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For many years Bangladesh has been able to escape the HIV/AIDS epidemic that is affecting

countries all around us. Now the results of the fourth round of national surveillance indicate that
the country has no reason to be complacent. In the central part of the country there is an upsurge
of HIV infection among injection drug users. Fortunately, the virus has remained at low

prevalence among the other vulnerable groups under surveillance.

The Government of Bangladesh is very concerned about the new information being presented in
this report. The experience of other affected countries tells us that early action is essential to stop
the spread of HIV from people injecting drugs to other groups and society at-large. It is also the
most cost-effective option for a country with limited resources like ours to halt the virus before

the economic burden becomes too large to bear.

For this endeavor. & multi-sectoral approach is essential to get positive results. In order o
effectively target drug injectors and other vulnerable groups. the combined efforts of many
Ministries and Departments other than just the Ministry of Health are necessary. The Narcotics
Department obviously will be a key player. but the Ministries of Education. Transportation.

Religious Aftfairs. and many others all have roles to play.

This report aiso tells us that a further push is required for behaviour change communication in
schools. colleges and universities. so that we can protect our children and vouth from the risk of
HIV infection.

As more people are infected by HIV. the care and support of people with HIV/AIDS will become
high priority. It would be wise for Bangladesh to start making suitable preparations for the

potential future epidemic now.

Our nation is being confronted by HIV. and we have to respond to safeguard the future. No
single agency can be solely responsible. but a collective coordinate response from the

Government and donors. and NGOs and community bodies. is called for.

P
Prof. (Dr.) Md. Mizanur Rahman
Director General Health. and Line Director. HIV/AIDS
Directorate General of Health Services
Ministry of Health and Family Welfare

Government of Bangladesh
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Fxecutive Summary

Predictions that HIV would reach epidemic proportions in Bangladesh if the high-risk behaviour
continued have come true. This year the fourth round of serological surveillance has detected
4% HIV infection among injection drug users in Central Bangladesh - just short of the 5% mark
of a concentrated epidemic.

HIV remains low, less than 1%, among the other vulnerable groups surveyed: men. women and
hijras (transgenders) who sell sex, their male clients (truck drivers and their helpers. launch
workers and STI patients), men who have sex with men, and babus in brothels.

Unfortunately. the low HIV infection present in these groups is not due to a decrease in risk
behaviour among them. The behavioural surveillance found that large numbers of men
(including rickshaw pullers, truckers and students) continued to buy sex - a higher percent than
anywhere else in Asia. However. the majority of men still did not use condoms in commercial
sex encounters, and female sex workers reported the lowest condom usage In the region. The
alarming reality is that about two-thirds of the rickshaw pullers and truck drivers surveyed have
never used a condom even once in their lives, and very few even realized they are at risk of
exposure to HIV.

Many vulnerable people are being reached by HIV prevention interventions. and it seems that
this exposure does make a difference in behaviour. This is reflected in the declining syphilis
rates among female sex workers in some cities and brothels. But. the data shows that coverage

is still inadequate regionally. and the needs of many people at risk are not being addressed.

Needle sharing continues to be routine among injection drug users. The main progress seems to
be in the Northwest needle exchange programme - only a quarter of the participating injectors
shared needles, and HIV infection remains zero. However, in Central Bangladesh where HIV
has reached 4% and is on the rise, within the needle exchange programme over half of those
injecting drugs still share needles (versus 71% of those not participating).

Injection drug use is also expanding. In the past five years. every year roughly 10 to 20 percent
of the drug users are new injectors. In the Southeast this is even worse - 60% of all injectors
started injecting in the last two years. Evidence shows that some of this influx to injection drugs
is due to drug users switching to injecting after taking other drugs for four to ten years.

Contrary to the common belief, injection drug users are not isolated. They are linked in with the
rest of society - they have regular sex partners, they buy sex from women, as well as other men,
they sell blood, and they also move between cities and inject.



Elsewhere, the typical pattern of HIV infection among drug injectors has been ‘low and slow’,
followed by a rapid increase in HIV, especially if there is substantial needle sharing. Thus, the
verdict is not good for Bangladesh. Given the high-risk behaviour in the country, HIV will not
remain only within the drug injecting community for long.

1t is crucial to heed the lessons and the best practices from the rest of the world. Ignoring the
increase in HIV among injection drug users has proven to be disastrous. Repressive approaches
have turned out to be counterproductive. Instead, harm reduction has been found to be promising
in controlling the spread of the virus.

Bangladesh must mobilize the political will to act rapidly and decisively to avert the impending
HIV epidemic, or it will be too late.



Table 1: Key indicators from the fourth round of serological and hehavioural surveillance for HIV

i Bangladesh

fndicator - Geographic Injection Herom . Brothel  Street Hortc! Rickshaw “Truckers  Students® Male Hipra Made having . MSM & male  STI Babus  Launch
location drug SMOokers  sex sex sex millers <exX sex with sex workers patients  throthely workers

users workers  workers  workers workers mate tMSM - combined

Central - A 40 o 1. 0.2 0o 0 ; 0 Tog Too ) ] - 0
Central - B - 0.2 0 - - - - - 0 i
Central - C - 0 - . - - 0 - R _

Centrat - D - 7 0.7 - . . - - ] . - 0 -
% HIV Northwest - A 0 - - - . . - . B .

infection | Northwest - B 0 - - - . - - . . - . -

Northeast - A - - - - - - . - 0 0 R -
Southeast - A - - - - - . - - - 0 ; - B

Southwest - A+ - 0 0 . . . . _ . R

Southwest - B - - 0.5 - . N . . R R R

Southwesi - C+ | - . 0 . - . . ] , B} B

Central -

al)ﬂ'zjr—?iﬁr I - t’l()‘l - : - l . R N 8.8 - -
Central - D - s 326 - ; : : _ - . . 210 .
% Northwest - A 9.4 . - - - - -

