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Foreword 
 
Tariq Zafar, Chair, Asian Harm Reduction Network 
 
The main objective of this research conducted by AHRN in India, Indonesia, Iran and Pakistan is to 
inform and promote a comprehensive health and drug policy in the Asian region for young people 
using drugs. The policy should help in combating stigma, marginalization and criminalization among 
the increasing and inaccessible population of -often homeless- young people, and particularly young 
women, by helping programs create a culturally and contextually appropriate environment for 
services that will be compatible with their needs and status.   
 
Through integrating evidence based on operational research, training and action services need to 
focus on preventing HIV/AIDS among young people and improve their knowledge, health, life skills 
and socio-economic conditions, to result in better health, reduced poverty and improved quality of 
life.  In addition, families need to be accessed and supported where possible, for the reintegration of 
young people using drugs into normal structures of family and society.  
 
It is also evident that young people are at highest risk of drug use, sexual exploitation, physical 
abuse, criminality and thus high exposure and vulnerability to HIV/AIDS. This continuous exposure 
to harsh environments, lack of information, the nature of their life styles and absence of means to 
safeguard themselves increases their vulnerability to HIV/AIDS manifolds. Young people and in 
particular homeless young people are often the casualties of economic crisis, displacement due to 
war/conflict, poverty, loss of traditional values, domestic violence, physical and mental abuse. Every 
young person living on the streets has a reason for being on the streets. 
 
This document provides sufficient evidence that Governments, key stakeholders and civil society  
needed to act ‘yesterday’ to direct both policy and programming for reducing harm and improving 
the quality of life of the most at risk – young people. The report also highlights similarities between 
countries of factors that influence initiation of drug use, development of the drug using career and 
related problems. This is of significant importance to learn from within the region of what works and 
what does not, cost effectively and efficiently. 
 
It is recommended that young people using drugs be involved at all levels of decision making 
through effective participation and consultation. As adults we often tend to miss the point due to lack 
of contact with young people using drugs and our inability to understand their needs. 
 
Policy needs to be directed with innovative ideas and interventions that have proven to be effective 
in the region and offer a comprehensive package of services away from moral approaches that often 
lead to stigma and criminalization.  
 
Programs need to work closely with families and communities in order to access the often hidden 
populations of young people and to provide long term sustainable support for re-integration into 
main stream society. Service delivery needs to be scaled up based on outreach to improve access 
and deliver information, education and tools necessary to reduce drug related harms. Interventions 
need to be designed based on principles of good practice rather than on models of good practice 
and focus on providing a continuum of care. 
 
Operational research needs to be a built in component of the strategy to inform both stake holders 
and programs to improve standards of service delivery and quality of care. Research can also play a 
vital role in monitoring and evaluating impact of service provision. This in return will inform policy for 
an enabling environment. 
 
I sincerely hope that this report is translated into ‘action’ for now we know even more than before 
that we need to act. 
 
In the end, I sincerely thank all young people who took out time from their chaotic and often sub-
human living conditions to respond, families of those affected, community members, members of the 
civil society, government, donors and staff that undertook this massive task. Thank you. 
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Executive summary 
 
 Background 
 
Late 2003, the Asian Harm Reduction Network (AHRN) embarked upon a multi-site research to gain 
insight in drug careers –or pathways– of young people and the impact that environmental factors 
have on these careers as well as on drug use related problems. In addition, data was collected with 
regards to knowledge, attitudes and practices, related to drug use and HIV/AIDS. The research was 
simultaneously conducted in New Delhi (India), Greater-Jakarta, (Indonesia), Tehran (Iran), and  
Lahore, Peshawar, Quetta, Rawalpindi and Karachi (Pakistan). This report is the unabridged 
synthesis of four site research reports that were written by the site research managers, located in 
New Delhi, Jakarta, Tehran and Islamabad. 
 
 Methods 
 
The research was conducted by locally hired research teams that largely consisted of (recovering) 
people using drugs (PUD).  Key methodological principles were: involvement of all stakeholders, 
non-judgmental approach, informed consent and confidentiality. Data were gathered through: 
analysis of existing data; interviews with key informants (n=90); focus group discussions with 
teachers, parents, PUD, service providers, religious leaders, policy makers, law enforcement officers, 
etc, (n=32); open interviews with PUD (n=289) and a large-scale survey with PUD (n=1649). The 
interviews with key informants and focus group discussions were conducted to come to tentative 
conclusions on the issues at hand. Through the open interviews and survey with PUD, these 
conclusions were verified, and elaborated upon, resulting in detailed information on how youth drug 
careers develop and what related problems are associated with it. 
 
 Findings and conclusions 
 
This report reveals clearly that many young people in Asia are falling through the net of parental 
guidance, education, medical and social services, and the consequences are devastating. Other 
research reveals that prevalence figures for HIV/AIDS among young people injecting drugs easily 
reach more than 50% and, in some cases, up to 90% of the injecting drug use population in a very 
short period of time, often less than six months. Injecting drug use is the main mode of transmission 
for HIV in Bangladesh, Indonesia, Iran, Nepal, Northern India, Malaysia, Pakistan and Central Asian 
countries. 
 
The only hope of turning the tide in the battle against the twin epidemics of drug use and HIV/AIDS 
lies in a sustained comprehensive and integrated response. Educational institutions, health 
departments, social services, law enforcement, community organizations, and parents will have to 
work together to combat the rising trend of poly drug use and HIV infection.  
 
Characteristics of PUD 
 

 Large proportions of young PUD (35-59%; 44%) have migrated to their city of current 
residence before they turned 19.  

 In New Delhi, Tehran, and Pakistan, large proportions of people injecting drugs (PID) 
usually spend the night in ‘open areas’, such as the street or a park (39-62%).  

 In New Delhi and Pakistan, the majority of PUD (51%, respectively 59%) have not finished 
primary school. 

 In terms of source of income, a mixed picture arises: PUD appear to be involved in all 
kinds of work, including street-based work, steady work, and illegal activities. In addition, 
dependency on family members is quite common. 

 Particularly in Tehran, injecting drug use seems to lower one’s chances to hold a steady 
job significantly.  
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Drug use and health; a KAP study 
 

 Mass media can reach a large group of people. School, parents and other family 
members fail to spread information on health issues such as HIV/AIDS and Hepatitis C. 
GOs and NGOs that specifically target people at risk have an important role to play in 
spreading of knowledge and raising awareness in regards to HIV/AIDS and Hepatitis C.  

 Knowledge levels among PUD (regardless whether they are injecting) in regards to 
HIV/AIDS transmission, cure and prevention are low across the board. Scores are 
significantly higher in Jakarta than the other sites, yet still by no means satisfactorily so. 
Knowledge on Hepatitis C is extremely low.  

 Most respondents describe the effects of most drugs in a largely positive manner. Those 
who have injected opiate pharmaceuticals or chased brown sugar tend to describe their 
perceived effects more negatively than those who have not used these drugs. Amongst 
PUD, the image of a drug does not significantly differ between those who have used that 
particular drug and those who haven’t.  

 Most non-PID are aware of health risks related to injecting and this is a major factor in the 
decision not to inject. Very few non-PID would readily start injecting if they were offered to 
do so. There are reports of antipathy amongst non-PID towards PID.  

 Many PID appear to be unaware of the health risks that are associated with injecting. 
HIV/AIDS is mentioned by few PID as a drug use related health risk. The addictive nature 
of injecting is widely recognised amongst PID, yet PID remain optimistic about the 
possibility to be able to abstain.  

 Sharing injecting equipment and other unsafe injecting practices are quite common (about 
one quarter often or always and more than 90% answer differently than never.) Being 
injected by a fellow PUD with a used needle is particularly common when one first starts 
injecting.  

 Desperation, as a result of withdrawal symptoms, is the main reason for not using sterile 
injecting equipment. The cost and effort involved in buying new injecting equipment 
every time are important factors in sharing needles.  Needles for individual use are often 
used many times. Applied cleaning practices are not effective in preventing the spread 
of blood borne diseases.  

 For many PID, the ritual that accompanies injecting is an important part of its attraction.  
 Almost half the sexually active PUD often or always had unprotected sex. The most often 

mentioned reason is don’t like it (using a condom). Other main reasons include (presumed) 
monogamy and lack of availability of condoms.  

 
Characteristics of drug use 
 

 Despite current supply reduction efforts, all kinds of traditional drugs are widely available 
at all the sites, and in Jakarta, the more trendy drugs have also taken a solid spot in the 
market. Consequently, harm reduction and demand reduction strategies remain important. 

 In terms of which drugs were being used, responses across sites vary remarkably, with 
marijuana / hash, being the only drug that is used a lot at all sites. Currently, opium use is 
only significant in Tehran. 

 The type of drug used appears highly dependent on local circumstances with availability 
being the main factor:  

→ In New Delhi, ‘brown sugar’ and non-opiate pharmaceuticals use are high. 
Commonly, brown sugar is chased and the pharmaceuticals are injected; 

→ In Jakarta, heroin and as well as the more “trendy” drugs such as Ecstacy (XTC) 
and shabu shabu, a methamphetamine, stand out. In addition, sleeping pills are 
often used there; 

→ Heroin and opium are the main drugs in Tehran; and 
→ In Pakistan, marijuana and heroin are used very often. Buprenorphine scores 14 

percent (LQP), usually injected in combination with other drugs, similar to the 
injecting of pharmaceuticals that is particularly prevalent in New Delhi.  

 Logically, life-time use (LTP) is markedly higher than current use (LQP). LTP percentages 
total more than 200, confirming that careers are rather flexible and fluid; switches from 
one drug to the other or experimenting with certain drugs for a short time, as well as poly-
drug use are quite common. Many people have used a wide range of drugs throughout 
their lifetime, thus displaying a ‘willingness to try anything’. 
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→ Brown sugar in New Delhi (n=290) is mainly chased (90%) and/or smoked (24%) 
with injecting (3%) and other modes of intake at very low levels (1%).  

→ In Jakarta, the most worrying data is the high proportion of heroin users that 
indicated that the drug is injected by a fellow PID –often associated with sharing 
needles and syringes (38%). 

→ Opium in Tehran (n=175) is generally smoked (75%), while 37% have eaten it and 
6% mention injecting. 

→ Buprenorphine in Pakistan (n=78) is generally administered by means of injection 
(92% of the users), with 80% injecting themselves, 26% (also) mentioning fellow-
PID and 4% having used the services of a professional injector.  

 Most active users can also be called intensive users, particularly those who use opiates or 
inject non-opiates or cocktails.  

Initiation 
 

 Most people start using drugs before they reach the age of 16, and sizable proportions in 
New Delhi and Pakistan start before they turn 13 years old. 

 Although, overall, the majority of PUD start their drug career with a cannabis-based drugs, 
there are big differences between the sites (32-88%; 66%). In Tehran, more than 50% 
mention opium-based drugs as their drug of initiation, whereas in New Delhi, 20% start 
their drug career with brown sugar. In Jakarta, sleeping pills, heroin and Ecstacy make up 
a quarter of the total response. High (perceived) availability of a certain drug goes hand in 
hand with high initiation rates for using those drugs:  

→ In New Delhi, the use of opiates (largely brown sugar) is quite prevalent (LTP = 
82%) and more than one third (36%) of opiate users started their career with an 
opiate. Almost half of the PUD have injected drugs and 8% of those PID started 
with injecting, some of whom with a non-opiate drug. 

→ In Jakarta, almost half of the respondents had used an opiate (heroin) and 14% of 
them started with an opiate. More than one third of all respondents had injected 
drugs; 16% of those PID had started their drug career with injecting (heroin). 

→ In Tehran, opiate use (largely heroin and opium) is extremely common (LTP=89%) 
and 71% of the opiate users started their drug career with an opiate. About two 
thirds are PID and almost a quarter of them initiated through injecting (heroin). 

→ In Pakistan, opiate use (largely heroin) is very prevalent (LTP=87%) with 9% of the 
opiate users having started their drug careers with an opiate. More than one third 
had injected drugs and 9% of those were immediate PID, some of whom used non-
opiate pharmaceuticals at that time. 

 Although most PUD are living with their parents at the time of initiation and their 
relationship was not considered bad, the parents usually don’t find out about drug use 
until much later (if at all). Those parents that do know commonly react with anger –not the 
reaction that is desired by the PUD. 

 Curiosity, peer pressure and acceptance among friends are the most important factors 
that drive initiation. Having friends who use drugs is an important factor during the 
initiation stage. Mostly, the drug is given for free by friends and taking drugs is done with 
some good friends during initiation, as well as afterwards. 

 Initiation tends to be unplanned, free of cost and not connected to any specific problems 
at the time. Generally, it is viewed as an enjoyable experience, with only some people 
feeling regret as time passes. 

 PUD tend to turn to fellow PUD if they feel the urge to talk about their drug use or drug 
use related problems. Parents, other family members, non using friends, or (N)GOs play a 
minor role in this regard. Many PUD, particularly in Tehran and New Delhi, have no one to 
turn to. 

 Reactions from the non-PUD in one’s environment tend to follow a similar line: generally, 
they do not know for quite some time and, once they find out, their response can be 
characterized as anger or urged to stop. Some people are indifferent and few offer the 
positive support that would have been desired by the PUD. 

 In Jakarta, drug use an initiation at school or on campus is common. Often, teachers and 
the school administration are considered ignorant and/or indifferent towards drug use. 
Some schools act upon discovery of drug use by issuing warnings or expelling students. 
Teachers and the school system are commonly viewed as being focused on knowledge 
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and job skills only, rather than adopting an approach that fosters development of strong 
personalities or social skills. 

 
Development of drug use 
 

 Drug careers of young people tend to be dynamic and changeable. Shifts from one drug 
to the other as well as from one mode of intake to the other occur regularly and 
sometimes very quickly. 

 In Pakistan, New Delhi, and Tehran, more than 40% of the respondents switched to 
injecting after having used other modes of intake for more than five years. In Jakarta, 
switches to injecting occurred markedly faster with two thirds making the switch within 
three years and almost a quarter within the first year of drug use initiation. 

 Many of those PID that inject non-opiates, had first used opiates through another mode of 
intake. Similarly, those PUD that never use an opiate are not likely to switch towards 
injecting, and only 3% of PID had never used an opiate. In other words, opiate use can be 
seen a gateway to injecting use. 

 In crucial switches, factors related to the (perceived) effect of the drug are considered very 
important. For example, the strength (quicker high) of the new drug scores very high in all 
sites, as well as factors such as relaxation/sleep, suppression of feelings, bored with 
previous high and to enhance confidence, be it to a different degree across the sites. 
Expectedly, since injecting creates a quicker high, the strength of the new high is of little 
importance in switches away from injecting. 

 Social factors appear quite important, with peer pressure being a major one. Possibly 
related to this, curiosity also scores high throughout the sites. Factors such as fashionable 
and to be different also are rated highly -except for in Pakistan. Enhance performance at 
work/school ( work, for most respondents) appears exceptionally significant in Tehran. 
Attraction to drug culture is relatively important in New Delhi and Tehran 

 Factors related to price and availability appear rather important with easier availability of 
the new drug rated very much a factor by 44% of the respondents. Lack of availability is 
associated with a switch towards a more effective mode of intake - usually injecting - to 
counteract the lack of availability or higher price. This factor scores very high in Tehran 
and cannot be discounted in the other sites. Health related factors seem only of 
importance in the switches away from injecting. 

 Poly-drug use is quite common and takes many different forms. Whereas mostly, PUD 
view their poly-drug use as unproblematic, there are reports of adverse health effects, 
particularly in Jakarta, where PUD tend to use heroin to calm down after having used ATS.  

 Overall, nearly one third of respondents have experienced one or more cases of overdose 
with significantly different figures across the sites; 17-50%; 32% and with higher rates 
among PID (42% vs. 25%). In terms of overdose in one’s immediate environment, rates 
differ between 49% and 78%, (mean: 68%). In other words, most PUD know of overdose 
cases around them and about one third have experienced overdoses themselves. In New 
Delhi and Tehran roughly half of the respondents indicate that they somewhat or totally 
intended to overdose.  

 Apart from in Jakarta, the PUD often has to deal with the overdose her/himself. In other 
cases, drug using friends are commonly the people who look after the person who 
experiences an overdose. Parents and non-drug-using friends appear to be of little 
significance in this respect. Very few are looked after by professionals and carers often do 
not know what to do in case of overdose. Overdose seems to act as a warning signal to 
many PUD, yet rarely leads to initiation of treatment or change of drug or mode of intake. 

 
Efforts to reduce drug use: treatment, relapse and abstinence 
 

 Most PUD wish to quit, yet find themselves unable to do so. Meanwhile, they tend to be 
optimistic about their ability to stop using. Most PUD go through periods during which they 
try to reduce their intake or abstain. Use of drug-related services - and particularly 
treatment services - is low across the sites. Most PUD are never treated for their drug use. 
However, those that do enroll in treatment tend to do so repeatedly. 

 PUD identify their parents (and to a lesser extent non-PUD friends and partners) as the 
people who should be involved in such efforts. In efforts to reduce one’s intake, PUD 
largely avoid those situations and people that they associate with drug use. Parents are 
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the main driving force behind enrolling into treatment with peers playing an important role 
in some cases. Some PUD go into treatment when they are ‘not ready’ for it. Parents and 
schools do often not know for quite some time that a PUD has relapsed. 

 A main reason for going into treatment is boredom or being fed up with drug use (or its 
related problems), often leading to a willingness to abstain. 

 Demand for residential treatment exceeds supply. Expense is a major constraint to going 
into treatment. A further obstacle is lack of knowledge of available services. There are 
insufficient low-thresh hold, client-centred treatment facilities, that specifically target 
female PUD or PUD from the lower socio-economic classes. There seems to be some 
stigma attached to going into treatment, with some PUD not informing anyone unless they 
have to. Drug related services -particularly those run by NGOs- are generally evaluated 
positively. 

 There is insufficient collaboration, mutual referral and coordination between service 
providers. During treatment, there is insufficient emphasis on social and social-economic 
aspects of drug dependency. Within the sites, there are big differences in policies and 
rules inside treatment facilities. There are reports of physical punishment. More attention 
to involvement of family members and aftercare is needed. 

 Relapse is extremely common, regardless the kind of treatment that preceded it. Out 497 
respondents who had gone into treatment, 89% had relapsed and 65% were currently 
using. Exposure to PUD friends and the urge to use are two major relapse factors. Drugs 
are widely available and easily accessed. 

 
Drug use related problems 
 

 Many PUD experience few problems during the first stages of their drug use. Relationship 
problems (within the family, as well as with friends and at school or work) tend to be the 
first signal that drug use might have a problematic side to it. More concrete drug related 
problems tend to develop when dependency starts to become apparent, particularly, 
because of the financial and health consequences of increased use. The large majority of 
PUD, if not all, suffer from drug use related health problems after time, yet often 
symptoms are ignored or not taken seriously at first. Self-medication is common. PUD, 
and particularly PID, spend large proportions of their total expenses on drugs. 

 Drug use (often regardless the type of drug or mode of intake) is illegal and, as a result, 
PUD tend to be criminalised. Overall, more than half of the respondents had been in 
contact with the police due to their drug use and the most common offences were 
possession and use of drugs, while in New Delhi, drug use related fighting/ violence or 
theft/robbery were the more common crimes. There are many reports of bribery and 
negotiation with law enforcement agents. Drug use -including injecting drug use- appears 
quite common in a number of prisons. In such prisons, unsafe injecting practices are 
rampant. Yet, the large majority of those respondents that went to prison said their drug 
use decreased or stopped completely while imprisoned. Access to condoms in prisons is 
problematic. 

 Parallel to increasing use and/or switches towards injecting, a process of alienation from 
mainstream develops: non-PUD slide to the background as fellow-PUD gradually become 
all important and ever present. With increasing dependency, PUD tend to remain in 
contact with PUD only. Self-stigmatization and self-marginalization reinforce stigmatization 
and alienation experienced from mainstream society, including parents, non-PUD friends, 
potential employers / care givers, and community. 

 
 Recommendations 
 
The appropriate government and non-government agencies are urged to further develop and 
implement the following recommendations, in collaboration with PUD and people that have inside 
knowledge and experience with the complicated issues of drug use and HIV/AIDS prevention. 
 
General policy directions 
 

Policy makers are urged to focus and tailor drug policy more towards young people, and in 
particular teenagers, and identify and make use of the positive aspects of the prevailing youth 
culture to develop primary and secondary prevention interventions; review policies and 
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programmes away from the current focus on the penalization of drug use towards the 
development of a more comprehensive set of services, including social, financial and legal 
support, as well as social and economic rehabilitation; and consider the implementation (or 
expansion) of harm reduction interventions in closed settings.  
 
In the fields of health and education, effectively use of the mass media and educational 
institutions to reach the general population with information regarding HIV/AIDS and Hepatitis C 
transmission and prevention; target primary prevention of drug use at urban as well as rural 
settings and at a very young age group; probably 12-13 years old is the time at which the most 
impact can be generated; sensitise and raise awareness amongst teachers and school 
administrations in order to improve primary and secondary prevention of drug use among 
children towards the development of an early detection, case management and referral system 
rather than punishment and expulsion; review educational system and curriculum in a manner 
that emphasizes development of individual strength as well as social skills; improve health 
information and awareness regarding the adverse health effects of drug use and access to 
health services to PUD; and improve information and awareness on risks related to unprotected 
sex and ensure availability and access to condoms.  
 
In terms of legislation, take into account the effects that (current or planned) legislation or law 
enforcement might have on the availability (and price) of a certain drug, particularly if changes in 
availability are likely to adversely affect health behaviour; consider measures that would break 
the link between drug dependency and related high expenditures (e.g. provision of needles and 
syringes, de-criminalization of certain drugs, and pharmacotherapy); and endeavour to 
significantly reduce bribery and improve the effectiveness and credibility of law enforcement 
agencies.  

 
Community building, programming at the site level   
 

Mobilize and involve parents and other family members as early as possible in primary and 
secondary prevention, including during and after treatment, follow up and after care; and include 
parents and communities in education and awareness campaigns, such as information and 
contacts on what to do when a young person uses drugs, drug use related risks and available 
options. Develop and conduct community-building activities towards early detection of drug use 
and a positive response towards it.  
 
Strengthen outreach work and drop-in-centres in the areas with high concentrations of street-
based populations in order to reach street-based PUD and, in particular, PID. Implement 
community building activities, including awareness raising and education that counter the 
exclusion of PUD from mainstream society. Re-strategize and scale up awareness and 
education programmes with a focus on reducing stigma and discrimination through existing 
NGOs and GOs working in this field, at the local level with community members by including key 
leaders (religious and political).  

 
Service delivery 

 
Primarily, programme managers are urged to review all the conclusions and recommendations 
offered in this report together with the target group and adjust current directions and activities 
accordingly.  
 
In general terms, the following directions are suggested: Urgently develop, improve, and/or 
scale up (tools available for) primary and secondary prevention interventions that stress the 
adverse effects of using opiates and injecting as compared with other drugs and modes of 
intake; effectively target the period between the onset of drug use and switching to injecting (if at 
all) for secondary prevention and harm reduction interventions; develop preventive interventions 
that take into account the influence of social factors which appear to contribute significantly in 
the decision to switch towards injecting; develop and scale up free and easily accessible needle 
and syringe exchange programmes; provide information on safe injecting; develop and conduct 
activities that focus on imparting practical skills on safe injecting and safe sex; and develop, 
improve, and/or scale up harm reduction services that stress the adverse effects of using heroin 
and of injecting as compared with other drugs and modes of intake. 
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More specifically, the following recommendations are offered: maintain contact with PUD to 
gauge and exploit periods of readiness and willingness to reduce intake or abstain; develop 
mechanisms to recognise increased motivation to reduce one’s intake and link such with referral 
to treatment interventions; improve health information and awareness on the adverse health 
effects of drug use and drug use related harm in general to PUD; develop and improve IEC –
possibly in the form of a manual– and awareness raising on overdose response among PUD 
and parents. IEC/ABC materials on drugs should be non-judgmental and enable young people 
making well informed choices. While an emphasis may be on primary prevention, secondary 
prevention and harm reduction should be incorporated; focus on HIV/AIDS prevention 
information and awareness, including drug use related harms, within those services that target 
PUD and specifically PID; use peer education to reach more PUD and to facilitate the 
development of tailored materials; regularly assess knowledge levels pertaining to health risks 
involved in drug use and drug related practices and develop and/or revise awareness 
techniques and materials accordingly; improve awareness and knowledge levels amongst PUD 
in regards to the addictive properties of drugs,  the actual workings thereof, as well as  the 
(different) potential related risks; and consider the provision of services available to PUD that 
test the quality and safety of drugs before intake. 

 
Treatment services 
 

Policy makers and programme developers are urged to consider the following: Improve and/or 
develop a holistic or integrated approach, including social rehabilitation, follow up, and after-care 
for all exiting clients; scale up residential treatment services; ensure that drug treatment is low 
threshold, voluntary and accessible to all income groups. Improve awareness of the availability of 
treatment services and work towards removal of the stigma that is attached to going into 
treatment and to the people that have gone through treatment; monitor and evaluate treatment 
services in terms of humanitarian standards, particularly in relation to physical abuse; and 
strengthen coordination, collaboration and mutual referral between (GO and NGO) services 
providers. 
 
Consider adopting more “open” treatment policies and programmes and recognise the fact that 
relapse is part of the healing process and develop responses that take into consideration 
possible high relapse rates; review treatment intake procedures to ensure that people that go 
into treatment are psychologically ready to do so; include early detection of self-destructive or 
suicidal behaviour in counselling and treatment services; develop treatment interventions that 
take into consideration that a prolonged stay away from situations and people associated with 
drug use might well be crucial for success; and involve parents and other family members in 
guided efforts towards reduction of intake or abstinence, including during and after treatment. 

 
Research 
 

Registration and standardization of  drug use and HIV/AIDS related data need to be improved 
and organizational capacity and networks that gather, process and analyse data on drug use 
and drug use related harms should be (further) developed. Thorough monitoring and evaluation 
of relevant primary, secondary and tertiary prevention projects, programmes and policies as well 
as further research into drug use related areas at regional, national and local levels are required 
to develop evidence-based policies and programmes. 
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Explanatory notes 
 
This report is the synthesis report of four site research reports that were written by the site research 
managers (SRM) located in New Delhi, Jakarta, Tehran and Islamabad1. A concerted effort was 
made to integrate these reports in a manner that does justice to both differences and commonalities 
of the research sites. Practical considerations, however, necessarily limit the inclusion of a large 
number of site-specific case studies, quotes and descriptions. In principle, this report should be seen 
as an elaborate summary of the most important findings and conclusions, rather than a compilation 
of four site reports. Those readers who are interested in obtaining more detailed information at the 
site level are encouraged to contact the respective site research managers or the Asian Harm 
Reduction Network (AHRN) Secretariat at the coordinates mentioned in the Acknowledgements.  
 
The Introduction is followed by three main sections; I: Introduction, II: Findings, and III: Conclusions 
and recommendations. The findings are described in six chapters: In Chapter 1, the research sites 
are described in terms of drug use and HIV/AIDS: the issues and current action. Chapter 2 provides 
an overview of the sources for this research. In Chapter 3, the findings of a KAP study with regards 
to drug use and health are presented. Chapter 4 focuses on drug careers and the role that key 
factors in one’s immediate environment play in those drug careers, including availability, price, 
parents, peers, partners, school, work, law enforcement, and services. Finally, in Chapter 5, drug 
use related problems are examined. 
 
The survey produced a wealth of quantitative data, resulting in close to one hundred tables. Only 
those tables that are considered of particular relevance are incorporated in the core text. The others 
are annexed in the back of this document. To improve readability, percentages are generally 
presented without decimals. Throughout the digital version of this document, tables and other 
references (such as quotes, case studies, graphs, figures, and Email addresses) can be accessed 
by putting the cursor on the reference and pressing Ctrl + left-click. At the bottom of  each annexed 
table there are such hyperlinks back to the main text (Back to main text). Other annexes include the 
research tools (interview guides, questionnaires, protocols, etc), most of which are separate 
documents that can also be accessed by following the hyperlinks. Versions downloaded from the 
AHRN website do not contain these separate annexes. Please contact AHRN for more information. 
 
Quotes from the open interviews and focus group discussions are generally presented by topic in 
boxes, between inverted commas. In the case that the quote is from a person other than a person 
using drugs, this is mentioned behind the quote between brackets. The flags in the top right corner 
of the box indicate the source of quote. Usually, though, quotes are from the different sites without 
being sorted by site (all four flags). 
 
The PDF version of this report is available on AHRN’s website at http://www.ahrn.net. The four site 
reports are expected shortly. 
 
AHRN is ultimately responsible for the content of this report, including the findings, conclusions and 
recommendations. Great effort has gone into insuring that the findings are accurate, truthful, 
complete and representative, and that the conclusions and recommendations follow from these 
findings. Readers are encouraged to provide feedback on any perceived incorrect information in this 
report to the Principal Investigator at gdekort@ahrn.net. 
 
Throughout this document, United Nations spelling was used, which can be seen as a mixture of 
British and American English.  

