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Executive
Summary

Recent steep rises in HIV
infection among drug

injectors have been
followed by a rise in HIV

among sex workers in parts
of China, Indonesia and

Vietnam

(Source: National
surveillance reports)

The Asia-Pacific region is home to 60% of the
world’s population and to 19% of the men,
women and children living with HIV in 2004.
This amounts to infection rates that are low
compared with some other continents, particu-
larly Africa. But because the populations of
many Asian nations are so huge, even low HIV
prevalence means large numbers of people are
living with HIV—some  5.2 million men, 2 mil-
lion women and 168,000 children according to
new estimates from UNAIDS/WHO.

The Asia-Pacific region is vast and diverse,
and HIV epidemics in the region share that di-
versity. This report is produced by the Moni-
toring the AIDS Pandemic Network (an inter-
national network of epidemiologists and public
health professionals who contribute data and
analysis in their individual capacities). This re-
port focuses largely on prevention of HIV
among adults and adolescents. It focuses
largely on East, South-East and South Asia,
though it also includes information from some
Central Asian nations, including Iran, as well
as some of the developing countries of the
Pacific.

The shape of HIV epidemics in
Asia

At the start of 2004, countries or regions of
Asia could be divided into five broad catego-
ries, according to the epidemics they are expe-
riencing:

1 Recent, sharp rises in HIV among people
with identifiable risky behaviours

In a number of regions where HIV levels have
been low for many years, prevalence of the
virus has begun to rise sharply among people
whose behaviours carry a high risk of exposure
to HIV—drug injectors, male, transvestite and
female sex workers and their clients, and men
who have sex with multiple male partners (see
page 20). There is strong evidence to suggest
that many Asians practise more than one of
these risk behaviours, which enables HIV to
move from one part of the population to an-
other.  Recently, a rapid rise in HIV infection
among drug injectors appears to have acted
as a catalyst for subsequent rises in HIV infec-
tion among people who buy and sell sex in sev-
eral countries, including parts of China, Indo-
nesia, Nepal and Vietnam.

In the areas where sharp rises in HIV infec-
tion have been recorded only recently, there is
little evidence that HIV is spreading widely in
those parts of populations that have no iden-
tifiable risk behaviour. Behavioural data from
most of these countries does not suggest that
HIV spread among the “lower-risk” parts of
population is imminent. However, in some ar-
eas, the proportion of the population which
has high-risk behaviours is substantial. Given
the very large population numbers in Asia, if
HIV continues to spread widely among those
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with risk behaviours and their immediate sex
partners, several million new infections will re-
sult. These countries stand at a crossroads. They
can choose now whether they move into the
second of the categories described here (that
of sustained prevention failure) or the third
(that of successful limitation).

2 Continuing high prevalence eventually
seeps into lower-risk parts of the
population

In some areas, HIV has been well-established
for several years among groups of people with
behaviours that carry a high risk  for HIV infec-
tion. Prevention efforts that seek to limit ex-
posure to HIV and reduce infection levels do
not seem to be succeeding in such areas, which
include parts of India, Myanmar and south-
western China (more details are given on page
22). Inevitably, HIV infection has filtered gradu-
ally from groups of people with the highest-
risk behaviours (such as drug injection and
unprotected commercial sex) to their regular
sex partners, (who may have no other risk of
exposure to the virus). This accounts for rising
HIV infection rates among women who report
being monogamous, and it might lead to a rise
in the number of infants infected with HIV.

3 Massive prevention efforts cut risk
behaviour, bringing the epidemic under
control

Asia provides the world with some of its best
examples of large-scale HIV prevention
programmes (described on page 24). Most of
these come from countries where the virus had
already taken hold among people whose sexual
or injecting behaviour led to a high likelihood of
exposure. Cambodia, Thailand and the Indian
state of Tamil Nadu witnessed very high levels of
HIV infection among women who sell sex before
governments swung into action. But once they
did introduce effective prevention efforts, the
actions proved decisive. Large and high-profile
prevention programmes that address risky sexual
behaviour directly, make condoms easily avail-
able, and provide young people with the skills to
avoid risky behaviour were hallmarks of those
efforts, which also included measures to reduce
the stigmatization of people living with HIV. The
reward was significant reductions in risk

behaviour. And Cambodia and Thailand have
recorded steadily declining levels of new HIV and
other STI infections.

4 Low HIV prevalence: some prevention
success, great prevention opportunities

In a number of countries in Asia, HIV preva-
lence remains very low, even among those who
practice behaviours that could expose them to
the virus (see page 26). Some of these coun-
tries, such as Bangladesh and the Philippines,
have made active efforts to provide preven-
tion services to reduce risky behaviours before
the virus becomes firmly established. Those
efforts have been only partially successful to
date, particularly among the clients of sex
workers. But if sustained and expanded, the
efforts might permit these countries to avoid
the sorts of epidemics recorded elsewhere in
Asia. Other countries have been protected by
nothing more than geography and time. Drug
injectors and men who have sex with men have
received only very limited prevention services
in Pakistan, for example, though plenty of risk
behaviour has been recorded. Commercial sex
and male-male sex are neglected in prevention
programmes in East Timor, despite recent data
showing very low condom use in these settings
in the country. Such countries have an impor-
tant opportunity to provide prevention services
to those in need of them, and to deny the
virus a foothold.

5 Out of the mainstream: the epidemic in
the Pacific takes a different shape

Limited data from the Pacific region, in par-
ticular Papua New Guinea and the extreme
eastern Indonesian provinces with which it
shares an island, present a different picture (as
shown on page 27). Here, HIV appears to be
following a course more commonly seen in sub-
Saharan Africa. Although sparse, the data in-
dicates that sex with non-marital partners is
more common among both women and men
in this region than in most of Asia, and that
sex between older men and younger women
is more common too. These behaviours can
drive HIV deep into the majority of the sexu-
ally active population. It is therefore likely that
New Guinea will suffer  a more severe HIV epi-
demic than anywhere in Asia, unless prompt
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Condom use in commercial
sex varies widely across

Asia: countries with high
profile campaigns aimed at

clients have been most
successful in cutting risk

(Source: National and state
behavioural surveillance

reports)

*Condom use with all clients in
the last day

** Condom use with last client

than in any other behaviour that carries a high
risk of HIV infection. Indeed, most new infec-
tions in the continent are still contracted dur-
ing paid sex. (see page 32). It is difficult to be
sure exactly what proportion of men buy sex.
Most behavioural surveillance takes place
among men who have jobs that provide them
with ready cash and an opportunity to spend
nights away from home. These men do not usu-
ally reflect the population at large. Household-
based surveys in a number of Asian countries
suggest that it is not uncommon for between
5% and 10% of men to report that they have
bought sex from a sex worker in the preced-
ing year.

The extent to which HIV spreads through
commercial sex depends on a number of fac-
tors. Client turnover plays a role; the more cli-
ents a sex worker serves, the more likely she is
to encounter one who is infected, and thus to
become infected herself. Screening and treat-
ment for other sexually transmitted infections
(STIs) play a role, because untreated STIs in-
crease the likelihood of contracting or passing
on HIV. But the biggest single factor is con-
dom use. This varies widely across Asia and
within countries. In some countries and regions,
reported condom use in commercial sex is con-
sistently high. In Cambodia, Thailand, Vietnam
and the Indian state of Tamil Nadu, over 85%
of sex workers report using condoms with all
recent clients, and in Nepal over 50% report

efforts are made to decrease unsafe sexual
behaviours on a population-wide scale.

Engines of growth: the
behaviours that spread HIV in
Asia

HIV is spread in a limited number of ways. The
overwhelming majority of infections worldwide
are contracted when people share needles
while injecting drugs, or when they have un-
protected sex. The more sex partners a person
has, the more likely it is that the person will be
exposed to the virus. It follows, therefore, that
people who have sex with a large number of
other people are most at risk of infection. In
most Asian contexts, transvestite, female and
male sex workers report the highest turnover
of sex partners (in that order), with regular
clients of sex workers reporting the next high-
est turnover. A portion of the population of
men who have sex with men also reports sig-
nificant partner turnover in some countries;
these men are often faced with the added risk
associated with anal sex, which is more likely
to result in HIV transmission than vaginal sex,
unless condoms are correctly used.

• Commercial sex remains the most
common risk behaviour in Asia

In Asia, more people engage in commercial sex
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the same. But in the Philippines fewer than one-
third of sex workers report always using
condoms, and in Bangladesh, East Timor and
Indonesia that proportion shrinks to one in 10,
or less. Broadly speaking, the countries with
high levels of condom use are those that have
openly and actively promoted condom use
among men as a means of reducing the risk of
HIV and STIs. Those with lower levels of con-
dom use have generally concentrated more on
urging sex workers to use condoms, with less
attention paid to clients and the other men
(pimps, brothel-owners and security personnel)
who make decisions about condom use or in-
fluence the conditions in which sex is bought
and sold.

In several places where condom use in com-
mercial sex is high, HIV prevalence has started
to drop, both among sex workers and among
men who buy their services. The exception
appears to be Vietnam, where many sex work-
ers are also at risk for HIV because they inject
drugs.

Some places with active HIV prevention
campaigns aimed largely at men have seen the
proportion of men buying sex from direct sex
workers in brothels or on the streets drop since
the mid-1990s—Cambodia, Thailand and the
Indian state of Tamil Nadu are examples. How-
ever, there is also evidence that some of these
men have switched to buying sex from women
in other settings (such as bars and restaurants),

or are having more unpaid partners. This may
expose a group of women who were not pre-
viously at risk to potential infection with HIV
or STIs, especially since condom use with these
other partners tends to be lower than with sex
workers in brothels. However since HIV preva-
lence among these other partners is lower too,
the changed behaviour still amounts to an over-
all reduction in the likelihood of HIV transmis-
sion.

• Less common but riskier: explosive
growth of HIV among drug injectors

Sharing injecting equipment is a very efficient
way of passing on HIV. Because of this, HIV
prevalence can rise rapidly among injecting
drug users (IDUs) who share needles. Very few
countries have reliable estimates of the num-
ber of people who inject drugs, but we do have
information on risk behaviour among those
who do inject in a growing number of coun-
tries (see page 43). This data shows that in
many settings, needle- and syringe-sharing  are
very common. In Indonesia, around nine out
of every 10 injectors said they had used a
needle that had been previously used by some-
one else. In Nepal, injectors commonly report
using needles that are hidden in places such as
public toilets, for use by any IDU in need of
injecting equipment. These behaviours defi-
nitely contribute to the very high levels of HIV
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Prevention for MSM has
been neglected in Asia.

Men are more likely to use
condoms with female sex
workers than in anal sex

with other men,
even though anal sex is

riskier

(Source: National surveillance
data and specific studies)
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recorded in these populations. Close to half
the IDUs in treatment in the Indonesian capi-
tal, Jakarta, were living with HIV in 2003, while
in Nepal HIV prevalence among male injectors
ranged from 22% to 68% across the country in
2002. Parts of China, India, Myanmar, Thailand
and Vietnam have all recorded very high
levels of HIV infection among IDUs. In some
places (including Myanmar, Thailand and the
Indian state of Manipur), HIV infection rates
have “stabilised” among IDUs, but they have
stayed at levels of between 40% and 60% for
nearly a decade. Stable prevalence means that
one person gets newly-infected for every HIV-
infected person who dies or drops out of the
population because they stop injecting—a
sobering thought in a population where rates
of relapse and mortality are high.

All the scientific evidence suggests that
large-scale programmes that provide substi-
tutes for injected drugs and that increase
access to clean needles will  reduce new HIV
infections among injectors. While HIV preven-
tion services for drug injectors remain contro-
versial politically, there are now good
examples from Asia (including Bangladesh and
parts of China and Vietnam) to suggest that
these programmes can be effective in Asian
settings (details on page 49). These examples
are especially important for areas where HIV
infection rates among injectors are currently
low and can be kept that way if appropriate
measures are introduced—areas that include
Bangladesh, the central Asian republic of
Kazakhstan and Pakistan, as well as other

parts of China.
If injectors are to avoid contracting or pass-

ing on HIV, they must have easy access to clean
needles. But such access alone is not enough. In
several countries, injectors say that the problem
is not access to needles but what happens to
them if they are caught carrying a needle; fines,
arrest and imprisonment are all reported. If a
country is serious about tackling HIV among
IDUs, it must ensure that drug users can safely
use services that reduce the risk of HIV spread.

• Male-male sex. While Asian countries
ignore this behaviour, it is spreading
HIV

Many of the first reported HIV cases in Asia
were among men who have sex with men. As
the heterosexual and injecting epidemics grew,
male-male sex was left behind in terms of the
number of new infections it generated, and
the behaviour was largely ignored in preven-
tion programmes. This is in part because male-
male sex is so difficult to define in many Asian
countries. It includes homosexual relationships
between men who identify themselves as gay,
anal sex between heterosexual men and
transgender sex workers, as well as a large spec-
trum of other interactions between people
with various social and sexual identities.

Renewed efforts to understand the risk of
exposure to HIV in anal sex between men have
yielded some shocking findings (see page 55).
In Bangkok, Thailand, a 2003 study found that
17% of men who have sex with other men were
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(Source: Behavioural
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infected with HIV. By 2000, 15% of men who
engage in male-male sex in Phnom Penh, Cam-
bodia, tested positive for the virus. Among
transgender sex workers in the Indonesian capi-
tal, Jakarta, 22% were HIV-infected, according
to a 2002 survey. In all of these studies, men or
transgenders were recruited from places where
males are known to gather in search of new
sex partners. The findings therefore represent
the high end of the risk spectrum, and should
not be generalised to all men who have sex
with men. However, they do give cause for
alarm in the many Asian countries that con-
tinue to neglect male-male sex in their preven-
tion programmes.

This neglect is reflected in behavioural pat-
terns. Most HIV prevention programmes have
focused strongly on reducing unprotected com-
mercial sex between men and women, and
have done little to tackle risky sex between
men or between men and transgenders. The
result is that in most countries, men are far
more likely to report condom use in sex with a
female sex worker than with a male partner,
even though the risk of HIV transmission in anal
sex is higher than in vaginal sex.

At a population level, the contribution of
male-male sex to the HIV epidemic depends in
part on the proportion of males in the popula-
tion who have sex with other men. In a num-
ber of countries that include Bangladesh, Hong
Kong, India and the Philippines, the propor-
tion of men in household studies reporting re-
cent male-male sex ranges around 3% to 5%.
Among men who do report sex with other

men, unprotected anal sex is a very common
behaviour virtually everywhere it has been
measured (including Bangladesh, Cambodia,
China, East Timor, India, Indonesia, Pakistan
and Vietnam).

Men and transgenders who sell sex to other
males are at particularly high risk, because their
turnover of partners tends to be very high. Risky
behaviour remains the norm in this part of
the population; simple risk reduction methods
such as the consistent use of water-based
lubricants with condoms in anal sex are in some
countries virtually unheard of.

• A kaleidoscope of risk: multiple risk
behaviours are carrying HIV into different
parts of the population

The major risk behaviours for HIV in Asia—the
buying and selling of sex, injecting drug use
and male-male sex—are by no means mutually
exclusive. The interactions are discussed in
detail in Chapter 3, beginning on page 63. In a
number of countries (Bangladesh, China and
Indonesia, for example) some female sex
workers inject drugs, and in Vietnam and parts
of India many do so. Transvestite and male sex
workers also report injecting drugs in most of
the countries where they have been asked the
question. Because HIV prevalence among drug
injectors is very high, it is highly likely that the
injecting behaviour of these sex workers is
contributing to increasing HIV prevalence in
this part of the population.
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Drug injection increases HIV prevalence
among sex workers in another way, too. A
significant proportion of drug injectors are
sexually active in almost every Asian country
where this behaviour has been measured, and
of those who do have sex, many  buy sex from
sex workers. A client who contracted HIV
though a needle can easily pass the infection
on to a sex worker, who can then pass it on to
other clients. Obviously, the contribution of
drug injection to an epidemic driven largely by
commercial sex depends to a great extent on
the level of condom use in commercial sex. If it
is high, it will limit the “booster effect” of drug
injection. However, modelling shows that in
situations where HIV has remained low for
years despite low condom use (for example in
Bangladesh, Indonesia and the Philippines), a
sharp rise in HIV infection among drug injec-
tors could “kick-start” an HIV epidemic that
may otherwise have taken many decades to
develop. Indeed in Indonesia, rising HIV preva-
lence among sex workers indicate that this
process is already underway.

Different sexual risks also interact. In
several countries, many men who have sex with
men also have sex with women. Men who sell
sex to other men (who have among the highest
of sexual risk behaviours) are the most likely
of all men who have sex with men to report
female partners. Most of those men have wives
and regular partners, but many also report
buying sex from female sex workers.

Most importantly, the people who engage
in these risk behaviours are not special “risk
groups”, somehow separated from the
“general population”. We are all part of the
“general population”, and it is in our collective
interest to provide prevention services and care
for those among us who are at highest risk of
contracting and passing on HIV.

It is important to note, however, that people
who have risk behaviours are concentrated
among the younger parts of the population (see
page 82). In most Asian countries, a majority
of both female sex workers and drug injectors
are younger than 25, and significant
proportions of men who buy sex and who have
multiple male partners are also adolescents
or young adults.

The right prevention services
for the right people will
change the course of HIV
epidemics in Asia

The diversity of HIV epidemics and national
programme successes in Asia demonstrate that
there is nothing inevitable about the course of
HIV epidemics. Countries and regions that have
chosen to provide prevention services on a
large scale to those most in need of them have
turned their epidemics around, and some may
have significantly delayed the onset of  any
future epidemic. Chapter 7, beginning on page
99, summarises the lessons learned over the
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last two decades. Risks that have been ignored
or that have been addressed only through
small, demonstration projects (that have not
been replicated on any significant scale) continue
to generate new HIV infections. Prevention
efforts that have ignored the social, political
and cultural contexts which push people into risk
behaviour and which make it difficult for them
to adopt safe behaviour have fared less well
than efforts that have tackled the structures
that prop up risky behaviour and increase the
pool of people vulnerable to HIV.

Asia’s HIV prevention successes have three
features in common:

1) They address the specific behaviours
which are causing most infections and
provide specific services to reduce the
risk of those behaviours.

Programmes to encourage men to use
easily available condoms in commercial sex
are the most common of these, but there
are encouraging examples of success in
increasing the use of clean needles among
drug injectors.

2) They provide access to information and
to services on a scale large enough to
make an impact on HIV transmission.

Asia is a continent on the move, which
greatly increases the interaction of people
who are taking sexual or injecting risks. Small
demonstration projects in one district may
protect the few people who live in that
district and do not interact with anyone from
an area with no prevention programme, but
they will not make a difference to a national
or regional epidemic. Prevention efforts are
successful if they change behaviour on a
national or regional scale.

3) They ensure that the social, political and
security environment supports the
provision of appropriate HIV prevention
services to those most at risk, allowing
them to adopt safer behaviours.

People will not use prevention services if
using those services puts them at risk in
other ways—for example, being arrested
or stigmatized in ways that threaten

their livelihoods. Successful prevention
programmes have worked with law
enforcement, social services, sex industry
power-brokers and others to ensure that
those in need of services are supported in
protecting themselves and others from HIV.

No country or region has managed to produce
these three conditions for everyone who
practises behaviours that carry a high risk for
HIV transmission. But Asia now has plenty of
examples to demonstrate that countries have a
choice about the shape the epidemic will take.

Choices made about care, support and
treatment will shape the future, too. There is
very little experience providing antiretroviral
treatment to people living with HIV in Asia,
and therefore limited data upon which to
draw. It is clear, however, that the majority of
people in Asia whose behaviours carry a direct
risk for HIV are not currently infected with the
virus (a tragic exception can be found among
drug injectors in some areas). It is imperative that
the growing concern with providing treatment
for those infected with HIV does not undermine
the first priority for HIV programmes in the
Asian region: prevention. That means institut-
ing, maintaining and expanding effective HIV
prevention services for those whose behaviours
carry the highest risk for contracting the fatal
virus, or for passing it on to others. The provision
of treatment to those with high-risk behaviours
must be seen as an additional opportunity to
strengthen prevention efforts.

The countries of Asia have recorded more
widespread HIV prevention successes than
those of any other continent in the developing
world. But the task of providing care for those
affected by HIV while expanding prevention
services to the many millions more that need
them is not an easy one. Only a minority of
governments and communities in the world’s
most populous continent have so far demon-
strated the courage and foresight needed to
protect their citizens from expanding HIV
epidemics. They have shown it is possible. It
now falls to the majority of the countries in
Asia which do not yet have adequate HIV
programmes to face the facts of their own
behaviours, and to choose the future course
of their HIV epidemics.
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Asia is home to 60% of the world’s population
and to 19% of the men, women and children
living with HIV in 2004. That adds up to infec-
tion rates which are low compared to some
other continents, particularly Africa. But be-
cause the populations of many Asian nations
are so large, it also adds up to a large absolute
number of people living with HIV—some 5.2
million men, 2 million women and 168,000
children, according to new estimates from
WHO/UNAIDS.

The difference between large numbers and
small percentages can be confusing, and it has
led to lively debate about the future of the
epidemic in Asia. Some observers point to the
continuing low percentages of people living
with HIV in many countries as a reason not to
worry too much about HIV in Asia—a continent
which, after all, faces many other development
challenges. Others point to the large absolute
numbers of people living with HIV, draw
parallels with Africa and predict that an
“African-style” epidemic will unfold on the
world’s most populous continent.

Each of those views presents an incomplete
picture of HIV in Asia. For a fuller understand-
ing, we need to examine the changing pat-
terns of risky behaviour and infection over time,
and take into account the number of people
who engage in behaviours that carry a risk of
HIV transmission.

This report describes the evolving epidemic
across the Asian continent, investigates the
distribution of the virus and describes the
behaviours that spread it. It does not attempt
to give a comprehensive picture of the HIV
epidemic in every country (country-specific
descriptions can be found in a World Health
Organization report HIV/AIDS in Asia and the
Pacific Region, 2003, accessible at http://
w3.whosea.org/hivaids/latestpubs.html).

The report is the work of the Monitoring
the AIDS Pandemic network (the MAP
Network)—a group of epidemiologists and pub-
lic health professionals from around the world.
MAP has produced independent reports on
epidemic trends since 1995. Although many
MAP members work in prominent positions in
government, international organisations or
community groups, we come together under
the Network without our institutional affilia-
tions. We aim simply to look critically at the
latest data on HIV, sexually transmitted infec-

tions and the behaviours that spread them, and
to draw lessons that can help guide the response
to HIV and change the course of the epidemic.

A critical evaluation of the data sometimes
leads to conclusions that are not in step with
the political priorities of communities, interna-
tional organizations or donor agencies. For that
reason, MAP members try to ensure that all
their observations and conclusions are based
on recent and high-quality data. This explains
the prominence of statistics in this report, and
the extensive referencing. These data, which
were largely gathered and published since the
last Asian AIDS conference in Melbourne in late-
2001, come from many sources; we thank all
those who contributed data and information.
If a country or area does not feature promi-
nently in the report, the reader should not
conclude that the area has no HIV problem,
but rather that the country is not collecting or
publishing reliable and appropriate data.

The report begins by looking at epidemic
trends in selected countries—those where HIV
is spreading rapidly, those where the number
of new infections appears to be falling, and
those where the epidemic has yet to take off.

We then examine the major behaviours
driving the epidemic across the continent—
injecting drug use, sex between men and com-
mercial sex—and question whether the social
norms of young people are indeed changing.
Because human beings do not fit into tidy epi-
demiological boxes, we investigate the extent
to which people engage in more than one type
of behaviour that carries a high risk of HIV in-
fection. Those multiple risk behaviours are criti-
cal because they can carry the virus from one
part of the population to another, providing a
key to the future course of the epidemic in Asia.
Linkages with other STIs are also discussed.

The future course of the HIV/AIDS pan-
demic is not predetermined. We look at coun-
tries and communities that have managed to
shape their own futures by providing services
that help people change their behaviours and
avoid passing on HIV or becoming infected
themselves. Successful prevention services
change the shape of HIV epidemics, and ex-
pose continuing or emerging prevention needs
in specific areas and populations. We identify
gaps in prevention efforts, and argue for a
more dynamic—and extensive—approach to
prevention.

Introduction

Introduction
to HIV in

Asia
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The report focuses on the distribution
of HIV among adults, the behaviours that
spread it, and the likely effect of prevention
programmes on the future course of HIV. Issues
such as the political context, the need for care
and treatment, and the economic and social
impact of the epidemic in Asia are covered in
complementary reports, for example Act now.
Asia-Pacific leaders responding to HIV/AIDS
(available at www.policyproject.com) the 2004
Report on the Global AIDS Epidemic (available
at www.unaids.org) and the World Health Re-
port, 2004 — Changing History (www.who.int/
whr/2004/en). These reports also address the
serious implications that growing levels of HIV
infection already have for children in the Asia-
Pacific region.

This report focuses largely on prevention
of HIV among adults and adolescents. It focuses
largely on East, South-East and South Asia,
though it does also include information from
some Central Asian nations, including Iran, as
well as some of the developing regions of the
Pacific.

Introduction



18

AIDS in Asia: The MAP ReportChapter 1



19

AIDS in Asia: The MAP Report Chapter 1

Chapter highlights

• There is no single “Asian HIV epidemic”.

• Five broad epidemic pathways are currently underway in the region:

o HIV prevalence is rising sharply among people with identifiable risk
behaviours in some countries, including parts of China, Indonesia
and Vietnam.

o In mature epidemic settings, continuing high HIV prevalence is
seeping into lower-risk segments of the population. Parts of India
and Myanmar fall into this category.

o In the few countries where massive prevention efforts have cut risk
behaviours, principally Thailand and Cambodia, the HIV epidemic is
in decline.

o Continuing low HIV prevalence offers a great prevention opportu-
nity in many countries, including Bangladesh, Pakistan, Sri Lanka,
Laos, the Philippines, and East Timor.

o In parts of the Pacific region, risk behaviours threaten a potentially
more severe epidemic than elsewhere in Asia.

Chapter 1
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Chapter 1:
The epide-
miology of
HIV in Asia

The epidemic in Asia perhaps lends itself to one generalisation: until
now, HIV has been spread largely through identifiable risky behaviours

that are not practised by the majority of people.

Asia is the world’s largest and most populous
continent. The countries that make up the con-
tinent range from vast, ancient nations such as
China and India to the tiny newly-independent
nation of East Timor. The countries of Asia
include some of the world’s richest, and some
of the world’s poorest. They have different lan-
guages, different religions and different sexual
cultures, often within the same country.

taken from national surveillance systems or
from on-going behavioural surveillance systems.
These are listed in Appendix 2; data in this re-
port come from these sources unless otherwise
stated. Other data sources are listed in the
References section at the end of the report.

The springboard effect:
Sharp rises in HIV,
concentrated among those
most at risk

Several countries in Asia have for many years
measured very low rates of HIV infection, even
within populations with high-risk behaviours.
Surveillance systems in most countries correctly
focus on measuring trends in infection and
behaviour within these groups. This is because
measuring HIV infection among pregnant
women can only provide a very limited view of
the dynamics of the epidemic if, for example,
three-quarters of the HIV infections are among
male drug users and men who have sex with
men (MSM). Because the majority of infections
are concentrated among people with risk-
taking behaviour, measuring trends in infection
in the general population may be of little use
at this stage of the epidemic. The growth in
the epidemic is seen in rising infection rates in
sub-populations with high-risk behaviours. A
number of Asian countries, including some of
the most populous, have in the past few years
measured sharp increases in HIV infection in
these populations.

The steepest recent rises in HIV infections
are seen among injecting drug users. Parts of
China, Indonesia and Vietnam have seen HIV
take off among drug injectors in recent years, as
Figure 1 shows. Note that these data represent
specific sites, and do not necessarily reflect the
situation across the whole of a country. But
they do illustrate trends that have been
observed in some areas.

Subsequent to the rise in HIV infection
among IDUs, HIV has also risen in other popula-
tions with high-risk behaviour. The link between
the sexual and the drug-driven epidemics is dis-
cussed at length in Chapter 3, below. It is clear
that infections which have spread among drug
users through the sharing of unclean injecting
equipment have then been passed on sexually
to non-injectors and have played a significant
role in “kick-starting” rapidly-growing HIV

It is no surprise, then, that there is no single
“Asian HIV epidemic”. Indeed, this entire re-
port bears testimony to the diversity of HIV
epidemics in Asia. If there is one generalisation
which can be made, it is that until now, the
virus has been spread very largely through iden-
tifiable risky behaviours which are not practised
by the majority of people. Drug injection is
emerging as the strongest driver of HIV infec-
tion in many parts of Asia. Anal sex between
men, or between men and transgenders, con-
tributes significantly to several national epi-
demics, especially where men buy sex from
other males. Commercial sex between men and
the women who supply their demand carries
a rather lower risk of HIV transmission, but it
involves far larger numbers of people in many
Asian countries. Together, these behaviours
account for the majority of HIV transmission
in the region.

Even in countries where HIV prevalence has
passed the 1% mark in the general population,
catapulting them into the “generalised epi-
demic” classification according to criteria de-
fined by international organisations, HIV does
not spread evenly throughout the general
population. Most new infections continue to
be contracted though shared needles, commer-
cial sex or anal sex,  or are passed on during
sex to the regular partners of women and—
much more commonly—men who have en-
gaged in one of those behaviours. WHO/
UNAIDS estimate that for every adult woman
living with HIV in Asia and the Pacific, there
are four men living with the virus.

Within that general pattern, large varia-
tions can be seen. Here we describe five broad
pathways that the virus is taking in Asia and
the Pacific. As far as possible, HIV prevalence
data and behavioural data in this report are
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Figure 1: HIV prevalence
among IDU at selected
sentinel sites in three
countries, 1994-2003

HIV has shot up among
drug injectors in several
IDU populations in Asia

(Source: National surveillance
reports from China, Indonesia

epidemics in at least some sites in all three coun-
tries shown in Figure 1. The rise in HIV among
sex workers in the same sites, shown in Figure
2, is slower, but no less prominent.

Sex workers do not infect one another with
HIV (unless sex workers who inject drugs share
needles). They are infected by their clients or
boyfriends, and, once infected, they are likely
to pass the infection on to other clients who
do not use condoms or who use them incor-
rectly. Few data are available for male client
groups anywhere in Asia, but both China and
Vietnam collect information from men seeking
treatment for sexually transmitted infections.
These men have almost always had recent un-
protected sex with a casual partner, often a
sex worker, so they serve as a proxy for the
“high-risk” end of the sex market. As expected,
HIV began to appear in these men not long
after it became apparent among sex workers.
Prevalence never reaches the same levels
among male STI patients as it does among sex
workers, but overall, the trend is the same—a
sharp rise in HIV infection, beginning in the late
1990s, in a number of populations with high-
risk behaviour in three of Asia’s more popu-
lous countries.

One of the most frequently discussed
questions in these epidemics is the extent to
which infections among people with high-risk
behaviours are likely to spread to the millions

of men and women in the population who
do not have those behaviours.

Sticking purely to the evidence available in
early 2004, it appears that despite sharp rises
in HIV infection among people with risk
behaviour, no significant spread of HIV
throughout populations with lower risk has
begun in the countries under review here. Not
one HIV infection was found in recent premari-
tal testing of 6,210 people in urban and rural
areas of the wealthy eastern Chinese province
of Zhejiang, for example. (Hesketh, Huang
et al 2003) In a household study of over
3,400 Chinese men and women in an area
experiencing rapid economic development,
STIs other than HIV were also found to be rare
(fewer than one in 1,000 had gonorrhoea,
while around one in 40 had the much more
common infection chlamydia). These infections
were concentrated among people who
reported risky behaviour such as recent sex
with a sex worker. (Parish, Laumann et al 2003)

In other countries, population-based data
is rare, and pregnant women are often taken
as indicative of the “general population”. It is

The growth in the HIV epidemic is seen in rising infection rates in
subpopulations with high-risk behaviours. In several Asian countries,
including some of the most populous, HIV infection rates in those
populations have risen sharply—most dramatically among injecting
drug users.



22

AIDS in Asia: The MAP ReportChapter 1

10

16

2

7

15

6

11

10

0

0

1

0
0

0

15

12

7

0

4

10

0

0

2

4

6

8

10

12

14

16

18

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003

P
e

rc
e

n
t 

H
IV

-p
o

s
it

iv
e

Guangxi province, China Jakarta, Indonesia Hanoi, Vietnam

Figure 2: HIV prevalence
among  female sex workers

at sentinel sites in three
countries, 1994-2003

Where HIV has gone
among IDUs, it has

followed among sex
workers

(Source: National surveillance
report from China, Indonesia

and Vietnam)

important to remember that drug injectors, sex
workers and former sex workers are all also
members of the “general population” and the
women among them may become pregnant.
It cannot be assumed that every HIV infection in
a pregnant woman in a concentrated epidemic
is indicative of an infection in someone with
little or no risk behaviour. Nevertheless, the sen-
tinel site with the highest HIV prevalence
among pregnant women in Vietnam recorded
a prevalence of 1.25% in 2002—the majority
of other sites either registered no infections or
had fewer than one in 200 positive test results.
In the same year in Indonesia, no HIV infections
were recorded among 1,400 soldiers return-
ing from assignments away from home—a
group that would normally be considered to
be likely to have high-risk behaviour. And
among blood donors, fewer than 1,000 HIV
infections were found among more than half
a million donors nation-wide—an infection rate
of around one in 500 (Indonesian Red Cross,
personal communication). Similarly, in Iran,
where HIV prevalence has reached 20% among
drug injectors in some sites, HIV infection rates
in the general population were found to be
extremely low—just seven blood samples tested
positive out of nearly 250,000.