Syphilis | Northwest - B o - - N . I

infection | Northeast - A - - . - - : - 6.2 3.8

(Non- Souiheast - A A Y - S o N ||:(\' R . _
active)d | Southwesi - A4 - 174 13.6 - - - - - - - -

Southwest - B - 6.2 - ‘ - R ) . R B

rSoulhwuxlir‘—' - |7,4 ) - T ' . . . R




Key indicators from the fourth round of serological and behavioural surveillance for HIV in Bangladesh

Indicator | Geographic Injection | Heroin | Brothel | Street Hotel Rickshaw | Truckers!| Students2| Male Hijra | Male having { MSM & male | STI Babus | Launch
location drug smokers | sex sex sex pullers sex sex with sex workers patients | (brothel)| workers
users workers | workers | workers workers male (MSM) | combined?
Central - A 35 34 - 8.4 49 - 1.0 3.2 104 107 - - - 1.5
Central - B - - 39 3.0 - - - - - - - - ; 1.6 .
Central - C - - 9.2 - - - - - - . . 2.3 - - -
% Central - D - 6.7 - - - - - - - - . . 6.0 -
Syphilis | Northwest - A 1.7 - - - - - , - , - - _
infection | Northwest - B 2.0 - - - - - - - - - - -
(Active)® | Northeast - A - - - - - - - - - - - 3.0 0.9 - -
Southeast - A - - - - - - - - - - _ 4.3 - - .
Southwest - A4 | - - 5.0 4.7 - - - - - - - - -
Southwest - B - 3.6 - - - - - - _ - - -
Southwest - C* | - - 5.0 - - - - - - - - - - - .
Central-A 43 - 99.9 100 NQ NQ NQ 95.9 100 |NQ - - - -
% who | Northwest-A 1.7 - - - - - - , , . - _
sold sex | Northwest-B 22 99.9 - - - - - - . , - B
in the Northeast -A - - - - - - - - NQ - ; - -
past Southeast-A - - 97.4 - NQ - - 100 - - - . - B
week’ Southeast-D 8.6 - - - - - - - - _ , - - -
Central-A 40.1 - NQ NQ 65.9 67.7 18.2 1.4 NQ 282 - - - -
% who | Northwest-A 18.5 - - - - - - - - - -
bought sex| Northwest-B 15.6 - NQ - - - - - - , - - - - -
from female| Northeast -A - - - - - - - . 34.7 - - - .
in the past] Southeast-A - - NQ 61.6 - 16.2 - - - -
month Southeast-D 53.6 - - - - - - - _ - - - - "




©

|
|

| i{ey

Indicator

hought
sex from
male/hijra
1 the past
month®
use al last
commiercial
sex with
new
clients”
7’7/( [(m&)}ﬂ
tse at last
commercial
sex with
regular
clients

i consisent
condom
Lse with
new clients

past

% condom

Crengraphic

% who 7 Central-A

Injection

10CatOn drue
users
BEX;
NorhwestA | LT
NotthwestB | (15
| Northeast-A | -
Southeast-A
Southeast D | 46
ComalA | NO
Nmrth\k'L‘%l—A N(Z)W
Northwest-B | NQ
7N70ITIIICLI.\1 A
Southeast-A |
Enulrht‘:rml-l') O 7N(i)
Central A | NQ
NorthwestA | NQ
NorhwestB | NQ
Northeast-A | -
| Southeas-A |-
Southeast D | NQ
CenmalA | NQ
Norlh\\'t‘.\l—;\J NQ
Northwes B | NOQ
Northeast A | -
Soulhu:l/\ B
Southenst D | NOQ

week!"

lierom

SESINGEN

indicators from the fourth round of serological and behavioural surveillance for HIV

in Bangladesh

Brot

SEA

hel

workeps

NGO

7.2

Streel
Sex

workers

Hotel
SO Auliers

Workers

INO  NO | 140
NQ i
35.6 WA NO
216 NO
: |
30.3 167 NQ
207 NO
KR! NG
2.7 » NO

Rickshaw

Truckers

Students- Male

Higra - Male having

MSM & maie
sen workers

combmed”

ST

patients

Babus

throthels

Launch

workers

SCN sen with
workers niie s MSM
159 27 ns 36 | 8S -
. I 547
- T
NQ NO 2 SNO
- - NO
4.8
NO NO 29 26 ENO -
| 1 NO
NO NO 0 78 | NO
) - NO |-
2.0 -




Key indicators from the fourth round of serological and behavioural surveillance for HIV in Bangladesh

Indicator | Geographic Injection | Heroin | Brothel | Street Hotel Rickshaw | Truckers' | Students?| Male Hijra | Male having | MSM & male | STI Babus | Launch
location drug smokers | sex sex sex pullers sex sex with sex workers patients | (brothel)| workers
users workers | workers | workers workers male (MSM) | combined?
% consistent] Central-A NQ 1.6 29 NQ NQ NQ 9.4 63 |NQ - - -
condom | Northwest-A NQ - - - - - - - _ - _ -
use with | Northwest-B NQ - 1.7 - - - - - - - . - - -
regular | Northeast -A - - - - - - - NQ - - - -
clients Southeast-A - - 2.1 NQ - 1.9 - - . _ R B
past week | Southeast-D NQ - - - - - - - - , B, - - -
% condom| Central-A 293 NQ NQ 12.2 234 353 * NQ | 158 - - - -
use at last] Northwest-A 17.2 - - - - - - - , , - - - -
commercial] Northwest-B 30.8 - “ NQ - - - - - - - . - . -
sex with | Northeast -A - o - - - - - 125 - - - _
female Southeast-A - NQ - 15.1 - 9.4 - . - - -
Southeast-D 17.5 - - - - - . . , - - _
% consistent| Central-A 12.7 - NQ NQ 1.2 11.2 30.2 0 NQ |92 - - - -
condom use| Northwest-A 14.6 - - - - - . - - - -
with female| Northwest-B 15.4 - - NQ - - - - - - . - - "
commerctal] Northeast -A - - - - - - - 33 - - - _
partner past| Southeast-A - - NQ 1.7 34 - - - . , .
year!! Southeast-D 8.2 - - - . . - - _ .
% condom| Central-A 7.8 NQ NQ NQ 9.8 9.8 * NQ NQ [249 - - - -
use at last| Northwest-A 16.7 - - - - - - - , - - R
commerctall Northwest-B 0 - - - - - - - . - - -
sex with | Northeast -A - - - - . - 15.5 - . B
male/hijra’2| Southeast-A - NQ R 12.2 - NQ R R R R . .
Southeast-D 0 - - - - - . -




