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Abstract
Background: According to the Universal Declaration of Human Rights (article 25), all human
beings should have access to appropriate health services, including Sexual and Reproductive Health
(SRH) services. However, People who Use Drugs (PUD), are among populations whose rights are
violated. PUD need general, as well as specific SRH services. So far, limited number of studies have
been conducted on the specific SRH needs of PUD and the status of their access to related services.
This study aims to recognize the specific SRH requirements of PUD and the current status of service
delivery to this population, in terms of availability, accessibility, acceptability and quality, in eight
countries: Georgia, Indonesia, Kenya, Kyrgyzstan, Nepal, Pakistan, Tajikistan and Ukraine.

Methods: A qualitative study was performed. In total one focus group discussion was conducted
with participation of eight people and 18 respondents were interviewed. The participants were
experts who work at the local organizations of the eight countries, as well as regional and
International organizations active in the field of PUD. A thematic analysis was conducted.

Results: The respondents confirmed that PUD have specific SRH needs, including need to
information and services, such as maternal health, HIV and STIs prevention, family planning and
intervention related to sexual violence. They mostly utilize general available SRH services. There are
different barriers in their access to these services, including financial issues, geographical
inequalities, discrimination and legal barriers. The services are mostly not acceptable for this
population due to stigma and their lack of trust to confidentiality of services. Moreover, the quality
of services is not appropriate for this group, as a result of lack of knowledge of service providers and
lack of guidelines on the specific issues of this population.

Recommendations: In order to improve the current situation of services, different activities at
the policy-making and implementing levels are recommended, such as advocacy, mapping
stakeholders, different strategies to reach PUD and gender-sensitive services.

Discussion: This study gave a comprehensive picture of SRH needs of PUD and status of available
services. The results of this study can be used by harm reduction organizations, in bridging the gaps
of SRH service delivery to this population, by designing accessible, acceptable and quality services.

Key words: Sexual and Reproductive Health, Sexual and Reproductive Health Services, People who
Use Drugs.
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Introduction
Sexual and Reproductive Health
Reproductive Health is defined as “state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity, in all matters relating to the reproductive system, its
functions and processes” (1). Accordingly, Sexual Health is defined as physical, emotional, mental,
and social wellbeing in relation to sexuality (2, 3). Sexual and Reproductive Health (SRH) involves all
sexual and reproductive processes and functions of an individual, in all stages of life and therefore
consists of diverse components, including Puberty, maternal care and delivery, family planning,
sexually transmitted diseases, HIV/AIDS, (safe) abortion, infertility, cancers of reproductive system
and menopause (1, 4). Other issues such as sexual and gender-based violence are also considered as
components of SRH, due to their impact on SRH of victims (5, 6).
The right to health, which has been endorsed in the article 25 of universal declaration of human
rights (7) and several international and regional treaties (8-11) is universal right of all human beings .
According to the plan of action of the UN committee on Economic, Social and Cultural Rights, one of
the factors which ensure the right to health, is health care (12). According to this plan, the health
care services should be available, accessible and acceptable and have sufficient quality (12). Since
SRH is a component of overall health for all human beings (13), SRH care should also be available for
all people and should meet the mentioned criteria (4, 14). Despite this right, there are subpopulations who do not have equal access to these services and whose rights are violated (15). One
of the sub-populations are People who Use Drugs (16).

People who Use Drugs and SRH
The phrase “People who Use Drugs (PUD)” refers to people who use different substances recurrently;
whether illicit drugs or prescribed and over the counter drugs (17). Male and female PUD have SRH
needs, such as all other individuals in the society. Moreover, they have greater vulnerability to SRH
ill-health and specific SRH needs. These specific needs can be the result of their involvement in risky
behaviors, such as sharing needles in Injecting Drug Users or high risk sexual behaviors, which can
happen due to impairment of judgment of PUD (18). In addition, some PUD sell sex in order to
procure drugs (18) which can have other consequences including higher risk of being victim of sexual
violence (19).
Another reason for specific SRH needs of PUD is the effect of drugs in their bodies. Female PUD show
higher risk of reproductive complications comparing to other women, including infertility, repeated
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miscarriages, premature deliveries and higher risk on reproductive tract infections (20, 21). For
instance the results of a hospital-based retrospective cohort study in USA, suggested that women
who use cocaine have 38% higher risk on miscarriages (22). Another example is the possible
interaction of drugs with contraceptives in body (23). Furthermore, the SRH complications can be
caused by other hazardous habits which are accompanied with drug use, such as smoking. For
instance women, who smoke in preconception period have 1.2 to 3.6 relative risk for infertility and
the ones who smoke during pregnancy have 20% to 80% higher risk of miscarriage comparing to nonsmokers (24, 25).
Despite the specific SRH issues of PUD, conducted studies suggest different barriers in their access to
SRH services. One of the barriers is facing discrimination or exclusion while seeking services. A
pregnant woman who uses drugs might face stigma being blamed as immoral. High level of stigma
can affect this population’s utilization of available services. (23). Another barrier in access to services
is financial. For instance in Kyrgyzstan, pregnant women who want abortion cannot access free of
charge services and therefore should wait for a long time, until it is too late for safe abortion (26).
Furthermore, PUD may reject using available general services, due to the fear that their drug use
being identified by service providers, and consequently facing threats by police or other legal
references, such as child protection services (23, 27).
One of the international projects, which aim to ensure health and rights for key populations,
including PUD, is “Bridging the Gaps” (28). It is a joint project of a network of Dutch NGOs, global key
population’s networks and grassroots NGOs. Under this project, the specific programs for PUD are
being implemented in eight countries, including: Georgia, Indonesia, Kenya, Kyrgyzstan, Nepal,
Pakistan, Tajikistan and Ukraine. The Dutch NGOs which are responsible for this component, AIDS
Foundation East-West (AFEW) and Mainline Foundation, have planned to include SRH in their future
projects.
So far, limited number of studies has been conducted on SRH needs of PUD in these eight countries.
Although many studies have been performed on STIs and HIV/AIDS in this population, other aspects
of SRH have received little attention. In addition, the status of available services for this group in
these countries -if any- is not known. The aim of this study is gaining insight into the key informants’
opinion on the SRH needs of PUD and current status of SRH service delivery to them in the eight
countries: Georgia, Indonesia, Kenya, Kyrgyzstan, Nepal, Pakistan, Tajikistan and Ukraine. The results
of the study will contribute to preparation of an intervention plan to promote SRH services in the
mentioned countries.
3

Methods
In this study, a qualitative approach was used for conduction of Key-informants needs assessment.
The key-informants technique, which was originally used in ethnographic studies, is now being used
in other fields as well (29) and is one of the traditional needs assessment approaches, applicable in
the health sector. In this approach, the data is acquired from key informants who are professionally
or organizationally in a position that have knowledge about needs and characteristics of the studied
population (30, 31).

