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HIV in India is concentrated in high risk groups and the prevalence varies with in the 

states. Sex workers mobility and migration considered to be one of the risk and 

vulnerability factors for spreading the HIV to general populations. This was meagrely 

documented and there is a need to understand the reasons for varied prevalence in 

India. 

The study used review of the existing source of secondary data and study reports of 

government and non-governmental organizations. The review suggests that sex 

workers are at higher risk of HIV infection and mobility of female sex workers (FSW) 

have exacerbated HIV/AIDS epidemics, through spreading HIV to bridge population 

to their wives. Sentinel data from India indicates that at the state level, the highest 

HIV prevalence is in the state of Maharashtra (17.9%), followed by Manipur (13.1%) 

and Andhra Pradesh (9.7%). A study conducted among female sex workers from 23 

districts in Maharashtra, Andhra Pradesh, Karnataka and Tamil Nadu indicated an 

overall HIV prevalence of 14.5%, with a large inter-district variation, ranging from 

2% to 38%. Therefore, each geographical area should be examined on an individual 

basis for effective HIV prevention interventions in India. 
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Introduction  

Sex workers are at higher risk of HIV infection and mobility and migration of 

female sex workers (FSW) have exacerbated HIV/AIDS epidemics, through spreading 

HIV to bridge population to their wives (William BG, Gouws E, Lurie MN, Crush J, 

2002). Sentinel data indicates that at the state level, the highest HIV prevalence is in 

the state of Maharashtra (17.9%), followed by Manipur (13.1%) and (9.7%) Andhra 

Pradesh (NACO, 2008). A study conducted among female sex workers from 23 

districts in Maharashtra, Andhra Pradesh, Karnataka and Tamil Nadu indicated an 

overall HIV prevalence of 14.5%, with a large inter-district variation, ranging from 

2% to 38% (Ramesh et al., 2008). 
 
Numerous studies have concluded that frequent or 

long-term travel away from home is linked with increased prevalence of risky sexual 

behaviours and increased HIV infection (FHI, 2007; Coffee M, Lurie MN, Garnett 

GP, 2007; Lurie 2004). Vulnerable populations engaged in voluntary and 

occupational migration include truckers, seasonal or migrant workers, miners and 

women who engage in relationships with men in these groups, female sex workers, 

who are particularly vulnerable to sexual violence while away from their husbands 

and families (UNPD 2006; Lowe D, Francis C., 2006). Migrant workers go outside 

their local areas, have sex with multiple partners and bring sexually transmitted 

infections (STIs) – including HIV – home to their wives or regular sexual partners. 

Abstract 
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These populations often live in border places, which lack centres for health care and 

social services. Also these workers may be deterred from accessing prevention and 

treatment services because of financial, social, cultural and linguistic barriers (UNPD 

2006; Lowe et al., 2006); however, ground realities vary. It is also observed that 

“Despite stereotypes and common assumptions it is neither migrants nor migration 

per se that increases the risks of HIV transmission. It is the trying conditions and 

hardships that many face throughout the migration experience that makes them more 

vulnerable to infection” (UNPD, 2006). 

Material and Methods 

Specific objectives of the study: 

 To review the scenario of HIV among female sex workers for better program 

planning 

 To understand the regional variations of HIV prevalence among high risk 

groups 

 To understand the risk and vulnerability factors of HIV transmission to female 

sex workers including those who were mobile and migrant. 

 

The study conducted a Medline search (1986 to 2010) to identify all papers 

and reports published on sex work using the text words: “HIV scenario among sex 

work workers in India” and in “Asia” and “globally” and “Risk and vulnerability 

factors of HIV in India”. Bibliographies of identified articles were hand-searched. In 

addition, the study searched for reports, presentations or abstracts that discuss or 

mention mobility and migration of female sex work. More specifically, we researched 

the websites of the National AIDS Control Organization (NACO) of the Government 

of India and Avahan – India, the Bill and Melinda Gates Foundation initiative that is 

one of the main funding organizations on HIV prevention and care in India. 

Subsequently, we searched Google using the combination of words “sex work 

mobility in India‟ OR „sex work migration in India‟ OR „sex work situation in India 

or global‟).  In addition to the articles and reports found through these systematic 

searches, we also reviewed books, archival material on female sex workers found in 

various libraries in India or from other HIV/AIDS specialists in India including 

articles, reports, presentations and abstracts that contained discussions or mentioned 

the status of HIV status among female sex workers and mobility and migration of sex 

work.  

 

Results 

The great majority of HIV infections worldwide are sexually transmitted. An 

environment in which people have multiple sexual partners in especially conducive to 

the spread of the virus, and in many places the epidemic gained its first foothold 

among sex workers and their clients before it spread in the general population. Mobile 

sex worker populations are at greater risk as maintaining poor health in general and 

HIV infection in particular. This is due to the impact of the socio-cultural pattern of 

mobility on health, their economic transitions, and reduced availability and 

accessibility of health services. Even if health and social services would be prepared 

to assist mobile groups, they often encounter great difficulties to reach members of 

these groups. Due to their powerlessness, they are frequently subject to various kinds 

of exploitation, including sexual exploitation. The risk of HIV infection is highest 

where sex workers are the most powerless and therefore less able to negotiate or insist 
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on the use of condoms by their clients, or to resist violent and coercive sex (UNAIDS, 

2006). 