V in Bangladesh

Indicator

Geographic | Injection © Heroin Brothel “ Street . Hotel Rickshaw %Truckers‘iS[udents-’f Male ! Hijra ' Male having { MSM & male \ STI ‘ Babus Launch
location ‘ drug smokers sex | sex i sex pullers ‘ jsex sex with ‘ sex workers ' patients (hrothel)}‘ workers
| users ‘ workers 1 workers : workers : workers : i male (MSM) | combined? i ‘ |
% consistent| Central-A 50 |- DJQ NQ |14 46 86 INQ | NOQ |15 - - . -
condom | Northwest-A 8.3 L-h—* - o - - - T L % - - _
use with | Northwest-B 0 - N NQ - N - . - | - - - -
malehijra | Northeast -A | - |- | T - [ . 48 _ _ }
past year | Southeast-A - R NQ S {I R NQ 71"7 L o R R .
Southeast-D o |- - N e - . ‘ B L o . - -
Central-A o |- B T%Fﬁ* Y 1 0.4 2 os 96 . - :
% injected| Northwest-A 0o |- | ) B ] ] I - . )
drugs in | Northwest-B 100 —47:7'7 | 0.3 - I N e o - - . B
past year | Northeast -A I ] - N | - th‘ e - - .
Southeast-A I 1.1 BE 32 - 0.9 o ! - ] - - -
Southeast-D 100 - ,_J,,_g - e ‘ - 1 - - - . -
% sought STI' Central-A 42.6 65.3 72.3 209 m} 50.5 45.6 312 ’ 50.2 - - - -
treatment at| Northwest-A 458 T - T Aﬁiwi[':¥ R - L J o - - - B,
formal facilities North@;? Eﬁj)\i - S0 ] R 7 _ T T _ R R
among those! Northeast -A e . TW 633 . . - -
with symp(mn?o‘utheast-Aﬁ‘—“_— N 61.8 + - - - - -
forksi ST Southeast-D | 39.1 |- | T - - .
% exposed| Centrai-A 46 ] 64.7 %735.1 62.4 ] - - _
to NGO NorthwestTﬁ 87.6 R - o - - -
intervention| Northwest-B 0 |- 85.5 _ ; - _ - _
in past Northeast -A | - |- - - 90.7 o - - -
year Southeast-A - T 69.8 R - R R - _
Southeast-D |0 |- T . - .




Key indicators from the fourth round of serological and behavioural surveillance for HIV in Bangladesh

Indicator | Geographic Injection | Heroin | Brothel | Street Hotel Rickshaw | Truckers!| Students2; Male Hijra | Male having | MSM & male | STI Babus | Launch

location drug smokers | sex Sex sex pullers sex sex with sex workers patients | (brothel)| workers
users workers | workers | workers workers male (MSM) | combined?

Central-A 65.8 - NQ NQ NQ NQ NQ NQ NQ |NQ - - R R

% share | Northwest-A 275 - - - . - - - B, - - - -

passively | Northwest-B 472 - NQ - - - - . - - , - - - -

inpast | Northeast -A - - - - - - - - - NQ . . - -

week Southeast-A - - NQ - NQ - - NQ - - R R - N
Southeast-D 74.2 - - . 8 - - - . B B B . .
Central-A 70.2 - NQ NQ NQ NQ NQ NQ | NQ |NQ ; ) - ]

% share | Northwest-A 28.5 - - - . . - - - . . - R -

passively | Northwest-B 472 - NQ - - - - - - - - - - - -

oractively| Northeast -A - - - - - - - - . NQ - - , -

last time'#| Southeast-A - - NQ - NQ - - NQ . - - - _ _
Southeast-D 74.2 - - - - - - - - . P - - -

| This gronp includes both truck drivers and helpers.

2 This group refers to dormitory-based male college/university students.

3 In some sites males having sex with males and male sex workers could not be differentiated and they were sampled as a single group.

4 For serology, Southwest - A and Southwest - C were sampled together.

5 TPHA positive and RPR reactive at any dilution, i.e.. not representative of a recent infection.

6 TPHA positive and RPR reactive at >1:8 dilution. i.e.. representing a recent/active infection.

7 For IDU the figures refer to last year who sold sex in exchange of money or drugs

8  For male sex workers and hijras, the figures refer to selling sex to males.

9  For female sex worker groups (brothel, street and hotel). the figures refer to last time condom use in vaginal sex only. For male sex workers and hijra, the figures refer to last time condom use in anal sex only.
10 For female sex workers (brothel, street and hotel), the figures refer to consistent condom use in vaginal or anal sex with new clients. For male sex workers and hijra, the tigures refer to consistent condom use in anal sex only.
1f  For male sex workers and males having sex with males, the figures refer to condom use in the past month.

12 For males having scx with males, the figures refer to condom use with other males only. For the other groups, the figures refer to condom use with males or with hijras.

13 Formal treatment refers to clinics (private or NGO). hospitals or private doctors being mentioned by name as the first choice of treatment for STI.

14 Active sharing refers to passing needles/syringes to someone else after using them, and passive sharing refers to using needles/syringes passed on after use by someone else.

For these groups, the sample size was too small (n=14 for students and n=5 for male sex workers) to be incorporated.

- Groups not included in the surveillance.

NQ Not questioned.
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Is time running out?

