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Figure- 1:  Geographical Map of Bangladesh 
Source: http://www.bangladoot.se/bangmap.gif  
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1. Country Profile: Bangladesh 
 

 
 
Geography 

 
Bangladesh is located in central south Asia between 20° 34' and 
26° 38' North latitude and between 88° 01' and 92° 41' East 
longitude; it is surrounded by India in the west, north and north-
east (about 4,053 km of land boundaries), Myanmar in south-
east (193 km of land boundaries) and the Bay of Bengal in the 
south. Bangladesh consists mainly of flat fertile alluvial land 
except some hilly region in the southeast [1, 2]. 
 
Total land area: 147,570 square km(territorial waters-12 nautical 
miles) [3]. 
Arable land: 62.11% of total land mass. Permanent crops: 
3.07%, Other: 34.82% (2001 est.) [1]. 
 

Capital City: Dhaka (Metropolitan Area, 522 Sq. km)[3]. 
Administrative areas:  
6 divisions consisting of 64 districts (Dhaka, Chittagong, Khulna, 
Rajshahi, Sylhet, Barisal) [3].  
 
 

Government 

 
 

Parliamentary Democracy [1]. 
 
Chief of state: President Iajuddin Ahmed (since 6 September 
2002). President is elected by National Parliament for a five-year 
term[1, 2]. 
 
Head of government: Prime Minister Khaleda Zia (since 10 
October 2001). Following legislative general elections, the leader 
of the party that wins the most seats is usually appointed as 
prime minister by the president [1, 2]. 
 
Legislative Branch: Unicameral National Parliament or Jatiya 
Shangsad; 300 seats elected by popular vote in general election 
from single territorial constituencies (30 seats reserved for 
women)[1, 2]. 
 
General Election: Elections last held 1 October 2001 (next to be 
held before October 2006)[1, 2]. 
 

 

Population 

 

Total: 141.8 million (2005 estimation)[4]. 
Urban Population: 24% of the total population (2003 estimation) 
and urban growth rate: 3.5% (2000 to 2005)[4]. 
 
Age structure:  

0-14 years: 33.1%, 15-64 years: 63.5%, 65 years and over: 
3.4% (2005 est.). Median age: 21.87 years (total) (2005 est.)[1]. 
 

Sex ratio: 1.05 male(s)/female (2005 est.)[1]. 
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Human 
Development 
Index (HDI) 
 

 
HDI rank: 139 (among 177 countries of the world) and HDI index 
value: 0.520[5]. 
The HPI-1 (Human Poverty Index-1, which measures the human 
poverty in developing country) value for Bangladesh, 44.1%, 
ranks 86th among 103 developing countries[5]. 
 

 
Unemployment 
rate: 
 

40% (includes underemployment) (2004 est.)[1]. 

Language 

 
Bangla (official), English (widely spoken)[3], and some other 
ethnic dialects[1] 
 

Literacy 

 
Total population: 43.1% (>age 15 and over can read and write),  
Male: 53.9% and Female: 31.8% (2003 est.)[1]. 
Percent illiterate (>15 yrs): Male: 50% and Female: 69%)[4].  
 

 
Religion 
 

 
Muslim: 88.3%, Hindu: 10.5%, Buddhist:0.6% 
Christian: 0.3% and other religious minorities: 0.3%)[6]. 
 

Ethnic group 

 
Bengali: 98%, Non-Bengali Muslims ( also known as Biharis)[1]. 
 

Tribal groups: there are 27 ethnic minorities, accounting for 
approximately 1.13 per cent of the population, 
in the Chittagong Hill Tracts and northern Bangladesh[6].  
 

Economy: 

 

GDP: purchasing power parity - $275.7 billion (2004 est.)[1]. 
GDP purchasing power parity per capita: $1770 (2003 est.)[7]  
 
Percentages of Populations bellow income poverty line:  
US $ 1/day: 36.0%, US $ 2/ day: 82.8% and National Poverty 
Line: 49.8% (1990-2002/3)[7]. 
 

Health 

 
Life expectancy at birth: Male: 62.8 and female 64.6 yrs[4]. 
Infant mortality rate: 54 deaths/1,000 live births[4]. 
 
HIV/AIDS - adult prevalence rate: less than <0.2% (2003)[7]. 
Total confirmed cases: 465,(1989-2004, 88 developed AIDS, 
death 44), estimated number 7,500 (as of December 2004)[8].  
 
UNAIDS estimates No of adult (15 to 49) with HIV: 2400 to 
15,000 (low - high estimates) (end of 2003)[9].  
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2. Narrative summary of drug vulnerabilities:  
 
Various socioeconomic factors, like poverty, unemployment, sociopolitical unrest 

contributed to the conditions favorable to spread of drug use[10]. Bangladesh is one 

of the poorest and most populous countries in the world[11]. Despite some 

encouraging economic growth in recent decades, almost half of Bangladeshis are 

still living in poverty[11]. Although in the last decade the incidence of national 

income-poverty declined at a rate of one percent per year but it was also 

accompanied by an increase in inequality both in urban and rural areas[11, 12]. 

 

Beyond the measures of income, consumption or the ability to meet basic needs, 

poverty in Bangladesh has many different facets [11, 12]. Poverty leads to inequity, 

unequal access to land, food, water and sanitation[11, 12]. Poor people in Bangladesh 

are more likely to have low levels of education, limited opportunities for employment 

[11, 12]. Female headed households, which comprise about 15% of households in 

Bangladesh, experience much higher incidence of poverty[13]. Use of destitute 

women and children in drug trafficking from the border to city areas has been 

reported[14-17].  

 

Extreme poverty further worsened by frequent natural disasters, resulted in 

increased rural to urban migration and consequently rapid urbanization[18, 19]. 

Besides contributing to rising urban poverty and unemployment, it also accounts for 

growing number of slums with overcrowded living conditions devoid of minimal 

basic amenities, high incidences of diseases, social tensions, frustrations, violence 

and increasing rate of crimes[14, 18-21]. 

 

The majority of the slum dwellers are chronically underemployed[18, 21]. Many of 

these slums are also being used by the drug traffickers as the major drug storage 

and selling points across the country[16, 22, 23]. Drug traffickers recruit youths, 

including women and street children from these economically disadvantaged groups 

as drug peddlers[14, 16, 17, 24-27]. 

 

Reports suggest that poverty and social deprivations tend to be higher among tribal 

people of the Chittagong Hill Tracts (CHT) and those residing in other parts of the 

country[6, 28-31]. The incidence of drug abuse in the CHT is increasing, notably among 

unemployed tribal youth[30-33]. Moreover influx of Rohingya refugees from Myanmar 
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and the activities of militant Rohingya groups resulted in recent widespread 

proliferation of illegal fire arms in this region[17, 31, 34]. For more than 20 militant 

groups operating along the border allegedly finance their operation through drug 

trading involving the frustrated groups acting as carriers[17, 30, 34, 35].  

 

The vulnerability of Bangladesh to drug trafficking and use is further enhanced by 

its’ geographical location and porous border with India and Myanmar[14, 17, 22, 35-37]. 

Most of these border areas are in plane region, making it easy for traffickers to 

smuggle drugs into the country[14, 17]. Moreover due its position among Golden 

Crescent in the west, Golden triangle in the east and golden wedge in the north, 

Bangladesh is being used as a transit point for trafficking heroin[14, 17, 37-39]. The 

water territory of Bay of Bengal and the airports are being used by international 

traffickers[14, 17, 37]. In 1996, it was reported that 5% of world’s illicit drug trafficking 

is routed through Bangladesh [17].     
 

Report of widespread corruption at the various levels of different organization and 

incoordination among agencies from the center to peripheral levels made 

Bangladesh an attractive transit point for narcotics[17, 37]. Moreover all the counter-

narcotic agencies in Bangladesh are severely under-resourced and lack adequate 

trained manpower[17, 37]. 
 

3. Historical and cultural interactions with drugs (figure-2 and 3): 
 
Bangladesh has a long history of production and use of drugs, particularly traditional 

use of locally produced plant-based natural drugs, opium and cannabis[17, 35, 40-42]. 

Opium cultivation and use in Bengal appears to have been linked with the coming of 

the Arabs and Persians to Bengal [40]. The earliest mention of Opium cultivation in 

Bengal was found in 1516, in a letter to King Manuel of Portugal by a Portuguese 

historian named Pyres[40, 41]. However opium cultivation had thrived during the 

British colonial rule[17, 35, 40, 41, 43].   
 

Opium was used not only as a pleasurable substance but also as important self-

administered household remedy for range of illnesses, i.e., diarrhea, dysentery, 

chills, malarial attacks, asthma, chronic coughs, and rheumatic pains etc[35, 40, 41, 43]. 

It was also administered to the infant in belief that it will keep them quiet and 

healthy[40, 41]. In 1813, the first Bengal regulation on opium consumption  
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Figure-2: Opium Clippers in river Ganges, loaded with opium for export,  
on their way to calcutta, then provincial capital of Bengal 

(Lithograph: W. S. Sherwill, 1850) 

Source: http://www.plantcultures.org.uk/pccms/action/showItem?id=387  
 

 
 

Figure-3: Opium Shop (unknown: c1924) 
Source: http://www.plantcultures.org.uk/pccms/action/showItem?id=410  

http://www.plantcultures.org.uk/pccms/action/showItem?id=387
http://www.plantcultures.org.uk/pccms/action/showItem?id=410
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was introduced and later in 1878, all India Opium Act permitted only licensed 

vendors to sell opium to registered users[43]. This system persisted in Bangladesh till 

1984[17, 42, 44, 45].  
 

The cannabis similarly had a long history and widely used often not perceived as a 

drug[42, 44, 46-48]. It was a traditional crop produced under government control till 

1987 in some selected Northwestern districts [17, 38, 42, 45, 49]. Cannabis had been 

widely used by religious ascetics i.e., sadhus and fakirs for thousands of years 

considering it as a holy plant[42, 50]. Customs of some form of cannabis use 

incorporated in different social and religious festivals was believed to be originated 

in Bengal [50]. 

 

Beside opium and cannabis, alcohol in many forms had been used in different 

sociocultural and religious functions particularly among indigenous communities[17, 

42]. Many of tribal people in the country still produce and consume alcohol 

traditionally[17, 42]. There is also no legal, social and religious ban on any community 

on consuming alcohol except the Muslims[42]. In, 1947, Bangladesh became a part of 

Pakistan, being a predominant Muslim country, in 1950, the first prohibition rules to 

control alcohol consumption was promulgated[22]. However alcohol is still legally 

produced under supervision of Government as a source of revenue[22, 42, 51].  

 

By the late 70s, opium use was restricted and compulsory registration of the users 

revealed about 1600 chronic opium addicts[17, 52]. In 1984, opium sale through 

licensed vendor officially prohibited followed by a total ban on cultivation of 

cannabis in 1987 and sale of cannabis in 1989[17, 44, 45]. In 1990, the Narcotics 

Control Act was introduced and Department of Narcotic Control (DNC), country’s 

main counter-narcotic organization, was established under administration of Ministry 

of Home Affairs[17, 44, 45, 53]. 

Until 1980s, the common drug of abuse was locally produced alcohol, cannabis and 

sedative tablets like mandrax (methaqualone) and prodorm (cyclobarbital)[42, 47, 48]. 

In early 1980, drug using pattern had undergone a shift; codeine based prescription 

cough syrup Phensedyl became popular drug of abuse[17, 47]. In 1982, the Phensedyl 

cough syrup was prohibited by National Drug Policy[17, 45]. Around mid to late 1980s, 

heroin addiction was first reported in Bangladesh and by late 80s it became a major 

drug of abuse[17, 47, 48]. The major source of this low potency heroin was India, 
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usually called “brown sugar” and it became the drug of choice especially among 

users of lower socioeconomic strata[17, 44, 47, 48].  

In early 1990, among the users, heroin addiction was the predominant cause for 

seeking treatment, followed by Pethedine[48, 54, 55]. Injection pethedine and morphine 

was then commonly injected drug among affluent users[54]. Abuse of heroin in 

Bangladesh mostly confined to smoking and inhaling[56-58]. Data collected from some 

urban treatment centers in mid 1990s showed although predominant but a drop in 

heroin with increasing number of injecting drug users [51, 55, 59]. In mid to late 1990s, 

it was also reported both increase in number of users as well as type of drugs being 

used [51, 55].Injecting of illicit drugs in Bangladesh is believed to be started around 

1990[57, 60].  

This drop of heroin use in mid 1990s was attributed to the reduction of supply and 

consequent increased of price resulted from law enforcement efforts curtailing 

supply of heroin across the border[48, 57]. This situation however led many drug users 

turning towards other drugs like Buprenorphine (Tidigesic) and Phensedyl [48, 57, 58, 

61]. Buprenorphine, a synthetic opioid analgesic became popular among injecting 

drug users in the country by mid 1990s[57, 58, 60, 62]. By mid to late 1990s, many drug 

treatment centers had reported buprenorphine dependent users[51, 57, 60, 62].  

