 

physical abuse in the last year (Figure 9).  

Figure 9: Some selected parameters comparing Dhaka IDUs participating and not participating in 
NSP in the last year (BSS 2006-07) 

 
 

Understanding the association between blood borne infections (HIV and HCV) and risk behaviors is 

only possible when serological and behavioral parameters are integrated. The only source of data on 

IDUs in Bangladesh where such integration has been done is the IDU cohort studies (see Box 1). At 

the baseline of the cohort study, HIV was detected only in male IDUs from two neighborhoods of 

Dhaka (5.9%) where HCV prevalence was 66.8% (Azim, Chowdhury 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 be HIV positive as IDUs living at 

a fixed address. 

For HCV, the associated risk factors identified in a multivariate analysis were a mix of individual risk 

behaviors and social factors: 
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¶ those who had been taking drugs for 11-20 years 

¶ injecting for more than five years and having started injecting between 16-19 years of age  

These data suggest that in addition to the need to address individual risk behaviors, structural 

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

(see V. STRUCTURAL FACTORS AFFECTING HIV INTERVENTIONS IN BANGLADESH, page 83). However, 

social and structural changes, especially homelessness, are very difficult issues to tackle particularly 

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

 Sexual risk behaviors  

Buying sex from female sex workers, having regular female sex partners and not using condoms 

during commercial and non-commercial 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., 2009g (forthcoming); Panda et al., 2002). In the last BSS 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 Dhaka (Figure 10). The high rates of active syphilis in Chandpur 

(Figure 7) confirm the behavioral data. The rates in IDUs were similar to those in casual female sex 

workers in Chandpur (see ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ ά{¢Lǎ ƛƴ ŦŜƳŀƭŜ ǎŜȄ ǿƻǊƪŜǊǎέ) which indicates that the drug 

user and sex worker populations 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 as no behavioral data are 

available from MARPs in Teknaf. Behavioral surveillance and research studies are needed to better 

understand the factors behind these data.  

Figure 10: IDUs buying sex from female sex workers, using condoms, reporting STI symptoms and 
the prevalence of active syphilis (BSS, 2006-07 and serological surveillance, 2007) 

 

 
Localization of the HIV epidemic to one neighborhood in Dhaka city 

The localization of the HIV epidemic to one neighborhood in Dhaka was first determined through the 
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<0.05, respectively), higher HCV prevalence rates (p<0.001) but similar HCV incidence rates, and 

active syphilis rates (both prevalence and incidence) that were similar to the non-epidemic 

neighborhoods of Dhaka (Figures 11 and 12). In terms of HCV incidence rates, the non-epidemic 

neighborhood had higher HCV levels to start with but those declined over the years of the cohort 

study (Figure 12). This is not the case in the epidemic neighborhood where lower rates were 

recorded at the start of the study with no changes occurring over time; the incidence rates in both 

neighborhoods were similar at the end of the study period. The reason for the initial high incidence 

rate in that particular neighborhood is not clear but it is encouraging that the rates declined and this 

may be attributable to adoption of safer injection practices as reported in the cohort of IDUs (data 

not shown). It is to be noted however, that in the epidemic neighborhood, despite lower incidence 

rates, prevalence was higher than in the non-epidemic neighborhood (Figure 11). 

Figure 11: Comparison of the prevalence of infections in IDUs in epidemic and non-epidemic 
neighborhoods of Dhaka (serological surveillance data) 
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Figure 12: HIV, HCV incidence in epidemic and non-epidemic neighborhoods of Dhaka (cohort 
data) 

 

The localization of the epidemic to one neighborhood is not unique to Dhaka ς it has been 

documented in Chennai, India (Panda et al., 2005). However, the reason for such localization is not 

understood. As the cohort study was limited to only two neighborhoods of Dhaka city, BSS data of 

2003-04 were used for further analysis as they provide a random sample of IDUs from all of Dhaka 

city and could be used to assess differences in the characteristics of the IDUs living in the epidemic 

neighborhood versus the rest of Dhaka city. These analyses showed that IDUs from the epidemic 

neighborhood in comparison to those from the rest of the city were:  

¶ less educated (p<0.001) 

¶ fewer were currently married (p<0.001) 

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

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

No difference was observed in the proportion reporting needle/syringe sharing in the epidemic 

neighborhood. However, IDUs from the epidemic neighborhood took more injections on average in 

the last day and in the last week (p<0.001 for both). Moreover, in the epidemic neighborhood, more 

IDUs had a low risk perception than in the rest of the city (p=0.005). 