Last year it was reported that Bangladesh had thus far been spared from an HIV epidemic, but
that given the degree of high-risk behaviour this was not likely to last. This year, the fourth round
of HIV surveillance indicates that for the first time HIV is not only present among injection drug
users, but also fast approaching the 5% mark in Central Bangladesh, which would put the

country into the category of ‘concentrated epidemic’.

This is the first crack in the wall that has until now separated Bangladesh from neighbouring
countries that are much more seriously affected by the spread of HIV. Stopping an epidemic early
among injection drug users can be the decisive factor in preventing much more widespread
transmission. This is especially true when they are intricately linked to the non-injecting

population. as is the case in Bangladesh.

Preventing epidemics among drug injectors has its biggest impact when it happens BEFORE a
heterosexual epidemic takes hold. The opportunity still exists for Bangladesh to avoid an
epidemic of tragic proportions if the country acts now. But the window of opportunity 1is
narrowing ...time is running out.

This report summarizes the data from the fourth surveillance completed earlier this year. It
describes the level of HIV infection and of behaviour that increases HIV €xposure among
different occupational groups, such as men and women who sell sex. men who inject drugs, men
who purchase sex (such as rickshaw drivers. launch workers, truck drivers, STI patients and

students), and babus in brothels (the boyfriends/regular partners of the sex workers).

The third surveillance report indicated an urgent need to reduce risk behaviour before the virus
took hold. But what is the evidence that Bangladesh has managed to put effective prevention
programmes in place among vulnerable people? Is there any dent in the risky behaviours that
inevitably allow HIV to cause immense damage? This report will address these questions, as
well as assess the current situation in light of what has happened in surrounding countries in

similar situations.
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HI1V in Bangladesh: Where is it now?

What is the present HIV situation?

HIV has now established itself among injection drug users in Central Bangladesh

Has Bangladesh prevented the start of an HIV epidemic among those groups at highest risk of
exposure to HIV? Not well enough. This year the surveillance system recorded the highest levels
of HIV seen yet in any population in Bangladesh among injection drug users in Central
Bangladesh (4%). Not only is there evidence that HIV is now present in this population, but it
is on the rise.

None of the injectors from the two needle exchange sites surveyed in the Northwest were
infected. As there is evidence showing that heroin smokers often inject, in this surveillance round
non-injecting heroin smokers were also tested in Central Bangladesh. Fortunately, HI'V has not
yet penetrated this group.

HIV among injection drug users in Bangladesh

4.0
354
—4— Central A -® Northwest A Northwest B

3.0
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Q
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£ 154 2vs 4 p=0.042
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0.0 L . 2
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Figure 1: HIV infection is on the rise among injection drug users in Central Bangladesh

Although HIV infection is present, it remained less than 1% among other vulnerable groups
under surveillance in different regions, i.e., female sex workers from eight brothels, those
cruising the streets of three cities, and those working in hotels in one city, and men who have sex
with men, including hijras. No HIV was detected among male sex workers, or among male
clients (truckers, launch workers, and STI patients) of female sex workers and ‘babus’, their
boyfriends/regular partners. Overall, among the thousands of people tested in the fourth round of
surveillance (a total of 7,877 individuals), 0.3% were found to be HIV positive.
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Syphilis is declining among some female sex workers

In this round of surveillance. blood samples were tested to differentiate between the presence of
an active syphilis infection and exposure to syphilis in previous years (‘non-active syphilis’).

Active syphilis rates are a better reflection of current risk behaviour.

The syphilis rates remain high. The highest rates were once again found among female sex
workers - 40% of the brothel-based female sex workers at a site in Central Bangladesh had had
syphilis sometime earlier in their lives. But fortunately. it appears that intense interventions at

many of the brothel sites tbut not all of them; ar having an effect. since the dawa <how

s"]

declining trend in svphi (Figure 21 Syphilis infections among sireet-based sex workers in the

as
isc Tower this vear. Hotel-based sex workers. many of whont are new to the

vade. hi ¢ fowest svphilic rates among the female sex warkers
Active Syphilis in Brothel Sex workers HIY and syphilis in Female Street Sex workers
in Central Bangladesh
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Figure 2: Some interventions seem to be having an effect - syphilis rates are declining among
female sex workers in Central Bangladesh

Among the male clients of sex workers. babus had the highest rates of syphilis as might be
expected. Among men who have sex with men, there was the most syphilis in the Southeast
region. Active syphilis infections were the highest among hijras (10.4%).

Injection drug users in Central Bangladesh had a higher incidence of syphilis. either active or
non-active. than injectors in the Northwest. Dr ug injectors also had very high rates of Hepatitis
C (ranging from 59.8 tc 79.5 percent).



mjectors over the years.

Is Bangladesh ready to prevent an impending epidemic?
Men have not reduced commercial sex

Commercial sex is still very widespread in Bangladesh. As Figure 3 shows, about three-quarters
of truck drivers and rickshaw pullers, and 60% of male injection drug users reported sex with
female commercial partners in the past year. A significant percentage of these male groups also
buy sex from male sex workers. There was no change seen in this behaviour since it was
measured previously by the surveillance system.

