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ABSTRACT

Potential scale of the HIV epidemic is very alarming. Even with less than 1% infected, India recorded 3.97 million living with HIV in 2001 - the second highest in the world after South Africa. India has 1.2 million children orphaned through Aids, more than any other country Prevalence of HCV & HBV infection amongst HIV seropositive intravenous drug users & their non-injecting wives in Manipur, India. Saha MK, Chakrabarti S, Panda S, Naik TN, Manna B, Chatterjee A, Detels R, Bhattacharya SK National Institute of Cholera & Enteric Diseases (ICMR), Calcutta. Hepatitis C virus (HCV) and hepatitis B virus (HBV) infections were evaluated among 77 Manipuri couples of whom all husbands were both intravenous drug users (IDUs) and human immunodeficiency virus (HIV) positive. This study showed for the first time a high prevalence of HCV (92%) and HBV (100%) infection amongst the IDUs in Manipur. Stringent control measures to prevent the transmission of hepatitis viruses (B and C) are urgently required in Manipur. HIV infection in India is concentrated among poor, marginalized groups, including commercial sex workers, truck drivers, migrant laborers, men having sex with men, and injecting drug users. Transmission of HIV within and from these groups drives the HIV/AIDS epidemic, and infection is spreading rapidly to the general community. About 90 percent of the total reported AIDS cases occur in the sexually active and economically productive 15-44 age group. According to NACO, the predominant mode of HIV transmission is through heterosexual contact, followed by intravenous drug use. Previously, blood transfusion and blood product transfusions were also major causes, but blood safety measures are now in place to prevent transmission. Trends show it is spreading from urban to rural areas. India faces a major HIV/AIDS epidemic that threatens the country's achievements in health and development. Global experience suggests that a mature AIDS epidemic reduces life expectancy, increases the demand for medical care, worsens other illnesses such as tuberculosis, and exacerbates poverty and inequality. Since the first HIV and AIDS cases were reported in 1986, there has been a rapid increase in HIV prevalence and AIDS cases. In 1998, India's National AIDS Control Organization (NACO) estimated that there By early in the next century, India will have the highest number of AIDS cases in the world. Even if HIV infection reaches the 'low' level of five percent seen in many other countries, more than 37 million Indians would be HIV infected. Three quarters of current measured HIV/AIDS cases are concentrated in the urban settings of only five states, Andhra Pradesh, Karnataka, Maharashtra, Manipur, and Tamil Nadu. HIV has risen to high levels among those were more than 4 million HIV-infected Indians (about 1 percent of the adult population). practicing the riskiest behaviors and is set to spread more widely in the rest of the population. HIV is widespread among injecting drug users in the northeastern states of Manipur and Mizoram and is spreading to their sexual partners. The prevalence of HIV/AIDS found in antenatal clinics in Manipur has reached 2 percent. HIV is well established among sex workers and patients in clinics for sexually transmitted diseases in much of southern India, including the populous states of Maharashtra and Tamil Nadu. In the city of Mumbai (Bombay), HIV prevalence among pregnant women has exceeded 1 to 2 percent. HIV infection in India is concentrated among poor, marginalized groups including commercial sex workers, truck drivers, migrant laborers, men having sex with men, and injecting drug users. Transmission of HIV within and from these groups drives the HIV/AIDS epidemic, and infection is spreading rapidly to the general community. About 90 percent of the total reported AIDS cases occur in the sexually active and economically productive 15-44 age group. According to NACO, the predominant mode of HIV transmission is through heterosexual contact, followed by intravenous drug use. Previously, blood transfusion and blood product transfusions were also major causes, but blood safety measures are now in place to prevent transmission. Trends showed that it is spreading from urban to rural areas. 


Introduction

Drug use has played a critical role in the spread of the Human Immunodeficiency Virus (HIV) in several developing countries including in India, and threatens to become an important vector for HIV transmission in others. Many governments have begun to develop policies and interventions attempted to target to injecting drug users, while others are hesitant to recognize the problem. The major difficulty in developing HIV prevention strategies for this group is a lack of knowledge about factors influencing drug use and the spread of HIV. Governments and policymakers must have an understanding of the patterns and determinants of drug use and factors leading to the spread of HIV in this group in order to design appropriate interventions and prevention strategies. 
AIDS, armed conflict and poverty have taken a heavy toll on the vast majority of the 1.1 billion youths worldwide, according to the U.N. report. Young men and women between the ages of 15 and 24 years are better educated than previous generations and have access to more information via computers and other media, but 133 million remain illiterate and 130 million children are not in school, according to the World Youth Report 2003 released by United Nations.