Following in the footsteps:
HIV infects lower risk people
in some regions

Some Asian countries are so large that they

contain many simultaneous HIV epidemics
which are developing in different populations
and at different rates.

The preceding section presented data for
Guangxi province in China, for example.
Though nearly one-quarter of drug injectors
were already infected in 1995 (when surveil-
lance began), HIV prevalence did not start to
rise rapidly in other groups until the following
decade.

In other areas, however, the HIV epidemic
is better-established, and there are signs that
it is gaining a foothold among men and women
whose behaviours do not necessarily put them
at high-risk of infection. In Myanmar, for
example, between 38% and 75% of drug
injectors tested positive for HIV infection in
sentinel surveillance every year between 1992
and 2003, while HIV among sex workers rose
significantly from around 5% to above 30% over
the same period. As seen in other epidemics
(in Thailand, for example) the proportion of
male and female STI patients who tested posi-
tive for HIV in sentinel surveillance in Myanmar
also rose, to between 6% and 9% by 2003.  New
military recruits, a population of young men
of an age where high-risk behaviour is com-
mon, are included in surveillance in two cities.
In the northern Myanmar city of Mandalay,
over 3% tested positive for HIV in 2003.  There
are large geographical variations within the
country, but there is every indication that HIV
has become entrenched in lower-risk popula-
tions in at least some parts. In Tachilek, near
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the Thai and Lao borders, between 5% and
10% of pregnant women tested positive for
HIV for most of the decade, while other
northern cities, such as Myitkyina and
Mandalay, saw steady rises in HIV prevalence
at antenatal clinics (to between 3% and 4%).
By 2003, 12 out of 29 sentinel sites for pregnant
women recorded HIV prevalence above 2%, just
over 2% of 1,200 new military recruits were
HIV-positive, and prevalence among almost
5,600 blood donors was 1.2%. Given the
prevention successes in other high-prevalence
countries, such as Cambodia and Thailand,
described below, Myanmar may soon become
the country with the highest national HIV
infection rates in Asia.

In India, the world’s second-most populous
country, the HIV epidemic is just as diverse as
it is in its larger neighbour, China. In some
north-eastern states, such as Manipur, an epi-
demic driven by drug injection has been un-
derway for well over a decade. In people at-
tending drug addiction centres in Imphal and
Churachandpur, for example, HIV prevalence
has fluctuated between 50% and 70% since
1995. Antenatal clinics for pregnant women in
the same cities show HIV prevalence rates ris-
ing from below 1% to over 5%. Some of these
pregnant women may be injecting drug users
themselves but, since the overwhelming ma-
jority of users are men, it is likely that most of
the women are sex partners of male drug users.
The extent to which the virus spreads more
widely will be determined by the sexual

behaviour of these women—if they have mul-
tiple partners, then the conditions for a sexual
epidemic exist. It is worth noting that 20% of
female sex workers in Manipur reported in
behavioural surveillance that they injected
drugs—more than 10 times the average in the
rest of the country.

Other states in India—notably Maharashtra,
Tamil Nadu and Andhra Pradesh—also have
long-established HIV epidemics, although these
are mainly driven by sex, in particular commer-
cial sex, and not by injecting drug use. Surveil-
lance data suggest that prevention efforts in
some of these areas have been less than suc-
cessful. Although safe sex programmes for sex
workers in Mumbai began in the early 1990s,
sentinel surveillance has shown no significant
drop in HIV prevalence among sex workers.
The reasons for such apparent failure (dis-
cussed in detail in Chapter 2) may include in-
appropriate prevention efforts, as well as small,
patchy or short-term interventions that do not
provide services to a large enough proportion
of the population to make a difference. Regard-
less of the reasons, the consequences of such
failure are evident in Figure 3, which shows HIV
infections increasing among client populations
(represented in the graph by male STI patients).

After several years of prevention failure
among those at highest risk, HIV has also
begun to rise rapidly among pregnant women.
Without services to prevent transmission
during pregnancy and birth, this will cause HIV
infection in infants to rise, too.
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efforts have reduced

unprotected commercial
sex in Tamil Nadu, India

(Source: AIDS Prevention and
Control Project 2003)

We should point out that the STI patient
data do not reflect levels of HIV in the entire
male population, or even the whole of the
population of clients of sex workers. Men who
have adopted safer behaviour, such as consis-
tently using condoms in commercial sex, are
less likely to become infected with HIV. In
behavioural surveillance, 77% of clients of sex
workers in Maharashtra said they used
condoms every time they bought sex in the
three months prior to being questioned. Be-
cause condoms prevent STIs as well as HIV,
these men  are less likely than other clients to
become infected with an STI. This means that
they do not show up in the STI clinic popula-
tion, and they do not get tested for HIV dur-
ing routine surveillance. The surveillance data
among STI patients therefore almost certainly
exaggerate HIV levels among clients of sex
workers where condom use is relatively high—
but they do serve as a warning that stronger
and more effective prevention programmes are
needed.

Turning the corner:
Risk behaviour is falling in
some places, and less risk
means less HIV
The 38 million men, women and children that
WHO/UNAIDS estimate are now living with HIV
globally, along with the 2.9 million people who
died of AIDS in 2003, remind us that preven-

tion efforts have been largely unsuccessful. This
is mostly because countries waited until it was
too late to begin effective prevention efforts,
and then did too little. The soaring lines on
the HIV prevalence graphs in so many Asian
countries confirm this. But it is not the only
story the continent has to tell. HIV prevalence
is not a one-way street. It can come down as
well as go up, and some of the best examples
of prevention success are in Asia.

India, for example, has significant successes
to its credit in some areas. The southern state
of Tamil Nadu was one of the earliest to be
affected by the HIV epidemic. The state
government joined with community groups
and other development partners to confront
the problem, running high-profile public cam-
paigns to discourage risky sexual behaviour and
making condoms and STI screening and treat-
ment services readily available for those who
needed them. The result has been a significant
drop in risky sex. Figure 4 shows data from
behavioural surveillance among truck drivers
and their helpers in Tamil Nadu. In 1996, be-
fore the prevention campaigns began, 30% of
these men reported sex with a female sex
worker in the preceding 12 months, and just
over half had used a condom the last time they
bought sex. That means that a total of 14% of
truck drivers reported recent unprotected sex
with a sex worker. By 2002, that had fallen to
just 2%, partly because fewer men were buy-
ing sex and partly because condom use rose
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Significant reductions in unprotected commercial sex have also been
measured in other Asian countries where high-profile HIV prevention
campaigns have focused on increasing condom use and providing
other essential prevention services to who need them most.

Figure 5: Percent of police
reporting recent
unprotected commercial
sex (right scale), and
percent infected with HIV
and other STIs (all left
scale) in Cambodia, 1996-
2002

Lower risk translates
directly into fewer STIs,
and later into lower HIV
levels

(Source: Cambodia National
Center for HIV/AIDS
Dermatology and STDs 2003;
Cambodia National Center for
HIV/AIDS Dermatology and
STDs 2004)

1 This combined indicator
multiplies the proportion of
men who bought sex in the last
year by the proportion of
clients who did not always use
condoms in the past three
months. Because of the
different time reference
periods, this indicator may not
reflect absolute levels of
unprotected sex with perfect
precision, but it is useful for
showing trends over time.

from 55% to over 90% during six years of
prevention programming.

Significant reductions in unprotected com-
mercial sex have also been measured in other
Asian countries where high-profile HIV preven-
tion campaigns have focused on increasing
condom use and providing other essential pre-
vention services to who need them most.

In Nepal, the proportion of transport work-
ers along the main national highway who re-
ported buying sex in the previous year dropped
by 25% between 1998 and 2002. More impor-
tantly, by 2002, those who reported that they
continued to buy sex were more than twice as
likely to use condoms. One in three transport
workers reported having had unprotected com-
mercial sex in the preceding year when surveil-
lance began in 1998. After four years of pre-
vention efforts among these men, just one in
13 of them reported unprotected commercial
sex—a significant drop in a population that had
been reached with a large-scale intervention.

Both Thailand (which has a population  of
64 million, similar to that of Tamil Nadu) and
its much less populous neighbour Cambodia,
have been rewarded for their efforts with sig-
nificant falls in HIV prevalence among clients
of sex workers, greatly reducing the chance
that sex workers themselves, their clients, and
their clients’ wives, other girlfriends and
children would become infected with HIV.

Figure 5 shows data from the national sur-
veillance system in Cambodia, where police-

men, many of whom are frequent clients of
sex workers, have for several years been in-
cluded as a proxy for people with high-risk
behaviour. Just as in Tamil Nadu, widespread
prevention efforts, including vigorous condom
promotion, have led to a fall in the proportion
of men visiting sex workers in the preceding
year, as well as a dramatic rise in condom use
in all commercial sex over the preceding three
months. The combined effect of these two
safer behaviours is shown by the green line in
Figure 5—nearly half of all policemen reported
recent unprotected commercial sex in 1996, but
by 2001 that proportion had fallen to just 5%.1

The safer behaviours are confirmed by a
steep decline in STIs. Syphilis rates among po-
lice in Cambodia halved between 1996 and
2001; by 2001 there were no syphilis infections
at titres of over 1:8, a level which usually indi-
cates recent infection. The fall in gonorrhoea
rates was just as dramatic. While one police-
man in 20 was infected with gonorrhoea in
1996, no positive cases were found five years
later. Only chlamydia rates, which can be sus-
tained in populations with relatively low levels
of sexual risk, showed little change.

HIV prevalence also fell substantially in this
sentinel population, halving from a high of
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(Source: Vonthanak and Parekh
2004)

2 These technologies remain in
the experimental stages; they

have not yet been widely
validated or used in Asia.

6.2% in 1998 to 3.1% in 2001. The STI data
suggest that risk behaviour (and therefore ex-
posure to new HIV infections) in this popula-
tion fell over time, contributing to lower preva-
lence at the end of the period. But it should
be noted that because HIV is incurable, people
may test positive for the virus many years after
they stop engaging in risky behaviour. A sharp
fall in the proportion of people testing posi-
tive for HIV may reflect the fact that many of
those infected have died or are no longer being
included in surveillance samples (they lost their
jobs or were moved to a city not included in
the surveillance system, for example). Similarly,
if sex workers are very mobile or drop out of
the profession after only a few years, preva-
lence rates in sentinel surveillance may appear
to be stable or falling, even though the num-
ber of people infected may be rising.

In order to confirm that the trend towards
safer behaviour has really led to fewer HIV in-
fections, one ideally would measure new in-
fections only. Until recently, this has rarely been
possible. However, new testing technologies
are beginning to allow researchers to estimate
what proportion of infections were recently
acquired, and thus to estimate trends in new
infections (or incidence).2

The trends shown in Figure 6 make for en-
couraging news. Cambodia deserves to be sup-
ported to maintain prevention efforts that are
centred on reducing the risk of HIV transmis-
sion in commercial sex, while expanding its
efforts to include other risk behaviours such as

sex between men and drug injection.

Learning from our neighbours:
Preventing an epidemic in
areas where HIV is still rare

Not every country in Asia has seen the rises in
HIV infection rates described so far. Several coun-
tries still record very low rates of HIV infection,
even in populations whose behaviours greatly
increase the likelihood of exposure to HIV.
Table 1 shows HIV prevalence among various
behavioural groups in countries that maintain
or are setting up active surveillance systems.

Long periods of low HIV prevalence, even in
groups at high risk of exposure, do not mean
there is no cause for concern. Where risky
behaviours exist, HIV will eventually follow.

As the recent histories of Indonesia,
Vietnam and parts of China have taught us,
long years of low HIV prevalence, even in
groups at high risk of exposure, do not mean
there is no cause for concern. Where risky
behaviours exist, HIV will eventually follow.

Given the current situation in some coun-
tries, it is possible that the levels of risk behaviour
are not high enough to build the critical mass
of infections needed to get an HIV epidemic
going. But societies change, and tiny socioeco-
nomic shifts can sometimes trigger large epi-
demic changes. Factors such as an increased
availability of injectible drugs (which, in some
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* Bangladesh: Truck divers,
launch workers, boyfriends of
sex workers. East Timor: Taxi
drivers and soldiers. Laos: Truck
drivers. Philippines: Military
recruits. Sri Lanka: Transport
workers and male military

(Sources: Lao People's
Democratic Republic National
Committee for the Control of
AIDS Bureau 2001; Philippines
Department of Health 2002
and national surveillance
reports; Bangladesh National
AIDS/STD programme 2003;
Pisani and Dili STI survey team
2004a)

Table 1: HIV infection rates in populations at risk in various Asian countries

Female sex
workers/ service
women

Men who have
sex with men

High-risk men*

STI clinic clients

Drug injectors

Bangladesh,
2002

0 – 0.7%

0 - 0.2%

0

0

0 - 4%

East Timor,
2003

3%

0.9%

0

-

-

Mongolia,
2003

0

-

0

0

-

PDR Lao,
2001

0 – 1.1%

-

0

-

-

Pakistan,
2003

0

0

Philippines,
2003

<1%

0

0

0

Sri Lanka,
2003

0-0.2%

0

0 – 1%

-

places, has accompanied the end of autocratic
rule), a sudden influx of migrant workers, peace-
keepers or other people returning from high-
prevalence areas, or economic growth that in-
creases consumerism and disposable income
and increases the numbers of willing buyers and
sellers of sex—all these developments can alter
the dynamics of an HIV epidemic.

As shown in Chapter 7, some of the low-
prevalence countries in Table 1 are taking
advantage of the opportunities they still have
to prevent major HIV epidemics, by providing
services that reduce risk behaviours before
the virus acquires a foothold. Other countries
should follow their example while the oppor-
tunity still exists.

The other epidemic: indications
of widespread infections
throughout New Guinea

In epidemiological terms, the island of New
Guinea, which contains the nation of Papua
New Guinea and Indonesia’s two eastern-most
provinces, stands apart from other areas
covered in this report. Because surveillance of
HIV infection and the behaviours that spread it
is still in its infancy in New Guinea, understand-
ing of the island’s epidemic is poor. However,
there is every indication that the island is fac-
ing an epidemic which resembles those seen in
parts of sub-Saharan Africa.

Sentinel surveillance in New Guinea has
shown considerable variation across the moun-
tainous island, many parts of which are inac-
cessible. Overall, the picture is very troubling.
In several parts of Indonesian Papua, HIV preva-
lence among groups at high risk is far greater

than anywhere else in Indonesia. Among sex
workers in Sorong, for example, HIV prevalence
had risen to 17% by 2003, over five times the
national average. Trends in the general popu-
lation are particularly worrisome. In Indonesia’s
westernmost province of Papua, a recent sero-
survey among adults in five villages found that
close to 1% were HIV-positive. This is over 10
times the estimated national prevalence for
Indonesia. HIV was also more common among
blood donors in Papua than among blood do-
nors in other parts of Indonesia. Pregnant
women, who are generally taken to represent
the sexually active population at relatively low
risk for HIV infection, are more likely to test
HIV-positive in Papua New Guinea than in most
Asian countries—in late 2003, 1.4% of pregnant
women at antenatal clinics in the capital Port
Moresby were HIV-positive, while in Lae, in the
central highlands, 2.5% of pregnant women
were HIV infected.

There are some biological reasons why HIV
may spread more quickly in New Guinea than
in neighbouring areas. It is by now well
established that male circumcision protects
against HIV infection, most likely by removing
cells in the foreskin which provide an easy
conduit for the virus into a man’s body. For
areas where data are available, it appears that
most men in New Guinea are not circumcised,
while in neighbouring countries such as
Indonesia male circumcision is the norm. But a
bigger part of the explanation for the differ-
ence in the developing epidemics probably lies
in differences in sexual behaviour. Behavioural
surveillance is not well-developed in any part
of New Guinea. However, recent household
surveys of young men and women in Jayapura
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It is worrying that 29% of sexually active young Papuan women
reported having sex with a man 10 or more years older. Because

older men are more likely to be infected with HIV, such age mixing is
an important conduit for HIV from older to younger generations.

and Merauke, on the Indonesian side of the
border, offer some clues about the spread of
HIV. While young people in Papua report far
less drug use than those in other parts of Indo-
nesia, they report far more sexual activity. This
is true of both young women and young men.
In a recent household survey, unmarried
women aged 15-24 in Papua were almost 10
times more likely to report having had sex com-
pared with women elsewhere in Indonesia, and
young men were five times more likely to re-
port being sexually active. (Indonesia Central
Bureau of Statistics and MACRO International
2004; Indonesia Ministry of Health and Central
Bureau of Statistics 2004)

A similar survey, undertaken by the same
institution, used the same sampling methods
but conducted the interviews outside the
household and away from parents. It found
that young people in Papua were even more
likely to report being sexually active. The survey
was able to distinguish between the behaviours
of ethnic Papuans and those whose families
were originally from other parts of Indonesia
(such migrants make up one-third of the popu-
lation of the region, according to census data).
Some 45% of unmarried Papuan men aged 15-
24 and 41% of Papuan women reported being
sexually active. Non-Papuan men reported
similar rates of sexual activity, at 37%. But the
difference among women was significant—just
one-quarter of the non-Papuan women in the
Papua survey reported ever having had sex.
The contrast with reported behaviour in the rest
of Indonesia was striking for both sexes: just
5% of unmarried men and 0.9% of unmarried
women questioned in households elsewhere
in Indonesia reported ever having had sex.
(sources as above).

 Even more worrying is the fact that 29%
of sexually active young Papuan women
reported having sex with an older man (10 or
more years their senior). Because older men
are more likely to be infected with HIV, this
sort of age mixing is an important conduit for
the virus from older to younger generations.

likely to report casual sex partners in Papua
than elsewhere in Indonesia. This despite the
fact that the surveyed Papuan populations of
port workers and motorbike taxi drivers were
far less mobile than the truck drivers and sea-
farers surveyed in other provinces.

These data are far from conclusive, but they
suggest that patterns of sexual networking in
New Guinea may be more active and diffuse
in the general population than in most of the
Asian countries included in this report. In much
of Asia, extramarital sex is more likely to be
commercial. This puts the regular partners of
female sex workers and their clients at risk of
HIV infection, but it limit the pathways through
which the virus can spread more widely in the
population of men and women who have no
contact with sex workers or their clients. Im-
proved surveillance is needed to confirm the
indications that women and men in New
Guinea are more likely to have multiple non-
commercial partners than is common in Asia.
If this is indeed the case, the risk of an epi-
demic similar to those seen in parts of sub-
Saharan Africa cannot be ruled out in the Pa-
cific region. Existing data, though limited, are
enough to demonstrate that urgent action is
needed to improve HIV prevention and care
services throughout the population in New
Guinea.

Attention should also be paid to other Pa-
cific islands, where data is extremely limited.
HIV infection levels are apparently still very low
in other islands in Oceania, but sexually trans-
mitted infections are high. In Vanuatu, chlamy-
dial infection and trichomoniasis are chronically
high among pregnant women (28% and 22%
respectively, according to the most recent
studies). Some 6% of pregnant women are
infected with gonorrhoea, and 13% with
syphilis. About 40% of the women had more
than one sexually-transmitted infection in
the most recent study. Similarly, in Samoa,
chlamydial infection and trichomoniasis are
extremely common among pregnant women,
at 31% and 21% respectively. Overall, 43% of
pregnant women had at least one STI. These
rates of STI infections among pregnant women
approach those recorded among sex workers
in Asia (see page 39). They indicate the poten-
tial for a widely diffuse HIV epidemic in the small
populations of Oceania, and should be a cause
for grave concern in the countries concerned.

Adult men in the groups included in
behavioural surveillance were also far more



29

AIDS in Asia: The MAP Report Chapter 1

Peering into the shadows—2nd generation surveillance in Asia

HIV infects in silence, takes years to reveal its presence and then, in the absence of treat-
ment, it kills relatively quickly. In low-prevalence countries (which includes most of Asia),
HIV is still largely hidden. The epidemic claims lives, but the stigma so often associated with
HIV keeps the real cause of death secret. The only way to pierce this cloak of invisibility—
and to understand how HIV is spreading and where it might move next—is by using surveil-
lance systems to detect HIV and the pathways along which it spreads. In the low-prevalence
countries of Asia, this requires both epidemiological and behavioural surveillance to locate
where HIV currently lurks and to anticipate where it will be a few years from now.

To their credit, most Asian countries have now established 2nd generation surveillance
systems that incorporate both epidemiological and behavioural surveillance components.
These systems are collecting vital information about the epidemic, and have provided the
foundations for this report. In general, the HIV surveillance systems in the region compare
well with those in other parts of the world, but there is some room for improvement.
(Walker, Garcia-Calleja et al 2001)

Surveillance systems wanted!
Not all Asian countries currently have surveillance systems. At present Japan, Malaysia and
Taiwan depend largely on case reports and ad hoc studies, rather than explicit sentinel
surveillance in at-risk populations. Case reports tell us more about who gests tested for HIV
than about how HIV is distributed throughout the population. In Malaysia, case reports are
heavily biased toward those with injecting risk because of the extensive testing of detained
IDUs. Given the significant rates of HIV detected among Malaysian sex workers the last
time surveillance was conducted, in 1996 (6.3% in Kuala Lumpur and 10.2% in Selangor), it
is far from clear that case reporting provides a clear picture of the current state of the
Malaysian epidemic.

It’s so big! Limitations in geographic coverage.
In a number of countries, especially the larger countries of the region, geographic coverage
of the surveillance system is currently inadequate. For example, India, a country of one
billion people, has 384 national surveillance sites. But only two of the sites focus on sex
workers, whose jobs put them at high risk for  contracting HIV and passing it on to clients.
Neighbouring Myanmar also has only two sex worker surveillance sites. Given the key role
played by commercial sex in Asian epidemics, more such sites are needed in both countries.
China has only 158 national surveillance sites across all at-risk populations. Local and provin-
cial governments in China, India and Indonesia conduct surveillance in additional sites, but
the data are often not reported up to central level, which limits the utility of the locally
collected data for assessing the national situation. Improved linkages between local and
national surveillance staff need to be fostered.

Out of sight, out of mind. No easy access means no data. And no data means
“no problem”!
In many places, access to important at-risk populations remains a problem. Nowhere is this
more apparent than with men who have sex with men. Only a handful of surveillance
systems in the region include MSM—Bangladesh, India, Indonesia and the Philippines. But
recent ad hoc surveys around the region have been finding extremely high levels of HIV
infection: 16.1% in men attending gay saunas in Taiwan, 14.4% at a cruising area in Cambodia,
17% in a community sample in Thailand, and 2.5% to 22% in samples of different popula-
tions engaging in male-male sex in Indonesia. (Chen, Chung et al 2001a; Girault, Saidel et al
2004; van Griensven, Thanprasertsuk et al 2004; Pisani, Girault et al 2004b) In many places
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similar problems exist in reaching female sex workers or injecting drug users for surveil-
lance. And if access for surveillance is not possible, it’s usually also the case that access for
prevention is extremely limited.

So many men, so little data!
Men play a key role in the epidemic—men who buy sex from women or from other men are
by far the largest at-risk population around the region. We have an increasing amount of
behavioural data on men in occupations where clients of sex workers are thought to be
concentrated, but very few biological data on these men. And there is even less data of
any type on males in general. In many countries, no large-scale surveys have measured the
percentages of adult men visiting sex workers. Sometimes the resistance to collecting these
essential data stems from the notion that “it is inappropriate to ask those kinds of ques-
tions here”. But the reality remains that commercial sex is an integral part of sexual cul-
tures around Asia. Biological data is not available, either. While HIV prevalence among
pregnant women is often available as a proxy for HIV prevalence in general population
females, no equivalent source of information is available for males, except where the sex
of blood donors is known and positive samples are retested rather than immediately dis-
carded. Blood donor data may also be misleading because some countries turn away po-
tential donors if they report any risky behaviour. Most often, male HIV surveillance popu-
lations are chosen for higher risk, making them impossible to generalise to the larger male
population. Overall, it is important to maintain the focus of Asian surveillance systems on
those most at risk . It would, however, be useful to have a minimal amount of information
related to “low-risk” male groups in settings where HIV prevalence is already high among
those with known risk behaviours.

The centre cannot hold: maintaining consistency in a decentralised world.
In several countries, surveillance systems are being decentralised. In the Philippines, this is
leading to difficulties in sustaining surveillance because decisions on funding HIV surveil-
lance are being made at the local level, where the usefulness of the data is less apparent.
In Indonesia, insufficient training and guidance is being given to the provinces as they take
over responsibility for surveillance from the national system. And in several countries seri-
ous problems exist with the implementation of surveillance protocols at the provincial
level—for example, recruitment of prisoners when sufficient IDUs could not be found to
“make quota”. These kinds of issues might affect the comparability of data from round to
round, an essential requirement for useful surveillance. National programmes need to take
a stronger role in defining implementable protocols and ensuring that surveillance done at
the local level is of adequate quality.

Don’t confuse me with the facts, I know it’s working! All too often, surveillance data is
not being linked to programmes. In many countries and regions of Asia, condom use by at-
risk individuals has stayed very low for an extended period, as the surveillance data re-
ported elsewhere in this paper show. This suggests that the programmes currently in the
field have insufficient coverage or intensity to make an impact, or they are simply not
working. In either case, there should be systems in place that encourage programme man-
agers to make full use of the data, and data managers to present information in ways that
will inspire action at the programme level. Surveillance that does not lead to effective
action is not working.
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Chapter highlights

• Commercial sex remains the most common risk behaviour in Asia.

o Countries with high levels of condom use in commercial sex have
typically been those that openly and actively promote condom use
among men as a means of reducing the risk of HIV and STIs.

o There is evidence that active HIV prevention campaigns aimed largely
at men have changed social norms in some countries, cutting the
proportion of men who visit brothels or red-light areas.

o Curable sexually transmitted infections (STIs), which increase HIV
transmission, are very common among sex workers and their clients
in most Asian countries. Quality screening and treatment services
for those most in need of them are rare.

• Needle-sharing between infected and uninfected people is one of the most
efficient ways of spreading HIV. It is no surprise, then, that HIV infection is
higher among drug injectors than in any other group.

o Even where the numbers of people injecting drugs are relatively
small, their contribution to the overall HIV epidemic in a country
can be considerable.

o In high-prevalence settings, drug injectors have to adopt very high
levels of safe injecting practices right from the start if they are to
avoid infection.

o There is evidence from several Asian countries that promoting easy,
safe and consistent access to sterile injecting equipment for a high
proportion of all injectors cuts needle sharing and the risk of HIV
infection.

o Helping people to stop injecting drugs is a long-term commitment.
The “ideal outcome” will not be reached immediately, so it is impor-
tant to use other strategies that can reduce the likelihood that a
person will have been infected with HIV by the time he or she stops
injecting drugs.

• After years of programming neglect, HIV has reached high levels among
transgender sex workers and men who have sex with other men in some
Asian countries.

o Appropriate sexual health services for men who have sex with men
should be an important component of HIV prevention services for
men in the Asian region, but they are currently badly overlooked.

o When sex workers are discussed in Asia, people usually think of
women who sell sex to men. But Asian men also buy sex from male
and from transgender sex workers.

Chapter 2
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Figure 7: Knowledge and
behaviours related to HIV

and condoms among
female sex workers in Dili,

East Timor, 2003

After 20 years, even the
basics are still missing in

some places

(Source: Pisani and Dili STI
survey team 2004a)

Paying for it: commercial sex
between men and women
remains the most common
risk factor for HIV infection in
Asia
Commercial sex between men and women is
without doubt one of the major drivers of the
HIV epidemic in many countries of Asia—simply
because a larger proportion of the population
buys or sells sex than engages in the other
behaviours that carry an elevated risk of HIV
infection (drug injection and anal sex with
multiple partners).

As discussed in Chapter 1, some countries
have recorded low HIV prevalence among sex
workers for over a decade, while others are
only now witnessing a sharp rise in infection
rates. A third group of countries appears to
have steadied at very high levels of prevalence,
while in a fourth, earlier sharp rises in HIV
prevalence among sex workers and their
clients are now being reversed. The reason for
these differences will be explored in detail in
Chapter 6. Here, we concentrate on describ-
ing some of the behavioural contexts that
account for the differences.

The knowledge battle: it’s not over yet

Female sex workers have probably been
exposed to more HIV prevention efforts than
any other population in Asia. One might there-
fore assume that the basic building blocks of
effective prevention—knowledge of how HIV
can be prevented, together with the means
and ability to action that knowledge—would
be present almost everywhere. This is not the
case:- an indictment of our collective preven-
tion efforts.

Overall in India, 85% of brothel-based sex
workers in 2001 knew that condoms prevent
HIV. But over one-quarter of non-brothel-based
sex workers did not know this and, in some
states, such as Haryana, fewer than half of all
sex workers were equipped with this basic fact.

Commercial sex between men and women is without doubt one
of the major drivers of the HIV epidemic in many countries of Asia

People who buy or sell sex are undoubtedly
more likely to be exposed to HIV and other
sexual infections than those who do not. In a
study of truck drivers attending an STI clinic in
southern India, for example, HIV prevalence
was 3% among those who had not had com-
mercial sex, while among those who reported
a history of sex with sex workers, prevalence
was over seven times higher at 22%.
(Manjunath, Thappa et al 2002) In China, men
who reported recent unprotected sex with a
sex worker were over eight times more likely
to be infected with chlamydia than those who
did not.



33

AIDS in Asia: The MAP Report Chapter 2

0 10 20 30 40 50 60 70 80 90 100

2003

2002

2001

2000

1999

1998

1997

1996

1995

Frequency of condom use with clients reported by sex workers (%)

Always use Sometimes use Never use

Figure 8: Frequency of
condom use with recent
clients reported by female
sex workers in Guangxi,
China, 1995-2003

Making progress: More sex
workers use condoms
more of the time in China

(Source: China Center for
Disease Control)

Just as worrying, high proportions of Indian
sex workers thought they could tell someone
had HIV just by looking—nationally, 42% believed
they could visually screen clients to choose the
safe ones. In Yunnan, China, only one-third of
sex workers knew that they could not tell
someone’s HIV status from his or her physical
appearance.

Survey data are not designed to explore
people’s deeper understandings of HIV trans-
mission or prevention, but inconsistent answers
on survey questions are usually a good indica-
tion of imperfect understanding. In behavioural
surveillance in China’s Sichuan province, for
example, 94% of sex workers knew that sex
with a condom is safer than sex without, yet
under two-thirds believed that condoms offer
good protection from HIV, and the picture was
very similar among high-risk men.

In a few places where virtually no HIV pre-
vention services have been made available,
even to those at high risk, basic knowledge is
dismal. East Timor is an example. Looking at
Figure 7, it is hard to know whether to be more
upset because nearly six out of 10 sex workers
have never heard of AIDS, or because four out
of 10 do not even recognize a condom when
shown one. But given these basic statistics, it is
no surprise to find that zero out of 10 always
use condoms with their clients.

Nor is it heartening to discover that the sex
workers’ clients confirmed this information.

Only two out of 210 surveyed clients said
they always used condoms when buying sex.
East Timor is the world’s newest independent
nation, recovering from a brutal conflict with
Indonesia and facing massive challenges in all
areas of development. It is perhaps understand-
able, then, that it has not prioritised politically-
sensitive efforts to make commercial sex safer.

Other countries have fewer excuses for low
rates of condom use. In a study of sex workers
in the Iranian city of Kermanshah, 92% of sex
workers knew about condoms, but only
50% had ever used one. (Iran National AIDS
Program. Ministry of Health 2004) In the
Indonesian capital Jakarta, condom use in
commercial sex barely budged over the seven
years it was measured from 1996 to 2002. One
in two sex workers in massage parlours and
discotheques reported using a condom at last
sex in 2002, it is true, but fewer than one in
five used them consistently. And among sex
workers in brothel areas (a group that ought
to be much easier to reach with interventions),
rates of condom use with all clients in the
previous week stayed stubbornly at just 4%.
This situation was the mirror image of that
found in the Philippines in 2003. In Angeles
City, over one-half of registered sex workers
said they used condoms with all clients last
week, but just 6% of “guest relations officers”
(hostesses in karaoke bars and night clubs)
consistently used condoms. Questions directed
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at clients reveal gaps, too. In studies among
Pakistan truck drivers, one in three had never
heard of condoms, and 19 out of 20 who
bought sex from women did not use condoms.
(Agha  2002; Greenstar Social Marketing 2002)

Happily, these extremely low levels of con-
dom use in commercial sex are no longer the
norm in Asia. From China to Vietnam, from
Nepal to Laos, condom use in commercial sex
has risen to very high levels in recent years.

Figure 8 shows changes in condom use
reported by sex workers in Guangxi, China, in
1995-2003. Consistent condom use with all
clients is still very far from the norm, but in
2003, for the first time, the number of sex
workers who reported always using condoms
outstripped the number who said they never
used them. The data shown here are mirrored
by data from other parts of China. In Sichuan,
81% of sex workers in surveillance reported
using a condom with their last client in 2002,
although only around half that proportion
used condoms with all their clients over the
last month. Typically, men reported lower rates
of condom use than sex workers did, with 58%
of truck drivers in Sichuan saying they used a
condom the last time they bought sex, and one-
third reporting that they used condoms with
all sex workers.

These disparities raise a question that tends
to accompany high rates of reported condom

use: how do we know that people are telling
the truth? One way of finding out is to com-
pare people’s reports with biological markers
of risk. And in some areas, the figures just do
not add up. Close to three-quarters of sex work-
ers in the Indian state of Maharashtra reported
always using condoms with their clients, and
yet biological surveillance shows HIV sticking
firmly above 50% in this population. This is not
impossible, but it does suggest that condom
use may be over-reported in this population.
In other areas, biological data tend to confirm
self-reported risk. In a study among truck driv-
ers in southern India, for example, none of
those who reported that they always used
condoms in commercial sex were infected with
HIV, compared with 18% of those who used
condoms occasionally and 90% of the small
number who said they never used condoms.
(Manjunath, Thappa et al 2002) These kinds
of associations are only possible in special
studies, since HIV surveillance in Asia is normally
anonymous and is not linked to behavioural
surveillance.