                                                      
 
 
1 In this report, the five Pakistan cities are taken together as  one site. 

http://www.ahrn.net/
mailto:gdekort@ahrn.net
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Definitions 

Drugs 
Psychoactive substances, including opiates, Amphetamine Type Stimulants (ATS) 
cannabis, and others. In addition, certain legal substances, in particular those that 
are injected (Diazepam, buprenorphine, etc), as well as glue (sniffing) are included 
in this research. Although caffeine, tobacco, and other substances in common non-
medical use are also drugs in the sense of being taken primarily for their 
psychoactive effects, they are not the focus of this research. Alcohol was not an 
explicit part of this research. It was covered to the extent it played an essential role 
in one’s drug career. 

Person/people using drugs (PUD) and person/people injecting drugs (PID) 
The term ‘people using drugs’ (abbreviated ‘PUD’ for both the singular and plural 
forms), is used rather than ‘drug users’ (DU). Similarly, ‘people injecting drugs’ 
(abbreviated ‘PID’) is introduced, instead of ‘injecting drug users’ (IDU). These 
terms are preferred, because of the emphasis on the ‘people aspect’ and further 
avoid the confusion that is caused by the fact that ‘DU’ and ‘IDU’ tend to be used for 
the phenomenon (drug use) as well as the for the people (drug users). In addition, 
IDU is also known to mean ‘intravenous drug use’, implying that non-intravenous 
injecting is not included in the definition.    

Environmental factors of drug use 
Environmental factors facilitating or impeding drug use; principally those factors that 
do NOT fall within the realm of the personality of (potential) PUD. In other words, 
these factors are beyond the control of individuals, yet susceptible to interventions, 
other than psychological therapy. In the context of this research, the immediate 
environment of PUD, rather than broad national policies are the focus.  

Young people 
People aged 15-24 years, as defined by the United Nations2. The research primarily 
targets young people, yet this age group was broadened when the local context 
called for inclusion of children and/or young adults.  

Demand Reduction3 
International drug control conventions use this term in relation to the aim of reducing 
consumer demand for controlled substances. Demand reduction strategies contrast 
with approaches which aim at reducing supply of drugs, though in practice demand 
and supply reduction can be complementary. The success of demand reduction is 
conventionally measured by a reduction in the prevalence of use, i.e. by more 
abstinence, and hence is separate and distinct from harm reduction. 
 
Demand reduction is a broad term used for a range of policies and programmes 
which seek a reduction of desire and of preparedness to obtain and use illegal 
drugs. Demand for drugs may be reduced through prevention and education 
programmes to dissuade users or potential users from experimenting with illegal 
drugs and/or continuing to use them; drug substitution programmes (e.g. 
methadone); treatment programmes mainly aimed at facilitating abstinence, 
reduction in frequency or amount of use; court diversion programmes offering 
education or treatment as alternatives to imprisonment; broad social policies to 

                                                      
 
 
2 UNESCAP, 2000, Youth Participation, A Manual on Youth Participation and Compilation of Best Practices 
3 The next two definitions are derived from: UNODC, 2000, Demand Reduction, A Glossary of Terms, Sales No. E.00.XI.9, 
ISBN: 92-1-148129-5 
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mitigate factors contributing to drug use such as unemployment, homelessness and 
truancy. 

Harm Reduction 
In the context of alcohol or other drugs, harm reduction refers to policies or 
programmes that focus directly on reducing the harm resulting from the use of 
alcohol or other drugs, both to the individual and the larger community. The term is 
used particularly for policies or programmes that aim to reduce the harm without 
necessarily requiring abstinence. Some harm reduction strategies designed to 
achieve safer drug use may, however, precede subsequent efforts to achieve total 
abstinence. In practice, harm and demand reduction are often complementary. 

Abbreviations 
 
AHRN  Asian Harm Reduction Network 
ARV  Anti-retroviral 
ATS  Amphetamine type stimulant(s) 
DIC  Drop-in-centre 
FGD  Focus group discussion(s) 
GO  Governmental organization 
HDR  Human Development Report 
INGO  International non-governmental organization 
KAP  Knowledge Attitudes Practices 
MSM  Men who have sex with men 
NGO  Non-governmental organization 
NS(E)P  Needle and syringe (exchange) programme 
PID  Person / people injecting drugs; either currently or in the past 
PUD  Person / people using drugs; either currently or in the past 
PLHA  Person / people living with HIV/AIDS 
RAR  Rapid Assessment and Response  
SRC  Site research committee(s) 
SRM  Site research manager(s) 
UNAIDS Joint United Nations Programme on HIV/AIDS 
UNDP  United Nations Development Programme 
UNESCAP United Nations Economic Social Commission Asia-Pacific 
UNICEF United Nations Children’s Fund 
UNODC United Nations Office in Drugs and Crime 
VCT  Voluntary Testing and Counselling 
WHO  World Health Organization 
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Section 1: Introduction 
 
In late 2003, the Asian Harm Reduction Network (AHRN) initiated a multi-site research project to 
gain insight in the drug careers –or pathways– of young people and to identify which factors and 
circumstances are important in the development of these careers. The research was simultaneously 
conducted in Tehran (Iran), New Delhi (India), Lahore, Peshawar, Quetta, Rawalpindi, Karachi 
(Pakistan), and Greater Jakarta, (Indonesia) and coordinated from Thailand. In the target countries, 
site research managers (SRM) were hired who, in turn, recruited and trained their site research 
teams.  
 
This report is the unabridged synthesis of the four site research reports. The four site reports and 
the abridged version of this report will be available shortly.  
 
Rationale 
 
Despite widespread calls for evidence-based policy-making and knowledge-based management, the 
relationship between social science and social policy remains ambivalent at best, and drug and HIV 
policies are no exception. In their comprehensive study on Drug Use and HIV Vulnerability 4 , 
Oppenheimer and Reynolds recommend that: “… countries give consideration to regular policy 
review procedures, and consider adopting more evidence-based policies”. Indeed, national drug and 
HIV policies and programming in many countries throughout Asia often appear based on dubious 
assumptions or prejudice or seem to rely more on arbitrary regulations, individual preferences, or 
“the flavour of the month” than on solid, empirical research.  As a result, mainstream responses in 
primary, secondary and tertiary prevention often lack innovative strength and vigour to effectively 
address the complexities of drug use and its associated harms.  
 
This research primarily seeks to provide urgently needed knowledge to support the formulation of 
targeted and effective, evidence-based responses at the community and site level. A related 
objective is to develop mechanisms to facilitate implementation of the recommendations. As such, 
this study is an effort to come to practical, locally developed, recommendations, while putting in 
place an infrastructure that increases the likelihood of their implementation.  
 
Existing research, however, tends to focus on supply and demand reduction, thus largely ignoring 
the proven effects that harm reduction policies have on the prevention of HIV/AIDS and other drug 
related harms. This research is an effort to make a substantive contribution to ‘harm reduction 
friendly’ research in Asia. 
 
As the Australian National Council on Drugs5 concludes: 
 

“Drug misuse should not be seen as an isolated behaviour, which can be 
fixed solely by drug-specific education and other activities directed at 
individuals. It is one of a number of risk behaviours that are affected by 
macro-environmental factors, including socio-economic gaps, 
unemployment, social capital, the physical environment and social values 
and beliefs. The family is a significant mediator of these influences. The 
structural changes that are needed to address these problems will have 
positive impacts not just on drug use, but on other risk behaviours and 
psychosocial disorders among youth….” 

 

                                                      
 
 
4  Edna Oppenheimer & Adrian Reynolds, 2000, Drug Use and HIV Vulnerability, Policy Research Study in Asia, 
commissioned by the Task Force on Drug Use and HIV Vulnerability, copyright: UNAIDS and UNDCP. 
5 Spooner, C., W. Hall, et al, 2001, The structural determinants of youth drug use (ANCD Research Paper No 2). Canberra, 
Australian National Council on Drugs, pg 38. 
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Geographical scope and structure 
 
As mentioned earlier, the research was conducted in four countries: Indonesia, India, Pakistan, and 
Iran. The Principal Investigator, based in Bangkok, was in charge of the overall implementation and 
coordination as well writing this report. AHRN Executive Director and the Executive Committee 
(AHRNEX) provided overall guidance and direction. 
 
The decision was made to conduct the research in a total of eight cities, spread out over four 
countries.  In India, Indonesia and Iran, the research was limited to the capital cities, respectively 
New Delhi, Greater Jakarta and Tehran, while in Pakistan, the five largest cities were covered: 
Rawalpindi, Peshawar, Quetta, Lahore, and Karachi. The reasons behind this choice and 
implications for generalisability of conclusions will be discussed in the Methodology part. 
 
Site Research Committees (SRC), consisting of representatives from local GOs and NGOs were 
established at each site. These Committees guided and reviewed the research, supplied and –in 
some countries– helped with the analyses of the existing data in their respective fields, and assisted 
in drawing valid conclusions and feasible recommendations. 
 
Site Research Managers (SRM) were in charge of the research components at the four sites 
(Greater Jakarta, New Delhi, Tehran, and Pakistan). They hired local research teams and prepared 
site reports, which form the basis of this report. The main author of this report is the Principal 
Investigator with the SRM as co-authors who bear co-responsibility for the accuracy and validity of 
the data and conclusions that relate to their site. 
 
Stakeholders and partners 
 
The research focused on the interplay of facilitating and impeding determinants of drug use with an 
emphasis on those factors that are susceptible to be influenced by policy and programming. In other 
words, organizations and institutions at the local, national, and international level that (can) play a 
role in the prevention of drug use and the reduction of drug-related harm are the primary 
stakeholders (or beneficiaries). Secondary stakeholders are PUD in the country, their partners, and 
the communities they live in. 
 
Partners and thus (further) stakeholders include: 

 AHRN, HQ, Chiang Mai, Thailand initiated and largely funded the research. AHRN also bears 
the final responsibility for the content of this report and holds the rights to this publication.  

 AHRN Country Offices were involved in the research through recruiting, appointing and 
accommodating the site research managers, interviewers and administrative support staff. 
AHRN had already established a Country Office in Indonesia. In India, Pakistan, and Iran, 
AHRN Country Offices were established at the onset of the research. MOUs between AHRN 
and the respective AHRN Country Offices described responsibilities and flow of funds with 
the SRM also acting as AHRN Country Coordinators (with exception from Indonesia). 

 Centre for Addiction Research (CVO), Netherlands, with its extensive expertise in drug- 
related research, provided guidance in the development of the research methodology, 
monitoring and evaluation, analysis and reporting of results. 

 United Nations Office on Drugs and Crime (UNODC), Regional Centre for East Asia and the 
Pacific, Bangkok, Thailand and Field Office I.R. Iran are stakeholders, because they funded 
certain components of the research (see below). 

 
Funding agencies 
 
The Royal Netherlands Government provided funding to AHRN for the main part of the research, 
including coverage for the regional costs as well as the local costs in Delhi and Pakistan. United 
Nations Office on Drugs and Crime (UNODC), Regional Centre for East Asia and the Pacific, 
Bangkok, Thailand graciously agreed to fund the local expenses of the Jakarta component and in 
Iran, the local expenses were largely funded by United Nations Office on Drugs and Crime (UNODC) 
Field Office I.R. Iran after approval of DARIUS committee (Project Review Committee). Family 
Health International offered to fund the printing and distribution of the Bahasa Indonesia version of 
the Jakarta Site Research Report. 
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Goal and objectives 
 
The Asian Harm Reduction Network (AHRN; www.ahrn.net) aims to promote initiatives and policies 
that reduce drug related harm. In order to formulate effective strategies to prevent drug use and 
drug-related harm, an analysis into the environmental factors of drug use in Asian settings is 
essential. The following research goal and objectives were formulated: 
 

Goal: 
To contribute to the development of evidence-based policy formulation in 
the field of drug use amongst young people with an emphasis on 
HIV/AIDS prevention. 

Objective 1: 
Insight & knowledge 

To formulate conclusions on drug use, drug careers and related 
interventions with an emphasis on injecting drug use. 

 Objective 2: 
Policy formulation 

To formulate recommendations on improvement of services and 
policy directions in relation to drug use, with an emphasis on 
injecting drug use. 

 Objective 3: 
Infrastructure development 

To set up and develop networks that gather and analyse drug 
related data on a regular basis with the aim to develop, adjust and 
implement policy directions. 

 
Key questions 
 
The main research question of this study was: 
 

What are the characteristics of drug careers and what are  
factors or circumstances that influence their development? 

 
More specifically, the following research questions were formulated: 

Context 
 

 What is the scope and what are the characteristics of drug use? (Type of drugs, mode of 
intake, characteristics of PUD, recent developments and trends, tentative numbers).  

 How is drug use and how are PUD and people injecting drugs (PID) perceived? (People 
with an outside perception of drug use and PUD: media, community leaders, teachers); 
policy-makers, law enforcement; treatment providers (outreach workers, counsellors); 
people personally affected by drug use (parents, relatives, friends); PUD themselves. 

Drug careers / stages / defining moments 
 

 Initiation: What are the (typical) circumstances surrounding initial drug use? 
 Switches: What are the (typical) circumstances surrounding (switching to) injecting drug use? 

(as well as needle sharing and other unsafe practices, if applicable). What are the (typical) 
circumstances surrounding switching to using a different drug or a different mode of intake? 

 Treatment: What are the (typical) circumstances surrounding a significant decrease in drug 
intake? 

 Abstinence / relapse: What are the (typical) factors surrounding treatment and relapse? 

Environmental factors 
 

 What roles do/did parents, family members, spouses, and peers play in one’s drug career? 
(Family background, drug use in the family, amongst peers; awareness of drug use, 
treatment efforts / relapse; attitudes; actions / practice; actual role) 

 What roles do/did GOs (incl. education and employment) and NGOs (including religious 
institutions) play? (Drug use in the (N)GO, awareness of drug use,  treatment efforts / 
relapse; attitudes; actions; actual role; interventions (success, effectiveness) 
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 What role do/did circumstances such as availability of drugs, legislative framework, law 
enforcement, and price of drugs play? 

 What (policy) changes would be appropriate?  

Drug use related problems 
 

 What are knowledge and awareness levels on drug use and drug use related harms (such 
as HIV/AIDS and Hepatitis C)? 

 What are the attitudes towards drugs and drug use, in particular towards opiates and 
injecting behaviour? 

 What are drug use related problems and at what stage do they become acute? 
 What are the attitudes towards PUD amongst PUD and amongst people in their immediate 

environment?  
 

 
 
Theoretical framework 

Context and vulnerability 
 
The section below will briefly clarify the theoretical underpinnings of the research. International 
research suggests that on an individual basis, illicit drug use is a complex process with many, 
interconnected, facilitating and impeding factors.6 These factors typically include: family background, 
(including drug use in the family), individual characteristics and skills, education, employment, 
ethnicity, migration, homelessness, boredom, hopelessness, peer-pressure, availability and 
accessibility of drugs, but also actions (or lack thereof), by educational institutions, medical 
institutions, child protection agencies, law enforcement agencies, the judicial system, welfare 
organizations, among others, as well as societal or global developments.  
 
Drug use can be seen as the effect of increased vulnerability at several or all these levels, rather 
than of individual weakness, a bad environment, or institutional failure alone. For the purpose of the 
development of viable and effective strategies, it is necessary to assess which of these factors are 
more important than others. In other words, this study aims to pinpoint which of the factors that are 
commonly seen as facilitating and impeding drug use are of particular relevance in the sites under 
investigation. 
 
By definition, environmental factors are those factors that are part of the environment, rather than 
those factors that fall within the realm of the personality of the (potential) PUD. In other words, these 
factors are beyond the control of individuals. Individuals are exposed to them and, in principle, their 
alteration is out of their reach. Different environments affect behaviour differently and consequently 
different interventions are necessary to address these behaviours. Environmental factors influence 
behaviour i.e. drug use at different levels and in different spheres of life. 
 
The term vulnerability is introduced here to bridge the various factors/environments7. In other words, 
what makes people and in particular young people in the selected sites vulnerable to drug use? In 
terms of vulnerability, a common and useful distinction is that between root causes and risk factors. 
                                                      
 
 
6 Spooner, C., W. Hall, et al, 2001, The structural determinants of youth drug use (ANCD Research Paper No 2). Canberra, 
Australian National Council on Drugs. 
7 The notions of “vulnerability” and the distinction between “root causes” and “risk factors” are derived from UNICEF / EAPRO, 
2001, Commercial Sexual Exploitation of Children in South-East Asia: A Regional Overview. 

Emphasis of this study is on the “careers” or “pathways” of people using drugs, i.e. the routes 
that people typically follow in relation to their drug use. It is presupposed that there are stages or 
“defining moments/events” on the way to becoming a “full-fledged” PUD. Clearly, these stages 
or key moments provide an ideal opportunity for primary, secondary or tertiary preventive 
action. The research aims to characterise these stages or moments to then develop action 
strategies for those institutions and organizations that are (or should be) involved in 
implementing measures that lead to less drug use and the reduction of drug-use related harms.  
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Root causes are defined as those factors that generate the need for special measures. Tackling the 
root causes is often called “primary prevention”. If primary prevention is effective for a sustained 
period of time, other responses (such as recovery or harm reduction) will, by definition, not be 
necessary: the problem disappears. From a prevention standpoint, the goal of tackling the root 
causes of vulnerability is to ensure that the institutions (families, educational, medical, employment 
organizations, etc) within the immediate environment of all young persons (and within its particular 
societal context), are in a position to fulfil their role and responsibilities to provide sufficient 
knowledge, skills and alternatives. Root causes can be perceived as having a similar impact on 
most families in a certain community, yet not every family or young person appears equally affected 
by them.  
 
Risk factors come into play when trying to analyse what exactly makes an individual young person 
(or family) more vulnerable than another at a more local level. Identifying risk factors is useful for 
early detection and intervention, also called “secondary prevention”. Those at risk typically include: 
young people surrounded by drugs, the poor, dysfunctional families, certain ethnic groups, people 
from certain areas or neighbourhoods, persons with a certain personality, and members of 
marginalized or disadvantaged groups in general. 
 
“Problems of ensuring appropriate protective responses must not be confused with the factors that 
can generate the need for such responses, since they are of a very different nature and require very 
different strategies.”8Root causes such as poverty, availability of drugs in a country, unemployment, 
etc. should typically to addressed by national governments and international NGOs. Risk factors can 
be influenced by community level interventions. This research aimed to facilitate the development of 
appropriate strategies at both these levels, yet focus was on the latter.  

Towards a model… 
 
The figure below depicts the (optimistic) view that knowledge of the adverse consequences of 
certain behaviours leads to a change in one’s attitudes towards such behaviours, which in turn leads 
to a behaviour change towards safer behaviour (see Figure 1).  
 
Figure 1: The KAP-trap 
 

 
It appears, however, that matters are much more complicated; many people who engage in various 
types of risk behaviour appear to have ample knowledge on the possible negative consequences, 
yet still hold a positive attitude towards that behaviour. Similarly, even those people whose attitudes 
towards the risk behaviour are negative might still be tempted into unsafe practices. In other words, 
certain (life) skills are required to translate knowledge and attitudes into practice. General life skills 
include: self-awareness, empathy, communication, interpersonal relations, decision-making, 
problem-solving, creative and critical thinking, and coping mechanisms. Specific drug use-related 
skills could include a range of safe injecting practices, condom use, vein care,  and overdose 
treatment amongst others. “Research has shown that the pull of information is not strong enough to 
prevent risky behaviour among young people. Knowledge should be provided to young people, 
together with essential life skills that enable them to think critically about health risks, and take 
effective action to protect themselves.” 9 The figure below incorporates these life skills into the 
diagram (see Figure 2).  
 

                                                      
 
 
8 UNICEF, 2000, Towards monitoring child protection in East Asia and the Pacific. 
9 UNESCAP, 2003, Adolescent Substance Use: Risk and protection 

Knowledge Practice Attitudes 
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Figure 2: Life skills approach 
 

In addition to the factors illustrated in Figure 2, the social context has a major influence on health 
behaviours. These environmental factors include the physical, economic and socio-cultural context 
(including the media), availability, institutions and organizations (including treatment, but also 
education and religion), legal sanctions and enforcement, as well as significant people (influencers). 
In other words, a conducive environment where all the factors generally promote positive health 
behaviours is required to maximize the impact of interventions in the field of knowledge, attitudes 
and skills.  
 
In Figure 3, the quality of and access to services are distinguished from the (rest of the) environment 
to do justice to the importance that should be placed on this factor. In summary, conditions are 
optimized: 

→ when people have all the required knowledge, awareness, attitudes and skills;  
→ when high quality services are available and easily accessible; and 
→ when other environmental factors are conducive to positive health behaviours. 

 
Figure 3: A comprehensive model10 
 

 
 
So, the likelihood that a young person will become infected with HIV or will encounter any other 
adverse health effects is influenced by numerous factors related to a combination of individual 
predispositions and environmental stressors. Although today all young people are at risk for HIV, 
that risk is not shared equally among them. It is obvious that education, poverty, employment, 
geography, and social isolation both shape and influence young people’s choices and vulnerabilities. 
Interventions to prevent HIV among young people and particularly among young PUD therefore 
                                                      
 
 
10 This model is a simplified representation of the reality offered to illustrate that these factors impact on health behaviours 
which in turn cause (health) problems. As such, it acts as a conceptual framework for this research and defines the 
underlying arguments for the transition from conclusions to recommendations in this report. 
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need a broad focus that take into account behaviour change among young people.  This includes 
social and economic development strategies for poverty reduction geared towards reducing 
inequalities, increasing public expenditure on essential services for children and young people 
(housing, health, education, treatment) and developing employment opportunities.  
 
Coordinated and simultaneous action on all these dimensions is required to significantly address 
risky health behaviours. Environmental factors need to be investigated and addressed, and access 
to services that facilitate the development and sustainability of safe behaviours are critical 
components of any integral policy aimed at promoting safe health behaviours. 
 
The tenet of this research was that environmental factors are crucial in formulating comprehensive 
answers to the questions posed by the issue of young people and drug use. They influence 
knowledge, attitudes and skills, which in turn have an impact on drug careers and they also directly 
impact on decisive moments in drug careers. Figure 4 is simplified visualization of the factors at 
work.  
 
This research is an effort to investigate all these dimensions with an emphasis on the environmental 
factors at the micro/mezzo level (immediate environment), rather than the macro level. After a brief 
background description of the sites and the sources (Chapter 1 and 2), an assessment is made of 
knowledgeability, attitudes and practices with regards to drug use and health (Chapter 3)11. Chapter 
4 focuses on the role that the immediate environment plays in drug careers, including availability of 
drugs, key people (parents, peers, partners) and organizations (school, work, services). In Chapter 5, 
the health and social consequences of certain drug taking behaviours are investigated.  
 
Figure 4: Drug careers, factors and consequences 
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To meet the comprehensive approach detailed in Figure 3 and Figure 4 at intervention levels, a 
broad range of activities is required. The overview below lists critical components of such 
interventions in the field of health promotion for people using drugs (see Table 1). In short, it is what 
is known as the continuum of care, combined with activities towards the creation of a conducive 
environment. Among others, such environment consists of requirements at the state level in the field 
of health, education, legislation, and poverty alleviation. 

                                                      
 
 
11 The nature of this research did not allow to assess skills to act on possible positive knowledge or attitudes. Instead, unsafe 
practices were investigated 
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Table 1:  Comprehensive health promotion intervention for people using drugs 
 

Comprehensive health promotion intervention 
Area Component 

Outreach, Drop-in Centres  

Primary health care (wound dressing; diagnosis and referral for secondary infections), 
Voluntary Counselling and Testing (both pre and post), condom distribution, (access to) 
ARV treatment; referrals 
Basic needs: Food and clothing and further support to access employment, hygiene, 
housing and social needs 

Awareness raising, campaigns, etc. 

Legal aid 

Provision of information and life skills training (e.g. self-awareness, empathy, risk 
awareness, communication, interpersonal relations, decision-making, problem-solving, 
creative and critical thinking, and coping with emotions and stress) 
Provision of information and skills training on safer injecting, overdose, vein care and 
safer sexual practices 

Vocational training and other necessary education 

Counselling 

Pharmacotherapy (methadone / buprenorphine) 

Needle and syringe provision or exchange (NSEP) 

Self-help programmes, peer-driven programming, participation of PUD in formulation, 
development and execution of services 

Detoxification and rehabilitation 

Social-economic rehabilitation, (e.g. job provision, referral of clients to potential 
employers, small loans) 

Provision of 
services:  

 Availability 
 Access 
 Quality 

 
 

Aftercare and social reintegration 

Clarifying and addressing links between poverty, HIV/AIDS and drug use 

Awareness raising for young people, communities and their leaders 

Strengthening and mainstreaming of in and out of school education on drug use, sex 
and HIV/AIDS in general, including early detection mechanisms  
Strengthening of (drug use related) health and social services, treatment services, 
including in closed settings 

Networking, coordinating, tuning with other stakeholders, coalition building at all levels  

Integration of health promotion in law enforcement and criminal justice systems 

Creating a 
conducive 
environment: 

 Awareness 
raising 

 Advocacy 
 Capacity 

building 

Improving legislative framework conducive to implementation of PUD-friendly services 
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Methodology 
 
The research was conducted by locally hired research teams that largely consisted of (recovering) 
people using drugs (PUD).  Key methodological principles were: involvement of all stakeholders, 
non-judgmental approach, informed consent and confidentiality. Data were gathered through: 
analysis of existing data; interviews with key informants (n=90); focus group discussions with 
teachers, parents, PUD, service providers, religious leaders, policy makers, law enforcement officers, 
etc, (n=32); open interviews with PUD (n=289) and a large-scale survey with PUD (n=1649). The 
interviews with key informants and focus group discussions were conducted to come to tentative 
conclusions on the issues at hand. Through the open interviews and survey with PUD, these 
conclusions were verified, and elaborated upon, resulting in detailed information on how youth drug 
careers develop and what related problems are associated with it.  
 
A detailed description of the methodology, including methodological principles can be found in the 
Annex (#3). 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 30



Findings: Setting the tone 
 

 31

Section II: Findings 

Chapter 1: Setting the tone 
 
The justification of this research lies in the threat that the link between drug use and HIV/AIDS 
poses. This chapter describes the situation in the field of drug use and HIV/AIDS in the region and at 
the sites in particular, both in terms of the problem and the response, based on an analysis of 
existing data. It is a tentative summary of findings, that formed the basis for the development of the 
research tools used, particularly those for the interviews with key informants and focus group 
discussions. Further overviews on these topics can be found in the Annex. 
  
1.a. The problem 

Drug use and HIV/AIDS 
 
In the text below, some background data and trends are provided based on regional reports by 
various organizations, including Monitoring the AIDS Pandemic, UNAIDS, and UNODC 
 
The 2004 World Drug Report12 states: 
 

HIV/AIDS epidemics among injecting drug users are characterised by significant regional and in-
country variations, but prevalence figures for HIV/AIDS among injecting drug users easily reach 
more than 50% and in some cases up to 90% of the injecting drug use population in a very short 
period of time, often less than six months. …. Experience also shows that if resolute action is 
not taken quickly, prevalence remains at very high levels for a long time. 
 
Serious HIV/AIDS epidemics among injecting drug users have also been observed in countries 
of South, South-East and East Asia. Many of these countries have a tradition of opium smoking 
for health reasons (to ease the symptoms of lung and bowel diseases). With changing illicit drug 
market patterns, however, many users switched from smoking opium to injecting heroin, thereby 
significantly increasing the risk of blood-borne infections. Except for Cambodia, all HIV/AIDS 
epidemics in that region started in injecting drug use populations in the late 1980s and early 
1990s, and later moved into the general population. Injecting drug use still remains the most 
frequent route of HIV transmission in these countries and continues to fuel the epidemics. 
 

A UNODC Fact sheet13 states:  
 

→ Over five million people worldwide have been infected with HIV from injecting drug 
use. Sharing contaminated needles and syringes is one of the quickest and easiest 
ways of transmitting HIV.  

→ Injecting drug use is one of the main reasons HIV infection rates in prisons are 
generally higher than national averages. 

→ In Iran, more than two-thirds of HIV infections in Iran are due to injecting drug use. 
→ Indonesia's HIV/AIDS epidemic is driven by the use of contaminated injecting 

equipment. 
→ In north-eastern India, HIV infection levels of 60-75 per cent have been found among 

injecting drug users using contaminated injecting equipment. 
 
MAP14 describes the situation in Iran, Indonesia and India as follows: 
 

Iran is now reporting a growing HIV problem and it appears to be driven primarily by drug 
injection. Some 4% of drug injectors tested in sentinel surveillance in 2003 were HIV positive. 
Among injectors tested beyond sentinel sites the rate was over three times higher. In a few 
sentinel sites, one injector in five was already testing positive for HIV. Worryingly, over one-

                                                      
 
 
12 2004 World Drug Report, UNODC, 2004, downloadable from: http://www.unodc.org/unodc/en/world_drug_report.html 
13 UNODC Factsheet, 2004, downloadable from: http://www.thinkaids.com/thinkaids/fact_sheets.html 
14 Monitoring the AIDS Pandemic, AIDS in Asia: Face the Facts, 2004, downloadable from: 
http://www.mapnetwork.org/reports.shtml 
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quarter of all HIV-positive cases since the start of the epidemic were identified in 2003 alone. 
This may reflect expanded surveillance, but it almost certainly also mirrors a recent escalation in 
the epidemic. Iran is now reporting a growing HIV problem, and it appears to be driven primarily 
by drug injection. 
 