Theoretical framework
The approach used in this study was right-based approach, which emphasized that every human
being should have the right to enjoy the highest attainable level of health. To operationalize this
approach, the model of “the right to health”, adopted by the UN committee on Economic, Social and
Cultural Rights was used (12). According to this model, which is presented in figure 1, one of the
fundamental components that ensures the right to health, is health care. The health care services
should meet certain criteria. Firstly they should be available, which means that the services, facilities
and needed equipment should be adequate in number and health programs should be in place. The
second criterion is accessibility of services. The services should be accessible for all individuals, in
terms of physical distance, price (affordability) and willingness to provide services to everyone
without discrimination. The third characteristic of health care services is acceptability. The facilities
and programs should respect the medical ethics and cultural values of the clients. They should also
consider the demands of both men and women in all stages of life. The last essential criterion is
sufficient quality of facilities and services. The application of this model for development of research
questions and sub-questions of this study has been illustrated in annex 1.

Figure 1: Model for the Right to Health
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Study population and sampling
The method for selection of the first participants of this study was purposive sampling. Based on this
method, which is mostly applicable in key-informants studies, the researcher determined what is
needed to be known and afterwards selected people who had the needed information and were
willing to cooperate with the study (32, 33). The first participants were recognized and recruited with
assistance of AFEW and Mainline offices. Another method of sampling was snowball method. In this
sampling method, additional informants were identified during the process of research, or were
introduced by former respondents (34). In total, eight interviewees were recognized based on this
method.
The participants were selected among the experts of the eight countries, who worked at the local or
national harm reduction NGOs. Besides, two experts from regional and international harm reduction
organizations were recruited. They had overarching view on the studied issues and had experiences
in a number of the studies countries. All of the respondents had direct contact with PUD and
therefore, were aware of their specific SRH requirements. Furthermore, due to their professional
positions, they had extensive information regarding the status of the available SRH services. A
number of these experts were ex- or current drug user. This assisted in obtaining the information
from an insider perspective.
In total 26 people participated in this study. All of the respondents were invited by email. The form of
informed consent was sent to all of them before the interview or FGD. They were asked to read the
content of the form. But the consent was obtained orally, during the FGD and interviews.

Data collection
The data collection took place in April and May 2014. The qualitative techniques used in this study,
were semi-structured interviews and a FGD. During the interviews and FGD, an interview guide was
used. This promoted the consistency during the interviews and increased the reliability of the
findings (35). The interview guide was developed, based on the theoretical background of the study
and research question (Annex 1).
In total 181 people were interviewed (table 1). Sixteen of the interviews were conducted by the
researcher through Skype. These interviews were mostly in English; three of them were carried out
with assistance of a translator. The people who acted as translator were experts, who already

1

In one of the interviews 2 people were interviewed at the same time, due to poor internet connection.
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participated in the study, were familiar with the process of the interview and were fluent in English
and the second language. The two other interviews were held by the employees of the regional
AFEW offices and were translated into English. All of the Skype interviews were recorded, using a
voice recorder and was later transcribed verbatim. The duration of the interviews was from 41 to 67
minutes.

Table 1: number and gender of participants per country
Countries

No. FGD Participants

No. of interviewees

Female

Male

Georgia

1

2

1

2

Indonesia

1

2

2

1

Kenya

1

2

1

2

Kyrgyzstan

1

2

3

0

Nepal

1

3

2

2

Pakistan

1

2

0

3

Tajikistan

1

2

1

2

Ukraine

1

1

2

0

Regional organizations

-

1

1

0

International Organizations

-

1

1

0

Total

8

18

14

12

Another qualitative technique in this study was a FGD, with participation of eight experts from the
countries (table 1), who were present in Amsterdam, to participate in the partner meeting of the
bridging the gaps project. During the FGD, the researcher acted as moderator and one of the interns
assisted as note-taker. The FGD session took 75 minutes; was recorded and later transcribed
verbatim.
During the FGD, the participants discussed the answers to the questions and the information
collected during the discussion, was used for answering research questions (36). The value that FGD
added to this research was the interaction between the participants and dynamic of the group. This
gave the researcher a better overview of the participants’ opinions on the topic (37, 38) and resulted
in gaining a better understanding of the similarities and differences between the eight countries, in
terms of SRH requirements of PUD and barriers in SRH service delivery to them.
In the FGD, two main topics were discussed. The first one was required SRH services for PUD. The
participants were asked to prioritize three SRH services which are mostly needed by PUD in their
6

countries. They were also asked to determine which services are less needed. The controversial
answers were discussed with the participants. The second subject was barriers in the access of PUD
to the available services. They were asked to imagine that the services are fully available in their
countries and think of potential barriers that hinder access of PUD. The similarities and differences
between countries were discussed.

Analysis
The data was analyzed, using software MAXQDA® 11 (VERBI GmBH). The method used for analysis of
data was thematic analysis. This method, which has a descriptive and explanatory orientation, was
used for identifying, analyzing and reporting patterns of meaning and themes (39, 40). The analysis
was guided by the theoretical framework and core concepts of the study (annex 1).
The process of data analysis was performed in six stages. At the first stage, the data was read
repeatedly. The close and repeated reading led to familiarizing with it (39). Afterwards, the initial
codes were produced from data. This was an iterative process and after recognition of a new code,
the whole dataset was reviewed.
In the next step, the themes were recognized. A theme is a pattern of meaning, which captures an
important issue in relation to the research question (39). To identify themes, the similar codes were
grouped together and were clustered into sub-themes and core themes. At the fourth stage, the
themes were reviewed and the ones which did not have enough supporting data were merged in
other themes. It was taken into account that the data under each theme to be homogenous and
cohere together meaningfully (39). When a satisfactory thematic map of data was produced, the
themes were named, defined and the analysis of each theme was written. At the last stage, the
results of the study were written, considering the relation of themes together and to the research
questions (39).
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Results
After analysis of dataset, six main themes were recognized. The themes consisted of: specific SRH
needs of PUD, availability, accessibility, acceptability and quality of services and recommendations.
Below, the description and explanation of each theme is presented.

Specific SRH needs of PUD
The respondents believed that PUD need “as many services as possible”-R3. However in prioritizing
the services, the most important ones were: need for information, STI/HIV prevention and condom
promotion, maternal health, family planning, sexual violence and SRH services for adolescents.