Men reporting commercial sex in past year

100+
90 BB Female sex workers
W Male sex workers/hijras
80 7
87 70 2 59
8
S 60 57
§ 50
40
33
30+
22 22
20 17
10 10 .
0 T T T T . [
Rickshaw pullers Rickshaw pullers Truckers Injection drug users College/University
Central A, N=420 Southeast A, N=342 Central A, N=459 Central A, N=524 Students

Central A, N=339

Figure 3: Large numbers of men are still buying sex

Further, it is commonly thought that Bangladesh is a conservative society and that youth are not
sexually active, but this belief is not borne out by the behavioural surveillance data. More than

a quarter of single young men reported they bought sex from female and/or male sex workers.
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Higher levels of commercial sex in Bangladesh than elsewhere in Asia

The experience of neighbouring countries is that high
levels of commercial sex pave the way for rapid rises A hig her percent o f men in
of HIV among sex workers and their clients. The
message could not be clearer that a similar situation Bangladesh buy sex than
may be imminent in Bangladesh. This is especially in other countries.
likely since commercial sex appears to be even more

common in Bangladesh than elsewhere. at least

among some occupational groups (Figure 4). Although. according to surveillance. some groups
are showing an improvement over the vears (see rickshaw pullers in Southeast). about seven out
of ten rickshaw pullers and truck drivers in selected sites in Bangladesh reported buying sex in
the past vear. This is a higher proportion than police in Cambodia or truck drivers in Tamil Nadu.

places where HIV is already firmly established in the general population.
Commercial sex in Bangladesh compared with other Asian Countries
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(for Bangladesh last month)
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® Truckers, Central A Bangladesh ® Sailors, Jakarta # Truck drivers, Tamil Nadu
= Rickshaw pullers, Southeast A Bangladesh = Police, Cambodiz

Figure 4: Levels of commercial sex in Bangladesh are higher than in the rest of Asia

Condom use during commercial sex is still distressingly low

Unfortunately. the very high levels of commercial sex go hand in hand with distressingly low
levels of condom use (Figure 5). No more than a quarter of the truck drivers reported using a
condom the last time they purchased sex. Three quarters of the rickshaw pullers reported

purchasing commercial sex. but only two percent said they used condoms every time they did so.



In fact, two-thirds of rickshaw pullers and nearly as many truck drivers reported that they had
never in their entire life used a condom. Thus, condom use has NOT become at all common in
Bangladesh. This is a strong signal that HIV is not an immediate threat in these men’s minds,
even though large numbers are having sex with sex workers. Indeed, fewer than one in ten
rickshaw pullers and one in a hundred truck drivers even think that they are at high risk of
becoming infected with HIV.

Condom use with female commercial partners: Male groups
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Figure 5: Distressingly low condom use among male client groups

Condom use among female sex workers is the lowest in Asia

There is no other place in Asia where the documented ;
levels of consistent condom use among female sex workers Cﬂﬂ use s still not

are LOWER than those in Bangladesh, as shown in Figure  common among Pegple

6. Ot?er co?nt.rlles in the Ee;gilor;] i}’wlave also had lct:w };IV who are the most
prevalence similar to Bangladesh for many years, but they L
are now starting to see an increase of HIV among this vulnembie to HIV
group, in spite of higher levels of condom use. exposure.

In Indonesia, between 1996 and 2002, consistent condom use among sex workers in red-light
areas fluctuated between 12 and 25 percent, and remained around 12% among street based sex
workers. Although there was no HIV infection detected in Jakarta until 1999, by 2002 HIV

increased to 1.4%.
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In Kathmandu. the prevalence of HIV went from under 1% in 1992 to 15.6% by 2001 (New
ERA/SACTS/FHI. 2002). During that time. the level of consistent condom use reached only
39.5%. This illustrates how difficult it is to convince people to use condoms. even when rising
levels of HIV confront them.

Hopefully. Bangladesh will heed the warning of these examples and be able to avoid the tragic

misfortune that has befallen the surrounding countries.

Consistent condom use among sex workers across Asia

. Brothel based
80— B Street based
B Hotel based

Percentage

212

Bangladesh 2002 indonesia 2000 Nepal 2001 ‘ fMumbai 2000

Cambodia 2002

Scurce: Bangladesh BSS 1V. Indonesia - HAPF. Nepal - New Era. Cambodia - NCHADS. Project. India - FHI/USAID

Figure 6: Consistent condom use among female sex workers in Bangladesh is much less than in
other countries in the region

How far on the road to 100% coverage are the groups under
surveillance?

In low prevalence countries the message is clear that if HIV transmission can be prevented
among those people with behaviours that expose them the most to HIV. there is a much better
chance of intercepting the virus before it has a chance to establish itself in the population at-
large. In fact. experience has shown that. "“Once HIV reaches measurable levels among those
highly cxposed groups. prevention efforts will be playing catch-up with the epidemic and an
opportunity to keep HIV prevalence at low levels will be lost’(Brown er .. 2001).

Some of the more vulnerable groups in Bangladesh are male and female sex workers who sell
sex to multiple clicnts. men who have multiple male sex partners. and injecting drug users who
share needles and injection equipment. Many of these people at risk who are within the
surveillance system say they have participated in. or been reached by an intervention

programme. and that this exposure has been increasing over time.
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Six out of ten men who have sex with men in Central
Bangladesh and nine out of ten in Northeast Bangladesh, and
at least eight out of ten brothel-based sex workers nationwide,
said they had participated in NGO-run intervention activities in

the past year, as shown in Figure 7. To the extent that this
reporting is accurate, it is an indication that there has been

some progress in the expansion of interventions.

Exposure to intervention in past year
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Figure 7: Wherever measured by surveillance, a great variation in intervention coverage was
found, both regionally and by group

However, this information must be interpreted with caution. Firstly, the same NGOs whose
coverage is being measured are sometimes involved in identifying respondents for the
behavioural surveillance system, although great efforts are made to recruit respondents
independently.

Secondly, surveillance tends to be done in the cities where interventions are taking place,
because otherwise, access to the populations in question would be more difficult. Therefore,
only limited portions of the country are reflected in the surveillance data. The total sizes of
specific populations vulnerable to HIV can only be guessed at currently.

Even without these caveats, it is evident that coverage by interventions of injection drug users,
street based sex workers, hijras and male clients of sex workers is not yet adequate.



Focus on Injection drug use

Imminent threat of an HIV epidemic among injection drug users:

What is the evidence for this?

Has a rapid burst of HIV started in Bangladesh among injection drug users?