The 408-page World Youth Report, the first comprehensive U.N. attempt to examine the global situation of young people since 1995, fail to fulfill its objective as its more focus on developed countries rather than global, report itself accepted this fact.  The report explain the reason in chapter 15  "The lack of data relating to certain fields in developing countries, as well as the problems of data comparability, are challenging the research community to develop a system of global indicators as well as qualitative research methods in order to build a truly global picture of the situation of youth." The obvious dominance of the Western school/tradition of youth research is one of the key challenges to be addressed in the future, given the fact that the majority of young people are living in developing countries. As per report 85 percent of the youths live in developing countries and 22.5 percent of them survived on less than US$1 a day (in 2000). 6,000 - 7,000 Young people become infected with HIV every day - WYR 2004. AIDS that has transformed the lives of children and youth all over the world. An average of between 6,000 and 7,000 young people become infected with HIV every day. The report called for more programs to prevent AIDS and stop drugs use and greater involvement of youth in decision-making. "Young people can be dynamic agents of social change, taking an active role in combating these problems, but they must be given the right tools to work with," the report said.

AIDS that has transformed the lives of children and youth all over the world. An average of between 6,000 and 7,000 young people become infected with HIV every day. The report called for more programs to prevent AIDS and stop drugs use and greater involvement of youth in decision-making. "Young people can be dynamic agents of social change, taking an active role in combating these problems, but they must be given the right tools to work with," the report said.
India is also poorly prepared for the "tidal wave" of the disease the country is facing, Richard Feachem, Executive Director of the Global Fund to fight AIDS, Tuberculosis and Malaria told journalists on May 11,2004."The Indian epidemic is rapidly becoming the largest epidemic in the world," Feachem said. "There is nothing in place in India today which is of a scale or of a seriousness which will prevent a catastrophic epidemic 

unfolding. “About 3.8 to 4.6 million people are estimated to be HIV positive in  India, according to official estimates cited by the WHO, but in private some officials fear the figure is much higher and the virus is spreading rapidly."We need to do a huge amount more in prevention, in testing, in treatment if India is going to turn around the tidal wave of HIV/AIDS, which is breaking over it," Feachem said.
The rapid spread of HIV among the intravenous drug users in Manipur is a clear example of the inevitable spread of the HIV epidemic if high-risk behaviour is prevalent. Faced with other pressing public health issues, poor countries such as India, Myanmar and Thailand failed to give due priority to HIV before the epidemic struck them. Despite early detection of a high prevalence of HIV among injectors, its quick spread to heterosexual partners could not be prevented. The huge demand for treatment support, service and counselling is unlikely to be met in the near future. The harm reduction approach as a strategy is possibly the only powerful and cost-effective tool in such a situation, but it has received scant regard in campaigns launched by the states or by pressure groups within the population. Of immense importance to such a programme, and a precondition for its initiation, is the creation of the necessary political will.

EPIDMIOLOGICAL SITUATION OF HIV/AIDS IN INDIA

The analysis of HIV epidemic trends in the region becomes more meaningful when a focus is placed on populations whose cultural and social affinity and networks transcend geopolitical borders. A new geography of HIV/AIDS in the region then emerges that helps recognize the foci of intense HIV spread. These include large metropolitan areas in western and southern India (Mumbai, Chennai); the India/Nepal border area; the larger "Golden Triangle," which reaches out to northern Thailand, eastern Myanmar, but also encompasses the areas of Manipur in India and Yunnan in China; and the Mekong delta area, which includes Cambodia and southern Vietnam. To gain better understanding of the dynamics of HIV epidemics, factors of affinity between populations as well as mobility patterns must be explored and mapped out. 

Large-scale heterosexual HIV epidemics ahead? Sudden and sharp increases in HIV incidence among persons engaged in very high-risk behaviours can and have occurred in Asia. However, the lack of quantitative and qualitative epidemiological, behavioural and social information on the nature of and linkages between sexual networks in any of these countries rules out any reliable prediction of the future course of HIV epidemics in these countries. To recognize the threat of emerging or fast-growing epidemics in certain populations is essential to an early and effective response. To acknowledge the possibility that, in other populations, rapid and extensive spread of HIV may not occur is equally crucial as policy and decision-makers may, on the basis of this information, orient efforts and resources towards people who are most at risk. 