One area that has reported steep rises in
condom use is the Indian state of Tamil Nadu.
There, the state has added “mystery client”
surveys to their surveillance methods in order
to help verify sex workers’ reports of high con-
dom use. In 2002, some 88% of sex workers
reported that they used a condom with their
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last client. Surveillance workers posing as clients
negotiated buying sex from sex workers, and
found that close to 80% of sex workers insisted
on condom use during negotiations and just
22% did not. When the clients insisted on sex
without a condom, 13% of the sex workers
turned them away, while 68% continued to
negotiate, demanding condom use. Just one
in five eventually gave in to sex without a
condom. While it is probable that people who
are bombarded with messages urging condom
use will somewhat overstate that use, these
high levels of verified negotiations confirm that
condom use has indeed become a new norm
in this population.

Winners and losers: what explains the
differences in condom use?

It is clear that condom use in commercial sex
varies widely across Asia, and it cannot be taken
for granted that all countries will follow the
same course.

Figure 9 summarises trends in condom use
reported by sex workers over time for those
countries that have collected these data over
several years. What explains such differing
trends in condom use?

In a few places, sex workers and clients say
they do not use condoms because they are
simply not available (East Timor and the

Philippines) or affordable (Iran). Obviously,
people cannot use condoms if they can not get
hold of them when they need them. A number
of countries have done very well at increasing
access to condoms, but access is still highly
uneven. In India, for example, 40% of street-
based sex workers who did not use condoms
said it was because condoms were not avail-
able, compared with 9% of sex workers in
brothels. In Indonesia, where surveillance staff
independently verified the availability of
condoms at the place where they interviewed
sex workers and clients, there was a clear rela-
tionship between the easy availability of
condoms and the likelihood that they would
be used, as Figure 10 shows. This was true both
for direct sex workers (women in brothels and
on the streets who sell sex directly to clients)
and for indirect sex workers (women who have
other jobs, such as giving massages or
bartending, but who may also sell sex to clients).

Of course, Figure 10 begs other questions.
What about the 40% of sex workers who did
not use condoms that were easily available?
Why did they not use them? The answers are
predictable, and indeed are echoed all around
the region. Yet their implications for HIV pre-
vention programmes are often ignored.

The majority of the women who did not use
condoms with their last client in places where
condoms were easily available said it was
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The majority of the women who do not use condoms with their last
client in places where condoms are easily available say it is because

their clients refuse to use them.

Figure 11: Percent using
condoms with all clients,

and new STIs per 100
person years of exposure

among sex workers in
Guangzhou, China, 1998-
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because their clients refused to use them. In
Sichuan, China, 62% of sex workers and 71% of
their clients gave that reason. The rate was even
higher in India’s brothels (87%). In Hong Kong,
nine out of 10 sex workers who did not use
condoms said it was because their clients re-
fused to do so.

do not work well where the turnover among
sex workers is very high, because many women
would have moved on before receiving the full
benefit of the services.

HIV prevention programmes have gone a
long way to increasing sex workers’ abilities to
negotiate condom use in many settings. But
the realities of anatomy dictate that the ulti-
mate decision-makers about condom use are
usually the men that must wear them. Coun-
tries that have focused most of their preven-
tion efforts strictly on female sex workers
(rather than including clients and the broader
context in which sex takes place) are among
the least successful in reducing unprotected
commercial sex (see Figure 9).

Countries and regions that have taken a
wider approach (including designing incentives
for brothel-owners to protect the health of
their staff and to encourage clients to use
condoms) are among those that have done
better. Thailand, Cambodia and the Indian
state of West Bengal are examples. And yet,
most other countries have been slow to repli-
cate similar structural interventions, which
require sensitive negotiations between public
health and law enforcement authorities.
Governments often prefer to pass the buck
for HIV prevention in commercial sex settings
to NGOs whose comparative advantage lies
in small, community-level outreach efforts.
One study of brothel managers and other
“gatekeepers” in two provinces in China, for

Increasing use of condoms does have a
measurable impact on STIs in sex work popu-
lations that are relatively stable. Figure 11
shows data from a relatively rare study in which
the same sex workers were seen every two
months over an eight-month period. Even in
this relatively short time, the prevention ser-
vices provided helped women to increase con-
sistent condom use dramatically, and the fall
in new infections with curable STIs was very
steep.

It should be noted that this study measured
changes in the behaviour of those who returned
for repeat visits (84% of nearly 1,000 women
came back for the first visit but just over half
returned for the second visit). Herein lies the
challenge for prevention programmes. Services
that rely on intensive, repeated contact with
the same individuals will probably make a dif-
ference for those individuals. But such services
are usually very resource-intensive, and they
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Commercial sex is an industry, reputed to be one of the oldest in the world, and in some
areas very lucrative. Recent estimates in Indonesia indicate the size of the industry. By
combining the estimated number of direct and indirect sex workers with surveillance data
on client turnover and price at last sex, public health authorities have estimated that sex
workers in the capital city Jakarta alone generate 850 billion rupiah a year (about US$ 100
million). That tallies just the cost of sex, and does not include income generated in the large
entertainment and accommodation industries that support the sex industry. It is roughly
850 times the size of the city’s HIV prevention budget.

It is often assumed that all sex workers join the industry under duress, because they lack
other employment opportunities. This is doubtless the case in many areas, and is especially
likely to be true for very young women from rural areas. But the data suggest that many
women in the booming economies of East and South-East Asia choose sex work because it
can pay comparatively well.

In qualitative research accompanying behavioural surveillance among sex workers in
China, for example, researchers reported that young and ill-educated women from rural
areas took up sex work because they could not find another job. However, many others
were said to have chosen the profession because they “wanted a luxurious life but were
unwilling to work hard at low-paying jobs” In general, women can earn more selling sex
than in many other un- or semi-skilled jobs. In Vietnam, for example, sex workers reported
earning up to seven times the average income of the general population in the areas where
they worked. (Elmer 2001) In Nepal, sex workers reported a weekly income of around
2,200 rupees (US$ 30). This amounted to an annualised income of over US$ 1,500 — more
than six times the average annual income nationwide. In Banteay Meanchay province in
Cambodia, direct sex workers earned US$ 122 a month on average, compared with a na-
tional per capita income of just US$ 25 a month. (Neal, Sopheab et al 2004; World Bank
Group 2004) In other words, many people sell sex for the same reasons as people perform
other forms of work—to earn a living. This has implications for HIV prevention programmes.
For example, because men will pay more for sex without a condom, women who want to
maximise their income might find it especially difficult to negotiate condom use. In India,
one-quarter of street-based sex workers said that if a client refused to use a condom they
simply charged more money and went ahead with sex. Sex workers in Yunnan province,
China, have reported that they earn on average RMB 247 (about US$ 30) for sex without a
condom, compared with RMB 145 (US$ 18) if they insist on condom use. Indirect sex work-
ers in Indonesia who did not use condoms charged around 20% more on average than
those who did use condoms.

example, showed that few establishments had
policies on condom use and even fewer kept
condoms on the premises, for fear of arrest.
Only 12% of sex workers in those provinces said
their establishment had a condom policy.

Structural interventions often require
changes to laws or regulations, but even indi-
vidual-level responses rely on a supportive
policy and legislative environment. In some
countries in Asia, including Indonesia and
Myanmar, police still arrest women for being
in possession of a condom, which they regard
as proof of prostitution. The more supportive
the environment is for safe behaviour, the less

likely it is that people will be pushed toward
behaviours that carry the risk of contracting
or passing on a fatal disease.

Target markets: are prevention
programmes reaching clients of sex
workers?

If HIV prevention programmes that aim to re-
duce risk in commercial sex are to become more
effective, they need to do a better job of reach-
ing clients, who are major decision-makers in
commercial sex. But our understanding of who
buys sex is still sketchy in many countries.

Money talks  - the business of sex
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Reports, such as this one, often present
graphs showing that very high proportions of
men buy sex and have non-marital partners—
rates of between 40% and 70% are not un-
common. But bear in mind that these groups
of men are usually chosen for behavioural sur
veillance precisely because they are more likely
than other men to report high-risk behaviour.
Usually, they have jobs that provide them with
disposable cash and cause them to spend
nights away from home in social environments
where it is acceptable to frequent bars and red-
light districts. Truck drivers, sailors, soldiers and
migrant workers are often included in the sur-
veillance that shapes our ideas of sexual norms
in Asia. These groups are sometimes referred
to by HIV prevention workers as “mobile men
with money”.

The few surveys available among men
sampled in households or other general popu-
lation surveys make one thing clear: surveil-
lance groups do not represent all men. Indeed,
buying sex from sex workers is very far from
being a behavioural norm among men in Asia.
In a survey of over 1,200 men in health facili-
ties in the Philippines, just 6% of adult men
said they had bought sex in the past six months
(Wi, Saniel et al 2002), while in Myanmar 7%
of over 3,500 men said they had paid for sex
in the preceding year. In Hong Kong, 11% of
men in households reported buying sex, while
in central Thailand the proportion reached
16%. Data from a number of countries suggest

that younger men are more likely to buy sex
than older men in most settings, in large part
because men are less likely to buy sex after they
get married.

Figure 12 makes it very clear that the men
included as “high-risk” groups in surveillance
systems are more likely to buy sex than men in
the general population. Can we then conclude
that the majority of clients of sex workers fall
into these groups? It appears not. In India, exit
interviews with clients established that nearly
one-third were transport workers, but over
one-quarter also worked as businessmen or in
the service industry. In a study of close to 500
men in the Vietnamese capital Hanoi, business-
men were nearly twice as likely to buy sex, com-
pared with factory workers. More educated
men were more than twice as likely to buy sex
than high school dropouts, perhaps because a
better education led to jobs with more dispos-
able income. But education led to more con-
dom use, too—84% of high school graduates
reported using condoms the last time they
bought sex, compared to 63% of school drop-
outs. (Bianc, Thang et al 2004)

One way to get a better idea of who clients
are is to ask sex workers. In southern Vietnam,
sex workers reported that at least 37% of their
clients were businessmen or white-collar work-
ers, while over half in five northern provinces
were said to be government officials. Women
selling sex in Indonesia, Laos and Pakistan also
said that civil servants and businessmen were
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among their most frequent clients. (Lao
People's Democratic Republic National
Committee for the Control of AIDS Bureau
2001; Pakistan National AIDS Control Program
2002; Indonesia Ministry of Health and Aksi
Stop AIDS/Family Health International 2004)

These groups are very rarely included in
surveillance systems. The likely consequence is
that surveillance systems are failing to capture
the clients of “higher-class” sex workers, who
may be more likely to use condoms (as in the
Vietnamese example cited above) but who are
also more likely to be older and married. This
might help explain the disparities between sex
worker reports of condom use and client
reports. If analysis of surveillance data in
Indonesia is restricted just to “lower-class”
direct sex workers, there is a very close match
with client data in terms of reported frequency
of condom use, as well as prices of transactions.

Passing it on: clients of sex workers are
family men, or will be

Even with an incomplete client profile, we can
learn something about the wider networks of
risk. In most countries for which data are avail-
able, single men are more likely to report going
to sex workers than married men. But because
more adult men are married than unmarried,
the overall proportion of men buying sex who
are married is high. In India, when clients of
sex workers were surveyed directly, over half
of them said they were married, and, in some
northern states (such as Punjab, and Jammu
and Kashmir), seven out of 10 clients had wives.

In most countries for which data is available,
single men are more likely to report going to
sex workers than married men. But because
more adult men are married than unmarried,
the overall proportion of men buying sex who
are married is high.

Men who have unprotected sex with sex
workers are at risk not just of contracting
HIV and STIs, but of passing them on to their
wives and girlfriends. In a study in the southern
Chinese city of Guangzhou, some 72% of
women with STIs said they had only had sex
with their husband or regular partner in the
previous six months—a clear sign that they were
put at risk by their partners’ behaviour rather

than their own.
Of course, it is not just clients who have

regular partners. Sex workers do, too. And,
partly to distinguish their private from their
professional lives, sex workers are usually less
likely to use condoms with their regular part-
ners than with their clients, even if they know
those partners are having sex with other
people. In China, over 60% of sex workers have
non-paying partners, and they are half as likely
to use condoms with them as with clients.

Men, as well as women, distinguish partner
types and thus condom use on the basis of
emotional ties rather than an assessment of the
risk that they might be exposed to. Half of the
men in 13 provinces in Indonesia who reported
having a “girlfriend” said they paid their girl-
friend cash for sex. In Vietnam, most sexually-
active migrant workers in seven cities reported
sex with “lovers”, and, although consistent con-
dom use with sex workers was between 55%
and 75% in most sites, condom use with
“lovers” was below 10% in all but one city.

Fanning the flames: the
forgotten epidemic of STIs

HIV is just one of a number of sexually trans-
mitted infections that can cause people pain
or discomfort, undermine their health, and rob
them of their chance to have children. Most of
these infections are transmitted more easily
than HIV; many are curable. These facts alone
are reason enough to pay attention to pre-
venting and treating other STIs. But there is
the additional fact that all other STIs live in
symbiosis with HIV. Infection with one of the
“classic” STIs—such as syphilis, gonorrhoea,
chlamydia, trichomoniasis and herpes—
increases the chance that HIV will be trans-
mitted during unprotected sex between an
infected and an uninfected partner. So pre-
venting and curing other STIs also reduces the
risk of HIV transmission. This is especially true
for populations who are most likely to have a
high turnover of sex partners, such as male,
transvestite and female sex workers, as well as
the men who regularly buy sex from them.

A rapid rise in STI levels is a signal that un-
protected sex with multiple partners may be
increasing in a population; STIs provide an early
warning of HIV spread, which follows more
easily once lesions caused by STIs have opened
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China illustrates the fact that where STIs go, HIV can easily
follow.

a pathway into the body. Surveillance systems
for STIs tend to be poor compared with HIV
surveillance, but high levels or rapid rises in
reported STIs in a number of countries are a
cause for alarm. In China, fewer than 25,000
STI cases were reported in 1986. By 2000, that
number had rocketed to 860,000. Some of the
rise may be due to a greater willingness to seek
treatment and better reporting, but these fac-
tors cannot entirely account for a 36-fold in-
crease. China also illustrates the fact that where
STIs go, HIV can easily follow. Among STI pa-
tients, HIV prevalence increased 55-fold over a
five-year period, reaching 1.1% by 2000. Iran,
another country in transition, has also seen a
significant rise in reported STIs over a five-year
period to 2003. Reported cases of urethral dis-
charge rose nearly five-fold to close to 13,000,
while the number of genital ulcer disease cases
leapt more than six-fold to top 51,000.

syphilis and herpes) increase the likelihood of
HIV transmission more than non-ulcerative STIs
because they create an easy passage for HIV in
and out of the body. A survey among STI pa-
tients in the Indian capital Delhi has illustrated
this:  4.5% of clients with ulcerative STIs were
infected with HIV, compared with 1.7% in non-
ulcerative STIs (Kar, Jain et al 2001).

A separate study in India has stressed the
importance of genital herpes as a co-factor for
HIV transmission. Infection with sexually trans-
mitted genital herpes (known by the acronym
HSV2, for Herpes Simplex Virus Type 2) in-
creased the likelihood of acquiring HIV two-
fold. If the HSV2 infection was newly-acquired,
the effect was greater. People with recent
HSV2 infection were six times more likely to
become infected with HIV than people with-
out HSV2. Some 37% of male clients at the STI
clinics where the study was conducted were
infected with HSV2, while among sex workers
at the clinics, an astonishing 89% tested posi-
tive for HSV2. (Reynolds, Risbud et al 2003)
HSV2, which is incurable, is transmitted rather
easily, and can thus reach high levels even in
populations with relatively low partner turn-
over. In Dili, East Timor, where other STIs are
relatively rare, 29% of taxi drivers and men who
have sex with men were infected with HSV2,
while among female sex workers the rate was
60%, according to a 2003 survey. (Pisani and
Dili STI survey team 2004a)

A problem with a solution

Many of the challenges in preventing HIV and
providing improved care for people who have
been infected seem intractable. Improved
screening and treatment of STIs in populations
at high risk is, in comparison with many other
necessary interventions, technically relatively
easy to achieve. And it is an intervention that
also brings benefits in its own right, indepen-
dent of its effect on HIV transmission. Many of
the people most affected are acutely aware of
this. In behavioural surveillance in China, 62%
of female sex workers said STIs were their major
health concern—HIV trailed far behind at 21%.

If appropriate services are provided for
these women, they will be used. In East Timor,
most sex workers in a recent survey had never
had any kind of sexual health check-up, but
when given the chance to go to a private clinic

STIs are most common among people likely
to be exposed to multiple partners. Among
female sex workers in six provinces in Vietnam
in 2002, between one-quarter and one-third
were infected with either or both gonorrhoea
or chlamydia. (Vietnam National AIDS Commit-
tee 2002a) In seven cities in Indonesia, 42% of
sex workers had at least one of these infec-
tions in 2003. (Indonesia Ministry of Health and
Aksi Stop AIDS/Family Health International
2004) In East Timor, one-quarter of sex work-
ers has at least one of these infections in 2003,
a rate similar to that recorded in Cambodia
two years earlier. While still high, the infection
rate in Cambodia represented a considerable
drop from 1996. Gonorrhoea dropped from
23% to 14% prevalence over the five years,
while chlamydia almost halved from 23% to
12%. A more detailed study of sex workers in
Banteay Meanchey province, Cambodia, in
2003 found that gonorrhoea was far lower
among indirect sex workers than direct sex
workers (2% compared to 9%). But rates of
chlamydia, which men are perhaps less likely
to treat than gonorrhoea, were roughly the
same among the two groups (between 15%
and 16%). (Neal, Sopheab et al 2004)

Sexual infections which can result in ulcers
or open sores in the genital area (such as
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2004; Pisani and Dili STI survey
team 2004a)

for confidential screening and treatment by a
female doctor, over one-third sought out the
services in a matter of weeks. In Tamil Nadu,
India, where there has been an active
programme to provide services for sex work-
ers for some time, over 80% of sex workers
reporting symptoms of STIs in BSS said they
sought treatment from qualified doctors. The
Tamil Nadu experience is a rarity, however. In
most places, people are still not receiving qual-
ity STI screening and treatment services, even if
they know they are in need of them, as Figure
13 shows. Routine screening services to catch
asymptomatic infections are even rarer.

In most countries, men reporting symptoms
of STIs in behavioural surveillance are as likely
or more likely than female sex workers to re-
port self-treating. It is worth noting that a sig-
nificant proportion of those who end up at
health services seeking treatment for STIs may
have tried self-treating first. In Indonesia, 53%
of men and 58% of female sex workers report-
ing STI symptoms in the previous year said they
sought medical treatment for those symptoms.
But over one-third of the men and half of the
women said they had tried treating themselves
first, and only used medical services because
the symptoms did not clear up. Overall, two-
thirds of men and women with symptoms in
Indonesia treated their own STIs. In China,
almost all sex workers reporting symptoms
in surveillance in Sichuan and Yunnan said they

sought treatment at medical services, but only
half of them took all of the medicine they were
prescribed. A large proportion said they
stopped taking the medicine as soon as the
symptoms disappeared.

This raises the spectre of drug-resistant
strains of STIs. When a large proportion of the
population uses medicine incorrectly—taking
the wrong medicine, the wrong dosage, or not
completing the treatment—the result is an in-
complete cure. Eventually, the bacteria grow
resistant to the medicine, and at that point
the treatment no longer works, even for those
who follow the instructions to the letter. This
creates something of a vicious circle. If people
who do go to a health facility are given a drug
that does not rid them of their symptoms, they
might be reluctant to return to that facility,
and might opt to self-treat. This, in turn, in-
creases the likelihood of improper or incom-
plete treatment.

Of course, seeking the correct treatment
for symptoms of STIs depends on recognizing
the symptoms. In fact, many people do not
recognize that they are STI-infected at all. This
might be because the infection has no symp-
toms (which is most commonly the case with
STIs in women, as well as with rectal STIs in
both sexes) or because they experience the
symptoms so frequently that they do not think
of them as abnormal. In one study in India, for
example, 48% of female sex workers said they
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were suffering from an abnormal vaginal dis-
charge, but when they were examined clini-
cally, 77% were found to have such discharge.
(CHANGES and Family Health International
2004)

On the other hand, several studies have
shown that people who report current symp-
toms are not necessarily infected. In Angeles
City, in the Philippines, for example, no corre-
lation was found between self reported symp-
toms of STIs and laboratory diagnosis among
female sex workers. (Wi, Ramos et al 2003) The
correlation between diagnosis of infections
based on broad families of symptoms (known
as syndromic diagnosis) and laboratory tests
has also been found to be poor in many Asian
settings, especially among women. In one study
in the Indian state of Gujarat, a diagnosis based
on vaginal discharge missed between 30 and
40% of chlamydia and gonorrhoea when com-
pared with laboratory tests, while half of those
who were not actually suffering any infection
got treated. (Desai, Kosambiya et al 2003) A
study in Nepal showed similarly poor results in
that country. (New ERA and Service 2004)

Syndromic diagnosis and treatment have
been promoted in many resource-poor set-
tings—it is promoted for urethral discharge and
genital ulcer disease almost everywhere as a
way of increasing the overall number of people
treated where laboratories and diagnostic
equipment are scarce, especially in clinics serv-
ing the general population. However, in many
Asian settings, STI services are more focused.
In clinics providing services to large numbers
of sex workers and other populations highly
likely to be exposed to STIs in the Philippines,
for example, investment in simple laboratory
tests has improved diagnosis, reduced incor-
rect and unnecessary treatment, and ultimately
contributed to a reduction in STIs. (Wi, Ramos
et al 2003).

These services have the greatest impact
where sex workers and others at high risk for
STIs are screened for STIs (and, if necessary,
treated), whether or not they have any
symptoms. But regular check-ups remain a rarity
in many countries. In China, for example, 40%
of sex workers in surveillance in two provinces
said they had not had any health check-up in
the previous year. This could be because sex
workers themselves may find it hard to access
these services unless they have permission or

encouragement from the pimps or brothels
they work for.

Recent programme data from the
Indonesian island of Bali suggest the role of
pimps and brothel bosses can be key. In the
one Bali red-light district where brothel
organisers provided transport for clinic visits
and actively encouraged those visits, chlamy-
dia prevalence was 24%, compared with be-
tween 42% and 52% among sex workers from
five other areas. It is notable, too, that across
all sites sex workers who visited the clinics most
regularly had the lowest chlamydia infection
rates—34% among those who visited six or
more times during the survey period, compared
with 45% among those who visited two-to-five
times, and 56% among those who only visited
once. Worryingly, the same associations are not
seen for gonorrhoea infection. Programme
managers interpret this as a sign that gonor-
rhoea in Bali may have become resistant to the
medicines most commonly used to treat it.
(Dewa Wirawan, personal communication)

HIV prevention at STI services: the missing
link

While it has become fashionable to emphasise
the link between treatment and prevention as
access to antiretroviral drugs expands, the
experience of STI services is salutary. STI clinics
are an obvious entry point for prevention
services, both for STIs and for HIV.

STI clinics are an obvious entry point for
prevention services, both for STIs and for
HIV.

Many clinics have protocols that stipulate
that clients should be given counselling on
how to avoid becoming re-infected with STIs
and how to approach their partners for care.
But few actually provide these services, and
fewer still provide HIV counselling and testing.
Indeed even the most basic prevention services
are often missing. In STI clinics in four out of
five districts surveyed in Vietnam, for example,
between one-third and one-half did not have
condoms available for clients. (Vietnam
National Committee for Population Family
and Children 2002) In Bangladesh, over one-
third of truck drivers seeking care for STIs
received no information about how to avoid
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Even where the numbers of people injecting drugs are relatively
small, their contribution to the overall HIV epidemic in a country can
be considerable.

spreading infection or how to avoid re-
infection themselves, while four out of five got
no information on partner referral. (Gibney,
Saquib et al 2003) Although several Asian
countries include STI patients in their
anonymous HIV surveillance systems and some
are starting to record rather high rates of
infection in those populations, very little data
is available to indicate the extent to which
staff at STI services are referring clients for HIV
counselling and testing in any Asian country.

Shooting up: HIV infection
among drug injectors across
Asia

A needle that contains HIV-infected blood can
introduce the virus directly into the blood-
stream, so needle-sharing between infected
and uninfected people is one of the most effi-
cient ways of spreading HIV. In Asia, the people
who most commonly share needles are the men
and (more rarely) women who inject drugs for
fun, to escape stressful lives, because they are
addicted to drugs or for other non-medical pur-
poses. It is no surprise, then, that HIV infection
is higher among drug injectors than in any
other group.

Needle-sharing between infected and
uninfected people is one of the most efficient
ways of spreading HIV. It is no surprise, then,
that HIV infection is higher among drug injec-
tors than in any other group.

Figure 14 compares HIV prevalence among
injecting drug users and female sex workers in
a number of cities in Asia. Except for Mumbai
in India, where HIV rose to very high levels
among sex workers early in the epidemic, the
likelihood that a drug injector is infected with
HIV is far higher than the likelihood that a sex
worker is infected.

If HIV infection is highest among IDUs, why
did we claim earlier that commercial sex is the
main driver of HIV epidemics in Asia? The dif-
ference lies in the absolute numbers of people
engaging in these behaviours. In general, IDUs
are more likely to be infected with HIV than
sex workers or their clients, but because the
overall numbers of people buying and selling
sex are much larger than the numbers of
people injecting drugs in most settings, more
HIV infections overall will be transmitted
sexually than through drug injection.

It is worth noting, though, that even where
the numbers of people injecting drugs are rela-
tively small, their contribution to the overall
HIV epidemic in a country can be considerable.
This is because IDUs may also pass on HIV in-
fection sexually, creating a “critical mass” of
infections within sexual networks. From there,
they can spread out more widely. This chain of
events, critical to the understanding of HIV
epidemics in Asia, is discussed in greater detail
in Chapter 3 and is illustrated on page 97.
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A lack of human capacity and resources, poor public health practice,
political denial and other factors have limited the availability of regular
surveillance data among drug injectors in some countries. But the fact

that there are no formal data does not mean there is no problem.

In many areas of Asia, a very high propor-
tion of drug injectors have been found to be
living with HIV. In China, for example, HIV
prevalence among injectors was measured at
between 18% and 56% in six cities in the south-
ern provinces of Guangdong and Guangxi in
2002, while in the capital Beijing in the north,
it was 6%. (China National Center for AIDS/
STD Control and Prevention 2003; China Na-
tional Center for AIDS/STD Control and Pre-
vention 2004) In Nepal, HIV prevalence among
male injectors ranged from 22% to 68% across
the country in 2002. In the Kathmandu valley,
the only place where female injectors were
included in surveillance, male injectors were
over four times more likely to be infected with
HIV than female injectors, even though female
injectors were more likely to report recent
needle-sharing. This may be because the small
minority of injectors who are female are more
likely to inject only with their male partners
and one or two others, rather than be exposed
to large networks of injectors—only one female
injector in 20 reported injecting with a syringe
stored in a public place, for example, compared
with one in five male injectors.

A number of places besides Beijing still
have relatively low HIV prevalence among
drug injectors. One is Bangladesh, where HIV
prevalence was 4% among IDUs in 2002, although
Hepatitis C (a virus which, like HIV, is spread by
blood, and which can lead to cancer of the liver)
had already infected between 60% and 80%
of injectors. The Central Asian republic of
Kazakhstan has also apparently not seen a
rapid rise of HIV among drug injectors—
surveillance among 10,000 IDUs in prison in
2001 and over 1,500 IDUs sampled elsewhere
in 2002 recorded HIV prevalence of 3-4%.  In
behavioural surveys, close to two thirds of
injectors in the Kazakhstan capital Almaty and
in the city of Karaganda said they had not
shared a syringe in the previous month.
(MEASURE Evaluation 2004) This is more
encouraging than in many other areas, but it
still implies that one-third of injectors are
sharing equipment. If that behaviour persists,
HIV prevalence is bound to rise.

In many other areas, a lack of human ca-
pacity and resources, poor public health prac-
tice, political denial or other factors have lim-
ited the availability of regular surveillance data
among drug injectors in some countries. But
the fact that there are no formal data does
not mean there is no problem. In Malaysia,
for example, there is virtually no formal senti-
nel surveillance among groups at high risk of
HIV infection. HIV and AIDS case reports indi-
cate that 55% of people detected with HIV
between 1998 and 2001 were drug injectors,
but this reflects the fact that drug injectors are
more likely to get tested (when in detention
or in rehabilitation services) than other parts
of the population. A study carried out by a
university in Penang found that 17% of IDUs
who agreed to testing were HIV-positive.
(Navaratnam, Vicknasingham et al 2003)

In India, surveillance sites for IDU are
confined largely to the northern states where
injecting is a common behaviour. However,
recently-established sites in other cities show
great cause for concern. Among IDUs in the
southern city of Chennai, for example, 26% of
injectors were already infected with HIV when
a sentinel site was established in 2000, and by
2003 a horrific 64% of injectors were infected.
In Indonesia, the only HIV surveillance site for
drug injectors is in the capital, Jakarta, where
one in two IDUs is already testing positive for
the virus. But counselling and HIV testing ser-
vices started by local NGOs in far-flung cities
such as Pontianak, in West Kalimantan province
on the island of Borneo, are finding alarmingly
high rates of infection—above 70% of those
who request testing are discovering that they
are infected with HIV. This has led the local
health department to estimate that there are
already 3,000 people living with HIV in the
province, 2,300 of them IDUs. (Isman Ramadi,
West Kalimantan Health Department, personal
communication) All these people will need
services to help minimize the likelihood that
they will pass the virus on to others, as well
as to ensure that they receive the care and
support they need.

Iran is now reporting a growing HIV prob-
lem, and it appears to be driven primarily by
drug injection. Some 4% of drug injectors
tested in sentinel surveillance in 2003 were HIV-
positive.  Among injectors tested beyond sen-
tinel sites the rate was over three times higher.
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In a few sentinel sites, one injector in five was
already testing positive for HIV. Worryingly,
over one-quarter of all HIV-positive cases since
the start of the epidemic were identified in
2003 alone. This may reflect expanded surveil-
lance, but it almost certainly also mirrors a
recent escalation in the epidemic.

Iran is now reporting a growing HIV problem,
and it appears to be driven primarily by drug
injection.

Iran, like many other countries in Asia, may
be faced with a double-challenge. It is not just
that the percentage of injectors infected with
HIV is growing, but the overall number of
people injecting drugs is on the rise, too. Iran
is among several nations in the region which,
over the last few years, have begun to develop
systematic methods for estimating the number
of people with behaviours that carry the risk
of HIV exposure. In an epidemiological survey
of drug abuse published by the Ministry of
Health in 2002, it was estimated that some
136,000 Iranians injected drugs, and the popu-
lation of injectors might be growing at between
5% and 10% a year. (Iran National AIDS Pro-
gram. Ministry of Health 2004)

Clean needles, clean lives: risk behaviour
among drug users in Asia

HIV is actually a rather fragile virus. It does not
survive long outside the body, and has diffi-
culty passing through even the most rudimen-
tary bodily barriers without the help of injuries

or sores that ease its entry into the blood
stream. But needle-sharing gives HIV all the
help it needs by allowing the virus to be
injected directly into the blood where it can
survive and multiply. This is one reason why
HIV rises so quickly among drug injectors. But
there is another reason, too. HIV is easiest to
transmit when lots of the virus are present in
the blood—a state known as high viraemia. This
happens shortly after a person is initially
infected, before the body manufactures the
antibodies that can help bring the virus par-
tially under control. And it happens again later,
once the virus has successfully destroyed the
body’s immune system and the infected per-
son begins to show signs of AIDS. It is at these
stages of infection that unprotected sex or
sharing of injecting equipment between an
HIV-infected and an uninfected person is most
likely to result in a new infection.

When people are already beginning to feel
and look sick, sexual behaviour and, to a lesser
extent, injecting may start to tail off. But soon
after being infected, when there are no physi-
cal signs of infection and when even an HIV
antibody test may show up negative because
the body has not yet had time to marshal its
defences, risk behaviour probably continues as
normal. Because injectors who share needles
tend to do so also with several other people in
their network, there is a strong likelihood that
a large number of people will be exposed si-
multaneously. And if that occurs shortly after
infection, when a person’s viraemia is high, it
is highly likely that those exposures will result
in new infections. (Hu, Subbarao et al 2002)
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In high-prevalence settings, drug injectors have to adopt very high
levels of safe injecting practices right from the start if they are to

avoid infection.

This means that where HIV prevalence among
IDUs is already high, even a small amount of
risky injecting is likely to translate quite quickly
into new infections. Figure 15 shows that in
Nepal, the likelihood of being infected with
HIV in fact rises the longer an injector has been
using drugs intravenously. But most remark-
able in Figure 15 are the very high rates of in-
fection among new injectors. By the time some-
one has been injecting for a year (and some of
the IDUs, represented by the lilac-coloured bar,
have injected much less than a year) there is a
one-in-three chance that the person will have
acquired HIV.