Iran, like many other countries in Asia, may be faced with a double-challenge. It is not just that 
the percentage of injectors infected with HIV is growing, but the overall number of people 
injecting drugs is on the rise, too. Iran is among several nations in the region which, over the last 
few years, have begun to develop systematic methods for estimating the number of people with 
behaviours that carry the risk of HIV exposure. In an epidemiological survey of drug abuse 
published by the Ministry of Health in 2002, it was estimated that some 136,000 Iranians 
injected drugs, and the population of injectors might be growing at between 5% and 10% a year. 
(Iran National AIDS Program. Ministry of Health 2004) 

 
In Indonesia, the only HIV surveillance site for drug injectors is in the capital, Jakarta, where 
one in two IDUs is already testing positive for the virus. But counselling and HIV testing services 
started by local NGOs in far-flung cities such as Pontianak, in West Kalimantan province on the 
island of Borneo, are finding alarmingly high rates of infection—above 70% of those who request 
testing are discovering that they are infected with HIV. This has led the local health department 
to estimate that there are already 3,000 people living with HIV in the province, 2,300 of them 
IDUs. (Isman Ramadi, West Kalimantan Health Department, personal communication) . All 
these people will need services to help minimize the likelihood that they will pass the virus on to 
others, as well as to ensure that they receive the care and support they need. 

 
In India, surveillance sites for IDU are confined largely to the northern states where injecting is a 
common behaviour. However, recently-established sites in other cities show great cause for 
concern. Among IDUs in the southern city of Chennai, for example, 26% of injectors were 
already infected with HIV when a sentinel site was established in 2000, and by 2003 a horrific 
64% of injectors were infected. 

 
UNAIDS recently estimated that 5.1 million people in India are living with HIV/AIDS, ranking the 
country second behind South Africa for the largest number of HIV-infected people. But India’s 
vast population - over one billion - makes the potential trajectory of the spread of HIV 
devastating.  

 
One mode of transmission for HIV is injecting drug use, which is estimated to be directly responsible 
for about three per cent of infections in India. This figure, however, only tells part of the story. The 
role of HIV-positive injecting drug users (IDUs) in spreading the virus is often overlooked. They can 
pass on HIV through sexual contact either with their partners or with sex workers, who then pass it 
on to their other clients. 
 
In Pakistan, HIV/AIDS prevalence among PUDs has often been reported low. However a recent 
(2004) research conducted by the National AIDS Control Programme in Sind reports HIV/AIDS 
among PIDs to be between 17-23% at different sites in the province.  
 
HIV prevalence among PIDs in Lahore is below 1%, which is mainly attributed to street based harm 
reduction programmes by Nai Zindagi since the late 90s.   
 
Various studies conducted by UNAIDS and UNODC indicate high rates of needle sharing (above 
65%) and high rates of Hepatitis C (above 89%). There is sufficient reason to believe that HIV 
prevalence will also increase if street based harm reduction programmes are not immediately scaled 
up. 
 
Considering that of Pakistan’s half a million PUD, large numbers are now shifting to injecting 
pharmaceutical drugs instead of the traditional mode of smoking or chasing the dragon, there is 
reason to believe that in the coming years and in the absence of services HIV prevalence will 
increase. 
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HIV/AIDS and drug use in relation to poverty 
 
The Asian Development Bank (ADB)15  states that “the relationship between AIDS and poverty 
remains a contentious issue.” To the question: “Are poorer countries more vulnerable to the 
epidemic than wealthier ones?”, the ADB suggests:   
 

… within Asia there is, so far at least, no correlation between levels of national 
socioeconomic development and HIV disease prevalence. 

 
To the question: “Are poorer households and individuals within a particular society more vulnerable 
to the epidemic than those who are better off?” the answer is quite different: 

 
… while early indications suggested that the better off were more vulnerable to HIV since 
they could more easily afford to pay for sex and drugs, this situation may reverse itself over 
time. As information about the causes and behaviours that increase risk diffuse through the 
population, it is likely that the wealthier and better educated will be better able to adjust 
behaviours to reduce their risk. For example, the better educated are likely to come to a 
better understanding of the efficacy of certain kinds of protective behaviour such as condom 
use and the avoidance of prostitutes. They are also less likely to be bound by the financial 
constraints that make some high-risk activities attractive (such as commercial sex work, 
having sugar daddies, supplying migrant labour, or donating blood). In general, health 
shocks, including many infectious diseases -tuberculosis (TB), cholera, malaria, and flu, as 
well as HIV/AIDS- tend to hit the poor harder than the rich, for reasons discussed in the 
following section. 
 
In the absence of strong macro-level data on links between AIDS and poverty, policymakers 
are forced to rely on intuitive reasoning backed up by small-scale studies. Some evidence, 
albeit scattered, supports the view that the rich learn to protect themselves against AIDS 
more quickly than the poor. Because of this, and the fact that AIDS arrived in Asia after it had 
hit Africa, the character of Asia’s epidemic is likely to be different from that in Africa. The virus 
hit Africa’s rich before knowledge of its dangers and means of transmission was widespread, 
while the wealthier segments of Asian societies were forewarned of the risks and had time to 
protect themselves. 
 
… local studies point to a strong immiserizing impact at the household level. With fewer 
savings and fewer assets to dispose of, this impact is felt more keenly by the poor. In many 
cases, AIDS is likely to cause vicious spirals, where it infects a member of a poor family, the 
family disposes of its assets, and other family members are forced into high-risk activities to 
help cope with the disease. HIV/AIDS is likely to hinder the economic growth that is vital to 
the poor. Analyzing the links between the disease and poverty is therefore important for 
achieving the reduction in poverty that is a central goal of development policy. 
 

In other words, the linkages between poverty and HIV/AIDS in the sense that the poor are more 
vulnerable can largely be found at the micro or mezzo levels. At individual, family or community 
levels, HIV/AIDS can be seen as either a cause (facilitating factor) of poverty or an effect of poverty.  
 
In its yearly Human Development Reports (HDR)16, the United Nations Development Programme 
(UNDP) assesses countries in terms of their human development. Based on a broader definition of 
poverty, the human development index (HDI) focuses on three measurable dimensions of human 
development: living a long and healthy life, being educated and having a decent standard of living. 
Thus, the index combines measures of life expectancy, school enrolment, literacy and income in 
order to draw a broader picture of a country’s development than does income alone. It further 
provides numerous statistics on areas that are of use to come to a complete background picture of 
the countries under investigation In the Annex, links to relevant sections of the HDR are included for 
those interested. Pakistan, India, Indonesia, score low on many of the selected statistics while Iran 
provides a mixed picture. The textboxes below offer a brief overview of the drug use and HIV/AIDS 
situation at the four sites. 

                                                      
 
 
15 Asian Development Bank, 2004, Asia’s Economics and the challenges of AIDS, downloadable:  
http://www.adb.org/Documents/Books/Asia-AIDS/default.asp 
16 Downloadable from website: www.hdr.undp.org, 2004 
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1.b. The response: HIV/AIDS prevention among people using drugs 
 
In the Textboxes below, some recent developments in the respective government responses in the 
field of drugs and HIV/AIDS are described. Readers who are interested in more elaborate overviews 
of national and site situations in this field, are advised to contact the SRM or AHRN, as mentioned in 
the Acknowledgements. 
 
A tentative17 inventory (see Table 79) summarizes GO and NGO responses in terms of availability of 
drug use related services at the sites, based on the analysis of existing data as reported by the 
SRM. In the same table, perceived availability of services in the eyes of the PUD respondents is 
offered for comparison. It appears that PUD have limited access to most types of drug use related 
services and, at some sites, certain types of services are not available at all.  
 
Hospital/medical services for PUD are reportedly widely available in Jakarta, yet less so at the other 
sites. Detoxification centres and residential rehabilitation centres are generally less available. Going 
down the table, the mentioned interventions become less and less available: needle and syringe 
exchange programmes are somewhat available in Pakistan, yet less so at the other sites  In 
Indonesia and Iran, a cautious start has been made with making pharmacotherapy interventions 
available, whereas, to our knowledge, these are currently not available in India or Pakistan.  
 
Tentatively, it can be concluded that given the severity of the problems outlined in section 1.a, the 
national responses have been meagre across the board. On the other hand, the recent 
developments in Indonesia and Iran, and to some extent also in India and Pakistan, do indicate that 
the linkages between drug use and HIV/AIDS are starting to be taken seriously and are gaining a 
foothold at national policy levels. However, availability of services for PUD and particularly those 
services that address the link between drug use and HIV/AIDS transmission are generally limited to 
a small part of the total drug using population. Also in the legislative field, some significant 
developments have taken place or are expected soon (see Textboxes on Legislation below).  
 
 
 

                                                      
 
 
17 The types of programmes often overlap and the extent of availability and is not clearly defined. Hence, this overview should 
be interpreted as tentative report.  

People use substances to satisfy a need or to serve a function. A drug may meet certain needs 
or desires through its effects (including pain relief and pleasurable feelings) or through the 
symbolism associated with its use (a sense of rebellion or feeling of belonging, for example). 
All substance-use decisions involve a weighing of benefits against risks as perceived by the 
individual. Young people use substances for many of the same reasons adults do (to relieve 
stress or heighten enjoyment); however, there are some reasons for use that arise from needs 
specifically related to adolescent development. Sources of motivation include the need to take 
risks, demonstrate autonomy and independence, develop values distinct from parental and 
societal authority, signal entry into a peer group, seek novel and exciting experiences, and 
satisfy curiosity. 
 
 A. Evans and K. Bosworth, Building Effective Drug Education Programs, Vol. 19, Phi 
Delta Kappa Center for Evaluation, Development and Research (December 1997) 
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Chapter 2: Profile of the sources 
 
As mentioned earlier, a variety of research methods and techniques were used, including open 
interviews, questionnaires, focus group discussions and analysis of existing data. This chapter 
provides some selected background data on those people that provided the data during this 
research. The first section deals with the key informants and the participants of the focus group 
discussions, the second section describes the people using drugs that took part in the open 
interviews and the questionnaire. 
 
2.a. Key informants and participants of the focus group discussions 
 
The table below provides an overview of the number of interviews with key informants and focus 
group discussions (FGD) that were conducted at each site, split up according to target groups, 
based on the level of involvement that one has with drug use (see Table 10). 
 
The decisions on who to interview and how many interviews and focus group discussions to conduct 
were made by the SRM, based on the perceived usefulness of these interviews as well as on 
practical considerations. This led to samples of informants that were quite different from site to site 
the sites. For example, in New Delhi and Pakistan, more emphasis was placed on the interviews 
with key informants whereas in Jakarta, the number of these interviews was relatively small. In 
Tehran, with its limited number of NGOs, focus was on government run services, whereas at the 
other sites, the NGO informants outnumbered the GO informants.  
 
It appeared quite difficult and extremely time consuming to organise the FGD, particularly those with 
policy makers. The number of participants in the FGD varied from five to twelve with most consisting 
of six to eight people. The atmosphere in which the discussions were held was generally conducive 
to data collection. The key questions and statements that were developed for the FGD appeared to 
generate a lot of discussion and often, there was little agreement on the issues among the 
participants.  
 
The interviews with key informants and FGD provided interesting data and viewpoints, some 
examples of which will be included in this report. They were also helpful in the formulation of 
tentative conclusions which needed to be confirmed in the following stages; the open interviews and 
the questionnaires.  
 
2.b. Open interviews and survey sample 
 
Below follows an overview of the number of people that were targeted during the open interviews 
and the survey stages, divided in PID and non-PID. The respondents18 -and occasionally also the 
informants-  will be described using some key demographic indicators. This data should not be 
considered representative for the whole drug using population in the particular city. Instead, this 
section is presented here to provide background information on the research sample   
 
In total, 289 open interviews and 1649 valid questionnaires were conducted (see Table 11). A 
guideline of 50-100 open interviews was set centrally, yet the SRM decided themselves when 
saturation was reached. Similarly, the number of questionnaires that were administered at a certain 
site depended largely on perceived usefulness, local circumstances and constraints, yet a minimum 
target of 300 respondents at each site was agreed upon.  The relatively small sample in Tehran is 
largely due to constraints relating to the hidden nature of drug use in the country.  
 
The difference in sample sizes between the sites means that site data has a different impact on the 
overall figures. Clearly, the Jakarta data weighs more heavily on the total ‘averages’, largely at the 
expense of the Tehran data. 
                                                      
 
 
18 ‘The term ‘Informant’ is used to designate those people that were subject to an open interview, whereas the term 
‘respondent’ is used to designate those people with whom the questionnaire was conducted. As a rule, the qualitative and 
quantitative data collected on a certain topic will be reported and discussed together. 
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Sex 
 
Although a concerted effort was made to include women using drugs, almost all (94%) respondents 
were male (see Table 12: 90-100%; 94% 19). In Tehran, 11 transgenders were interviewed. In 
Pakistan,  the reached group consisted almost solely of men. It is believed that these percentages 
more or less reflect the actual proportions “on the street”, yet it is unclear to what extent women 
PUD form a larger hidden population.  Further research that specifically targets female PUD would 
be required to shed more light on the issue of female PUD 

Age 
 
The target group of this research was young people as defined by the United Nations: those aged 
15-24 with an extension of this age group if needed. On average the respondents were 23 years old 
(see Table 13: 21-28 yrs; 23 yrs). In total, 22 respondents were younger than 15 years old and none 
were older than 35.  
  
Particularly, in Tehran, it appeared that people who could be targeted for this research were 
somewhat older than originally planned. For certain issues, this makes the data from Tehran harder 
to compare with those from other sites. As appears later, initiation to drugs in Tehran also tends to 
occur several years later than in the other sites. In other words, the Tehran sample is similar to the 
other sites in terms of how long respondents had been using until they were interviewed. However, 
the informants of the open interviews were on average 12 years younger than the respondents, 
because they were largely recruited from a youth correctional centre. In the other sites, no such age 
difference between the respondents versus the informants occurred. 

Migration 
 
Roughly half of the respondents were born in the city where the interview was held (see Table 14: 
41-65%; 56%). Interestingly, the large majority of those that had moved to the city, did this when 
they were younger than 19. In other words, it can be assumed that most went to the city with their 
parents, rather than by themselves. The qualitative data indicates that most of those who were 
originally from outside the city had moved there from rural, impoverished parts of the country. 

Residence 
 
In terms of where the respondents usually spend the night, data from each site varies a lot (see 
Table 15). In Jakarta, the vast majority of respondents (about 80%) lives with their parents or other 
family members. Of the 76 (14%) respondents that fell in the category Other, 33 (6.4%) mentioned 
boarding house (kost) and 12 (2.3%) usually spend the night at a friend’s house (dirumah kawan). 
Other locations were mentioned less than three times. 
 
In New Delhi, Tehran, and Pakistan, large numbers of respondents mention Street/Park/Open area 
as the place where they usually spend the night, confirming a much more open and visible drug 
scene as well as the marginalised position of people that use drugs. Further analysis indicates that, 
overall, this marginalization is more likely for PID than for non-PID; 37% vs. 18% are living in ‘public 
areas’, with a particularly big difference in Tehran (43% vs. 17%) and New Delhi (62% vs. 34%).  

Educational background 
 
In New Delhi and Pakistan, the majority of respondents had not finished primary school, whereas in 
Jakarta almost three quarters had at least completed high school (see Table 16). Other data shows 
that the level of education of the population as a whole in the target countries differs along similar 
lines, yet still it would seem that, in Jakarta, drug use is particularly prevalent among relatively well 

                                                      
 
 
19 Throughout the report, findings from a table are generally reported as follows: the number of the table: the range of a 
certain statistic, followed by the average: (Table #: minimum value - maximum value; mean value). 
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educated young people, rather than the less educated -often street based- drug using population in 
New Delhi or any of the major cities in Pakistan. 

Religion 
 
Given the choice of research sites, expectedly Muslims make up the vast majority of the sample 
(see Table 17). In general, the religious affiliations seem very similar to those of the general 
population in the respective sites. 

Marital status 
 
The large majority of respondents were single at the time of the interview (see Table 18: 59-92%; 
80%). In Tehran with a relatively older drug using population 19% of the respondents were divorced, 
compared to 14% being married.  Interestingly, further analysis indicates that in New Delhi and 
Tehran, PID are much more likely to be divorced than non PID. However, this is probably connected 
to the fact that PID tend to be older than non-PID (see Table 19). It is unclear how this data compare 
with the population as a whole, yet it is believed that, overall, people tend to get married at a 
younger age than appears to be the case for the drug using population. 

Sources of income 
 
With exception to Pakistan, odd jobs on the street are the most common source of income, including 
rag picking, collecting and selling junk/garbage/scrap, occasionally helping out/messenger, 
parking/traffic assistant, and the like (see Table 20: 27-46%; 34%). In New Delhi, Jakarta and 
Pakistan, about a quarter of the respondents held a steady, legal income and in Pakistan this 
proportion was somewhat higher . In Tehran and Pakistan, PID are less likely to hold a steady job 
(36% vs. 17%, resp.41% vs. 34%), whereas in New Delhi and Jakarta, being a PID appears to have 
no significant impact.20 In New Delhi, of those PUDs who lived on the streets, only 2% derived any 
sort of support from their family and 16% of them had a steady income. A sizable part of the Jakarta 
sample consisted of students, which tends to imply that they are dependent on their parents for their 
livelihood (11-40%; 24%). 
 
In New Delhi and Pakistan, theft is mentioned by quite a few respondents as their main source of 
income (24%, respectively 18%), whereas in Jakarta and Tehran, these figures are very low. It is, 
however, expected that the high percentage of no income in Tehran includes a number of people 
who engage in theft or dealing drugs, yet were apprehensive to mention this during the interview. 
 
Concl. 1:  Large proportions of young PUD (35-59%; 44%) have migrated to their city of 

current residence before they turned 19. 
 
Concl. 2: In New Delhi, Tehran, and Pakistan, large proportions of PID (39-62%) usually 

spend the night in ‘open areas’, such as the street or a park. 
 
Concl. 3: In New Delhi and Pakistan, the majority of PUD (51%, resp. 59%) have not 

finished primary school. 
 
Concl. 4: In terms of source of income, a mixed picture arises: PUD appear to be involved 

in all kinds of work, including street-based work, steady work, and illegal 
activities. In addition, dependency on family members is quite common. 

 
Concl. 5: Particularly in Tehran, injecting drug use seems to lower one’s chances to hold 

a steady job  significantly.  
 

→ Rec. 1:  Target urban as well as rural settings in primary prevention. 

                                                      
 
 
20 In Jakarta, the interviewers solicited only one answer, whereas at the other sites, more answers were possible (and often 
provided). As a result, comparing the data between Jakarta and the other sites is somewhat troublesome.  
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→ Rec. 2: Strengthen outreach work and drop-in-centres in the areas with high 
concentrations of street-based populations in order to reach street-based 
PUD and, in particular, PID.  

 
→ Rec. 3: Strengthen, particularly in India and Pakistan, out of school interventions 

to reach the large numbers of PUD that drop out of school (or never make 
it to school) at a very young age.  

 
 
 
 
 
 
Textbox 1: Injecting non-opiates in New Delhi 
 

 A public health issue                 
 
The phenomenon of injecting of non-opiate pharmaceuticals can be seen a form of substitution. 
Towards the latter part of the eighties, when the effects of the NDPS Act were being manifested in 
the form of spiralling prices and lack of easy availability of brown sugar (smack), people started 
injecting pharmaceuticals, such as buprenorphine dextro-propoxyphene (proxyvon, 
spasmoproxyvon), antihistamines (avil) and diazepam (calmpose) amongst other drugs. which 
were used as detoxification medicines to deal with withdrawal symptoms.  Over the years, 
extensive knowledge amongst PID has developed on the combinations of drugs and dosages 
(cocktails) that lead to the desired effect.  The most commonly used cocktails are a mixture of 
buprenorphine, avil and diazepam.  Although several of these drugs are officially only available 
with a doctor’s prescription, many pharmacists have no qualms whatsoever to sell them over the 
counter to whomever is willing to pay the right price. Some pharmacists specifically cater to the 
demand by offering certain pre-prepared combinations  “cocktails” to PID. (see Case Study 2).  
 
From a policy viewpoint, injecting pharmaceuticals forms a difficult dilemma: the drugs used are 
semi-legal, so use can hardly be criminalized in the same manner as injecting heroin or chasing 
brown sugar. In terms of public health, though, one can argue that it is more harmful than smoking 
or chasing opiate drugs, particularly when one considers the apparent unsafe injecting practices. 
. 
From an enforcement point of view, offences by pharmacies do not come within the purview of the 
police but, being under the Drugs and Cosmetics Act, they fall under the jurisdiction of the Drugs 
Controller, which has a separate investigative mechanism.   
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Related quote: 
 
“I once went to a pharmacy, in Neb Sarai (Delhi suburb) for the first time to buy Phensedyl (opiate 
based cough syrup). He was quick to realize that I was a PUD. Immediately he started offering me 
other drugs like, Spasmo Proxvvon, Relipin, Diazepam etc. He told me I could have any drug I liked 
and as much as I wanted. He was treating me like a king, yet charged me more than the retail 
price. His charges of all the “addictive” drugs were more than the retail price, but that was OK by 
me. I immediately got tempted and tried a few other drugs from that shop.” 
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Chapter 3: Drug use and health; a KAP study 
 
This chapter summarizes the findings of a Knowledge Attitude Practice (KAP) section that was 
conducted as part of this study. These findings draw largely on the questionnaire and focus on the 
current situation in terms of knowledge, attitude regarding drug use and health, with an emphasis on 
HIV/AIDS and Hepatitis C. In terms of practices, emphasis is placed on unsafe injecting and unsafe 
sex over time. 
 
The relatively high proportion of respondents in New Delhi, Tehran and Pakistan that was recruited 
through the client base of the implementing NGOs probably created a bias in the sampling. 
Knowledge levels, positive attitudes, and safe practices among these respondents are probably 
higher than among  the general drug using population. Therefore, the data presented in this chapter 
should be viewed as a slightly optimistic representation of the general state of affairs. 
 
3.a. Knowledge levels on HIV/AIDS and Hepatitis C 
 
Most respondents (Table 21: 71-95%; 82%) had heard of HIV/AIDS but significantly fewer had heard 
of Hepatitis C (16-56%; 34%) (see Graph 1). Nevertheless, in New Delhi, Tehran and Pakistan 19%, 
22% and 29% respectively of the respondents had never heard of HIV/AIDS, representing a 
substantial group of people that urgently requires attention in terms of the most basic HIV/AIDS 
awareness raising. 
 
Graph 1:  Have you heard of HIV/AIDS  /  Hepatitis C  ? (n=1649) 
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In terms of the most important source of this information, the sites differ markedly (see Table 22), 
particularly the proportions allocated to the mass media versus NGOs. In Indonesia and Iran, mass 
media appear to be successful in reaching large sections of the population, including PUD. In New 
Delhi and Pakistan, service providers from NGOs were the main source of providing information with 
regard to their knowledge on HIV/AIDS and Hep C.  
 
Across the sites, however, educational institutions and parents fail to impart knowledge on these 
issues (see Graph 2).  During the interviews with key informants and focus group discussions, it was 
sometimes argued that school was not the right place for discussion of these topics and that 
relationships between teachers and pupils –and possibly between parents and children– might be 
such that a fruitful, open discussion of HIV/AIDS and its relation with sex and drug use would be 
very difficult at best. Others offered the opinion that teachers and parents are often more ignorant 
than their pupils and children, respectively. Regardless where the truth of the matter lies, urgent 
action in this area is required. 
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Graph 2: Most important source of knowledge on HIV/AIDS and Hepatitis C  (n=1302) 
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HIV/AIDS transmission21 
From the open interviews, it appeared that many PUD know the two main modes HIV/AIDS 
transmission; unprotected sex and unsafe injecting (see Quotes 1).The questionnaire addressed 
knowledge levels on transmission, prevention and cure of HIV/AIDS and Hepatitis C through open 
questions22 with scores being awarded depending on the correctness of each answer (see Table 23).  
 
Just over half of the respondents mentioned unprotected sex (45-77%; 61%) and sharing injecting 
equipment (45-60%; 53%) as possible ways to acquire the HIV virus. In Jakarta, PUD appear 
slightly more aware of these modes of transmission, while in Tehran and Pakistan percentages were 
below the 50% mark. Most respondents were not aware of blood transfusion and vertical (or mother 
to child) transmission as possible ways to contract the virus. One third of respondents had heard of 
Hepatitis C. Knowledge with regards to modes of transmission was extremely low.  
 
In general, there were few misconceptions on how HIV/AIDS can be transmitted. Sharing a razor 
blade was mentioned by more than a quarter in Pakistan and by 13% of the total group (5-27%; 
13%). Principally, whether the HIV virus can be transmitted in this manner is not so important: Even 
if it cannot, it would be advisable to use a personal razor blade. The only other incorrect answer that 
was often given, again particularly in Pakistan was sex with boys/males (without clarifying whether 
this is unprotected or protected sex: 2-20; 8%). This points towards stigmatization of men who have 
sex with men (MSM) and perpetrates the (incorrect) idea that HIV/AIDS is primarily a disease that is 
spread though sex between men. On the positive side, hardly anyone at all said that HIV/AIDS is not 
transmittable.  
 
In an effort to come to a total score on knowledge on HIV/AIDS transmission (and prevention), 
correct answers were awarded one point, and incorrect answers minus one point. Those with a total 
of three or more points were deemed very knowledgeable (Table 25). Following this measurement, 
on the whole, one fifth can be considered very knowledgeable on HIV/AIDS transmission (5-33%; 
21%) and very few on Hepatitis transmission (1-10%; 4%). Scores in Jakarta and New Delhi were 
significantly higher than in Tehran and Pakistan. 
 

                                                      
 
 
21 The percentages reported below include all the respondents; those who had not heard of HIV/AIDS were not asked any 
further questions on transmission, cure or prevention and were deemed not knowledgeable on these issues. 
22 Q19/Q24: How is HIV/AIDS / Hep C transmitted? Q20/Q25: How can HIV/AIDS / Hep C be cured? Q21/Q26: What are 
ways to prevent acquiring HIV/AIDS / Hep C? 
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Quotes 1: Knowledge levels on HIV/AIDS and Hepatitis 
 

 

Cure 
 
Again, just over half of the respondents actively knew23 that there is currently no cure for HIV/AIDS 
(51-63%; 55%) while in regards to Hepatitis C these figures were very low at an average of 9% (see 
Table 25: 4-17%; 9%). The questionnaire did not address issues of treatment of HIV/AIDS or 
Hepatitis C. 

Prevention  
 
The most common answer to the question what are ways to prevent acquiring HIV/AIDS? (Q21) was 
protected sex / condom use with almost half of the respondents (Table 24: 34-62%; 48%). using 
one’s own injecting equipment (30-32%; 30%), new sterile injecting equipment (14-36; 30%), and no 
sharing  (10-19;15%) are also mentioned quite often. No sex is mentioned a lot in Pakistan (26%) 
and also relatively often in Jakarta (12%), yet hardly at all in New Delhi and Tehran ( both 2%). 
Monogamy scores comparatively high in Jakarta (20%), yet very low at the other sites (1-5%). 
 
Personal hygiene (4-14%; 8%) and a healthy lifestyle (4-14%; 7%) are also mentioned quite 
frequently as HIV/AIDS preventive measures, particularly in Jakarta. If no further details were 
provided, these answers were deemed incorrect and can be viewed as quite worrisome. If 
descriptions amounted safe sex or safe injecting, the answers were noted under these categories 
and not elsewhere. 
 
Few respondents were deemed very knowledgeable24 in the field of prevention of HIV/AIDS (11-
30%; 21%) and very few had good knowledge on prevention of Hepatitis C (1-7%; 4%). These 
                                                      
 
 
23 Those people that answered There is no cure -or similar- to the question “How can HIV/AIDS be cured”? 
24 There are many ways to prevent acquiring HIV/AIDS and/or Hepatitis with varying degrees of effectiveness and, as a 
result, any attempt to quantify knowledge levels on prevention through a questionnaire is a complicated matter. The approach 
taken here is to ask an open question and check the given answers on pre-defined options that were based on the trial 
phase. Five of the 14 resulting answers were deemed correct (1 point), three were deemed neutral (0 points) and the others 
were deemed incorrect (minus 1 point) (see Table 24). A total score of two points or more was considered very 
knowledgeable. It is believed that by doing so the label very knowledgeable is awarded rather generously. It could be argued 

How can you get it?                       
 
"Contaminated syringe causes hepatitis, you may get disease from spoon, syringe, the cigarette 
which has been on lips of an infected bloke… 
An addict may have fear of AIDS but when he is in withdrawal he doesn’t care about AIDS or 
hepatitis that he might get from using other people’s syringes. " 
"Related with needle sharing, that’s it" / "Through  the used needle …" 
"Through blood, the way we eat things" 
"The needle, blood exchange, sexual activity, mother to child, and so…" 
“The use of needle, if we share it with friends, we must get infected; the worst is if they stink” 
“Needles, drugs can as well, that’s all I know” 
“My friend says from the needle and maybe sex” 
“Blood transfusion, needle, from mother to child in birth” 
“From non sharp razor…” 
“Virus, must be the virus, I know it’s very dangerous” 
“Sex partners changes, with no condom” 
“The needle when not sterilized” 
“If we share needle, and one was infected, then we follow” 
“Faster for user, because we share needles with friends” 
“Because I used someone else’s needle” 
“…if soothing and get contact with the blood” 
“AIDS is from blood isn’t it? And if we’re shooting, we inserting the blood as well” 
 “If we use it together, a friend got AIDS, I share his needle, makes me more… risky?”  
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numbers are extremely concerning, particularly because comprehensive knowledge on prevention is 
an absolute requirement for behavioural changes towards safer drug use and safer sexual activities.  