These findings corroborate secondary analyses using cohort study data (see section on άLƴƧŜŎǘƛƻƴ 

Ǌƛǎƪέ) which also show enhanced vulnerability to infection in IDUs due to social factors ς in particular 

living on the streets. In addition, it highlights more subtle individual risk behaviors that can be 

addressed through ongoing programs but will require intensification of those programs, e.g. 

frequent injections, large sharing networks and identifying strategies that will enhance perception of 

risk. 
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Geographic variation in profiles of IDUs  

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 behaviors which shape their vulnerabilities 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 risk. Table 2 highlights differences in 
demographics in the four cities in which IDUs were sampled for the 2006-07 BSS. It is apparent from 
the data that one-third of IDUs in Dhaka were uneducated and homeless. In Chandpur, on the other 
hand, IDUs were more educated 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 be the same as those for 
IDUs living with families and the same is true for those with higher versus lower education.  

Table 2: Socio-demographic characteristics of IDU (BSS 2006-07) 
Characteristics  Dhaka Rajshahi Chapainawabganj Chandpur 

 Percent (95% CI) 

Mean age (in years) 32.2 (31.5-
32.9) 

34.6 (33.9-35.3) 36.3 (35.3-37.3) 28.1 (27.3-28.9) 

Percent who had no 
schooling 

30.3 (24.8-
36.4) 

 

45.3 (40.8-49.8) 
 

52.7 (45.3-60.1) 
 

0.5 (0.1-3.6) 

Current living status (%) 
 Homeless 
 With relatives/friends 

 
33.8 (27.7-

40.4) 
66.2 (59.6-

72.3) 

 
8.9 (6.3-12.5) 

91.1 (87.5-93.7) 

 
1.2 (0.3-4.3) 

98.8 (95.7-99.7) 

 
0.8 (0.1-5.6) 

99.2 (94.4-99.9) 

Average income in the  
last month (Taka) 

5973.6 
(5570.6-
6376.5) 

4232.7 (4018.6-
4446.7) 

4794.8 (4457.4-
5132.2) 

4806.1 (4356.3-
5255.9) 

Main source of income 
in last 6 months (%) 

Business (28.4)  
Tokai (30.8) 
 

Business (32.0)  
Rickshaw puller 
(26.6)  

Business (30.3)  
Rickshaw puller 
(54.3)  

Business (34.2)  
Service (20.2)  
Rickshaw puller (20.5)  

Currently married (%) 36.1 (29.7-
43.1) 

54.3 (48.8-59.8) 77.1 (69.8-83.1) 62.8 (54.9-70.1) 

Currently living with 
wife/ regular sex partner 
(%) 

43.0 (35.4-
51.04) 

56.6 (50.9-62.1) 78.6 (71.8-84.1) 62.9 (54.9-70.2) 

 

The locations of taking injections also varied in the different cities. In the northwest cities, in 
addition to public venues, injectors often gathered in groups in one house within a locality -- such a 
gathering was called an άŀŘŘŀέΦ b{t ƛƴ ǘƘŜǎŜ ŎƛǘƛŜǎ ƘŀŘ ōŜŜƴ organized to treat the addas as safe 
injection sites (Kerr et al., 2006) so that needles/syringes were provided to adda 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 the addas. Field notes from a supervisory visit to 
Chapainawabganj during the 2006-07 BSS revealed the threat that addas were in. An adda owner 
reported that the owners were being targeted by the police and one owner had already been 
arrested. Because of this, the addas had become irregular and the IDUs were scattered, making it 
difficult for the outreach workers to locate them. A similar situation occurred in Rajshahi and this 
may be the cause for the significant rise in sharing of needles/syringes there (see ǎŜŎǘƛƻƴ άLƴƧŜŎǘƛƻƴ 
ǊƛǎƪέΣ Figure 8). Understanding and addressing the different characteristics and practices is essential 
in providing effective services and this is discussed further in ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ άLƴǘŜǊǾŜƴǘƛƻƴǎ ŦƻǊ 5ǊǳƎ 
¦ǎŜǊǎέ. 
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Injection sharing networks 