Risky behaviour, particularly needle-sharing,
operates in a vicious circle. The more you share
needles the more likely you are to become
infected with HIV, and the more likely, too,
to pass the virus on to others with whom you
share risk. In the Nepal example, above, people
who report the highest risk behaviours— such
as using “public” needles stored in toilets or
other public places—are significantly more likely
to be infected than those who never use public
equipment—83% of public syringe users are
infected with HIV compared with 60% of those
who do not use those syringes. Similarly in
northern Thailand, 29% of those who do not
share needles daily are HIV-infected, but
among those who do put others at risk
through daily sharing, 41% are infected.
(Razak, Jittiwutikarn et al 2003)

This adds up to one conclusion: in high-
prevalence settings, drug injectors have to
adopt very high levels of safe injecting practices
right from the start of their injecting careers if
they are to be confident of avoiding infection.

days a week you can make it to the treatment
centre is not protection enough. What is
needed in high-prevalence settings are consis-
tently high levels of safe behaviour—and safe
behaviour means not sharing injecting equip-
ment with anyone of unknown HIV status, ever.

Needle-sharing practices vary widely
throughout Asia. It is sometimes difficult to
make direct comparisons, in part because the
definitions of “sharing” differ. Injectors will
generally not think they are “sharing” when
they use a needle that has been hidden in a
public place (a common practice in Nepal and
Indonesia, and one that definitely fits the defi-
nition of sharing from the point of view of the
HIV virus). The same is true if needles are used
in “shooting galleries”. Experience has shown
that survey questions based on sharing needles
at last injection or sharing in a specific time
frame may greatly understate the true levels
of risky injection. In Nepal, for example, only
16% of male injectors said they had used a
needle or syringe that had been used by others
in the last three injections, but when asked
specifically about public syringes, 22% said they
had used them. Indeed, after home, public
toilets were the second most commonly-
mentioned injecting site. The definition of
needle-sharing may seem to be splitting hairs,
but it has important implications for HIV pre-
vention programmes.

Despite the differences in questionnaires,
the diversity in sharing behaviours reported in
surveillance is striking. In Sichuan province,
China, close to 60% of injectors said they had
never shared a needle or syringe in the preced-
ing six months; the rates were very similar in
neighbouring Yunnan, and across the border
in Vietnam. In eastern Nepal, two-thirds of
injectors said they had not shared equipment
at all in the previous week, and in Pokhara,
three-quarters made the same claim. Two-
thirds of injectors in three cities in  Kazakhstan
and Kyrgyzstan said they never shared needles
or syringes in the previous month, and in
Tashkent, in Uzbekistan, fully 86% said they
had not once shared during the same period.
(MEASURE Evaluation 2004) Much higher rates
of sharing have been reported elsewhere. In
three cities in Indonesia, 88% of injectors said
they shared needles or syringes in the preced-
ing week in 2002. (Pisani, Dadun et al 2003)
Again, there were differences between regions

In a setting where one injector in two is
infected with HIV and where the newly
acquired, virtually invisible, infections are the
most dangerous, injecting with “trusted
friends” who have not been tested for HIV is
not protection enough. Cutting needle-
sharing from most of the time to only some of
the time is not protection enough. Washing
out needles with hot water instead of cold
water is not protection enough. Taking metha-
done instead of injecting on the two or three
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Women are more likely to
share needles in some
countries
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Time period for needle sharing:
Sichuan: past six months,
Kazakhstan and Vietnam past
month, Nepal past week

in countries, and between injectors. And, as
Figure 16 shows, women are more likely to
share needles than men in some countries.

It is interesting to note that the differences
are biggest where the proportions of female
injectors are smallest. This suggests that women
might initially be introduced to injecting by
male partners, with whom they share equip-
ment. But as injecting takes off among women,
they might then adopt behaviours similar to
“mainstream” or male injectors.

The knowledge–behaviour disconnect

It is tempting to say that IDUs share needles
because they are poorly informed about the
risk of contracting HIV. Certainly, some major
gaps in knowledge do exist. Just three years
ago, fewer than half the drug users in three
Pakistan cities had ever heard of HIV, and only
a small proportion of those who had heard of
the virus knew that it could be spread by shar-
ing needles. (Ahmed, Zafar et al 2003) Among
IDUs in a compulsory detoxification programme
in Beijing, only 55% knew that they could con-
tract this fatal virus by sharing syringes. (China
National Center for AIDS/STD Control and Pre-
vention 2003) Such low levels of knowledge
are especially lamentable among people in
“treatment” for their drug addiction, since those
programmes ought to provide an opportunity
to equip current or recovering drug users with
information that will support them in making

safer choices.
However, knowledge gaps are compara-

tively rare among drug users in Asia. Among
over 1,800 IDUs questioned in behavioural sur-
veillance in the Chinese province of Sichuan,
for example, nearly nine in 10 believed they
could prevent HIV by not sharing needles, and
70% said a switch from injecting to inhaling
would be effective in avoiding infection. Close
to 100% of injectors in India, Indonesia,
Kazakhstan Malaysia and Nepal knew that
sharing equipment could spread HIV. But such
knowledge is generally not translated into safe
behaviour or even into a realistic assessment
of personal risk. In Indonesia, under one-third
of injectors said they felt at high risk of HIV
infection, even though 88% had shared equip-
ment in the last week. There is clearly a mis-
match between people’s self-perception and
their actual behaviour. Two- thirds of Indone-
sian IDUs who claimed in 2002 BSS that they
were not at risk of infection because they never
shared injecting equipment went on (in the
same survey) to report that they had shared
equipment in the previous week. In Tamil
Nadu, in southern India, 55% of those who
shared needles said they felt at no risk of ac-
quiring HIV.

Routine surveillance systems and epidemio-
logical studies are designed more to measure
levels of behaviour than explain the behaviour.
However, survey data can give us an idea of
where to start looking for explanations.
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There is a common idea that people share
needles because needles are hard to find. But
this is not necessarily the case. In Indian
surveillance, virtually all IDUs said it was easy
to obtain new needles and syringes, but 55%
of the same IDUs reported sharing needles in
the previous month. In Penang, in Malaysia,
83% of IDUs reported they could easily buy new
needles, and yet around 85% of them used
“shooting galleries”—very high-risk environ-
ments where drug users gather to inject—and
two-thirds reported injecting with other
people’s needles. (Navaratnam, Vicknasingham
et al 2003)

Certainly, people cannot ensure that they
use sterile needles and injecting equipment if
the equipment is not easily available. Evidence
from nine cities in Kazakhstan (shown in
Figure 17)  suggests that people who have easy
access to clean needles are much less likely to
share than those who do not. But access to
needles has to be consistent. Those who can
only get hold of equipment some of the time
are, not surprisingly, just as likely to share over
the medium-term as those who never have easy
access.

Competing risks—life in the danger zone

The box below presents data on syringe ac-
cess which ought to encourage national and
community leaders to increase efforts to make

injecting equipment more easily available. But
such programmes are not a total solution. The
data shows that even when knowledge is uni-
versal and needles are available, around one
in six injectors still report recent sharing. In
some other countries the rate is much higher.
In such situations, one needs to look for other
reasons why injectors are continuing to expose
themselves or their injecting partners to the
risk of HIV transmission. One way to find out is
to ask.

Some 43% of the Kazakh injectors who
said they could not always get access to a clean
syringe said they were hampered by fear of
arrest. In Indonesia, most injectors knew
where to get needles, but close to nine in ten
still shared. Two-thirds of them said they did
not want to carry clean needles with them on
the streets because this could be used as a pre-
text to arrest them for the illegal behaviour
of drug injection. In a detailed ethnographic
study in Nepal, 77% of IDUs spontaneously
mentioned arrest and beatings by the police
as some of their biggest problems; HIV infec-
tion was barely mentioned as a life risk. (Centre
for Research on Environment Health and Popu-
lation Activities 2002)

These data have practical implications for
HIV prevention programmes. The subculture
of needle-sharing among drug users is unlikely
to be abandoned if the culture among the
police and other sections of the community of
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victimising drug users stays unchanged. The fact
that injectors can buy needles in pharmacies is
of little help to them if they risk arrest on walk-
ing out of a pharmacy with a needle—a reason
commonly given by injectors in Indonesia and
Nepal for not having clean equipment with
them. This may require removing legislation
that supports arrest and harassment, and it
certainly requires training law enforcement
officers in public health approaches to drug use,
commercial sex and other risky activities. It
means a far wider engagement with ministries
of justice, security forces, prison systems and
other partners who have not traditionally been
part of a public health response to HIV.

The subculture of needle-sharing among drug
users is unlikely to change if the police and
other sections of the community continue to
victimise drug users, making it harder for them
to adopt safer behaviours.

But there is a wider implication, too. HIV is
just one of many potential problems facing
drug injectors, and it is by no means the most
immediate. People can be infected with HIV
for a decade or more without showing any
symptoms, let alone dying. Drug overdose, on
the other hand, is a daily risk for injectors, and
it can lead to immediate death.

Very high proportions of injectors have
experienced overdoses themselves, and an
even higher proportion have friends or former
injecting partners who have died from over-
dose. For example, in Penang, Malaysia,
around one-quarter of IDUs had overdosed at
some stage, and around one-half had wit-
nessed someone else overdose. (Navaratnam,

Vicknasingham et al 2003) In Beijing, 86% of
injectors said they knew someone who had
died from an overdose, and 60% had been
present when another injector lost conscious-
ness because of an overdose. (China National
Center for AIDS/STD Control and Prevention
2003) The situation was no rosier in Indonesia
—77% of injectors knew someone who had
died of an overdose, and 38% had themselves
overdosed. (Yaysan Kita, personal communi-
cation) Add to that the 28% who had
attempted suicide and the 10% who had been
beaten up by community vigilante groups,
and one emerges with a picture of a life in
which more immediate threats overshadow
the risks posed by an infection that causes
disease at some comparatively distant point in
the future.

Interestingly, the dangers mentioned
above exist even for the high proportion of
drug injectors who do not fit the stereotype
of a socially disorganised “junkie”. A detailed
assessment of drug use in the Iranian capital,
Tehran, for example, found that most injec-
tors lived at home with their families, and many
held down jobs with decent incomes. (World
Health Organization 2003) In Indonesia, too,
a significant proportion of drug injectors come
from middle-class backgrounds. About 84%
of IDUs surveyed in three cities live with their
parents or family members, and 81% have at
least a high-school education. But those
characteristics might change over time. Among
the cities included in surveillance, the propor-
tion of IDUs from higher socioeconomic back-
grounds was smallest in Jakarta, where drug
injection has been an established behaviour for
longest.

The needle-exchange controversy: the evidence in Asia shows
reduced risk

Of all HIV prevention programmes, the most politically controversial are those that seek to
provide services that reduce the harm associated with drug injecting. These programmes
often exist within a larger policy context which supports injectors to quit taking drugs or to
substitute safer, non-injected drugs for injecting, as well as to reduce sexual risk and man-
age abscesses and other consequences of injecting.

The single, most controversial element of these programmes is the promotion of easy
access to clean needles. Ironically these programmes are not scientifically controversial.
Throughout the industrialized world and in many developing countries, the evidence shows
that promoting easy, safe and consistent access to sterile injecting equipment for a high
proportion of all injectors cuts the transmission of blood-borne viruses such as HIV.



50

AIDS in Asia: The MAP ReportChapter 2

Throughout the industrialised world and in many developing countries, the evidence
shows that promoting easy, safe and consistent access to sterile injecting equipment for
a high proportion of all injectors cuts the transmission of blood-borne viruses such as HIV.

Some of the political reluctance to provide prevention services that include clean needles
for drug injectors is fuelled by the notion that people who have never injected before will
start injecting simply because clean needles are available. It is therefore worth mentioning
that in a review of over 400 surveillance reports and scientific papers undertaken for this
report, no evidence was found that HIV prevention services for drug injectors—including
the provision of clean needles—is associated with an increase in the number of people
injecting drugs. However, the review did find that in Asia as in other continents, countries
and regions that have had the courage to promote safer injecting practices (including
needle access) are being rewarded with lower risk behaviour. In countries as diverse as
Bangladesh, China and Vietnam, people who participate in programmes that provide such
services are far more likely not to share their injecting equipment.

China and Vietnam began a co-ordinated programme to make needles more easily
available to injectors in 2002, working in the Chinese province of Guangxi, as well as across
the border in Vietnam’s Lang Son province. Outreach workers collect used syringes from
users for safe disposal, and provide vouchers which can be used to get new needles from
participating pharmacies. The programme is based on a successful trial which showed that
those who had participated in the programme were only half as likely to report any recent
needle-sharing compared with those who did not take part. The programme is large enough
to have an impact on the population level—overall, needle-sharing in the previous month
fell from 61% to 30% among all injectors surveyed in Guangxi. (China National Centre for
AIDS/STD Control and Prevention 2004) After the trial, the programme was expanded
rapidly; it now makes available around 12,000 needles a month on both sides of the bor-
der. (Don DeJarlais, personal communication)

Elsewhere in China, the availability of needle accessibility programmes and other pre-
vention services have contributed to a dramatic fall in reported needle-sharing among
injectors questioned in behavioural surveillance in Sichuan province. Reported needle-shar-
ing at last injection fell from 30% to 17% among male injectors in 2002-2003, while in the
same year it fell from 24% to 15% among female IDUs. Nearly one-quarter of surveyed IDUs
said they had recently accessed a needle-exchange programme.

China’s “social marketing” approach has a parallel in Iran, where needles were recently
made freely available over the counter at pharmacies. Some urban pharmacies say they
now sell between 1,000 and 1,500 needles a month, and it is estimated that up to 70% are
being used by drug injectors. A detailed assessment in Tehran reports that the initiative has
contributed to cutting needle-sharing by around half. (World Health Organization 2003)

The clearest evidence that large-scale needle-exchange programmes can make life safer
for injectors comes from Bangladesh, and is shown in Figure 18.

Figure 18 shows a striking association between participation in needle-exchange
programmes and lower rates of sharing at injection. It also suggests another, perhaps more
surprising, effect of this needle-exchange programme. Injectors who used the needle-
exchange were far less likely to report symptoms of a sexual infection in the previous 12
months than people who did not access the exchange, and were far more likely to seek
adequate medical treatment if they did have symptoms. By 2002, 88% of injectors included
in behavioural surveillance said they used the needle-exchange services in that city. In three
rounds of serological surveillance conducted at the needle-exchange site between 1999
and 2000, not one of over 400 injectors tested at each round was found to be infected with
HIV. Meanwhile, active syphilis fell from 4.1% to 1.7%. (Azim, Alam et al 2004a)

This provides strong evidence that safe-injecting programmes which reach large num-
bers of injectors can bring people into contact with a range of HIV prevention services that
can effectively reduce their sexual as well as their injecting risk. Interestingly, a similar
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The data suggests that comprehensive programmes that promote safe and consistent ac-
cess to cleaner equipment while also providing other prevention services are the most
effective way to cut down risk.

Figure 18: Percent of male
IDUs in Bangladesh
Northwest-A who share
needles, report STIs, and
seek treatment for STIs, by
participation in needle-
exchange programme in
the last year.

Needle-exchange
programmes promote
healthy sexual behaviour as
well as safe injection

(Source: Bangladesh National
AIDS/STD programme, Ministry
of Health and Family Welfare,
2003)

* of sexually active respondents
** of respondents reporting STIs

programme in another city with services that reached between 45% and 46% of injectors
had less of an impact. Some 52% of people who accessed the programme with lower cover-
age shared a needle at last injection, compared with 22% of those who accessed the higher-
coverage programme. In a detailed evaluation of the programme, several of the clients
who continued to share needles while in contact with the needle-exchange programme
said they shared because outreach workers were not around with needles at the right
time—as a result the prevention programme has expanded its outreach workforce by 60%,
and coverage has recently risen from 2,500 to 3,000 IDUs per month. (Faruque, Azim et al
2004) The potential for using needle accessibility programmes as a platform for other pre-
vention services was also illustrated in the China-Vietnam cross-border programme, which
showed that 87% of injectors with access to the services knew that condoms could prevent
HIV, compared with just 39% of those with no access. (China National Centre for AIDS/STD
Control and Prevention 2004)

The data suggest that comprehensive programmes that promote safe and consistent
access to cleaner equipment while also providing other prevention services are the most
effective way to cut down risk. But there is evidence that intensive counselling can have an
effect even without a direct link to needle provision. In Thailand, a well-funded vaccine trial
that followed injectors over time and provided repeated intensive counselling reported a
significant reduction in needle-sharing among participants, from one-third to 16% over six
months. (Choopanya, Tappero et al 2004) In Pakistan, an outreach programme for street-
based drug users was set up in early 2003, aiming to provide services to 1,000 drug users in
five cities. According to programme reports, the demand was so great that outreach work-
ers reached over 2,400 street-based drug users in the first six months of operation, of
whom one-quarter were injectors. (Nai Zindagi 2003) The programmes were started early
on, before HIV entered the population in any significant way, and they have reportedly
contributed to a significant decrease in HIV-related risk among injectors. HIV testing of 331
injectors in Lahore and Quetta, areas covered by the programme, found no HIV infection.
(Steffanie Strathdee, personal communication) This compares with 15% HIV prevalence in
at least one smaller city not yet covered by outreach and prevention programmes accord-
ing to NGO Nai Zindagi.
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Helping people to stop injecting drugs is a long-term commitment.
The “ideal outcome” will not be reached immediately, so it is

important to use other strategies that can reduce the likelihood that
a person will have been infected with HIV by the time he or she

stops injecting drugs.

Missed opportunities on the road to an
ideal solution

The safest way to avoid becoming infected with
HIV through drug injection is to avoid inject-
ing drugs. Programmes that offer young people
socially acceptable alternatives to drug use
which are also fun and a badge of “cool” may
make a substantial contribution to reducing the
proportion of people who start using or inject-
ing drugs. However, we found no specific evi-
dence of effective programmes of that type
when we researched this report. In addition,
treatment and support programmes which
help people to reduce and eventually eliminate
their dependence on drugs are necessary and
desirable. But it is important to be realistic
about the potential success of these
programmes.

In India, 29% of IDUs surveyed in five cities
in 2002 reported that they had undergone
detoxification treatment, and another 6% had
tried drug substitution, but all of them were
active injectors at the time of the survey.  In
Vietnam, three-quarters of sex workers who
were injecting drugs at the time of surveillance
had been through drug rehabilitation and
many had been educated in skills such as
tailoring, part of an effort to enable them to
earn money without resorting to sex work.
(Vietnam Ministry of Labour Invalids and Social
Affairs 2001) In Nepal, between 20% and 40%
of active injectors in three areas had been in
treatment at some stage. Yet around half of
them were injecting again within a year of
coming out of treatment. In Sichuan province,
China, nine out of 10 IDUs in BSS said they
had been through detoxification treatment,
mostly voluntarily, but all were still injecting at
the time of the interviews.

Of course, this data does not tell the whole
story. People are chosen to be in surveillance
precisely because they are currently injecting
drugs, so treatment successes would not show
up in these surveys. But a sense of common
relapse rates may also be garnered from infor-
mation on repeated treatment: in Indonesia,

two-thirds of drug users who had ever sought
treatment had relapsed at least once. In a well-
regarded treatment centre in West Java, four
out of five residents had been in treatment
before, and 70% of those had relapsed within
six months or less. (Yayasan Kita, personal com-
munication)

This evidence suggests that helping people
to stop injecting drugs is a long-term commit-
ment. One must be realistic that the “ideal
solution” will not be reached immediately,
even for those people lucky enough to have
access to quality treatment services. It is im-
portant, therefore, to also use other strate-
gies that can reduce the likelihood that a per-
son will have been infected with HIV by the
time he or she does manage to stop injecting
drugs.

Some “low-tech” approaches are still badly
underutilised. Cleaning a needle with bleach,
for example, may not eliminate the risk of pass-
ing on an HIV infection, but it can reduce the
risk substantially enough to make a difference,
especially if it is very widely used. Bleach is
widely and cheaply available in virtually all
Asian settings. Yet even in IDU communities
where needle-sharing is the norm, very few
people use bleach to clean needles. Under 5%
of injectors who shared needles used bleach
to clean between users in India, Indonesia, or
in China’s Sichuan province. In Nepal, one
injector in 11 used bleach, and around the
same proportion reported using alcohol to
clean needles in China’s Yunnan.

Treatment and detoxification programmes
that are realistic about levels of relapse could
devote more time educating people about ba-
sic risk reduction techniques such as the use of
bleach. But they also offer opportunities for
providing other essential prevention and care
services, including medical care. In Malaysia,
over 90% of drug users who were attending a
drug rehabilitation programme at the time
reported that they had not received medical
care in two years. One-quarter reported en-
countering difficulties accessing medical care
when they needed it, in large part because
there simply were no services that met their
needs or because they were afraid of being
reported to the authorities. (Navaratnam,
Vicknasingham et al 2003) It is worth noting,
too, that 23% of male IDUs or former injectors
in treatment in the Malaysian survey knew that
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prisoners testing HIV-
positive at a West Java jail.
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The difference between
new arrivals and all
inmates suggests HIV is
being transmitted within
Indonesia’s jails

(Source: Indonesian national
surveillance data)

they were HIV-positive. Despite the fact that
Malaysia has among the highest per capita in-
comes in Asia, not one of the men was on
antiretroviral therapy. In a recent study of HIV-
infected people being prescribed antiretroviral
treatment at two clinics in Kuala Lumpur, just
2% of those prescribed antiretrovirals were IDUs,
even though they made up 10% of those pre-
senting at the clinics, and 55% of reported HIV
cases. (Kamarulzaman, Petoumenos et al 2003).

Asian governments and international
organisations are increasingly pledging to en-
sure access to antiretrovirals, as well as to

improve access to other types of care and sup-
port. Since a large proportion of the Asians
living with HIV are drug injectors, drug treat-
ment centres seem to provide an obvious op-
portunity for accessing some of those who
most need care.

Many drug injectors are also sexually
active, which increases their own risk of
contracting HIV but, importantly, offers
another avenue through which the virus can
pass to non-injecting populations. The interac-
tion between sex and drugs is discussed in
Chapter 3.

A captive audience:  HIV transmission continues in Asia’s jails

Injecting drug users are often referred to as a “hard-to-reach population”. Yet data from
many countries suggests that there is one place drug injectors can be found in significant
numbers: prison. A comprehensive assessment of drug use in the Iranian capital Tehran
showed that two-thirds of injectors have been in jail, and one-quarter of those said they
had injected drugs while in prison. Almost all shared scarce injecting equipment, which was
usually made in jail out of disposable pen tubes and smuggled needles. (World Health
Organization 2003) In northern Thailand, 27% of IDUs said they had been in jail, even
before the ongoing crackdown on drug dealers and users.

In Indonesia, 12% of injectors reported in behavioural surveillance that they had been
jailed, and in the capital, Jakarta, one-quarter had been incarcerated. Between 1997 and
2001, the number of drug-related cases in jail rose five-fold. During that time, HIV preva-
lence among drug injectors in sentinel surveillance in Jakarta rose from zero to 47%. Tellingly,
in the capital’s overcrowded jails, HIV prevalence started to rise two years later, from zero
in 1999 to 25% in 2002.

Some of this rise in prevalence probably occurred because people were more likely to
have been infected by the time they entered prison. But there is evidence that some of the
rise in HIV is the result of risk behaviour that is occurring inside jails. Consider Figure 19,
which shows surveillance data from a West Java prison where male prisoners are randomly
selected for anonymous HIV testing, according to national surveillance protocols. Mirroring
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other prisons in Java, HIV prevalence rose very sharply 1999 and 2001. The sharp drop in
2002 was due not to low HIV infection rates in the prison, but to a change in sampling. In
that year, only newly-registered inmates were included in surveillance. In 2003, the prison
reverted to testing a random sample of all prisoners. In other words, 5% of people coming
in to jail in 2002 were infected with HIV, while a year later, 21% of all prisoners were
infected.

The clear implication of these data is that HIV was being transmitted inside the prison,
either through drug injection or through unprotected anal sex between prisoners.

In Thailand, too, studies suggest a link between incarceration and HIV infection. Among
drug injectors in northern Thailand who had never been to jail, HIV prevalence was 20%.
Among those who had been in jail but did not report injecting drugs while in jail, 38% were
HIV-positive after release. Among those who said they injected in jail, HIV prevalence was
higher, at 49%. This does not prove that people contracted HIV in jail, but it is strongly
suggestive.

Even more suggestive was a rare HIV incidence study conducted during the trial of a
potential vaccine in Bangkok, which was able to track people who both went to jail and
became HIV-infected during the time they were enrolled in the study. Those who went to
jail but said they did not inject drugs in jail were twice as likely to have become infected
with HIV during the study compared with those who did not got to jail, while those who
injected drugs in jail were seven times more likely to have acquired HIV. (Choopanya, Des
Jarlais et al 2002) A related study looked in greater detail at factors associated with HIV
infection in this population; it found that sharing needles in police holding cells before
going to jail increased the likelihood of HIV infection two-fold. (Buavirat, Page-Shafer et al
2003) New infections in jail are doubly dangerous in countries such as Indonesia where the
average jail sentence is a year or less—frequently three months for drug users. As explained
on page 45, newly-acquired infections are likely to be highly transmissible. If prisoners have
sex soon after their release, there is a higher than usual likelihood that the HIV infection
will be passed on.

It is not clear what effect arresting drug injectors has on drug use or on public order,
but, in several countries, jailing injectors clearly increases the likelihood that they will be
infected with HIV. This is worrisome for countries such as Thailand, whose jails held more
than 100,000 people on drug-related charges at the start of 2004—up from fewer than
13,000 in 1992. (Beyrer, Jittiwutikarn et al 2003; Thailand Department of Corrections 2004)

There is no excuse for allowing this situation to continue. If there is one thing that distin-
guishes drug injectors in prison from those outside, it is that they are no longer a “hard-to-
reach population”. At the very least, widespread incarceration of drug users should pro-
vide an opportunity for active HIV prevention programmes, both within prisons and as a
preparation for release, when people who might have been newly exposed to the virus in
jail are at very high risk for passing it on.

Jails also provide an obvious entry point for care in Asia. Governments and interna-
tional agencies wishing to increase the availability of antiretroviral treatments for HIV
would do well to look to their prison systems. Countries where tuberculosis (TB) is also
common may find high rates of HIV and TB co-infection in jail, and may wish to step up TB
treatment and prophylaxis programmes in these settings. Referral systems between jail
and services outside can help introduce essential health, prevention and care services to
people who might otherwise potentially be hard to track down in the community.

It is not clear what effect arresting drug injectors has on drug use or on public order, but,
in several countries, jailing injectors clearly increases the likelihood that they will be
infected with HIV.
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(Sources; National surveillance
data and(Choi, Liu et al 2003;
Colby, Cao et al 2004; Girault,
Saidel et al 2004; van
Griensven, Thanprasertsuk et al
2004; Pisani and Dili STI survey
team 2004a; Pisani, Girault et al
2004b)

* Sample design includes male
sex workers
** MSM presenting for
voluntary testing services

Surveillance/study location Percent HIV-positive (Number tested)
MSM Transgender

Bangladesh, Central A, 2002 0.2% (406) 0.8% (393)
Phnom Penh, Cambodia, 2000 12.8% (166) 36.7% (40)
Beijing, China 3.1% (481)
Dili, East Timor, 2003 0.9% (110)
Mumbai, India, 2002 16.8% (NA)
Jakarta, Indonesia, 2002* 3.2% (529) 21.8% (250)
Bangkok, Thailand, 2003 17.3% (1,121)
Thailand, 4 provinces, 2003* 7.9% (633)
Ho Chi Minh City, Vietnam, 2000/2002** 5.7% (280)

Table 2: Wake up call: Percent of MSM and transgenders infected with HIV, various
countries

Closing our eyes: Male-male
sex is an ignored engine for
HIV in Asia

In most countries in Asia, the very first cases of
AIDS and of HIV were identified in men who
have sex with other men, and not infrequently
they were foreigners or the sex partners of
foreigners. It was not long, however, before
drug injection and men buying sex from
women emerged as prominent risk factors in
the region, and the uncomfortable issue of
male-male sex was swept into the closet, even
in countries such as Thailand, which took a
generally pragmatic and nonjudgmental ap-
proach to the epidemic. The generalised dis-
comfort with male-male sex has meant that
very little data has been collected among men
who have sex with men. This has helped gen-
erate a by-now familiar vicious circle: no data
equals no problem, no problem equals no pre-
vention programmes, and no prevention
programmes equals no need to collect data.
Inside that circle, HIV can spread undetected.

One reason that so little is known is that
male-male sex is poorly understood in Asia.
Some countries have culturally sanctioned
transgendered communities (hijra in
Bangladesh, waria in Indonesia, katoey in
Thailand, among others). While it is widely
recognized that members of these communities
often work as sex workers, very little thought
is given to their clients—male-identified men
who want to buy anal sex. In qualitative studies,
clients of transgendered sex workers often
say that they do not consider sex with waria
as homosexual behaviour, but rather as a

variation on sex with female sex workers.
(Pisani, Girault et al 2004b) Besides sex
between men and transgenders, other forms
of male-male sex are also common. While a
“gay” social identity is beginning to emerge in
some Asian cities, a high proportion of men
who have sex with other men do not consider
themselves homosexual, and continue to
have sex with women. This plethora of
identities and behaviours (discussed at greater
length in Chapter 3) illustrates the difficulty
of even finding an appropriate term for the
risk of anal sex between biological males
in Asia. For the sake of brevity, this report
will refer to people who engage in male-male
sex as MSM (men who have sex with men,
excluding transgenders) or transgenders, as
appropriate.

In recent years, a few countries have
started to collect information on male-male sex.
After years of programming neglect, this has
yielded some unpleasant surprises, as Table 2
illustrates.

HIV has reached very high levels among some
sub-sections of the population. It is notably
higher among transgenders, who often have
a high turnover of commercial anal sex part-
ners. But HIV prevalence has reached 17% in a
very large sample of Thai men frequenting
Bangkok’s growing number of gay venues, and
it was at the same level in a surveillance site at
a sexual health clinic for MSM in Mumbai,
India. HIV infection is high among MSM in the
Cambodian capital Phnom Penh, and is begin-
ning to emerge in some of the continent’s largest
cities, including Beijing and Jakarta.
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There are very few studies that record male-male sex in the general
population; those that exist suggest that between 3% and 5% of men

in Asia have sex with other men on a regular basis.

It should be noted that most of the data
shown in Table 2 represent HIV prevalence in
samples chosen at sites where men go to meet
one another, often looking for new sex part-
ners. These prevalence figures are unlikely to
represent HIV infection in the whole popula-
tion of MSM. Still, they should act as a wake-
up call to public health authorities, including
those in countries that have not recorded any
HIV epidemic among MSM simply because they
have not bothered to look for it.

The question of how many men engage in
high-risk anal sex is much debated. In a house-
hold survey in rural Bangladesh, for example,
8% of men said they had had sex with another
man, most of it before they got married.
(Hawkes, Morison et al 2002) Among truck
drivers in the same country, 20% said they had
sex with men, but almost all said they also had
sex with women. (Gibney, Saquib et al 2003)
In a survey of truck drivers in Pakistan, men
were more likely to report sex with other men
than with female sex workers. Almost half the
surveyed truck drivers reported ever having
had sex with a man for no payment, and an-
other 11% said they had bought sex from a
man, while only one-third said they had ever
bought sex from a woman. (Agha 2002)

had had anal sex in the preceding six months.
(Wi, Saniel et al 2002) In a household-based
survey in a low-income area of Chennai, India,
6% of men reported sex with other men. These
men were over eight times more likely to be
infected with HIV than other men in that popu-
lation, and 60% more likely to be infected with
other sexually transmitted infections. (Go,
Srikrishnan et al 2004)

Like HIV surveillance, behavioural surveil-
lance among MSM is likely to capture the high
end of the risk spectrum—in most cases, men
are recruited for inclusion in surveillance from
locations where social and sexual activity is
common. In these more sexually active sectors
of the MSM community, high-risk behaviour is
the norm in most Asian countries. HIV is more
likely to be transmitted during anal sex than
during vaginal sex, because the anus is not
naturally lubricated, and small tears and lesions
that allow HIV to pass from one partner to
another can easily occur. This is especially true
for the receptive partner, because sperm and
other body fluids will remain in the anus after
the insertive partner has withdrawn. Anal sex
(both insertive and receptive) is also vastly
more risky than oral sex. Anal sex is by far the
most common sexual practice between men—
95% of the Bangladesh truckers who had ever
had sex with a man reported anal sex, for ex-
ample, while in China, 84% of MSM reported
anal sex. (Gibney, Saquib et al 2003) Surveil-
lance in three Indonesian cities found that
some 89% of MSM who did not sell sex re-
ported recent anal sex.