Need for information
More than half of the interviewees believed that lack of information of PUD on their specific SRH
issues is one of the most important problems and therefore providing information to this group was
one of their priorities. Many of PUD do not have any information regarding the effects of different
drugs on their reproductive system. For instance, they are not aware of the effects of drugs on the
fetus in a pregnant woman or are not aware that they can give birth to healthy babies, despite using
drugs or living with HIV/AIDS. According to the respondent from the international organization
International Network of Women who Use Drugs (INWUD)2:
“in these countries, most women who use drugs do not know about heroine effecting menstrual cycle
and you can still get pregnant, even if your period stops.”-R10
“So they aren’t aware of the support they can get around prevention of the mother to child
transmission; they might not be aware if there is potential to get a hold of post-exposure
prophylaxis.”-R10
In addition to the lack of information on SRH, health is not one of the priorities of PUD, as they have
many other concerns, such as earning money and obtaining drugs. They need to have awareness on
the importance of health. One of respondents confirmed:

2

INWUD: International Network of Women who Use Drugs
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“It is very hard to work with women IDUs3 because health for them is like the last priority. […] she has
a lot of symptoms of STIs but she doesn’t see it… that she has to go somewhere…, to a doctor and
take a pill; because she only thinks about drugs.”-R1

STI/HIV prevention and condom promotion
In prioritizing the services, the most recurring issue was prevention of HIV/AIDS, STIs and condom
distribution/promotion. Although condom distribution is one of the basic activities, which is being
implemented in the harm reduction programs, there is still need for more similar activities. Many of
PUD do not practice safe sex and do not use condoms. This leads to huge risk of transmission of HIV
and STIs. According to one of the respondent from Pakistan:
“[…] but the main problem that we usually encounter when we are dealing with them (male IDUs) is
that they do not use condoms. Such a large number of people who inject drugs, they do not use
condom and most of them reported that in their last sexual activity they did not use condoms. So this
is I think, the main reason of…, once again in, propagation of HIV virus and STIs as well.” –R5
In condom promotion programs, special attention should be paid to female condoms. Respondents
believed that many female PUD are in a weak position that makes them unable to negotiate safe sex.
Therefore promotion and distribution of female condoms might be a solution for this group.
The other required service, recognized by participants, is prevention of mother to child transmission
of HIV/AIDS. This is a specialized service, which is specifically needed by female PUD who live with
HIV/AIDS. This service cannot be directly provided by SRH service providers. In order to make it
available, the harm reduction centers should have collaborations with national HIV/AIDS programs.
According to the respondent from INWUD:
“They (harm reduction centers) must have link to, if not provide onsite…, have link to prevention of
mother to child programs.”-R10

Maternal health
One of SRH services specifically important for female PUD is maternal health. Respondents confirmed
that different drugs have some effects on the women’s physiological cycle. For instance, heroin can
interrupt the menstruation cycle. Despite this interruption, the woman can become pregnant. This
will lead to late diagnosis of unwanted pregnancies. Moreover, different drugs have some effects on

3

IDU: Injecting Drug User
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the fetus. A pregnant woman who uses opiates should start substitution therapy as soon as possible,
in order to prevent effects on fetus. If the mother continues using drugs during pregnancy,
abstinence syndrome will occur to neonate. This infant needs immediate medical interventions to
stay alive. Therefore maternal health services, including prenatal care, safe delivery and post-natal
care are one of the important services for female PUD.

Family Planning
Need for family planning services, was among other requirements, which was raised during the
interviews and FGD. The specific complication related to family planning is the possible interaction
between contraceptives and the drugs that women use. For example, one respondent mentioned:
“Women who use drugs often take different drugs…, sometimes they are on this… opioid substitution
treatment; and when doctor decides which contraceptive she needs to prescribe to the patient, doctor
should keep in mind the possible interactions and this is specific.”-R13

Sexual violence
One third of interviewees believed that sexual violence against female PUD, is one of the problems,
which deserves special attention. They mentioned that female PUD may be sexually harassed by drug
dealers, police and hospital staff. They had contrary ideas regarding the stimulating factors of
violence. Some of them believed that sexual violence mostly happens to sex workers who use drugs
and some others said this issue is more associated with single female users. The rest of them
mentioned it can happen by intimate partners. They believed that women need to know how to
prevent sexual violence. Besides, the harm reduction programs should have a link with specific
programs on violence and emergency housing centers.

SRH for adolescents
A number of respondents mentioned that there is a need to provide SRH services to adolescence.
This is specifically needed, in countries where the age of first drug use is in the adolescence and there
is no systematic sexual education at schools. Respondents said that adolescents suffer from lack of
information on condom use, contraceptives and other SRH issues. They are not allowed to utilize
general SRH services without consent of their parents. In these countries there is an accurate need to
provide SRH information and services to this group.
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Sexual dysfunctions
A limited number of participants talked about sexual dysfunctions in male PUD. They believed that
different drugs have different effects. Besides, each person might react differently to the same drug.
“Some people on amphetamines might have multiple sex partners in a party night and other people
won’t. Some people on heroine find that their libido is affected in a positive way; some people find it
is negative.”- R10
However they suggested psychological support for overcoming this problem in PUD.

Availability of SRH services
The first component of ensuring the right to health is availability of health care services, which means
that the services, facilities and needed equipment should be adequate in number and health
programs should be in place. In almost all of the studied countries, some SRH services are being
delivered within the harm reduction projects. The scope of these services is very small and in
addition to HIV prevention and condom distribution, includes sporadic distribution of pregnancy
tests and limited number of medicines for treatment of STIs such as metronidazole. Only one of the
respondents from Georgia confirmed that there are some harm reduction NGOs in this country,
which provide gynecological services to female PUD, some hours per week.
In all of the countries, the PUD generally go to general health centers for receiving SRH services.
These centers differ per country and include general hospital, community clinics, narcotic centers,
poly-clinics, gynecologist offices, HIV/AIDS centers or maternity clinics. These centers may belong to
government, private sector or NGOs. The general health facilities are available in all of the studied
countries. However, in some of the countries, such as Indonesia and Kenya, the number of centers
and health care professionals or the range of services might be limited. This is illustrated in the
following quote from one of the Kenyan respondents:
“Commodities are there but are limited. Because what you find in SRH…, I mean there are only male
and female condoms. But we don’t have contraceptives and other family planning services.”-R18

Accessibility of SRH services
Different barriers can hinder access of PUD to available services. The most important barriers, which
were raised in discussions, were financial inaccessibility, geographical inequality, discrimination and
legal barriers. Although in this study, PUD were considered as one group, some specific barriers were
11

raised in the dataset, which were specifically related to some sub-populations within this group, such
as women and adolescents. Therefore, two sub-themes of ‘access of women’ and ‘access of
adolescents’ were recognized under this theme. The specific barriers, which hamper access of these
two sub-populations, have been presented under these sub-themes.