India: the epidemic continues 

With a population of close to one billion - roughly half of them in the most sexually active age group of 15 to 49 - an estimated adult prevalence rate of about 0.6 to 1 percent translates to between three and five million infected persons, a figure higher than any other single country. However, the distribution of HIV/AIDS in India is not uniform. The epidemic is focused very sharply in a few states with most of India having extremely low rates of infection. It is noteworthy that 21 of the 31 states only report four percent of the total AIDS cases. The major impact of the epidemic is being felt in Maharashtra in the West, Tamil Nadu in the South with adjacent Pondichery, and Manipur in the northeast. While the epidemic is predominantly heterosexual in nature over most of India, the northeastern states have a severe epidemic among IDUs. In Manipur, IDU infection rates are now 70 percent or more. 

In those parts of India where the epidemic is most firmly entrenched, the infection has spread out of those groups traditionally considered most at risk. From being highly concentrated in sex workers and patients attending sexually transmitted infection (STI) clinics, the HIV has spread to the general population. In Maharashtra, antenatal clinics in Mumbai now report a 4.5 percent prevalence, and one clinic in Pune reports over 5 percent. In Chennai between 1.2 and 2.3 percent of antenatal cases are reported to be HIV positive. Even in Manipur, where the infection is largely focused on IDU, ANC attendees have a prevalence rate of 1.2 percent. The sentinel surveillance reports for early 1998 have brought to attention the fact that not only is the epidemic spreading to previously less affected groups within the severely affected states, but also states that had relatively low infection rates are now beginning to have a serious problem. A case in point is the state of Andhra Pradesh, which has reported a 24 percent prevalence rate in STI patients and about one percent in antenatal clinics. 

The data from India highlight the fallacy of considering average national figures for measuring the epidemic. India clearly has areas very severely affected by the epidemic, and yet the major portion of the country has a very minor HIV/AIDS problem at this time. Unless this differential is taken into account for planning interventions, efforts are likely to be inadequate in some areas, and inappropriate in others. 

Data on both the distribution and the molecular epidemiology, also point out that HIV does not respect national or state boundaries. Plans for coping with the epidemic have to be regional rather than confined to political boundaries. Clearly the epidemic in Manipur is closely linked to that in the adjacent parts of Myanmar, Bangladesh and Thailand. The nature of the virus and the route of transmission are the same. To be effective, the interventions must also be in concert. 

Extensive HIV spread in any large heterosexual population has only been noted in a few countries in south and southeastern Asia (Thailand, Myanmar, Cambodia, and parts of India). HIV epidemics associated with commercial sex and those involving injecting drug users (IDU) in some of these countries and others in the region do not appear to fuel each other significantly. These epidemics appear to emerge and evolve almost independently from each other--with minimum crossover--as exemplified by the two concurrent HIV epidemics of different subtypes in Thailand. The high prevalence of HIV infections in some IDU populations can serve as a constant potential source for extensive spread of HIV into the general heterosexual population. However, such spread will only occur if the prevalence and frequency of high-risk heterosexual behaviors in the general population are sufficiently high to sustain significant spread of HIV infections. 

"Until the mid-1990s, it was generally believed that extensive spread of HIV among heterosexuals with high-risk behaviors--such as having unprotected sexual intercourse with multiple partners--would eventually occur in almost all Asian-Pacific countries. However, as of early 1998, extensive HIV spread has not been documented except in a few countries. In most Asian-Pacific countries HIV infections are clearly spreading, but at very low rates. This paper selects Asian-Pacific countries of high and low HIV prevalence for which quantitative heterosexual risk behavior data are available. These data are used to assess the hypothesis that these HIV prevalence differences can be explained primarily by variation in the prevalence and frequency of unprotected sex among female sex workers (FSW) and their male clients. 

In most Asian-Pacific countries, the prevalence and frequency of heterosexual risk behaviors (i.e., very high sex partner exchange rates for FSW and a large percentage of males who routinely use FSW) do not appear to be sufficient to fuel extensive heterosexual HIV epidemics such as those that have occurred in Thailand, Myanmar, Cambodia, and parts of India. To obtain a better understanding of the potential for HIV spread in Asian-Pacific countries, it is necessary to measure the prevalence and frequency of risk behaviors among FSW and their clients. Furthermore, additional research should be undertaken to determine what prevalence and frequency levels of high-risk sexual behaviors are needed to fuel an extensive heterosexual HIV epidemic. The recognition of an emerging or fast-growing HIV epidemic in a population is essential to an early and effective response. Equally crucial is the acknowledgment that extensive spread of HIV in some populations will probably not occur. Such informed decision-making leads to more rational and efficient use of resources as well as to providing services to individuals who need them most." 