Anal sex per se is not a risk factor for HIV
infection, any more than vaginal sex is. For an
HIV infection to occur in anal sex, there must
be an infected partner and an uninfected part-
ner — sex between faithful partners of the same
HIV status cannot result in a new infection.
However, the evidence indicates that mutually
monogamous relationships are not the norm
among MSM in Asian countries. In Hong Kong,
57% of MSM in a telephone survey believed
that their own male partner currently had
other partners. (Lau, Siah et al 2002) In
Vietnam’s Ho Chi Minh City, MSM were even
less likely to think their regular partnership was
exclusive—just 16% of men with a regular part-
ner said they believed their partner did not also
have sex with other men. (Colby 2003) These
expectations are confirmed by people’s reports

In considering what drives the HIV epidemic
in Asia, we are more interested in current
sexual behaviour than in what might have hap-
pened over a person’s entire life. There are very
few studies that record male-male sex in the
general population; those that exist suggest
that between 3% and 5% of men have sex with
other men on a regular basis. In a household
telephone survey using an automated question-
naire in Hong Kong, 5% of Hong Kong men
aged 18-60 reported ever having had sex with
a man; but barely half of them reported a male
partner in the previous six months. (Lau, Siah
et al 2002) In a variety of surveys in Thailand,
between 3% and 4% of men have reported
recent sex with men (Asian Institute Mahidol
University and Bangkok Metropolitan Admin-
istration AIDS Control Division 2003;
Lertpiriyasuwat, Plipat et al 2003)  Similarly, in
the Philippines, 3% of over 1 200 men recruited
at blood banks and medical facilities said they
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Figure 20: Percent of MSM
using condoms at last sex
with commercial and
non-commercial partners,
and comparison with
condom use reported by
clients of female sex
workers in the same
locations

MSM are more likely to use
condoms in commercial
than in casual sex, but
condom use in male-male
sex is still lower than with
female sex workers

(Source: BSS  data from various
countries and Colby 2003;
Girault, Saidel et al 2004)

*Always or frequent condom
use in commercial sex over last
month

about their own behaviour—82% of MSM in
Ho Chi Minh City reported multiple partners in
the last month, and close to 40% reported five
or more partners. In China’s Sichuan province,
62% of those who engaged in anal sex reported
three or more partners in the last six months.
In Indonesia one-third of MSM who practised
anal sex reported two or more non-commer-
cial partners in the preceding month, while in
East Timor half of MSM had multiple partners
in the same period of time. (Pisani and Dili STI
survey team 2004a) In five Indian cities where
behavioural surveillance was conducted among
MSM,  the mean number of non-commercial
partners in the preceding month ranged from
four in Delhi and Mumbai to six in Chennai.

Multiple partnerships greatly increase the
chance that an infected person will encounter
an uninfected person. But the likelihood of
exposure to HIV is also affected by condom use,
since it is only in unprotected sex that HIV trans-
mission is likely to take place. Condom use in
anal sex between men varies very widely across
Asia. As Figure 20 shows, condom use is gener-
ally higher in commercial sex between males
than it is in non-commercial partnerships. There
is other evidence, too, that condom use tends
to be highest in higher-risk settings. In Hong
Kong, for example,  68% of men who meet other
men for sex in saunas say they always use
condoms in these encounters. (Smith, Chung
et al 2003) In general, however, consistent
condom use is far lower. In Bangladesh, for
instance, only 3% to 8% of MSM reported
always using condoms with their non-

commercial partners, while in Indonesia, the
proportion ranged from 12% to 24% across
various cities.

Turning a blind eye to male-male sex has
skewed risk perceptions

Figure 20 underscores an interesting reality:
almost everywhere it has been measured, con-
dom use in commercial sex between men and
women is consistently higher than condom use
in commercial sex between men, even though
sex between men carries a far higher risk of
HIV transmission. This is probably in part be-
cause HIV prevention programmes throughout
Asia have focused attention on the dangers of
unprotected sex between men and women,
while maintaining a deathly silence on the sub-
ject of sex between men. As a result, men are
far more aware of the risks of sex with women
than they are of the risks of sex with men.

In Vietnam’s Ho Chi Minh City, for example,
fewer than one-third of MSM questioned in a
2001 survey said they thought MSM were at
higher risk of HIV infection than other people
(this still low rate had risen from just 22% in
1997). (Colby, Cao et al 2004) Just 6% said they
felt at risk of HIV infection, despite very high
levels of multiple partnerships and unprotected
sex—a pattern repeated in China and Pakistan.
This skewed risk perception translates into on-
going risk behaviour. While 70% of Vietnamese
MSM who had casual female partners used a
condom at last sex with a woman, only 55%
used a condom at last casual sex with a man.
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Figure 21: Percent of men
using condom at last

commercial sex, according
to source of condom used
at last sex, five cities, India

More peer distribution
turns into more condom

use

(Source: India National AIDS
Control Organisation 2002)
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toward promoting greater use. The experience
of India, illustrated in Figure 21, is instructive
in this regard. In cities that have active peer
distribution networks supporting safer sex for
men who have sex with men, overall levels of
condom use are far higher than in cities that
rely largely on pharmacies and other traditional
outlets.

Men who have sex with men are far more
likely than heterosexual men to cite limited
access to condoms as a reason for not using
them.

Lubricants are another basic prevention
technology that can help cut HIV transmission
in anal sex. The anus, unlike the vagina, does
not produce natural lubricants, so abrasive anal
sex easily produces rectal trauma, and that in
turn makes it easier for HIV to pass from an
infected to an uninfected person. Condoms are
generally lubricated, but many men prefer to
use additional lubricant even when using a
condom. The problem is that many of the
creams and lotions which are often used in anal
sex are oil-based, and can damage the latex
from which condoms are made. The safest
lubricants are water-based lubricants (such as
the well-known brand KY™. However, data
from around Asia show that water-based
lubricants are rarely used, and many MSM have
never even heard of them. Where they are
known, water-based lubricants are considered
expensive and inconvenient (they are often

A similar pattern was seen in Cambodia, where
79% of MSM reported always using a condom
if they had casual sex with women, while only
33% always used condom in casual anal sex
with a man. In a Hong Kong survey, men who
had sex with men were half as likely to feel at
risk of being infected with HIV compared with
men who had sex with female sex workers—
even though MSM were eight times more likely
to report a recent STI. (Lau, Siah et al 2002)

Start with the basics

 Throughout Asia, men who have sex with men
need more information about the risks involved
in anal sex. But information alone is never
enough. Men who have sex with men are not
very different from men who have sex with
women in their reluctance to use condoms;
most say they do not use them because they
believe sex is more fun without condoms. But
MSM are far more likely than heterosexual men
to cite limited access to condoms as a reason
for not using them. Being embarrassed to buy
condoms is mentioned particularly frequently
by MSM in a number of countries, including
Cambodia, East Timor, India, Indonesia and
Iran. This may be associated with a fear that
buying condoms will identify a person as “gay”,
a somewhat irrational fear in countries where
condoms are heavily promoted for use between
men and women. Whatever the reason, efforts
to reach out to MSM and provide them with
easier access to condoms are an important step
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Appropriate sexual health services for men who have sex with men
should be an important component of HIV prevention services for men
in the Asian region, but they are currently badly overlooked.

packaged in large tubes like toothpaste con-
tainers, which do not fit easily into a pocket
during a night’s cruising). In Vietnam, 75% of
respondents had never heard of water-based
lubricants; 41% mentioned saliva as an appro-
priate lubricant. (Colby 2003) In East Timor only
one MSM in 10 had ever used water-based lu-
bricant, and in Cambodia only one in 100 had
used it. (Girault, Saidel et al 2004; Pisani and
Dili STI survey team 2004a)

These problems should not be difficult to
overcome. Indonesia, for example, found that
only 14% of MSM and male sex workers and
15% of transgender sex workers (waria) had
ever used water-based lubricant. What’s more,
68% of those who did not always use condoms
in both groups said it was because they were
embarrassed to buy condoms, or condoms
were just too inconvenient to access. In re-
sponse, an HIV prevention programme began
producing “safe sex packs”. These slickly de-
signed little packs—picturing a gay man on one
and a waria on the other—contained a condom,
a sachet of lubricant, and instructions on their
correct use in anal sex. Close to 70,000 of the
packs were handed out in four cities in just two
months. The result? Lubricant use doubled
among MSM and rose nearly two and half
times among waria. Around 90% of both
groups said they would be willing to buy the
packs, and plans to make a socially-marketed
version available are now underway. (Kharisma
Nugroho, personal communication)

The unseen problem: rectal STIs

It is widely known that sexually transmitted
infections other than HIV increase the likeli-
hood that HIV will be transmitted in sex be-
tween an infected and an uninfected person.
The importance of STIs as a cofactor in Asia
have already been discussed (see page 39). STIs
constitute a neglected epidemic even among
heterosexual men, where they are more likely
to be symptomatic, and more particularly
among women, among whom asymptomatic
infections are common. But infections that are
transmitted in anal sex are not just overlooked,
they are almost completely invisible. So much
so, that there is very liitle data available to help
gauge the magnitude of the problem, and even
less information on what can effectively be
done about it.

The information that does exist, is not en-
couraging. In East Timor, 14% of MSM were
infected with gonorrhoea compared with just
0.5% of soldiers and taxi drivers. All but one of
the infections was rectal. Chlamydia infection
among MSM was similarly high, and all of the
infections detected were rectal. In Cambodia,
urethral infections among MSM were much
higher than rectal infections, but overall 27%
of MSM were currently infected with at least
one sexual infection. (Girault, Saidel et al 2004)
Infected men in both settings shared one im-
portant characteristic: many did not recognise
that they might be infected with an STI. Two-
thirds of men with a current, laboratory-con-
firmed STI reported no symptoms at all in the
previous year. People who do not recognise
that they have symptoms of an infection do
not seek treatment for that infection. But it is
not necessarily true that if people do recognise
symptoms, they will automatically seek treat-
ment. Many of the MSM who reported symp-
toms of STIs did nothing about it—in the case
of MSM in East Timor, just 16% of those re-
porting symptoms in the last year went to a
medical facility for care. In China, 60% of MSM
reporting STI symptoms either did nothing at
all or self-medicated. It appears that appropri-
ate sexual health services for MSM should be
an important component of HIV prevention
services for men in the Asian region, but they
are currently badly overlooked.

The other sex workers

When sex workers are discussed in Asia, people
usually think of women who sell sex to men.
But Asian men also buy sex from male and from
transgender sex workers. For example, 48% of
MSM in Lahore, Pakistan and 20% of MSM in
Sichuan, China, said they bought sex from an-
other man in last six months. (Naz Foundation
International and Vision 2002; China-UK HIV/
AIDS Prevention and Care Project 2003a) In
Vietnam, 22% of MSM in surveillance bought
sex from a man in the preceding year and 31%
sold sex. (Colby 2003) Over one-third of MSM
in five cities in India bought or sold sex in the
month before surveillance in 2002, and, in the
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Figure 22: Percent of male-
male sex populations

reporting unprotected anal
sex with any male partner

in the preceding month, by
HIV status, Jakarta,

Indonesia, 2002

HIV-infected male and
transgender sex workers

report high levels of
ongoing risk

(Source: Pisani, Girault et al
2004b)
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cities of Chennai and Delhi, more than one
MSM in two was involved in a commercial sex
transaction with another man. Close to three-
quarters of the Cambodian MSM approached
for surveillance in public meeting areas in the
capital Phnom Penh said they had sold sex to
another man in the previous six months, while
surveillance staff in Jakarta, Indonesia, easily
identified over 70 massage parlours whose
primary purpose was to provide male sexual
services for men. The high rates of commercial
sex between men reported in surveys do not
represent the habits of all MSM. Those included
in surveillance are generally approached at sites
known to be “hot spots” for seeking new sex
partners, including commercial partners. But
those rates serve to draw attention to the
forgotten population of male sex workers.

Not surprisingly, sex workers report higher
numbers of partners than other MSM, and
the consequence is often higher rates of HIV
infection. In Thailand’s capital, Bangkok, 32%
of MSM who reported selling sex were infected
with HIV, nearly twice the level of those who
did not sell sex. In Jakarta, 4% of male sex
workers tested HIV-positive compared with
2.5% of other MSM, a difference that was not
statistically significant. HIV infection among
transgender sex workers, however, was dra-
matically higher, at 22%. This level, which
represents a tripling since HIV was last mea-
sured in this group in the mid-1990s, places

transgender sex workers second only to drug
injectors in terms of HIV prevalence in Indone-
sia. Because the number of transgender sex
workers is relatively small, their impact on the
epidemic will not be as great as that of injec-
tors. But transgender sex workers sell sex to
heterosexual men, many of who, in qualitative
studies, also report being regular clients of
female sex workers So the “booster effect” seen
among IDUs also applies here. It is important
not to overlook this population in planning an
HIV/AIDS response.

If risk behaviour remains unchanged from
that recorded in surveillance in Indonesia in
2002, HIV infection will inevitably rise further
among transgender sex workers, among the
heterosexually-identified men who make up
most of their client base, as well as among
other MSM. As Figure 22 shows, between 85%
and 90 % of HIV-positive male sex workers in
Jakarta have reported recent unprotected anal
sex. Only a relatively small proportion of
respondents had ever received the results of
an HIV test at the time of this survey, so they
may not have been aware of the risks they were
posing to their clients and other partners.

Some 40% of transgender sex workers in
Jakarta who were infected with HIV were
also infected with current, active syphilis. This
is further confirmation that they are continu-
ing to have unprotected sex, but it is also
worrisome since syphilis infection will speed up



61

AIDS in Asia: The MAP Report Chapter 2

HIV transmission to clients and other sex
partners. It is also worth noting that, while 79%
of transgender sex workers had provided both
oral and anal sex services to clients in the past
week in three cities in Indonesia, 12% had pro-
vided oral sex services only. In qualitative re-
search, transgender sex workers reported get-
ting paid the same or more for oral sex as for
anal sex. While oral sex may not be entirely
without risk, unprotected oral sex is much,
much safer than unprotected anal sex. A shift
from anal to oral sex services in commercial sex
may therefore be considered as one risk reduc-
tion strategy for male and transgender sex
workers who cannot negotiate condom use in
anal sex.

In some settings, it is commonly assumed
that male sex workers serve only or mainly
foreign clients. That assumption has been
upended in East Timor, for example, where the
presence of international peacekeepers and
United Nations staff coincided with social
liberalisation that led to more openness about
homosexual activity. One survey found that
only one-third of men who had sold sex in the
previous month had foreign partners—the rest
of the demand came from locals. One in ten of
the all-Timorese survey sample had bought sex
from another Timorese man in the preceding
month. Qualitative research in Hanoi, Vietnam,
mirrors these findings. While men selling sex
in the increasingly active commercial sex scene
there do provide services to foreign partners,
they report that the majority of their clients
are Vietnamese. (Doussantousse, Anh et al
2002.

recent partner, and 80% had never used a
condom. HIV had not yet been introduced to
this population at the time, but 37% of the
sex workers were already infected with
syphilis. (Naz Foundation International and
Vision 2002) In a separate study of MSM in
Lahore, Pakistan, not one of the 57% of
sample who reported accepting money for sex
in the preceding month said he always used
condoms.

It is commonly assumed that male sex workers serve only or mainly foreign clients.
That assumption has been upended

Interestingly, both the Hanoi and the East
Timor studies reported that overseas clients
were more likely to use condoms than local
clients. Figure 20 showed that MSM are
generally more likely to use condoms in
commercial sex than in unpaid sex, but
consistent condom use in commercial sex is low,
even in places where prevention programmes
exist. Where programmes are absent, condom
use is dismally low. At the beginning of this
decade, in the Pakistan city of Karachi, 93%
of transgender sex workers reported receptive
anal sex in the previous year— but nine out of
10 did not use a condom with their most
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Chapter highlights

• The three major sets of behaviours that carry a high risk for HIV transmission
in Asia are injecting drugs, sex between males, and commercial sex between
men and women. The evidence shows that people who have any of these risk
behaviours often practice more than one.

• Because sex workers usually have more partners than other people, the most
dangerous combination of risk behaviours (in epidemiological terms) is found
among female and male sex workers who inject drugs. Male injectors also
contribute to increased HIV prevalence among sex workers from whom they
buy sex.

• In Asia, sexual identities are not always clearly defined. People’s sexual
behaviours—occasional sex with male or transgender sex workers, for example—
may not match their overt social identities. This means that a high proportion
of men who have sex with men also have sex with women.

• Being a migrant does not in itself put a person at risk of HIV infection.
But there is plenty of evidence that lots of men on the move do use their
disposable income to buy sex when they are away from home. Among female
migrants, those at highest risk are those who migrate specifically to sell sex in
large cities where demand is high.

Chapter 3
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Chapter 3:
People are

not square!
Although

prevention
programmes

sometimes
think in

boxes, people
often live

in circles of
interconnected

risks

The majority of men and women in Asia do not engage in behaviours
that carry a high risk for HIV transmission. But those who do very

often engage in more than one risky practice.

So far, this document has described three sepa-
rate sets of behaviours that carry a high risk
for HIV transmission: injecting drugs, sex be-
tween males, and commercial sex between
men and women. But people, of course, can
adopt more than one of these behaviours.

Data systems in Asia are beginning to re-
veal two important facts. The first is that the
majority of men and women in Asia do not
engage in any of these high-risk behaviours.
The second is that those who do practise such
behaviour very often engage in more than one
of them. This has very important implications
for the developing epidemics and the efforts
to control it. If each of the sub-epidemics de-
veloped in isolation, in its own box, the epi-
demic as a whole would be easier to manage.
But—in Asia, at any rate—they do not develop
separately. Drug injectors buy and sell sex from
both men and women, men sell sex to men
and buy it from women, women sell sex to
clients and buy drugs for their husbands. The
permutations are many.

evidence that years of drug injection dampens
sexual activity. In central Bangladesh, for
example, half of the men who had been in-
jecting for five years or more reported buying
sex in the last year, compared with 63% of
those who were more recent injectors. But the
fact that one in two long-term injectors is still
buying sex is hardly evidence of a badly dented
libido, particularly since over one-third also
reported sex with a regular female partner in
the previous year.

To make matters worse, long-term injectors
are something of a rarity in many Asian coun-
tries, since widespread drug injection is a rela-
tively new phenomenon. Indeed, in every Asian
country where data is collected, drug injectors
report more sexual activity than other popula-
tion groups, and much of that sex is commer-
cial, both bought and sold.

Selling sex to buy drugs: a lethal
combination

The more non-injecting sex partners drug
injectors have, the more likely it is that an HIV
infection acquired as a result of needle-
sharing will be spread to non-injectors. Because
sex workers usually have more partners than
other people, the most dangerous combination
of risk behaviours (in epidemiological terms) is
found among sex workers who inject drugs.

HIV is transmitted more easily through
shared needles than though sex. This explains
why in Ho Chi Minh City, Vietnam, 49% of
injecting sex workers are infected with HIV,
compared with 19% of those who use drugs
without injecting them, and 8% of those who
do not use drugs at all. (Giang 2002) It is deeply
troubling, then, to find that 38% of almost 1
000 sex workers included in the survey that
yielded those results were drug injectors. Other
studies in Vietnam report lower rates of injec-
tion among Ho Chi Minh City sex workers, but
they have also found that drug injectors were
far more likely than other sex workers to work
on the street, which is among the riskiest of
locations. Drug-using sex workers were about
half as likely to use condoms as those who did
not use drugs, according to one large study
(Vietnam Ministry of Labour Invalids and Social
Affairs 2001), while behavioural surveillance
found that street-based sex workers who did
not inject drugs were six times more likely to

It adds up to an illustration of the adage
that “the sum is greater than the parts”. The
next chapter examines these realities in more
detail. In this section we quantify the extent
to which various, simultaneous risk behaviours
put some people at risk of contracting or pass-
ing on HIV infection.

Sex and drugs: a classic
combination

For some time, it was believed that people who
inject drugs are unlikely to be very sexually
active. This belief, apparently based on evi-
dence from countries with long-established
populations of injectors, made authorities in
Asia feel relieved, because the only way an IDU-
driven epidemic is likely to spread to non-
injectors is through the sexual activity of
injectors. If injectors are not having sex, then
the problem remains confined among those
who share needles, a small part of the popula-
tion and not one politicians tend to worry
much about.

In a few Asian countries, there is indeed
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Epidemiology 2001)

use condoms than those who injected drugs
and shared their injecting equipment with
other users – in other words, the sex workers
most likely to be exposed to HIV. That’s a high
proportion of sex workers. Between 64% and
73% of drug-injecting, street-based sex workers
said they shared injecting equipment, which
amounts to three to five times more than the
sharing reported by male IDUs in the same cities.

As Figure 23 shows, injection among
sex workers seems to be particularly well-
established in Vietnam. The fact that one sex
worker in six was an injector in the capital
Hanoi probably explains a large part of the
steep rise in HIV prevalence among sex workers
in the city shown in Figure 2. In the northern
port city of Haiphong, nearly 40% of all sex
workers said in behavioural surveillance that
they injected drugs.

Of the places that have measured drug
injection among sex workers in Asia, only
Manipur has recorded levels similar to those in
Vietnam. In this northern state of India, which
has a well-established IDU-driven HIV epidemic,
20% of female sex workers said they injected
drugs, according to behavioural surveillance in
2001. In other north-eastern Indian states,
about half as many sex workers have reported
injecting drugs.

In other parts of India and Asia, far fewer
sex workers report injecting drugs, but the level
is high enough to be a cause for concern. In
Sichuan province in China, 2.5% of sex workers
said they injected drugs, but among street-
based sex workers the proportion injecting was

twice as high, at one in 20. Women selling sex
on the streets reported the highest turnover
of clients of any subset of sex worker, as well
as the lowest levels of condom use. In both
Iran and Indonesia, up to 3% of sex workers
in some provinces reported injecting drugs,
(though in Indonesia fewer admitted to being
current injectors). A large qualitative study in
Iran has reported that a rising proportion of
IDUs are women, with about half of female
sex workers using drugs, many of them inject-
ing. (World Health Organization 2003) In
Bangladesh, fewer than 4% of female sex work-
ers in any site reported injecting drugs, but up
to one in five believe some of their clients were
drug injectors, and between five and 10%
reported regular partners who injected drugs.

Almost everywhere, the population of
female sex workers is much larger than the
population of female drug injectors. Indeed
female drug injectors are often so hard to find
in sizeable numbers that they are frequently
excluded from surveillance. But whenever
female IDUs are questioned, there is one con-
stant finding: even when the overall propor-
tion of sex workers injecting drugs is low, the
overall proportion of female drug users who
sell sex is usually very high.

The survey shown in Figure 24 recorded
very high rates of sex work among self-reported
IDUs encountered in “hot-spots” for risk
activity, including commercial sex. In a larger
survey in nine Kazakh cities focusing only on
IDUs, rates of commercial sex among female
IDUs were somewhat lower (42% in Almaty
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and 33% in Karaganda). But the proportion
of female IDUs selling sex was still very high—
20 times higher than the proportion of male
injectors who said they sold sex for cash or
drugs. Over 40% of sex sold by IDUs was per-
formed without a condom. (Kazakhstan Na-
tional AIDS Control Programme and Ministry
of Health, Center of Public Opinion Investiga-
tion et al 2002)

In China’s Sichuan province, 47% of the 452
females included in behavioural surveillance for
IDUs said they had sold sex for money or drugs
in the previous month. Condom use was re-
portedly quite high in commercial sex, although
at 60% it was considerably below the norm
reported by sex workers in the province. Con-
dom use with regular partners was, however,
far lower at 17%. In neighbouring Yunnan,
which has a long-established HIV epidemic
among drug injectors, 21% of female IDUs sold
sex. They reported very high rates of condom
use: 88% said they used a condom with their
last client.

The other side of the coin: drug injectors
who buy sex

The fastest way to ignite a heterosexual epi-
demic in countries where commercial sex is
common is rapidly to boost HIV prevalence
among sex workers. This can happen when sex
workers inject drugs. The next fastest way is
to rapidly boost HIV prevalence among clients.
If a substantial proportion of injectors buy sex,

HIV prevalence will inevitably increase in the
client population. If a drug-injecting client
passes an HIV infection on to a sex worker,
she or he may then pass it on to a substantial
number of other clients.

The variation in consumption of commer-
cial sex among male IDUs is captured in Figure
25. The similarity between all but two of the
sites is the dominant colour, red, representing
unprotected sex. Only in Thailand is condom
use reported to be a norm among drug injec-
tors when they buy sex, while in Nepal roughly
half of injecting clients use condoms.

In many of these locations, drug injectors
reported even higher levels of regular and
casual partnerships, and as a rule, condom use
in these partnerships was even lower than in
commercial sex. In most cities included by
India in behavioural surveillance for IDUs,
around one-quarter of injectors said they lived
with a wife or regular sex partner. In one of
the cities, Chennai, as many as 46% of injec-
tors were married or had live-in partners. This
has probably contributed to the fact that
Chennai also has among the highest HIV preva-
lence rates among pregnant women in the
country. In some areas of Bangladesh, notably
the northwest, between 50% and 90% of in-
jectors are married.

Few surveillance systems report whether
the sex partners of IDUs also inject. Many
women are initiated into drug injection by their
male sex partners, so women are more likely
than men to have regular partners that inject.
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In Sichuan, China, 62% of women who inject
drugs said they injected with their regular sex
partners, but only 28% of men reported inject-
ing with female partners. Because of the over-
whelming imbalance in the sex ratio of injec-
tors in most Asian countries, it is common sense
that many male injectors have sex partners who
do not inject. Among male IDUs with regular
partners in Indonesia, close to nine out of 10
reported that their wives or girlfriends did not
inject, and over two-thirds believed that their
wives or girlfriends were unaware that their
partner injected drugs.

It is clear that many drug injectors are put-
ting non-injecting sex partners at risk of HIV
infection. Most seropositive drug users surveyed
in one study in Bangladesh, for example,
reported non-injecting risk behaviour—87%
reported multiple sex partners, 76% said they
had unprotected sex, and 64% described
recent symptoms of STIs. Another study in
Bangladesh recorded rather lower rates of
sexual activity among injectors overall. While
HIV-infected IDUs reported less sex than those
who were not infected, the difference was not
statistically significant. (Islam, Hossain et al
2003; Azim, Alam et al 2004a)

This section has focused on the relationship
between drug injection and sex between men
and women. But the epidemics driven by drug
injection and by male-male sex also overlap. In
Indonesia, rates of drug injection among male
sex workers were higher than among other
population groups. In all likelihood, these

men were selling sex to finance an addiction.
Cambodia is a country generally thought to
have escaped the burdens of drug injection,
but as early as 2000 in a survey of MSM (mostly
male sex workers) 3% had injected drugs in the
preceding 12 months. (Girault, Saidel et al 2004)

In Tehran, one-third of male IDUs were re-
ported to have sex with men, and in surveys
of MSM in China, Pakistan and India, between
2% and 4% of MSM also use drugs.

Drugs without needles are not without
danger

A great deal of attention is paid to drug
injection in the context of HIV—and quite rightly
so. In northern Thailand, for example, 30% of
drug injectors are infected with HIV, compared
with 2.8% of people who use drugs but do not
inject them. (Razak, Jittiwutikarn et al 2003)
But the fact is that majority of drugs consumed
in Asia are not injected — they are smoked,
inhaled or swallowed. Does that mean HIV
prevention programmes should ignore non-
injecting drug use? Probably not. Recreational
drugs affect people’s libido, decision-making
power and coordination, all of which can
affect whether people have sex and, if they do,
whether they use condoms correctly or at all.

In northern Thailand, amphetamine-type
stimulants are currently the drugs of choice;
indeed, 41% of male students and 19% of
females have reported using these drugs. People
who take these drugs are four times more likely
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Figure 26: Percent of active
MSM who are married or

report recent sex with
women, various countries

At least one MSM in five
reports sex with women;
among male sex workers

(the darker bars), the rate
is much higher

(Source: Data from national
behavioural surveillance and

Naz Foundation International
and Vision 2002; Choi, Liu et al

2003; Colby 2003; Girault,
Saidel et al 2004; van

Griensven, Thanprasertsuk et al
2004; Pisani and Dili STI survey

team 2004a)

Notes: *Last six months
** Last 12 months. China:

unprotected sex with woman.
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than those who do not to report sexual inter-
course, and three times more likely to report
four or more recent casual partners. (Sattah,
Supawitkul et al 2002) In China, East Timor
and Pakistan, people who took drugs reported
more sexual risk than those who did not. In
Bangladesh, truck drivers who took drugs were
more than twice as likely to buy sex, compared
with counterparts who did not use drugs.
(Gibney, Saquib et al 2003)  In Indonesia, both
sex workers and clients were significantly less
likely to use condoms if they used drugs.

Drugs, and particularly amphetamines, may
also increase the risk of transmission during
unprotected anal sex. Anecdotal reports
among MSM suggest that crystal meth delays
ejaculation and dampens discomfort or pain
for the receptive partner. Both those factors
may contribute to sexual practices that increase
rectal trauma. Some 47% of male sex workers
in Indonesia reported taking drugs in the pre-
vious year, compared with 27% of MSM who
did not sell sex. Data on specific drugs are not
available, but amphetamines are the most com-
monly-seized drugs in all three Indonesian
cities where surveillance took place, according
to police reports.

The most common intoxicant of all—
alcohol—is also associated with risky sex, and
especially commercial sex, throughout Asia. In
Bangladesh, men who used alcohol are three
times as likely to buy sex as non-drinkers. In
Cambodia, India and Vietnam, high propor-

tions of clients of sex workers report going on
a drinking spree before they buy sex. In
Indonesia’s eastern-most province of Papua
(formerly Irian Jaya), men who get drunk were
twice as likely to report recent unprotected
commercial sex, compared with non-drinkers,
and heavy-drinking sex workers also reported
less condom use than those who did not get
drunk.

Gender balance: Men who
have sex with men and
women

In many industrialised countries, a majority of
people classify themselves relatively easily into
one of three categories: homosexual, hetero-
sexual or bisexual. In Asia, as Chapter 2 dis-
cussed, sexual identities are more fluid. People’s
sexual behaviours—occasional sex with male or
transgender sex workers, for example—
may not match their overt social identities (as
heterosexual family men, for example).

The proportion of men reporting same-sex
behaviour in household samples was discussed
on page 55. A high proportion of these men
also reported sex with women. For example,
in a household study in India, 57% of men
reporting sex with other males were married.
(Go, Srikrishnan et al 2004) In a similar survey
in central Thailand, one in three of the men
who reported sex with other men also bought
sex from women, and almost half had non-
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regular female partners. (Lertpiriyasuwat,
Plipat et al 2003) Among men included in sur-
veillance because they were thought to be likely
to have risky sex with women, sex with men
was also surprisingly common. One in five of
the respondents in a survey of truck drivers in
Bangladesh reported sex with both men and
women, for example. Interestingly, men who
had recent sex with men were four times more
likely to report recent sex with female sex work-
ers. (Gibney, Saquib et al 2003) This suggests
that the availability of sex outweighs many
people’s sexual identities or preferences. In sur-
veillance among clients of female sex workers
in India, 11% said they had ever had sex with a
male, and 3% had done so in the previous year.
These behaviourally bisexual men were far less
likely to use condoms with men than with
female sex workers—only 15% of the men said
they always used condoms with male partners,
compared with 57% with female sex workers.

So in many places, men who are generally
assumed to belong to the heterosexual main-
stream report high levels of bisexual behaviour.
But what about men who are approached for
inclusion in surveys because they are associated
with venues or services that cater to people
who are more openly identified with homo-
sexual behaviour—men sampled at gay bars,
cruising areas and in internet chat rooms aimed
at gay men, for example?

As Figure 26 shows, at least one in five men
included in surveys across the region because
they reported sex with other men also reported
recent sex with women. Particularly note-
worthy were the high rates of bisexual
behaviour among men who sold sex (the darker
sets of bars in Figure 26). In Indonesia, high
proportions of male sex workers had sex with
other men chiefly to earn money; all their
unpaid sexual partnerships were with women.

Missing from Figure 26 is an important sub-
set of men with bisexual behaviour: the clients
of transgender sex workers. No quantative
data on this group exists, to our knowledge.
However, qualitative research in Indonesia
shows that almost all men who buy sex from
transgender sex workers consider themselves
heterosexual. Most are active clients of female
sex workers, and have sex with transgender
sex workers for an occasional “change of
scene”. Transgender sex workers, for their part,
are proud of the “macho” qualities of their

clients, and dislike providing sex to effeminate
or gay-identified men. The Indonesian health
ministry estimates that one-quarter of a mil-
lion Indonesian men buy sex from transgender
sex workers each year. One in five transgender
sex workers are living with HIV in some parts
of the country, so their clients clearly risk be-
ing exposed to the virus. If clients become in-
fected in anal sex with transvestite sex work-
ers, they may in turn expose female sex workers
and other female partners to HIV. Prevention
programmes for heterosexually-identified men
may need to include specific information on
safe anal sex with transgender sex workers.

The relationship between bisexual behaviour
and HIV infection in Asia is interesting. In coun-
tries and regions where HIV spread initially in
the commercial sex industry, bisexual MSM may
be more likely to acquire HIV infection from
female sex workers than from their male part-
ners. In the Cambodian capital, Phnom Penh,
for example, MSM who reported unprotected
sex with female sex workers were over three
time more likely to be infected with HIV as men
without high-risk heterosexual exposure. In
that instance, their bisexual behaviour actually
appears to be acting as a conduit for HIV to
get from the higher-prevalence heterosexual
risk networks into the network of MSM.

Changing with the times: will bisexual
behaviour diminish in Asia?

Many people believe that high levels of bisexual
behaviour in Asia are rooted in two social
phenomena. The first, especially visible on the
Indian sub-continent, is the double standard
that is applied to virginity. Women are ex-
pected to remain virgins until marriage and
then to be monogamous within marriage. For
men, on the other hand, sexually activity is
generally socially tolerated, whether or not
they are married. So, men who prefer sex with
women might have sex with men mainly be-
cause male partners are more sexually avail-
able than women. The second phenomenon
concerns the social taboos that apply to same-
sex behaviour. Because openly homosexual
identities are not socially acceptable, many
men who prefer sex with men may force them-
selves to have sex with women for the sake
of social respectability.

Both these factors contribute to the
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2003)

“invisibility” of male-male sex, reducing the like-
lihood that people who engage in the
behaviour will get the information and services
they need to stay safe. Where stigma and de-
nial contribute simultaneously to risky male-
male sex and to bisexual behaviour, they
threaten to push the virus further into hetero-
sexual populations.