Financial inaccessibility
One of the dimensions of accessibility is financial accessibility or affordability of services. In some of
the studied countries, the primary SRH services are free of charge or available with minimum costs,
which is affordable for this population. The range of these services differ per country and can
encompass condom distribution and HIV/AIDS counseling and testing to very limited STI tests and
treatment and regular prenatal care visits. Also the organizations which provide these services differ.
In some of the countries, the government provides free of charge or affordable services while in
other countries, NGOs take this responsibility, with support of different international organizations
such as Global Fund. However, as already mentioned, these free of charge services are not available
in all countries.
There are also some problems associated with utilizing free of charge services, which are made
available by International organizations such as Global Fund. These services are delivered only for key
populations such as PUD, MSM and sex workers. In order to utilize these services, the clients should
open up their status and declare that to which group they belong. According to respondents, one of
the barriers in utilizing these services is hesitation of PUD to declare that they belong to this
population. Specifically in smaller cities, where people mostly have stronger societal ties, PUD are
afraid of being recognized, by utilizing these services.
The other option is utilizing SRH services, delivered by private sector. In all of the countries, these
services are financially not affordable for PUD. For instance in Georgia:
“The general population can use the wide variety of different services with different prices starting
from quite middle prices to very high but frankly drug users do not afford those services.”-R3
The other dimension of financial affordability is inequality in prices. Although the majority of PUD are
less privileged, in some countries they are forced to pay even for the free of charge services. This
issue was raised in one of the interviews and was referred to as “bribing”.
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Geographical inequality
Geographical inequality is one of the other barriers in access to services. The respondents from all of
the eight countries believed that there is huge inequality between rural and urban areas and
between bigger and smaller cities, in terms of access to health care services. Although the
geographical inequality affects the whole population, it has more effects on PUD, as PUD are less
privileged to travel to bigger cities to access services.
”If (in big cities) they refuse to give them (PUD) services in one medical facility, they can try to go to
another. And in smaller towns they have, like…, one regional medical establishment and they have to
go there; to pay some money for transportation…, for bus and to go there and unfortunately they
don’t have many choices to decide where to receive services.”-R2

Discrimination
Another dimension of accessibility is refusal of health care professionals to provide services, due to
discrimination. At least half of the respondents believed that the health care providers in their
countries may refuse proving SRH services to PUD, because of having stigma towards this group.
According to one of the experts from Eurasian Harm Reduction Network (EHRN), in most of the
studied Central Asian and East European countries: “women who use drugs cannot get into the
maternity clinics, because of the basis of drug use. If they are using drugs, maternity clinics do not
take them…, on that basis. In case maternity clinics take these women, they do not provide them with
necessary drug dependence treatment.”-R13

Legal barriers
Another barrier in access to SRH services is the issue of ID card and other needed legal documents. In
many countries, people have to show their ID cards or patient cards to be able to use different
services. Many PUD are not in possession of ID cards or are not willing to show them, because of fear
of further legal consequences. This happens especially in countries where drug use is illegal.
According to one of respondents:
“[..] because drug use is illegal and of course this is why people don’t want to show their ID cards. I
show my ID card and I am saying I use drugs, I can easily putting to jail for 3 years.”-R3
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Barriers in access of women
Specific barriers in access of women to services include dependency to male partner, children and
their limited mobility.

Dependency to male partner
In the studied countries, many female PUD have partners who use drugs as well. In this situation, it is
the responsibility of the male partner to obtain drugs. Also the male partner mostly goes to harm
reduction center to receive needle, syringe and condom for both of them. Therefore female PUD do
not see the necessity to go to harm reduction center. In some cases, even if the female PUD wants to
go to the center, she will not be allowed by the male partner or her family.

Children
The other barrier in access of female PUD is their responsibility for taking care of children and doing
the household. They cannot leave the children at home to go to the center, because there is no one
to take care of them. Also they cannot take children to the center, since the centers do not provide
child care services.

Mobility
The next barrier is lack of mobility of women in some countries. According to respondents of Pakistan
and Nepal, women cannot move in the society unaccompanied. This is because of specific cultural
issues and social norms. Therefore they do not have the opportunity to go to the harm reduction
centers. According to these respondents:
“Most of the (female) clients…, they hide in the houses only”-R9 (Nepal)
“The mobility is a challenge for women. They live in different areas, is very cultural society. […] it is
difficult for women to move from their places.”-R14 (Pakistan)

Access of adolescents
Some of the respondents mentioned that the age of first drug use is very low in their countries. For
instance according to the respondents of one of the countries, drug use starts mostly between 13 to
15 years of age. In these countries, adolescents face some specific issues which hamper their access
to services, including legal barriers and their lack of intention to utilize services.

Legal barriers
14

In some of the studied countries, there are some legal barriers in providing services to adolescents.
When this group of PUD goes to the harm reduction center, they need to have the consent of their
parents or guardians. This will limit their access to the services.

Lack of intention
The other problem in some countries is that this sub-population do not consider themselves as PUD.
In order to utilize the harm reduction services, first they have to admit they are drug user and need
these services. But adolescents do not admit this fact and prefer to avoid the centers, which are
intended for adult PUD and IDUs.

Acceptability of services
Acceptability of services was one of the other recurring themes in the dataset. According to the
respondents, issues that make services unacceptable for PUD include stigma and lack of trust of PUD
to confidentiality of services. The presence of the above-mentioned issues will lead to lack of
intention of PUD to utilize services. In addition, there are some issues which make the services
specifically unacceptable for women. Therefore, under this theme, the sub-theme ‘acceptability of
services for women’ was recognized. The issues which make services specifically unacceptable for
women have been presented under this sub-theme.

Stigma
According to all respondents, using drugs is associated with stigma in the studied countries. Being
stigmatized can occur by service providers and/or other clients of the services. Regarding Stigma in
service providers, respondents had contrary ideas. Some of the respondents of Indonesia, Nepal and
Pakistan believed that health service providers do not stigmatize PUD, as they had never received
any complaints in this regard. For instance one respondent from Pakistan mentioned:
“Considering that we are working in more than 35 districts in Pakistan, until now, we haven’t received
any single complaint from the common hospitals.”-R5
However, all other respondents (including other respondents of these three countries) believed that
health care providers stigmatize PUD. Some respondents mentioned, although stigma exists
everywhere, there is more stigma in health care providers of rural areas and smaller towns
comparing to big cities.
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Being stigmatized by health care providers may have different consequences. The most important
result of stigma is that PUD do not intend to utilize services. As one of respondents said:
“The other issue is that, because of that high stigma and discrimination, women who use drugs do not
want to contact those doctors and they prefer to… just not go and visit them and that is also not very
good.”-R13
The other outcome of stigma is that PUD will try to hide their drug use status from service providers
and therefore, they may not receive appropriate interventions. This issue is well illustrated in the
following quote:
“Or at least they would not say they are drug users, which might affect the tailored services they
might be getting from this particular service provider, if they hide that they are drug users.”-R3
Being stigmatized may also happen by other clients of the services. According to respondents, this
issue happens at the general settings, where the other clients are from general population. This will
make the services unacceptable for PUD and will lead to their lack of intention to utilize services.