4. Current Situation:  

Prevalence (Table-1):  

Since 1990, several situation assessments had been undertaken in various districts 

but no nationwide survey was ever conducted, so the estimated size of drug users 

in the country has limitations[48]. In early 1990s, the estimated number of heroin 

users was about 100,000 but data suggest that the number of heroin users were 

reduced due to rise of buprenorphine injectors among the users[57]. Cannabis is 

widely used and in 1994, the estimated number of cannabis smokers was 

300,000[17]. In 1999, it was estimated 100,000 to 1.7 million drug users in the 

country[48, 51, 63, 64]. In 2000, one report indicated that 1.5 million people addicted to 

heroin and another 1.5 million to codeine based Phensedyl cough syrup, which is 

the most visible illicit drug in the country [17, 48]. 

 

In 1999/2000, the estimated number of active IDUs was about 20,000-25000[48, 57, 
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65, 66]. However recent data from the different sources suggest that the estimated 

number of drug users varies between 4.6  and 5 million [67-69]. About 20,000 to 

40,000 of them are Injecting Drug Users (IDUs)[67, 69-71].  

Table-1: The estimated number of heroin smokers (HS) and IDUs in different 
Surveyed districts: 

 
 
Districts 
 

Data source:  

NASROB*[72] Other: 

1 Barisal HS:25,  IDUs:46  

2 Bogra HS: 500, IDUs:20  

3 Brahman Baria HS:800, IDUs:2 HS: >85[73] 

4 Chandpur IDUs: 200  

5 Chapai Nawabgonj HS:750, IDUs:400 IDUs: 1000-2500[65, 74] 

6 Chittagong HS: 6,045, IDUs:67 
HS: >3000[73] 

IDUs:300-500[65] 

7 Cox’s Bazar HS:1,070, IDUs:1 
HS: >95-115[73]  
IDUs:10-12[65] 

8 Dhaka 
HS: 7595 
IDUs:2748 

HS:11,475-14244,IDUs: 3299-
7650 [75, 76]  

9 Dinajpur HS:650, IDUs:35 HS:450, IDUs:298[73] 

10 Faridpur HS:690, IDUs:2 HS: ~333, IDUs:11[73] 

11 Gazipur HS:280, IDUs:258  

12 Jessore HS:945, IDU:62 
HS:13,000, Phensedyl: 
10,000,IDUs:50-150 [65] 

13 Jhenaidah HS:1000, IDUs:72  

14 Khulna 
HS:2355 
IDU:14 

HS: 4500-15,000, IDUs: 500-
700[65, 77]. 

15 Kishoregonj HS:200  

16 Manikgonj HS:50, IDUs:12  

17 Mymenshing HS:367 HS:500, IDUs:1250[73]  

18 Narayangonj HS:380, IDUs:85  

19 Norshingdi HS:2,245 HS:>1258-1345, IDUs:73-86 [73] 

20 Pabna HS: 2096, IDUs:99 HS:3844, IDU:140[76] 

21 Rajshahi HS: 1475. IDUs:770 IDUs:2000-7000[65, 74] 

22 Shatkhira HS:850, IDUs:7 IDUs:150-200[65] 

23 Sirajgonj HS:329, IDUs:103 
Total number of drug users: 
>1000-1200[73]  

24 Sylhet HS:945 HS:948[73] 

25 Ishwardi  HS:1528, IDUs:70[76] 
 * NASROB: National Assessment of Situation and Responses to Opioid /Opiate use in 
Bangladesh[72] 

In 1998, CARE Bangladesh estimated that there were about 7,650 IDUs (90 per 105 

people) and 11,475 heroin smokers (140 per 105 people) in Dhaka City alone[75]. In 

1999, Rapid Situation Assessments (RSA) in several northwestern cities reported 
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about 10,000 IDUs mostly in Rajshahi (~7,500 IDUs) and Chapai Nawabgonj 

(~2,000 IDUs)[65].However in 2000, another RSA in these two districts suggested 

the number was about 2000 in Rajshahi and 1000 in Chapai Nawabgonj [74]. In 

1999, the study also revealed there are widespread presence of heroin smokers and 

IDUs in southwestern districts like Jessore, Shatkhira and Khulna [65].  

 

Whatever the actual size of drug using population in the country, there is no doubt 

about fact that this number is increasing[17, 42, 69]. In 2001/2002, a survey entitled 

the National Assessment of Situation and Response to Opioid/Opiate use in 

Bangladesh (NASROB), conducted in 24 districts(Table-1) [72]. The report has 

revealed that all but five of 24 surveyed districts (79%) have both heroin smokers 

and IDUs. In other four of the northeastern districts only heroin smokers were 

reported, while the remaining one of southeastern district had only IDUs[72].  

Socio-demographic profile of drug users: 

 

Age and sex distribution of the drug users(Table: 2): 

Data from the different studies showed a wide range of age distribution of the drug 

users in the country. NASROB survey showed that the age ranges from 8 to 72 

years (mean: 29 ± 7 yrs) for heroin smokers and 16 to 67 years (mean 33 ± 7/8 

yrs) for IDUs[72]. Other studies from 2003 to 2005 revealed that a wide age ranges 

from 14 to 80 years with majority belonging to the age group of 20 to 35 years[73, 76, 

78-83]. IDUs are on average found to be older than the heroin smokers[72, 73, 79]. All the 

available recent surveys indicate that drug users are predominantly male[72, 73, 78, 79, 

81-83].  

Drug use among females:  

Although there are paucity in data related to female drug use in Bangladesh[48, 72]. 

But experiences from the field suggest female drug users are growing in number[84]. 

It was reported that among total IDUs, less that 2.5% are female[48]. Many of these 

female drug users are often found to be associated with commercial sex[48, 85, 86]. 

Less that than 4 percent of female sex workers reported injecting drugs, but about 

20% of them reported that their clients were injecting and 5 to 10% reported 

having regular IDU partner[87]. Earlier survey in one southern city revealed that 14% 

of street based and 6% of brothel based female sex workers injects drug[88].  
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Table-2: Age/sex distribution of the drug users from some selected study: 
 

Study  Male  Female 

 
Hossain et al. 2000[57] 
(samples had drawn IDUs 
residing in city of Rajshahi in 
1996) 

 
22 to 55 years (n=64) 
average: 35 yrs. 

 
None studied 

Islam et al. 2003[89] 
(samples had drawn from 
Central Drug Addiction 
Treatment Hospital 
June 1997- September 2003) 

18 to 45 year (n=505) 
Among 19 HIV positive drug 
users (IDUs and Non IDUs) 
84% are between the age 
group 18-30 

 
 
 
None studied 

Islam et al. 2000[90] 
(samples had drawn from 
Central Drug Addiction 
Treatment Hospital 
(June 1997- July 1998) 

18 to 42 yrs. (n=253) 
Average: 28.20 ± 6.05 yrs 

None studied 

Rahman et al. 2000[63] 
(samples drawn from a private 
Drug dependence Treatment 
center  
(October 1998- February 1999) 

 
Predominantly male (94.4%) [n=196] 
Age range:16-45 years 
Average: 25.3 years 
IDUs mean age: 27.5 years 

Habib et al. 2001[61] 
(samples drawn from 7 
different target groups of 
Rajshahi city 
(January to April 1996) 

Predominantly male (87) [n=196] 
Age range:11-50 years 
Average: 28.5 years  
(average age of female:23.4 yrs) 
IDUs mean age: 27.5 years 

Ahmed, S. K and Ara, N 
,2001[62] 
(Samples had drawn from both 
Inject. Buprenorphine users in 
and out of treatment centers of 
Dhaka (August to September 
1995) 

 
Male (n=30) 
Age range: 20 to >35 year 
Predominantly: 25 to 35 yrs 
(66.6%) 

 
 
 
None studied 

NASROB 2001/2002 
FHI/IMPACT 
CARE Bangladesh 
HASAB [72] 

( samples had drawn from 
Heroin smokers and IDUs from 
24 districts) 

Male (n=3911), 
range:8-67 yrs 
Mean age:  
Heroin Smoker:29±7 yrs 
Current IDUs= 33±8 yrs 
Past IDUs= 33±7 yrs 

Female (n=30) 
Range: 19-55 yrs 
Mean age: 
Heroin Smoker:27±6 yrs 
Current IDUs= 34±11 yrs 
 

RSA 2004/2005 
Marie Stopes Clinic Society, 
CARE Bangladesh[73]  
( samples had drawn from 
Heroin smokers and IDUs from 
9 districts) 

 Male (n=2636) 
Range:14 to ≥ 51 
80% < 35 years of age 
 

Female (n=57) 
Not separately mentioned 

Padakhep consortium 
2004/2005[80] 
( samples had drawn from 
Buprenorphine injector from 7 
districts) 
 

Male (n=160) 
Age range:11-50 years 
Mean:26±5.81 yrs 

Female (n=7) 
Not separately mentioned 
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NASROB survey indicated that more than half of the surveyed female heroin 

smokers started smoking heroin by 18 years, while 22% of current female IDUs 

started injecting before they were 19 [72]. They are more stigmatized compared to 

their male counterparts and societal factors hinder their access to services[72]. 

Physical and sexual harassment, imprisonment and extortion are very common 

experience in their lives[72]. Some of the surveyed female drug users were also 

involved in drug peddling to support their families[72]. One study among resident 

students of higher educational institution of Dhaka revealed 12% of surveyed 

female student use cannabis[91]. Recent media report also indicated growing heroin 

use among female in Dhaka [92].  

Drug abuse among children and adolescents:  

There are more than 400,000 children living in streets of the major cities of 

Bangladesh highly vulnerable to various kinds of physical, sexual, verbal and mental 

abuse[24, 93]. Majority of them (about 60 to 75%) live in the streets of Dhaka[24]. 

Drug peddling is one of the different trades they adopt to support themselves[25]. 

Drug traffickers also use these children as carriers [35]. Studies also revealed that 

many of them are using different types of drugs[84, 93, 94]. It was also reported that 

drug trafficking gangs lure these children with expensive drugs to commit crimes[24, 

95].  A recent report revealed that 60% street children who use drugs began to take 

drugs at the age of 13 years and currently there is no specialized treatment 

available for these children[94, 96, 97]. Previous study in 2000, among 253 street 

children aged between 5 to 14 years in Dhaka also revealed that a few are addicted 

to injectable drugs[93]. In 2002/2003 baseline survey of street children belong to 11 

to 14 years revealed many of them involved in drug peddling and commercial sex 

works about 2% them use drugs[25].  

Surveys found some children as young as 8 years using drugs[72]. NASROB survey 

mentioned 12 to 17% of all surveyed drug users stated that at least one member in 

their family also using drugs[72]. Often drug using children mentioned that they 

became users due to influence of their drug using adult family members[72, 98]. The 

severity of children and adolescents in drug use in Bangladesh further highlighted by 

the findings that 10% of all heroin smokers begin smoking heroin before they are 17 

and 3% of IDUs began injecting before 18[72]. Many of the drug using children often 

incarcerated with adult inmates due to drug offences face further abuses[72]. In 
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2004/2005, Rapid Situation Assessments (RSA) have also reported 20 to about 20 to 

35% of their surveyed drug users are adolescents and youth (14-25 yrs)[73, 79]. 

However a study among secondary school students revealed majority of them are 

well aware of the different aspects of illicit drug use[99]. One recent report also 

indicated the rising use of inhalant among children in Dhaka[68].  

 

Level of education:  

About one in three of surveyed drug users are illiterate and about six or seven out 

of ten has different levels of formal education[72, 73, 79, 80]. RSAs in 20 districts in 2004 

reported that when compared to IDUs (18%), illiteracy rate among heroin smokers 

are higher (34%)[79]. Studies among users in government treatment centers 

indicated the level of  illiteracy rate was about 20% with majority of the users has at 

least 1 to 10 years of education[90]. Some baseline surveys has reported 43 to 53% 

illiteracy rate among the users[82, 83]. 

Marital status:  

The percentage of married drug users reported by surveys ranges from 39% to 

80%[73, 78-80, 82, 83]. Most of the married heroin smokers and IDUs  stay with their 

family and have children[72, 80]. The 5th National HIV Serological and Behavioral 

Surveillance (NHSBS) showed 32 to 93% of the surveyed IDUs are married[81].  

 

Monthly income:  

Although most drug users have some form of occupation but many have modest to 

poor income. Studies indicate that majority of the surveyed drug uses has monthly 

income between Tk.1000 to 4000 (1 US$ = Tk.66)[73, 76, 79, 80]. However Different 

Studies also indicate the 5% to 18% of the drug users earn less than 50 tk per 

day[73, 76, 80]. 

Occupation:  

Most of surveyed drug users are involved in some form of income generating small 

to medium businesses, rickshaw puller and working in transport sectors, like, bus/ 

truck drivers, helper/conductors, mechanics etc[72, 73, 76, 78-83]. Unemployment is also 

high (9 to 22%) [73, 78, 79, 82, 83]. Studies also indicate that about 1 to 8% of the drug 

users are involved in some form of illegal activities, which also include drug 

peddling[73, 79-81]. Some other occupations mentioned include skilled or unskilled 
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laborer, sex workers and service holders, students relying on family assistance 

etc.[73, 76, 79-81]. 