Overall HIV/AIDS and Hepatitis C knowledge 
 
The knowledge levels on transmission, cure and prevention were combined into one score that 
indicates the respondents’ general knowledge level in regards to HIV/AIDS and Hepatitis C. 
Respondents were deemed very knowledgeable when they had been considered very 
knowledgeable on at least two of the three aspects above (Table 25). About one in five respondent 
can be considered very knowledgeable in regards to HIV/AIDS (10-29%; 20%), while hardly any 
respondents have good knowledge on Hep C (1-4%; 2%). Knowledge levels among PID were not 
significantly higher than among non-PID. 

 
Concl. 6: Mass media can reach a large group of people, whereas school, parents and 

other family members fail to spread information on health issues such as 
HIV/AIDS and Hepatitis C. 

 
Concl. 7: Drug use and drug use related issues are commonly discussed with fellow 

PUD. GOs and NGOs that specifically target people at risk have an 
important role to play in spreading of knowledge and raising awareness in 
regards to HIV/AIDS and Hepatitis C. 

 
Concl. 8: Knowledge levels among PUD (regardless whether they were injecting) in 

regards to HIV/AIDS transmission, cure and prevention are low across the 
board. Scores were significantly higher in Jakarta than the other sites, yet 
still by no means satisfactorily so. Knowledge on Hepatitis C is extremely 
low. 

 
→ Rec. 4: Use the mass media to reach the general population with information of 

HIV/AIDS and Hepatitis C. 
 

→ Rec. 5: Include parents and communities in education and awareness campaigns, 
such as information and contacts on what to do when a young person 
uses drugs, drug use related risks and available options. 

 
→ Rec. 6: Improve HIV/AIDS and Hepatitis C information and awareness in regards 

to transmission and prevention among PUD through educational 
institutions. 

 
→ Rec. 7: Regularly assess knowledge levels pertaining to health risks involved in 

drug use and drug related practices and develop and/or revise awareness 
techniques and materials accordingly. 

                                                                                                                                                                  
 
 
that a lot depends however on the extent to which the interviewers urged the respondents to provide further answers. As a 
general guideline interviewers were trained to gently probe for more answers and move on to the next question when no 
more answers were forthcoming. 
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3.b. Attitudes towards drug use and health 

Drug use and its perceived effects 
 
The questionnaire gauged the (perceived) effects of the use of certain drugs, regardless whether the 
respondent had ever used those drugs. 25 In other words, the troublesome distinctions between 
correct versus incorrect knowledge on effects and between knowledge and attitude per se are 
avoided here by using the term perceived effects. The answers were labelled positive(+) or 
negative(-) and were then summarized into a total score, divided into three categories; (largely) 
negative, mixed, or (largely) positive26. 
 
The total score can be seen as the image of a drug amongst young PUD, regardless whether one 
uses the drug in question (see Table 26). Overall, this image is quite positive with most drugs being 
viewed in a largely positive light by more than half of the respondents. The drugs that are commonly 
available in all the sites (opium, heroin and cannabis) score between 50 and 60 percent, with 
exception of heroin in Iran. Designer drugs and ATS have a relatively positive image, which is 
probably related to the fact that intensive use as well as injecting use of these drugs is limited. 
 
There is no statistical correlation between the image of a drug and actual use of that drug (see Table 
27). Some drugs are viewed in a somewhat more positive light amongst people who have used that 
drug, whereas for other drugs the opposite holds true. Using a drug does not significantly influence 
the image of that drug. Exceptions include injecting of non-opiate pharmaceuticals and chasing 
brown sugar27: those who used the drug, evaluated it much less positively than those who have not. 
(The majority of these respondents were from New Delhi and the others largely from Pakistan.) 

Drug use related health risks 
 
When asked about physical health risks related to their drug use28, almost all respondents at all sites 
listed several, with the exception of mainly non-PID in New Delhi, where 22% answer that they see 
no health risks related to their drug use (Table 28). The mentioned health risks consist of many 
different ailments and include both physical and mental phenomena, as well as injury and death. 
 
Worse general health is at the top of the list with more than half of the respondents providing an 
answer that can be summarised in that manner (45-80%; 58%). Addiction and overdose score 
relatively high in Jakarta. 
 
Generally, PID did not mention more health risks than non-PID, with exception of health risks that 
are logically associated with injecting, such as abscess and thrombosis, HIV/AIDS, and Hepatitis C. 
Death is also mentioned significantly more often by PID (34% versus 21% among non-PID). Some 
PID are aware of risks related to their behaviour, yet few specifically mention the actual 
consequences. For example, HIV/AIDS is mentioned by 18% of the PID (versus 7% amongst Non-
PID). Technically speaking, HIV/AIDS would not directly be a drug use related risk for non-PID. 
Along these lines, those 7% non-PID could be construed as having an exaggerated fear, while the 
18% among PID should be considered a worryingly low proportion, particularly given the high 
prevalence of Unsafe injecting practices, which will be covered in the next section. 
 

                                                      
 
 
25 Q15, column 4: What is the effect on your mind after the drug takes effect? (More answers possible) Not more than 3 
effects: Happy (+), Sleepy (+), Aggressive (-), Paranoia (-), Confident (+), Depressed (-), Energetic (+), Sad (-), Occupied in 
thought (±), Relaxed (+), Fantasizing/Daydreaming (+), Enhanced Sexual Pleasure/Orgasmic (+), Desiring sex (Horny) (+), 
Heightened concentration (+), Numb (+), No answer, Don’t know, Other. 
26 Mixed is the results of two answers: 1 positive and 1 negative, leading to a total score of zero. Overall, about one quarter of 
the respondents fell within this category. Largely positive consists one, two or three answers that are in majority positive, i.e. 
maximum one negative answer accompanied by two positive answers.  
27 Brown sugar is a crude form of heroin which has not undergone the complete process of conversion into white heroin, 
particularly common in India. It is most commonly chased, whereas heroin (white) is commonly injected. 
28 Q16: What are physical / health risks related problems to regular use of your current or latest drug, if any? (DO NOT READ 
THE OPTIONS. More answers possible) 
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Quotes 2: Attitudes towards injecting amongst PID 
 

Did/does the risk of acquiring HIV influence your injecting behaviour?         
 
“I didn't know about HIV when I was injecting, my injecting behavior only changed after seeing 
my friends die.” 
“No it does not. Basically I do not care anymore. I know that I cannot give up drugs anymore and 
have resigned to living on the roads and eventually dying on the road. Therefore if I get infected 
and die it is good. This way my present suffering will be over sooner.” 
“Earlier I knew that HIV could be spread through sharing but that did not stop me from sharing on 
many occasions. Recently I got myself tested for HIV and my result turned out to be Non-reactive. 
Since then I do not share at all. But I cannot say I will not share in the future.” 
“It did not influence my injecting behavior because when I did not have enough money to buy 
drugs I would just spent the money with which I was supposed to buy the equipment for buying 
the drugs and used someone else syringes.” 
“After knowing about HIV/AIDS I felt worried about when ever I injected drug. I still keep on sharing 
with my friends when there was no syringes available. But, when it was available I stop sharing with 
people.” 
“I have HIV but that doesn’t bother me at all.” 
“Now I never use anyone else's needle and syringe.  If someone uses mine, I wouldn't use it after 
that person.” 
I knew that if one uses other people's syringes or needles, one can get HIV, so that is why I always 
used to take my own needles and syringes to the doctor.  "If I have to inject, it is better to inject 
alone or use my own needle and syringe rather then get into more trouble by becoming HIV 
positive".” 
“Yes,  I’m scared, I don’t think I’ll ever inject in my life, because of the fear of getting HIV/AIDS” 
“Yes, the risk of acquiring HIV through injecting has made me very careful” 
“Yes. I stopped injecting.” 
“Yes, the risk of acquiring HIV has influenced my injecting behaviour as I now ensure that I do not 
share needles and even in severe withdrawals never compromise or get desperate” 
“No, Because after knowing about HIV I never share my equipment.” 
“Yes, awareness on this issue has changed my injecting behaviour; I do not share my needles or 
syringes with anyone anymore” 
 
To what extent do you consider the act of injecting addictive rather than the drug that is being 
injected? 
 
Majority opinion; 
 “For me it is the high that matters.” 
“I feel that the drug gives us the high and not the act of injecting.” 
“I have heard that many people enjoy the sight of their blood in the syringe while injecting, but 
that is not how it is for me, I just need the medicine to go inside me.” 
“I think the drug was more addictive than the act of injecting because most of the high comes 
from the drugs and when there was no drugs I did not simply poke my veins.” 
“A person also gets attached to the needle and injecting.” 
 
Minority opinion: 
“For me the act of injecting is much more addictive than the drug. In some occasions when I do 
not have any drug to inject I have punctured my veins with an empty syringe, and drawn blood 
and flushed it back into my veins.” 
 
“I think that the art of injecting is more addictive than the drugs itself because some drugs are 
meant for specific mode of consumption and people inject some drugs which are not meant for 
injecting but which are meant for taking it orally. I think that people injected drugs because they 
thought it is more bold and manly. Heroin can be chased or smoked but still then some people 
choose to inject them. And when I first injected the drugs I felt very excited as I could see all of my 
veins and when I poke the needle into the vein I could “feel the sound” of the needle and 
piercing into my vein.” 
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Attitudes towards injecting and PID among non-injecting PUD 
 
Non-injecting PUD were asked to what extent they agreed with the statement people injecting drugs 
are generally disliked by non-injecting PUD (Table 29). In Tehran and Pakistan the vast majority 
agreed with the statement (86, 89% resp.), and in New Delhi 62% agreed. In other words, at these 
sites, there appears to be widespread dislike of PID amongst non-PID. In Jakarta, 37% agree with 
the statement. 
 
Perception of injecting drug use itself amongst non-PID was gauged through the statements  I do 
not inject drugs out of fear for my health (15) and I would try injecting if it was offered to me.29 The 
large majority across the sites agreed with the first statement (see Table 30: 65-86%; 79%) and 
disagreed with the second (72-90%; 85%). In other words, non-injecting PUD tend to consider 
injecting bad for one’s health and the large majority have made a conscious decision not to inject 
because of that. 

Attitudes towards injecting among PID 
 
The open interviews reveal that for many PID that are aware of the risk of acquiring HIV, this 
knowledge influences their injecting behaviour (See Quotes 2). Many said, they “became more 
careful”, while others ”ensured” to not share “even in severe withdrawal”. Another respondent – in 
New Delhi–  said that his injecting behaviour changed only after “seeing” his “friends die”. For some 
informants, knowing the risk of acquiring HIV did not alter their injecting behaviour in terms of 
sharing needles and syringes.  Even though they were aware of the “HIV risk” the lack of money to 
purchase their equipment and because of lack of availability led to their sharing behaviour. Having 
given up the hope of giving up drug use, one informant mentioned that he did not “care anymore” 
and had “resigned to eventually dying on the roads”. He mentioned that it would be “good” if he got 
infected, then that would cut short his “present suffering”.   
 
The questionnaire gauged how PID view injecting, through checking the extent they agreed with four 
statements on injecting (see Table 31). The first conclusion would be that many PID do not look at 
injecting as particularly bad for one’s health. In Tehran, 78% agreed with the statement that in terms 
of health, injecting drugs is not different from other modes of intake, yet also in Jakarta and New 
Delhi almost half of the respondents were in agreement with this statement (14-78%; 49%). In 
Pakistan, PID appeared more aware of the health risks related to injecting with only 14% agreeing 
with the statement.  
 
Yet, across the sites, roughly three quarters of the respondents were of the opinion that injecting is 
more addictive than other modes of intake (71-88%; 76%), and the majority thought that the act of 
injecting is as addictive as the drug (44-88%; 68%. Paradoxically, the vast majority agreed with the 
statement: i can stop injecting completely if I set my mind to it (74-90%; 82%). 
 
Most PID viewed injecting as more addictive than other forms of intake. The addictive quality of 
injecting itself and the enjoyment of the injecting ritual, rather than (or besides) the drug that is being 
injected, was echoed often during the open interviews. 

 
Concl. 9: Most respondents describe the effects of most drugs in a largely positive 

manner. Those who have injected opiate pharmaceuticals or chased brown 
sugar tend to describe their perceived effects more negatively than those 
who have not used these drugs. 

 
Concl. 10: Amongst young PUD, the image of a drug does not significantly differ 

between those who have used that particular drug and those who haven’t. 
 

                                                      
 
 
29 The percentages shown are those that agreed with the statement on a scale: Disagree – Somewhat agree – Agree. 
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Concl. 11: Most non-PID are aware of health risks related to injecting and this is a major 
factor in the decision not to inject. Very few non-PID would readily start 
injecting if they were offered to do so. 

 
Concl. 12: There are reports of antipathy amongst non-PID towards PID.  

 
Concl. 13: Many PID appear to be unaware of the health risks that are associated with 

injecting. HIV/AIDS is mentioned by few PID as a drug use related health risk. 
 

Concl. 14: The addictive nature of injecting is widely recognised amongst PID, yet PID 
remain optimistic about the possibility to be able to abstain. 

 
→ Rec. 8: Focus on HIV/AIDS prevention information and awareness, including drug 

use related harms, within those services that target PUD and specifically 
PID. 

 
 
 
Case Study 1: Attitudes and perceptions amongst experimenting PUD, New Delhi.    
 

A positive perspective…                   
Contrary to most informants in this report, below is a representation of the attitudes and perceptions 
towards drugs and drug use amongst some of the young people who belong to a high income 
bracket and who are in the early stages of their drug use (mainly marijuana and designer drugs).  
 
‘By defining a certain set of substances, I don’t think we are encompassing what drugs are. It’s 
actually almost a state of mind.’ / “I think one becomes more creative when on drugs.” 
“I think that if you do not have these kinds of valves (drug use) in a society then the anger would 
lead to chaos. If my mind is confined to pure existence then I will never grow, my society will never 
grow. So I don’t consider drug use a problem.” 
“Drugs could be a safer thing to abuse, than your wife at home, your children and I have seen 
people just drink alcohol, never done a single drug in their life, hit their wives hit their children.” 
“‘You do drugs you become more creative… you do drugs you can do your work much better and 
you are much happier while you are doing it.” 
“For me it gives a completely different and unexpected perspective to life. It helps you see life and 
enjoy it differently.” /  “‘I just feel that the creativity gets magnified when they are stoned”. 
“The sole purpose of our lives is to get different kinds of experiences and the stranger they are…. the 
better.” 
“The youth are little bit more responsible than the people of the “seventies rockers”, the youth are 
more responsible for their drug use now” 
“ People on the streets might steal and I think personally I might excuse them for it because they 
have nothing else, in their lives. Whereas for us, the higher income group, we are a lot more 
responsible about our drug use.” 
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3.c. Unsafe practices 
 
This section contains data on unsafe injecting practices and sex, with a focus on the former. The 
questions on injecting were only asked to those respondents that had (ever) injected, roughly 45% 
of the total group. Depending on the question, 700-750 valid responses were obtained. 

Unsafe injecting practices 
 
The questionnaire included a number of questions about unsafe injecting behaviour (Q46-48). A 
five-point frequency scale was pre-defined (from never to always). First, the questions related to 
unsafe injecting, followed by some of the most striking results, are presented, including some scores 
that combine results from certain answers to provide insight into “prevalence of unsafe injecting 
behaviour”. Although some of these sharing behaviours are believed to be less risky than others (in 
terms of disease transmission), all are considered “examples of bad practice”.  
 
Active sharing (Q46) reflects behaviour that actively puts the respondent her/himself at risk. Passive 
sharing (Q47) refers to putting other PUD at risk. The answers to Q48 are summarised as “unsafe 
injecting practices”. Roughly 20-30% say they often or always share needles and syringes, as well 
as other injecting materials. Percentages are markedly higher in Tehran (average: 41%) and lower 
in Pakistan (11%) (see Table 2 below). Pakistan’s relatively low score is quite possibly related to the 
positive effect that the executing NGO in Pakistan had on its target group. In other words, 
proportions among the total injecting population are likely to be higher. 
 
Table 2:  Prevalence of sharing of injecting materials (often or always)  by site (Q46 & Q47) 
 

Reason / Factor New Delhi Jakarta Tehran Pakistan Total 

 act pas act pas act pas act pas act pas 
Needle 19-25% 29-35% 26-46% 8-16% 21-31% 
Syringe 21-25% 28-31% 27-45% 13-25% 22-31% 
Cooker/Spoon 11-11% 17-20% 54-59% 13-6% 24-25% 

Cotton filter  13-14% 14-17% 33-52% 5-8% 17-23% 
Water to clean needle 16-15% 35-36% 32-49% 14-14% 24-29% 
Ampoule bottle 24-23% 22-26% 32-46% 9-11% 22-27% 

Cleaning cloth / Handkerchief 21-20% 14-16% 30-48% 7-6% 19-23% 
Average 18% 24% 41% 11% 24% 
Respondents  183-220 178-191 182 150-152 697-745 
Source: Q46: Do / Did you ever use the following items after they had been used by someone else before you? 
If so, how often? Q47: Do / Did you ever let someone else use the following items after you had used them 
yourself? If so, how often? Percentage of respondendents that answered  “often” or ”always”. 
 
Prevalence of other unsafe injecting practices (as defined in Q48) are quite common with 
percentages varying markedly between the sites (Table 32). On average, more than a quarter often 
or always (24-31%; 27%) said to be engaging in these practices.30 The prevalence of using the 
services of a street doctor or professional injector is particularly relevant in connection with the 
increased risk of acquiring HIV/AIDS and other blood borne diseases. Percentages vary between 24 
and 35% with a mean of 28%. 
 
The percentages in Table 3 below represent those PID that did NOT say never (on a 5-point scale 
from never–always)) when asked about unsafe injecting behaviour. In other words, these are people 

                                                      
 
 
30Shooting up after someone else has squirted drugs into syringe; re-injecting your blood (jerking or booting)?; using street 
doctor / professional injector; flushing: after injecting removing blood and re-inject; sharing needle and/or syringe; Using 
make-shift equipment, (pens, straws, plastic pipes). 
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that do, in one way or another, put themselves at risk. It appears that the large majority of PID 
engage in sharing injecting equipment and other unsafe injecting practices. 
 
Table 3:  Unsafe injecting practices by site (Q46-Q48) 
 
Unsafe practice New Delhi Jakarta Tehran Pakistan Total 

Active sharing  (Q46) 89% 91% 70% 83% 84% 
Passive sharing (Q47) 81% 90% 76% 83% 82% 
Unsafe injecting practices (Q48) 96% 98% 89% 98% 95% 
Respondents  221 184 185 145 735 
Source: Q46-48: Those who answered differently than “never”. 

Access to new injecting equipment 

During the open interviews, many informants said they did not use new needles because of 
withdrawal, so there is no time to go shopping and one becomes careless and focuses on 
withdrawal rather than on the danger. Another recurring reason was that it was better to use the 
money to buy additional drugs than to buy new needles/syringes. In addition, needle sharing was 
occasionally viewed as promoting the feeling of belonging or community.  

These comments are echoed by the results, obtained from the questionnaire; besides the obvious 
didn’t have his/her own syringe, withdrawal symptoms are mentioned the most often (Table 33: 25-
56; 39%) as a reason for sharing injecting equipment. Financial reasons are also mentioned often 
(no money (38%), save money (14%), someone else paid (11%). Also, reasons related to the quality 
of the syringe appear to be quite important (broken/dull (14%), cleaned (13%), clogged (10%)). 
Other reasons mentioned with big differences between the sites include: don’t really care (12%), 
injecting with people one trusts (10%), needed help injecting from the street doctor (5%), and people 
get upset if you don’t use same syringe (5%). 

The pharmacy appears to be the most common place to acquire needles and syringes (53-97%; 
68%) (Table 34)31. However, PUD friends and drug dealers also are listed quite high in Jakarta (35% 
and 26% respectively). Other sources remain low at 5% or less, with exception of needle and 
syringe exchange programmes (NSEP) that are in place in New Delhi and Pakistan (51 and 54% 
respectively).  
 
The relatively high proportion of respondents in New Delhi and Pakistan that mention NSEP as a 
major place for procuring of needles and syringes can partly be explained from the bias in the 
sample. NSEPs play an important role in the reduction of risks that are related to the use of unsterile 
needles and syringes. In Jakarta and Tehran where such services are largely absent friends play a 
more important role and in Jakarta the drug dealer often acts as a provider of assumed new needles 
and syringes. The rather large other category in Jakarta consists of a wide variety of locations with 
only two being mentioned more than three times: people who sell drugs on the streets (Tukang obat 
keliling) and different types of small street shops (warung/pasar); about ten times each. 
 
Overall, price is the most often mentioned constraint to access to new syringes (Table 35: 20-54%; 
36%). Too desperate to fix is also often mentioned, particularly in Jakarta (9-36%; 20%). The price 
of needles and syringes -as compared with the price of the actual drug- varies a lot per site. In New 
Delhi, a needle and syringes cost about Rs.5 and a cocktail of drugs roughly Rs. 25, although the 
latter appears to have been rising lately. In other words, about 15% of the total price of a shot is 
taken up by a needle and syringe if you use a new one each time. In Tehran, this proportion is 
estimated to be about 2-4%. In Pakistan, a syringe accounts for about 15-20% of the most common 
drug (pharmaceuticals) and there is no practice of buying needles. 
 

                                                      
 
 
31 More than one answer possible 
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With the existence of NSEP in New Delhi and Pakistan, many respondents there see no constraints 
to the accessibility of clean needles and syringes (46%, resp. 22%). With this mind, the noted 
prevalence of sharing needles and other unsafe injecting practices is even more alarming. Other 
constraints mentioned include lazy (18%), distance (15%), and other obligations (work/study) (8%). 

Unprotected sex 
 
Roughly one third of respondents answered yes the question: have you had sex in the last four 
weeks? (Q58) (Table 36: 28-35%; 31%), with remarkably few people who refuse to answer and 
withy no significant differences between PID and non-PID. Overall, almost half of these sexually 
active PUD say that they often or always have unprotected sex (Table 37: 36-63%; 46%), with 
Jakarta at the lower end and Pakistan at the high end. About one quarter of respondents say they 
never have unprotected sex, (13-29%; 24%). PID appear less careful than non-PID.32  
 
The most commonly given reason for not using a condom across the sites is don’t like using it 
(Table 38: 33-45%; 45%) followed by don’t really care (10-32%; 19%). This indicates that condom 
promotion campaigns at the sites have failed to stress the necessity of condom use, regardless of 
whether one likes using it or not. Many people mention reasons that are connected to a presumably 
monogamous relationship: trust sex partner (11-34; 19%), sex within marriage only (3-15%; 11%), in 
monogamous relationship (5-16%; 10%). Availability,  not available / difficult to get (13-23%; 19%), 
appears to be a factor in some cases, yet expensive (2-6%; 3%) is hardly mentioned. 
 
Answers such as don’t know how to use it (6-23%; 13%) and what’s a condom? (2-7%; 5%) show 
that there is some ignorance regarding condom use. Overall, shame/embarrassed (3-14%; 9%) and 
afraid to suggest use (1-7%; 3%) are not mentioned a lot, but in Jakarta, this reason can not be 
discarded. The reason to intentionally spread disease was mentioned by 17 people; 8 in New Delhi 
and Jakarta each and 1 in Pakistan, constituting 3.7% of the sexually active PUD. Clearly, this is an 
issue that should be looked into closer. 
 
As appeared earlier, high knowledge levels on adverse consequences of injecting do not necessarily 
lead to negative attitudes towards injecting or to safe injecting practices. It would seem that, for 
example the factors outlined in the previous chapter –and elaborated on the next chapter– can 
outweigh certain knowledge and/or attitudes, leading to unsafe behaviour despite knowing that the 
(possible) negative consequences of that behaviour. It is therefore pertinent to note that 
interventions do not stop at building knowledge and awareness, in the hope that safer behaviour will 
automatically follow. Instead, projects and programmes that work with PID should conduct activities 
that build the capacity of clients to successfully translate imparted knowledge and attitudes to actual 
behaviour. Such skills could  include life skills, but also more specific, practical skills on safe 
injecting and safe sex. 
 

Concl. 15: Sharing injecting equipment and other unsafe injecting practices are quite 
common (about one quarter often or always and more than 90% answer 
differently than never ).  

 
Concl. 16: Being injected by a fellow PUD with a used needle is quite common when 

one first starts injecting. 
 

Concl. 17: Desperation, as a result of withdrawal symptoms, is the main reason for not 
using clean injecting equipment. 

 
Concl. 18: The cost and effort involved in buying new injecting equipment every time 

are important factors in sharing needles.  Needles for individual use are 
often used many times. 

 
Concl. 19: Applied cleaning practices are not effective in preventing the spread of 

blood borne diseases. 
                                                      
 
 
32 Χ2 = 23.985, df = 4, p = 0.000 
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Concl. 20: For many PID, the ritual that accompanies injecting is an important part of 
its attraction. 

 
Concl. 21: Almost half the sexually active PUD often or always had unprotected sex. 

The most often mentioned reason is don’t like it (using a condom). Other 
main reasons include (presumed) monogamy and lack of availability of 
condoms. 

 
→ Rec. 9: Develop and scale up free and easily accessible needle and syringe 

exchange programmes. Provide information on safe injecting. 
 

→ Rec. 10: Improve information and awareness on risks related to unprotected sex 
and insure availability and access to condoms. 

 
→ Rec. 11: Develop and conduct activities that focus on imparting practical skills on 

safe injecting and safe sex. 
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Chapter 4: Drug careers and environmental factors 
 
The question of how drug careers develop is one of the main questions of the present study. Many 
questions and sub-questions, in both the open interviews and the questionnaire, dealt with the 
‘defining moments’ of one’s drug career and the influence that the environment had on those 
moments. The questionnaire provides a detailed profile of the respondents’ drug career, including 
the drugs used, mode of intake, age of first use of listed drugs, duration of use, frequency of use in 
the last three months and the effects of the drugs.  It further explores the two most crucial33 switches 
in terms of mode of intake, type of drug, and age at the moment of first intake.  
 
4.a. Characteristics of drug use 

Drugs availability 
 
Across the sites, numerous organizations, such as law enforcement, hospitals, treatment centres 
and NGOs provide insights in the drugs that are available. Also, the SRM filled out a table that 
contains information on availability, prevalence, mode of intake, price, and local names of types of 
drugs (see Annex). It appeared that traditional drugs such as marijuana / hashish, heroin and opium 
are widely available at all sites and that ‘’brown sugar’ is particularly common in New Delhi and to a 
lesser degree in Tehran. In addition, the more trendy drugs, such as ATS and ecstasy appear 
common in Jakarta. The data from the questionnaire (see Table 39) perfectly confirms this picture. 
The ‘perceived availability’ of cocaine in New Delhi and Jakarta is somewhat surprising, particularly 
because most respondents belong to the poor segments of society, where according to other data 
cocaine use is relatively uncommon. On the other hand, knowledge of a drug being available clearly 
is different from using the drug. 
 
It is unclear from this data whether the reported availability of methadone and buprenorphine (often 
used as substitution drugs, available in pharmacotherapy programmes) at some sites refers to MMT 
or BMT programmes or whether these drugs were available at pharmacies or on the streets. In the 
sections below,  this issue will be addressed. 

Types of drugs and mode of intake 
 
The questionnaire covered the respondent’s drug career from initiation until the time of the interview 
(May/June 2004), detailing mode of intake, frequency and age. The drugs mentioned were 
categorised in the 15 types of drugs that were distinguished elsewhere in the questionnaire. From 
this data, life time prevalence (LTP) and last quarter prevalence (LQP) the last three months up to 
the data of the interview, also referred to as active use were calculated (see Table 40). 
 
The use of opiates appears to vary markedly per site. In Jakarta, less than half of respondents had 
used an opiate, whereas at the other sites, proportions range from 82% to 89% (see Table 41: 44-
89%; 73%). However, this data should not be taken as representative for the whole drug using 
population at the respective sites. Particularly in New Delhi, Tehran and Pakistan the is likely to 
have a bias towards opiate use –and injecting use for that matter.  
 