DRUG USERS AND HIV

HIV transmission among drug users is always associated with injecting drug use, but there is growing evidence that other types of drug use, including the nasal ingestion and inhalation of cocaine and crack cocaine, as well as use of other stimulants also influence the spread of HIV. Heroin use has been increasing worldwide, and while many users smoke the drug, there is also a trend toward increasing injection in some areas (Stimson 1996). Injecting drug use has been identified in over 50 developing countries, and HIV transmission associated with injecting drug use has been reported in at least half of these (Stimson 1996). In addition, HIV seroprevalence among injectors accounts for the majority or a large minority of all HIV positive cases in some developing countries. Snorting of cocaine and smoking of crack cocaine are also prevalent in several developing countries (Oritz, 1994; Surratt, et al. 1996b). The risky sexual behavior associated with this type of drug use contributes to HIV spread among the non-injecting population.

India. Like Bangkok, Manipur state in northern India has experienced a very rapid increase in HIV seroprevalence among IDUs. In 1991, the number of IDUs in Manipur alone was estimated at 20,000. From 1986 to September 1989, no seropositive cases were found among samples of 2,322 IDUs. However, from October 1989 to June 1990, 54 percent of IDUs sampled (over 2,000) were seropositive, and in 1992, 67 percent were reported to be HIV-positive. Drug addiction is not considered to be as high in other areas in India, but systematic surveillance begun recently indicates that addiction is much more frequent than realized. In many cities pockets of drug users have been found, but HIV-seropositive IDUs are still almost totally restricted to the north-eastern region. HIV-seropositivity has also been identified among IDUs in Mizoram (at 6-10 percent) and Nagaland (at 50 percent), two other states which border Myanmar. In addition, recent unpublished data indicate that HIV infection has reached IDUs in Madras, where over 10 percent of a sample of nearly 100 IDUs tested positive (Jain, et al. 1994; Poshyachinda, 1993; Sarkar, et al. 1996; Sarkar et al. 1993; Narain, et al. 1994). In India itself, sexual transmission accounts for 70-75 percent of HIV infections, with about 15-20 percent of infections attributable to injecting drug use. However, in the northeast area, which includes Manipur and Nagaland, most infections are due to injecting drug use (Narain, et al. 1994).
The Present study with the application of factor analysis identified the major dimensions that explained the factors for spreading the HIV infection among injecting drug users are:

1. Injecting practices and HIV Risk
2. Reasons for needle-sharing.

3. Injection of Cocaine v. Heroin.

4. New IDUs.

5. Socioeconomic Status and HIV.

6. Other practices associated with HIV risk
7. Behavioural attitudes of drug users
Estimates of Number of IDUs for Selected Countries

	Country
	Number IDUs
	Rate per 100,000
	Source

	Asia
	 
	 
	 

	China
	90,000
	8 
	Mann, et al. (1992)

	Hong Kong
	33,500
	573 
	Mann, et al. (1992)

	India

Manipur

Nagaland

Mizoram
	50,000

15,000-40,000 

1,500 

2,800 
	6
	Mann, et al. (1992)

Sarkar et al. (1996)

Sarkar et al. (1993)

Sarkar et al. (1993)


Geographical Prevalence of Injecting Drug Use. Injecting drug use exists in over 50 developing countries, and HIV has been identified in this population in over half of these countries. Table 2 lists the countries where both injecting drug use and HIV among IDUs have been found (WHO, 1994; Stimson and Choopanya 1996). 

High prevalence of injecting drug use exists in countries in both Asia and South America, and is beginning to be seen in some countries in Africa. Table 3 provides estimates of the number of injecting drug users for selected countries. Estimates of the number of injecting drug users usually come from treatment facilities, and may understate the prevalence of injecting drug use. Prevalence of IDUs is very high in Thailand, Argentina, Puerto Rico, Hong Kong, and Malaysia, and in some areas in India. Heroin is the main drug injected in countries in Asia, while in South America drug users injects primarily cocaine (Mann, et al, 1992).