Given the high levels of needle sharing, the high-
risk behaviours and the high levels of blood-borne
diseases like Hepatitis C among injection drug
users, it is difficult to explain why the HIV

b,

epidemic among injectors did not ignite long
before now. But based on experience, there is no
reason to think that Bangladesh will be spared
from a rapid spread of HIV among injectors, and
eventually among other groups. Typically, the

pattern of HIV seen time and again in other countries among injection drug using populations is
‘low and slow’, until there is a sudden rapid burst of infection, especially where there is

substantial needle sharing (Figure 8).

HIV prevalence among injection drug users in Asia
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Figure 8: The typical pattern of HIV among injection drug users is ‘low and slow’, followed by a

rapid burst of infection

It should be noted that the HIV surveillance data in Bangladesh come from mjectors who are
participating in needle exchange programs (where the documented levels of sharing are less), so
it is not hard to imagine that HIV levels are higher among those beyond the reach of needle

s
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Needle sharing is still routine in Bangladesh

Despite the presence of a large NGO offering needle exchange services, and fairly high coverage
through programmes in Central and Northwest Bangladesh (46 to 88 percent, Figure 7), drug
injectors still routinely share needles.

As seen in Figure 9, two out of three injection drug users reported receptive needle sharing (i.e.,
receiving a shared needle to inject drugs) in the past week in Central Bangladesh. The proportion
that shared among injectors participating in the needle exchange program was quite a bit less
according to the behavioural surveillance (58% of those participating as opposed to 71% among
those not participating). Still, it is clear that the proportion of drug users potentially being
exposed to HIV each week through injecting is VERY HIGH.

In the Southeast, where there is no intervention, three out of four injection drug users reported
receptive sharing in the past week, which is similar to those not participating in needle exchange
programs in Central Bangladesh.

Receptive needle sharing in past week

Southeast D
Northwest B

Northwest A

Central A 26 40 8 6

T T \ T 1
0% 20% 40% 60% 80% 100%

Proportion shared under needle-exchange program B Proportion shared outside needle-exchange program
B Never shared under needle-exchange program B Never shared outside needle-exchange program

Figure 9: Needle sharing is still routine, but less common among drug injectors participating in
needle exchange programs

In Northwest Bangladesh, where there is a very active needle exchange program. the situation is
better. Only one quarter of drug injectors reported receptive sharing in the past week, and the
prevalence of HIV in this site is still zero.

Most of the drug users surveyed in the Northwest region report being injected by professional

injectors. In the past, professional injectors used the same needle for several days. injecting

22



many people with it (Reid & Costigan. 20021, In recent vears. interventions have worked with
professional mjectors. providing enough clean needles so that they can use a new one for each
mjection. This seems to be an effective “form” of needle exchange. and instead of relying on all

drug injectors using ciean needles. only a handful of professional injectors need to be trained.
Evidence of expanding drug use

injection drug use has steadily gained in popularity in Bangiadesh. since the introduction of
Bupenorphine in the 1990°s. and drug treatment centers have reported increases in the rate of

injecting among their clients (Reid & Costigan. 20025,

Perhaps for the moment the success of the intervention in the Northwest has prevented the
mvasion of HIV into the community there. However. there is evidence that injection drug use is
expanding elsewhere in Bangladesh. The National Assessment of the Situation and Response to
Opioid/Opiate Use in Bangladesh found drug injectors in nearly all of the twenty-four districts
surveyed (Panda ot al.. 2002). In contrast. only four of those districts had harm reduction

services available for drug injectors.

Influx of new injectors

Percentage injecting drugs

Central A. N=524 } Northwest A, N=701 Northwest B, N=180 Southeast D. N=151

Figure 10: Every year more people start injecting drugs

Figure 10 paints a picture of a constant influx of new injectors. Each year for the past five years.

roughly 10 to 20 percent of drug users started injecting. In the southeast of the country. where

injection drug use is a newer phenomenon. the high influx is worrisome - 60% of all people who
23 = areinjecting drugs started doing so just in the last two vears.
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Switching to injecting

Part of the influx to injection drugs results from people switching from other forms of drug use.
The NASROB study indicates that 87% of injection drug users used to smoke heroin. However,
there is time to prevent the change, since there is evidence from the behavioural surveillance
(Figure 11) that people do not start using injection rather they use other drugs from 4 to 10 years
before making the switch (faster in the Southeast).

Once people switch to injecting, infection with HIV can be extremely swift if it is already present
in the community. Anecdotal evidence points to the likelihood that heroin smokers also inject
from time to time when they are unable to obtain their drug of choice. This must be prevented

at all costs if Bangladesh is to avoid widespread HIV infection among drug users.

Transition from non injecting drug use to injecting

Injection drug users
Southeast D, N=151

injection drug users
Northwest B, N=180

Injection drug users
Northwest A, N=701

Injection drug users
Central A, N=524

H Years using other drugs before injecting BB Years of injecting drugs

Figure 11: Transition to injection drug use can happen after several years of using other drugs

Injection drug users are not an isolated population

Since drug injectors are the first population in Bangladesh to be affected by the HIV epidemic.
it is important to PAY ATTENTION to the fact that they are not an isolated population. Itis often
said that they will only infect themselves and fellow injectors with HIV, or at most, their regular
sexual partners such as wives or girlfriends. However, the data presented in Figure 12 show that
in Central Bangladesh where HIV infection is now present among injection drug users, they are
more likely to have had a female commercial partner than a ‘steady’ partner in the past year (57%

purchased sex from women last year). If the rate of HIV rises among injectors, they will be very



likely to pass the virus along to their female commercial )
partners. In addition. 10% of male injectors in Central An epldemlc among
Bangladesh have sex with other men. including male sex injecti()n drug users

workers. may “‘seed’ an

epidemic among sex

It is already known that the daily client turnover of female .
workers and their

sex workers in the Central region is among the highest in
Asta. Hotel-based sex workers average as many as 44 clients.

clients per week. and nearlv one in five report having

clients who inject drugs. Therefore. it is not realistic to assume that HIV will remain for long
oniy among the injection drug users. In fact. an epidemic among them may very well "seed” an
eprdemic among sex workers and their clients. which can spread into a large-scale epidemic

among the general population
Points of contact between injection drug users and others
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Figure 12: HIV infection can spread from drug injectors to others through various routes

Furthermore. drug injectors are in motion. A large proportion of those in the Southeast travelled
within the past vear to or from Central Bangladesh and injected there. This is not a population
that is isolated. nor will HIV be isolated once it infiltrates this community.