HIV epidemic in the world 

HIV/AIDS have been with us for over 25 years and still continues to challenge 

us globally. Initially, HIV was thought to only affect men who have sex with men. 

However, the first woman diagnosed with AIDS was recorded as early as 1982. The 

main modes of transmission remain heterosexual sex, sex between men, sharing 

needles for intravenous drug use and the infection of infants during pregnancy, during 

birth or through breast-feeding.  Whilst men still constitute a larger percentage than 

women living with HIV/AIDS, the UNAIDS global estimates of the number of people 

living with HIV/AIDS show that women make up an increasing share of all people 

living with HIV/AIDS. In 1997, 41 percent of adults living with HIV/AIDS were 

women (UNAIDS, 1998a). In 2001 the figure has risen to almost 50 percent 

(UNAIDS, 2002). There are certain groups of women who are particularly vulnerable; 

for example, young women and women who have sex in exchange for goods, services 

or money. An analysis of data from epidemics around the world shows a similar 

pattern of HIV in women – the prevalence of HIV infection is highest in women aged 

15 – 25 and peaks in men between five to ten years later. An emerging epidemic is 

being seen in some countries amongst older people (over 50 years), especially 

women, with the numbers increasing 40 per cent in the last 5 years. An estimate of 

adults living with HIV/AIDS in 2001, 37.1 million; women living with HIV/AIDS 

(UNAIDS, 2002). 

It is estimated that 25 million people throughout the world have died of AIDS 

since 1981, when the first AIDS cases were documented. According to the report 

published by the Joint United Nations Programme on HIV/AIDS, 33 million people 

(30 million-36 million) were estimated to have been living with HIV in 2007. Overall, 

HIV incidence appeared to be declining from 3 million (2.6 million-3.5 million) new 

HIV infections in 2001 to 2.7 million (2.2 million-3.2 million) in 2007. At the same 

time, the number of AIDS deaths has increased from 1.7 million (1.5 million-2.3 

million) deaths in 2001 to 2 million (1.8 million-2.3 million) in 2007 (UNAIDS 

2008). 

These overall figures suggest that “on a global scale, the HIV epidemic has 

stabilized” (UNAIDS 2008); however, they hide important regional, gender and age 

variations. For example, 67% of all people living with HIV/AIDS live in sub-Saharan 

Africa and 75% of all AIDS deaths in 2007 took place there. While overall women 

and men seem to be equally affected, in some regions women are overrepresented 

among the HIV infected population e.g. 60% of HIV positive people in sub-Saharan 

Africa are women. The HIV epidemic is particularly affecting young people; 45% of 

the people infected with HIV in 2007 were between 15 and 24 years old.  

A cross sectional study was conducted in China to understand the risk and 

behaviours and HIV/STI rates among female sex workers. The study recruited 270 

FSWs, out of which, a total of 117 (43.3%) moved to another city during the year. 

Risk factors are increased mobility included being from another city within Yanan, 

Chiana (adjusted hazard ratio (AHR) 1.67, 95% CI 1.09-2.56), and being outside 

Yunman (AHR 1.58, 95% CI 1.04-2.54). Also, the study found that HIV-positive 

subjects were less likely to change residence, earned less per client, had more clients 
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each month, and used condoms more consistently with regular partners. About half of 

the HIV-positive women changed their residence during the follow-up period, 

compared to two-thirds of HIV-negative subjects. The author concluded that those 

working in higher-risk entertainment Venus, who tended to be more drug-using and 

HIV-positive sex workers, were less mobile. The reason for mobility was most 

commonly related to increasing income. The study further documented high rates of 

HIV/STIs in the cohort which, when combined with the high rates of mobility, 

implies that HIV may spread to low-risk areas through mobile FSWs (Haibo et al., 

2010). 

HIV epidemic in India 

In 2006 UNAIDS estimated that there were 5.6 million people living with HIV 

in India, which indicated that there were more people with HIV in India than in any 

other country in the world. In 2007, following the first survey of HIV among the 

general population, UNAIDS and NACO agreed on a new estimate (2-3.1 million) of 

people living with HIV. In 2008 the figure was estimated to be 2.31 million 

(UNAIDS, 2008). In 2010, it was estimated that around 2.4 million people are 

currently living with HIV in India, which equates to a prevalence of 0.3%. While this 

may seem low, because India‟s population is so big, it is the country with the third-

highest number of people living with HIV in the world (UNAIDS, 2010). With a 

population of around a billion, a mere 0.1% increase in HIV prevalence would 

increase the estimated number of people living with HIV by over half a million.  

HIV emerged later in India than it did in many other countries. Infection rates 

soared throughout the 1990s and today the epidemic affects all sectors of Indian 

society, not just the groups – such as sex workers, with which it was originally 

associated.  HIV was first detected in India in 1986, among sex workers from 

Chennai, Tamil Nadu (Simoes et al., 1993). Since then, the epidemic has progressed; 

it is estimated that the current national adult HIV prevalence is 0.34% (0.25%-0.43%), 

amounting to between 1.8 and 2.9 million people. 