Both these factors may be changing. In
some places, young women are becoming
more sexually active before marriage (see page
82). This may afford men who would rather
have sex with women greater access to female
partners. And in some places, especially large
urban areas, openly homosexual sub-cultures
are emerging. This may reduce the pressure
on men who would rather have sex with men
also to have female partners.

Some evidence of this trend may be
gleaned from data in China. Older MSM are
far more likely to report bisexual behaviour
than younger MSM in all cities where the
behaviour has been tracked. In Sichuan, one
in 10 MSM younger than 25 had sex with both
men and women, compared to almost one in
four 25-29-year-olds and almost one in two MSM
older than 40. In part, this may be because as
men get older they are under increasing pres-
sure to marry. But an interesting contrast be-
tween sites also points to real social change.
In the trendy urban centre of Chengdu, 18%

of MSM reported both male and female
partners, while in more rural Nanchong, where
“traditional values” remain stronger, the rate
of bisexuality was twice as high.

In an epidemic in which sex between men
is a driving force, the less bisexual behaviour
there is, the less likely it is that infections
acquired during unprotected anal sex between
men will be passed on to women and thus into
the heterosexual population. Data from
Japan, Asia’s most industrialised nation and the
one with the most firmly established “gay”
scene, shows that HIV prevalence has risen
steadily among male blood donors, while it
remains relatively steady among women. (see
Figure 27)

This is strong evidence that in Japan—as in
many Western countries—HIV transmission is
occurring mainly among men who have sex
with men, with minimal onward transmission
into heterosexual networks. In 2003, there
were some 340 newly-reported HIV cases
among Japanese men who had contracted
their infection through sex with other men, just
over three times the number of reported
infections among men who acquired the virus
heterosexually. Indeed, since 1999 there has
been a rapid increase in the annual number of
HIV infections that occurred in male-to-male
sex. (Japan National Institute of Infectious
Diseases 2003)
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A behaviour only poses the risk of HIV infection if there is a possibility that the person with
whom one shares that behaviour is infected with the virus. HIV lives inside human beings,
and it is transferred into new populations and geographical areas by human beings as
they move from an area where the virus is already established to an area where it has yet
to appear. The more people move around and engage in risky behaviour (in both high
and low HIV prevalence areas), the more quickly HIV will spread to new areas.

Rapid but uneven economic growth has spurred mobility hugely in Asia. Most of the
movement is from the countryside to the continent’s ever-growing cities, and a significant
amount of it crosses national boundaries. As far as HIV transmission is concerned, such
mobility would be inconsequential if migrants were not injecting drugs or having unpro-
tected sex with multiple partners at their destination, or when they return home.

It would be a mistake, however, to assume that people will engage in risky behaviour
simply because they are away from home. In several countries, male and female factory
workers have been included in behavioural surveillance as a proxy for migrants, because
high proportions of factory workers are drawn to industrial areas from rural areas. Yet
those populations often do not report high levels of risk. In Nepal, abstinence was the
norm for young people who had migrated to work in factories far from their familiar social
environments: just 20% of the unmarried young men and 12% of the young women re-
ported any sexual activity. (Puri and Busza 2004) In Tamil Nadu, India, just 12% of male
factory workers reported sex with a non-marital partner in the last year, and among fe-
male factory workers the rate was as low as 3%. In Laos, 90% of female factory workers in
surveillance were working outside their home province. Yet, just 8% of them reported sex
with a non-regular or commercial partner in the previous year. In Indonesia, risk behaviour
among factory workers was so low that they were dropped from the surveillance system
after the first few years.

Migration itself is not a risk factor for HIV
Being a migrant does not in itself put a person at risk of HIV infection. But there is plenty
of evidence that plenty of men on the move do use their disposable income to buy sex
when they are away from home.

Being a migrant does not in itself put a person at risk of HIV infection. But there is plenty
of evidence that plenty of men on the move do use their disposable income to buy sex
when they are away from home.

Among Hong Kong entrepreneurs doing business in neighbouring China, around one in
10 reported buying sex when they were in China and a slightly higher proportion had a
non-regular partner across the border. Businessmen who made five or more trips into
China in the previous six months were seven times more likely to report sex during their
visits than those who travelled only occasionally. (Lau and Tsui 2003b) Among men resi-
dent in China, meanwhile,18% of those who travelled frequently bought sex, compared
with 5% of those who did not travel. And the clients who travelled were three times more
likely to be infected with chlamydia compared to those who did not. (Parish, Laumann et
al 2003) In Kailali district in western Nepal, 20% of men who had migrated to India for
work had had sex with a sex worker, compared with 4% of those who had never been to
India. In Nepal’s Achham district, also in the west, the discrepancy was even greater—27%
compared to 5%. Interestingly, in that area, men who had migrated within Nepal were
also much more likely to report commercial sex than those who had never worked outside
their native district (14% of the mobile men reported eve buying sex).

HIV on the move
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The women at highest risk are those who migrate specifically to sell sex in large cities
where demand is high. This migration is often voluntary, but sometimes not. Sex workers
also move around, since their earnings tend to be better when they are new to an area
and drop as they become familiar and no longer satisfy clients’ preference for variety and
novelty. In India, one-quarter of sex workers said they had sold sex in more than one
area, and one-third said they sometimes travelled to other towns to sell sex.

The women at highest risk are those who migrate specifically to sell sex in large cities
where demand is high.

Some cities seem to act as magnets for sex workers. Recent “mapping” of the sex industry
in India’s commercial centre Mumbai found that over half of the brothels reported having
women from the southern state of Karnataka, and 19% of the brothels reported having
Nepali women as sex workers. (Blackstone Market Facts and Family Health International
2001) Over 9 out of 10 sex workers in the Indonesian capital Jakarta, and in the tourist
areas of Bali and Riau islands, were not native to the area they were working in, and
around one-third had also sold sex in other provinces. Among women selling sex in karaoke
bars in the Vietnamese port city of Haiphong, one in five said in surveillance in 2002 that
she had sold sex elsewhere.

Drug injectors are mobile, too, and tend to inject drugs wherever they are. One in five
male injectors in the city with the highest HIV prevalence in Bangladesh said he had
injected in another city in the previous year, while in isolated areas of Nepal, an even
higher proportion had done likewise—43% in the Pokhara valley and 85% in the east of
the country. In Haiphong, 17% and in Jakarta 43% of IDUs said they had injected in
another city. Injectors in Jakarta named around 25 other cities in which they had injected
in the previous year.

Highs and lows: carrying HIV into new populations
The links between HIV infection and mobility are particularly visible among people who
have returned to lower-prevalence areas from areas where HIV prevalence is higher. In
Nepal, IDUs from cities with relatively low prevalence, but who had injected drugs else-
where, were between two and four times as likely to be infected with HIV as those who
had not moved from their home cities. Half of the sex workers surveyed in central Nepal
and who said they had worked in Mumbai were HIV-infected, compared with 1.2% of
those who had never been to India. A similar pattern has been seen among men. Among
the men from Nepal’s Achham district who had never migrated, under 1% were infected
with HIV, but prevalence was 3% among internal migrants and 8% among men who had
returned from Mumbai. A study of sex workers in Ho Chi Minh city in 2000 showed that
close to nine in 10 of those returning from high-prevalence Cambodia were HIV-positive,
and their infection rates were more than four times higher than those who had remained
in Vietnam. (Giang 2002) Another example is low-prevalence Pakistan, where close to
three-quarters of reported HIV cases are among migrant workers returning from the Gulf
States. (Shah, Khan et al 1999) The latter two examples probably reflect the fact that
people who are HIV- positive are more likely to be sent home, but the examples nonethe-
less illustrate the important role of movement from higher-prevalence to lower-preva-
lence areas in an HIV epidemic.

Clearly, people who return from high-prevalence areas carrying infection may then
pass it on at home. At one voluntary testing centre in Bangladesh, 29 out of 34 adult men
testing positive for HIV were migrants returning from overseas, and seven of the nine
women who tested positive were wives of these men. (Zaidi, Zahiruddin et al 2004)
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The other side of the coin is when people in lower-prevalence areas have sex or share
needles with people who have come from higher-prevalence areas. One of the catalysing
factors in Cambodia’s epidemic might have been the HIV infections that were “imported”
with international troops who were helping to safeguard the country’s return to
democracy after years of conflict. A similar dynamic has recently been recorded in East
Timor. A survey of sex workers, MSM and high-risk male groups in the world’s newest
independent nation found very low rates of STIs and HIV. Out of a total of 670 people
tested, just four were HIV-positive. All four reported sex with a foreign partner in the
past. Analysis of the HIV subtypes these respondents had acquired revealed that their
infections probably had originated in Africa or South Asia, and this matched with the
details they provided about their sex partners. Does that mean East Timor will follow
Cambodia’s course towards high HIV prevalence? It is unlikely, since non-marital and com-
mercial sex are far rarer in East Timor than they were in Cambodia when the virus was
introduced there. But the fact that condom use in commercial sex (as well as during anal
sex) in East Timor is extremely low should be a cause for concern now that HIV has been
introduced into the country. (Pisani and Dili STI survey team 2004a)

Prevention efforts in “magnet cities” can have benefits in rural areas
Migrants originate from locations scattered all over countries and regions. Many come
from areas where they have had little or no exposure to HIV prevention skills. Among
Afghan refugees in the Pakistan border town of Quetta, for example, fewer than one 20
people had ever heard of AIDS and none had ever used a condom, according to one
study. (Ahmed, Zafar et al 2003) In many cases, migrants (and occasionally refugees)
congregate temporarily in cities where risk behaviour is common, and then return to their
places of origin. Some might be carrying HIV with them; most will be bringing newly-
acquired information and skills.

Many migrants come from areas where they have had little or no exposure to HIV preven-
tion skills. Among Afghan refugees in the Pakistan border town of Quetta, for example,
fewer than one 20 people had ever heard of AIDS and none had ever used a condom,
according to one study.

For HIV prevention workers, this represents an opportunity. If we can reach migrants
with information, skills and services that can keep them safe while they are in “magnet”
cities, HIV infections can be prevented. It is possible, too, that these migrants will carry
the information and safer behavioural norms they have learned in the cities back to di-
verse and sometimes remote areas when they go home. But that means providing ser-
vices in languages and settings that reach non-native populations, who are rarely the first
priority for local governments allocating money for social programmes.
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Chapter highlights

• Molecular epidemiology shows clearly that national borders do not act as
barriers to HIV spread.

• Recent molecular research from Thailand and China provides firm evidence
that HIV epidemics among drug injectors interact with heterosexual epidemics.

Chapter 4
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Chapter 4:
The

 laboratory
provides

 yet another
window on

diversity

The ability to identify distinctive subtypes of
HIV using the tools of molecular epidemiology
offers a unique window on the spread of HIV
in Asia. Subtyping allows us to see shades of
“colour” in an otherwise “black and white”,
apparently clear-cut, epidemic. Molecular epi-
demiology studies in the region have explored
many of the issues raised in this report: how
epidemics evolve, the linkages between at-risk
populations, the relationships between epi-
demics in the different countries of Asia, and
the factors that influence HIV transmission in
specific areas. This section examines some of
the findings from these studies in Asia. It must
be borne in mind, though, that molecular epi-
demiology studies often both involve relatively
small samples and depend on convenience
samples. The studies, therefore, offer
tantalising hints of issues that require further
examination. Generalisations should be
guarded against and should be risked only
when other epidemiological and behavioural
data on HIV and associated risks offer strong
supporting evidence.

Three key subtypes of HIV-1 dominate in
Asia: B, C and CRF01_AE (known as a circulat-
ing recombinant form, or CRF). (Osmanov,
Pattou et al 2002; Oelrichs 2004) CRFs are gen-
erated by genetic mixing of two or more HIV
subtypes in individuals who are simultaneously
infected with the different subtypes. C is by
far the predominant subtype in South Asia
(96% of samples in 2000), while B dominates
in East Asia (80%), and CRF01_AE is the most
common in South-East Asia (63%). (Osmanov,
Pattou et al 2002) But the situation is fluid.
New subtypes are being introduced from other
countries and regions of the world, the ratios
in which these subtypes occur are changing,
and new recombinants are developing. Each
of these changes reveals something about the
epidemics in the countries of Asia.

Molecular epidemiology studies often pro-
vide important information on the source of
new infections in a country. Subtyping of almost
half the detected HIV infections in Taiwan has
shown that the proportion of CRF01_AE grew
from 20% in the late 1980s to 37% in the late
1990s. Over two-thirds of males with CRF01_AE
reported sexual contact with female sex work-
ers, primarily in South-East Asia (where
CRF01_AE is dominant), indicating importation
of HIV from abroad. At the same time, the fact

that the remaining one-third of the males
reported sex worker contact only in Taiwan
pointed to growing heterosexual transmission
of this subtype within Taiwan. Meanwhile, IDUs
infected with subtype CRF01_AE were much
more likely to have visited female sex workers
than were IDUs with the more prevalent sub-
type B, which indicated a possible link between
the sexual and the injecting drug use epidemics.

Molecular epidemiology shows clearly that
national borders do not act as barriers to HIV
spread. Epidemics among injectors in Guangxi,
China, and in Quang Ninh and Langson in
northern Vietnam have been linked clearly by
a unique variant of HIV-1 subtype CRF01_AE
found in both countries.(Yu, Chen et al 1999;
Kato, Kusagawa et al 2001) These areas lie
along one of the drug trafficking routes
through the Golden Triangle, which accounts
for the link between the two epidemics.
(Beyrer, Razak et al 2000)  Myanmar cities bor-
dering Thailand, such as Tachelaik and
Kawthaung, show subtype continuity with their
neighbours—virtually all the heterosexual
infections are CRF01_AE. (Kusagawa, Sato et
al 1998) But, while natural borders have limited
influence on HIV, epidemiologically distinct
subregions are often seen within countries.
Myanmar presents a good example. In Yangon,
B’ is dominant in all groups: IDUs, female sex
workers and heterosexuals. But in central
Myanmar, around Mandalay, mixing of sub-
types is occurring with no single subtype being
dominant in any population, and several
recent reports have identified new recombi-
nant forms that are developing rapidly in the
complex transmission networks in this area.
(Motomura, Kusagawa et al 2000; Motomura,
Kusagawa et al 2003; Takebe, Motomura et al
2003)

Molecular epidemiology shows clearly that
national borders do not act as barriers to HIV
spread.

The rapid development of recombinants in
Asia seems to be occurring largely in those areas
with heavy levels of injecting drug use, although
heterosexuals with large numbers of partners
may also be contributing. It is increasingly evi-
dent in the literature that a person already
infected with one subtype of HIV can be
re-infected with another, and needle use is a
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particularly efficient means of merging sub-
types. (Allen and Altfeld 2003) Such recombi-
nation events are occurring not only in central
Myanmar, but around the region. In Ho Chi
Minh City, another area with a serious IDU
epidemic, two out of 25 isolates were combi-
nations of two or more different subtypes.
(Caumont, Lan et al 2001) In Yunnan, China,
even recombinants of two different recombi-
nants were found recently, and they already
constitute 9% of the circulating strains in an
IDU population.(Yang, Kusagawa et al 2003)

Meanwhile, in Thailand, a recombinant of
B and CRF01_AE has been reported to be circu-
lating widely. (Tovanabutra, Watanaveeradej
et al 2003) Recombinant forms occur when a
person has been infected with more than one
type of the virus, different parts of which then
“recombine” into a new form within the
person’s body, and potentially can then be
passed on to other people. The existence of
recombinants underlines the fact that many
people continue with high levels of risk
behaviour and experience multiple exposures
to HIV after initially being infected.

In Thailand in the early 1990s, almost three-
quarters of infections among IDUs were of a
type designated B’, and almost 90% of hetero-
sexual infections were of a type called Thai-A
at the time (today known as CRF01_AE).
(Weniger, Takebe et al 1994) In many Asian

countries, most early HIV infections among
MSM were primarily subtype B.

This led observers to propose that HIV sub-
types segregated according to the type of risk
behaviour involved and that this segregation
indicated that the HIV sub-epidemics in differ-
ent populations were largely independent and
did not influence one another. But the large
number of studies showing strong behavioural
linkages between at-risk populations around
Asia has called this hypothesis into question,
and the continuing diversification of subtypes
in many places has made it increasingly unten-
able. As Figure 28 shows, while subtype B’ was
dominant among Bangkok IDUs in the early
years of the epidemic, it has been overtaken
by CRF01_AE, which is now the primary sub-
type in both IDUs and heterosexuals in Thai-
land. (Wasi, Herring et al 1995; Limpakarnjana-
rat, Ungchusak et al 1998; Vanichseni,
Kitayaporn et al 2001)  The most likely expla-
nation was that once a few IDUs became in-
fected sexually, CRF01_AE would then spread
among other IDUs through the sharing of
needles, which is a much more efficient mode
of transmission.

Recent molecular evidence from Thailand
has confirmed that there are links between the
IDU and heterosexual epidemics. A new circu-
lating recombinant form, CRF15_01B, built
from the envelope of subtype B and the
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non-envelope genome of CRF01_AE, has been
found in both IDUs and heterosexuals.
(Tovanabutra, Watanaveeradej et al 2003)  The
samples were drawn from diverse geographic
locations around the country and the samples
from heterosexuals showed substantial
sequence divergence, which implies that
CRF15_01B has been circulating widely for
several years. This constitutes clear biological
proof that bridging occurred between the
IDU and heterosexual epidemics in Thailand
before 1997.

Asia, however, is not a homogenous region.
In some places the behavioural links between
various populations may be weak enough for
the distribution of HIV subtypes to remain com-
paratively stable for some populations. For
example, in Tokyo subtype segregation is still
strong among MSM. While CRF01_AE has been
found in almost one-third of heterosexually-
infected men and women, only subtype B has
been found among MSM (see Figure 29).
(Kato, Saito et al 2003) In Taiwan, both B and
CRF01_AE have been seen in homosexual and
bisexual men over the years, with the relative
proportions staying roughly stable in homo-
sexual men, but slowly increasing over time in
bisexual men. (Chen, Huang et al 2001b)

A number of molecular epidemiology stud-
ies have provided a fascinating, though hardly
conclusive, hint of one factor that might be
influencing the dynamics of HIV spread in Asia.
There is a possibility that CRF01_AE is more
easily transmitted through sexual intercourse
than subtype B. This might help explain why
the B subtypes, so common in MSM and IDU
populations, do not seem to have contributed
to large-scale heterosexual spread in many
places. As a result, CRF01_AE has maintained
its premier position in South-East Asia. If cor-
rect, this explanation also raises concerns for
the future—since the proliferation of CRF01_AE

Recent molecular evidence from Thailand has confirmed that there
are links between the IDU and heterosexual epidemics.

There is other biological evidence of links
between IDU and heterosexual epidemics. In
Yunnan, China, similar diversity was evident in
the subtypes found among sex workers, or
partners infected heterosexually, and among
IDUs. (Yu, Wang et al 2003)  In phylogenetic
analysis, there was no clustering visible of those
infected heterosexually or by injection, which
suggests that transmission of these different
subtypes is occurring from IDUs to sex part-
ners, and vice-versa. In one specific case, unique
closely-related strains (CRF08) were detected
in a heroin user and in a sex worker with whom
he had had a sexual relationship.
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among injectors may induce wider heterosexual
transmission in places where a large share of
IDUs are also clients of sex workers. Two studies
have explored this possibility. One was con-
ducted in Bangkok among the partners of IDUs
and among people attending clinics for immune-
system disorders (who are primarily hetero-
sexually-infected with HIV). (Kunanusont, Foy
et al 1995)  The other, in Taiwan, surveyed hus-
bands with different subtypes who had trans-
mitted the virus their wives. (Chen, Huang et
al 2001b) Each of these found that men with
CRF01_AE were more likely to have transmit-
ted HIV to their wives. These studies do not
prove conclusively that this subtype will spread
rapidly through heterosexual populations, but
they do give cause for concern.
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Chapter highlights

• The changing economic and social landscape in Asia means that many young
people, especially in urban areas, grow up in environments that are very
different to those that shaped their parents.

• The Thai experience suggests that, at a population level, increasing levels of
premarital sex are not necessarily a cause for great alarm—as long as people
who choose to have sex also have the information and access to condoms
and other services that they need to ensure the sex is safe.

• The rapid spread of new technologies, however, opens new pathways to risk
behaviour among young people in Asia. In some countries, people are reporting
that they find sexual partners over the internet.

• Institutions and community groups concerned about protecting young people
from HIV have tended to focus on the sexual behaviour of young people. In
parts of Asia, this focus may be obscuring a far greater
threat—drug use.

• In Asian surveys, most young people do not report any risk behaviour for HIV.
However most of the people who do report risk behaviour – including male
and female sex workers and drug users – are teenagers or young adults.

Chapter 5
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Chapter 5:
The

generation
game: How
HIV affects

young
people in

Asia

HIV is essentially a young adult’s disease. Quite
justifiably, there has been a great deal of at-
tention paid to the behaviours and prevention
needs of young people. Thanks, in part, to
extraordinary economic and technological
development, Asia is being transformed more
rapidly than any other continent. And yet,
some aspects of culture run very deep. This
chapter looks at risk behaviours among young
people, and tries to draw lessons for future
prevention efforts in Asia.

New threats, new hopes

The changing economic and social landscape
in Asia means that many young people, espe-
cially in urban areas, grow up in environments
that are very different to those that shaped
their parents’ lives. Smaller families, more free
time, greater mobility, and more disposable
income expose young people to a host of new
influences. Television, DVD movies and internet
cafés, for example, are becoming common-
place features in the lives of millions of people
in the continent’s burgeoning middle classes.

There is strong concern that these new fac-
tors will also influence the conservative social
norms that are believed to have protected the
majority of young people in Asia from HIV
throughout the 1990s. It is difficult to be certain
whether extramarital sexual behaviour really
is becoming more common among young
people, because risk behaviour among young
people has not been measured consistently over
time. This was partially because, until recently,
premarital sex (especially for women) was con-
sidered to be so rare and so much frowned upon
that it was not worth asking about. It was as-
sumed that the few people who engaged in it
would not admit to it anyway.

In the past few years, surveys examining
the risk behaviour of young people have found
very variable rates of reported sexual activity.
In a large survey among students in northern
Thailand, 43% of women and nearly 50% men
aged 15-21 reported that they had had sexual
intercourse, and most of the sex had been un-
protected. Over one-quarter of the girls who
had had sex said they had become pregnant,
and over four out of five of them terminated
those pregnancies. HIV rates were below 0.5%
in both men and women, and rates of curable
sexually transmitted infections also low. (van

Griensven, Supawitkul et al 2001) The authors
of this study concluded that people were will-
ing to report sexual behaviour because they
filled in questionnaires on computers, and did
not have to face an interviewer. But even with
this level of privacy (and even with the high
reported levels of sexual activity) it seems sex
was probably underreported. A small number
of students who said they had never engaged
in penetrative sex were infected with chlamy-
dia or gonorrhoea.

The Thai experience suggests that, at a
population level, increasing levels of pre-
marital sex are not necessarily a cause for
great alarm—as long as people who choose
to have sex also have the information and
access to condoms and other services that
they need to ensure the sex is safe.

More worrying than the relatively high rates
of sexual activity reported in the Thai study were
the relatively low rates of condom use among
those who do report sex. Just 16% of men and
11% of women reported using condoms consis-
tently with their regular partners, although con-
dom use with casual and commercial partners
was much higher. Another study among stu-
dents aged 18-22 in the Thai capital, Bangkok,
found similar levels of sexual activity (two-thirds
of men and one-third of women reported be-
ing sexually active), but condom use was even
lower, at just 6%. (Thato, Charron-Prochownik
et al 2003) If young people do become more
sexually active, it is important that they adopt
behaviours that minimise their risks for STI and
HIV infection and for unwanted pregnancies as
soon as they become sexually active.

Happily, there is some evidence that the
young are more willing than older people to
adopt safe behaviours when provided with ap-
propriate services. A 2003 survey of men aged
15-25 in a low income area of the Cambodian
capital, Phnom Penh, found that only 8% of all
men surveyed had ever bought sex from a sex
worker, and 2% had done so from a beer pro-
moter or karaoke girl. By comparison, when
questioned in 2000, 19% of adult men of all
ages in that same city said they had paid for
sex in the previous year. Both the 2000 surveil-
lance and the 2003 survey found that men in
their teens were significantly more likely to use
condoms than older men. In the latter survey,
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If the rates of sexual activity reported by young men and women in northern Thailand
really do reflect new social phenomena (rather than merely a greater willingness to be
candid about sexual behaviour), it might imply a massively increased risk for the spread of
HIV at the national level. Or it might not.

It is commonly assumed that more sexual activity translates directly into a greater risk
for HIV transmission. But this is not necessarily true. As long as neither partner is infected
with HIV, there is no risk of HIV transmission during sex. The danger emerges when
uninfected partners have sex with infected partners. In northern Thailand, this is much
more likely in commercial sex than in non-commercial sex. At the end of 1999, when the
behavioural survey cited above took place, HIV prevalence among female sex workers in
Thailand’s Chiang Rai province was 44%. That is 55 times the rate recorded among sexually
active female students in the province. In such circumstances, if nine out of 10 men use
condoms with sex workers and one out of 10 use condoms with female students, the
chances of having unsafe sex with an HIV-positive woman are still over six times higher in
commercial sex than in sex with a fellow student.

It is interesting to note that the high levels of sexual activity reported by female stu-
dents in the northern Thailand study are accompanied by relatively low levels of commer-
cial sex reported by male students. Just 7% of the male students said they had ever paid for
sex. This is far below the levels of commercial sex reported by young men chosen at ran-
dom for military service in northern Thailand just a few years earlier. In 1995, 24% of
conscripts reported buying sex in the previous 12 months alone, while in 1991 the rate
reached as high as 57%.

In many Asian countries, a tolerance for premarital and extramarital sex for men has
combined with a strict prohibition on the same behaviour for women, and has created a
large market for commercial sex. Where a few women supply the demands of a large
number of men who frequently use the sexual services provided by that small pool of
women, the conditions for a rapid spread of disease are created. To avoid such a situation,
either the social restrictions on men must be increased (to deter them from seeking non-
marital partners), or the social restrictions on women must be relaxed (so that men and
women with a low risk of exposure to HIV can have sex with one another). The latter
situation prevails in most industrialised countries, none of which have major heterosexu-
ally-transmitted HIV epidemics.

This does not mean that HIV prevention programmes should promote premarital sex
for women. Clearly, at a personal level, not having sex at all is still by far the safest way to
avoid pregnancy and STIs, including HIV. But as marriage ages rise (as they are for both
men and women across Asia), it is likely that premarital sex will continue to increase,
especially for women. The Thai experience suggests that at a population level, increasing
levels of premarital sex are not necessarily a cause for great alarm—as long as people who
choose to have sex also have the information and access to condoms and other services
that they need to ensure the sex is safe.

men younger than 20 were nine times more
likely than men aged 20-25 years to use
condoms.  Interestingly, men were also vastly
more likely to use condoms if they went to sex
workers in groups, suggesting that after several
years of active HIV prevention campaigns in
Cambodia men who continue to buy sex might
now be subject to positive peer pressure.
(Douthwaite 2003)

The rapid spread of new technologies,
however, open new pathways to risk behaviour
among young people in Asia. One example
comes from Hong Kong, where 18% of men
who reported sex with other men in the
previous six months said they had found a
partner over the internet. Men younger than
25 were over three times more likely to cruise
on the net than older men.

More sex equals more HIV? In the Asian context … not necessarily!
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Only a minority of young people in Asia engage in risk behaviours,
just as a minority of their parents did. But very large proportions of

people at high risk of HIV infection in Asia—drug injectors,
sex workers and their clients, and men who have sex with men—

are in their teens or early 20s.

Given the high levels of risk reported by
the (mainly young) men who found sex part-
ners on the internet, it is no surprise to find
that they were over three times more likely to
report having contracted an STI in the preced-
ing six months, compared with men who did
not cruise on-line.

New generations, old risks

The vast majority of adults in Asia do not en-
gage in behaviours that put them at especially
high risk for HIV infection. This is as true of
adolescents and young adults as it is of older
adults.

The data reported in Thailand (and re-
ferred to on page 82) appear to be exceptional.
In most countries, a large majority of young
women are not sexually active before marriage.
This is partially because the age at marriage,
though rising, is still quite low in many areas.
The opportunities for premarital sex therefore
are still limited for most young women.

East Timor, for example, nearly three-quarters
of male university students and 97% of female
students were not sexually active, even though
this group constitutes the new urban elite and
is most likely to adopt new social norms. (Pisani
and Dili STI survey team 2004a) In Tamil Nadu,
India, 88% of unmarried male students and
97% of unmarried female students reported
no sex in the last year. Similarly in Nepal, even
young people who had migrated to factories
far from their customary social environments
were unlikely to report having had sex. Some
80% of unmarried young men and 88% of
young women reported no sexual activity in
this context. (Puri and Busza 2004)  In a house-
hold survey in northern Vietnam, up to 16%
of unmarried men in urban areas reported
sexual activity, and in rural areas only half as
many reported having had sex. Virtually no
unmarried women reported having sex, and
only 7% of urban women who were already
married said they had had sex before marriage.
(Bui, Pham et al 2001)

In fact, for all the economic and social
change in Asia in recent years, it seems that
those young people who are at high risk of
HIV infection are at risk not because they be-
have differently from their parents’ generation,
but rather because they behave more or less
the same way. The young Asians most at risk
of being infected with HIV are those who are
taking up the behaviours that have always
been at the core of the epidemic in this region.

Young men generally are more likely to
report sex before marriage, but in most places
those who do so are still not the majority. In
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Figure 31: Percent of high
school students aged 16-18
reporting different risk
behaviours, Jakarta, 2003

In Jakarta, young people
are more likely to take
drugs than to have sex

(Source: Indonesia Ministry of
Health and Central Bureau of
Statistics 2004)
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Young people are buying sex and selling it, they
are using drugs and injecting them, and young
men are discovering and pursuing their
preference for sex with other men. Only a
minority of young people in Asia engage in
these risk behaviours, just as a minority of their
parents did. But very large proportions of the
minority of people at very high risk of HIV in-
fection in Asia—drug injectors, sex workers and
their clients, and men who have sex with men—
are in their teens or early 20s. This is especially
worrisome because, in some cases, young
people who do engage in risky behaviour are
less able than older people to control or limit
that risk (for example by successfully negotiat-
ing condom use).

Getting high: the proportion of young
people taking drugs should ring alarm bells

Institutions and community groups concerned
about protecting young people from HIV have
tended to focus on the sexual behaviour of
young people. In parts of Asia, this focus may
be obscuring a far greater threat—drug use.

Consider Figure 31, drawn from surveillance
studies that used self-completed question
naires among a random selection of high school
students in Jakarta, Indonesia. Young people
were far more likely to report taking drugs than
having sex, and this was especially true for boys.
Thirteen times as many boys reported inject-
ing drugs compared to those who reported

having had sex with more than one partner.
In Indonesia, drug injection only emerged on
a substantial scale in the 1990s. In the capital,
Jakarta, where the behaviour first became
evident, male IDUs included in surveillance on
average have been injecting drugs for less than
five years, and 70% of IDUs are younger than
25. These data indicate that education and life
skills programmes need to focus a great deal
more attention on establishing new norms
in which drugs are considered “uncool”, and
on equipping young people with the skills to
resist peer pressure to take drugs.

The data indicates that education and life skills programmes need
to focus a great deal more attention on establishing new norms in
which drugs are considered “uncool”, and on equipping young
people with the skills to resist peer pressure to take drugs.

Throughout Asia, the high-risk behaviour
most heavily concentrated among the young
is drug injection. Even in places with much older
traditions of drug injecting, many injectors are
teenagers or young adults. In the Indian state
of Manipur, for example, over 40% of male
injectors included in surveillance in 2002 were
younger than 25—a clear indication that young
people are continuously being recruited into
these high-risk behaviours. In Nepal, 68% of
injectors were aged under 25 in areas where
injection has been relatively recently intro-
duced, but even in the Kathmandu valley,
where injecting is well-established, 44% of new
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injectors had not yet turned 25. Worryingly,
younger injectors were more likely to report
risky practices in some sites. In eastern Nepal,
for example, injectors under 25 were three
times as likely to report sharing equipment at
last injection compared with older injectors.

Drug injection may be pushing young
people into multiple risks. Among sex workers
in Vietnam, those who injected drugs were on
average seven years younger than those who
did not inject. (Tuan, Hien et al 2004) It is likely,
too, that drug injection is pushing HIV into
younger and younger populations. In Vietnam,
just 2% of reported HIV cases were among 15-
24 year-olds in 1993, but by 2001 that had risen
five-fold to over 10%. It should be borne in mind
that HIV case-reporting provides an incomplete
picture of the epidemic; unlike sentinel
surveillance, the profiles of cases it identifies
depend largely on the profiles of people being
tested. Nevertheless, the figures cited here are
a cause for concern for those focusing on pro-
tecting the health and well-being of young
people.

Selling the future: young sex workers need
better skills

The comparatively old age of non-injecting sex
workers in Vietnam is something of an anomaly
in Asia. Data from across the region suggest
that, in most countries, high proportions of sex
workers are young women.

Figure 32 includes data from the national
and sub-national level for two countries: India
and Indonesia. The state with the highest pro-
portion of very young sex workers in India is
Orissa, which is also one of the poorest states
in the country. In its case, the data suggest that
poverty may be driving girls to sex work at very
young ages. It is encouraging to find that in
areas with strong HIV prevention programmes,
such as India’s Tamil Nadu, fewer young sex
workers appear to be recruited into the pro-
fession than was the case before prevention
programmes began. The proportion of female
sex workers who were teenagers fell from 5%
to 1% over seven years from 1996, and the
proportion under 25 fell from 22% to 15%.