5. Pattern of drug use: 

Age of onset of drug use: 

On average most of the drug users commence some from of drug use between 11 

to 20 years[72, 73, 78, 82, 83]. Although for many of surveyed drug users the mean age 

range for starting smoking heroin was 17 to 24 years, and while IDUs on average 

started injecting later in life (22 to 28 years)[62, 73, 79, 80]. However studies also 

reported 1 to 10% of surveyed IDUs started injecting before 15 years[73, 80]. Majority 

of the female drug users reported started using drugs between 11 to 21 years (38% 

of heroin smokers started before 18 and 22% of current IDUs start injecting before 

they are 19[72, 73].  

Factors for initiation: 

Influences of friends, relatives or peers that further augmented self-curiosity (about 

was found to be the main reasons cited by the drug users for initiating drug use[73, 

78, 79, 82, 83, 90]. A wide array of other psycho-social factors like, frustrations due to 

unemployment, poverty, depression, financial loss, loss of job, relationship failure, 

academic failure, family related issues i.e., family instability and conflicts, familial 

breakdown, loss of significant other persons in life, neglect etc. were also mentioned 

as initiating factors[73, 79]. Drug use by family members is also an important 

influencing factor[72, 73, 79]. Female sex workers often influenced by their clients to 

use drug and pressure from the husband often cited as reason for initiation by some 

female drug users[73].  

Type of Drugs used (Table-3):  

Beside the licit drug tobacco, which is consumed by about 48% male and 21% 

female population, wide variety of non-injecting and injecting drugs are currently 

being used by the drug users in Bangladesh[7, 57, 68, 72, 73, 75, 76, 79, 81, 90, 100, 101]. 

 

Frequency of drug use:  

Although the range of drug taking frequency vary between 1 to 10 times, most of 

(>70%) drug users take the main drug of abuse 1 to 3 times a day[73, 78, 79, 83].  
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Table-3: Type of drugs used in Bangladesh: 
 

Non-injecting  
( ingestion, inhalation) 
 

Injecting 

 
Heroin (Brown Sugar) 
 
Cannabis 
(Ganja, Charash, Bhang) 
 
Phensedyl Linctus (Cough Syrup) 
(Contains Codeine Phosphate, 
Promethazine Hydrochloride and 
Ephedrine Hydrochloride) 
      
Alcohol  
(liquor, tari, pachwai, spirit, beer) 
  
Sedative Tablets (Benzodiazepines: 
diazepam, Librium), mandrax etc. 
 
Yaa baa Tablets  
(methamphetamine + Caffeine) 
 
Opium 
 
Cocaine 
 
Tixi (cough syrup) Contains 
Hydrocodone USP, Phenylephrine and 
Chlorpheniramine Maleate)  
 
Glue sniffing (i.e, Adhesive) 
 
Tobacco 
(Cigarette, tobacco dust/gul, khaini, 
flavored tobacco leaves or jarda, snuff) 
 
Other socially accepted psychoactive 
agent that is universally used is chewing 
of betel quid or “Paan” (consists of 
betel leaf, areca nut, and slaked lime 
with or without dried tobacco leaves and 
flavoring agents 
 

 
Buprenorphine (tidigesic)  

“Cocktail”: combination mixture of  
Buprenorphine + Promethazine + 
Diazepam + Chlorpheniramine  
± vitamin B 50 Forte 
 
Diazepam (Sedil/Easium) 

Promethazine HCL (pehenergan) 

Chlorpheniramine maleate (Avil) 

Morphine 

Pethidine 

Heroin 
 

Sources: Reference Nos. [14, 17, 54, 58, 60-62, 65, 68, 73, 75, 78-81, 83, 90, 100-

112] 

Duration of drug use:  



 17 

Duration of drug use vary among the users, it may range from 1 to more than 16 

years[90]. Studies indicate that majority drug users seeking treatment usually have 6 

to 10 years of drug using history[90]. Most of the surveyed IDUs had reported 

injecting for last 3 to 10 years[80, 81]. 

 

Changes in drug use practices (figure-4):  

Drug users in Bangladesh switch their drug taking practices from one form to 

another due to multitudes of factors[48, 57, 58, 62, 72, 75]. Evidences indicated that the 

recent trend is toward injecting[48, 57, 70, 113]. Although the 4 to 10 years on average 

needed for switching to injection but experts suggest that the number of IDUs is 

increasing by a rate of 10 to 20% per year for last five years[113]. Within last 2 or 3 

years many drug users in southeastern Bangladesh shifted toward injecting drug 

use[113].  

Expenditure on drug use: 

Each day most of surveyed an individual drug user reported to spend  between Tk. 

50  and Tk. 200 for their main drug of choice, with a range of tk.5 to tk. 2000 per 

day[73, 76, 79, 80, 114]. However studies in 2004/2005 also reported about 25% to 53% 

of the drug users found to spend less than Tk.50 for drugs per day [73, 80]. In 1999, a 

study calculated average per-person cost on drug was about US$ 707-1,135 per 

year[114]. Recent media report citing the DNC sources indicated that yearly 

expenditure on drug by approximately 5 million users is about Tk. 35 thousand 

crores [68].  

 

Price of drugs at the street level (Table-4):  

The cost of drug in across the Bangladesh varies depending on the available supply, 

purity or ‘cut’, the local law enforcement activities and the existing situation in the 

border[14, 72, 115].  

6.  Trafficking and production of illicit drugs: 

Drug trafficking routes (table-5 and figure-5):  

Several land, sea and air routes are used by traffickers to smuggle illicit drugs into 

the country[14, 101, 116-121]. Majority of the land routes are along the western border of 

the country and rest along the eastern border[14, 72, 116, 117]. The small towns and  
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Figure-4: Switching dynamics and pattern. References: [48, 51, 57, 59, 62, 65, 70, 
72, 73, 76, 79, 90, 113] 
 

Movement of the users 
to different districts 

Phensedyl (Codeine) 

Tobacco Smokers 
Almost all drug users smoked or 

had smoked tobacco 

 

Cannabis smoking 

1. Local availability of heroin  
2. Peer users’ influence  
3. Curiosity to experiment with new drugs 
4. Drug peddlers’ influence (mixing heroin with cannabis) 
5. Psychosocial factor conducive to drug use 
 

Alcohol use 

 

Heroin Smoking 
 

 

 
Injecting Drug Users 
(87% of current IDUs 
are heroin smoker) 

10-20% increase/year 

 
1. Peer influence  
2. Curiosity to experiment with new drugs 
3. Psychosocial factor conducive to drug use 

Sedatives 

1. Local availability of heroin  
2. Peer influence  
3. Curiosity to experiment with new drugs 
4. Psychosocial factor conducive to drug use 

1. Local availability of heroin  
2. Peer influence  

3. Curiosity to experiment with new drugs 
4. Psychosocial factor conducive to drug use  

5. Inconvenience resulting 
 from smell of alcohol 

 

1. Practices of local users influenced 
by newcomers.  

2. In the process of helping friends to 
come out of addiction, some of the 

youths became 
users 

3. Psychosocial factor conducive to 
drug use 

 

1. In an attempt to quit 
2. Increased cost of Phensedyl 
3. Local Availability of Injectable drugs 
4. Peer users’ influence 
5. Psychosocial factor conducive to drug use 
 

1. No availability of heroin 
2. Movement to another district where injection 
is common 
3. in an attempt to quit heroin or Phensedyl 
addiction with injection Buprenorphine 
4. Peer users’ influence 
5. Psychosocial factor conducive to drug use 
 

 

Average switching time to 
injection from other form of 
use in 4 to 10 years 
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Table-4: The street price of drugs used by the drug users: (1 US$=Tk.66) 

 
Sources: Reference Nos. [14, 68, 72, 115, 117, 122, 123] 

Drugs Price Comment 

Heroin Tk. 20 to 50/ “puria” 
(Puria: small packet of 
heroin for use in single 
session) 
 
 

Usually sold as single use ‘puria” 
contains about 0.25 gms of “brown 
sugar”. 
Heroin is very cheap mostly because it is 
highly adulterated. It is mixed with any 
powders or crystalline substances, brick 
dust, fertilizers, chalk powders, 
grounded pills, dal (pulse) powder, flour, 
washing powder, powder of burnt clay 
etc. According to the data of DNC the 
purity level of heroin at the street in 
Bangladesh is below 5%. Heroin from 
golden triangle/crescent is reported 40 
to 60% pure. 

Injection Tidigesic 
(buprenorphine) 

Tk.30 to 50/ ampoule 
 

Price vary, may double 

Cannabis 
(herbal) 

Tk. 10 to 30  Adulterated with tobacco and other 
similar herbs. Cannabis of local variety is 
widely available and sold at cheaper 
price. 

Injection 
pethedine 
 

TK. 60 to 150/ 
ampoule 

Usually 5 times the retail value due illicit 
diversion. But it may reach tk 350 to 
500, depending on the supply. 
 

Smuggled Pethedine are costly.  

Injection Morphine High price often unavailable, price may reach up to Tk. 500/ amp 
Morphine tablet : 100-150 tk (100 times than price in India)  

Phensedyl cough 
syrup 
 

Tk. 100 to 150 /Bottle Recent media report suggest that price 
per bottle now is about tk.350 to 450 
due to increased law enforcement 
activities by the police and Special 
Forces. 
The street value of Phensedyl per bottle 
is 7 to 10 times more than its retail price 
in India 
Common adulterant mixed : dilute 
molasses or liquid sugar 

Country made 
Liquor 

Tk.30 to 60  
Price vary  
Inj. Avil, Sedil and Pehenergan used as 
helper drug   
 
Tixi, recently reported by some media 
reports. The drug is legally available.  

Overseas Liquor Tk.100 to 300 

Tablet Yaa baa Tk. 400/ tablet 

Injection Avil Tk.10 to15/ ampoule 

Injection Sedil Tk.8-15/ ampoule 

Inj. Pehenergan Tk. 8-15 ampoule 

Tixi Cough syrup Tk. 50/bottle  

Sedative tablets Tk.2/ tablet 
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Figure-5: Drug trafficking routes across Bangladesh (Source: Reference No:[72]) 



 21 

Table-5: The major drug smuggling route at the border: 

 
Regions 

 

bordering 
Country 

Border crossing points 

Western  
(> 60% of 
Smuggling takes 
place through 
this western 
borders)  
 

India 
 

 
Benapol, Dorshona, Dogachi, Parsha, Hilly, 
Birol, Balubari, Banglabandha, Chapai 
Nawabgonj, Meherpur, Godagari, Rajshahi, 
Jibannagar, Kolaroa, Bhomra, Debhata, 
Chugacha, Aditmari, Mahishabari, fulbari, 
Nageshwari, pragpur 
 

 
Eastern/ 
northern 

 
India  
and 
Mayanmar  

 
Akhaura, Koshba, , Mirja nagar, Ramghar, 
Chagolnaiya, Guthuma, Maharjgonj, 
porshuram, Jogonnathpur, Amratoly, Razapur, 
Braymmapara, Bibirbazar, Chaddagram, 
Suagazi, Gongasagor, Jhautola, shingarbil 
 
Ukhia, Teknaf, Cox’s Bazar 
Baghaichori, barkal of Rangamati 
Matiranga, Dhighinala, panchori of 
Khagrachori, Sajek 
 
Jokigonj, Tamabil, balusha, sunamgonj, 
volagonj, Tinbigha Corridor, Patgram, 
Mogholhat, Ailatoly, Tamabil, Chunarughat, 
Balusha, volagonj 
 
Durgapur, Bijoypur, haluaghat, telikhali, 
koroitali, bandorkata, jhinaigati in greater 
mymenshingh district 
 
Boumari, Razibpur, vurungamari, burimari and 
banglabandha   
 

 

 
Chittagong and Mongla sea port 
Open sea region in bay of Bengal: Cox’s bazaar, kutubdia, 
sundarban 
 

 Dhaka and Chittagong Air ports 

Source: Reference no: [14, 17, 68, 101, 116, 118-120, 124-126] 

trade centers along the borders are usually acted as transit point of drug to inland[14, 

101, 116]. Traffickers employ underprivileged, unemployed youth and women to act as 

carrier[14, 116, 118]. Major portion of the drugs is Dhaka bound, as it comprises 50% of 
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internal drug market[14]. Drugs that are smuggled into the country are summarized 

in table -6.                                                                                                                                    

Table-6: Major Drugs Smuggled into Bangladesh  
 

Source Country Illicit Drugs Smuggled 

India Opium, heroin, Phensedyl, inj. Buprenorphine, 
Cannabis, alcohol of foreign origin, Morphine, 
pethidine  

Myanmar/ other countries of 
Golden Triangle 

Heroin, Amphetamine containing ‘yaa baa’ tablets 

Nepal Cannabis 

Bhutan Cannabis 

Pakistan/Golden Crescent Heroin 

Source: Reference no: [14, 17, 68, 101, 111, 116, 118-120, 124-127] 

Drug production and cultivation (Table-7): 

Small amount of cannabis and alcohol are produced for local consumption[14, 17, 36, 37, 

42, 56, 128]. However more recent report suggests small amount of opium poppy is 

being cultivated in at least four districts, i.e., Chapai Nawabganj, Gaibandha, 

Lalmonirhat and Bandarban[129]. Recently and in the past media report also 

suggested that Bangladesh army destroyed several acres of opium poppy plants in 

southeastern Chittagong Hill Tracts regions[17, 130, 131].  However no report had so far 

indicated that heroin processing technology is available[17].  