In terms of gender differences, HIV prevalence in India is higher among males 

(0.40%) than among females (0.27%). It is estimated that 89% of the people living 

with HIV and AIDS are aged between 15 and 49 years. The highest HIV prevalence is 

estimated to be in Manipur (1.57%) and Nagaland (1.20%), two states located in the 

north-east of the country. Among the other states, Andhra Pradesh (0.97%), 

Karnataka (0.75%) and Maharashtra (0.67%) have the highest HIV prevalence. 

However, in terms of absolute numbers, the four southern states Andhra Pradesh, 

Maharashtra, Tamil Nadu and Karnataka contribute 60% of all the people living with 

HIV and AIDS in India (NACO, 2008). With the exception of the north-eastern states, 

where the HIV epidemic seems to be driven by injecting drug use, most HIV 

transmission in India is heterosexual (Chandrasekaran et al., 2006). The epidemic 

appears to be concentrated among high risk groups, such as female sex workers, their 

clients, high-risk men who have sex with men (MSM) (including male sex workers 

and their clients) and injection drug users, as indicated by HIV prevalence data. 

Sentinel surveillance data from 2007 indicates that 7.2% of injecting drug users, 7.4% 

of MSM, 5.1% of FSWs and 3.6% of attendees of sexually transmitted infections 

clinics are HIV positive, which is in contrast to the 0.48% of the attendees of ante-

natal check-up clinics who tested positive (NACO 2008). The available data suggests 

that the HIV epidemic in India is in the concentrated phase. There is large 
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geographical heterogeneity between and within the states, indicative of the presence 

of regional sub-epidemics. 

A cross sectional study conducted in 23 Avahan districts‟ of 4 states in India 

among female sex workers. HIV prevalence across the districts showed a large 

variation, ranging from 2% to 38%. The overall HIV prevalence was reported 

14.66%. The variations were observed state wise, 25% was in Maharashtra, 14.5% in 

Karnataka, 10.81 in Andhra Pradesh and 6.09 in Tamilnadu. About 33.8% of female 

sex workers reported migration in last 12 months. The multivariate analysis suggested 

one forth increase in the HIV transmission among those who ever migrated for sex 

work (Ramesh et al,. 2008). 

Earlier studies suggest the sex work evolved into sanctioned prostitution in 

some part of India in traditional form of sex work i.e. devadasi in Karnataka. As a 

result many women from Karnataka state are mobile and / or migrated to the sex trade 

in big cities such as Mumbai (Halli et al., 2006). A study was conducted to understand 

to understand the sex work at jatras (religious festivals) in Karnataka. The study 

suggested jatras represent venues for female sex
 
workers (FSWs) to meet potential 

clients in an environment of
 
anonymity. Data from a survey conducted among 1499 

mobile FSWs
 
in Karnataka, India were analysed using bivariate and multivariate

 

analysis. Overall, 31% of mobile FSWs reported attending jatras
 
in the previous year. 

Women who sold sex at jatras tended to
 
practice sex work in public places, in their 

own homes or on
 
highways. Jatra attendees reported lower condom use with their

 
last 

commercial sexual partners at their usual places of sex
 
work. Jatra-related mobility 

was a significant predictor of
 
non-condom use at their usual place of residence, after 

controlling
 

for socio demographic, sex work-related, HIV vulnerability and
 

programme exposure variables. Moreover, only 13% of FSWs used
 

condoms 

consistently at jatras. Condom availability and accessibility
 
at jatras should be a 

priority for HIV prevention programmes,
 
and such programmes should make efforts 

to introduce outreach
 
activities at jatras. Thus, sex work and mobility is associated 

and a special focus required understanding the different vulnerability factors 

associated with sex work settings with the geographical, religious and historical 

variations contributing to HIV spread (Halli SS. et al., 2010). 

Discussion  

Female sex workers have long been acknowledged as one of the core groups 

of epidemics of sexually transmitted infections and HIV in particular (Moses et al., 

1991). Because they have a large number of sexual partners compared to other 

populations during their mobility and migration, sex workers are at higher risk of 

becoming infected and of infecting others. Similarly, female sex workers play an 

extremely important role in the HIV epidemic in India. Mathematical modelling has 

predicted that effective HIV intervention among female sex workers would drive the 

epidemic to extinction (Nagelkerke et al., 2002). While national HIV prevalence 

among female sex workers is estimated at 5.1%, there is large geographical variation. 

Majority of the reports and papers reported that migration associated with female sex 

work is a risk factor among sex workers. Therefore, there is a need for specific 

research on identifying various risk and vulnerability factors associated with mobility 

and migration among female sex workers in India. In fact, what is needed is needed is 

the target group and situational compulsion-focused health interventions to prevent 
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the spread of HIV and STIs.  The study suggests for local environment and cultural 

context-oriented micro-level studies that can authentically comprehend the mode of 

transmission in order to gain control over it. 
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