Lack of trust
The last barrier which makes the services unacceptable for PUD is lack of their trust to the
confidentiality of the services. This issue was raised only in one of the interviews. Due to the lack of
trust, the PUD would rather hide their identity or hide their status of using drugs and in case they
have to reveal that, they will prefer to avoid using the services. This respondent said:
“The other barrier is that they don’t trust the health service providers, to keep their data, or their
identity in secret. They lack trust to service providers. They are afraid to make open their identity.”-R6

Acceptability of services for women
The issues which make the services specifically unacceptable for women include: gender related
issues, self stigma and forced interventions.

Gender related issues
The first issue related to gender, which is associated with unacceptability of services, is gender
stigma. Although the whole PUD face stigma from heath service providers, women may face more
stigma. Almost all of the participants from East Europe, Central Asia and Kenya believed that there is
more stigma associated with female drug use than men who use drugs. However the participants
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from Indonesia, Nepal and Pakistan believed that although the general population may stigmatize
female PUD more than male PUD, health care professionals do not stigmatize this group comparing
to male PUD. According to one of Pakistani respondents:
“As far as the government hospitals are concerned, they are not doing that (gender stigma), because
we have not received a single case (complaint).”-R5
The same respondent mentioned:
“Yes, stigma can happen outside the hospitals (towards female PUD)…, because that is the general
population.” –R5
The female PUD may also be stigmatized by the other clients of the harm reduction services, namely
by male PUD. This will encourage women to hide their drug using status and not o utilize harm
reduction services. This issue is illustrated in the following quote:
“Because it is even discrimination from men who use drugs side in those countries; not only from
general population… but also men who use drugs have a negative attitude towards women who use
drugs in those countries.”-R13
Another gender-related issue associated with acceptability of services is respecting the specific needs
of different gender groups. According to the respondents, a large proportion of female PUD do not
use any service, including the harm reduction services, because the available services do not respect
their specific needs. The services are the same for male and female and are not tailored for them.

Self stigma
According to respondents, self blaming, hesitation, being shy and embarrassed, feeling guilty, or in
other words self stigma, is one of the most important barriers which is mostly associated with female
PUD. Since in many societies, it is more acceptable for men to use drugs, women who use drugs feel
guilty and blame themselves. As a result of this feeling, they expect themselves to be stigmatized and
this makes the services unacceptable for them. According to one of respondents:
“[…] they would expect themselves to get that kind of attitude (being stigmatized). That is very
important…, self stigma and self blaming…. SO if they disclose their status of being drug user, they
would expect different attitude and from very beginning they would behave like: I am so sorry.”-R3
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Forced interventions
The last barrier in acceptability of services is forced interventions for women and lack of respect to
their reproductive rights. This issue happens especially when female PUD become pregnant. Most of
health care providers believe that female PUD are not entitled to have children. Therefore, mostly
advise them to do an abortion and even in some cases force them to it. As a result, many female PUD
prefer to ignore using the services. According to one of respondents:
“Very often gynecologists, when they see that the woman who uses drugs is pregnant they refer them
for abortion and do not leave any other alternatives.”-R10

Quality of SRH services
In assessment of the quality of services, four important factors were raised. These factors were lack
of knowledge of service providers, lack of guidelines, effect of geographical location of the facility on
the quality and effect of the organization which provides service on the quality.

Lack of knowledge of service providers
The first factor in the quality of services was knowledge of health care professional on specific SRH
needs of PUD. Most of the respondents believed that in their countries, the majority of health care
providers do not have enough knowledge to manage specific SRH issues that PUD may face. The
following quotes confirm this:
“I have never met a doctor in Tajikistan that has specific knowledge on… for example on how to work
with pregnant women who are using drugs.”-FGD respondent 6
“And one of the other issues is a big and huge problem… that’s gynecologists’ lack of knowledge
about those specific issues. For example what kind of contraception they need to provide to women
who use drugs.”-R13
In some countries, such as some regions of Indonesia and Kyrgyzstan, limited number of providers
has been trained on the SRH issues of PUD, but still these trainings are limited to some specific
regions in each country and are not implemented at the national level. For instance in Indonesia:
“they started with few local community clinics like…, for example in “Samarinda”, there are only less
than 10 community clinics that the services providers are given the knowledge about specific needs of
people using drugs”.-R4
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Lack of Guidelines
The other important factor in the assessment of the quality of services is implementation of
guidelines in all medical practices. According to respondents, the specific guidelines on the
management of the SRH complications of PUD have not been developed yet. Only one of the
respondents from Kyrgyzstan believed that guidelines have been developed in this country, but are
not implemented yet. She said:
“Three years ago they prepared guidelines to work with sexual and reproductive health. Until now
these modules are not working there.”-R1

Geographical location
Some interviewees believed that the health care professionals of the facilities located in the big
cities, might have more knowledge on the management of SRH issues of PUD. But in small cities and
rural areas, the professionals do not have sufficient knowledge. Thus the quality of SRH services in
bigger cities is higher, comparing to smaller cities and rural places. One of respondent mentioned:
“Then, in small towns… the personnel of small medical facilities do not know about addiction, do not
know how to provide support for pregnant drug users.”-R2

Service provider organization
The association between the quality of health care and the organization which provides service was
raised in one of the interviews. The interviewed expert believed that the quality of services at the
private and non-governmental centers is higher than governmental facilities. He mentioned:
“it depends on what service we are talking about, if we are talking about private service providers,
those which are expensive, yes; most of them are trained and manage (SRH complaints of PUD) very
well. On the other hand if we go to the government service, you will see people who are formally
trained, but are not interested in working; because they work for the government. On the third side
you see NGO clinics, like Family Planning Association of Pakistan for example. And they would be very
well trained.”-R14
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Recommendations
The recommendations that have been provided in this section are divided into policy-making and
implementing levels. They are based on the discussions with the respondents of the study and are
categorized, prioritized and interpreted by the researcher. When the recommendations are
consistent with available literature, the references are reported and the ones that are merely based
on the literature are made clear.

Policy-making level
At the policy-making level, the organizations are recommended to plan some activities to change
policies and prepare a suitable ground for provision of SRH services for PUD. The recommended
activities at this level include mapping stakeholders and advocacy. These activities aim to facilitate
development of SRH services for PUD at the national level.

Mapping stakeholders
The partner organizations are recommended to map stakeholders, including governmental,
nongovernmental and private SRH providers, organizations active in the field of PUD, organizations
involved in the area of legislations on drugs and international organizations work on SRH or PUD. In
the process of mapping, the activities of each organization should be specified and the gaps should
be recognized. This will assist in recognition of potential allies.