 

7. Street scene of drug sale: 

Drug distribution and sell is very diverse in nature in Bangladesh and depends on 

the locations[72]. In most urban areas, the initial point of drug sell and purchase is 

mainly the densely populated slum areas [16, 26, 27, 132-136]. Beside men, large number 

of women and children are recruited for peddling[14, 16, 17, 24, 27]. There are no fixed 

shop to sell drugs, they are mobile and have elaborate networks for selling drugs[26, 

27, 72, 134]. 

In cities like Dhaka and Chittagong majority of the drug user purchase their drugs 

form the streets at particular spots as small packages or ampoules[26, 72, 92, 134, 135]. In 

relatively small towns and rural settings drugs can be purchased from the small 

grocery shops or roadside tea stalls, stalls around railway or bus stations as well as 
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from the pharmacies[72]. Some of the users are involved in small scale drug dealing 

to support their habit[72, 73, 79].  

Table-7: Drug production and cultivation: 
 

 
Drug Produced 
or cultivated 
 

 
Regions  

 
Alcohol 
 

 
Government own distillery produced alcohol for internal 
consumption. However illegally produced for internal 
consumption  
 

 
Cannabis 
 

 
Some illegal cultivation for local consumption is acknowledged by 
DNC in South eastern hilly Bandarban Districts of Chittagong 
Hill Tracts (CHT) region, Southern Slit islands region, 
Northwestern region (i.e., Gaibandha: slit-islands of 
Bramhaputra River in fulchori, slit-island of Tista River in gojaria 
and erendabari) 
 

 
Opium poppy 
cultivation 
 

 
DNC officially denied the report of opium production in 
Bandarban of District of CHT along Bangladesh-Myanmar 
Border. 
 
However media reports suggests: DNC destroyed recently 
Small amount of opium poppy (~85,500 plant) is being cultivated 
in at least four districts, i.e., Chapai Nawabganj district, 
Gaibandha, Lalmonirhat  
 
In Chapai Nawabganj: Hakimpur and slit islands (char lands) 
in khandua, Chorbagdanga ,Devinagar and shivgonj 
 
Media report also said that Bangladesh Army destroyed 50 acres 
of Poppy fields in Thanchi (along Bangladesh-Myanmar border) 
Bandarban districts of Chittagong Hill Tracts (CHT) region:  
 
The areas of poppy cultivation reported in the media are the 
upper reaches Singu River in Bangladesh, including the areas of 
Mraung Gound, War New Chaung, Late Cray Chaung, Yin Bound, 
Late Chaung, Site Chaung, Thit Poke, where, for many years, 
local tribal people have been reported to widely cultivate poppy. 
 
Kalapahar areas of Rangamati Districts 
 

 Source: Reference Nos. [17, 37, 42, 121, 129-131, 137, 138] 
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8. Seizure and arrest data (Table-8):  

DNC recorded the data of seizure and cases apprehended or arrested by them[22]. 

These statistics do not reflect all seizures made by other agencies. DNC does not 

collate data from all agencies. There is no central data collection system on drug 

use[37]. However information regarding the drug use has two sources, government 

and non-governmental (Table-9)[37].  

Table-8: Seizures and cases by DNC in 2004 
 

Drug Amount Cases Accused 

Heroin 13.378 kg 940 1175 

Charash 1.414 kg 01 01 

Opium 0.050 kg 01 01 

Cannabis 1851.468 kg 
1221 plant 
4038 cigarettes  

1738 1955 

Alcohol  
Illicit distillation 
Tari (todi) 
Pachwai 
Country liquor 
Foreign liquor 
Beer 

 
32084.900 lit 
10130.000 lit 
--------------- 
54.0 lit 
41.115 lit 
5795 can 

 
1668 
108 
 
8 
179 
 

 
1765 
110 
 
10 
182 

Phensedyl 78281 bottle 
261.330 lit 

1060 1286 

Pethidine 2094 ampoule 17 26 

Tidijesic 3485 ampoule 96 117 

Tablets/sedatives 285 pcs. 5 5 

Source: Reference no:[14]   

9. Drug taking Practices, risk factors and trends: 

Current drug taking practices (table):  

Tobacco use is universal among the users.[72, 90] Many recent surveys indicated that 

heroin is the most commonly cited main drug of abuse[72, 73, 79]. However heroin 

users and IDUs across the country have also revealed that lifetime experience of 

using multiple drugs like, cannabis (90-95%) and alcohol (70 to 84%) [51, 57, 58, 72, 73, 

79, 90]. Phensedyl, which is the most visible of illicit drugs also consume by 50 to 60% 

the current heroin smokers and IDUs at least once in their life time[17, 61]. Multiple 

drugs are usually used along with the main rug of abuse[70, 73, 90]. Use of sedative 

tablets is also common among the users[72, 90].  
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Table-9: Major Sources of Data on drug use in Bangladesh: 
 

Government Nongovernmental 

 
Department of Narcotic 
control: [22] 
 
Annual reports 2004/2005 
 
Yearly seizure and arrest 
data  
 
The number of users 
seeking treatment in 
government owned 
addiction treatment centers 
 
National AIDS/STD 
Programme (NASP), 
Directorate General of 
Health Services. 
Ministry of Health and 
Family Welfare[81, 113, 139-

142] 
 
National HIV serological and 
Behavioral surveillance 
(sentinel surveillance on 
high risk groups including 
IDUs) 
Yearly since 1998  
 
 
 

 
Situational assessment Survey by UNDCP 1997[51, 58] 

Assessment undertaken by different local and 
international NGOs: 

CARE Bangladesh (CARE BD) baseline assessment 
in Dhaka city, 1998[75]  

CARE-BD Rapid Situational Assessments of drug 
injecting and HIV risk in northern Bangladesh,1999 
and Re-estimation in Rajshahi and Chapai 
Nawabganj [65, 74] 

SHAKTI project/CARE-BD Male IDUs semiannual 
behaviour survey in 2000[143],  

National Assessment of Situation and Response to 
Opioid/Opiate use in Bangladesh (NASROB) 
FHI/IMPACT, CARE-BD, HASAB, in 24 districts in 
2001/2002[72] 

CARE-BD pre-implementation assessment in Dhaka 
and Pabna, 2003[76] 

CARE-BD and Marie Stopes Clinic Society RSAs in 9 
districts 2004/2005[73]  

CARE-BD RSAs in 20 districts in 2004/2005[79]  

Padakhep consortium baseline assessment of IDUs 
7 southwestern districts, 2004[80]  

CARE-BD Baseline surveys in Pabna, Chandpur, and 
Iswardi 2004/2005[78, 82, 83] 

Different local, national and international NGOs that 
manage programs for drug users are also important 
source of information. Data regarding the users 
seeking treatments are also recorded by private 
treatment and rehabilitation centers across the 
country[55].  

Data from cross sectional studies[60-62, 89, 90, 144] 
 

 

NASROB survey also reported that 87% of the current IDUs were heroin smokers 
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before switching to injectable drugs[72]. More than one third (about 33 to 36%) of 

the all drug users has lifetime experience of injecting drugs [73, 79]. About 20 to 34 of 

the current heroin smokers also had recent history of injecting [79, 142]. Injection 

buprenorphine is reported as commonly injected drug in the Bangladesh[57, 70, 81]. 

Pethidine, morphine and heroin are also injected[70, 81]. Less than 2% of IDUs inject 

heroin[48, 70, 81]. It was reported that inject filtered heroin after dissolving it in lemon 

juice and water with heat[48, 72]. 

 

The 5th round of NHSBS in 2004 revealed that the primary drugs injected by the 

surveyed IDUs in last month in different surveyed areas by IDUs are buprenorphine 

(72.4 to 100%), heroin (0.3 to1.8%), pethidine (0.3%), cocktails of injecting drugs 

(83.1 to 100%) and others like avil and easium/sedil (0.7 to 1.1%)[81]. 

Buprenorphine is most often mixed with other helper drugs, like diazepam (sedil or 

easium), chlorpheniramine (avil) and promethazine (pehenergan) to make 

“cocktail”[48, 70, 73, 79]. About 50 to more than 80% of the all IDUs had history of 

injecting “cocktail”[70, 73, 79, 81, 143]. The addition of the helper drugs with 

buprenorphine is reported by the users to enhance the effect or alleviate certain 

unpleasant effects of buprenorphine[70]. Both intramuscular and intravenous routes 

are used by the IDUs to inject drugs[62, 70].  
 

Current trend towards injecting (see figure-4): 

In 2003, surveillance data revealed that for last five years, each year 10 to 20% of 

drug users are switching to injecting drugs and in some southeastern districts 60% 

of the IDUs had commenced injecting within last two years[113]. NASROB survey also 

reported that about 22% of all current IDUs smoked heroin in last 15 days as their 

main drug of abuse before switching to injection[72]. The usual time required for 

such switching in Bangladesh estimated to be 4 to 10 years[113]. However this time 

frame is less than what was reported by earlier studies[48]. 

 

Reasons for switching (Table-10): 

The unavailability of heroin and low cost of injectable drugs are mentioned by many 

users as main reasons for switching to injecting drugs[48, 57, 61, 62, 70, 75]. However 

several other factors were also reported that motivate the users to switch and 

continue injecting[62]. Moreover many current heroin smokers also inject depending 

on the fluctuations of heroin availability[79, 84, 142].      
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Table-10: Reasons for switching to injecting drugs: 
 

Reasons for using  Reasons for continuing the use 

 
Motivational factors: 
o Suppression of withdrawal effect from 

heroin 
o As a perceived treatment for heroin 

addiction 
o Curiosity for a new drug 
o Difficulty of discontinuing opioid use 
o For maintaining regular activities  
o Keep alert and smart 
o Peer influences 

 
Drug effects: 
o Pleasurable effect 
o relief of pain and aches 
o Causes drowsiness/ trance like feeling 
o Stronger effect than usual heroin 

 
Other Drug related factors: 
o Low cost 
o Easy availability 
o Easy to administer 
o Easy to carry  

 
Motivational factors: 
o As a perceived treatment for heroin 

addiction 
o Regular life style not much affected 
o Keep fresh and energetic 
o Milder consequence than that of 

heroin 
 

Drug effects: 
o Causes more stronger effect than that 

of heroin /good high with injection 
o Longevity of effect 
o Acts quicker 

 
Other Drug related factors: 
o Cost-effective from user perspective 
o Low dose required/less frequency of 

injection 
o Easy to take 
o Heroin is becoming less purer 
o Convenience  
o Easy to share, single ampoule can be 

bought by forming partnership  
o Good effect, when mixed with to 

make “cocktail’ with other drugs. 

Sources: Reference Nos. [48, 57, 62, 70, 75] 
 
 

High risk injection practices (table-11): 

Several types of high risk injection practices are noted among IDUs in Bangladesh, 

which include sharing and reuse of needle/syringes, sharing of drugs and injection 

paraphernalia (water, water pot), absent or ineffective cleaning practices[48, 70, 72, 73, 

75, 76, 79-81, 89, 90]. A variety of reasons were mentioned by the IDUs for their sharing 

practices[70, 145].  

 

10.  Prevalence of Unsafe injection behaviour: 
 

Sharing of Needle/syringes: 

Sharing of needle and syringes are very common among IDUs in Bangladesh[57, 70, 72, 

73, 76, 78-83, 90, 113, 139]. The 5th NHSBS in 2004 reported that in central Bangladesh every 

three out of four IDUs shared needle and syringes (either borrowed or lent) during 

their last injection[81].  
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Table-11: Nature and reasons for sharing needle/syringes and injection 
paraphernalia  
 

Type of Sharing Reasons mentioned: 

 

Direct Sharing 

o Reuse of needles and 
syringes and 
Ineffective Cleaning of 
syringe and needle before 
sharing 

 
Indirect sharing 
 
o Sharing of drugs 
o Sharing of injection 

paraphernalia (water for 
cleaning/water pot or mixing 
container or cooker 

o “Front loading”: the main 
drug is used to mix with 
other helper drugs. IDUs may 
then use their own syringe to 
take their portion from single 
mixing cooker or entire 
amounts of the drugs is 
taken in a syringes then 
transfer the share of other 
users by squirting into other 
syringes by removing needle 
or the plunger from the 
receiving syringe. 