Injecting drug use has been spreading internationally in both developed and developing countries due to political, economic, and social conditions and changes, drug control strategies, law enforcement, and local culture and tradition (Stimson, 1993, 1996; Des Jarlais, 1992). In the 1970s and 1980s, injection of illicit drugs began to increase in countries in Asia and South America. As yet there is no definitive explanation for the increase in injecting drug use in these countries, but three hypotheses have been suggested as important components. (Des Jarlais, et al. 1992; Stimson 1993; Inciardi, 1992). The increase of injecting drug use in some countries in Asia, including Thailand, Myanmar, the Lao People’s Democratic Republic, Yunnan Province in China, Viet Nam, and also the northeastern states of India (including Manipur, Mizoram and Nagaland) has been attributed to the availability of inexpensive heroin, grown (from poppies) and produced in the Golden Triangle and distributed along drug trafficking routes in these countries (Stimson 1993, 1994). As heroin was refined elsewhere, it was not available for local consumption, and opium was the drug most commonly used in Southeast Asia. However, from the late 1960s onward, the Golden Triangle region experienced an expansion of the refining of opium into heroin. Markets for heroin emerged due to the refining and distribution of heroin in the Golden Triangle region, and resulted in availability of the drug at low cost. In addition, enforcement and government activity against dissident groups in Myanmar and the development of new transport networks caused drug trade routes to shift from Myanmar to a route that went through Shan State to Yunnan Province, China and on to Hong Kong (Stimson 1996). Yunnan Province has experienced a corresponding increase in heroin abuse. Several factors seem to be related to the shift to injection, including the increased availability of injectable-quality heroin from young people who migrated from Manipur and brought in heroin from South-east Asia. By 1990, injecting was increasingly found in many areas of Madras (Stimson and Choopanya 1996).

Several factors seem to be related to the shift to injection, including the increased availability of injectable-quality heroin from young people who migrated from Manipur and brought in heroin from South-east Asia. By 1990, injecting was increasingly found in many areas of Madras (Stimson and Choopanya 1996). Several factors seem to be related to the shift to injection, including the increased availability of injectable-quality heroin from young people who migrated from Manipur and brought in heroin from South-east Asia. By 1990, injecting was increasingly found in many areas of Madras (Stimson and Choopanya 1996). Third, increased injecting drug use can be seen as part of modernization of some developing countries (Des Jarlais, et al. 1992; Inciardi, 1992). Improved transportation routes and infrastructure and the availability of industrial chemicals facilitate processing and transportation of illicit drugs (Inciardi, 1992). For example, in India, the prevalence of IDUs corresponds with the path of national highway 39, which originates from a town bordering Myanmar, and cuts across urban areas of Manipur state to reach Nagaland (Sarkar, et al. 1993). IDU prevalence is lower in areas further from this highway.

Demographic characteristics of IDUs. Data indicate that worldwide, the majority of injecting drug users are men (usually upward of 75 percent), and are relatively young, typically in their early twenties to late-30s. Many IDUs are married to non-injecting partners, and education levels vary depending on the country. However, most of what is known about IDUs comes from samples of IDUs in urban areas, and information on IDUs in rural areas comes mostly from small samples from a limited number of regions or villages in a limited number of countries. This makes it difficult to generalize about socioeconomic characteristics of all IDUs. Table 4 presents demographic characteristics of samples of IDUs from selected countries and regions within those countries. Socioeconomic status of IDUs varies across countries. The samples of IDUs in Manipur, India, are also fairly well-educated and tend to be employed, with 78 percent in Manipur able to read up to high school or college levels, and 53 percent employed (Sarkar et al. 1996).

Sexual Behavior of IDUs. HIV is spread from IDUs to the general population through unprotected sexual contact. Virtually all studies of risk behavior among IDUs in both developed and developing countries find that IDUs are sexually active, having both injecting and non-injecting partners, and use condoms infrequently (Schoenbaum, et al. 1989; Anthony, et al. 1991; Narain, et al. 1994; Singh et al. 1993; Jain, et al. 1994; Sarkar, et al. 1996; Sarkar, et al. 1993; Zheng, et al. 1994; Vanichseni, et al. 1991; Lima, et al. 1992; Surratt, et al. 1996a; McBride, et al. 1996; Cavallari, et al. 1994; Chitwood, et al. 1995). While most studies find that there is a stronger association between injecting behavior and HIV seropositivity, some do indicate that sexual behavior contributes to HIV risk among IDUs (Robles, et al. 1992; Choopanya, et al. 1991; Chitwood, et al. 1995).