Advocacy
One of the most important activities, that should constantly be implemented, is advocacy. Partner
organizations should advocate for the rights of PUD. Since these organizations work at different
levels (local, regional, national), the scope of their advocacy activities might differ. However the main
goal of advocacy is the same: recognition of PUD as members of society, who have similar human
rights, including the right to health and changing the legal barriers in their access to health services,
such as compulsory submission of ID cards. In addition, advocacy campaigns should be implemented
for raising awareness of general population on rights of PUD. According to experiences of some of
the respondents and based on literature, one of the advocacy strategies can be documenting the
stories of PUD and difficulties which have happened to them as a result of violation of their right to
access SRH services (41). For this purpose, media can be used, including internet and social networks,
radio and television and newspapers.
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It is also recommended to advocate for training of health care providers on specific SRH of PUD. The
trainings can be included in the curriculum of the medical universities and refreshing training.
Development and implementation of the guidelines on SRH of PUD should also be advocated.

Implementing level
At the implementing level, the organizations should plan and implement activities to ensure
appropriate access of PUD to SRH services. In this section, recommendations have been presented on
training of partner NGOs, provision of basic SRH services, provision of advanced SRH services,
separation or integration of services, training of health care providers, strategies to reach PUD,
empowerment of PUD and supportive activities. In addition, specific recommendations have been
provided for provision of SRH services to sub-populations within PUD, including women and
adolescents.

Training of the partner NGOs
One of the most important priorities is training of staff of the partner NGOs on specific SRH issues of
PUD. Literature has also recommended this issue (41). The partner organizations are mainly active in
the field of harm reduction. Although the staff has extensive awareness on harm reduction activities,
including prevention of HIV and condom use, they might not have information about specific SRH
issues of PUD. Lack of information of the staff was also recognized during this study. Some
respondents of this study didn’t have information on abstinence syndrome or were not aware of the
fact that women who use heroin can become pregnant despite interruption in their menstruation
and they interpreted this disorder as infertility.
When an organization plans to include SRH in its services, all of its employees should be trained.
Managers and program staff should be trained to understand the importance of SRH in general,
understand the specific SRH issues of PUD, change their attitude in planning future programs,
advocate for SRH of PUD and understand importance of training of all staff members on SRH of PUD.
The harm reduction staff, social workers and peer educators should also be trained to understand
effects of drugs on SRH of PUD, complications which may happen during pregnancy and delivery and
specific care needed in this period. Besides, they should receive extensive training on HIV and STI
prevention and condom promotion.

Provision of basic SRH services in harm reduction centers
It is advised to provide basic SRH services in harm reduction centers. These services should include
information on SRH issues, distribution of male and female condoms, instructions on condom use
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and pregnancy tests. Pregnancy tests are specifically needed to diagnose pregnancy in women whose
menstruation period is interrupted due to use of drugs. These services are the most essentials ones
and are minimum SRH requirements that can be provided by social workers or harm reduction
workers (41). Quick STI tests are among other services that can be provided. However, in the
literature it has been recommended to provide syndromic treatment of STIs in harm reduction
settings, without time consuming laboratory confirmations (41).

Provision of advanced SRH services
Respondents of this study had quite various ideas about the priority SRH services, in addition to
minimum basic requirements which were mentioned before. Per country, the discussed priorities
differed. Moreover, sometimes the respondents from the same country had different priorities.
Therefore, it is recommended that, when the financial and human resources are adequate, the SRH
services which were discussed in the results section 4 to be provided. These services include
information on SRH, STI/HIV prevention, condom promotion, maternal health, family planning,
sexual violence and SRH services for adolescents. If due to the financial restrictions, limited services
can be delivered, it is advised to conduct a needs assessment with participation of PUD to determine
which services are mostly needed. Besides, the desired criteria for services should be discussed with
this population. Focus Group Discussion is one of the advised techniques to discuss these issues with
PUD. In conducting any needs assessment, specific attention should be paid to the sub-populations
within PUD, such as IDUs, women, sex workers and adolescents and representatives of all sub-groups
should participate in the assessment.
In provision of advanced SRH services, it is advised to deliver them at harm-reduction centers. One of
the possibilities is recruiting health care professionals (based on the country can be midwives,
gynecologists, urologists, reproductologists, dermato-venerologist…) to be present at the harm
reduction center for some hours per week and to offer their services in that location. The costs of
these services should be paid by the harm reduction center.
When provision of onsite SRH services is not possible, harm reduction centers can build a
collaborative relationship with general SRH facilitates. It can be in the form of a contract or
memorandum of understanding between the harm reduction center and the general SRH
center/specialists. However, even if the SRH services are provided onsite, the referral system should
be built for people who need further specialized services. In all of the above-mentioned cases, the
services should be delivered to PUD free of charge or with minimum affordable costs. In addition,
4

Under heading: Specific SRH needs of PUD
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collaboration should be built with shelters for victims of sexual and domestic violence; because some
of these centers do not admit female PUD.

Integration or separation of services
The respondents of this study provided us with contrary recommendations on provision of advanced
SRH services in a separated center for PUD or integration of advanced SRH services for PUD into the
general facilities. They named different advantages and disadvantages for both strategies. The
respondents who recommended integration of services believed that the advantages of this strategy
are reducing stigma and discrimination, including self-stigma, giving PUD equal rights and
opportunities as other people and reducing barriers and limitations of their access to all services. This
group believed that provision of services in separate centers has some disadvantages. One of the
most important disadvantages is increasing stigma and discrimination. PUD will be labeled as they
walk through the door and this will create a basis for stigma. The other disadvantage is that
separation of services will limit access of PUD to the general services and will create more obstacles
for them.
In contrast to this group, other respondents recommended provision of services in separate centers
for PUD. They believed that the most important advantage of separation is provision of services in a
safe place, without stigma and discrimination, while integration of services has some disadvantages
such as high workload and waiting time at the general centers. They believed that the general health
care facilities are mostly crowded and clients should wait for a long time. It is not tolerable for PUD
to wait for a long time and this may discourage them to utilize services.