Those respondents that had ever injected were categorised as PID (people injecting drugs). The 
rest were labelled “Non-PID”. It appears that over half of the respondent had injected drugs, yet the 
proportions differ markedly per site (see Table 42). Within Pakistan, injecting drug use is more 
prevalent in Lahore and Karachi, whereas in Peshawar and Quetta -close to Afghanistan- smoking 
of opium and heroin are more common.34  

                                                      
 
 
33 “Crucial switches” were defined as switches towards or away from injecting, or -if not applicable- switches towards or away 
from an opiate drug. In other words, priority was placed on switches towards or away from injecting, with a maximum of two 
switches described. 
34 The Respondent Driven Approach appears to be quite effective in reaching certain hidden sub-populations. In Jakarta, 
where injecting drug use is very much out of sight, still more than one third of the respondents was a PID. 
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Most drugs are used in a manner that is ‘inherent’ to the drug. For example, marijuana is generally 
smoked (98% across sites) and brown sugar is largely chased (83%) or smoked (25%) with some 
injectors (8%) and hardly any other means of intake (sniff: 3%, eat: 1%, inhale: 1%).  Opium was 
either smoked (53%) or eaten (50%) while drunk (5%), injected and inhaled (3% each), and chased 
(1%) are  exceptional modes of intake. Heroin is taken in many different ways, as clarified in the 
section below. 
 
As presented earlier (see Table 40), heroin is not commonly used in New Delhi (LTP: 9%), yet 
particularly prevalent in Tehran (85%) and Pakistan (71%) and quite common in Jakarta (44%). As 
may become obvious from Table 43, the way it is usually administered varies markedly across sites.  
In Pakistan, chasing is the most prevalent mode of intake and injecting is relative uncommon. 
Another worrying finding is that in Jakarta, 38% claim to have been injected by a fellow PID. 
Although this does not necessarily preclude that the same needle is being used, the likelihood does 
tend to increase dramatically and the open interviews there suggest that sharing during such 
occasions is very common indeed. 
 
Graph 3: Last quarterly prevalence (LQP) of selected drugs by site 
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An atypical case is the injecting of drugs that were originally developed for oral use; non-opiate or 
opiate pharmaceuticals. This is quite prevalent in New Delhi and also in Pakistan (see Textbox 1). 
There are very few reports of ATS being injected. 
 
The following conclusions can be drawn from the data: 
 
Concl. 22: Despite current supply reduction efforts, all kinds of traditional drugs are widely 

available at all the sites, and in Jakarta, the more trendy drugs have also taken a 
solid spot in the market. Consequently, harm reduction and demand reduction 
strategies remain important. 

 
Concl. 23: In terms of which drugs were being used 35 , responses across sites vary 

remarkably, with marijuana / hash, being the only drug that is used a lot at all 
sites. Currently, opium use is only significant in Tehran. 

 
                                                      
 
 
35 The terms “drug of choice” or “preferred drug” are avoided here, because they imply that the drug used is the drug that the 
person likes best. Oftentimes, the drug used is a result of complicated decision-making processes that take into account 
factors such as availability, price, risk of getting caught, effects of the drug, and perceived health risks, among others. 
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Concl. 24: The type of drug used appears highly dependent on local circumstances with 
availability being the main factor.  

 In New Delhi, ‘brown’ sugar and non-opiate pharmaceuticals use are 
high. Commonly, ‘brown sugar’ is chased and the pharmaceuticals are 
injected. 

 In Jakarta, heroin and as well as the more “trendy” drugs such as 
Ecstacy (XTC) and shabu shabu, a methamphetamine, stand out. In 
addition, sleeping pills are often used there. 

 Heroin and opium are the main drugs in Tehran, while in Pakistan, 
marijuana and heroin are mentioned very often. Buprenorphine scores 
14 percent (LQP), usually injected in combination with other drugs, 
similar to the injecting of pharmaceuticals that is particularly prevalent in 
New Delhi.  

 The category “other” consists largely of “alcohol”, which the research 
team had decided to not include. 

 
Concl. 25: Logically, life-time use (LTP) is markedly higher than current use (LQP). LTP 

percentages total more than 200, confirming that careers are rather flexible and 
fluid; switches from one drug to the other or experimenting with certain drugs 
for a short time are quite common. Many people have used a wide range of 
drugs throughout their lifetime, thus displaying a ‘willingness to try anything’. 

 
Below, several selected conclusions are formulated based on further analysis of the data related to 
mode of intake of certain drugs at specific sites:  
 
Concl. 26: Brown sugar in New Delhi (n=290) is mainly chased (90%) and/or smoked (24%) 

with injecting (3%) and other modes of intake at very low levels (1%).  
 
Concl. 27: In Jakarta, the most worrying data is the high proportion of heroin users that 

indicated that the drug is injected by a fellow PID –often associated with sharing 
needles and syringes (38%). 

 
Concl. 28: Opium in Tehran (n=175) is generally smoked (75%), while 37% have eaten it and 

6% mention injecting. 
 
Concl. 29: Buprenorphine in Pakistan (n=78) is generally administered by means of 

injection (92% of the users), with 80% injecting themselves, 26% (also) 
mentioning fellow-PID and 4% having used the services of a professional 
injector.  

Duration of use 
 
On average, the respondents started using drugs 7.6 years ago. In Jakarta -with its somewhat 
younger sample- respondents had had a shorter drug career (5.5 yrs), whereas in Tehran and 
Pakistan duration of use was at the opposite side of the scale with 8.8 years (see Table 44). After 
factoring out age36, though, the picture is quite different: The Tehran respondents had been using 
relatively short –6.0 years–, versus 9.1 years amongst Pakistan’s respondents (see Table 45. In 
Jakarta and New Delhi, duration of use was 6.8 and 8.2 years respectively. As expected, PID had 
started using drugs longer ago than non-PID: 8.8 versus 6.7 years ago, yet, after adjusting these 
figures for age, the difference is much smaller: 7.9 versus 7.5 years.  The difference between opiate 
users (LTP) and non-opiate users is larger and remains 1.7 years after adjustment. Opiate users’ 
drug career started on average 8.7 years ago, compared to 4.8 years for those people who had 
never used any opiates; 8.1 and 6.4 years, respectively after adjusting for age. 
 

                                                      
 
 
36 Logically, the respondent’s age is a factor in the variable “years of use”. Through a regression analysis this influence can 
be factored out, providing a clearer picture.  
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Textbox 2: Sleeping pill use in Jakarta   
 

 

Stage of drug use 
 
For lack of a better word, one’s stage of drug use refers to the extent at which one is (or is not) using 
drugs.37  Overall, more than three quarters of respondents considered themselves active users at 
the time of the interview, with marked difference between sites (see Table 46: 66-90%; 77%). 
Theoretically, these figures should be in line with the results from the stage of drug use that the 
interviewers identified (Q37), based on the profiling questions. Recovered/recovering users are non-
active users which results in similar proportions of active users (Table 47: 68-90%; 79%).38 Only 5% 
of the sample was deemed experimental/habitual users. They appeared to have been using for an 
average of 3.6 years (5.8 years adjusted), as opposed to 7.8 (same after adjustment) years for the 
excessive/dependent users. Recovered/recovering PUD had first started using on average 8.1 years 
earlier (7.6 years adjusted). 

Intensive drug use 
 
Respondents that indicated using a certain drug more than once a week during the last three 
months were considered intensive PUD, (see  
Table 48). Logically, these percentages are lower than the LQP rates in Table 40, yet differences 
are not as large as one might expect: active use versus intensive use of heroin: 37%vs. 33%; brown 

                                                      
 
 
37 Based on the profiling of the respondents’ drug career, the interviewers assessed -albeit somewhat rough- assessment of 
one’s career could be made; among the active users, two groups were distinguished: experimenting/habitual and 
excessive/dependent. The latter was then categorised in those who had had treatment and those that had not. 
38 However, in Tehran, about 10% of the respondents considered themselves not currently using¸ whereas the interviewers 
rated them as excessive / dependent users. This difference is most likely the result of the fact that Q34 (Are you currently 
using?) was not specified further, leading to interpretation problems. This data describes the sample and should not be 
viewed as indicative for the whole drug using population.  

Availability of sleeping pills and barbiturates in Jakarta                                                 
 
Using sleeping pills in the initiation or later stages of a drug career is quite common. This drug is very 
cheap; at Rp.500. -about US$0.50-  people can get high. It is usually called ‘boti’, which covers any 
kind of sleeping pills, including diazepam, nitrazepam, mogadon, valium, etc. Because of its easy 
availability and low price, sleeping pills are also widely used as a substitution drug when heroin or 
shabu-shabu (amphetamine) are in short supply. 
 
Sleeping pills are  supposed to be prescription drugs only but, generally, people can get access to 
this drug at pharmacies without doctor’s prescription, without showing ID or without having to lie 
about their age. In big cities, like Jakarta, there are many small peddlers around the community, 
that sell daily necessities. Many of these peddlers also sell sleeping pills.  Some shops will only sell to 
people they know. law enforcement or government control on these issues from is very weak.  
 
Male, 18 years old, PID 
When I was 9 years old, I saw my friends using leksotan (sleeping pills) and I assumed that that drug 
is okay and I wanted to try, so I purchased it.  The only thing in my mind at that time was that I 
wanted to be high like my friends.  
 
Student, 22 years old, PID. Most teenagers are starting to seek their personal existence. They want 
people to recognize them and respect them as a person growing up. They usually start looking for 
the figure in their “core group”. This kind of group always consists of people who have negative and 
positive personality traits, as well. When I was in the third grade of Junior High School, I wanted to be 
part of such group at school. I just followed what they did and then, they would be happy and 
accept me. Unfortunately, they were using nitrazepam (sleeping pills) and I was curious about the 
effect. I didn’t know about the drugs at that time and then they just offered me what they were 
having. I had no idea, I had no problem, I was fine and just took it.  
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sugar: 10% vs. 9%) and opium: 7% vs. 6%. For marijuana/hashish and the so called party drugs39, 
the difference between active use and intensive  use is larger: cannabis: 54%: vs. 40%, Ecstacy: 5% 
vs. 2% and ATS: 6% vs. 3%. This is very much in line with the observation that many young people 
(initially) tend to take these drugs over the weekend only.  
 
Concl. 30: Most active users can also be called intensive users, particularly those who use 

opiates or inject non-opiates or cocktails.  
 
 
 
 
 
Case Study 2: Injectable cocktails in Jehangirpuri, New Delhi.    
  

 

                                                      
 
 
39ATS and XTC are often referred to as party drugs, because they are often used in discotheques or clubs. 

Policemen reach out…              
 
Jehangirpuri, a large slum resettlement colony, spells poverty and unhygienic conditions.  Open 
areas of land are teeming with street children, PUD huddled in groups, injecting and using drugs. 
Availability and accessibility of various drugs are higher than in any other area in Delhi and drug use 
is rampant. 
 
Mahindra Park in Jehangirpuri is one of the many pockets where PID hang out.  They mainly inject a 
‘cocktail’ of buprenorphine, Avil and Diazepam.  To cater to this demand, four brothers, two of 
whom are police officers and one known for his criminal activities, opened chemist shops in 
Mahindra Park. These chemist shops are situated on a street commonly known as ‘Samaan Valla 
Gali’ (‘Samaan’ being a slang for drugs and literally means ‘stuff’; ‘Gali’ meaning ‘street’.) This 
street consists of several chemists shops, which are all adjacent to each other, conveniently 
providing ‘medication’ without ‘prescriptions’.  
 
The shops owned by the brothers referred to above, are run by their wives and almost everybody in 
Jehangirpuri knows about this situation. Our sources revealed that drugs are copied and sold at a 
much lower rate than the marked retail price.  The quality of the drugs sold are doubtful, as some of 
the proprietary names of the drugs sold at these shops do not find mention in pharmaceutical 
catalogues, e.g. an ampoule of buprenorphine is sold under the unlisted brand name of 
Norzaphine. It is therefore not surprising that analgesics or anti-biotics are not stocked at these 
shops, yet drugs like buprenorphine, atropine, Diazapam, Phenergan, Avil, and Fortwin are freely 
available over the counter. 
 
Downstairs is a 'container' for the pre-mixed cocktail of drugs with the most common combination 
from which one can draw one syringe full for Rs.25. Upstairs, there is a room -a ‘shooting gallery’- 
where individuals can go and inject while newcomers are assisted. Reportedly,  unsafe injecting 
practices are common and single needles are  very often shared among 10-12 people. 
 
Since policemen run the shops, the general public is not encouraged to lodge complaints.  That is 
not to say that there have never been any raids against them but on such occasions, they close 
the shop for a couple of days after the raid. After that, it is business as usual.  
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4.b. Initiation 
 
In this section, the start of one’s drug career is under investigation, including demographic data, the 
drug used, factors that are associated with the initiation and reactions from people in the immediate 
environment of the PUD. In addition, some case studies and quotes from the qualitative research 
tools will be presented to exemplify the conclusions. 

Age at initiation 
 
The questions that dealt with ‘profiling the drug careers of the respondents’ reveal that initiation to 
drug use tends to occur at a very young age. Overall, the majority of the respondents say they were 
younger than 16 years old when they first used their first drug (Table 49:22-70%; 52%). In Jakarta 
and particularly in Tehran, initiation occurs on average somewhat later, with average initiation ages 
of 16 and 19 years old respectively. Pakistan stands out as place where drug use apparently starts 
at a very young age, with 70% stating they were initiated to drug use before turning 16.  
 
Graph 4:  Age at initiation by site (Q30) 
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From Graph 4, the exceptional low initiation age in Pakistan and New Delhi, as well as the relatively 
late initiation in Tehran become evident.  
 
Concl. 31: Most people start using drugs before they reach the age of 16, and sizable 

proportions in New Delhi and Pakistan start before they turn 13 years old. 
 

→ Rec. 12: Target primary intervention at a very young age group; probably 12-13 
years old is the time at which the most impact can be generated. 
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New Delhi       
At age 18, in the course of my studies, I was 
involved in a research along with a group of 
friends who would smoke grass regularly. I was 
offered grass on many occasions but had 
refused as I felt it was not ‘my style’. I resisted 
the drug but all the while felt left out and 
unaccepted by the group.  
 
One day -on return to Delhi from vacation- my 
friends and I had decided to go to watch a 
movie at an open-air theatre. We had worked 
hard the whole week on our research 
assignment, and wanted to chill out over the 
weekend.  My friend lit up a joint in the theatre 
and passed on the joint to me. This time I took a 
‘drag’ as my friends told me no danger or harm 
would come from it.  From the Internet I had 
learned that grass was not addictive and that it 
would only become a problem in the long run.  
I was convinced that trying the drug would not 
kill me or affect me. I just wanted to do it once.  
 
After using, my life changed, it was like ‘love at 
first sight’. I realized that all the while I had been 
resisting drugs I was missing out on all the fun 
that my friends were having…. 

Jakarta      
When I was 9 years old, I saw my friends using 
leksotan (sleeping pills) and I assumed that that 
drug was okay and I wanted to try. I went to 
Tanah Abang and purchased the drug.  The 
only thing in my mind at that time was that I 
wanted to be high like my friends did.  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Most teenagers are starting to seek their 
personal existence. They want people 
recognize them and respect them as a person 
growing up. They usually start looking for the 
figure in their “core group”. This kind of group 
always consists of people who had negative 
and positive personality traits as well. When I 
was in the third grade of Junior High School, I 
wanted to be part of such a group at school, I 
just followed what they did and then they 
would be happy and accept me. 
Unfortunately, they were using Nitrazepam 
(sleeping pills) and I was curious about the 
effect. I didn’t know about the drugs at that 
time and then they just offered me what they 
were having. I had no idea, I had no problem, I 
was fine and just took it.  

 

Tehran       
Firstly, we went to a friends house to drink 
(alcohol). Then my friend told me “do you like 
to buy hashish and smoke it after drinking.” I 
told him “no problem”  When he came back he 
had heroin with him. He said heroin after 
drinking is very nice. Then we drank and then 
he poured some heroin on foil and we smoked 
together. After that day, I didn’t drink anymore 
and went towards heroin. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
The first time, I dropped opium into my tea and 
drank it. I did that once or twice… Then, I 
started smoking it. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I used opium for one month while I was 
bedridden. After a month, my burning scars 
were better but I couldn’t get out of bed. My 
legs had lots of pain. I told my husband… 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
When I was 20, I was a body-building athlete. 
My brother was an opium user. His friend 
persuaded me to eat a small piece of opium as 
a doping drug. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
In my city, it is customary that the groom offer a 
little bit of opium at the wedding ceremony, in 
a separate room. I used opium for the first time 
there. It was so tasty. We were 7 or 8. Because it 
was a wedding it was not important. 
 

Pakistan       
I went to play cricket daily, and became 
friendly with some drug users there. Once, when 
I was sitting with them, they prepared a 
cigarette of hashish and started smoking, after 
a while they offered me and I accepted their 
offer and used hashish… 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
My elder brother used to smoke hashish quite 
regularly at home and after using, he looked 
relaxed. This generated curiosity in me. He said 
it gives soothing effects and is very relaxing. He 
threw the butt on floor and after he left I picked 
it up and smoked it. He was right it, was very 
relaxing. The next day I went to a place where 
boys smoke and I smoked and kept on smoking 
daily… 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I was a cigarette smoker. My uncle was on 
hashish. Once outside home near the canal, he 
and I were together. He prepared a cigarette 
of hashish and gave it to me to smoke … 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
We shifted house. I became friendly with some 
new boys in our new area. One day, we were 
sitting in a factory. They made a hashish 
cigarette and started smoking, they invited me 
to join, so out of curiosity and for being part of 
the group I accepted their offer and smoked 
that hashish cigarette… 

Case Study 3: Initiation 
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Initiation drug and mode of intake 
 
Table 50 lists which drug the respondents first used. The following conclusions can be drawn: 
 
Concl. 32: Although, overall, the majority of PUD start their drug career with cannabis-

based drugs, there are big differences between the sites (32-88%; 66%). In 
Tehran, more than 50% mention opium-based drugs as their drug of initiation, 
whereas in New Delhi, 20% start their drug career with brown sugar. In Jakarta, 
sleeping pills, heroin and Ecstacy make up a quarter of the total response. High 
perceived availability of a certain drug (as presented in Table 39) goes hand in 
hand with high initiation rates for using those drugs.  

 
Immediate opiate users and injectors, as the proportion of their respective total groups provide a 
good indication for the formulation of preventive recommendations. The larger those proportions, the 
more serious the need would be for primary interventions that focus on the differences in health 
consequences depending on the type of drug and mode of intake. Graph 5  presents opiate use at 
initiation as a proportion of those who had (ever) used an opiate. (see Table 51). Similarly, Table 52 
provides the same data in terms of injecting at initiation. 
 
The proportion of immediate opiate users -respondents who mention an opiate as their first drug- as 
part of the total group of opiate users (n=1195) is extremely high in Tehran (71%) and also high in 
New Delhi (36%). Even the relatively low proportions in Jakarta and Pakistan (14% respectively 9%) 
should be taken very seriously in light of its addictive properties and other adverse effects of opiate 
use. 
 
Graph 5:  Immediate opiate use by site 
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Amongst PID -those who have ever injected (n=738)- on average 14% actually started with injecting, 
with higher percentages in Jakarta and Tehran; 16% and 23% respectively (see Table 52: 8-23%; 
14% and Graph 6). The most commonly injected drug is heroin, which means that these people 
started their drug career with a combination of drugs and mode of intake that is associated with 
extremely severe health risks. 
 



Findings: Drug careers and environmental factors 
 

 59

Graph 6: Immediate injecting by site 

0%

20%

40%

60%

80%

100%

New Delhi Jakarta Tehran Pakistan

Started with injecting Switched towards injecting
 

 
Because of the relatively large differences between sites, the conclusions below are site specific. 
 
Concl. 33: In New Delhi, the use of opiates (largely brown sugar) is quite prevalent (LTP = 

82%) and more than one third (36%) of opiate users started their career with an 
opiate. Almost half of the PUD have injected drugs and 8% of those PID started 
with injecting, some of whom with a non-opiate drug. 

 
Concl. 34: In Jakarta, almost half of the respondents had used an opiate (heroin) and 14% 

of them started with an opiate. More than one third of all respondents had 
injected drugs; 16% of those PID had started their drug career with injecting 
(heroin). 

 
Concl. 35: In Tehran, opiate use (largely heroin and opium) is extremely common 

(LTP=89%) and 71% of the opiate users started their drug career with an opiate. 
About two thirds are PID and almost a quarter of them initiated through injecting 
(heroin). 

 
Concl. 36: In Pakistan, opiate use (largely heroin) is very prevalent (LTP=87%) with 9% of 

the opiate users having started their drug careers with an opiate. More than one 
third had injected drugs and 9% of those were immediate PID, some of whom 
used non-opiate pharmaceuticals at that time. 

 
The high prevalence of immediate injecting requires urgent action at various levels. Particularly the 
situation in Tehran appears extremely serious. Also the relatively low proportions at the other sites 
point towards large numbers of people who start their drug careers by injecting (usually heroin; in 
total, there were 12 people who had started their drug careers by injecting a non-opiate).  
 

→ Rec. 13: Urgently develop, improve, (tools available for) and/or scale up primary 
and secondary prevention interventions that stress the adverse effects of 
using opiates and injecting as compared with other drugs and modes of 
intake. 
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Textbox 3: The Gateway Theory revisited 
 

 

Contributing factors to initiation 

What are friends for… and… I just wanted to know… 
 
During the open interviews, peer pressure was mentioned as the main reason to start using drugs 
(see Quotes 3). However, a vast majority also stated other reasons associated with initiation of drug 
use which created an enabling environment for them to accept the offer of drugs from their peers. 
 
The predominant reason for the choices of substance and the mode of intake appeared to be that 
they were offered that particular drug along with that particular mode of intake: it was what was 
being done at the time. In Jakarta, smoking marijuana in a cigarrette and, in Tehran, smoking an 
opiate were most commonly mentioned. In Pakistan and in New Delhi, the majority of the 
respondents started using hashish as their first drug and most of the times, the mode of intake was 
smoking in a cigarette after mixing it with tobacco. 
 
The vast majority, across the sites, of the informants stated that they were offered drugs by their 
friends. Very few refused the first offer and almost all immediately started using. Some of the 
informants initiated drug use in a bid to socialize with others or while participating in social 
gatherings where drug use was common. The key informants and focus group discussions are in 
support of the finding that peer pressure is the primary factor of initiation into drug use. It was also 
mentioned that the company one keeps ultimately influences individuals. Acceptance by friends was 
also said to be a part of peer pressure. 
 
Peer pressure was said to include the perception of a safety net within the group, applicable 
especially for teenagers who are trying to fit in and are searching  for who they are.  Finding a friend 
or a group of PUD increases the chances that the teenager will also become a PUD. 
 

An unclear picture that requires a clear distinction 
 
The theory that softer drugs -like cannabis- act as a gateway to harder drugs -opiates-, has been a 
talking point for many years. Although this, and other, research shows that many people indeed 
start their drug use with cannabis and shift to opiates later on, the overall picture is far from clear. 
In Jakarta, only 43% had ever used an opiate, whereas these people had been using drugs for 
quite some time (on average 4.6 years). In Tehran, 89% had used an opiate, yet only 29% of them 
started with a non-opiate.  In other words, many people do not “progress” to harder drugs, while 
considerable proportions start their drug career with an opiate. 
 
It remains difficult to pinpoint the exact factors that determine whether people switch to opiates (or 
to injecting). However, factors such as legislation, law enforcement, availability of drugs, peer 
pressure and curiosity, appear to play an important role in this transition. The fact that one has 
smoked cannabis –if so–  is only one of many factors, at best.  
 
It is common knowledge that in terms of related health problems –and other adverse affects– 
cannabis (the most common, non-opiate, illicit drug) and heroin (the most common, opiate, illicit 
drug) are essentially different, especially when (heroin is) injected. The all too common practice of 
lumping together opiates and cannabis-based drugs in terms of legislation, education and overall 
discourse creates or reinforces a situation in which both types of drugs are viewed in a similar 
fashion, dealt with by the same people, and ultimately taken by many of the same people.  
 
In other words, not distinguishing between types of drugs, strengthens the gateway-effect of 
cannabis-based drugs to opiates.  Vice versa, if drug information, education, legislation and law 
enforcement clearly differentiated between drugs, depending on their related health risks, these 
drug types would also become separated in peoples’ minds as well as in practice. Furthermore, 
when less harmful drugs were disconnected from more harmful ones, energy and resources could 
be targeted better to areas where they had the greatest positive impact. 



Findings: Drug careers and environmental factors 
 

 61

Quotes 3: Initiation and peer pressure 
 

 
 
The results of the survey are generally in line with what the qualitative findings suggested (see Table 
4). The two main reasons/factors given for one’s start of drug use were peer pressure and curiosity, 
with considerable differences between the sites.  
 
Table 4:  Reasons / Factors mentioned for start of drug use by site (Q39) 
 

Reason / Factor New Delhi Jakarta Tehran Pakistan Total 

Peer pressure 47% 21% 34% 65% 42% 
Curiosity 31% 73% 17% 23% 40% 
Loneliness 22% 7% 18% 11% 13% 
Boredom 10% 18% 11% 8% 12% 

Fashionable 13% 18% 4% 7% 11% 
Attraction to drug culture 13% 0% 3% 8% 6% 
Respondents  414 519 280 423 1636 
Source: Q39: What are the main reasons or factors for your start of drug use? DO NOT READ THE OPTIONS 
(More answers possible). Only answers that scored >10% at at least one site. 
 
About two thirds of the respondents agree with the statement: the large majority of PUD is 
persuaded (or talked) into it by peers (60-73%: 69%), further confirming the importance of peer 
pressure in the start of drug use. (see Table 53). The statement the large majority of PUD try to 
persuade people around them to start using drugs finds agreement with fewer people (43-62%; 
51%). 
 
Other relatively important factors that did not stand out during the qualitative stages of the research 
include loneliness, boredom, fashionable and attraction to drug culture. Feelings of loneliness 
appear quite important, particularly in New Delhi and Tehran, with about 20% of the respondents 
mentioning this as a main factor. This could be explained as wanting to belong to a peer group, yet 

What are friends for…                           
“We’re accepted into a group if we do the same thing” 
“If we don’t use then it’s like smoking, to be accepted into a new group if we don’t use then we’re 
ignored” 
 “They should be boys, if they don’t use then what are they” 
“Because I saw that my friends enjoyed using them” 
“Seems manly when getting high” 
“Curiosity and we’re never satisfied, addicts are never satisfied, keep on going” 
“First time offered, second time was curious of the taste” 
 
“Wrong information from unreliable sources…” (key informant) 
“Because at this age it’s hard to find personal identity” (key informant) 
 “Especially for kids who see that their friends make them feel safe” (key informant) 
“It’s the influence from friends, not the home” (parent) 
“If they’re friends usually it’s hard to decline” (key informant) 
“Want to fit in, want to try, teenagers are afraid of not fitting in…” (nurse) 
“If a peer group is made up of a lot of persons who have feelings of discontent and a person who 
also has feelings of discontent would look up to those peers who are articulating and giving vent to 
their discontent and would like to associate themselves with such expressions….. If drug use were a 
common means of such expressions, it would be easy for a person to be initiated into drug 
use.“ (community worker) 
“People might find themselves starting to use drugs with people who are not their peers but 
eventually become their peers. Whole groups of young people start using drugs together, because 
they are peers or because they come in contact with people like them and then one by one they 
change their behaviour to become peers with the drug users. I am not sure which is more 
important.“ (community worker) 
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not succeding. Boredom can logically be associated with curiosity and the latter two could also be 
part of peer pressure.  During the focus group discussions, curiosity and experimenting were 
identified as being common factors for people initiating into drug use. While the members of families 
affected by drug use mentioned peer pressure, curiosity and experimenting as the main causes of 
initiation to drug use, service providers in some sites stated pleasure seeking as one of the main 
causes. 
 
Once a friendship bond has been established, rejecting a friend’s offer becomes harder. Seeing 
friends using drugs can set off curiosity and yearning to try.  A common perception is that drugs are 
trendy and the people who refuse to try are considered uncool, and subsequently marginalized. 
 
With more than half of the respondents agreeing with the statement: People start using drugs out of 
boredom or loneliness (see Table 53), these factors should be considered quite important indeed. 

Family ties… 
 
In the focus group discussions, a recurring theme in the role that the family plays in relation to one’s 
drug use was that the outcome of peer pressure situations is heavily influenced by how the parents 
responds to their children as “individuals”. Adequate communication between parents and child, 
openness and a sense of belonging are seen by many as crucial elements of a functional parent-
child relationship. As may appear below, the data from the questionnaire indicate that in many cases 
a communication break-down between parents and children had taken place very early in one’s drug 
career, yet, few informants saw a clear link between broken families or the (low) social-economic 
status of the family and drug use.  
 
Most respondents (35-83%: 54%) agree (on a three-point scale) with the statement a drug career 
usually goes hand in hand with a dysfunctional family (see Table 53), with Jakarta being at the low 
end and Pakistan at the high end. This picture was confirmed during the focus group discussions 
and interviews with key informants. In Pakistan and to some extent in Tehran, conflict situations at 
home and complete alienation between parents and children were reported. In Jakarta and New 
Delhi, by contrast, the relationship between the open interview informants and their parents was 
generally considered “fine” and there were no particular problems within the family at the time of 
initiation. Nevertheless, many informants in Jakarta and elsewhere reported that their parents were 
largely ignorant of whatever went on in their lives.   
 
Possibly related to familial context, personal problems (55-70%: 61%) and boredom or loneliness 
(48-65%: 55%) appear to be viewed as important contributing factors as well. The open interviews 
confirm this picture to some degree, yet in the majority of cases, no particular problems were 
reported. A few informants (in Pakistan) said that emotional setbacks in the form of death of a close 
family member or failure in a romantic relationship caused them to start using drugs. Informants 
generally noted that they were not under a great deal of stress during their first try of drugs. 
 