Characteristics of groups of IDUs who share needles/syringes are 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 sharing behaviors ς who IDUs share with, why 

they share ς is key to promoting safer behaviors. Available data on sharing networks are limited. The 

data show (Table 3) that IDUs in Chapainawabganj had the largest sharing group, the most IDUs who 

changed needle/syringe sharing partners, and the largest sharing group among those who changed 

groups. Taken together with data on sharing of needles/syringes, where again the highest 

proportions were recorded in Chapainawabagnj (Figure 8), lowest proportion having sound 

knowledge on HIV (see ǎŜŎǘƛƻƴ ƻƴ άLƴƧŜŎǘƛƻƴ Ǌƛǎƪέ) and coverage by NSP, which declined in this group 

of IDUs (see Services), there is clear evidence that IDUs in this city are very vulnerable. 

Table 3: Characteristics of sharing networks 
 Size of sharing 

group (Mean) 
Proportion who 
shared with 
same people 
consistently 
(among those 
who shared in 
the last week) 

If sharing partners 
changed, size of 
sharing group 
among those who 
change (Mean 
among those who 
shared in the last 
week with different 
persons) 

Who they usually 
share with (among 
those who shared in 
the last 6 months) 

Dhaka BSS 
(2006-07)

§
 

3.4 40.8 5.2 NA* 

Dhaka cohort  
(June-hŎǘ нллтύϞ 

2.1 58.6 3.2 Acquaintance, friends, 
stranger 

Chandpur BSS  
(2006-07)

§
 

2.0 61.3 4.2 NA 

Chandpur cohort (July-
{ŜǇǘ нллсύ Ϟ 

2.0 83.3 2.0 Friends, acquaintance 

Chapainawabganj BSS 
(2006-07)

§
 

4.0 19.8 9.1 NA 

Rajshahi BSS  
(2006-нллтύϞ 

2.9 45.3 4.9 NA 

Female IDU cohort 
(Jan-aŀȅ нллтύ Ϟ 

2.1 76.5 3.0 Husband/lover, 
acquaintance, friends 

*NA, not asked 
§
 ƭŀǎǘ ǘƛƳŜ ƛƴ ƭŀǎǘ ǘǿƻ ƳƻƴǘƘǎ Ϟƭŀǎǘ ǘƛƳŜ ƛƴ ƭŀǎǘ ǎƛȄ ƳƻƴǘƘǎ 

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 among those 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 of NSP outreach worker 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 partners new to the 

cohort were identified. Figure 13 illustrates 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 direct sharing partners. It is being recognized that prevention of injection sharing among HIV 

positive IDUs requires special effort including peer focused interventions, primary health care and 

mental health services (Latkin et al., 2008).  
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Figure 13: Injection sharing network of one HIV positive IDU (Dhaka male IDU cohort data) 

 

HIV prevalence among the sharing partners recruited into the cohort in the second phase (see Box 1) 

was higher 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 and to 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 non-commercial 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 

Two important points emerge from these findings:  

i) Insights into characteristics of more vulnerable IDUs  

ii) 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 

intervention programs has been 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:  

¶ The information gathered was on ever sharing, and not for recent sharing. Therefore, it is 

possible that many of these IDUs shared before HIV seroconversion had taken place. 

¶ Sharing may occur infrequently, which would lower risk ς in almost all cases IDUs who said 

they had shared their needles/syringes said they shared some of the time and not all the 

time. 

Red circles indicate HIV positive IDU 
Green circles indicate HIV negative IDU 
Arrows show who was sharing with 
whom ς red for both partners HIV+, 
blue for one HIV+ 