Training of health care providers
The harm reduction organization may decide to provide onsite SRH services and refer PUD for
specialized services or may collaborate with SRH centers. In all of these situations, health care
providers who are responsible for delivering services to PUD should be trained on the specific SRH
issues of this population. Special attention should be paid to training of health professionals on
maternal care, opioid substitution therapy during pregnancy and management of abstinence
syndrome in newborns. Furthermore, they should be trained on the rights of PUD and to avoid
stigmatizing or discriminating them. However, it should be taken into account that these trainings are
small-scaled and are not sustainable. The ideal situation is inclusion of the specific SRH issues of PUD
in the curriculum of the medical universities and in refresher trainings.
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Strategies to reach PUD: peer-outreach workers
One of the advised strategies to reach PUD is outreach activities. The outreach services can include
provision of basic SRH services, raising awareness of PUD and short consultation on their SRH issues.
The most important component of outreach activities is inviting PUD to harm reduction services,
giving them extensive information on the available services, their prices and the criteria of the
services (for instance that they do not need to submit their ID cards or reveal their identity). The
outreach workers should go to the using sites of the PUD, to the places where they gather or in case
the cultural and social issues allow, can go to their houses. It is highly advised that the outreach
workers be selected from current or ex-PUD. PUD will trust their peers better and will share their
problems with them. Also, it is worth emphasizing that outreach workers should be from same sex.
Some countries have already recruited outreach and peer-workers for their activities. One of the
associated problems is lack of awareness of peer workers or their incorrect information. Therefore
the literature has recommended at least monthly educational sessions for peer workers, in addition
to the educational courses at the beginning of their recruitment. This will educational sessions will
empower and educate them and will give them the opportunity to share their experiences with the
group (42).

Empowerment of PUD
Another important activity is raising awareness of PUD and empowering them. They should become
aware about their rights and the right to health. They should be encouraged to seek health services
with confidence and without self-stigma. Furthermore, they should be trained on their reproductive
system, sexuality and sexual risk behaviors5.

Supporting activities
Some harm reduction centers provide supportive services to PUD; for instance by accompanying
them to the health center. The person who accompanies PUD will make sure that the service
provider does not stigmatize them and will assist in the communication between PUD and health
care provider. Moreover he/she can assure that PUD will benefit from health services with minimum
costs. This strategy is advised at the first stages, when the links between harm reduction and SRH
centers are not built yet and also for harm reduction centers which have limited number of clients.
However, it should be taken into account that this strategy is not sustainable.

5

This is already explained in the essential needed services

24

Another supportive activity is providing transportation for PUD. This is especially effective in
countries where geographical inequality is a barrier in the access of PUD to SRH services. In this
situation, harm reduction center can provide transportation means for groups of PUD, who want to
go to the center.

Specific recommendation for sub-populations
As already mentioned in the results section, in this study, PUD were considered as one population.
However there are some specific barriers that make the services specifically inaccessible and
unacceptable for some sub-populations, such as women and adolescents. In this section the
recommendations are presented on how to overcome these barriers. The recommendations for
women include strategies to reach women, gender sensitive services and incentives to attract
women. Furthermore, specific recommendations have been provided on how to deliver services to
adolescents and youth.

Strategies to reach women
As mentioned in the general recommendations, one of the strategies to reach PUD, including female
PUD, is outreach activities. The outreach workers can go to the places where women gather, such as
using-sites, beauty salons, a friend’s house where they gather …. However it is quite challenging to
reach out women who mostly stay at home. In some cultures, it is not acceptable to go to women’s
houses to deliver services, especially when they live with their families. In this situation, the suitable
reaching strategies should be asked from the women themselves. It can be done officially by
conducting FGDs, with participation of female PUD who already came to the center, or indirectly, by
unofficial discussions with them.
The outreach activities can also be implemented for female PUD who work as sex-worker. To reach
these women, outreach workers should go to the working places of these women during the night to
identify them. However, as these women mostly work during night, outreach services should be
delivered during day.
Another strategy to reach women is the snowball strategy. In this strategy, female PUD, who utilize
the harm reduction services, should be asked to invite their friends to the center. It is worth
mentioning that the first step to implement this strategy is to build a friendly relationship with
female clients and provide them a safe and inviting environment, to encourage them to invite their
peers.
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Another recommended strategy is to reach female PUD through their male partners. This strategy
has also been advised in the literature (42). During the service delivery to men, they should be asked
about their female partners who use drugs and should be encouraged to bring them to the center.
One of the useful techniques is couple-counseling. In order to make it possible, it is very important to
create a safe and friendly environment for male clients and to ensure them about confidentiality of
the services.
In reaching women through their partners, it is very important to encourage female partners to come
to the center themselves. In some countries, where access to female PUD is difficult, the harm
reduction projects try to deliver services indirectly, by sending women condoms, syringes and
educational materials through men. This will make women more dependent on men and will disable
them to benefit the specific SRH services.

Gender sensitive services
One of the most recommended strategies, which make the services acceptable for women, is
provision of gender-sensitive services. For this purpose, there are a number of interventions that
should be implemented. First of all, based on the literature, the organizations and NGOs which are
involved in the process of programming and service delivery should receive in-depth training on the
gender issues. This will assure the sustainability of this approach.
One of the interventions is performing some adjustments in the center. Where possible, the services
should be provided in separate centers for men and women or in different hours (41,42). In case it is
not possible, the center should have different entrances and different waiting rooms for men and
women. Furthermore, the service providers should be from the same sex.
One of the other important barriers in access of women is their children. It is very important that the
center provides child care services for mothers who are visiting the center (41). This will minimize the
barriers of access of female PUD who have children.
The other recommended approach is recruiting female PUD or ex-PUD to attend in the center some
hours per week. They can be trained and assigned for different responsibilities. This will provide
female clients a more comfortable sphere.

Incentives to attract women
To attract women to the center, some activities can be implemented. One of the recommended
activities is distribution of incentive kits, such as hygienic kits, for themselves and for the family.
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These kits should only be distributed among women, to encourage male PUD to bring their partners.
Also provision of other services, which can attract women is advised; for instance setting up a beauty
salon in the center to offer free of charge or affordable services to women some hours per week,
recruiting dentists to provide affordable dental services, forming women peer groups to enable them
sharing their experiences and problems and income-generating workshops and projects.