In quite a few cases (with exception from Jakarta), the family members or close relatives were using 
drugs or drugs were being used by someone closeby constantly exposing the informants to drug use 
behaviour. This generated a sense of curiosity among young people and also normalized drug use. 

Free and easy… 
 
When investigating availability as the access one has to a particular drug at a specific time, it is clear 
that this is important in one’s initiation, both in terms of the fact that one started using drugs, as well 
as which drug to take and how to take it. Initiation tends to occur with friends in parks, 
neighbourhood streets, hotels, discos and campus, while most informants stated that their friends 
accessed the drug for them. One tends to have limited or no knowledge about (other) drugs at the 
time of first drug use and it seems that the fact that they didn’t need to go out and get the drug 
themselves greatly facilitated the initiation. Again, therefore, this availability is strongly connected to 
the peer group.  
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Case Study 4: Cough syrup containing an opiate 
 

 
 
In terms of the effect of availability of drugs in a larger sense -the drug being for sale on the streets, 
discos, on campus, etc-, however, there is a lot of disagreement on the issue between and within 
the sites. Many participants in the focus group discussions as well as key informants argue that easy 
availability leads to increase of drug use, whereas others take the view that the demand will always 
be there and that interventions to limit availability would only enhance the thrill or excitement. The 
open interview informants tended to look at availability in a micro sense and most of them rated it 
highly as a contributing factor. The examples in and Case Study 2, Case Study 4, Textbox 2, and 
Textbox 1, show that the (semi-legal) availability of certain drugs in shops can be an important factor 
in one’s initiation to drug use. 

How did it feel?.. 
 
At the time of their first drug use experience, the majority of the informants were unaware of the 
effects that the drug would have, nor had they planned on using the drug (see Quotes 4). Generally, 
it was a spur of the moment decision. Some had been told what to expect in quite some details.  
Most informants liked the effect and felt it was a positive experience, with only very few reporting an 
overall negative experience. In some cases, a negative physical reaction (often in the form of 
vomiting or otherwise feeling unwell) was ‘compensated’ by the psychological and/or social effect 
(acceptance, being part of the group, and therefore still ‘evaluated’ positively. 
 

Sticky business…               
 
Having completed the educational board examinations and receiving my results, I was in a 
quandary over which educational stream to enrol for in college. My inability to decide left me 
feeling anxious and depressed. My parents were generally too busy and mostly out of town for 
them to be of any assistance in the matter, so I sought advice from an Internet ‘chat’ friend.  
 
My ‘friend’ told me that if I took ‘Corex‘ -a cough syrup containing an opiate- I would feel great 
and my depression would vanish. He told me to purchase two bottles of the cough syrup, which 
could be taken in an interval of 20 minutes. I went to the neighbourhood chemist and purchased 
the cough syrups easily without a prescription. Upon having it, I felt light, calm and totally at ease. 
The clouds of worry just seemed to vanish. This was my initiation to drug use….. 
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Quotes 4: Initiation: level of planning, enjoyment and regret 
 

 

Had you planned it?                       
“Nothing. It was just to spur the moment, I was very happy…” 
“No, wasn’t planned, suddenly was offered, so I tried”  
 “Not before but when I saw my friend doing then I made up my mind that I will try it too” 
“Just thought let’s try it.” / “No, why should it be planned?” /  “No, there was no planning involved” 
“No I had not planned, we had a free period, (free time from a class in school) and I don’t 
remember how but we got talking about some thing and he mention this to me, and I told him I’ll 
like to try it and we went ahead.” / “No, there was no planning whatsoever.”  
 
How was it? 
“In the beginning I didn’t feel so well, after a while I felt nauseous when I used” 
“I like it, if not then I wouldn’t be using it till now”  / “No problem with the mind”  
 “We bought shabu, I tried, and after I tried, I was awake for 3 days 3 nights”  
“There was no effect using ecstasy, but I just followed” 
"When I used heroin for the first time, I felt nothing. I fell asleep and when I woke up…it was night." 
"When I used heroin, all my thought changed. I could think  better. I had noting to do with others. I 
was only preoccupied with myself." "After I injected, I became high immediately. My foot pain and 
back pain all gone." 
“I loved it. It was a state of bliss.” (marijuana) / “The first high is the best high.” (marijuana) 
 “At the first time I felt sleepy and peace then when I went home and ate food my appetite was 
increase and I ate a lot of food. Then I told myself that this is a good thing to do.”(marijuana) 
“Yes, the effect was like getting into a dream land, you feel different types of music and it stimulates 
you from your head to your toes.  The glue has a very nice smell.”(solvent) 
“I felt dizzy, nauseous, vomited, didn’t know for two days where was I, and I was almost 
unconscious. Even after 2 days I felt dizzy & vomited whatever I would take, even water. First 4-5 
times it was the same. My brother insisted on taking it by saying you will be fine, & gradually I started 
liking it.” (brown sugar) / “I vomited but enjoyed the effect” (brown sugar) 
“First time I started puking, after that it got mixed in my blood, & gradually I started liking it.  (after 
20-25 days)” (brown sugar) 
“Yes I liked it a lot, because I went absolutely numb and went in my own mood. I vomited also but 
then still I liked it.  It was very pure and there was a guarantee that a person would die within 6 
months or an year.”(brown sugar) 
“Till I was sniffing yes I did, but the minute you stop sniffing, you feel giddy, sore in your throat, head 
spins. You can taste the spirit in your mouth.” (solvent) 
“I was feeling down but I liked the high.” (marijuana) 
“Yeah I liked it.... it was good. My whole body felt so light, I mean I had stopped thinking, I was 
relaxed. I was not depressed anymore. It was a great feeling. It was like a relief. I started feeling so 
comfortable with myself. I went out for a walk, I heard some music and chilled out. And the next 
morning, I never even had a hangover or any signs that I had used it. That made me do it again 
and again.”(opiate cough syrup) 
“Yes.  It relieved my pain and made me feel sleepy.” (injectable pharmaceutical)  
“No. I felt a burning sensation in my chest. But because my friends kept insisting, I sniffed it a few 
times till I started feeling the high and that’s when I started enjoying it.”(solvent) 
“Yes, my whole body became numb and it gave a very good feeling.” (marijuana) 
“Yes, and become sexually active after smoking this, it also enhance my sexual performance.” 
(Brown Sugar) 
“Yes, I liked the effect very much. I laughed a lot and had a good time.”(marijuana) 
“Yes, I liked the effect. I vomited the first few times I smoked it. (Probe: you just said that you enjoyed 
it?) Answer: Yes I did vomit but it was not a bad experience as such. I enjoyed the "high". I also liked 
watching movies after smoking it. (marijuana) 
“I loved the effect. We started laughing a lot and I liked the bonding it created amongst us. I liked 
them a lot.”(marijuana) / “Yes. A lot. We all friends had a great time. We laughed a lot.”(marijuana) 
“Yes very much. I felt sleepy.... relaxed....and I enjoyed the "trip".” (heroin) 
 
Did you regret it? 
“It’s normal, fun-fun”  /  “No regrets” / “No regrets, cause I feel happy, so no regrets”  
“Regretful” / “At that time I felt regretful”  
 “Not really regret, although sometimes I feel, how did I become this way?”  
 “No, why regret, I’m still using it, it’s been seven years”  
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Reactions to initial use 
 
Data from the open interviews and the survey indicate that PUD tend to turn to fellow PUD if they 
feel the urge to talk about their drug use or drug use related problems. Overall, more than half of the 
respondents answered fellow PUD  to the question who do you talk with MOST about your drug use 
or drug-related problems? (see Table 54: 35-61; 51%). Parents, other family members, non using 
friends, or (N)GOs play a minor role in this regard. The second most frequently given answer was 
nobody (3-34%; 15%) with particularly high scores in Tehran and New Delhi.  
 
In terms of the closest person that does not use drugs, the parents, mainly the mother (see Table 55: 
5-46%; 23%), and other relatives, appear to be quite important, yet especially in Tehran, 74% 
answered relatives and in New Delhi, 34% say nobody close to the question who is closest to you 
that does NOT use drugs?(Q63). Overall, friend/peer was ranked second with significant difference 
between the sites (1-34%; 23%). 
 
One question in the questionnaire tried to gauge the reactions of non-PUD in the respondents’ 
environment towards their own drug use, including parents, boyfriend/girlfriend/partner/spouse, 
friends (non-PUD), and person closest to the respondent. Interpretation of this data is somewhat 
problematic, because of the qualitative character of the subject, the limited number of questions and 
categorization of answers given. The initial as well as the current and desired reactions / behaviour 
of persons in the PUD’s environment are presented in a tentative format, after having been verified 
with the data from the open interviews (see Table 56). The sections below summarize those findings. 

Closest person and parents 
 
Overall, the closest person tended to know of the drug use and the respondents viewed that as the 
desired situation. In Jakarta, though, about half of the respondents and informants say that this 
person still does not know and many would like to keep it like that. The most common responses to 
finding out about the drug use are urging to stop and/or anger. Desired positive responses, such as 
general positive support, love, affection, or respect, are initially very rare, yet become slightly more 
common as time goes by. 
 
Quotes 5: Parents’ reaction to initial use 
 

 
 
During this initial phase, most informants were living with their parents while a few lived elsewhere 
such as with grandparents, auntie or in dorms (Jakarta).  Only a minority of the total group noted 
that they did not have a good relationship with their parents.  From both the open interviews and the 
questionnaire, it appears that parents would often not find out for quite some time that their child had 
started using drugs and for many, that was the desired situation (Table 57).  Almost half of the 
respondents answered that parents initially Didn’t know of my drug use.  Anger was mentioned most, 
followed by urged me to stop and suspicion. As above, positive responses that were often desired 
by the respondents  were rare. The parents’ reaction did not prompt the PUD to stop. This data is 
reinforced by the open interviews. Informants often appeared disappointed in their parents for their 

How did your parents react?                       
“Angrily, I started to disobey”  / “Well they’re parents, of course they’d get angry…” 
“Don’t try to use these… don’t ever try it again…” (PID, quoting parent) 
“ (parents’ reaction) had no effect”  
“In the beginning they didn’t know… 
“It usually happens in a conservative family…., lots of traditional rules…yet in some families, parents 
still keep reaching out’’  
“When he came home, he seemed drunk that’s how I knew” (parent) 
"… my brother hit me. They (family) took my children and threw me out of the house." 
“My brother was the first one in the family to find my drug use. He cried at first. Then a storm 
happened in the house… I went out of the house and used drugs 10 times more than before to 
become calm. I became calm!” 
"My father told me "sit here beside me and smoke opium! Don't go toward heroin!" 
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lack of positive support and lack of skills to deal with the situation. Some parents appeared to not 
care less, while in other cases, parents would keep trying to help. 
 
Logically, current knowledge of the respondents’ drug use is higher than initially: in Pakistan 
complete “disclosure” was reported. Anger appears to subside with time (apart from in Pakistan), yet 
prevalence of indifference and broken relationships increases. Love and affection is the kind of 
reaction that is most respondents mentioned as the desired response by the parents, followed by 
general positive support and moral support.  These reactions appear negligible in the initial stages 
and are also rarely mentioned as the current response.  
 
In Tehran, urged me to stop and stricter were mentioned relatively often as desired responses. 
Another relatively high response in Tehran is broke the relationship initially and this persists to this 
day. In Jakarta, many respondents didn’t want their parents to know of their drug use, whereas in 
Pakistan, this desire was very rare. 
 
The differences noted between sites are probably related to the respective cultures and subcultures. 
What the sites have in common is that overall, there is a very large discrepancy between the 
‘received’ and ‘desired’ response from the parents. The ignorance and general lack of supportive 
responses among parents is indicative of less than healthy relationships between parents and their 
children. With the exception of Jakarta, there were also reports of drug use in the family, including 
the parents. 
 
Quotes 6: Friends’ and partners’ reaction to initial use (non-PUD) 
 

 

Friends / peers / boyfriend / girlfriend / partner / spouse 
 
From the open interviews, it appeared that PUD tend to hide the fact that they are using to their non-
PUD friends. Upon discovery, usually the PUD is urged to stop using drugs (see Quotes 6 ). This is 

You’d better stop…                        
“There’s a close friend, he doesn’t use, just gives advice” 
“Lots of close friends advised me to quit but at that time I didn’t care, now that I care, I seek 
support from friends” 
“She (girlfriend) wants to hug me because she wants me to quit…”  
“My brother was the first one in the family to discover my drug use. He cried at first. Then a storm 
happened in the house… I went out of the house and used drugs 10 times more than before to 
become calm. I became calm!” 
"My friends persuaded me to quit drugs. They provided me liquor and told me "Come on, drink 
liquor! Don't smoke heroin or hashish!" 
"My girlfriend had an opium-using father. She broke up with me for a while after she was informed 
about my drug use." 
“I had some friends who were not using and there was a distance creeping between us.  Yes, they 
urged me to stop.” 
“My friends from school did not like the fact that I was smoking.  They tried to get me to stop, but I 
didn't listen to them.  Slowly, slowly, they stopped hanging out with me.  My using friends, however, 
would encourage me to use, as I was using with them.” 
“Their reaction was of initial shock and then he just left me. Yes, he did urge me to stop” 
“My non-using friends were very upset and angry with me and very firmly told me that I was not 
welcome if I stuck to using.  Yes, they did urge me to stop” 
 “At first, they didn't take it seriously, as they believed I could easily give it up.  But when they came 
to know that I used continuously, they became worried and told me to give it up.” 
 
Other 
 “They’re alright, they know, marijuana is alright…”  
 “They found out from other people, if you use then that’s fine, they didn’t make a big deal out of it, 
it’s your decision. But if there’s anything, they’re there for me, my friends are like that.” 
“ They don’t know. I don’t think that’s something that should be shared, it’s personal for me, the only 
one who feels it is me” / “I didn’t inform them” 
“They were shocked because I was the anti-tobacco kid at school” 
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echoed by the findings from the suvey: the most common initial reaction by non-PUD friends in the 
know was Urged me to stop, followed by didn’t know of drug use and anger (Table 58). In contrast, 
the two most commonly desired responses were moral support and general positive support. These 
PUD noted that being around non-PUD did not influence or entice them to stop using drugs; only a 
select few non-PUD friends eventually realized that PUD are in need of peer support to stop.  Some 
informants were in relationships and others were single. Among those in relationships, there were 
some with boyfriends/girlfriends who were also using.  Informants in a relationship with a non-PUD 
generally receive moral support to stop. 
 
Boyfriends/girlfriends/partners tend to know of the respondents’ drug use only somewhat more than 
parents (Table 59). Of those that did know, a response of anger was most common. Again, the more 
positive responses were very rare. Reactions from non-PUD in one’s environment tend to be similar 
as above . Generally, people do not know for quite some time. Once they find out, their response 
can be characterized as anger or urged to stop. Some people are indifferent and few offer the 
positive support that would have been desired by the PUD.  

School 
 
Drug use in school appears uncommon with exception of Jakarta where more than half of 
respondents said it was common or very common (see Table 60: 2-53%: 22%), and more than two 
thirds said, they used when they were in school (see Table 61: 12-70%; 38%).  In Jakarta, campus 
and schools are common places where drugs are used and where drug use is initiated -largely 
marijuana and shabu shabu. Lecturers and teachers do not know that their students are using drugs. 
If teachers know about it, the PUD will possibly be expelled. Lecturers might have chosen to ignore 
the symptoms or are perceived as ignorant or indifferent.  Campus is considered the most 
comfortable place to use drugs by many (see Quotes 7). There are few reports of drug use at school 
at the other sites, but in Tehran, many informants relate stories about drug use at work (see Quotes 
7).  
 
Concl. 37: Although most PUD are living with their parents at the time of initiation and their 

relationship was not considered bad, the parents usually don’t find out about 
drug use until much later (if at all). 

 
Concl. 38: Those parents that do know commonly react with anger –not the reaction that is 

desired by the PUD. 
 
Concl. 39: Curiosity, peer pressure and acceptance among friends are the most important 

factors that drive initiation. Having friends who use drugs is an important factor 
during the initiation stage. Mostly, the drug is given for free by friends and 
taking drugs is done with some good friends during initiation, as well as 
afterwards. 

 
Concl. 40: Initiation tends to be unplanned, free of cost and not connected to any specific 

problems at the time. Generally, it is viewed as an enjoyable experience, with 
only some people feeling regret as time passes. 

 
Concl. 41: PUD tend to turn to fellow PUD if they feel the urge to talk about their drug use 

or drug use related problems. Parents, other family members, non using friends, 
or (N)GOs play a minor role in this regard. Many PUD, particularly in Tehran and 
New Delhi, have no one to turn to. 

 
Concl. 42: Reactions from the non-PUD in one’s environment tend to follow a similar line: 

generally, they do not know for quite some time and, once they find out, their 
response can be characterized as anger or urged to stop. Some people are 
indifferent and few offer the positive support that would have been desired by 
the PUD. 

 
Concl. 43: In Jakarta, drug use at school or on campus is common. Often, teachers and the 

school administration are considered ignorant and/or indifferent towards drug 
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use. Some schools act upon discovery of drug use by issuing warnings or 
expelling students. 

 
Concl. 44: Teachers and the school system are commonly viewed as being focused on 

knowledge and job skills only, rather than adopting an approach that fosters 
development of strong personalities or social skills. 

 
→ Rec. 14: Sensitise and raise awareness amongst teachers and school 

administrations in order to improve primary and secondary prevention of 
drug use among children towards the development of a n early detection, 
case management and referral system rather than punishment and 
expulsion. 

 
→ Rec. 15: Review educational system and curriculum in a manner that emphasizes 

development of individual strength as well as social skills. 
 

→ Rec. 16: Identify and make use of the positive aspects of the prevailing youth 
culture to develop primary and secondary prevention interventions. 

 
 
Quotes 7: Drug use at school in Jakarta and at the work place in Tehran 
 

 
4.c. Development of drug use 

Changes in frequency or quantity (without switch in drug type or mode of intake) 
 
The majority of the respondents mentioned that after a period of two or three months of initial use of 
the drug, the frequency and/or quantity of drug use increased, yet overall, there is a large variety of 
responses (see Quotes 8). Most of the informants cited the increased need for a “high” as the 
reason for this development. The reasons for the “increased need” were simply because they 
“enjoyed the high” and/or due to ‘lack of satisfaction’ with the same dose.  
 
Most of the informants were well aware of the change in this stage of development in their drug 
careers, as indicated by withdrawals, frequency and quantity of drug use. Some informants 

Educational lessons               
“If  I can’t go to school anymore (because of my drug use), I’d drop out”  
“He (teacher) carries on his responsibilities to teach and I accept my right to be taught, that’s all”  
 “Was given warning, and was suspended for a month” / “I was slapped”  
“It’s normal, there’s so many” / “So public” /  “Maybe, all the boys know.” 
“My middle school is so relaxed, they’re used to kids using drugs, they won’t say anything…”  
“They don’t care, I told you my school is a mess, lacks principles.” 
“No one knew until graduation” / “Never been found out until we graduated” 
“A teacher only teaches at my school”/ “No, no one knows” 
“At that time, it was fashionable.” / “No, it’s not cool to tell the lecturers.” 
“As an institution, campus is the safest place to do anything. 
 “It’s common, every break my friends use drugs or they are drunk” 
 “So so (lecturers), they even seem indifferent, because we are considered adults” 
 “Only PUD know, the ones who aren’t using don’t know, teacher or friends who aren’t using don’t 
know, but the ones who are can guess…” / “I don’t care about the teacher’s reaction.” 
“I almost OD’d once, in a school restroom, suddenly I had a headache, I fainted, too much” 

Drugs at work               
"Many of the personnel used drugs at the workplace…There were lots or people who both sold 
drugs and smoked it." / “My employer used drugs". /  “Most of my clients used drugs.” (sex worker) 
"My workplace was very affected (by drugs). So, if the personnel knew a worker was an addict, 
they didn't say anything in order to continue their own addiction." 
"My boss was my friend and we used drugs together at work. Drugs were abundant at the 
workplace… it was very usual for us, like drinking water." 
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perceived their development of drug use with desperation and guilt in relation to the lack of control 
over intake and the financial costs arising from it. While some of the respondents were not aware of 
the change, some of the other mentioned answers reflected a “don’t care” attitude. 
 
Quotes 8: Development of drug use (part 1) 
 

 

Crucial switches 
 
For health promotion policy purposes, switches towards and away from injecting as well as switches 
towards or away from an opiate are of great importance. Here, switches towards an opiate or 
injecting are considered negative switches and switches away from opiates or injecting are 
considered positive switches. The interviewers were instructed to identify the two most crucial 
switches during the conduct of the questionnaire and then to ask further questions about them. The 
percentages in Table 5 represent the proportions (of the total group) that undertook the described 
switches, with certain switches being counted twice.40  
 
The prevalence of (negative) switches towards opiates and towards injecting varies significantly 
across sites. On the whole, 50% switched towards an opiate and 39% of the respondents switched 
towards injecting  at some stage in one’s career. The vast majority of respondents agreed with the 
statement -the large majority of PUD uses soft drugs before switching to harder drugs- (Q29: 
statement 1: 76-89%; 83%), indicating that this is considered a very common career. 
                                                      
 
 
40 For example, in New Delhi, roughly 300 respondents (73%) had made a crucial switch. About 200 (49% of 414) of them 
switched towards injecting and 33% switched away from an opiate. Someone, who switched from smoking heroin to injecting 
non-opiate pharmaceuticals is included in both the above percentages. If a respondent then switched back to smoking heroin, 
the two crucial switches were counted four times.  

How fast did your drug use develop?  (from rapidly to slowly)                  
 
“It took me barely a week before the frequency shot up to a "chase" every three hours and my 
quantity increased to about three vials in 24 hours.”  
“From once in a while, suddenly it became daily” 
“After trying out marijuana for the first time, my frequency and quantity increased rapidly.  Because 
I liked the feeling so much, I would look forward to doing it everyday” 
 “It changed with each day. For a month, I was chasing about four or five lines.  It increased day by 
day.  Then I started to lose count.  I used to chase the foil with my friends, but after a month, I 
started to do it completely on my own.” /  “I enjoyed the high, I wanted more and more.” 
“After one month my frequency and quantity increased to about 1 gm a day and I was using 
about 4 times every 24 hours.” 
“When I started, I used to fix once or twice times a day. After a period of few months, I would fix as 
many times as I could in a day. It depended on the availability of money, however, but the quantity 
of drugs in my fix remained constant. / “I was quite aware as I was smoking all day long” 
"At first, I could smoke a little bit of opium and go to work swiftly. Sometimes it gave me the strength 
to work until two am! But my opium use increased gradually after two to three months. After five to 
six months realized I was addicted. My mental condition worsened. My family found out…" 
 “I started consuming more and now I started buying myself and I started steeling money from 
home and started cheating people. I was making excuses to my relatives and taking money and 
was spending on drug. I was spending all my money on drugs only.” 
“I was idle all the time and therefore had nothing better to do than to smoke smack” 
“Initiation into grass was an experience that was linked with pleasure for me, as I would pass the 
‘chillum’ around with my group of friends. This continued for quite some time, all the while our 
quantity and intake increasing steadily. “ 
“It increased as the high got less”. / “My use developed because I just could not feel satisfied”. 
“Within one year my opium use was on the rise and I needed more and more on a regular basis.” 
 “I started popping tabs along with brown, at first I would drop one or two tablets along with brown 
sugar but after a couple of years I was dropping about 15 tablets a day.” 
“After five years of doing smack, my frequency and quantity of the drug had reached a level 
where I was increasingly finding it difficult to sustain my use.” 
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Expectedly, the occurrence of positive switches is low, compared to negative counterparts, yet 
maybe not as low as one might have expected. Particularly in New Delhi, switches away from opiate 
are relatively common at 33%. However, this is connected to the high prevalence of injecting non-
opiate pharmaceuticals, so in these cases, the predicate positive is dubious at best. It appears that 
very few PID make the -HIV/AIDS preventive- switch away from injecting (1-8%: 5%, n=80). 20 of 
these 80 people listed in Table 5 (25% of the 5% of the total group) made this switch in the context 
of a pharmacotherapy programme.  
 
Three quarters of the respondents do make such crucial switches with averages across the sites 
ranging between 67% in Jakarta and 89% in Pakistan. As appears throughout this report, drug 
careers of young people tend to be rather dynamic and flexible. Shifts from one drug to another as 
well as from one mode of intake to the other occur regularly and sometimes very quickly. 
 
Table 5:  Crucial switches by site (Q31)  
 
Type of switch New Delhi Jakarta Tehran Pakistan Total 
Never injected 46% 64% 36% 66% 55% 
Started with injecting 4% 6% 15% 3% 6% 

Switched towards injecting 50% 30% 50% 31% 39% 
Switched away from injecting 4% 8% 1% 3% 5% 
      
Never used opiate 18% 57% 11% 13% 28% 
Started with opiate 30% 6% 63% 8% 22% 

Switched towards opiate 52% 37% 26% 79% 50% 
Switched away from opiate 33% 11% 5% 15% 16% 
      
Made ‘crucial’ switch 73% 67% 73% 89% 75% 
Respondents 414 519 281 435 1649 
Source: Q30: Column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt. Back to main text 
  
In terms of how or where the crucial switches took place, there appear to be few differences with 
initiation. The main difference is that often, these switches appear to be planned and preparations 
were made to facilitate them. To some extent, this is inherent to the nature of most of the switches; 
injecting equipment needs to be acquired and, in some cases, the new drug needs to be purchased 
from a different source.  
 
When asked, “was it a clear or a gradual switch?” (Q31), about half of the respondents indicate that 
the first switch was a clear switch (Table 64: 40-63; 50%), compared to 62% for the second crucial 
switch (56-76%; 62%). In other words, the switches often occur over a period of time rather than 
from one day to the next, during which both (or several) types of drugs or modes of intake are 
used.41 
 
It appears that those who switch to injecting tend to do so after having used drugs through other 
modes of intake for a considerable length of time (See Graph 7). Table 65 indicates that, particularly 
in Pakistan, New Delhi, and Tehran more than 40% of the respondents switched to injecting after 
having used other modes of intake for more than five years. In Jakarta, switches to injecting occur 
markedly faster with two thirds making the switch within three years and almost a quarter within the 
first year of drug use.  
 

                                                      
 
 
41 The terms clear and gradual were not defined and no further questions were asked on this matter, so the data should be 
viewed in a tentative manner.  
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Graph 7: Period until switch towards injecting 
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Quotes 9: Development of drug use (part 2) 
 

 

Injecting opiates 
 
Given the related health effects of both injecting and opiate use, their relationship is studied in 
greater detail in the section below. From Table 66, the following conclusions can be drawn: 

 Of the 13% of PID who initiated drug use by injecting, the vast majority (84%) injected opiates, 
yet 35% of those that switched to injecting had never injected an opiate. In other words, these 
people -almost only in New Delhi and Pakistan- switched from smoking an opiate (or another 
non-injecting mode of intake) to injecting a non-opiate and never injected an opiate after that. 
Clearly, injecting pharmaceuticals is a sufficient alternative (to heroin) for many PID. Since, in 
legal terms, injecting of non-opiate pharmaceuticals is taking place in a grey legal area, it is 
largely ignored by law enforcement agencies. However, given the risks associated with 
injecting, immediate action at various levels, particularly in the areas of health care and 
service provision, is required. 

Were you aware of these changes? How did you feel about it?                  
 
“I was aware of this change as I started recognizing the discomfort my body underwent when not 
using smack” / “I was aware because of my withdrawals, I couldn't handle them anymore.” / 
“I was not aware of this change at all.’ /“It did not bother me.” / “I did not give it much thought” 
“I started to realize the increase in my dose when I had to use them too frequently and I was really 
aware of the changes to a great extent.” 
 “I was hooked, I wanted the high, and at the same time I continued to feel guilty” 
“I was using it unwillingly knowing that there is no way out. I think that I will live and die with it” 
“I was all the time thinking of how to get extra money. Started stealing and I think it was very bad. 
But all the time it was on my mind that I am going to stop it one day.” 
“I thought nothing about it except for where to arrange the money from to procure my drug” 
“I was all the time trying to organize money to buy my drug” 
“I was thinking about it because to sustain my use I had started stealing, robbing, cheating and 
indulging in other such activities.  Obviously I was not comfortable doing all this“ 
 “Because of my brown sugar use things were getting bad but I could not do anything about it.” 
“It was a problem when my doses increased because I had to increase my daily expenditure on 
drugs and I couldn’t get money as I wanted.” 
“I felt guilty especially when I think about the amount of drugs I have injected inside my body” 
“It was very bad to have an increase in dosage” /  “I felt bad at that time.” 
“What else could I do? I was aware of the fact that my drug use had become worse and my health 
as well. I never thought of it from the addiction angle. I justified it by blaming others.” 
 “I didn't really care, it didn't bother me.  I just kept thinking about the high,  nothing else.” 
"Someone who uses heroin, is like a person who is going up stairs. Heroin goes up step by step, you 
don't like to go up at all, you like to stay at that step, but … heroin is in such a way, as if, it comes 
toward you and you go toward it". 
“My use developed primarily because of easy availability, due to my friend, opium was always 
available and for the pills I would reach the nearest chemist ” 
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 Of those people who never used an opiate, few (8%) had ever injected. In other words, those 
people who stay away from opiates are very likely to stay away from injecting as well, despite 
the high prevalence of injecting non-opiates in New Delhi and Pakistan. 