 
  

 

 
1. Lack of access to information on safe 
injecting 
2.To overcome the withdrawal reactions as 
quickly as possible 
3. Intoxicated during injection 
4.unavailability (specially several times per day) 
5.cost and expense involved to collect 
needle/syringes, inconvenience  
6. While sharing drugs, many IDUs perceived 
that one syringe is sufficient, 
7. Sharing behaviour is a culturally or socially 
accepted practice specially among “drug 
network” 
8. Interrelationship/friendship or partnership 
between the sharing users, often Injecting is an 
extension of a sexual relationship.  
9. Sharing of the drugs are cost effective for the 
users, so they form “partnership” to purchase 
and share drugs 
9. Self cleaning practices, which is inadequate,  
10. Inadequate knowledge and false perception 
about cleaning : often IDUs attempts to clean 
the syringe and needles, using saliva, or with 
small amount of helper drugs to rinse used 
needles or cleaning with hot water, wiping with 
cloth or paper or pass needle over the candles 
etc 
10. Taking drugs in shooting galleries or ‘adda’, 
where professional injectors sell and inject drugs 
to other users 
11. Access to needle and syringes, although 
available in pharmacies for around tk.3 per 
syringe and requires no prescription but often 
ignored. Moreover in many areas it is not 
available. 
12. Harassment by the polices and others 
segments of the society 
 

Source: Reference Nos.: [48, 57, 61, 62, 70, 72, 75, 76, 84, 143, 145-147] 

  

Similar high (68.8%) of needle/syringe sharing rate was also noted among IDUs in 

southeast Bangladesh[81]. The sharing (borrowed or lent) rates during last week in 

central and southeast Bangladesh are 90.6% and 69.5% respectively[81].  
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Although in areas of Northwest show low sharing rates (7.1 to 15.8%), but there 

are also some region exhibiting high sharing rate similar to other part of Bangladesh 

(58.4%)[81]. Other surveys indicated that sharing rates in last injection to last month 

ranges between 28 to 80%[73, 76, 79, 80]. Moreover data also indicated that 34% of 

heroin smokers of central Bangladesh who also injected within last 6 months 

exhibited very high rate needle/syringe sharing (about 96.3%)[142]. Almost all of 

surveyed IDUs had the knowledge about where they can buy or access needles and 

syringes[81]. Pharmacies and NGO workers are the two most commonly cited 

sources[80, 81].  

 

Drug shooting spots(adda):  

IDUs often gather in shooting spots or adda to buy drugs and to be injected by 

professional injectors[48, 57, 65, 75, 81]. Such Addas are common in Northwestern 

Bangladesh [57, 65, 81]. Professional injectors are often reported to use a single syringe 

for no less than 20 to 50 IDUs and often for 2 to 3 days. One report in 1999 

suggests that up to 90 persons use single adda injectors a day for multiple 

injections[65]. Although uncommon in Dhaka but in 2003, report showed that 36 to 

48% of the IDUs ever injected in adda [76]. 

 

Sharing of injection paraphernalia (indirect sharing): 

IDUs also share drugs, mixing pot or cooker, water and water container[70, 72, 76]. 

NASROB survey showed that 62% of the IDUs share injection paraphernalia (drug) 

during their last injection episode[72]. Assessment survey in Dhaka and Pabna 

reported sharing of injection paraphernalia (i.e., sharing drugs) is also quiet 

common (about 55% to 71%) among IDUs[76]. 

 

Practices of cleaning: 

Surveys indicate that about 16 to 98% of IDUs who shared reported cleaning 

needles and syringes before sharing [73, 76, 79-81]. Methods of cleaning includes rinse 

with cold or hot water or some amount of helper drugs, wiping clean with cloth or 

paper, saliva, by blowing etc.[73, 76, 79-81]. Although perceived to be useful none of the 

methods adopted by the IDUs are protective against blood borne viruses[70, 72]. 

 

Size of the sharing group: 
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The size of the sharing groups may vary from 1 to more than 12[72, 76, 79, 81]. However 

most of the IDUs reported to have shared with another 1 to 3 other persons last 

time they inject[72, 76, 79, 81]. It was also reported that 20 to 40 % had shared injection 

with three or more partners last time[72, 79].  

 

Occurrences of abscess among IDUs:  

Abscess in and around the injection sites are common among the IDUs in 

Bangladesh indicating unsafe injection practices[72, 73, 76, 79]. Studies reported that 23 

to 54 % of all surveyed IDUs ever had skin abscesses [72, 73, 76, 79].  About 39 to 45% 

of them had abscess during the survey [73, 79].  

 

11: Mobility of the IDUs: 

In addition to changing their drug taking spots IDUs often migrate to other districts 

in search for drugs[73, 79, 81]. Dhaka is the most preferred destination followed by any 

nearby larger town. Studies reported that about 10 to 46% of surveyed IDUs 

injected while they visited another districts last year[79, 81]. Moreover last year about 

four out of five IDUs from southeast regions had injected while visiting central 

Bangladesh[81].  

 

12. Selling blood for money: 

The 5th round of NBSS in 2004 reported that last year about 4 to 7% of IDUs 

reported selling blood[81]. Other RSAs also revealed that about 6 to 8% of the drug 

users ever sold blood[73, 79]. However, the survey in seven southwestern districts 

showed that 65% of the IDUs either sold or donated blood [80]. 

13. Morbidity and treatment seeking behaviour:  

Surveys reported that drug users 20 to 37% recalled ever having a life-threatening 

incident or became unconsciousness resulting from their drug use[72, 73, 79]. Such 

experiences are reported to be higher among the IDUs[72, 79]. Overdose of drug are 

cited by the users as the major cause [73, 79]. However other reasons mentioned by 

the users were excessive drinking, withdrawal reactions, first use of new drugs, 

cocktail/mixing of drugs etc[73, 79]. 

 

Majority of drug users also mentioned experiencing other illnesses, i.e., weakness, 

weight loss, gastrointestinal illnesses like, mouth ulcer, dyspepsia, peptic ulcer 
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disease and illness related to respiratory and genitourinary systems[73, 76, 79]. 

Treatment seeking behaviour varies among the users depending on the availability 

of such services[73, 79]. Studies reported that most drug users prefer private 

(including traditional/homeopath/pharmacists) health care providers or NGO run 

health centers to government run hospitals[73, 79].  

14. Sexual practices: 

More than half of the surveyed drug users are married and majority live with their 

spouses[73, 80]. In addition 85 to 95% of never married drug users were sexually 

active[72, 73, 79]. Age at first sexual experience was reported between 15 and 18 

years. Majority of drug users also have multiple sex partners[73, 76, 80, 81]. NASROB 

survey revealed that more than two third of the drug users reported having sex with 

commercial sex workers (CSWs)[72]. The 5th NHSBS reported that about 21 to 44% 

of surveyed IDUs had sex with female CSWs and 0.3 to almost 3% of them had sex 

with Hijra (on average with 2 CSWs) last year[81]. About 31 to 86% of the surveyed 

IDUs also reported had sex with noncommercial female partners and 3 to 20% also 

reported to had engaged in group sex with 3 to 4 partners in lat year[81]. It was also 

reported about 4% of drug users also had sex with their drug partners [76].  

 

Condom usage rate among drug users with their noncommercial and commercial 

sex partners was also found to be low[72, 79, 81, 86, 139]. NASROB survey revealed that 

47 to 61% drug users never used condom with female CSWs while only 5 to 12% 

reported consistent condom use[72]. Moreover the consistent condom use rate with 

the regular partners varies between 2 to 11%[72]. Among 10% of the male users 

who had sex with male or Hijra only 6 to 12% reported use of condoms[72]. Other 

studies reported 13 to 29% of drug users in different surveyed areas used condom 

during last sexual intercourse with female CSWs[73, 76, 79, 80]. Studies also report that 

1 to 3% of IDUs also sold sex for money or drugs and about one third of them used 

condom[73, 79, 81].  
 

15. Drug Users and vulnerability to HIV: 

The current prevalence of HIV (figure-6): 

In 2003/2004, HIV serosurveillance revealed that 1 in 100 surveyed IDUs were HIV 

positive[142]. However HIV prevalence rate among IDUs in central Bangladesh had 

already reached 4%, clearly indicating an impending epidemic[142]. In one locality of 

central city area, 8.9% of IDUs were also found to be HIV positive (73.2% positive 
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for HCV antibody)[141, 142]. The HIV prevalence rate in among heroin smokers in 

central city area was 0.8% and 2.6% were actively infected with syphilis[142]. More 

than half (54.2%) of all surveyed IDUs were found carrying antibody to HCV[141, 148].  
 

  Figure-6: HIV seroprevalecne among IDUs of central-A region, Bangladesh 
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Commercial sex workers and Drug users (figure-7, Table-12): 
 

Although socially marginalized but IDUs are not isolated population, the interactions 

between drug users, CSWs and their clients have created a nexus of vulnerability 

that also precariously bridge the wider community[8, 85, 113, 139]. The appearance of 

the concentrated epidemic among IDUs therefore has the potential to spread to the 

general populations[85, 139, 141, 142, 148]. Recent HIV surveillance indicated that a 

concentrated epidemic already exists among IDUs certain locality of central 

Bangladesh[141, 142, 148].  

 

The current HIV prevalence among female CSWs is below 1% (~0.25%), however 

female CSWs in one northwest border city and hotel-based female CSWs in 

southeastern region showed 2% and 1.5% of HIV seropositivity respectively[142, 148]. 

HIV seropositivity among MSMs was 0.1%, but 6.2% male SWs in central Dhaka 

had active syphilis[142]. Among Hijras HIV prevalence rate was also 0.1%, but 10.4% 

of them active syphilis[148]. About 10% of  street based female CSWs of central-A 

also had active syphilis[142, 148].
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IDUs, commercial SWs and their clients from all walks of life interact with each other 

in different ways[8, 85, 113, 139]. In central Bangladesh about 35% IDUs and 74% 

heroin smokers reported to buy sex from female CSWs last year, 14% reported to 

engage in group sex[81, 142]. About 2% of IDUs and 0.4% heroin smokers also had 

sex with male CSWs/hijras in previous month[148]. About 36% to 93% of surveyed 

IDUs also had non-commercial female sex partners in the last year[81]. 

 

In central Bangladesh 86% of IDUs also shared needles/syringes last week, while 

34% of heroin smokers, who also injected last six month, 96% of them had shared 

their needles/syringes during last injection[81, 142]. Only 5 % of IDUs and less than 

1% of heroin smokers reported consistent condom use last year with female 

CSWs[81, 142]. In addition 7% of IDUs also sold blood last year in central 

Bangladesh[81, 142].   
 

The 5th round of NHSBS in central Bangladesh revealed that 20 to 30% of surveyed 

female CSWs reported using drugs other than alcohol and 1 to 4% had also injected 

in the previous year[85, 148]. In addition, 15 to 37% female CSWs also reported that 

they knew their clients are IDUs while 3 to 8% of them also mentioned that their 

noncommercial sex partners inject drugs[85]. It also reported that in central 

Bangladesh 13 to 27% of male CSWs also reported taking drugs, of them 1 to 3% 

injected last year[81, 85]. About 19% of male CSWs also mentioned that they knew 

that their clients inject drugs[85]. Two to 10% of surveyed hijras also used drugs and 

about 1% of them use injection last year[85]. 
 

Each week a large number of clients in central Bangladesh buy sex from CSWs[85, 

148]. Number of clients for female CSWs (11 to 44/wk) and Hijras (13 to 30/wk) are 

very high[85]. Both female and male CSWs have eclectic group of clients, like 

businessmen, rickshaw puller, day laborers, student, men in uniform, civil servant, 

drivers etc[85, 148]. Many of the clients are also married and may have regular 

noncommercial sex partners[85].  

 

In central Bangladesh about  57% of the Male Having Sex with Male (MSM) are also 

clients of female CSWs and had regular noncommercial male and female sex 

partners (on average 7-10 partners in last month) [85, 148].  About 2 to 10 % of MSMs 

also reported injecting drugs[85]. In addition, 54% of them reported having group 
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sex while the rate of consistent condom use about 15% and 5% with female and 

male CSWs/Hijra respectively[85, 139]. 
 

Figure-8: Potential for spread of HIV from High risk groups to general population in 
central Bangladesh  
 

Source: Reference No.: [139]. 
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reported injecting drugs last year. About 14 to 27% of IUDs are also reported to be 

rickshaw pullers[85]. 
 

Table-12: HIV Vulnerabilities of Drug users 
 

HIV Vulnerabilities of Drug users: Reasons 
 

Unsafe injection practices :  

High rates of needle/syringe and injection paraphernalia sharing 

 Unsafe sexual practices: 

low consistent condom use both with regular and nonregular 
commercial/noncommercial sex partners, Male to male and heterosexual 
transmission involving IDUs, Commercial sex among partners of IDUs and amongst 
female IDUs, intoxication during intercourse 
 

Lack of awareness: 

Regarding transmission and how to protect themselves from HIV 

Inadequate risk perception: 

Despite their high risk behaviour many drug users do not consider themselves at 

risk 

Lack and access to services:  

Like general health care, clean needle/syringes, condoms ,facilities and access to 
STI treatment, treatment of addiction and rehabilitation, mental health services, 
legal help, basic amenities (like food, shelter and education employment)  
   
Social exclusion and Wide spread stigma 
 

Poverty 
unemployment   

Police abuse: physical and mental harassment, imprisonment  
 

Homelessness 
 

Increase in the IDU population: 
 

Spread of illicit drug use and transition to injection drug use associated with law 
enforcement activities which restrict drug supply,  
Introduction of new drugs, ‘globalization’ of drug markets and distribution networks 
Population migration, mobility and mixing 
 
 

Lack of public health tradition 
 

Lack of resources : 
For mobilizing governmental, non-governmental and community organizations 
 

Source: Reference Nos. [8, 69-72, 81, 86, 113, 139, 141, 145-147, 149-154] 

 

Awareness on HIV/AIDS: 
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Majority of the surveyed drug users heard about HIV/AIDS[79, 81]. However several 

misconceptions were noted [73, 79, 81]. Studies indicated that television was cited as 

the major source of information and only about 10 to 17% of drug users mentioned 

NGO interventions as source[73, 79]. Knowledge on transmission widely varies among 

the studies depending on availability of NGO interventions[72, 81]. Some surveys 

however reported 22 to 47% of drug users aware that condom is protective; while 

17 to 39% of them reported that not sharing needle/syringes can prevent 

transmission of HIV[73, 79].  