One study in Manipur, India, an area which has experienced an explosive spread of HIV among injecting drug users, has found that 50-70 percent of injectors have reported a sexual experiences within the last 5 years (Sarkar, et al. 1993). The median number of heterosexual partners was three in the five years before the study. Although sexual activity among the drug using population was lower than the general population, there was still evidence of at least some sexual activity in this group. In addition, condom use was extremely low, with only 3-5 percent of injectors reporting even occasional use of them (Sarkar, et al. 1993). Another study in India found that over 30 percent of married male and female injecting drug users had extramarital sex, and less than 2 percent of them used condoms (Sarkar, et al. 1996). Data on rates of condom use among IDUs and non-injecting drug users indicate that rates may be lower among injectors. One study in Delhi, India revealed that condom use among IDUs was lower than among non-injecting drug users (Kumar, et al. 1996).

Sexual Contact with Commercial Sex Workers. There is also evidence that IDUs have sexual intercourse with commercial sex workers. Research in India has found that 50 percent of IDUs in Mizoram had multiple partners, including prostitutes (Narain, et al. 1994). Studies in Manipur have found high rates of sex with commercial sex workers among IDUs, with 10 to 16 percent of injecting drug users having a history of exposure to commercial sex workers (Sarkar, et al. 1993).

. HIV Prevalence Among IDUs in Selected Developing Countries.

	Country/City
	HIV Prevalence Among IDUs
	Source

	Asia
	 
	 

	Myanmar 

Mandalay

Myitkyina

Yangon

Taunggyi 
	74.3 

58.0

91.0

74.0

38.0
	Stimson 1994

	India 

Manipur 

Mizoram

Nagaland 
	55.0 

67.0 

6-10

50.0
	U.S. Bureau of the Census 1995 

Jain, et al. 1994

	China 

Yunnan Province 
	13.3 

43-82
	U.S. Bureau of the Census 1995 

Zheng, et al. 1994

	Thailand 

Bangkok

North

South 
	38.0

34.6

28.6

39.3
	U.S. Bureau of the Census 1995 

Brown, et al. 1994

	Brazil 

Rio

Santos 
	33.0

35.0

62.0
	U.S. Bureau of the Census 1995 

WHO 1994

	Viet Nam 

Ho Chi Minh

Nha Trang
	8.7

40-44 

90.0
	U.S. Bureau of the Census 1995 

Hien 1995

	Argentina
	32.8
	U.S. Bureau of the Census 1995

	Malaysia
	19.8 
	U.S. Bureau of the Census 1995

	Uruguay
	13.7
	U.S. Bureau of the Census 1995

	Bahamas
	13.4
	U.S. Bureau of the Census 1995

	Egypt
	7.6
	U.S. Bureau of the Census 1995

	Trinidad and Tobago
	4.7 
	U.S. Bureau of the Census 1995

	Mexico
	1.3
	U.S. Bureau of the Census 1995

	South Africa
	0.6
	U.S. Bureau of the Census 1995

	Hong Kong
	<1.0 
	Ch’ien 1994

	Nepal
	1.0 
	U.S. Bureau of the Census 1995

	Philippines
	1.6 
	U.S. Bureau of the Census 1995

	Singapore
	0.2
	U.S. Bureau of the Census 1995

	Taiwan
	0.1
	U.S. Bureau of the Census 1995



Conclusion

First, policies related to drug control and enforcement are relevant to the spread of HIV. Injecting drug use spreads in countries where there is increased supply of heroin and cocaine, particularly those close to drug production areas and on drug trafficking routes.. The spread of injecting drug use has been followed by the rapid spread of HIV in this population in several areas, including Yunnan Province, China; Manipur, India; and Bangkok, Thailand. This could very likely occur in other countries in South America, Asia and Africa, as injecting is reportedly increasing in countries in these areas.

 Rapid spread of HIV infection among IDUs can be avoided, however, as evidenced by Hong Kong and Nepal, as well as other cities in developed countries. The key factors that reduce the likelihood of rapid spread are acknowledgment of injecting drug use as a potential problem, and early intervention efforts that include harm reduction, as well as demand reduction strategies.

Second, injecting drug users do change their risky injecting behavior as a result of certain types of harm reduction programs, and may even reduce risk without large-scale intervention efforts. The two important components to harm reduction programs are education and provision of the means with which to change behavior. The means may include sterile needles (either through needle exchange programs or availability in pharmacies without a prescription), bleach, and/or drug rehabilitation programs. Appropriate prevention efforts will be different for each country, depending on social and economic circumstances, as well as the political environment. 

IDUs act as a bridge group of HIV transmission to the low-risk heterosexual population and are slow to change sexual behavior on their own, interventions should promote condom use both to IDUs and their sexual partners. While interventions, which include sexual behavior components, are still in the early stages of development and have met with only limited success, focus on this aspect is vital to reduce the risk of HIV for the general population. 