Methodology

The methodology used for the surveillance was essentially the same as in previous rounds.
25 except that it was further refined in terms of behavioral questions asked. and in the reporting of

syphilis as both active and non-active infections.
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Lessons from other countries

How does HIV in Bangladesh compare with surrounding countries?
Lesson One: A tale of injecting drug use in three cities

When the prevalence of HIV remains low for many years, there is a temptation to believe that it
will always stay that way. However, in city after city experience has shown that this is not the
case, at least with injection drug users (Figure 13). Since the new evidence shows that HIV has
been introduced among injectors in the Central region, and they have high levels of needle
sharing, it stands to reason that if enough of them share enough needles, it will spread soon.

HIV infection in three cities in Asia
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Figure 13: The experience of other countries indicates that HIV among drug injectors in
Bangladesh may shoot up in the near future

The size of the sharing networks is critical to HIV transmission among drug injectors. If sharing
is confined to small groups, then rapid/epidemic transmission will not occur. There is not yet
good information about sharing networks in Bangladesh. We do know however, that in Central
Bangladesh at least the mean size of the sharing groups at last injection was approximately the
same as what was reported in Kathmandu and Jakarta (Table 2). These are both cities where HIV

has risen rapidly in recent years.
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Table 2: The size of sharing networks in Bangladesh is comparable to those in Kathmandu and
Jakarta - places where HIV has increased rapidly

City/Country | Receptive Mean size Level of Coverage How HIV HIV

i sharing of the Diffusion by harm prevalence  prevalence

| Inthe sharing among reduction was by 2002

| past week group at sharing program measured? (%)

(%) last networks (%)
injection

T T e e
Kathmandu 46 2.3 High ~10% NGO-based 68
Nepal J until 1995
Jakarta 86 2.8 Unknown Minimal Major drug 48
Indonesia treatment

| hospital
Central-A ‘ 66 2.1 Unknown 46% NGO-based 4
Bangladesh ‘ until the

3 present

In Kathmandu, injection drug users were initially thought to share injecting equipment in
relatively small and isolated networks, but since the mid-1990s an explosive increase in HIV
infection occurred in injectors throughout the country (Reid & Costigan, 2002). More recent
ethnographic research has shown that most injection drug users in Kathmandu switch injecting
groups, frequently injecting in their own group in the morning. but then moving on to another
group in the evening (Center for Research on Environment).

Based on the limited data that is available in Bangladesh, it is not safe to assume that sharing
networks are not as diffuse as in Kathmandu. We know that a lot of sharing often takes place
through shooting galleries, hit doctors, and dealer's works (where needles and syringes are lent
to successive customers of a dealer). This is something to watch carefully in parts of the country
where professional injectors are common.

In Nepal. the Lifesaving and Life-giving Society (LALS) programmes documented success in
risk reduction among injection drug users. and low and stable HIV infection of under 2% among

. them (Peak et al.. 1995). Nepal thought it had the situation under control, which may have led
. to some degree of complacency. Between 1994 and 1998, nobody was watching. Then. in a

police crackdown in late 1997. 114 drug injectors were arrested and tested. N inety-four of them
were HIV positive. Surveillance data since that time has documented HIV levels of up to 68%

- (Gurubacharya RL. et al 1998, New ERA/SACTS/FHI 2003, New ERA/SACTS/FHI 2002).
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By their own estimation, the LALS programmes thought they were covering 30 to 50 percent of
those injecting drugs in Kathmandu. In retrospect, that was not true. More recent estimates
indicate that HIV/AIDS services are not reaching the overwhelming majority of injection drug
users in Kathmandu, and that harm reduction and outreach services are reaching fewer than 10%
of them, with less than 3% being provided with drug rehabilitation (Reid & Costigan, 2002).

Lesson Two: HIV epidemics among injection drug users impact broader epidemics

In most Asian countries, sex work transactions have been the dominant source of sexual
transmission of HIV. However. injection drug users can also play a big role in accelerating
sexual transmission. Preventing an epidemic of HIV among people injecting drugs can buy
several years of critical time for implementing risk reduction strategies among sex workers and

their clients, thus providing an opportunity to prevent a larger epidemic from happening.

Figure 14 illustrates the growth of general population epidemics in settings with or without an
HIV epidemic among injection drug users, when between 5 and 10 percent of the men in the
general population buy sex. The scenario in the graph on the right, in the absence of an epidemic
among injection drug users, assumes that the virus is transmitted through commercial sex
transactions. and then by the clients of sex workers infecting their regular partners. As shown.
if 5% of men visit sex workers each year, the epidemic in the larger population can stay at very
low levels for many years. However. if as many as 10% of men visit sex workers, the epidemic
is accelerated, and HIV reaches levels of about 7% after 25-30 years. In contrast, as seen in the

Growth of Asian epidemics if an epidemic starts  Growth of Asian epidemics when there is no
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Figure 14: The presence of an HIV epidemic among injection drug users makes a huge difference
over time in the total number of people infected.
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graph on the left, introducing an epidemic among drug injectors into the mix can kick-start the
larger epidemic much earlier and pushes it to higher levels, leading to a far greater number of

sexually transmitted infections.

The message is clear. There will be far fewer infections in the next 20 years in Bangladesh if
HIV can be kept low among injection drug users. The biggest impact comes when the spread
among drug mnjectors is stopped BEFORE a heterosexual epidemic starts. Although the true
proportion of men buying sex in Bangladesh is unknown. in the behavioural surveillance around
75% of rickshaw drivers and truck drivers. and approximately 30% of male students reported
buying sex in the past year. Hence. Bangladesh stands to gain the most by preventing a larger

epidemic among injection drug users NOW!