But the equation between an area’s poverty
and the age of women in the sex trade is by
no means fixed. In the Indonesian case, it is a
region’s wealth which draws in young sex work-
ers, often from poorer areas of the country.
In Indonesia, 13 of 32 provinces are currently
included in the national behavioural surveil-
lance system. The province reporting the high-
est proportion of sex workers under 25 is Riau
Islands, one of the richest in the country. Riau
supports a booming entertainment industry,
much of it serving clients from nearby
Singapore. Sex workers younger than 25 on
average earn around 50% more than older sex
workers in Riau. So in this case it may be the
prospect of better earnings that are drawing
young sex workers to the province. Over
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Figure 33: Percent of sex
workers infected with STIs,
and condom use by age,
Indonesia, seven cities,
2003

Younger sex workers more
likely to be infected with
STI in Indonesia

(Source: Indonesia Ministry of
Health and Aksi Stop AIDS/
Family Health International
2004)
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three-quarters of the sex workers in Riau
Islands came from other provinces, which
amounted to one of the highest rates of non-
resident sex workers in the country (not
dissimilar to the rates of immigration in other
industries).

It is often assumed that younger sex workers
are less able to negotiate condom use than
older sex workers. In fact, most countries offer
little evidence that younger sex workers are less
likely to use condoms than their older counter-
parts. In Cambodia, Laos, Nepal and Vietnam,
younger sex workers were just as likely to use
condoms as older sex workers overall. However,
Iranian researchers report that, in qualitative
studies, older sex workers tend to use condoms
consistently but younger sex workers very rarely
do (no data is available to measure the extent
of the difference). (Iran National AIDS Program.
Ministry of Health 2004) In Indonesia, younger
sex workers do report less condom use on a
national level than older sex workers—among
over 6 000 sex workers in 13 provinces, 19% of
those under 25 always used condoms with their
clients, compared with 26% of those who were
25 and older. In a smaller survey of over 1,700
sex workers in seven cities, similar disparities
have been reported, and the lower condom
use seems to have translated into more STIs,
as Figure 33 shows.

The infection rates shown in Figure 33 re-
flect risk in the recent past. Unlike the STIs listed
in the graph (which are all curable), HIV stays

in the body from infection until death, and it
usually creates a different age distribution in
populations with high-risk behaviours. In gen-
eral, more people are infected over time since
they have had more years of exposure to HIV.
Few countries in Asia routinely report HIV
prevalence among high-risk groups by age. But
in Myanmar, which has a relatively compre-
hensive serological surveillance system for HIV,
recent data shows that HIV prevalence is very
high among very young sex workers, as well as
among young drug injectors, as shown in Fig-
ure 34. Indeed, teenage sex workers are more
likely to be infected with HIV than any other
age group. It should be noted that the steep
fall in prevalence among older IDUs might be
related not to less risk in that group, but to
the possibility that most of the IDUs who had
engaged in unsafe injecting practices when
they were younger have already died.

In some settings, including parts of Indonesia
and China, younger sex workers are more likely
to be concentrated in high-risk settings such
as working on the street. Evidence from
Bangladesh suggests younger sex workers are
more likely to encounter violence and other
dangers than older women, wherever they
work. Figure 35 illustrates the dangers facing
younger sex workers in various work situations
in Bangladesh. On the streets, seven in 10
younger female sex workers said they had been
raped or beaten in the past year, twice the rate
of violence reported by older female sex workers.
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Figure 34: Percent of IDU
and female sex workers

testing positive for HIV in
surveillance, by age group,

nationally aggregated
data, Myanmar, 2003

In Myanmar, younger sex
workers and drug users are

more likely to be infected
with HIV

(Source: Myanmar national
surveillance reports)
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employment, Bangladesh,
2002
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(Source: Bangladesh National
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Male and transgender sex workers were also
at higher risk if they were younger.3

As Figure 35 underlines, it is not just young
female sex workers who face the prospect of
violence; young male and transgender sex
workers may also be at higher risk than their
older colleagues. And male sex workers and
other men who have sex with men generally
tend to be young. In Lahore, Pakistan, clients

of male sex workers reported that 40% of the
men they bought from were aged under 22.
In five Indian cities conducting behavioural
surveillance among men who have sex with
men, 47% of respondents were aged 25 or less,
and over one-third reported that they had their
first male partner when they were younger
than 19.

3 Because violence in brothels is
low, the difference in violence

experienced by older and
younger sex workers in brothel

settings is not statistically
significant. In all other settings,

the difference is significant.
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It is not clear what factors increase the like-
lihood that young people will adopt high-risk
behaviours, but there is some evidence that
young people who have experienced sexual
abuse or other trauma in childhood may be
more likely to set off on paths that can lead to
drug injecting and to commercial sex.

Among sex workers in Vietnam, for ex-
ample, 61% of those who were not addicted
to drugs reported sexual abuse as a child,
compared to 40% of those who were addicts.
(Vietnam Ministry of Labour Invalids and
Social Affairs 2001) In an Iranian study among
homeless youth, half of the girls aged between
11 and 20 years, and who had run away from
home, reported selling sex. Only half of them
knew that condoms could prevent HIV. (Iran
National AIDS Program. Ministry of Health
2004) In Nepal, more than one-third of female
sex workers were married before they turned
15. One in seven was no longer living with her
husband.

Being young is not in itself a risk factor for
HIV infection. Yet, as the discussion above
shows, a significant proportion of those who
do have high-risk behaviours for HIV are young.
And in some cases, those who are young (and
are new to drug injecting, the sex industry or
other risky activities) may face greater risks than
those with more experience. HIV prevention
programmes for these populations, which must
remain at the core of the response to HIV in
Asia, should take heed of the special needs of
young people within the populations they seek
to serve, and should provide services that meet
those needs. The experience of young men
in Cambodia described on page 82 shows
that young people can be at the forefront of
establishing new and safer norms of behaviour
in Asian societies.

In an Iranian study among homeless youth, half of the girls aged
between 11 and 20 years, and who had run away from home, reported
selling sex. Only half of them knew that condoms could prevent HIV.
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Chapter highlights

• Factors fueling epidemic growth vary widely from one Asian country to the
next, as they often do even within a single country (especially in the cases of
large countries such as China and India).

• One of the key factors that determines the start of a heterosexual HIV epi-
demic in all Asian countries—but especially in those where client turnover in
commercial sex is relatively low—is an external “booster”. Most commonly, this
“kick-start” is provided by IDUs.

• It is important to provide prevention services to a large proportion of IDUs
before HIV prevalence rises. Expanded prevention efforts that delay HIV epi-
demics among IDUs can also buy valuable time to put in place prevention
programmes for clients and sex workers.

• While factors such as drug injecting may be key in “kick-starting” an epidemic,
the rate of growth and ultimate severity of HIV epidemics in the Asian context
is determined by the buying and selling of sex. In Thailand and Cambodia,
both increases in condom use during commercial sex and reductions in the
proportion of men who buy sex have reduced HIV transmission.

• Where HIV prevalence and the risk of transmission are relatively low,
programmes do not need to aim for “zero risk”. An epidemic will stop grow-
ing if the risk of exposure in a specific sub-population is brought down below
a certain “threshold” needed to sustain the ongoing spread of the virus.

Chapter 6
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Chapter 6:
What next?

Epidemic
dynamics

 in the
Asian

 context
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Chapter 1 outlined the typical progression of
Asian epidemics: rapid growth of HIV infection
among IDUs, followed by epidemic growth
among women, men and transgenders who
sell sex and the people (usually men) who buy
it. Men infected in these higher-risk activities
often pass the infection on to their lower-risk
female partners. Those women, as well as
women infected in higher-risk activities, may
then pass the virus on to their children.

The size of the various populations involved
in the epidemic varies widely across Asia. In a
handful of countries and regions, drug injec-
tors may outnumber sex workers. But by far
the largest group of people drawn into the
epidemic are the male clients of sex workers
and their regular female sexual partners (in
particular their current or future wives). In a
rare survey of the general population in Thai-
land, up to 22% of young men reported buy-
ing sex regularly before vigorous HIV preven-
tion programmes began. (Sittitrai, Phanuphak
et al 1994) In other Asian settings where this
has been measured, between 2% and 15% of
men in groups representing the general popu-
lation report being clients of sex workers, as
shown in Figure 12 (on page 38).

The speed and severity with which the pat-
tern described in Chapter 1 is playing itself
out varies widely across the region. Some coun-
tries were hit early and hard—for example,

Cambodia, Myanmar and Thailand, along with
some Indian states (such as Manipur,
Maharashtra, and Tamil Nadu,) and Yunnan, in
China. Others are only now starting to experi-
ence more rapidly expanding epidemics, many
of them literally taking off in only the past five
years or so. They include Indonesia, Nepal,
Vietnam, and many other provinces in China.
Figure 36 illustrates this wide variation in the
timing of rapid epidemic growth in IDUs and
sex workers around the region. Some countries,
even today, remain at extremely low levels of
HIV prevalence—including Bangladesh, East
Timor, Japan, Laos, Pakistan, the Philippines
and South Korea.

In general, those countries where IDU epi-
demics exploded in the late 1980s or early 1990s
are the same countries where the epidemic
among sex workers and clients grew earlier and
more rapidly. In countries where IDU epidemics
only took off in the mid-or late 1990s, the sex
worker epidemics seem to be growing more
gradually. This raises two questions. Firstly, why
do these wide variations in the timing and
rapidity of HIV epidemics around the region
occur. And secondly, what is the future of HIV
epidemics in the countries of Asia?

Besides the customary claims that tradi-
tional values and religion act as “shields”
against the epidemic, a number of epidemio-
logical explanations have been proposed:

(a) Injecting drug users
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Figure 36. Extreme
variability is seen in the
timing and the rate of
growth of epidemics
among injecting drug users
and female sex workers in
different places in Asia (a)
Injecting drug users (b)
Female sex workers

The timeframes and pace
of epidemics vary widely

(Source: National surveillance
reports)
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variations in the levels and intensity of risk
behaviours (including commercial sex,
premarital and extramarital sex, needle-
sharing, anal sex, etc.);
differences in the strength of linkages
among various at-risk populations (for
example, the fraction and frequency of
IDUs who visit sex workers, sex workers
who inject, MSM who visit female sex
workers, the size of networks of at-risk
individuals, etc.);
varying adoption of preventive behaviours
(condom use with different partner types,
safe injecting practices, etc.); and
the timing of the introduction of HIV in
at-risk populations; and other biological
factors (levels of other STIs that facilitate
HIV transmission, different transmission
probabilities by HIV subtype, circumcision,
etc.).

These factors vary widely from one Asian coun-
try to the next, as they often do even within a
single country (especially in the cases of large
countries such as China and India).

One careful analysis in 1998 (Chin, Bennett
et al 1998) proposed that while any of these
factors could be important, a smaller subset
was more critical, namely:

the general pattern of heterosexual risk
behaviours (i.e., the ratios of commercial
sex and non-commercial casual sex);
the average number of clients sex workers
service per night; and
the size of the client population (i.e., the
percentage of adult males who visit sex
workers).

The other factors were seen to have a modify-
ing effect on the epidemic, but the ultimate
severity of the epidemic was determined by
the extent of heterosexual risk.

An ecological analysis of those countries
with more severe epidemics at the time sup-
ported this selection of factors. In both
Thailand and Cambodia—two of the hardest-
hit Asian countries—it was estimated that one-
fifth or more of adult males were visiting sex
workers each year and sex workers had many
clients per night. To test the hypothesis, a
model incorporating the major factors out-
lined above was developed. (Saidel, Des Jarlais
et al 2003) Known as the Asian Epidemic
Model, it was able accurately to reproduce
over ten years of epidemiological trends in
IDUs, sex workers, and the general popula-
tion, based on observed trends in behaviours
in both Cambodia and Thailand. The model

(b) Female sex workers
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What might have happened with no effective prevention

What actually happened in Thailand

While factors such as drug injecting may be key in “kick-starting” an
epidemic, the rate of growth and ultimate severity of HIV epidemics
in the Asian context is determined by the buying and selling of sex.

Figure 37. The growth of
the epidemic as a

percentage of adults with
HIV in a country where

roughly 20% of men visited
sex workers, sex workers

had two clients per night,
and condoms were used in

one-third of sex work
contacts.

What might have been in
Thailand: the epidemic in

the absence of
effective prevention

programmes

(Source: Wiwat
Peerapatanapokin and Tim

Brown, using Asian Epidemic
Model)

has since been fitted to other regions, as well.
(Cambodian Working Group on HIV/AIDS
Projection 2002) In general, this work vali-
dates the assumption that while other factors
such as drug injecting may be key in kick-start-
ing an epidemic, the rate of growth and ulti-
mate severity of HIV epidemics in the Asian
context is determined by the buying and sell-
ing of sex.

its former levels. So, instead of fitting the
frighteningly high red curve shown in Figure
37, Thailand’s epidemic has followed the
green curve.

The situation in Cambodia was similar, but
the start of the epidemic was delayed a few
years because injecting drug use was not a sig-
nificant factor. (Cambodian Working Group on
HIV/AIDS Projection 2002) In Cambodia, the
presence in the early 1990s of United Nations
peacekeepers from high-prevalence countries,
as well as refugees returning from high-
prevalence areas of northern Thailand may
have provided the “kick-start” to the country’s
mainly heterosexual epidemic. (In Thailand, a
similar “kick-start” had been provided by IDUs.)

In Thailand and Cambodia an exception-
ally large proportion of men appear to buy sex.
What about countries, such as China ,
Indonesia or Vietnam, where a smaller per-
centage of men visit sex workers? How might
their epidemics evolve? Figure 38 shows the
possible growth patterns of the epidemic in a
scenario where the size of the client popula-
tion (men buying sex from) is reduced to
approximately 10% of adult males and an
epidemic among IDUs took hold in the mid-
1990s. In this scenario, while explosive growth
still occurs among the IDUs (due to the efficiency
of needle-borne HIV transmission), the epidemic
in sex workers and the wider population grows
much more slowly. By 2004 approximately 4%
of the sex workers would have HIV, while HIV

The model therefore can be used to explore
how the epidemic might develop in the
different countries of Asia. In a country such
as Thailand, where HIV was introduced in 1985
and where there was a significant population
of IDUs, the epidemic takes off rapidly. (Thai
Working Group on HIV/AIDS Projection 2001)
Figure 37 shows that if behaviours in Thailand
had remained as they were in the early 1990s
(with condoms used in only one-third of com-
mercial sex contacts and by one-fifth of men
visiting sex workers), a severe epidemic would
have developed very quickly, with approxi-
mately 15% of the adult population living with
HIV. Why did this not happen? A glance at
Figure 9 (on page 34) offers a clue. Following
vigorous, nation-wide prevention efforts, con-
dom use in commercial sex quickly shot up to
around 90%. On top of that, the proportion
of men visiting sex workers plummeted to half
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Figure 38. The growth of
the different components
of the epidemic in a
country, such as China or
Vietnam, where one-tenth
of men visit sex workers,
sex workers have one client
per night, condom use
stays at about 30% of
commercial sex acts, and it
is assumed that an IDU
epidemic started in 1995.

In the short term, HIV
epidemics in Asia may
barely be visible in the
population as a whole

(Source: Wiwat
Peerapatanapokin and Tim
Brown, using Asian Epidemic
Model)
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prevalence in the wider population would be
roughly 0.2%. This scenario produces curves
that closely resemble observed trends in
Indonesia, Vietnam and in parts of China. At
first glance, the trends do not appear to be
particularly frightening.

But what happens over a longer period,
beyond 2004?  Figure 39 reproduces the trends
shown in Figure 38, up to the red line. It then
leaves behaviours unchanged, and draws the
trends further into the future. Now, the
epidemic doesn’t seem so “minor”. By 2010,
prevalence among sex workers would have
reached 10%, almost 1% of the adult male
population would be living with HIV (most of
them current or former clients of sex workers),
and prevalence in women would be growing
gradually.

Such slow, steady growth may prove par-
ticularly insidious. Even six years hence, when
prevalence among males is approaching 1%,
prevalence among sex workers would be only
10% and roughly 0.2% of pregnant women
would be testing positive. This would not
necessarily ring alarm bells in the minds of many
decision-makers, but it would result in a sub-
stantial care burden a decade later. In a coun-
try of 70 million people this would translate
into about 37,000 clients and 10,000 wives being
infected with HIV in the year 2010 alone, and
almost 15,000 people would develop serious
illness and die that year unless treated. In
addition, the annual numbers of new infections

and deaths would accelerate quickly. If the
epidemic is allowed to grow unchecked, by
2030 approximately 5% of adult males and 2%
of adult females would be living with HIV.

It is important to stress that these are not
deliberately alarmist scenarios. The model used
to generate these scenarios draws on data that
describes actual levels of risk behaviour currently
being observed in many parts of Asia. For that
very reason, however, we should regard them
as “worst case” scenarios. Why? Because there
is no reason to allow current levels of risk
behaviour to stay unchanged. Asian countries
that have put their minds, their money and
their workforces to the task have managed to
make serious dents in risk behaviour, turning
epidemics around. Instead of rising to 15%
prevalence as they might have in the absence of
national prevention efforts, Thailand’s epidemic
peaked below 2% in 1996 and Cambodia at
3.3% in 1998.

Learning from one another:
averting IDU epidemics early
on

One of the key factors that determines the
start of a heterosexual HIV epidemic in all Asian
countries—but especially in those where client
turnover in commercial sex is relatively low—is
an external “booster”. This booster is occasion-
ally provided when heterosexuals from higher
HIV prevalence areas move into settings
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Figure 39. If behaviours do
not change, apparently

“mild” epidemics become
more severe in a couple of

decades

Over the longer term, the
picture can  change

dramatically

(Source: Wiwat
Peerapatanapokin and Tim

Brown, using Asian Epidemic
Model)
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The picture so far
The future

where HIV prevalence is lower (as happened,
for example, with foreign peacekeepers in
Cambodia and East Timor, and Thai fishermen
in the Indonesian province of Papua). More
commonly, however, the “kick-start” is provided
by injecting drug users. Because injecting drug
users have sex (and many buy and sell it, as
described in Chapter 3), they can introduce the
virus into a heterosexual population, creating
a “critical mass” of infection which then becomes
self-sustaining within commercial sex networks.

Figure 40 looks at the HIV epidemic in the
Indonesian capital Jakarta, a city of some eight
million people. The blue line on the graph
follows the actual course of the epidemic in
the city until 2003. Beyond that point, HIV
infection rates are projected into the future
on the assumption that risk behaviours among
drug injectors, among male, female and
transgender sex workers, and among clients
of sex workers do not change from the levels
observed in surveillance in 2003.

The first thing this model shows is that we
can expect a very rapid expansion of the epi-
demic in Jakarta in this decade. The second
thing it shows is that, by the end of the decade,
around one-third of all HIV infections in the
city will be among drug injectors. But the most
important finding of the model shown in
Figure 40 is shown by the purple line at the
bottom. That represents the development of
the epidemic in Jakarta if there had been no

HIV infections among drug injectors: there
would have been virtually no epidemic.

The entire area shaded in yellow in Figure
40 represents sexually transmitted HIV infec-
tions which originated at some point in the
sharing of unsafe drug-injecting equipment.
The virus might have been passed on to non-
injecting woman by her injecting boyfriend, or
to a client who contracted the virus from a sex
worker who was infected by an earlier client
who used drugs. If that client had always used
a clean needle when injecting drugs, the en-
tire chain of transmission could have been
avoided. If effective HIV prevention services
had been available for a large proportion of
IDUs in Jakarta from the early 1990s, when
drug injecting began to become common, the
HIV epidemic in the city would probably have
remained at almost unmeasurably low levels
for many years.

If effective HIV prevention services had been
available for a large proportion of IDUs in
Jakarta from the early 1990s, when drug
injecting began to become common, the HIV
epidemic in the city would probably have
remained at very low levels for many years.

This illustrates the importance of providing
prevention services to a large proportion of IDUs
before HIV prevalence rises, as Bangladesh and
Pakistan are trying to do. Expanded prevention
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Figure 40: HIV prevalence
in Jakarta, Indonesia, with
and without IDUs. Actual
data to 2003, and
projections with behaviour
unchanged from 2003
levels

Most sexual infections in
Jakarta would never have
occurred if there had not
been a “seed” infection
transmitted through drug
injection

(Source: Elizabeth Pisani, using
Asian Epidemic Model)
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It is important to provide prevention services to a large proportion
of IDUs before HIV prevalence rises, as Bangladesh and Pakistan are
trying to do. Expanded prevention efforts that delay HIV epidemics
among IDUs can also buy valuable time to put in place prevention
programmes for clients and sex workers.

The first variable is determined by HIV
prevalence in the population, as well as by
patterns of sexual mixing. The second is deter-
mined by the type of sex (anal sex is more risky
than vaginal sex, for example), by condom use,
and by physical factors, such as the presence
of other STIs (which make it easier for HIV to
pass from one body into another) or male
circumcision (which makes it more difficult).

An epidemic will stop growing if the risk of
exposure in a specific sub-population is brought
down below a certain “threshold” needed to
sustain the ongoing spread of the virus. Where
background HIV prevalence is low, the likeli-
hood of an infected person encountering an
uninfected person is already low. Altering the
second variable—by increasing condom use and

efforts that delay epidemics among IDUs can
also buy valuable time to put in place preven-
tion programmes for clients and sex workers.
Much of the “booster effect” depends on
onward sexual transmission of HIV through
commercial sex and other sexual networks. If
condom use in those encounters is already high
by the time HIV takes off among IDUs, then
the virus is denied the conditions that favour
onward spread through sexual networks. It is
worth noting that the sexual epidemic in
Thailand remains relatively contained despite
ongoing high incidence among IDUs. This is
because condoms are used most of the time
by IDUs in their casual encounters, as well as
throughout heterosexual networks.

How much is enough? “Threshold” levels of
condom use

The fact that high levels of condom use can
break the link between an IDU-driven epidemic
and a sexually driven epidemic raises an
interesting issue: how much condom use is
“high enough”? Most prevention programmes
focusing on sexual transmission aim to get ev-
eryone to use condoms in all non-marital sex.
At the individual level, consistent condom use
is certainly the safest way of protecting a per-
son against HIV and STIs if that person has sex
(particularly with partners who are likely to
have other partners, such as sex workers and

their clients). However, from a population point-
of-view, the same does not necessarily hold.

The two most important variables that
dictate the likelihood of HIV transmission
through sex are firstly, the likelihood that an
infected and an uninfected person will have
sex, and, secondly, the likelihood that HIV will
be transmitted from the infected to the
uninfected person during sex.
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Figure 41. Effect of
increasing condom use on

overall adult HIV
prevalence in a country

where 10% of men buy sex

In certain circumstances,
even modest increases in
condom use can lead to

significantly fewer HIV
infections

(Source: Wiwat
Peerapatanapokin and Tim

Brown, using Asian Epidemic
Model)

by treating other STIs effectively—will further
reduce the likelihood of transmission. If pre-
vention interventions get going before HIV
prevalence rises to high levels in a population,
then those interventions do not need to reach
100% consistent condom use in order to keep a
lid on the epidemic. The higher the HIV preva-
lence is in any group of sex workers and clients,
the higher the levels of condom use must be to
contain and, eventually, to reverse the epidemic.

stabilise the growth of the epidemic. And if it
rises higher, it can turn the epidemic around.
Note that 50% condom use means 50% of all
acts of commercial sex are protected by
condoms. It does not mean that 50% of all sex
workers and clients must use condoms every
time they buy or sell sex. Neither does it mean
that there should be 50% condom use at last
sex among some limited number of sex work-
ers who have been reached by prevention
programmes in one or two cities. It means that
one in two of every act of commercial sex
undertaken in every corner of the country on
every day of the year must be protected by
condoms. Of course, models are not reality. The
crucial test will be the actual HIV programmes
that are mounted. But models can help illus-
trate where prevention efforts should be con-
centrated for maximum impact.

To some, this discussion might seem
heretical. The suggestion that prevention
programmes should settle for anything less
than 100% condom use might be construed as
sending “mixed signals” that could undermine
prevention efforts. There is no doubt that
individuals need to understand that only
consistently safe behaviour can protect them
from infection with HIV and other STIs. But
from a public health point of view, it is also
important to understand the underlying
dynamics of HIV epidemics, because it affects
the distribution of resources and the effective-
ness of a response.

Where HIV prevalence and the risk of transmission are relatively
low, programmes do not need to aim for “zero risk”.

In situations where HIV prevalence and the
risk of HIV transmission per exposure are both
high, such as among IDUs in many Asian coun-
tries, the likelihood that a person will contract
or pass on the infection in any risky act is very
high. This means programmes for IDUs in these
areas have to be implemented on a scale and
with a consistency that enables them to never
share needles, and to use condoms each time
they have sex. But where HIV prevalence and
the risk of transmission are both lower,
programmes do not need to aim for “zero risk”.

Figure 41 shows how even modest increases
in condom use from a average baseline of 30%
(a level currently witnessed in some of the coun-
tries that are in the growth phase of their
epidemics) can result in significant reductions
in HIV infections.

Under the conditions used for this model-
ling, if condom use reaches just 50%, it can
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Chapter highlights

• The evolution of an HIV epidemic in a country is essentially a matter of choice.

o Prevention and care efforts have to concentrate on providing
services for the people who need them most.

o HIV epidemics are not static. Countries need to constantly evaluate
trends in risk behaviour and in potential exposure to the virus.
Prevention efforts may need to expand their focus beyond com-
mercial sex to add services for other, perhaps politically-challenging,
risk behaviours such as drug injection and sex between males.

• HIV prevention services remain the overwhelming need in much of Asia. Pay-
ing for treatment at the expense of prevention will simply increase the need
for antiretroviral treatment in years to come.

o Many prevention programmes in Asia still fail to provide people
with services that can directly reduce exposure to HIV, including
condoms, clean needles and effective STI treatment.

o Because of the high levels of mobility and turnover in risk popula-
tions and the constant interaction of risk behaviours, small scale
prevention projects are highly unlikely to make a major dent in the
HIV epidemic.

Chapter 7
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Chapter 7:
Learning
from the

past to
shape the

future

The most important lesson learned over the past two decades is
that there is nothing inevitable about HIV epidemics.

What can we conclude from all of the data
reviewed in this report? The most important
lesson learned over the past two decades is
that there is nothing inevitable about HIV
epidemics. Those individuals, communities,
regions and nations that have had the wisdom
to recognize the threats posed by HIV and that
have mustered the courage to confront those
threats have greatly reduced risk behaviours,
HIV infections, and the trauma and hardship
the epidemic generates. They have shown that
the evolution of an HIV epidemic in a country
is essentially a matter of choice. And choices
made at the regional and national level can
shape the future for a whole society.

This report has sketched the immense
diversity of HIV epidemics across the Asian
region. Chapters 2 and 3 presented numerous
examples of prevention services that have
helped Asians adopt or sustain safe behaviours,
thus reducing the risks of HIV transmission.
Given such diversity, no single, “blueprint”
prevention programme can fit all circum-
stances. And yet, there are some common
guidelines that are most likely to lead to
success in cutting new HIV infections and
reducing the epidemic’s impact on those
affected.

Maintaining focus: prevention
and care efforts have to
concentrate on providing
services for the people who
need them most

The funding available for HIV prevention
(and, increasingly, treatment and care) has
grown astronomically in recent years. But the
growth in the number of people with the ex-
pertise, the will and the opportunity to use
that money effectively has been very limited.
And those flows of funding are not unlimited.
Each country therefore still has to make
choices about how to use the resources at its
disposal—how to use the available money and
the time and energy of its people in prevent-
ing HIV infections and increasing care for
those infected.

Targeting the behaviours that are causing
most new infections

Technically, these choices are easier in settings
(such as those in most of Asia) where HIV
remains concentrated largely among people
with identifiable risky behaviours and among
their immediate sex partners. But politically,
this concentration of risk may actually under-
mine decisions that are sensible from a
prevention and care point-of-view.

For one thing, it tends to focus attention
on groups of people who engage in risky
behaviour, rather than on the social, economic
and structural factors that foster and reinforce
risky behaviour, or that could enable and
support people to reduce such behaviour. As
discussed earlier in this report, Thailand has
done a remarkable job of reducing the risk of
heterosexually-transmitted HIV infections,
especially in the context of commercial sex. And
it achieved this largely through structural and
societal-level changes, rather than just target-
ing individuals. Thailand has turned the tide
of its epidemic, and the impact of its effective
prevention efforts is vividly apparent in Figure
37. But, as the tide of heterosexual infections
has receded, the ongoing risk behaviours which
continue to transmit HIV have become ex-
posed. HIV prevalence among IDUs in the Thai
capital, Bangkok, have stabilised at above 52%,
for example. Note that “stable” does not mean
no new infections; it means as many people
are being newly infected as are dying or
dropping out of the tested population for other
reasons (for example because they have
stopped injecting drugs). Indeed, new infec-
tions in this population are running at around
3% a year. (Choopanya, Tappero et al 2004)

Also in Bangkok, HIV prevalence of 17%
was recently recorded among men who have
sex with men. HIV transmission continues to
occur in Thai jails, probably through both drug
injection and male-male sex. In terms of sheer
numbers, more people in Thailand still have
commercial or extramarital sex with someone
of the opposite sex than engage in drug injec-
tion or male-male sex. This means that main-
taining high levels of condom use in these
heterosexuals encounters should remain the
country’s number one HIV prevention priority.
But precisely because of the success so far, other
risks now account for a substantial proportion
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Where STI infection rates and risk behaviour in the general population
are low, the most effective way to prevent STIs in the wider popula-
tion is to provide strong screening, treatment and prevention services
for those most likely to be infected— sex workers and their clients.

The ugly question: who should have access to care?

The concept of focusing services where they will have most impact is especially important
in an era of growing access to care. Providing care to those most in need in Asia may be
even more difficult than providing prevention services to those in need. Access to
antiretroviral drugs has become highly politicized, both at the national and the interna-
tional levels. On the one hand, it seems more acceptable to give people medication than it
is to provide drug injectors with clean needles. On the other hand, decisions about who
should get access to a limited supply of expensive, life-prolonging drugs are bound to
expose prejudices that underpin people’s reactions to HIV.

In some places, it may be difficult to advocate the provision of these drugs to people
who engage in illegal or socially unacceptable behaviours such as drug injection, anal sex
and commercial sex. By reducing the amount of HIV circulating in body fluids, antiretroviral
drugs can reduce the probability that a person living with HIV will pass the virus on in
unprotected sex or when sharing needles. From a prevention point-of-view, giving
antiretrovirals to those with the highest risk behaviour is likely to have the most impact on

of new infections. The country’s prevention
efforts need to be expanded to add services
for these other, perhaps politically-challenging,
risk behaviours. This means not just focusing
on IDUs and MSM at the individual level, but
addressing the societal factors that foster
drug use or needle-sharing, and reducing
stigmatisation of male-male sex, so that preven-
tion programmes can work more effectively.

Don’t spread it too thin: focus efforts where
they will have most impact

Sometimes the impetus for a generalised ap-
proach emerges from a concern for equity. The
newly-independent nation of East Timor is
justifiably concerned that it should provide
services to all of its citizens, without discrimi-
nation. Such concern is evident in the exten-
sive programme to train midwives and health
centre staff nationwide in the syndromic treat-
ment of sexual transmitted infections. But
sketchy data from health services show that
public services see at most one or two poten-
tial cases a month, and most of these are vagi-
nal discharges that were not caused by STIs.
(Pisani 2002)  New data confirm that STI infec-
tion rates are probably very low in the general
population. Even among men who reported
recent visits to sex workers, just 3% were in-
fected with gonorrhoea or chlamydia, and only
one of those men was married and therefore
likely to put his wife at risk.

While STI levels in the wider population are
low, among sex workers, for example, 28%

were infected with an STI (and only a small
fraction had ever had any screening or treat-
ment for sexual infections). In such a situation,
where infection rates and risk behaviour in the
general population are low, the most effec-
tive way to prevent STIs in the wider popula-
tion is to provide strong screening, treatment
and prevention services for those most likely
to be infected—in this case, sex workers and
their clients. It is important that these services
are provided in ways that do not stigmatize
the populations they are meant to benefit. The
fear of stigmatization should not, however, be
used as an excuse to deprive people who share
a risky behaviour of the services they need.

Even among sub-sectors of the population,
prevention and care efforts should be focused
on those who need them most. As is evident
from Chapter 5, the majority of young people
in Asia are not at risk for HIV. It is of course
important to provide information, services and
skills training that could help all young people
maintain safe behaviours. But, in terms of pre-
venting new infections among young people
in the short- and medium-terms, prevention
programmes would do well to focus not just on
young people in general, but on those young
people who are most likely to be exposed to
high-risk behaviours.
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Figure 42: Numbers of
people who would have to

be counselled and tested
for HIV to identify 50 HIV-

positive people, at 2002
prevalence rates, Tamil

Nadu, India

People in need of care and
treatment are more easily
found among groups with

high-risk behaviours

(Source: calculated using
India National AIDS

Control Organisation
surveillance data)

reducing new infections, with some limitations. But that would depend on several factors.
Firstly, the effect would only be seen if people were continuing their risky behaviours when
they started taking antiretrovirals (typically many years after they became infected).
Secondly, the effect would be undermined if people increased their risky behaviour partly
because the drugs were available.

From a practical point of view, identifying people in need of treatment may be easier in
sub-populations that are at high risk of infection. This is because, where prevalence is
higher, fewer HIV-negative people would be counselled and tested for HIV for every HIV-
positive person who is identified (as Figure 42 shows). In Tamil Nadu, India, one of the
highest HIV prevalence areas in Asia, one would have needed to test around 150 IDUs in
order to identify 50 HIV positive people in need of care and support in 2002. If women in
need of care and support are identified through antenatal screening, close to 5,700 preg-
nant women would have to be counselled for HIV and tested in order to identify the same
number of people living with HIV.