Service delivery to adolescents
It is recommended to pay specific attention to adolescents who use drugs. The programs for this subpopulation should include SRH information dissemination, behavior change communication and
provision of SRH services, including condom distribution, STI and HIV prevention and family planning.
Furthermore, it is important to provide prenatal care to pregnant adolescents and if they tend to
terminate pregnancy, provide them safe abortion services, in countries where abortion is legal. In
countries where there is lack of systematic sexuality education, specific attention should be paid to
educating this group.
In order to reach adolescents, peer-outreach activities should be implemented. The outreach
workers should go to the places where adolescents and youth gather. These places can differ based
on the country and region and can include schools, universities, dormitories, computer-game nets,
clubs…. The outreach workers should give them information about SRH and about the services that
are available at the center and should invite them to the center. Another recommended strategy to
invite adolescents is snowball strategy. The young clients should be encouraged to bring their peers
to the center.
The SRH services for youth PUD should be provided in youth-friendly centers, where the
environment is friendly, without stigma and discrimination. These centers should overcome the
national legal barriers, such as necessity of consent of parents or guardians for provision of SRH
services to adolescents.
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Discussion
This study aimed to gain insight into the gaps in the SRH service delivery to PUD, by exploring the
specific SRH requirements of this population and the current status of SRH service delivery to them,
in eight countries: Georgia, Indonesia, Kenya, Kyrgyzstan, Nepal, Pakistan, Tajikistan and Ukraine. To
our knowledge, this is the first study of its own in the studied countries. So far, many researches have
been conducted on the status of harm reduction services. Also among SRH issues, the issue of
HIV/AIDS and STIs has received great attention. But similar studies, that include all components of
SRH, have not been conducted yet.
This study suggests that the available SRH services for PUD in these countries are general SRH
services, utilized by general population. However, PUD face different barriers in accessing them. One
of the most important barriers is high level of stigma and discrimination, which makes the services
inaccessible and unacceptable for PUD. Literature confirms that stigma is a major barrier to health
care (43). There is a misperception among general population that PUD use drugs voluntarily and
they continue using it despite its negative consequences, due to their weak will (44). High level of
stigma is associated with use of drugs, in general population. SRH care providers are not exempt
from this general perception and the stigma associated with it. According to results of this study and
available literature, as a result of this stigma, many care providers discriminate this population by
refusing to provide services to them or PUD lose their intension to utilize services (45).
According to this study, another important barrier in access of PUD to services is affordability of
them. The available services are not necessarily expensive; however, they are not affordable for this
population. This is in compliance with previous studies. For instance, a study in Kyrgyzstan has shown
that 82% of PUD who had not attended a medical facility in the previous year to the study, named
financial issues as their reason (41).
Although in this study, PUD were considered as one population, the results suggest that subpopulation of ‘women who use drugs’ has more SRH-related requirements. Due to their social status
and high levels of poverty, dependence and abuse, they mostly lose their ability to negotiate safer
sex (42, 46, 47). Therefore, they are prone to unwanted pregnancies, unsafe abortions, STIs and
HIV/AIDS (46). Although women have greater needs, they face more barriers in access to services.
This study suggests that higher level of stigma is associated with a woman who uses drugs,
comparing to a male drug user. If the female drug user becomes pregnant, she will face more stigma
(48). In addition, women face some specific barriers that men don’t. They are less likely to seek
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services, due to housework, child care responsibilities, gender norms, disagreement of male partners
and fear of losing custody of their children (41, 46, 47). They are mostly overlooked in harm
reduction settings (46, 49). One of the reasons for being ignored is that, due to the inaccurate
estimation of number of female PUD in developing countries (48), the experts of these countries
believe that the proportion of female PUD is insignificant. Therefore, in providing services, they
mostly focus on men. For instance in Pakistan, the majority of harm reduction services are
specifically designed for street-based male IDUs and their spouses. However based on a study, which
was conducted by United Nations Office on Drugs and Crime (UNODC), 4,632 female PUD were
mapped over 13 cities of Pakistan. This can indicate the large number of these women, who are
ignored and their needs are not met (48).
This study could not determine whether it is expedient to provide SRH services to PUD in separated
centers or to integrate their services into the general SRH facilities. The relevant literature on
separation or integration of services for PUD is not available, which implies lack of research on this
subject. The conducted studies on the same subject for people who live with HIV/AIDS (PLHIV) have
controversial results. Some studies suggested that provision of services in separated specialized
centers will lead to higher stigma (50), while integration of services will reduce it (51-55). Some other
studies have shown that PLHIV prefer to receive services at separated specialized centers (56, 57).
They referred to these centers as the only safe place, where they can open up their status (58). The
controversial opinions of the respondents of the study and the discussed advantages and
disadvantages, led us to conclusion that in separation or integration of services in each country, the
cultural and social issues in terms of public opinion on drug use and status of PUD in that society,
should be taken into account. In some countries, the public might be ready to accept PUD among
them. In these countries, integration of services can lead to a decrease in the level of stigma. In other
countries, the public might not be ready yet and integration may lead to a higher level of stigma,
which may reduce the intention of PUD to utilize services.
In this study, despite the great differences in the geographical location of the studied countries and
their cultural background, various similarities were seen in the issues related to sexuality and SRH.
Lack of systematic sexuality education for adolescents, obstacles in providing information and
services to young adults (59-61), hesitation to discuss sexual issues and considering sexual problems
as a private matter (62-65) are among issues that can be seen in most of the studied countries. Also
in the context of this study, there are significant similarities in the availability and status of SRH
services for PUD. This might imply the possibility of generalizing the results of this study to a wider
range of countries, in terms of SRH needs of PUD and applying the recommendations provided by the
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participants, in designing interventions in those countries. However in generalizing the results, one
should take the specifications of each country in terms of health system, economic issues, drugrelated legislations and social status of PUD into account.
The variation of the respondents of this study is one of the issues worth notifying. They were from
different organizations, from local NGOs active in one or more cities, NGOs which were nationally
active, regional organizations which have projects in the whole Eurasian region and International
organizations, active in different countries across the globe. Moreover, the respondents had
different positions within their organizations; from program managers and coordinators to outreach
and social workers. This gave us the opportunity to discuss the issue from different points of view. In
addition, a number of respondents were ex- or current PUD. Therefore, we received the opinions of
the ‘insider’ population as well and they gave us a more detailed picture of their barriers in accessing
services. Participation of PUD in this study enabled us to examine whether their opinion is consistent
to experts’ opinions.
This study had some limitations. One of the important limitations of the study was the
communication barrier due to language differences. In some of the studied countries, most of the
experienced experts are not able to communicate in English. This issue limited our choices. To
overcome this problem, a number of former participants were recruited as translators. However, as
these people were not professional interpreters, this might have affected the quality of translations.
The other limitation of this study was time limitation. The whole process of design, data collection,
analysis and reporting of this study was done in five months. Due to the time limitation, it was not
possible to recruit more respondents for this study. However, with this number of participants, we
reached the point of saturation and no new themes or sub-themes were emerged in the last four
interviews.
This study can contribute to literature, by providing a comprehensive picture of SRH needs of PUD
and status of available services. We recommend more studies to be performed, on SRH requirements
of PUD, specifically on the areas that less literature is available, including maternal health, sexual
violence and family planning. Moreover, we recommend more studies on barriers of utilization of
available SRH services and desired characteristics of services. These studies should be conducted
with participation of different sub-populations within PUD, including male and female PUD,
adolescents and youth.
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Implications
The results of this study can be used by harm reduction and health organizations, in designing SRH
services for male and female PUD, in the eight countries. However, we recommend that in designing
any projects, the national legislations on drug use to be taken into account. Furthermore, in
designing large-scaled service-delivery projects, we recommend examining the results of this study,
by conducting needs assessments, with participation of PUD.
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Youth Vision (NGO) in Nepal
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Annex 1: theoretical background of the study
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