 

Studies also showed that although more than 90% of the drug users lack the 

knowledge that HIV can be transmitted by unprotected male sex with male[72, 79]. 

About 3 to 21% of the IDUs knew the risk HIV with unscreened blood transfusion[73, 

79]. About 17 to 79% male IDUs were able to mention major genital signs and 

symptoms but only few were aware about the anal symptoms of STDs[81]. Eleven to 

33% of IDUs reported at least one STI symptoms in last year and bout 29 to 53% 

of IDUs seek formal medical treatment [81]. Most of IDUs are failed to take 

appropriate measures to protect themselves from STDs and HIV[81].  

 

16. Country Response to illicit Drugs 

Agreement and treaties: 

Bangladesh signed all three United Nations Conventions on drug abuse and 

trafficking, i.e., Single Convention on Narcotic Drugs 1961, Convention on 

Psychotropic Substances 1971 and United Nations Convention Against Illicit Traffic 

in Narcotic Drugs and Psychotropic Substances 1988[36, 153]. Bangladesh also signed 

South Asian Association of Regional Cooperation (SAARC) Convention on Narcotic 

Drugs and Psychoactive Substances in 1990[22, 36].  
 

Legal framework (Table-13 &Table-14): 

The mainstay of Bangladesh Government’s counter narcotic effort is the Narcotics 

Control Act, enacted in 1990[22, 36, 53, 153]. Bedside the main objectives of controlling 

narcotics and psychoactive agents it also has provision for treatments and 

rehabilitations of drug abusers[53, 153]. The Act classified the narcotics and 

psychoactive agents into three Classes (table-12) and section 9 and 19 of the act 

laid out the nature and punishment for drug related offences (table)[53, 153].  

 

The Narcotics Control Act and implications (Table-15): 
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The Narcotic Control Acts prohibits use of classified drugs unless medically 

indicated. Moreover medical use drugs classified under A-class and B-class narcotics 

need special permission from DNC[53, 153]. Drug ‘use’ is punishable offence and law 

does not differentiate ‘use’ with other culpable offences like, production, sale and 

supply etc[53, 153].A drug “user” if arrested may face dual charges (possession and 

use)[153].  
 

The act however does not prohibit possession of injection paraphernalia ((needle, 

syringes, bleach etc)[153]. However distribution of paraphernalia such needles, 

syringes is not permitted under the act, as such actions can be interpreted as 

helping the user to use drugs and such instigation, helping or conspiring with a 

person to do crime (i.e., drug use) constitutes a punishable offence[153]. Although so 

far no NGOs running Needle Syringe Exchange Programs (NSEPs) faced legal 

charges or prosecuted but doubts surrounding the legalities of NSEPs obstruct it’s 

much required expansion, sustainability as well as their efforts to winning 

support[153]. 
 

Proposal for introducing substitution therapy is likely to face legal challenge unless it 

is read into the exception of medially prescribed narcotic treatment[153, 155].  

Methadone is classified as A-class narcotic and possession of less than 50gms may 

incur 2 to 10 years of imprisonment while more than 50 grams will resulted in death 

penalty to life imprisonment[53]. DNC, the implementation agency of the acts favor 

elimination of drug use and express skepticism about the maintenance therapy[153, 

155]. 

 

The act also makes it illegal to let out any premises, home or transport, equipment 

for commission of an offence[153]. So the owners who rent out or occupiers who 

lease premises used for of Drop in Centers, NSEPs, may face legal action under the 

law[153].The act also invested extensive power on the enforcement officials[153].  

They can arrest someone on the basis of reasonable suspicion before committing 

any offences[153]. 

 

Law officers can search a person, (body search, urine examination etc) suspected of 

concealing narcotics[153]. Similarly a person likely to commit an offence (which also 

includes use) in a public place can be searched, detained and arrested[153]. This 

power can make Harm reduction programs vulnerable to many excesses and Drop in 
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Centers (DIC), NSEP sites can be raided, and equipment or client records can be 

confiscated (Table-14)[153]. 

 

Table-13: Classification of narcotic Drugs under Narcotics Control Act 1990 

A -Class Narcotics 
1. Opium poppy or any glutinous substance coming out of it.  
2. Any refined, unrefined or manufactured Opium or any article produced with 
Opium.  
3. Opium derivatives, viz., Morphine, Codeine, Thebaine, Noscapaine, Narcotine, 
Papavarine etc. and their—alkaloids.  
4. Any article containing more than 0.2 percent of Morphine.  
5. Any synthetic or artificially manufactured narcotics which is similar to opium, viz., 
Pethidine, Meperdine, Methadone, Dextromoramide, Dihydocodeine, Meperdine-
fentanyl, Pentazocaine, Hydromorphine, Omnopone, Alphaprodine, Demeral, 
Oxycodone, Etrophine, Lofentanyl. Alfentanyl, Alphamethyl, Fentanyl, 3-Methyl 
Fetanyl, Asscetrophine. Acetylmethadol, Alphacetyl-methadol, Betaprodine etc.  
6. Coca leaf, Cocaine or coca derivatives.  
7. Any article containing more than 0.1 percent of cocaine or any alkaloid of 
Cocaine.  
8. Tetrahydro-cannabinol in any form, Cannabis resin or Charas or Hashish etc.  
9. Acetic-anhydride or any element essential in the manufacture of Heroin. Morphine 
or Cocaine (if it is found together with Acetic-anhydride, Opium. Morphine, Heroin or 
Cocaine).  
10. Mescaline. 
 

B- Class Narcotics: 
1. Hemp Plant, Herbal Cannabis, Bhang, Bhang plant or any article manufactured in 
combination with Herbal cannabis or Bhang.  
2. Any other plant (except tobacco) which may be used as a source of narcotics.  
3. Alcohol, all kinds of wine and liquor, rectified spirit, any medicine or liquid 
manufactured with rectified spirit, beer or any liquid containing more than 5% 
alcohol.  
4. L.S.D. or any article containing L.S.D.  
5. Barbiturates or any article of the same class.  
6. Amphetamine, Methyl amphetamine or any article containing amphetamine. 
7. Phencyclidine, Psilocybin, Nicocodine or any article containing these thing.  
8. Methaqualone or any article containing Methaqualone. 
 

C- Class Narcotics: 
 
1. Tari, Pachwai etc.  
2. Denatured-spirit or Methylated-spirit.  
3. Chlordiazepoxide, Diazepam, Oxazepam, Lorazepam, Flurazepam, Clorozepate, 
Nitrazepam, Triazolam, Temazepam etc.  
4. Any sedative, tranquilizer or hypnotic medicine not included in the B-Class.  
5. Any stimulant or depressant medicine not mentioned in A or B Class. 
 

Source: Reference no: [53]
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Table-14: Penalty for breach of provisions of section-9 of The Narcotics Control Act 
for some selected narcotic drugs:  
 

Name of drugs  Penalty  

Heroin, Cocaine and 
Coca derivatives.  

 

(a) If the quantity of narcotics does not exceed 25 grams—
imprisonment for a term which shall not be less than 2 
years and shall not exceed 10 years.  
(b) If the quantity of narcotics exceed 25 grams—death 
sentence or imprisonment for life.  
 

Pethidine, Morphine 
Tetrahydrocannabinol.  

 

(a) If the quantity of narcotics does not exceed 10 grams—
imprisonment for a term which shall not be less than 2 
years and shall not exceed 10 years.  
(b) If the quantity of narcotics exceeds 10 grams—death 
sentence or imprisonment for life.  
 

Opium, Cannabis 
resin or opium 
derivatives.  

 

(a) If the quantity of narcotics does not exceed 2 kgs, 
imprisonment for a term which shall not be less than 2 
years and shall not exceed 10 years.  
(b) If the quantity of narcotics exceeds 2 kgs.—death 
sentence or imprisonment for life.  
 

Methadone.  
 

(a) If the quantity of narcotics does not exceed 50 grams, 
imprisonment for a term which shall not be less than 2 
years and shall not exceed 10 years.  
(b) If the quantity of narcotics exceeds 50 grams, death 
sentence or imprisonment for life.  
 

Absolute alcohols, 
rectified spirit, foreign 
liquor, country liquor, 
beer.  

 

(a) If the quantity of narcotics does not exceed 10 liters, 
imprisonment for a term which shall not be less than 6 
months and shall not exceed 3 years.  
(b) If the quantity of narcotics exceeds 10 liters, 
imprisonment for a term which shall not be less than 3 
years and shall not exceed 15 years.  
 

Ganja or any kind of 
herbal cannabis,  

 

(a) If the quantity of narcotics exceeds 5 kgs, imprisonment 
for a term which shall not be less than 6 months and shall 
not exceed 3 years.  
(b) If the quantity of narcotics exceeds 5 kgs, imprisonment 
for a term which shall not be less than 3 years and shall not 
exceeds 3 years.  
 

Cannabis plant of any 
species.  

 

(a) If the number of cannabis plants does not exceeds 25, 
imprisonment for a term which shall not be less than 6 
months and shall not exceed 3 years.  
(b) If the number of cannabis plants exceeds 25, 
imprisonment for a term which shall not be less than 3 
years and shall not exceeds 3 years.  
 

Source: Reference no: [53] 
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Table-15: The Narcotic Control Act and its possible effects on Harm Reduction 
Programs: 
 

Acts that constitute 
offence 

Sections of 
Narcotics Control 
Act, 1990 

Impact on Harm Reduction (HR) 
interventions 

Use of any scheduled 
Class Narcotics 
 

9 &19 (for 
Punishment) 

Penalizes Users 
(other than medical ground with 
permission from controlling 
authority) 

Possessions of any 
scheduled Class Narcotics 

9 &19 (for 
Punishment) 
 

Penalizes  
1.users 
2.Service provider of oral drug 
substitution therapy 

Supply of any scheduled 
Class Narcotics 
 

9 &19 (for 
Punishment) 
 

Penalizes 
1. Service provider of oral drug 
substitution therapy 

 
Allowing premises or 
equipment to used for 
commission of offence 

 
21 

Penalizes 
1.Owner/occupiers of premises of 
HR programs  
2.Non-availability of spaces for HR 
activities, specially in private sectors 
(fearing legal actions) 

 
Instigating, aiding 
Conspiring to commit 
offence 

 
 
25 

Penalizes: 
1.Provision of the knowledge on 
safe injection behavior and 
paraphernalia 
2.Provision for oral drug substitution 
therapy 
3.Peer educators/outreach workers 
who communicate such information 
to the drug users 

Evidentiary and procedural provisions in the act: 

Officials can enter and 
inspect premises where 
narcotic are stored 

32 Oral substitution clinics and other 
related program premises can be 
inspected at any time 

Narcotics and 
Equipment used in 
commission of offence 
can be seized 

33 Injection  equipments and 
substitute drugs can confiscated 
including the communication 
materials 

Official can enter, 
search, seize and 
arrest on apprehension 
that offence likely to be 
committed 

36 1. Drug treatment and & harm 
reduction program can be raided at 
any time. 
2.Clients files and program records 
can be confiscated 
3.Progrm workers can be arrested  

Person like to commit 
offence in a pubic 
place can be arrested 

41 Outreach workers and IDUs with 
injection equipments under 
constant threat of arrest. 

 Source: Reference Nos. [53, 153]
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The policy making body:  

National Narcotic Control Board (NNCB), A high powered interministerial board 

chaired by home minister, includes 11 ministers (including health, education, law 

and justice, foreign affairs), 2 secretaries and 5 nominated individuals from civil 

society (include a social worker, journalist and a physician/psychiatrist)[22, 153]. They 

are responsible for framing policy regarding all aspects of narcotics control and 

treatment of addiction[153].  
 

Implementing agency: 

Department of Narcotic Control (DNC) in 1990 was established as implementing 

agency following the introduction of Narcotics Control Act of 1990[22, 153]. DNC is 

administered by the Ministry of Home Affairs is responsible implementing drug law 

enforcement and drug abuse control programs according to the policies and 

guidelines developed by National Narcotics Control Board[22, 153].  
 

At the operational level DNC has several functions, intelligence gatherings regarding 

production, sale, trafficking and use of narcotics, enforcing law (conducting raids, 

arrest of drug offenders and initiating legal procedures, seizure of illicit drugs etc) in 

order to reduce supply and oversees the implementation of demand reduction 

initiatives[22, 153]. DNC coordinates with other law enforcement agencies (police, 

customs, Bangladesh Rifles and coastguard) in their counter-narcotic activities and 

operate central addiction treatment centers for treatment and rehabilitation of the 

users[22, 153]. 
 