Of course, these data do not tell the whole story. Firstly, not all HIV-positive people
need antiretroviral drugs. While they may all need some form of care and support,
antiretroviral treatment will only be necessary for those whose immune systems are most
severely compromised. Secondly, providing care, especially antiretroviral therapy, to popu-
lations with high-risk behaviours carries its own set of challenges. Once people start taking
antiretroviral drugs, it is important that they take them regularly. Forgetting to take them
or not having a constant supply of the drugs available may result in resistant strains of this
highly mutable virus developing. Eventually, this would render the drugs ineffective, whether
people are taking them sporadically or as prescribed.

Getting anyone to take drugs consistently can be difficult—all the more so with
antiretrovirals, which frequently cause nausea and other side-effects. But it may be more
challenging than usual among populations with high-risk behaviours, such as drug injectors
and sex workers (of all genders), since they are often highly mobile and tend to live some-
what irregular lifestyles. It is also possible that the provision of antiretrovirals to those most
at risk could reduce the incentive for people who are not yet infected to adopt safe
behaviours, or that people who are already infected might continue to practise risky
behaviour and perhaps do so more frequently.
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These concerns are mere suppositions at the
moment, since there is little experience in Asia
with the provision of antiretroviral drugs to any
population with high-risk behaviour. It is clear
that communities of people living with or
threatened by HIV have a key role to play in
advocating for drugs to be provided to those
who most need them. Men and women with
HIV are central, too, to ensuring that access to
antiretroviral drugs provide a net benefit to
those who most need them, as well as to society
as a whole.

Keeping an eye on the ball: HIV
programmes need to change with the
epidemic

HIV epidemics are not static. They change
constantly, sometimes because new behaviours
emerge (as with the recent surge of injecting
drug use in Indonesia), sometimes because they
have been modified by prevention efforts (as
is the case in Thailand and Cambodia), and
most often because they are following the
natural course of an epidemic that exploits
complex mixtures of risk behaviours and
spreads from one part of the population to
another.

Dynamic epidemics require dynamic preven-
tion efforts. Cambodia has successfully reduced
the number of new infections quite dramati-
cally in recent years. But that achievement has
created new prevention challenges.

Figure 43, which reconstructs trends in new
infections from changes in HIV prevalence levels
over time, shows how the epidemic has been
evolving. Until the mid-1990s, infections among
sex workers and clients dominated new HIV
infections in Cambodia, and the number of new
infections grew quickly each year. But by 1995
behaviours were changing. Condom use was
rising and fewer men were buying sex. As a
result, the number of new infections fell.

Fewer new infections were now occurring
through sex work. But the men who were in-
fected when buying sex (many of who were
still single at the time) began to pass infections
on to their wives. And former sex workers were
also getting married and infecting their hus-
bands. By the early 2000s, spousal transmis-
sion of HIV became dominant, although it is
worth noting that because of the overall fall
in new HIV infections, the actual number of
people being infected by their husbands or
wives was much smaller in the early 2000s
than it had been in the mid-1990s. With more
spousal transmission came an increasing pro-
portion of new infections among newborns.
(Cambodian Working Group on HIV/AIDS
Projection 2002) Like Thailand, Cambodia’s first
priority is to maintain the success of efforts to
make commercial sex safer. But the country
now also needs to help discordant couples to
protect each another from HIV, while expand-
ing programmes to reduce transmission from
mothers to their infants.
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It is also important to keep an eye out for early warnings of risk
behaviours which are not now thought to be widespread.

It is also important to keep an eye out for
early warnings of risk behaviours which are not
now thought to be widespread. Notice that
Figure 43 contains no measurable levels of
transmission between men or through drug
injection. These behaviours are thought not to
have made a significant contribution to the epi-
demic in Cambodia to date.  But, with HIV pre-
vention programmes so closely focused on com-
mercial sex between men and women, that
may change over time.

condom use in commercial sex through the
early- and late-1990s, respectively. Tamil Nadu
is in a better position than Thailand to track
whether those successes are being maintained,
because it has a much stronger behavioural
surveillance system.

Tamil Nadu’s surveillance system shows a
rise in casual sex among high-risk male popu-
lations, a slight drop in condom use with com-
mercial partners, and a more substantial drop
in condom use with casual partners (from 46%
in 2001 to 37 % in 2002). HIV prevalence, which
had halved among STI patients in the state
capital Chennai from 8% in 1998 to 4% in 2001,
rose back to its earlier peak within a year.

The surveillance system has a qualitative
wing which seeks to investigate the causes of
unexpected changes seen in the quantitative
data. In late 2002, fewer than one-half of sex
workers who had unprotected sex in Tamil
Nadu said they were at risk of acquiring HIV,
compared with 60% two years earlier. Qualita-
tive investigations attributed falling risk per-
ception and rising risk behaviour to two main
factors: a flurry of advertising for “miracle
cures” for AIDS on private TV stations, and a
heightened focus on antiretroviral therapy
which seemed to create the misperception that
AIDS is curable. The first issue was quickly dealt
with by imposing a ban on advertisements for
such products. The second has proved harder
to confront. People living with HIV and taking
antiretrovirals could act as important messen-
gers in stressing that prevention remains a bet-
ter option (for those who still have the choice)
than long-term therapy.

Thailand has a rather weak behavioural
surveillance system, which makes it hard to
verify to what extent the country’s success in
cutting risk in commercial sex is being main-
tained. There are early indications, however,
that it may be slipping. Just 55% of men in
northern Thailand who, in a 2001 household
survey, said they bought sex reported using
condoms with all sex workers. (Lertpiriyasuwat,
Plipat et al 2003) In a youth survey in the same
region, the rates were even lower, with fewer
than one-third of young men who paid for sex
saying they always used condoms. Some 61%
of male factory workers in Bangkok who bought
sex in 2003 reported consistent condom use
when doing so. In the same year, HIV preva-
lence among direct sex workers in the city more

By 2000, 15% of MSM in Phnom Penh were
infected with HIV, according to one study.
(Girault, Saidel et al 2004) There is evidence,
discussed earlier, that many of them probably
got infected in sex with female sex workers.
But once infected, they are at risk of passing
HIV on to their male partners, many of who
buy or sell sex. There are further grounds for
concern. Around 3% of MSM said they had
injected drugs in the previous 12 months.
Cambodia has always been thought to be
relatively free of drug injection, but it is known
to be on drug trading routes (providing an
alternative pathway for drugs produced in the
“Golden Triangle” of northern Thailand,
Myanmar and Laos). Where drug dealers go,
drug users usually follow. In secondary schools
in urban areas of Cambodia, 33% of children
had taken illegal drugs, according to one sur-
vey. (Yuthea 2004) Among street children in
Phnom Penh, surveys report quite high levels
of drug injection, rising to 9% in 2001 from 3%
a year earlier. Some of the children were re-
portedly also selling drugs. (Samlanh/Friends
2001) If Cambodia is to avoid a resurgent
sexual epidemic, it might need to look more
closely at drug-related behaviours.

Keeping it up: the need to
maintain prevention efforts
over time

Thailand and Tamil Nadu illustrate another,
important aspect of adapting to changing epi-
demics. New programme efforts have to ex-
pand on, rather than replace, existing efforts.
There is no questioning the success of either
Thailand or Tamil Nadu (in India) in increasing
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The necessary emphasis on increasing access to care and support services, and in particular
antiretroviral treatment, for people living with HIV should not come at the expense of
maintaining prevention efforts. This is especially true in countries where HIV transmission
occurs mainly through risky behaviours that can be addressed relatively easily, and where it
remains low in the wider population.

The push for greater treatment has been accompanied by the availability of new re-
sources at a global level. But resources at local levels often remain strained. This is particu-
larly true of human resources.

Figure 44 shows the number of people in need of various prevention services and the
number in need of antiretroviral treatment in Indonesia, the world’s fourth most populous
nation. Close to half a million people are in need of regular HIV prevention services, and
that number would be much larger if clients of male, female and transgender sex workers
were included. In other words, for every person needing antiretroviral treatment, there
are 57 times as many Indonesians who are in urgent need of specific prevention services. It
is encouraging that the number needing antiretrovirals is relatively small, so that high
coverage should be feasible. But Indonesia, and the many Asian countries that find them-
selves in similar situations, should not allow achieving such coverage to come at the price of
neglecting prevention efforts. Such neglect will simply increase the need for antiretroviral
treatment in years to come.

than doubled to 7.5% (up from 3.2% in 2002).
Countries with strong prevention program-

mes need to watch for subtle shifts of behaviour
which may point to the need to adjust (as
opposed to radically alter) prevention efforts.
One, obvious example is the shift from openly
commercial sex transactions in brothels or on
streets to a more discreet form which occurs in
restaurants, bars or night clubs. Between 1997
and 2001, there was virtually no change in the
proportion of women promoting brands of
beer in restaurants in Cambodia who reported
having a boyfriend—it fluctuated between 42%

and 45% over the five years. But there was a
dramatic linear trend in the proportion who
said they had sex with their boyfriends—from
fewer than half in 1997 to 99% five years later.
The proportion of beer promoters who said
that they sold sex outright also shot up over
the same period, rising to 31% (a 158% in-
crease). These relationships may be ambiguous
for both partners, with one side describing
them as commercial and the other not. What
is clear is that men are only around one-
third as likely to always use condoms with
women they regard as “girlfriends”, whether

HIV prevention services remain the overwhelming need in much of Asia
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or not that woman actually has other partners
as well. Condom promotion campaigns aimed
at men who are likely to have sex outside their
marriages therefore need to adopt a broader
approach, and encompass casual partners as
well as sex workers.

Cambodia is not the only place to witness
such shifts in casual partnerships. Since 2000,
Tamil Nadu has included unmarried men, aged
15-24 and who live in slums, in its surveillance
system. The proportion of these men who
bought sex from sex workers fell from 11% to
6% between 2000 and 2002, while condom use
at last commercial sex rose from 58% to 82%.
But for casual sex, both indicators went in the
opposite direction. Not only did casual part-
nerships rise slightly, from 9% to 11%, but con-
dom use at last casual sex fell from 27% to 16%.
If these casual partners are indeed “casual part-
ners” (girlfriends who stick with one boyfriend
for considerable periods and who are likely
to have far lower exposure to HIV than sex
workers), this may not be such a dangerous
trend (as explained on page 82). But preven-
tion programmers need to be aware of these
shifts, weigh their implications, and adjust
programmes appropriately if necessary.

The right thing for the right
person: providing services
that prevent HIV infection
and help people who live
with HIV

It is important in Asia that HIV prevention and
care efforts reach the people most at risk for
contracting or passing on the virus, and reach
those most in need of care. But “reaching”
people is not enough. It is as important to reach
them with services that will actually help them
reduce their risk of infection. Getting a pam-
phlet about the need to use condoms from an
outreach worker may increase someone’s
awareness, but being provided easy access to
a condom is more likely to increase safe sex (as
shown below). Yet even after 20 years of ex-
perience with this epidemic, many prevention
programmes in Asia still  fail to provide people
with services that can directly reduce exposure
to HIV, including condoms, clean needles and
effective STI treatment. Ultimately, new HIV
infections will only fall if exposure to the virus
is reduced. Prevention programmes need to
provide services that directly reduce exposure
to HIV if they want to see an impact in terms
of fewer new infections.



107

AIDS in Asia: The MAP Report Chapter 7

33

34

78

63

69

40

51

45
54

0

10

20

30

40

50

60

70

80

90

100

1998 1999 2000 2001 2002

P
e

rc
e

n
t

Received a condom from prevention programme Used a condom with all clients last year

Figure 46: Percent of
female sex workers in
Nepal reporting having
received condoms from an
HIV prevention
programme, and percent
using condoms with all
clients in the previous 12
months

Where the right services
are provided, people use
them!

(Source: New ERA and Family
Health International 2003)

Figure 45 shows data from surveillance
among drug users in Yunnan, China. Surveil-
lance authorities should be applauded for try-
ing to understand which prevention services
are reaching people in need—few question-
naires include such detailed information. What
they reveal in this case is that although over
half of IDUs are being “reached” with some
kind of programme, virtually none are receiv-
ing clean needles or condoms, the two things
than can most immediately interrupt HIV trans-
mission among IDUs. Providing methadone
detoxification or even maintenance is admirable,
but it did not succeed in ending injecting prac-
tices for the 56% of this injecting population
who had been through the programme. Some
21% of IDU in Yunnan tested positive for HIV

in surveillance in 2003, so there is no room for
“long-term” approaches in this population,
or others just like it around Asia. The preven-
tion services most likely effectively to reduce
exposure to HIV need to be provided now, not
later.

Along Nepal’s major highway, programmes
for men who are potential consumers of com-
mercial sex and the women who supply them
with sex have reached high levels of coverage
in recent years. They have been careful to go
beyond just providing leaflets and information.

Figure 46 shows that there was a very close
relationship between the percentage of sex
workers being provided with condoms by HIV
prevention programmes and the consistent use
of condoms with all clients.

HIV testing alone does not always lead to safer behaviour

HIV testing has an important role in helping people discover whether or not they are
infected with the virus, and thus whether they are in need of care services and therapy.
The link between testing and effective care programmes is therefore strong. Many institu-
tional documents on HIV prevention appear also to assume a positive relationship be-
tween HIV testing and effective prevention. Some state that people cannot protect them-
selves and their partners from HIV unless they know their HIV status. This is puzzling, since
condoms and clean needles work as effective obstacles to HIV transmission whether or not
the people who are using them know their status. But the underlying assumption that
people who learn that they are not infected will change their behaviour to stay uninfected
while those who test positive will change their behaviour to avoid infecting others de-
serves some scrutiny. In a low-prevalence setting, there may after all be some danger that
people who have had risky behaviours and who test negative might deduce that those
behaviours were not that “risky” after all.
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Figure 47: Percent of
transgender and male sex

workers and MSM who
report unprotected anal
sex in the previous week

(transgender) or previous
month (others), by VCT

history

Men who have had an HIV
test with counselling are
just as likely to carry on
with risky behaviour as
those who have never

been tested

(Source: Pisani, Girault et al
2004b)
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Vietnam offers encouraging evidence that people who have voluntarily presented for
an HIV test, received counselling and collected their test results have safer behaviour than
those who do not know their status. Among men who have sex with men in Ho Chi Minh
City, 68% of those who had been counselled and tested used a condom the last time they
had anal sex with a casual partner—which is significantly more than the 48% who had not
requested a test.(Colby 2003) But that is just about it for the good news. In the same city,
drug injectors who knew their HIV status were no less likely to share needles than those
who did not. (Hien, Giang et al 2001)

Generally, surveillance data requires only to know whether someone has been tested,
not what their status was. But a multi-city study in Vietnam of people selected because
they were HIV-positive recorded extraordinarily high levels of risk behaviour. Up to 62% of
IDUs who knew they were HIV-positive shared needles, a larger proportion than in groups
of unknown HIV status.(Vietnam National Committee for Population Family and Children
2002) It is possible that these men only shared with other injectors who they knew were
infected with HIV. But consumption of commercial sex was also higher among the HIV-
positive men than among groups of men included in surveillance because they were espe-
cially likely to report risky sex, and condom use was lower. Up to three-quarters of men
living with HIV in the Vietnam study reported unprotected sex with sex workers; they
cannot have know the HIV status of all their commercial partners. The reasons for this
behaviour are not clear. But in qualitative work among HIV-positive people in other coun-
tries in the region, it is sometimes reported that people who have learned of a positive test
result (often without their full prior understanding or consent) feel angry and vengeful,
and some express a wish to “take others down with them”.

In Jakarta, Indonesia, 100% of the small number of IDUs who had received voluntary
counselling and testing reported sharing needles in the previous week, compared to 86%
who had not accessed those services (over two-thirds of all voluntary counselling and
testing clients had tested positive). In some Asian settings, counselling does not seem to
be very effective at promoting safer behaviour among those who learn they are negative,
either. In three cities in Indonesia, neither transgender sex workers, male sex workers nor
MSM reported less risk if they had been through counselling and testing, as Figure 47
indicates. The majority of these respondents were HIV-negative.

A study in northern Thailand showed no relationship between having been counselled
and tested for HIV, and risk behaviour among young adults. Among those who said they
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had received a negative test result at their last voluntary test, a significant number were
positive when recruited to the study, indicating ongoing risk since their counselling.
(Kawichai, Beyrer et al 2004)

Testing access is surprisingly high for many marginalised populations in some settings.
For example, one in four MSM in Chengdu reported having taken a voluntary HIV test, yet
risk behaviour in this population was extremely common. In India, 23% of MSM say they
have had voluntary HIV tests in five cities in BSS, and in Mumbai it is as high as 56%. Yet
high levels of unprotected anal sex persisted in this population

Why are counselling and testing services not having a more positive effect on behaviour?
Possibly because service quality is poor and the counselling is not as “voluntary” as it should
be. Among drug injectors in Beijing, for example, 20% said they had been tested for HIV
and 70% of those got their test results. But barely 3% had received pre-test counselling
and only one individual was given any post-test counselling. In addition, counselling is
unlikely to lead to safer behaviours unless it is supported by services and networks that
enable HIV-positive people to live productive lives free of discrimination, and that provide
them with the means to avoid passing on the infection to others.

Clearly, the equation “more testing = more safe behaviour” does not currently hold in
many situations in Asia. In planning the expansion of these services, it is necessary to
consider how to increase the quality of the services, and their utility and acceptability to
populations at high risk of acquiring HIV.

The one population among whom acceptability seems relatively high is also one of the
populations at lowest risk of being infected in the still largely male-dominated HIV epi-
demics of Asia: pregnant women. Experience in Cambodia shows that counselling and
testing for HIV is considered quite acceptable as long as it is accompanied by benefits for
the recipient—82% of pregnant women accepted testing and 86% came back for their
results (which amounts to an “acceptability rate” of 70%).(Saman, Kruy et al 2002) Similar
levels of acceptability have been found among women in India, 83% of whom accepted
same-day testing, and almost all of their husbands, interviewed separately, supported
testing with counselling for their wives. (Shankar, Pisal et al 2003)

Size matters! The time for
“boutique” pilot projects is
long past

This report has described a number of preven-
tion approaches which have been shown to
work. But it would be misleading not to add
that some of them have only been shown to
work on a small scale. This is especially true of
approaches which require intensive, repeated
counselling, as discussed on page 36. This does
not necessarily imply that those approaches
would not be successful, were they to be rep-
licated nationwide. Given the financial and
human resource constraints, however, the
likelihood of such expansion is questionable.

Small “boutique” projects can change the
lives of the people they reach. Donors often
favour such projects because they can be imple-
mented by NGOs which are thought to be
better equipped than government agencies or

the private sector to serve the needs of popu-
lations with high-risk behaviours. And some
governments favour them because, as long
as there are “pilot programmes” in place, the
country seems to be doing something about
the epidemic, and the government is spared
the political difficulties of being associated with
wide-scale, controversial  programmes.

The problem with small-scale pilot projects
is that because of the high levels of mobility
and turnover in risk populations and the con-
stant interaction of risk behaviours, they are
highly unlikely to make a major dent in the
HIV epidemic. This is true if they only reach a
small proportion of populations at risk in one
location, but it is also likely to be true if they
achieve good coverage in only a fraction of
the places in a country or region where sub-
stantial risk takes place.

In prevention programming terms, the
rationale for pilot interventions is questionable.
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Figure 48: Estimated
number of sex workers in

three Indonesian cities, and
estimated number covered
by interventions, based on
percentage of sex workers

reporting access to
prevention services in the

previous 12 months, 2002/
2003

Changes in behaviour
cannot be expected if

coverage is very low

(Source: Calculated from
Indonesia National Estimates

and Behaviour Surveillance
Survey results 2002-2003)
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We know that behaviours will become safer if
ready access to clean needles, condoms, lubri-
cants, STI screening and treatment is ensured,
and people acquire the means and abilities to
use those tools. Pilot interventions are some-
times useful in building local political support
for an intervention, and they can help work
out adaptations which make programmes
work better in particular situations. But at this
stage of the epidemic, any pilot programmes
should be designed from the start to include
mechanisms which will increase their scope and
their reach, in a defined timeframe.

nated all their risk of exposure to HIV overnight,
only 2.3% of new infections nationwide would
be averted.

Yet countries and regions that have man-
aged to provide access to prevention services
on a sizeable scale have cut exposure to HIV.
In central Bangladesh, just over one-half of
street-based sex workers said they accessed HIV
prevention services in the preceding 12 months,
compared with 21% in the south-eastern region.
Figure 49 provides some hints of the relation-
ship between coverage and behaviour change.

The data indicates that where programme
coverage is higher, a higher proportion of over-
all sex acts are protected by condom use, even
for sex workers who did not access the
programme. In part, this might be due to a
“diffusion” effect. Where effective prevention
programmes begin to change behaviour be-
tween sex workers and clients on a significant
scale, condom use may become more of a habit
in the industry overall. These changing norms
will eventually filter through, even to those who
have not had direct contact with prevention
programmes. The combination of higher cov-
erage, more behaviour change among those
reached, and this “diffusion” effect, helped
create a situation where 36% of sex workers in
central Bangladesh used condoms at last sex
with a new client, compared with 22% of sex
workers in southeast Bangladesh.4

Because of the high levels of mobility and turnover in risk populations
and the constant interaction of risk behaviours, small scale preven-

tion projects are highly unlikely to make a major dent in the HIV
epidemic.

Figure 48 shows the estimated coverage
of prevention programmes among sex work-
ers in Indonesia, in areas where local NGOs
have been supported to provide prevention
services since the mid-1990s. It is estimated that
existing programmes reached fewer than 6% of
sex workers in 2003, even in cities where the
programmes have been in place for the best part
of a decade. Coverage of clients was even lower.
Modelling based on these and other Indonesian
data suggest that if 100% of the people reached
through prevention programmes in 2003 elimi-

4 The data for regular clients are
omitted for simplicity, but

condom use with regular clients
follows the pattern of the new

clients very closely.
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Figure 49: Percent of
street-based sex workers in
Bangladesh using condoms
with new clients, according
to whether they accessed
prevention services in the
past year, 2002

Where there is more
coverage there is more
behaviour change, though
less risk elimination

(Source: Bangladesh National
AIDS/STD programme, Ministry
of Health and Family Welfare,
2003).
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The data indicate that where programme
coverage is higher, a higher proportion of
overall sex acts are protected by condom use,
even for sex workers who did not access the
programme.

Those differences appear to be reflected
in the biological data. HIV prevalence in these
groups of women is mercifully very low, but
consistently low condom use has led to signifi-
cant levels of syphilis infection. Among street-
based sex workers in southeast Bangladesh,
there has been no significant change in syphilis
over time. But in central Bangladesh, lifetime
exposure to syphilis has fallen dramatically,
from 57% in 1998/1999 to 30% in 2002. Active
syphilis infection rates, indicative of more recent
risk behaviour, have decreased even more
sharply steeply, from 34% to 8% over the same
period. Rises in condom use may well have
contributed to this fall, although it is probable
that improved treatment of syphilis also
explains a substantial part of the decline.

Figure 49 provides another interesting in-
sight. In terms of condom use with all clients
(not just the most recent client), those exposed
to the prevention services in southeast
Bangladesh did better. They reported twice as
much consistent condom use compared with
central Bangladesh. Without a follow-up quali-
tative evaluation any explanation would be

speculative, but it might be that a smaller
intervention—which allows for more frequent,
personal contact with sex workers—is more
effective at developing the skills needed to get
all clients to use condoms, all the time. However
as we saw on page 98, in situations where HIV
prevalence is still low, risk elimination is not
really necessary. Prevention programmes
which enable a large number of people to adopt
some safe behaviour are much more effective
than programmes which help a small number
of people adopt perfectly safe behaviours.
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Conclusion:
Armed

with the
facts,

Asia must
choose its

future

This report has attempted to lay out the facts
surrounding HIV transmission in Asia in 2004.
The facts do not always accord with received
wisdom, or with the political fashions that of-
ten drive health and development agendas.
But they point to clear pathways forward,
summarised in Chapter 7.

The countries of Asia have recorded more
widespread HIV prevention successes than
those of any other continent in the develop-
ing world. By paying attention to the facts and
learning the lessons they teach, the govern-
ments and people of the continent can multi-
ply those successes if they choose. The task of
providing care for those affected by HIV while
expanding prevention services to the many
millions more that need them is not an easy
one. This is especially true since a large pro-
portion of the population most in need of ser-
vices engages in behaviours that are not sup-
ported by the social mainstream. Providing
services that help make those behaviours safer,
and creating an environment in which people
can easily choose safe behaviour, requires cour-
age and foresight as well as resources.

A minority of governments and communi-
ties in the world’s most populous continent
have already demonstrated the courage and
foresight needed to protect their citizens from
expanding HIV epidemics. They have shown it is
possible. It now falls to the majority of the
countries in Asia which do not yet have adequate
HIV programmes to face the facts of their own
behaviours, and to choose the future course
of their HIV epidemics.
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The members of the MAP Network are listed below. Special thanks to those who appear in bold
for their active participation in the preparation of this report
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Appendix 2:
Surveillance

data used
in this
report

The majority of the data in this report is taken
from national surveillance systems. Although
there are weaknesses, described in the box on
page 29, most countries in Asia have quite well
developed sentinel surveillance systems for
tracking HIV infection. These systems gener-
ally take left-over blood taken for other pur-
poses (such as syphilis screening and treatment)
from populations at high risk for HIV. They
remove all identifiers from the blood samples
and test them for HIV, in order to get an idea
of the overall level of infection in the part of
the population represented by the sample.

In general, behavioural surveillance entails
mapping a part of the population thought to
practice behaviours that carry a high risk for
HIV (such as female, transvestite or male sex
workers, drug injectors, men who have sex with
men or “high risk” heterosexuals represented
by mobile men with money). When the popu-
lation has been mapped, a sample is drawn
and those sampled are asked questions about
their demographic background, their knowl-
edge about HIV and their sexual and injecting
practices. As far as possible, behavioural sur-
veillance systems try to sample in the same way
over time, so that results can be compared from
one year to the next. This helps public health
professionals gauge whether their HIV preven-
tion efforts are having any effect.

While almost all HIV surveillance systems
are run by ministries of health, behavioural
surveillance systems are more variable. Some
countries, such as Cambodia, Indonesia and
the Philippines have institutionalised
behavioural surveillance in health ministries;
in the case of Indonesia behavioural surveil-
lance is implemented in the field by the Cen-
tral Bureau of Statistics. In other countries,
such as India and Nepal, behavioural surveil-
lance is contracted to private research firms,
while elsewhere academic institutions play a
part. Donor-funded projects and programmes
continue to play a major role in behavioural
surveillance in a number of countries.

This report is based on the best available
data. Its authors have, as far as possible, as-
certained that the data used was collected
following reliable protocols and standard pro-
cedures. The MAP Network wishes fully to ac-
knowledge the sources for all of the data
used. However because the report refers to
data with very great frequency, the sourcing

of each individual data point cited would be
impractical. For that reason, the sources for
surveillance data are consolidated in this list.
Any data point that is not individually sourced,
or that is sourced to “national surveillance
records” or “behavioural surveillance”, comes
from the sources on this list. Unless otherwise
stated, a cited data point refers to the most
recent year for which data are available, as
stated on this list. Note that this list refers to
the year of data collection, not the year of
publication.

Data which comes from stand-alone stud-
ies rather than from repeated surveillance ef-
forts are individually referenced in the pages
that follow this list.

Bangladesh
National AIDS/STD programme, Directorate
General of Health Services, Ministry of Health
and Family Welfare Government of the People's
Republic of Bangladesh. National HIV and
Behavioural Surveillance. (1999-2003)

Cambodia
National Center for HIV/AIDS, Dermatology
and STDs. HIV Sentinel Surveillance (1997-2000)

National Center for HIV/AIDS, Dermatology
and STDs. BSS I-V (1997-2001).

National Center for HIV/AIDS, Dermatology
and STDs. STI Prevalence Survey (1996 and
2001)

China
HIV Prevalence among STD patients and CSWs
in Guangxi (1995-1999) Provided by China Cen-
tre for Disease Control

China-UK HIV/AIDS Prevention and Care
Project, Behavioural Surveillance Survey of HIV/
AIDS in Sichuan and Yunnan provinces. (2003)

Futures Group Europe. 2001 Baseline Behaviou-
ral Surveillance Study in Yunnan and Sichuan
Province: Sex Worker Report.

India
National AIDS Control Organization, Ministry
of Health & Family Welfare, Government of
India National Baseline General Population
behavioural Surveillance Survey – 2001
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National AIDS Control Organization. National
Baseline High Risk and Bridge Population
Behavioural Surveillance Survey-2001 Part - I
(FSW and their clients)

National AIDS Control Organization. National
Baseline High Risk and Bridge Population
Behavioural Surveillance Survey -2002 Part - II
(MSM and IDUs)

National AIDS Control Organization. HIV
Sentinel Surveillance Report Population – and
sentinel site – wise report 1998-2002.

AIDS Prevention and Control Project and
Voluntary Health Services. HIV Risk Behaviour
Surveillance Survey in Tamil Nadu Wave I – VII
(1996-2002)

Indonesia
Directorate of Communicable Disease Control
and Environmental Health, Ministry of Health.
HIV sentinel surveillance (1989-2003)

Directorate of Communicable Disease Control
and Environmental Health, Ministry of Health
and Central Bureau of Statistics. Behavioural
surveillance (1996-2003)

Iran
Ministry of Health and Medical Education.
AIDS/HIV Surveillance Report 2003

Japan
AIDS Surveillance Committee, Ministry of
Health, Labor and Welfare. Annual AIDS
Surveillance Report 2002, 2003.

AIDS Surveillance Committee, Ministry of
Health, Labor and Welfare, National Institute
of Infectious Diseases. Infectious Agents
Surveillance Report: 1999-2003.

Kazakhstan
National AIDS Control Programme and
Ministry of Health, Center of Public Opinion
Investigation, UNAIDS. Behavioral surveillance
among injecting drug users in nine cities of
Kazakhstan (Almaty, Pavlodar, Shymkent,
Karaganda, Temirtau, Astana, Petropavlovsk,
Uralsk, Ust-Kamenogorsk) 2002

National AIDS Control Programme and
Ministry of Health, Report on sentinel epide-
miological surveillance over HIV prevalence in
the Republic of Kazakhstan in 2002, Almaty 2002

Myanmar
AIDS Prevention and Control Project, Depart-
ment of Health, Sentinel surveillance data for
1989 - 2003.

Laos
National Committee for the Control of AIDS
Bureau. Behaviour Surveillance Survey: 2000-
2001.

National Committee for the Control of AIDS
Bureau. HIV Surveillance Survey and STI Peri-
odic Prevalence Survey 2001.

Nepal
New ERA and FHI. Behavioural Surveillance
Survey in The Eastern to Western Highway
Route of Nepal: Round No.1-5 (1998-2002)

New ERA and FHI. Behavioural Surveillance
Survey with FSWs in Kathmandu Valley: Round
1 (2002)

New ERA and FHI. Behavioural Surveillance
Survey with FSWs in The Western to Far-western
Highway Route of Nepal: Round No.1 (2002)

New ERA/SACTS and FHI. Behavioural and
Sero-Prevalence Survey Among IDUs in
Kathmandu (2002)

New ERA/SACTS and FHI. Behavioural and
Sero-Prevalence Survey Among IDUs in Pokhara
(2003)

New ERA/SACTS and FHI. Behavioural and
Sero-Prevalence Survey Among IDUs in Eastern
Terai Districts (Jhapa, Morang and Sunsari)
(2003)

New ERA/SACTS and FHI. HIV/STD Prevalence
and Risk Factors among Migrant and Non-
Migrant Males of Kailali District in Far-
Western Nepal (2002)
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New ERA/SACTS and FHI. HIV/STD Prevalence
and Risk Factors among Migrant and Non-
Migrant Males of Achham District in Far-
Western Nepal (2002)

New ERA/SACTS and FHI. STD and HIV Preva-
lence Survey Among Female Sex Workers and
Truckers on Highway Routes in the Terai, Nepal
– round 1 (1999)

Center for Research on Environment Health
and Population Activities (CREHPA) and FHI,
Injecting and Sexual Behaviours of Injecting
Drug User in Birathagar, Nepal (2003)

CREHPA and FHI. Injecting and Sexual
Behaviours of Injecting Drug Users in Dharan,
Nepal (2002)

CREHPA and FHI. Injecting and Sexual
Behaviours of Injecting Drug Users in Pokhara,
Nepal (2002)

CREHPA and FHI. Injecting and Sexual
Behaviours of Injecting Drug Users in Jhapa
District, Nepal (2002)

Philippines
Republic of the Philippines, Department of
Health. The 2002 Technical report of the
National HIV/AIDS Sentinel Surveillance
System. (1997-2002)

Thailand
Ministry of Public Health, Bureau of Epidemi-
ology, HIV Serosurveillance in Thailand (1989-
2003)

Ministry of Public Health, Bureau of Epidemi-
ology, Behavioural Surveillance Surveys (1995-
2003)

AIDS Control Division, Health Department,
Bangkok Metropolitan Administration. The
Behavioural Surveillance Survey of 7 Target
Groups in Bangkok (2000-2003)

Vietnam
National AIDS Committee, HIV sentinel surveil-
lance (1994-2003)

National AIDS Standing Bureau and National
Institute of Hygiene and Epidemiology, HIV/
AIDS Behavioural Surveillance Vietnam
(2000)
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