 Only 3% of PID had never used an opiate. This, together with the two conclusions above, 
justifies the conclusion that opiate use acts as a gateway to injecting use. 

 
Case Study 5: Some switches in New Delhi  
 

 
 

A negative switch…                 
In the third year at college, a friend of mine came to stay with me at college. At night when I rolled 
a joint, I offered it to him, but he refused, saying that he trips on a different thing. On questioning, he 
told me that he was using brown sugar and had started chasing brown sugar, so I tried it with him 
that night. This was the first time that i tried brown sugar. After this for the next two years of my 
college I just did it 3-4 times, only when I met this guy. It was when I moved to Bombay and picked 
up work that I got hooked to it. I knew that this was a hard drug, to which I could get addicted, so I 
wanted to find out how much time will I get addicted. I finished college, moved to Bombay in 2000 
and was staying with a friend he and I use to smoke up on regular grounds. Work was going great 
and I was doing really well, but something was lacking. The guy from whom I use to get stuff from, 
he also sold brown sugar, so one day I just asked him to give me brown, but he refused by saying its 
not good and I was too young for it. But I didn’t give up, everyday I used to try and convince him to 
give it to me and eventually in about a weeks time, I managed to convince him. After buying it I 
went back home and quickly got to using it. I did not even wait for my roommate to come back. 
 
A positive switch… 
I started fixing tidigesic just to cut my withdrawal out. Then I would chase brown depending on the 
amount of money I made on that day. Gradually, due to the lack of money, I started fixing a 
combination of pharmaceutical drugs. This combination gave me a better high. Then, I switched 
completely to injecting a combination of pharma drugs; Avil, buprenorphine, diazepam. Then, I 
started fixing depending upon the availability of money. The more money I made, the more I used. I 
would use at least twice a day. At that point in time, I thought fixing was a better option to chasing 
brown as I saved money and enjoyed the high as well. I fixed pharma cocktails for 5 years. After 2-3 
years, I started feeling that it was a problem. This was because I could not earn enough money as 
my health had gone down and because of this I was not able to earn enough money. Better 
health meant more clients  and therefore more money. (Respondent at that point in time was into 
sex work). I went for treatment, stayed clean for sometime before I relapsed. That’s when I switched 
back to chasing brown. I went for treatment to Delhi. I completed my treatment and came back to 
Kolkatta. I stayed at home. Here I relapsed with brown (chasing). I did not want to fix (use needle & 
syringe). I choose that particular mode of intake (chasing) because I was aware of the hazards of 
fixing including HIV/AIDS and made a conscience decision not to ever fix again. Especially after I 
went for an HIV test and to my relief I was found to be negative.  
 
Withdrawal and a friend on hand… 
“Once I was arrested for three days. When I was released, I had no money because they didn’t 
give anything to us in jail. I used the money for food and so… I saw a friend and told him “I’m in 
withdrawal, I’m dying… He said “I inject drugs, if you like come along…it gives the same euphoria 
as smoking…” I had never heard of injecting drugs. I followed him even though I was in bad shape. 
We went to a dark, deserted area. He brought a spoon, poured something in it, later I found out it 
was citric acid, … then he boiled heroin… filled two syringes which we had bought on the way. He 
lifted my arm and said “what good vessels you have! They are main pipes!”... Immediately after 
injection, I fainted… he told me later that he injected citric acid for me and I came back... The 
euphoria of injection was twice the first euphoria of heroine smoking. I realized it was very tasty. It 
was very easy and didn’t need complicated preparations… After three times of injecting heroin, I 
felt regrets. I wanted to return to smoking, but I realized that smoking didn’t fit any more.” 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
"It was 1999 or 2000 when opium disappeared all of a sudden. There was no opium for a year… I 
searched the entire city with my car but I couldn't find opium. I was in withdrawal. All of my body 
was wet… They said they didn't have opium, only white. I told them "what's white?". He said "it's 
heroin". I called one of my friends. I told him I'm dying of withdrawal. My friend came and told me 
to use one, two or three puffs of heroin to get rid of withdrawal. Then we went to a drug dealer in 
neighborhood who sold opium up to the night before but now he was selling heroin.” 
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Concl. 45: Drug careers of young people tend to be dynamic and changeable. Shifts from 
one drug to the other as well as from one mode of intake to the other occur 
regularly and sometimes very quickly. 

 
Concl. 46: In Pakistan, New Delhi, and Tehran, more than 40% of the respondents switched 

to injecting after having used other modes of intake for more than five years. In 
Jakarta, switches to injecting occurred markedly faster with two thirds making 
the switch within three years and almost a quarter within the first year of drug 
use initiation. 

 
Concl. 47: Many of those PID that inject non-opiates, had first used opiates through 

another mode of intake. Similarly, those PUD that never use an opiate are not 
likely to switch towards injecting, and only 3% of PID had never used an opiate. 
In other words, opiate use can be seen a gateway to injecting use. 

 
→ Rec. 17: Effectively target the period between the onset of drug use and switching 

to injecting (if at all) for secondary prevention and harm reduction 
interventions. 

 
 
 
 
Textbox 4: Switching to heroin in Pakistan 
 

 

The done thing…               
 
The prevailing drug in the drug subculture is heroin. Once becoming part of this subculture, PUD 
friends or acquaintances were generally facilitators for introducing heroin. Most informants enjoyed 
the effect immediately and continued using it. Almost half of the informants in Pakistan first smoked 
heroin and then switched to the popular mode of chasing the dragon (burning it on tin foil and 
inhaling the fumes). Getting bored with the high from previous drug and exploring new ways to get 
intoxicated resulted, in some cases, in switching to heroin. A very small proportion of the informants 
switched from glue to heroin.  
 
Many informants pointed to the influence of anecdotal reports from within the drug subculture 
which relate that heroin gives more pleasure, as being an important factor to initiation (to heroin 
use). Some informants mentioned the escape from harsh realities as the main underlying cause to 
switch to heroin. Mostly, the informants adopted the modes already prevalent among their peers. 
 
Other than what is mentioned above, most of the informants did not know  how the drug was going 
to affect them, except for a few who had heard about it from other PUD friends. A majority 
purchased the drug from drug sellers directly whereas, for others, the drugs were provided by 
friends. The majority did not plan their switch to new drugs. A large proportion said that it was a 
good experience at that time, though they now regret doing it. 
 
There was a mixed response regarding the users’ state of mind at the time the switch to harder 
drugs occurred. Many thought that their state of mind wasn’t a factor while others were having 
problems with family due to drug use.  
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Contributing factors 
 
The open interviews revealed that the problematic character of the first drug or mode of intake were 
not considered a reason for switches to opiates or injecting (see Quotes 10). Rather, dissatisfaction, 
being bored with the former drug or mode of intake or looking for new sensations were often 
mentioned as a main reason. Availability and financial reasons also feature often: with increasing 
dosages and related expenses, the switch to injecting was made in an effort to save money, while 
experiencing similar effects.  There is also a preference for a certain kind of drug over others 
because of the better taste. Most of the informants said that the new drug was easily available to 
them. Being already familiar with the network helped; it would be easy to get the required drugs 
anytime. Some said that this easy access kept them to continue use it, while others said it was more 
because of their friends’ offer.  If at any time, availability was problematic in one particular place then 
there would still be drugs available in other places.   
 
These findings are echoed by the findings from the survey. Question 32 assessed the importance of 
22 suggested factors with answer options: not at all, somewhat, and very much (a factor in Switch 1, 
respectively Switch 2). In Table 6 below, only the answers above 33%, representing very much (a 
factor), are presented.  
 
Table 6:  Most important factors for crucial switches (Q32) 
 

 Factor  Towards 
opiate 

Towards 
injecting 

Away from 
opiate 

Away from 
injecting42 

Strength of current /new drug (get high quicker) 69% 75% 62% - 
Easier availability of current/new drug 38% 53% 56% 42% 
Relaxation / sleep 49% 50% 47% 33% 

Peer pressure 49% 49% 54% 52% 
Curiosity 54% 45% 42% 58% 
Bored with previous high 47% 43% - 38% 

Suppression of feelings 35% 38% 38% 33% 
Price - 36% 49% 34% 
Lack of availability of current/new drug  - 34% - 33% 

Lack of availability of previous drug - 33% 36% - 
Tried to give up previous drug - - 41% 50% 
Scared of diseases - - - 38% 

Thrombosis of the veins - - - 33% 
Respondents  700 640 256 67 
Source: Q32: To what extent have the items below been a factor in your switch? GO THROUGH THE LIST 
ONE BY ONE. Those scores that were rated “very much” a factor by >33% of the respondents are included. 
 
Generally, the same factors were rated as very important, regardless whether it concerned a switch 
towards or away from an opiate or a switch towards or away from injecting. In negative switches, the 
strength or effect of the new drug or new mode of intake was the most often mentioned factor. Also, 
again, factors such as peer pressure and curiosity scored high across the sites. There were however 
some (logical) differences: for example, the factor getting high quicker was of little importance in a 
switch away from injecting, whereas scared of diseases and thrombosis of the veins gained in 
importance for such switches. An important factor was the easier availability of the new drug; rated 
by more than half of the respondents in switches towards injecting and away from an opiate as very 
important. To illustrate some of the differences between the sites, Table 67 lists those factors that 

                                                      
 
 
42 Since the number of respondents is quite small and dominated by the Jakarta sample (39 of the 67 cases) the percentages 
should be interpreted cautiously.  



Findings: Drug careers and environmental factors 
 

 75

were deemed very much a factor in switch 2 (the respondents’ second crucial switch, often a switch 
towards injecting) for a total of 449 respondents. 
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Quotes 10: Crucial switches; crucial factors… 
 

 

Why?                           
 
Effect / Boredom / Fed up / Curiosity 
“After so many years of drug use I was not getting a high even after smoking the whole day, also 
the quality of the brown had gotten worse, so as I saw a lot of my friends dropping Nitravets along 
with smoking brown I did the same and it helped because then I at least got a buzz.” 
“One of the reasons I can think of is that I was curious to try out anything that I was exposed to. I 
also had got the taste of hashish and was in a stage where I was ready to try out anything else. 
Therefore when I was offered brown sugar, without hesitation I tried it.” 
“I switched because I wanted to try new drugs and when it was a different variety of drugs I was 
curious to try it out and experiment with it.” 
 “…I was looking for a change, and brown sugar was something different.” 
“When I started to use glue and ganja I was in school and it was very boring to do only these two 
drugs” 
“I just wanted to try that’s all” / “I often look for a better tasting drug.” 
“I just wanted to know the reaction, it was a good reaction” 
“It’s the hangout factor, wanted to know how far it was gonna go, just wanted to know that’s all”  
“I wanted to try,  felt good, was good in the end, enjoyed it too much, went too far” 
 “..at first I got it for free.  I didn’t want it at that time. I was offered, so I tried, at first it was just to try, 
when I had two shots I was floating, this tasted better I thought…” 
”I was ill and I wanted it to disappear. Suddenly, my boyfriend offered me to try an alternative and 
his friend could give it. It was heroin, then I was injected.”  
“First, I was only curious, then I was hooked. I wanted to know what heroin was like, I looked for it. It 
was cool, then I used… Used… And used.” 
“I felt the sensation was less than before. My friends seemed to enjoy injecting a lot, so I tried it,  I’ve 
been using it until now.” / “The need had increased, I thought I could lower the dosage” 
Using low dosage by injection will cause euphoria.” / “By injection the effect is immediate“ 
"Starting heroin was not because of curiosity, It happened in such a way that it came to me 
automatically. I don't know how it happened. I had heard that you could quit heroin much easier, 
in three days. So, I told myself it's better to be on heroin for a while. I did so because I thought 
opium withdrawal was worse to tolerate." 
 
Availability / Financial considerations 
“I switched to pharmaceuticals cocktails because smack was becoming an expensive habit to 
maintain and the easy availability was also a factor.” 
 “Initially, I started fixing tidigesic just to cut my withdrawal out. Then I would chase brown 
depending on the amount of money I made on that day. Gradually due to the lack of money I 
started fixing a combination of pharmaceutical drugs. This combination gave me a better high. 
Then I switched completely to injecting this combination of pharma drugs. (Avil, buprenorphine). 
Thereafter, I started fixing depending upon the availability of money. The more money I made the 
more I used. I would use at least twice in a day” 
“In 1983 there was a scarcity of smack in the market and that prompted me to switch to smoking 
Opium and use of pills namely Nitrazepam” 
 “I was facing financial problems, I had no money for smack. And injectable drugs were cheaper.” 
"Opium became expensive and I bought heroin. I found it better; it made me high more." 
“Well, because dosage is increasing, of course much money is needed.” 
 “Easy” / “At that time, it was easy, The supply was abundant” / “It was so easy” 
“If I don’t want it, I don’t take it” 
 “It’s easy when there is the money /  “It’s easy if there’s money” 
“One of my friends is the drug seller, so it’s easy for me” / “If there is a supply, there is a demand” 
 “.... because it was easy, it made you think ok… I’ll keep on using it” 
 “It’s easy, so I keep using it” / “It’s so… so… so easy.” / “It used to be easy... 
“It affects me, if it’s hard to find, I can’t do anything” 
 “…it was easy in 1999-2000, all I needed to do was walk a bit” 
“Of course there’s an effect if the goods aren’t available, same goes if there’s no money” 
“Not so hard, there’s always some, if there’s none in this hole we’d definitely check out other holes 
cause they’re users over that way” 
 “After nine months when Moharam and Safar months (holy Islamic months) were coming and so I 
couldn’t drink, I started to use opium ”  



Findings: Drug careers and environmental factors 
 

 77

Development of drug use and the immediate environment 
 
Many people did not see any reaction from people in relation to their increased drug use as they had 
already isolated themselves. The alienation process (see Section 6.e) -parallel to increasing use 
and/or switching to injecting- had already taken shape. With increasing use, PUD and non-PUD -
whether parents, schoolmates, colleagues, or neighbours- seem to become different, irreconcilable 
entities that mutually exclude each other. While the PUD might feel the wish or need to be accepted, 
there is also a tendency to reject the mainstream non-PUD. While parents or friends might still love 
or like the PUD, her/his behaviour is rejected. The more drug use becomes a lifestyle, the more 
incompatible normal relationships with non-PUD seem to become. 
 
With drug use increasingly taking a central place in one’s life, non-PUD become excluded and 
rejected by PUD. Also, from a societal perspective, with the development of drug dependency, PUD 
are in turn marginalized for their unacceptable behaviour. Clearly, these processes take place 
gradually and often there are periods of reversal  or recovery. Nevertheless, key moments in terms 
of these processes seem to include getting caught while using, switching to injecting, financial 
problems and related borrowing and theft.   
 
Quotes 11: Crucial switches; some comments 
 

 

Family 
 
Very few said that other family members or close relatives urged them to discontinue or reduce their 
drug use. However, those requests made no impact on PUD in almost all cases. Again, many 
parents were ignorant of their child’s drug use or change thereof, yet -compared to the time of 
initiation of drugs- more informants told their parents/family members about their switch (see Quotes 
12). The reactions of those parents that knew of their child’s change in drug use were very similar to 
those described under the section on initiation to drug use. Many informants pointed out that -in 
case of switches towards injecting or towards heroin- the parents were best to be kept in the dark.  
 
In Pakistan, the majority were still living with parents at the time of their switch. However, most of 
them were having family problems. A few had isolated themselves from their families and had really 
bad relations with parents. 
 
In Indonesia, most of the PUD were living with their parents, while others live in the dorms or with 
their relatives. Most of them say that they had a good relationship with their parents. When parents 
know that their children are using, the relationship tends to become inharmonious. 
 
The mother is usually the closest person in the family to the PUD, followed by sisters and/or 
brothers. Often, parents did not realize that their children were using drugs. Some parents were 
shocked to find out, while others gave punishment or only advise. Parents usually requested that 
drug use stop or simply sent their sons and daughters to rehabilitation centres. Sometimes, older 
brothers were also using. They often kept urging them to stop without success.  

Where? / How?                         
 “My friend’s house”  / “At the dorms” / “Of course it was planned, we split it”  
“It was planned, together with friends” / “From a friend, bought, we got a lot with fifty”   
“They bought it and I went with them”  / “Everything was there, I didn’t do anything” 
 “Back then I got it by saying I want to get a good high, no pills, nor marijuana, he bought that, 
heroin…”  
“I bought two syringes. We (my mother and I) boiled heroin together. Our syringes were apart but 
our spoon was the same, I know today that (sharing) spoon causes disease. If I had known at that 
time I would have bought two spoons…, my younger brothers and sisters were watching us…” 
 
How was it? 
 “I felt a different sensation. I felt refreshed. Finally, I couldn’t stop.” 
“I can’t describe how good it was so I can’t really explain the effects or taste, it was good”  
“First, It’s cool… high… man …” / “I didn’t know at first, I only felt good” 
“I didn’t like it at first” / “I prefer marijuana to pills” / “it was the most terrible experience.” 
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Quotes 12: Crucial switches; how about the parents? 
 

 
 
Family reactions were harsh in quite a few cases and episodes of violence were reported by the 
informants, particularly in Pakistan. In other cases, support was offered by the family members. In a 
few cases the parents or family members were accommodative for use of softer (previous) drugs, 
used before a switch to heroin. 
 
In general, the effect of the parents’ reaction was negative and was not effective in terms of 
increased efforts to undo the switch or to curtail consumption. By the time of the second crucial 
switch, many respondents had become fully integrated into drug use [and people around them just 
did not bother to interfere anymore, coupled with the fact that they started associating only with PUD.   

Peers 
 
The most common triggering factor influencing a switch towards injecting and/or opiates for 
informants was peer influence; a friend would offer a different type of drug or they saw a friend using 
a different type of drug or a friend would tell them about the experience of using a certain type of 
drug. This in turn created curiosity and desire to try, reported informants (Quotes 13). Those 
informants that had good non-PUD friends at the time of their switch said that they generally offered 
no support except urging them to stop using drugs or revert back to softer drugs. Most of the 

 Did your parents know?                          
 “They knew, they just kept quiet” 
 “There is no influence from my family” 
 “Someone knows now, it’s my mother”  
“At last, I was caught red-handed at home using it.”  
“No … don’t let them know” / “Back then my parents didn’t know, but my brother knew” 
It’s enough that he knows simply ganja and pills, that (heroin) he shouldn’t know about” 
“There’s no one in the family who uses drugs, my parents don’t know” 
“Why should I tell them, just create more problems…” 
“She saw me using heroin, but I told my mom, please don’t tell dad this and that, she didn’t tell 
dad, she loves me dearly” 
“My values have always been to not trouble anyone because of me, better I’m the one who suffers 
myself” / “They were extremely concerned about my wayward life style.” 
"We used to go out for begging with my children. They are very smart. They had heard that I was an 
addict and also knew that milk opposes addiction. They brought (begged) milk and cake for me. 
They told me: "Mom drink milk to become healthy very soon!" 
“My relative stopped giving me money and my family member got very strict that I should not go 
out and should not my using friends” 
“ He was the only person who was aware of my use. He tried telling me, that if I do not stop now, or 
do something about it, then it will get really serious.”  
They just ignored my presence.” 
 “They isolated me and I was not welcome to them.  Although I must admit that they had advised 
me against going deeper into drug use. They would keep insulting me and keep shouting at me.” 
 
How did they react? What was the effect? 
“Then, I was grounded for two months...” / “Then, they sent me to the rehab centre....” 
“Gosh!!  My father slapped me… real hard.” 
“He told me to take care ‘cause he used to be like me” 
“My mother cried, she told me to go home to Padang, she told me to stop” 
“Doesn’t matter what my mother told me. Telling me to stop is easy but it‘s not easy to do it. It 
hurts… you know.” 
“No matter what they tell me, I keep consuming it” / “I still use it, I have easy access to it” 
 “There was no effect. At times I would feel bad and wanted to stop but had no idea how.” 
“ I did not listen to them as I felt that by injecting I could get more high than using or smoking only 
ganja and brown.” / “It made me more cautious” / “All this had no effect on me” 
“Because of frustration, I started snatching stuff and stealing things to sustain my drug habit.” 
“There was no effect. I would agree to my father and tell him that I would stop hanging around with 
my friends but behind his back I would do what I wanted to. 
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informants did not in any way consider their non-PUD peers as an important factor which had 
influenced their drug use switch. 
 
Quotes 13: Reactions to crucial switches from friends / partners / girlfriends… 
 

 
 
Concl. 48: In crucial switches, factors related to the (perceived) effect of the drug are 

considered very important. For example, the strength (quicker high) of the new 
drug scores very high in all sites, as well as factors such as relaxation/sleep, 
suppression of feelings, bored with previous high and to enhance confidence, 
be it to a different degree across the sites. Expectedly, since injecting creates a 
quicker high, the strength of the new high is of little importance in switches 
away from injecting. 

 
Concl. 49: Social factors appear quite important, with peer pressure being a major one. 

Possibly related to this, curiosity also scores high throughout the sites. Factors 
such as fashionable and to be different also are rated highly -except for in 
Pakistan. Enhance performance at work/school ( work, for most respondents) 
appears exceptionally significant in Tehran. Attraction to drug culture is 
relatively important in New Delhi and Tehran. 

 
Concl. 50: Parallel to increasing use and/or switches towards injecting, a process of 

alienation from mainstream develops: non-PUD slide to the background as 
fellow-PUD gradually become all important and ever present. 

 
Concl. 51: Factors related to price and availability appear rather important with easier 

availability of the new drug rated very much a factor by 44% of the respondents. 
Lack of availability is associated with a switch towards a more effective mode of 
intake - usually injecting - to counteract the lack of availability or higher price.43 
This factor scores very high in Tehran and cannot be discounted in the other 
sites. Health related factors seem only of importance in the switches away from 
injecting. 

 
→ Rec. 18: Develop preventive interventions that take into account the influence of 

social factors which appear to contribute significantly in the decision to 
switch towards injecting. 

                                                      
 
 
43 Indeed, 85% of those who rated this factor highly switched towards injecting 

PUD friends / partners                   
“He is my best friend. He still uses it, so do I” / “Well … we use it together” 
“Automatically, they stay away from me, and it makes me feel lonely” 
“My best friend uses “shabu” with me” / “They know because they hang around with me” 
“No, they didn’t tell anyone” 
“Big… they have big influence. They encourage me to use it with them” 
“If we hang around with PUD, we will be influenced to use it. I don’t feel comfortable only watching 
“You know, we use it together, I get it from him”  / “We even collect money together” 
 
Non-PUD friends / partners 
“They told me to reduce it”  
 “Nobody told me to stop, just to be careful”  
 “He tells me to not use it anymore.  I follow his advice”  
“They might know I am a PUD, but I never tell them” 
“No, I don’t dare (to tell them), I’m afraid someone will tell my mother. Not all of my friends keep 
secrets” / “Some stay away, others get closer” 
“They don’t know that it’s hard to stop” / “Yeah, I was told to stop” 
 “My girlfriend keeps telling me to stop; she even takes me to the doctor, but I still don’t care” 
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→ Rec. 19: Take into account the effects that (current or planned) legislation or law 
enforcement might have on the availability of a certain drug, particularly if 
changes in availability are likely to adversely affect health behaviour. 

Poly-drug use 
 
This section attempts to explore the reasons for the use of more than one drug and its related 
problems and effects, based on data from the open interviews only. About 15-25% of the informants 
reported using several drugs at a time. The reasons given for poly-drug use were mainly to enhance 
pleasure/intoxication, the desire to try other types of drugs and also to find other sensations. Some 
started using other drugs to reach the same high as previously experienced (yet disappearing 
because of increasing tolerance).  
 
In New Delhi, almost all the respondents (that engage in poly drug use) preferred using different 
types of drugs at the same time, as opposed to using the drugs alternately. In terms of problems 
associated with poly-drug use, some informants mentioned not having any problems, whereas the 
others mentioned health related as well as social problems. Health related problems also included 
answers mentioned in relation to “increased withdrawals” and “overdose.” The social problems were 
related to violence and trouble with the law.  
 
Quotes 14: Poly-drug use; reasons 
 

 
 
In Jakarta, the use of more than one type of drugs in a short period of time is typically done with 
shabu-shabu (ATS) and heroin to calm down.  Also, marijuana was used after heroin.   Some also 
use these drugs alternately.  Problems caused by poly-drug use include distractions in the mind  
such as: talking to themselves, feeling like someone else was talking about them (paranoya).  
Beside these effects, vomiting and nausea were reported.  However, some informants didn’t report 
any negative effects from poly-drug use. 

Why?                        
“Most of my friends use heroin and I am the only one who injects.  Therefore, after having a shot I sit 
with them just to be part of the group. Also, it gives more pleasure – injecting drugs followed by 
heroin use is a powerful combination compared to using anyone of them alone” 
 “I just wanted to know” / “because it was available, I was curious what it tasted like” 
 “Just so I can know how high I can get” / “the sensation” 
 “I feel that I got a better and greater impact of high.” 
“I like the effect more as it gives more high after using different drugs simultaneously.” 
“The effect is quite different compared to only using the former drug, because when I used 
different drugs at the same time it has a totally different and strong effect. 
“My first experiment with poly-drug use started when a friend of mind told me that if you used this 
tablet you will never feel nervous at the time of ‘snatching’. As a result, I started taking this 
whenever I have to go out for ‘snatching’ or to commit something ‘bad’.” 
 “I wanted to try, because shabu has an effect of it’s own different than others” 
“I have a strong desire of experimenting with all the drugs, whichever (at that point in time) I could 
lay my hands on. As a result I rarely missed out on any type of drug and kept on experimenting 
whenever any new drugs appeared in our locality. I usually used to smoke “ganja”, “chase brown” 
and also inject “norphine, diazepam and Avil” on the same day. I like the effect better, since it 
causes a stronger high after using different drugs simultaneously.” 
“The effect was much better than taking only the previous drug, I was more high. Some new things, 
which I experienced, were a “blackout”. I also felt that there was an increased in the level of my 
confidence especially at the time of snatching, robbing and fighting”. 
“With grass, every time you don't get the same trip. Too much grass only makes you sleepy, no trip.  
If you pop a few tablets with that, you get a better high.  You are like flying.  It feels like….even if my 
dad was dying let him die.  Let everything be.” 
“As compared to the high of the earlier drug, this high is immediate and instant.”  
“The high is much better.  It enhances the effect.” / “The high is better than just injecting.” 
 “The high is stronger and lasts longer compared to only using the former drugs” 
“It used to give a greater high, eyes start closing, don’t feel anything” 
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In Pakistan, hashish was generally the secondary drug used as a supplement to heroin. However, a 
few other methods were reported. One of them was to put up the opium gum around the hashish 
cigarette so that the cigarette burns slowly and gives pleasure for a longer time with a better high as 
compared to hashish cigarette alone. None of the informants thought of poly drug use as 
problematic. 
 
Quotes 15: Poly-drug use; combinations and problems 
 

 

As may appear from the example below, in some cases, decisions are based on rather detailed 
wishes and knowledge on how to achieve them:  
 

“You get a better high when you use more than one drug at a time.  Poly-drug use, 
to me, is mixing a natural drug like ganja and a chemical drug like “pharma” pills or 
using pharmaceutical codeine.  I always use ganja; I never do codeine alone; I will 
pop pills with codeine.  Ganja is a downer, codeine is an upper.  So I smoke ganja 
and do codeine.  Ganja will slow my blood pressure down; marijuana and hashish, it 
changes your imagination. The effect is much better, stronger.  It’s more intense.  It’s 
a better escape”. 

 
Concl. 52: Poly-drug use is quite common and takes many different forms. Whereas mostly, 

PUD view their poly-drug use as unproblematic, there are reports of adverse 
health effects, particularly in Jakarta, where PUD tend to use heroin to calm 
down after having used ATS.  

 
 

What combination?                      
 “Not really, I actually use heroin after shabu so I can sleep” 
 “It’s been three dimensional, shabu in the morning,  heroin in the afternoon, then joints at night” 
“Very often within a day when I use heroin and then smoke joints sometimes” 
“When i’m at that hangout place whatever is in at that place i’ll use, same goes with other 
hangout places, I use whatever is in” /  “Not at the same time, alternately” 
 “I never gave up marijuana and then I got hooked to smack. I like the intense, combined high.” 
“Sometimes after smoking joints I used heroin, or sometimes after heroin I smoke joints…” 
"Opium didn't suffice me any more. If I ate too much it made me sick if I ate less it kept me in 
withdrawal. So, I started using heroin. I realized that it's cheaper and a small piece maintains you for 
two days. I started heroin once a day then it increased to 6 to 7 times a day. Sometimes it didn't 
suffice me. So had to eat opium and smoke hashish with heroine." /  “Shabu, marijuana.” 
“With grass, you don't get the same trip every time. Too much grass only makes you sleepy, no trip.  
If you pop a few tablets with that, you get a better high.  You are like flying, it feels like….even if my 
dad was dying, let him die.  Let everything be.” 
 