Policy framework: 

The national master plan in 1991 provided the framework basis of development of 

various programs[153, 156]. The long term objective focuses on minimizing the impacts 

of drug abuse and crime related to trafficking on individuals, families and 

communities while the immediate objectives focuses on introduction of preventive 

education and take measures for treatment and rehabilitation for the existing 

users[153, 156]. Later In five year strategic plans developed in 1995, activities targeting 

to controlling drug abuse advocated a balanced combination of both demand and 

supply reduction measures[153, 156].  

The National Policy on HIV/AIDS and STD adopted in 1997 recognized the 

importance of enabling and supportive legal and social environment with special 

reference to vulnerable populations[139, 153, 157]. It recommended interventions like 
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outreach, needle/syringes exchange, STD treatment among other risk reduction 

measures[153, 157]. In addition Both National Strategic Plans for HIV/AIDS in 1997-

2002 and 2004-2010 (Annex:1) endorses harm reduction as the key strategy to 

prevent the spread of the HIV epidemic through drug use[8, 153]. National AIDS/STD 

Program (NASP) recently is in the process of developing a National Harm Reduction 

Strategy [67].  

Violence and imprisonment of drug users: 

About 15 to 47% of surveyed IDUs reported experiences of physical abuse several 

times last year[81]. More than 60% of drug users had lifetime experience of 

harassment and abuse[73, 76, 79, 80]. Law enforcement agents (i.e. police) are most 

frequently implicated as perpetrator[72, 73, 76, 79, 81, 154]. However studies also 

mentioned mastans, local people, drug dealers, family and relatives were also 

responsible for such abuses [72, 73, 76, 79-81, 154]. 
 

The most common type of harassment include drug being taking away, physical and 

mental abuse, confinement in jail or home, sexual abuse etc. [73, 79-81]. About 50 to 

60% of IDUs ever reported being imprisoned in life, about 6 to 27% of IDUs had 

been in jail last year[73, 76, 79, 81]. The reason for imprisonment was most often 

offences related to drug and section 54 of the code of criminal procedures [73, 76, 79, 

152, 154]. Report however showed that drug use in prison is not very uncommon [72, 158-

162]. 
 

17. Health responses: 
 

Treatment of drug addiction 
 

The government sector: 

Currently there are four specialized drug addiction treatment centers administered 

by DNC. The Central Drug Addiction Treatment Center (CDTC) located in Dhaka has 

40 beds (15 of which are paying) and the other three regional 5 bed hospitals are 

located in divisional town of Chittagong, Rajshahi (not functional) and Khulna[42, 45, 

72, 151, 153]. In 2004, DNC sources reported that 13,300 (indoor and outdoor 

combined) drug users received treatments in these treatment centers[45]. DNC is 

currently in the process of upgrading its CDTC in Dhaka to a 300 beds hospital and 

the regional centers to 50 bed hospitals and establish two additional 50 beds in 

Sylhet and Barisal[45]. 

Government has also declared to have some beds in prison and government 

hospitals for the treatment of addiction[153]. At present none of the jail hospitals 
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have the treatment programs specific for drug users[72, 153]. However, psychiatric 

units of eight government medical college hospitals and one mental health 

institution are providing medical treatment to the addicts[153].  

 

The “treatment” in the specialized hospitals is mainly comprised of basic health care 

with symptomatic treatment, detoxification and counseling[42, 55, 84, 153, 163]. Duration 

of treatment in government centers on average is about 15 to 20 days due to long 

cues and not very effective[42, 153, 163]. Considering the readmissions following initial 

treatment within 1 to 3 year period as definition of ‘relapse’ this treatment claimed 

to be successful only in 30% of cases[163]. However it was suggested that the 

relapse rate is more than 80%[164]. In addition reports also indicate those who 

involved (doctors, nurses, social workers and counselors) in treatment lack 

appropriate skills[58, 163, 164].   

 

Treatment of the drug addicts’ is compulsory under the Narcotics Control Act[53, 153]. 

Legal powers are sanctioned on appropriate authorities to compel users to submit to 

treatment, the cost of which will be borne by the government[153]. It also imposed 

the provision of mandatory reporting of addicts[153]. The shortage of public 

treatment and rehabilitation services practically limit implementation of such 

compulsory treatment[153]. The Narcotics Control Act is therefore very conflicting 

about the legal status of a user. It criminalizes the use and also called for 

mandatory or voluntary registration for the purpose of treatment in a hospital 

without penalty[153].  
 

Evidently the number of available treatment facility is extremely inadequate to meet 

the requirement of growing number of drug users[17, 42, 48, 69, 84, 151, 152, 163, 165]. About 

55 to 88% of drug users mentioned their attempt to quit several times in the past 

most commonly through self-motivated efforts[72, 73, 81]. Other methods include 

treatment in the private or NGO run clinics, government hospitals and under care of 

private physicians, forced confinement or safe custody etc. [72, 73, 81, 152]. Report 

indicates that 14% of Heroin smokers and 22% of IDUs were at least once admitted 

to drug treatment centers[72]. 
 

NGOs and private treatment centers: 

The drug addiction treatment centers in private sectors may be hospitals or NGOs or 

nonprofit organizations. The private hospitals are profit oriented and often attached 

with mental health treatment facilities offering mainly detoxification and 
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counseling[42, 55]. These hospitals are expensive and beyond the reach of many 

addicts, [42, 151, 163, 164]. One report indicated on average an addict have to 

spend tk 300 to 3000 each day for treatment[163]. Moreover due their mainly 

detoxification-based treatment modality, a high rate of relapse is common[42, 48, 55, 163, 

164].    
 

NGOs or social organizations often provide wide range of services beside 

detoxification, like behaviour change and motivational counseling, personality and 

skill development training, STI/HIV education, female and child outreach 

programs[42, 55]. In addition few NGOs i.e, APON offer long term follow up and after 

care for recovering addicts, community rehabilitation and social integration 

programs[42, 55, 84, 163, 164]. The duration of treatment varies from 14 to 3 months[163]. 

Some of the NGO based treatment centers claimed 55% relapse rate[42]. 

 

Although not exactly known it is estimated that there are about 50 to 80 private 

addiction treatment centers[163, 166]. Recent report suggests that DNC has record of 

22 private drug rehabilitation centers in Dhaka [166]. NASROB study in 24 districts 

revealed that only 7 districts have NGOs or private treatment centers that offer in-

patients detoxifications and care for the drug users (Table-15). However report 

showed that there are many unsupervised treatment centers taking advantages 

growing demand for such services[166]. A new government regulation regarding the 

drug addiction treatment centers is soon to be introduced [163, 166]. Lack of skilled 

and trained personnel however is a major issue[42, 163, 164]. 
 

Table-16: Some Available drug treatment centers in private and NGO sectors: 
 

 

Districts NGO based  Private 

BOGRA Light house, BADS, SADS  

Chittagong ARC, Protibad, Thikana 
Notun Jeebon 

Diganta, Psych Care, Nobo Jeebon 

Cox’s Bazar  Nongor 

Dhaka APON, Dhaka Ahsania Mission, 
BARAKA,BIRBA, CREA, BACHA 

Mukti Lawrence Foundation, Natun Jiban, 
Nirban, NIROG, New Mukti clinic, Promise 
Zaman Clinic, Deep clinic, 

Jessore Jessore Drug Addiction Clinic, 
Green Land 

Protignaya Madakashakti Niramoy Kendra 

Khulna Mukti Sheba Sangstha Madakashkti Clinic Ltd., Promise 
Madakashkti Paricharja Kendra, Prokiti 
Madakashkti Paricharja Kendra 

Pabna  Hasan Manoshik O madakashakta Clinic 

Rajshahi  Laxmipur mental Health Clinic 

Source: Reference no:[72, 167] 
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Harm reduction programs: 

 

Needle Syringe Exchange Programs (NSEP):  

In 1998, the first NSEP was launched by CARE Bangladesh, under project SHAKTI 

(Stopping HIV/AIDS through Knowledge and Training Initiatives)[66, 75, 153, 165]. 

Currently CARE Bangladesh has coverage in 30 districts in 6 divisions (52 Drop in 

centers in Dhaka, Chittagong, Rajshahi and Sylhet divisions) targeting an estimated 

population of 10,000 IDUs and 25,000 heroin smokers with multiple harm reduction 

strategies[147, 167]. In August 2004, Padakhep consortium also started Harm reduction 

programs targeting an estimated 1000 IDUs (8 drop in centers) in seven 

southwestern districts in Khulna and Barisal Division[167, 168].  

 

Drop in centers are established to provide a safe environment for the drug users, a 

place for providing basic medical care, abscess and STD management, peer training,  

rest and recreational facilities and act as referral centers[66, 147, 167, 168]. Through 

outreach services clean needle/syringes and condoms are offered. Peer educators 

were trained to inform and educate the users with the skill of safe injection and 

sexual practices[66, 147, 167, 168]. NGOs have also developed appropriate IEC materials 

targeting particularly IDUs [147, 167, 168]. CARE Bangladesh also reported to help the 

drug users’ to set up two self help groups named PROCHESTA (Current drug users’ 

organization) and BODAR (Ex-drug users’ organization)[147, 165]. 

 

Assessment studies already revealed that NSEP has been successful in reducing 

needle/syringe sharing among the IDUs and also proved to be cost effective in 

resource constrained settings[72, 165, 169]. Study indicated that NSEP of CARE SHAKTI 

project contributed to prevent HIV prevalence among the IDUs to rise to a projected 

high 60% in 2003[170]. Needle/syringe exchange rates reported by these programs 

are more than 80%[147, 168]. NASROB study had also reported that needle/syringe 

sharing is almost 67% among current IDUs 19% in areas covered by NSEPs and 

outreach programs[72]. Similar low sharing rate was also noted in intervention sites 

of Dhaka and Pabna [76]. However several major challenges are still remain [147]. 

Police activities like harassment of the users and obstruction of outreach activities, 

spot evictions, and associated criminalization of drug scenes made the IDUs more 

difficult to reach[66, 70, 72, 146, 147, 154, 171].  
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Table-17: Drug Users Intervention under NASP-HAPP 
 

Divisions/ 
District/ 
areas 

Intervention 
estimations 

No of 
DIC, 
CARE
HAPP 

No of 
DIC, 
CARE-
FHI 

No of 
DIC, 
CARE-
other 
NGOs 

No of DIC, 
Padakhep 
Consortium 

Total 
no of 
DIC IDUs HS 

Dhaka 4000 17000 21 0 0 0 21 

Narayangonj 278 566 1 1 0 0 2 

Gazipur 301 555 1 0 0 0 1 

Norshingdi 76 634 1 0 0 0 1 

Mymensing 1096 2620 3 0 0 0 3 

Faridpur 0 1513 1 0 0 0 1 

Rajshahi 553 838 0 0 2 0 2 

Chapai Nawabgonj 411 424 0 0 4 0 4 

Pabna/Iswardi 210 5327 0 3 0 0 3 

Bogra 0 1831 0 0 1 0 1 

Rangpur 171 1596 0 0 2 0 2 

Joypurhat 76 831 0 0 1 0 1 

Naogaon 269 1456 0 0 1 0 1 

Dinajpur 450 450 1 0 0 0 1 

Sirajgonj 270 1215 1 0 0 0 1 

Khulna 52 300 0 0 2 0 2 

Jessore  
 
 
About 
1000  

 0 0 0 1 1 

Kushtia  0 0 0 1 1 

Jhenaidah  0 0 0 1 1 

Satkhira  0 0 0 1 1 

Bagerhat/Mongla  0 0 0 2 2 

Jhalokathi  0 0 0 1 1 

Potuakhali  0 0 0 1 1 

Barisal 276 670 0 0 3 0 3 

Chittagong 100 3900 1 0 0 0 1 

Cox’s Bazar/Teknaf 450 1700 2 0 0 0 2 

Chandpur 202 0 0 2 0 0 2 

Brahmanbaria 15 612 1 0 0 0 1 

Sylhet 42 900 1 0 0 0 1 

Moulavibazar/ 
Srimangal 

175 590 2 0 0 0 2 

 
Total target population: IDUs: 9473 + about 1000 and Heroin smokers: 45,573 
 

Source: Reference Nos.:[147, 168] 

 

The macro environmental factors like, policy preferences toward supply reduction, 

inadequate resources, dubious legality of the NSEPs, poverty, homelessness, 

unemployment, stigma also poses serious challenge[69, 70, 86, 139, 152, 153, 167]. The DNC 

and police authority at the top level acknowledges the confusions due to conflict 
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between the policy and law but “cautious acceptance” and inconsistent cooperation 

on their part is not enough to provide legal protection[153, 172].  

 
Oral Substitution therapy (OST): 
 

Currently there is no OST available in Bangladesh but OST under medical 

supervision was proposed in accordance with national strategy[8, 67, 84, 153, 155]. 