What are the lessons to learn from other countries?

1. Never stop looking for an epidemic among injection drug users.
Complacency and lack of continuous monitoring contributed to the spread of
HIV in Kathmandu.

2. The size of the needle sharing networks is important, and must be explored.

3. Once HIV is present in the community of drug injectors, nothing short of
comprehensive interventions to minimize or eliminate needle sharing can
prevent an explosive epidemic.

Lesson Three: The success of needle and syringe exchange in Australia

There has been considerable progress in other countries in preventing the spread of HIV and
other blood borne viral infections since needie and syringe exchange programmes for drug
injectors were first introduced in 1987. Bangladesh would do well to learn from Australia’s
success story. which has earned worldwide recognition. besides gaining government and
community support (WPRO. STD/HIV/AIDS Surveillance Report. 2000).

Australia has avoided large-scale HIV epidemics by reducing HIV among injectors through the
use of harm reduction interventions. including needle and syringe accessibility and substitution
programmes. such as methadone maintenance for opiate-dependent users. HIV case reporting
among injection drug users has gone down steadily as shown in Figure 15. confirming the impact
of harm reduction.
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Reported HIV infections among injecting drug users in Australia, 1989-1999
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Figure 15: Effective needle and syringe exchange in Australia has led to a decline in HIV among

injection drug users (1989-1999)

Needle and syringe programmes also constitute important points of contact for drug injectors to

access necessary information, education and referral to drug treatment services.
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Averting an impending Epidemic

Possible solutions for Bangladesh

This latest annual HIV surveillance in Bangladesh presents us with some startling news:

e The HIV epidemic is starting in Bangladesh - the increase in HIV among injection drug users
since last year is more than 100%. HIV infection among drug injectors is now close to the
critical 5% marking a concentrated epidemic.

® In spite of programmes interventions, those most vulnerable to HIV infection display
amongst the highest risk behaviour seen in Asia, and risk perception is still extremely low
among them.

® Prevention interventions do decrease risk behaviour significantly, but behaviour changes like
condom use are happening much too slowly, and needle sharing remains unacceptably high
among drug injectors.

The most critical message for action from the surveillance data is that:

Bangladesh must immediately make it high priority to scale up interventions massively and
stop the further spread of HIV among drug injectors and other vulnerable people.

How should Bangladesh respond to these messages coming out of the surveillance data. and use
the lessons learnt from other countries? Some recommendations follow:

® Good quality programme interventions must be expanded to reach larger numbers of
vulnerable people. Although this year more people who inject drugs report exposure to
interventions than last year, there is evidence of expanding injection drug use.

e Interventions must go beyond ‘raising awareness’ and stress interactive behaviour change
communication that is effective in developing the knowledge and skills necessary for
vulnerable people to analyse situations and HIV risk. People must be able to successfully
communicate about and negotiate safe sex behaviour like condom use, and the use of clean
needles and syringes for injections.

o It is obvious that the effectiveness of condoms in HIV prevention needs further stress and
publicity, as most men surveyed have never even used a condom. People must become more
comfortable about routine condom use, and condoms and lubricants should be freely
available at more outlets.



o HIV will reach epidemic proportions in Bangladesh if the spread of infection is not averted
among injection drug users. Evidence from the rest of the world shows clearly that reducing
the harm from drug injecting can limit HIV, and that repressive approaches have adverse
effects.

Therefore, there is an urgent need for an effective and expanded harm reduction and treatment
programme for injection drug users. This should include:

o user-friendly and accessible services for needle exchange, clinical services, drug addiction
treatment, and drug substitution, etc.;

e a supportive environment for working with drug injectors;

e productive linkages with police and drug agencies, and relevant others;
® expansion of outreach programmes geographically;

e community-based and community-action approaches;

e inclusion of heroin smokers in interventions; and

® innovative programs to improve coverage, and facilitate access to services.

Far from being an isolated population, injectors are intimately connected with others. Therefore,
as long as HIV prevention through safe behaviour is not the norm, the rest of society is at risk
from the virus. Time is running out for Bangladesh.
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Table 3: Sampled groups included in serological and behavioural surveillance
1998-1999, 1999-2000, 2000-2001 and 2002

Sampled groups in surveillance, 1998-1999, 1999-2000, 2000-2001 and 2002
Group Geographical 1998-1999 1999-2000 f 2000-2001 2002
location Serology Behaviour Serology Behaviour Serology Behaviour Serology Behaviour
IDUs In-treatment Central A v v v
Out of treatment* Central A v v v v v v v
Northwest A v v v v v v v
B v v v
Southeast D v
Heroin Smokers Central A v
Males Central A v v v v v v
Southeast A v
All Brothels v v v v
B v v v
Sex C v
workers Females | Brothel | Central D v v
E v
A v v v
Southwest B v v
C v v v
Hotel Central A v v
Street Central A v v v v v v v v
B v
Southwest A v
Southeast A v v v
Hijras Central A v v v v

addy

Xipu



Sampled groups in surveillance, 1998-1999, 1999-2000, 2000-2001 and 2002

Group Geographical 1998-1999 1999-2000 2000-2001 2002
location Serology Behaviour Serology Behaviour Serology Behaviour Serology Behaviour
Male having sex with male (MSM)| Central A v v v v v
Northeast A v
Central A v v
MSM and male sex workers Central C v
combined Southeast A v
Northeast A v v
Babus (Brothel) Central B v
Central D Y
Truckers Central A v v v v
Southwest B v
Central A v v
Rickshaw pullers Southeast A 4 v v
Southwest B
Dormitory based male college/ Central A v
university students
Central A v v
Northeast A v v v
STI patients Southeast A v v v
Northwest A v v
C v v
Dock workers Southeast A v
Southwest C v
Launch workers Central A v

* In serology, IDUs out of treatment include those who were under needle exchange programme (NEP)
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