However methadone is illegal narcotic according to narcotics control act, can not be 

used unless as a medical necessity for IDUs and prior license for that purpose is 

obtained from DNC[153, 173]. DNC however with a mindset on elimination of drug use 

completely expressed open skepticism about “maintaining a person’ on drug[153, 155]. 

However the proposed National Harm reduction Strategy suggests, “Exploring the 

introduction of pilot drug substitution programs as a part of the continuum of drug 

treatment, using evidence based guidelines involving medical supervision”[67]. 

  

Contacts with intervention programs:  
 

NASROB survey reported that less than 1% of surveyed heroin smokers (HS) were 

in contact with any intervention programs[72].  These HS has high potential to switch 

to injecting drugs[72, 142]. Many of them are also occasional IDUs[84, 142]. The 5th round 

of Behaviour surveillance reported about 90 to 97% of surveyed IDUs only in 

Central and Northwest Bangladesh had contact with NGO intervention, while only 

7% of HS of central region were exposed to Interventions[148]. However recent data 

indicated that under HIV/AIDS Prevention Program (HAPP) different NGOs scaled up 

their Harm reduction programs targeting an estimated number of 9473 IDUs and 

45,573 Heroin smokers across the country (Table-15).  
 

Drug-demand Reduction:  

 

DNC is responsible for coordinating the drug-demand reduction activities along with 

other NGOs and private organizations[45, 153]. It includes awareness campaign 

through different media, publication of IEC materials and training programs for law 

enforcement, health care and relevant NGO personnel[45]. Anti-drug addiction 

messages are included in the religious study and social science text books of grade 

6 to 10 school students[45].  
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18. Conclusion:  

 

The principal national response to the drug use problem is more oriented to the 

supply reduction than demand reduction strategies [17, 69, 153, 156]. The Narcotics 

control act recognizes “drug use” as punishable criminal offence[153]. Besides being 

target for widespread societal stigma drug users are regularly being harassed, 

abused and imprisoned by law enforcing authorities[73, 79-81, 86, 152-154]. Despite the 

provision of free mandatory treatment under the law, treatment facilities are rare, 

costly and mostly ineffective [42, 151, 153, 163]. Legality surrounding the harm reduction 

programs is also ambiguous[153]. DNC, the spearhead counter-narcotic organization 

of the country is severely under funded and also lack adequate trained personnel[17, 

37, 84, 153]. Incoordination among different agencies, endemic administrative 

corruption and a highly porous border made drug trafficking across the border is 

very difficult to control[17, 37, 84, 174-176].  

 

The number of illicit drug users has increased paralleling the availability of the 

drugs[17, 51, 58, 66, 95, 101, 121]. Drug addiction is not a priority sector for government to 

allocate optimum amount of resources[17, 42, 57]. However rising HIV prevalence 

among IDUs and potential of this focal outbreak to spread to general population 

provided the impetus for policymakers to adopt harm reduction strategies[8, 67, 86, 139, 

142]. More recently law enforcement officials have publicly acknowledged the harm 

reduction measures and the gap between the existing law and the policy[153, 172]. 

However the legal status of the drug users remains to be one of the main 

impediments to a comprehensive approach to the problem[153, 177].  

 

Oral substitution therapy advocated by NGOs is not supported by DNC as the main 

law and policy directive focuses on abstinence[153, 155, 165]. NSEP initiated by NGOs in 

late 1990s has now been scaled up across the country through HAPP and NASP also 

in the process of developing a comprehensive National Harm Reduction Strategy[67, 

167]. However primarily punitive nature of the response to drug users by the law 

enforcement authority made them more marginalized, more vulnerable and difficult 

to reach[10, 145-147, 154, 171, 177]. Therefore the main challenge that still remains is to 

create an enabling environment for the drug users. 
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18. Summary  

Table-18: Summary  

 

Estimated number of drug 
users 

 

4.6 to 5 million 
IDUs: 20,000 to 40,000 
 

 

Main drugs that are used 
 

Heroin, Cannabis, Phensedyl (codeine), Buprenorphine, 
Pethedine, Hypnotic and Sedative tablets, Alcohol, 
Tobacco 
 

 

Drugs that are injected  

 

Buprenorphine (tidigesic), “Cocktail” mixing of 
Buprenorphine+ chlorpheniramine (inj. Avil) 
+diazepam (inj. Easium/sedil)+ promethazine (inj. 
Phenergan), Pethedine, Heroin, Diazepam, Morphine 

 

Prevalence of HIV infection 
among Drug users 

 

According to 5th National Behavioural and 
Serosurveillance, June 2003 to March 2004, the overall 
rate of HIV among all surveyed IDUs was 1% and 
among heroin smokers, it was 0.8%. 
 

In some areas of central Bangladesh (central city A) 
the prevalence was 4%.  
 

In certain neighbourhood (central city) covered by one 
drop-in centre, 8.9% of injecting drug users were HIV 
positive and in a second centre, 2.1% were HIV 
positive (The two centers with identified HIV infected 
clients, represent 62% of the total samples tested in 
the city) 
 

 
Prevalence of HCV 
infection among IDUs 

 

According to 5th National Behavioural and 
Serosurveillance, June 2003 to March 2004 overall rate 
of HCV among all surveyed IDUs was 54.2%.  
 
The prevalence of hepatitis C virus antibodies was also 
highest among injecting drug users from two 
neighborhood centers (73.2% and 67%) where HV 
prevalence was also high (8.9 and 2.1). Over all HCV 
seropositivity rate among IDUs in central Bangladesh is 
59.2%) 
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Annex:1   
 
NATIONAL STRATEGIC PLAN FOR HIV/AIDS 2004-2010:  
National AIDS/STD Programme (NASP) 
Directorate General of Health Services 
Ministry of Health & Family Welfare 
Government of the People’s Republic of Bangladesh 
 

CHAPTER-3: PROGRAMME OBJECTIVES WITH KEY STRATEGIES  
(pages 11 to 14) (Extract) 

3.1 PROGRAMME OBJECTIVE-1:  PROVIDE SUPPORT AND SERVICES TO THE 
PRIORITY GROUPS OF PEOPLE 
 

By the year 2010, the priority groups of people at risk of HIV infection will have 
access to the means of protection in ways that respect their human rights and 
dignity and will be empowered to protect themselves and others. This will help to 
create a nation in which all those whose livelihood and employment strategies or 
lifestyles put them and others at risk of infection are protected.  
 

Targeted interventions are effective where people at higher risk of infection and of 
diffusing infection are geographically or institutionally clustered.  The risk of 
infection is usually produced by people’s livelihood or employment strategies, 
lifestyles, or exploitation.  National and international experience makes possible the 
identification of such groups:  sex workers, drug users, prisoners, the uniformed 
forces, street children, and men who have sex with men, to give some examples 
among others. 
 

In a relatively well-concentrated epidemic giving programmatic priority to these 
groups is an effective strategy. Various forms of interventions are possible:  
empowering the groups themselves to organise, working with the groups to assist 
them to protect themselves, working with communities formed by people at risk and 
their social networks, for example.   
 

Since many priority groups are socially marginalized or disadvantaged, there is a 
need to challenge unconstructive attitudes in the local community and to create 
understanding and, if possible, acceptance of the interventions. The role and 
reactions of the police and local government officials can be critical to the 
achievement of the programme objectives. 
 
The implementation of targeted interventions places critical demands on the 
implementing partners.  As well as the skills and knowledge usually required in 
development practice, it demands a complex understanding of the epidemic, and 
human rights based and gender sensitive approach.  As more players enter the field 
there is a continuing and expanding requirement for capacity building and 
performance monitoring. The priority strategies for providing support and services 
to the priority groups are as follows:   
 
Strategy 1: Ensure that data and research needed for programme 

planning and performance monitoring are available in a timely and 

programme relevant manner 
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Implementing strategies: 
 To build capacity for record keeping and data analysis in implementing partners 

and for transmission of data for centralized collation, analysis and feed back  
 To strengthen and expand research required to better understanding how to 

intervene effectively with priority groups and for impact monitoring including 
surveillance. 

 To develop and ensure the funding of a national social research programme  
 
Strategy 2: Empower priority groups to protect themselves and others  

Implementing strategies: 
 To support formation of community based organizations and mutual support 

groups  
 To increase involvement of group members in programme development, 

implementation, and evaluation  
 To increase skills required to act on their own behalf and to create a community 

based social movement    
 
Strategy 3: Ensure people’s access to protective technologies and 
services, and knowledge of protective practices  

Implementing strategies:  

 To upgrade and expand services which lessen susceptibility to sexual 
transmission including services for STI, RTI, VCT and non consensual sex  

 To ensure that the means of protection are accessible and affordable to every 
person who wants to use them  

 To develop the social setting at local level within which protective practices are 
discussed  

 
Strategy 4: Improve the capacity of implementing partners for effective 
participation in the response to the HIV epidemic  
 
Implementing strategies: 
 To support innovation; to strengthen planning and performance; and to promote 

mentoring and coaching among implementing partners  
 To expand interventions to include the social networks of priority groups 
 To increase coordination, collaboration and exchange of experience among 

implementing partners at the local level   
 To ensure community engagement in, and local political support for the 

initiatives 
 

Strategy 5: Generate political, bureaucratic and legal support required for 
an effective programmatic response at the national level  
 
Implementing strategies  
 To strengthen national support for scaling up targeted interventions  
 To establish supportive partnerships between law and order agencies, local 

government, and implementing partners  
 To ensure an approach based on human rights and dignity 
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Strategy 6: Support civil society to organize for advocacy and policy 
development, and to create partnerships with government and other key 
players for strengthening the national response  
 
Implementing strategies: 
 To create public discussion on ways of organizing civil society’s response  
 To support creation of effective partnerships in the response to HIV epidemic 
 
Strategy 7: Create linkages with national development and poverty 
reduction policies  
 
Implementing strategies:  
 To create awareness of the inter-relationships between development and the 

HIV epidemic, in particular of mobility as a risk factor for HIV infection  
 To create local livelihood and employment opportunities to minimize unwanted 

migration   

SUB COMPONENT OF OBJECTIVE 1: PROVIDE SUPPORT AND SERVICES TO 

DRUG USERS  

 
The National Policy on HIV and AIDS endorses harm reduction as the key strategy 
to prevent the spread of the HIV epidemic through drug use. The Ministry of Home 
Affairs has, as its policy framework, the reduction of the supply and the demand 
for illegal substances.  At the programme coordination and implementation levels, 
there has been increasing cooperation in the execution of these two national policy 
areas with respect to the national response to the HIV epidemic. 
 
Targeted interventions, which respect people’s rights and dignity, are an effective 
programmatic response to drug use and HIV.  The strategies in this section highlight 
specific approaches to working with drug users that differ from the approaches 
outlined above.  Harm reduction is the central programmatic response.  Harm 
reductions consists of a number of interventions all of which need to be available to 
the injecting community.  Some of these interventions minimize the sharing of 
equipment and some minimise the harm involved in sharing. 
 
Patterns of drug use can change quickly, as can the type of drugs in use.  This 
relates not only to transitions to injecting behaviour but also to the increasing use of 
drugs that influence the sexual behaviour of drug users and so expanding the 
sexually driven epidemic.  Increasingly in the Asian context drug use is coming to be 
associated with high-risk patterns of sexual behaviour, particularly among students 
and young people.  
 
The prevalence of HIV is high as 4 percent among the drug users as revealed in the 
last five serological surveillances in Bangladesh. In order to prevent spread of HIV 
infection, we should ensure that the drug users have access to effective support and 
services throughout the country.  
The priority strategies to ensure support and services to drug users are as follows:   
 
 
Strategy 1: Strengthen understanding of drug using patterns and 
locations, and strengthen and expand research on drug use. 
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Implementing strategy: 
 To develop and ensure the funding of a national research programme on drug 

use 
 
Strategy 2: Strengthen and expand programmes to reduce and eliminate 
the harm caused by drug injecting practices throughout the country  
 
Implementing strategies: 
• To increase local community understanding and acceptance of harm reduction, 

detoxification and rehabilitation programmes. 

• To strengthen and expand the involvement of drug users, former drug users, 
and organizations of drug users in programme development, implementation 
and evaluation.   

• To ensure access to harm reduction and elimination interventions including 
access to sterile equipment, drug substitutes, health services, detoxification, 
rehabilitation programmes, and assist in the development of protective sharing 
practices. 

 
Strategy 3: Better understand the ways in which drug use influences 
sexual behaviour and to ensure access to protection 
 
Implementing strategies: 

 To monitor changing patterns of drugs in use and promote research on drug 
related factors influencing sexual behavior among drug users. 

 To ensure that drug users have access to the means of protection in their sexual 
behavior. 

 
Strategy 4: Slow down entry into drug use  
 
Implementing strategies: 

 To strengthen peer group norms and practices based on awareness of the 
potential harm of drug use. 

 To strengthen interpersonal communication and conflict resolution in the 
families.   

 
Strategy 5: Generate political, bureaucratic and legal support required for 
an effective programmatic response to drug use and HIV 
 
Implementing strategies: 

 To strengthen understanding of the need for effective programming, in 
particular harm reduction strategies. 

 To strengthen the role of the legal system in minimizing the spread of HIV 
amongst drug users. 

 