Any problems? 
 “I don’t think there is a problem with the poly drug use” / “There are no problems” 
“By eating this cocktail, I feel the “turking” is more severely accompanied with loose motions. 
“Yes, stomach cramps, sore throat, and you feel more sick.” / “I just threw up…” 
“When you use a lot of poly-stuff, you hallucinate a lot.” /  “ My thoughts are messed up” 
“Yeah just felt crazy… I thought my friends talked about it, I ended up talking to myself” 
“The main problem was that, whenever I used a tablet as well, I got a problem with the police and I 
would end up inside the lock-up as the drug made me act like crazy.” 
“I used to forget everything what I have learned after using more than one drug.” 
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Overdose 
 
The open interviews indicated that almost half of the informants had gone through episodes of 
overdose 44  during their drug careers and most of those experienced it once or twice. Having 
excessive amounts of money to purchase drugs came up as one circumstance that led to the 
overdose. In many cases, fellow PUD helped the informants at the time of overdose while in few 
cases family or friends took care of them. In most of the cases, the informants were not taken to the 
hospital and care was provided on the spot. Oftentimes, carers did not know what to do and in some 
cases they panicked.  It was mentioned that fellow PUD tended to not show surprise or sadness at 
someone OD-ing. 
 
In most of the cases, heroin was the drug involved in overdose and many cases occurred after 
injecting drug use. Some indicated that their overdose experience resulted in consuming less 
quantity to avoid future overdoses.  
 
The survey provides similar data, yet there appear to be some significant differences between the 
sites. On average, nearly one third of the respondents had experienced overdose (see Table 7; 17-
47%; 31%), with Jakarta at the lower end and Pakistan at the higher. This difference can probably 
be largely explained by the lower prevalence of injecting heroin use in Jakarta as compared to the 
other sites. 42% of PID had at least one overdose experience, compared to 24% amongst non PID. 
In New Delhi and Pakistan, 13%, respectively 15% said they had had more than three OD 
experiences, whereas in Jakarta and Tehran, these figure were significantly lower ate 1% 
respectively 6%.  
 
Table 7:  Frequency of overdose by site (Q52) and by non-PID vs. PID (Q37) 
 

Frequency New 
Delhi Jakarta Tehran Pakistan Total Non-PID PID 

No, never 67% 83% 68% 50% 68% 75% 58% 

Once 8% 10% 13% 15% 11% 9% 14% 

Twice 7% 4% 7% 9% 7% 4% 10% 

Three times 3% 2% 7% 10% 5% 4% 7% 

4-10 times 8% 1% 3% 6% 4% 3% 6% 

>10 times 7% 

33% 

0% 

17% 

3% 

33% 

7% 

47% 

4% 

31% 

4% 

24% 

5% 

42%

N/A 1% 0% 0% 4% 1% 2% 0% 

Respondents 414 507 279 435 1635 894 741 
Source: Q52: Have you ever experienced an OD? If so, how often? (One answer only).  If  “No, never”, go to 
Q55 Back to main text 
 
When comparing this data with the occurrence of overdose in one’s immediate environment (see 
Table 68: 49-78%; 68%), it appears that New Delhi takes an exceptional place with half of the 
respondents stating that no one in their immediate environment has experienced an overdose. In 
general though, more than two thirds of the respondents have knowledge of overdose occasions 
around them. There appears to be no statistical correlation between such knowledge and personal 
experience of overdose.  
 
In New Delhi and Tehran, the proportion of respondents that stated that the overdose was 
somewhat or totally intended (see Table 69) can be considered very high (56%, respectively 49%), 
with markedly lower rates in Pakistan (22%). Due to a translation error, that was not noticed on time, 
the data on this question from Jakarta had to be discarded. During the open interviews this aspect of 
overdose was not elaborated upon. 

                                                      
 
 
44 From the open interviews, it appeared that ‘overdose’ is quite well defined amongst most PUD: an occasion that drug use 
leads to -immediate- adverse health effects, assumedly as a result of having taken too much of the drug(s). During the 
questionnaire, that definition was provided -yet, only when asked.  
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Quotes 16: Overdose 
 

 
 
In Jakarta, more than half of the respondents were looked after by a fellow PUD (Table 70: 32-57%; 
40%). At the other sites, a common answer to the question (Q54: who looked after you when you 
OD’d?) was no one (2-43%; 28%). Some respondents were looked after by their parents (6-18%; 
11%) and a few by non-PUD friends (5-9%; 7%) or others. In Tehran, a relatively high proportion 
was treated by a doctor (7%). 
 

What drugs were you using?                        
“Using heroin”… “Indeed, I OD’d four times”  / / “Yes, three times OD, once blood vomit” (heroin) 
“Using pills”… “Just once”  / “I took four tablets of lexotant, and took the whole package alone” 
“That time my syringe was still stuck in my arm.” / “ It  was heroin that made me OD” 
“Once…I used more than usual to increase the effect….  
“I only wanted to get high, real high, and forever high afterwards, OD. I was so lucky that I made it. 
If not, I would’ve been six feet underground” (heroin) 
“It happened once when I took both hashish and heroin / “Heroin, shabu, both…”  
“That’s exactly it, I avoided heroin because I overdosed with that”   
“Once I got a good amount of money through pick pocketing and injected drugs more than usual 
“Yes, overdose. Once when I was injecting “norphine” and “chasing brown” at the same time, I 
went through an overdose experience but was saved fortunately.” 
“My friend offered me to inject heroin… this bastard injected in such a way that I saw my death… I 
stood up… syringe dropped… my arm was bleeding… I was dizzy. I fell several times. Another friend 
helped me… I wanted to go out of this situation. To become normal again… I heard my pounding 
heart beat. My face and hair were wet because of the sweat. My friend poured a bucket of water 
on me… I was insulting everybody including my mother… ” 
"…It was morning, my husband said "…go and get drugs." I told him "24 hours a day I should go and 
get drugs. Once you, man, go!” “ I can't go." I insisted., se went to get drugs but he never came 
back... I thought maybe he is arrested… but then I was informed that he had injected drugs in the 
park and had passed away." 
“Twice I have overdosed… When we used poor quality drugs that didn’t make us high. We bought 
once again and injected it. We thought it was poor quality like the previous one, so we injected a 
lot. Actually it was good quality, which made us overdose.” 
 
Who looked after you? 
“My family, my brother, my dad”  
 “Friends” / “My parents” / “Girlfriend” 
 “My friend brought the shit. I had OD-ed at a hotel. He brought me in a rush to the hospital. I was 
given a shot. I don’t know what it was. And back to earth” 
“I was taken to the hospital” / “My friend who was using with me”  
“When I OD-ed, my friend injected me with salt water” 
 
What did they do?  
“They tried to wake me up.  I can tell you nothing, I was blacked out” 
“A mix of salt and water then they pushed me to swallow it” 
“That day I awoke, just when I was given salt water, vomiting, and then I was conscious again”  
“I think he was too much in a panic, I was shouted at just after I awoke” 
“A fellow PUD threw water on my face and I was back to my senses” 
“Someone took me to the side of the park and took care of me…” 
“One fellow PUD helped me by throwing water on my face” 
“Give them water, help them come out of it and urge them not to let it happen again” 
“I saw a PUD OD and informed others and then we called an ambulance” 
 
Any effect? 
 “I restricted my dose to the limits…’ / “I changed to shabu” 
“I started to use more carefully so that it did not happen again…” 
“No effects…continued using as before ” / “Nothing, as always” / “Nothing at all” 
“No effect…..I am already conscious of the quantity I use and there is always a limit” 
“I get scared that if I also use different kind of drugs, this might happen to me so it’s better to use 
one drug at a time” / “I’m still confused whether to stop or just carry on” 
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Amongst the open interview informants, exposure to overdoses (rather than experiencing it firsthand) 
tended to result in decreased and more careful use among PUD. Yet none of them mentioned that 
these episodes triggered their decision to quit drugs or switch to a less harmful drug or mode of 
intake. 
 
Many respondents said that overdose experiences -personal or by people around them- had no 
effect on one’s attitude towards drug use (see Table 71; 29-72%; 47%). Particularly in Tehran, this 
response was extremely common. At the other sites, about 30% stated that they became more 
careful and an average of 20% decreased their drug use. Overdose rarely resulted in going to 
treatment or in switches in drugs type or mode of intake.  
 
 
Concl. 53: Overall, nearly one third of respondents have experienced one or more cases of 

overdose with significantly different figures across the sites; 17-50%; 32% and 
with higher rates among PID (42% vs. 25%). In terms of overdose in one’s 
immediate environment, rates differ between 49% and 78%, (mean: 68%). In 
other words, most PUD know of overdose cases around them and about one 
third have experienced overdoses themselves. 

 
Concl. 54: In New Delhi and Tehran roughly half of the respondents indicate that they 

somewhat or totally intended to overdose. 
 
Concl. 55: Apart from in Jakarta, the PUD often has to deal with the overdose her/himself. 

In other cases, drug using friends are commonly the people who look after the 
person who experiences an overdose. Parents and non-drug-using friends 
appear to be of little significance in this respect. Very few are looked after by 
professionals and carers often do not know what to do in case of overdose. 

 
Concl. 56:  Overdose seems to act as a warning signal to many PUD, yet rarely leads to 

initiation of treatment or change of drug or mode of intake. 
 

→ Rec. 20: Develop and improve IEC –possibly in the form of a manual– and 
awareness raising on overdose response among PUD and parents. 
IEC/ABC materials on drugs should be non-judgmental and enable young 
people making well informed choices. While an emphasis may be on 
primary prevention, secondary prevention and harm reduction should be 
incorporated. 

 
→ Rec. 21: Include early detection of self-destructive or suicidal behaviour in 

counselling and treatment services. 
 

→ Rec. 22: Consider the provision of services available to PUD that test the quality 
and safety of drugs before intake. 

 
 
4.d. Efforts to reduce drug use: treatment and relapse 
 
In this section, the actions that one takes to stop or reduce one’s drug intake are investigated in 
chronological order. The first section deals with how people view abstinence. This is followed by a 
section on efforts that PUD undertake to reduce their intake without outside help. Then, treatment by 
GOs and NGOs is studied in terms of availability, access, quality and improvement. Finally, relapse 
and abstinence as the result of such treatment, receives attention. Throughout the section, factors 
that influence decisions in these areas are covered.  

Perceptions on abstinence 
 
The majority of the FGD informants agreed with the statement that once you’re an addict you’ll 
always be an addict. At one period in time, one can stop using drugs but relapse rates are high. 
Other informants suggest that drug dependent people may recover at some point. Key informants 
for the most part acknowledge that drug dependent people have a hard time when it comes to 
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putting a stop to drug use.  However, some suggest that quitting is possible as long as there is 
individual commitment, supported by a conducive environment. 
 
During the open interviews, PUD appeared divided on the issue of abstinence and de-addiction. 
Some said, they would be able to, if they really wanted, while others were not so confident. PUD 
largely agreed that the craving would always be there, even though they might have stopped using. 
 
The questionnaire contained several statements that were aimed at gauging attitudes or perceptions 
of drugs and drug use.45 Most PUD apparently wish to quit, but find themselves unable to do so 
(Table 72: 65-84%; 78%). Paradoxically, a similar proportion amongst PID (not PUD in general) 
estimates that they can stop injecting completely if I set my mind to it (74-90%; 82%). In other words, 
many PUD appear confused or are in a state of denial regarding the addictive properties of the drug 
they are using or regarding their own dependency on these drugs. 
 
Quotes 17: Abstinence 
 

 
 
The optimism on being able to abstain from drug use is echoed by other results from the 
questionnaire (Table 73): the vast majority of active PUD, responded yes, possibly or yes, definitely 
to the question; what are the chances of you ever being able to stop using drugs? among both non-
PID and PID (89% and 88%).  Notably, a significant proportion (10%) of PUD in New Delhi appears 
to have become indifferent towards efforts to stop using drugs. 
 
Between the sites, there was some disagreement on whether it was essential to move away and 
stay away from drugs when one tries to stop using. In New Delhi and Tehran, there is widespread 
support for the above statement (63%, respectively 74%), while in Jakarta and Pakistan, support is 
markedly lower (28%, resp. 40%) 
 
                                                      
 
 
45 Q29: To what extent do you agree with the following statements? (GO THROUGH LIST ONE BY ONE). 3 point-scale: 
Disagree - Somewhat agree - Agree 

Will you be able to abstain completely?                       
“…it’s difficult to stop because …. heroin causes dependency, craving, ….and influence from 
friends who also use it” (key informant) 
“No (not difficult), once there’s commitment to quit, nothing else will happen” (key informant)” 
“In general it’s difficult to quit, especially if you’ve used it a long time and are injecting, but with 
strong intentions, strong support, and a conducive environment anything is attainable” (key 
informant) 
“I agree;  once an addict always an addict…” (counselor) 
 
“Cannot (abstain)” 
“Someday it will emerge, junkies are for life, it’s in their blood” 
“For addicts, they’re still addicts eventhough they’ve recovered” 
“He’d still be dependent, that craving will always be there” 
“It’s useless to try to quit” 
 
Have you ever tried to abstain by yourself? 
“I entered the job market with my addiction. I realized I couldn’t continue. I decreased my 
consumption little by little. I told myself that it’s better to make sure I look better at least. Whenever I 
worked a little bit, I could eat more and get better. But I didn’t have a place (for quitting drugs), a 
place where you can go for 10-15 days and recover your health then return to work. So, most of the 
time when I decided to quit drugs I was unsuccessful. I even lowered my addiction to a half of 
gram a day but then it rose again.” 
 
“once or twice I told my family that I wanted to quit at home… I was at home for a week. 
Afterwards, I went out to buy a cigarette. When I returned home they looked at me in a bad way. 
Their attitude was bad. I swore I have not used drugs… but they told me your eyes show you have 
used drugs… I told them “you don’t believe me, ok!, I go and use drugs!...” 
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In conclusion, the goal of abstinence remains a contentious issue amongst PUD as well as those 
who work with PUD.  
 
Concl. 57: Most PUD wish to quit, yet find themselves unable to do so. Meanwhile, they 

tend to be optimistic about their ability to stop using. 
 

→ Rec. 23: Improve awareness and knowledge levels amongst PUD on the addictive 
properties of drugs,  the actual workings thereof, as well as  the (different) 
potential related risks. 

Self treatment 
 
The occurrence of efforts to reduce drug intake without outside help differ significantly depending on 
the site with more than half of the respondents in Pakistan saying that they never tried versus 27% 
in both Jakarta and Tehran (see Table 74: 27-51%; 37%). Clearly, large groups of PUD have no or 
little urge to stop or are very pessimistic about the chance of success. On the other hand, overall, 
most PUD go through periods that they try to reduce their intake or abstain. 
 
As expected, self-treatment efforts are somewhat less common amongst experimental users as 
compared to excessive/dependent users, and 28% of those who were considered 
recovered/recovering 46 say they never tried to reduce intake themselves (before they went into 
treatment) (see Table 75).  
 

“I tried to give up drugs on my own and was successful for one year as I had moved out of city 
but as soon as I came back to my own city, I straightaway started using again… ” 

 
Those respondents that try to reduce their intake tend to do so by avoiding those situations and 
people that they associate with drug use (see Table 76). Avoid drug using friends (36%), avoid 
going to certain places (24%), stay home (15%) and move (11%) were often mentioned.  In addition, 
occupy oneself (32%) spiritual / religious focus (8%) and pursue hobbies (8%) were also mentioned 
as possible strategies. The shift to alcohol - mentioned by about 15% in New Delhi and Jakarta - is 
quite different in nature from the other behaviours and calls for further research. 
 
When asked: who should be / have been involved to help you to stop?(Q44), the parents are 
mentioned most often (see Table 77: 23-66%; 50%). Non-PUD friends come in second and 
partner/spouse, siblings and relatives are also mentioned by some respondents with significant 
differences between the sites. PUD friends stand out in Jakarta at 25% and no one is a popular 
response, particularly in New Delhi. 
 
Concl. 58: Most PUD go through periods during which they try to reduce their intake or 

abstain. 
 
Concl. 59:  PUD identify their parents (and to a lesser extent non-PUD friends and partners) 

as the people who should be involved in such efforts. 
 
Concl. 60: In efforts to reduce one’s intake, PUD largely avoid those situations and people 

that they associate with drug use. 
 

→ Rec. 24: Maintain contact with PUD to gauge and exploit periods of readiness and 
willingness to reduce intake or abstain. Develop mechanisms to 
recognise increased motivation to reduce one’s intake and link such with 
referral to treatment interventions. 

 
→ Rec. 25: Mobilize and involve parents and other family members as early as 

possible in primary and secondary prevention, including during and after 
treatment, follow up and after care. 

                                                      
 
 
46 The term “Recovered / Recovering” is used for those people who hadn’t been using drugs for the last three months. 
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→ Rec. 26: Develop treatment interventions that take into consideration that a 
prolonged stay away from situations and people associated with drug use 
might well be crucial for success. 

Treatment by GOs and NGOs 
 
The questionnaire reveals that about 30% of the respondents had been at in treatment - commonly 
residential detoxification, followed by rehabilitation (see Table 78; 9-46%; 31%). The differences in 
percentage of respondents treated varies across the sites and is likely to be partly attributable to the 
respondents recruitment mechanisms: At the sites where the research was conducted through 
NGOs that offered treatment services, the sample is likely to be biased in this respect (New Delhi, 
Pakistan, and Tehran to some extent). For this reason, these figures should be viewed as 
descriptive of the sample, rather than the whole drug using population in the sites. Due to the 
sampling method applied in Jakarta, the low proportion of treated respondents there, is likely to be 
more in line with the actual situation than the relatively high proportions at the other sites. In other 
words, the 9% in Jakarta that had ever gone through treatment is probably closer to the reality than 
the 35-45% at the other sites. Interestingly, more than two thirds (56-90%; 68%) of those PUD with 
treatment experience had undergone more than one treatment. 
 
Also, in terms of perceived availability of drug related services, responses across the sites vary 
markedly. As such, in the sections below, findings are summarised by site (see Table 79). Since 
certain services target PID only, the results on knowledge of availability are given for non-PID and 
PID separately. Again, for the same reason as above, these findings should be treated with care.  
 
In New Delhi, the reported limited availability of all services translates into various levels of 
knowledge among PUD of these services being available. Half of the respondents know of the 
existence of the more ‘conventional’ drug use related services; hospital/medical services, 
detoxification centres, residential rehabilitation centres. Levels of what drop below 50% for the 
services that are generally implemented by NGOs, with exception of NSEP services of which the 
existence was know by 72% of the PID (see caution in above section).  
 
In Jakarta, a similar picture arises. The apparent low availability of detoxification centres is 
somewhat surprising, yet is seems that almost all residential rehabilitation centres offer 
detoxification services at the start of treatment. 
 
In Tehran, knowledge  levels of available services are very low. Even the reportedly widely available 
services (hospital/medical services and detoxification centres) appear to be unknown to the large 
majority of PUD and surprisingly even more so among PID.  
 
In Pakistan, drop-in centres, outreach and NSEP are offered at all five sites by the NGO that 
executed the research at that particular site. Respondents were largely recruited through these 
interventions. Peer support groups appear largely non-existent in Pakistan. 
 
Overall, use of drug-related services appears very low (see Table 80), whereas the large majority of 
respondents reported severe drug-related problems. A large number of PUD appear to go through 
life without ever accessing any drug-related services. 
 
Concl. 61: Use of drug-related services - and particularly treatment services - is low across 

the sites. Most PUD are never treated for their drug use. However, those that do 
enroll in treatment tend to do so repeatedly. 
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Quotes 18: Reasons for going into treatment 
 

 

What made you decide to go into treatment?          
 
Self-motivation / Tired / Bored / Fed up 
“I felt bored then / “I was tired and wanted to quit” / “I got tired after a while and wanted to quit, 
…I told my parents”  / “I wanted to stop being dependent. 
“Because I was fed up of the type of life I was leading. I had no money to buy my drugs; I had 
started stealing “iron” from the railway areas so that I could meet the needs of my drug use. I was 
living on the streets. The police would harass me all the time.” 
“Accidentally, I was sent at the time I wanted to be cured” / “I had already decreased use myself” 
“I felt that I had been acting mad for enough time and realized…I wanted to lead a normal life.” 
“After using for years I was just fed up with the habit.” 
“Mainly I wanted to let my mother live in peace and happiness. I also I felt really ashamed and 
regretful towards society, all my relatives and family members had lost respect and trust in me. I 
wanted to regain their trust and respect.” 
“The main reason was that I was "wasting".  Everybody knew that I had become good for nothing” 
“I wanted to give up drugs; I did not want to be drug dependent anymore.” 
“I just felt and saw that this was not me - I liked life and friends and enjoying life, having girlfriends.  I 
also saw what my drug use was doing to my family and I knew I had to stop.” 
“I was recently separated from my husband and when I took my son to my house, just looking at 
him, I felt that I had to give up this habit for his sake.” 
 “I realized that I had a problem. I failed in my exam. By then, even my parents knew that I was on 
something.” / “Well, it disturbed my studies, disturbed my life “ 
“I wanted to give up drugs and I also saw how much tension and unhappiness I was bringing into 
my family.” / “I feel I had reached rock bottom and I was wracked by guilt and I was beginning to 
realize that I needed to quit drugs altogether” 
 
Parents/ Family 
“I had treatment after I was caught, I was high at that time at home. That’s when my parents asked 
me to enroll in treatment. I obeyed, because my mother cried; i can’t stand to see her crying “  
"My stepmother complained about me.  I was taken to the Center of Correction & Education."  
“I was pressured by my family to enrol into treatment. I had the desire to stop but my motivation to 
give up was not so high” / “Because of 75% family pressure and 25% because I wanted to.” 
“My parents really wanted me to seek treatment and, to a very large extent, even I felt that I 
needed help.” / “My parents found out “ 
“I didn't have a main reason.  I just wanted to die.  I used to wake up and pray that this OD would 
kill me.  My parents were the ones who got me picked up to go to the treatment centre.“   
 
Health 
“One day I went for a blood test. The test result showed that my liver was bad and that the liver 
enzymes were not okay. This meant that my liver could easily be destroyed if I continued all of this” 
 “Because my health had gone down and as a result my financial situation got worse.” 
“Well, I have overdosed” / “I was suffering a lot. I had a lot of health problems like diarrhoea, 
vomiting. I was almost dead and then I felt that if I didn’t quit it now, I would surely die.” 
“The main reason was to get my health back into order and to improve my situation at home.” 
“I felt the need now because I was running short of money.  I was very ill and it took me quite some 
time to recover and now I am left with no money to sustain my drug habit.  So I thought I should 
now go for treatment.” / “I had a serious injury in the foot and that was the main reason” 
“I was very weak and I had no money.” “I was desperate. My health was down and I was finding it 
difficult to sustain my drug habit / “I was physically weak and an abscess was developed on my 
leg. Then I was admitted to a care home and then to a rehabilitation centre.” 
 
Other  
“Actually, I didn’t need any kind of treatment, my friend suggested: “ You have to try it”, well I did” 
"I was arrested because of theft and I was made to quit in the youth correctional centre".  
“I was told that if I didn’t want my son to be fatherless I should quit because after my son was born 
my wife petitioned for divorce.” 
“I didn’t enrol into treatment myself… because I saw some people who went to doctors several 
times and started drug use again… they only wasted their money…” 
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What made you decide to go into treatment? 
 
From the open interviews, it appeared –across the sites– most went into treatment after having used 
for several years, mostly after using heroin. The first conclusion that the data evokes is that no story 
is the same (see Case Study 6) and that any generalization will be countered by many examples to 
the contrary. In many cases, PUD were ready to go into treatment, in the sense that they made the 
decision themselves and they were tired of life of drug-dependency. Parents often were instrumental, 
either as the instigator or as the main reason for going. Health problems are often cited as the main 
concern (see Quotes 18). 
 
In New Delhi, the responses related mainly to health, finance or social pressures. Some of the 
responses included a degree of self-motivation to give up as well. Most responses related to health 
voiced the deteriorating physical condition and/or the inability to cope with withdrawal symptoms. 
Another reason mentioned was related to the family “forcefully” putting the informant in treatment. 
Most of the respondents did not have to pay for the treatment, as it was free of cost. Those 
respondents that did pay for the treatment felt that price was not a barrier for accessing treatment.  
 
Case Study 6: Different reasons for going into treatment, New Delhi 
 

 
 
In Jakarta, most of informants say that they decided to enroll into treatment when they started 
feeling bored,  tired and wanted to stop. Eventually they went back to using drugs to satisfy their 
cravings. It was often the PUD themselves who requested the treatments because they wanted to 
stop, live normally, have a job and a future. Whereas parents are often the ones who suggest the 
treatment, sometimes their friends did or PUD decided themselves.  Most informants never refused 
an offer to go into treatment. Those that did refuse, tended to do so because they were still enjoying 
drugs and had no desire to quit. Almost all of the informants joined a treatment centre with the 
knowledge and permission of their parents. Some still have good relationship with their parents and 
parents in general support informants in their efforts to stop. Mostly, there was no specific trigger 
other than the willingness to recover. Many informants know of rehabilitation centres through friends, 
a fellow-PUD, from newspapers or from a relative. 

No story is the same…               
“The main reason was that my health had gone down drastically and there was pressure from my 
family. My health was so bad that I could not walk straight without the drug. Every hour I needed 
the drug or I would start suffering withdrawals during which I could not breathe. My breath was 
congested and shallow. My efforts to give up on my own had failed. I had heard from my friends 
that I could get rid of my physical problems through treatment at centres that address these 
addiction problems specifically.” 
  
“I used to earn money by pick pocketing and stealing; but one time I put my hand in someone's 
pocket on the bus and he caught my hand.  This has happened to me before, but this time I 
couldn't free myself like before. I got beaten up really bad after that.  Earlier my family had often 
asked me to go for treatment, but I never paid attention, even though my health was deteriorating, 
but this incident made me realize I had to go.” 
 
 “There are two main reasons. Firstly, now, my daughter is growing up. Tomorrow I will have to get 
her married and I don’t want her to get into trouble because of me. If I have to stay in her place or 
they come to mine, it will be difficult for me to manage without smack. If they discover that the 
mother is like this, they might torture her, might even leave her and I do not want my daughter to 
go through what I have gone through. Moreover, now I am getting older and can not survive like 
this for long; it is getting difficult to earn enough money as I am not as beautiful as I was and I don’t 
even have a son to take care of me in old age, so it will be difficult to survive this habit of mine.” 
 
“There was no main reason.  My parents did a classic case of a “pick-up.” One morning I woke up 
with a hangover and I looked over and saw a huge guy who told me to pack my bags.  He said we 
had to go.  I was in a paranoid state and just woke up from a deep hang over.  I asked my dad 
who he was, and my dad said, “Just go! Just go!”  At that time, I didn't have the energy to resist 
and say no.  When I actually reached the centre, that's when I realized where I was and that I was 
in treatment again.” 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 90

In Tehran, a variety of reasons were stated, including pressure from family and relatives as well as 
the pressure from the employer, reduced social relations and depression, health, fatigue, being fed 
up of using drugs, job issues, fear of being arrested and imprisoned, encouragement of friends, 
wishing a good and safe life, marriage, obligation in prison, ruined life and regret. Nearly half of the 
informants had made the decision to be treated themselves. Others had been referred by brothers, 
mothers, friends, employers, or had been forced to quit in Youth Correctional Center or prison. Most 
had never rejected a treatment offer. 
 
Quotes 19: Who was behind it? 
 

 
 
In Pakistan, family members often convinced PUD to enrol into drug treatment while in some cases, 
PUD came to know of such services through fellow PUD who had recovered or through outreach 
workers. It was noticed that as soon as the free of cost drug treatment option was available, the 
effort was made. Some of them had tried to stay away from drugs on their own but, in most cases, 
were unable to cope with the withdrawal effects. Social rejection was another factor for not being 
able to give up drugs without treatment. In some cases moving away from the drug scene worked, 
but for a shorter period of time only. The majority of the informants were able to get drug treatment 
free of cost. Some went into expensive drug treatment facilities with the support of their families. 
Across the sites, in most cases, family members - particularly parents - influenced the decision to 
enrol into treatment. Those living on the streets were approached by service providers and decided 

Was anyone in particular behind the decision?                   
 
Parents 
“ She (mother) wants me to be fine” 
“ She cares of me, so that, I was sent here (rehabilitation centre)” 
 “ Yes my parents took me to the rehab centre” 
“ I’m just happy, they always call me, they ask about me...” 
“That they care of me, makes me happy” they care of me” / “They supported me”  
 “ They are kind so I agree and want to do that” / “She wants her son get well” 
“ Her response is good; she’s glad his son is getting different and begins to get along the program” 
“ In the first time, it’s because of my parents. They see I’m getting tired, I don’t realize and I’m 
ashamed”  
“ I was caught by my parents, I was shy and felt guilt”…”That made me feel frustrated”  
 “ I felt as if I was hunted, I felt guilty with my parents, although, I did it finally” 
 “ Because of the desire to be cured, perhaps, I am afraid of my parents” 
 
Peers 
“ Of course, my friends persuaded me” 
“ My girlfriend and I at that time” 
“ By my brother, he informed me” 
“ From my friends” 
“ Many of my PUD friends go into treatment”  
“ I am being motivated by my friends to quit actually” 
“ My sister and my girlfriend spread it (the information)” 
“ From a friend, newspaper and the drop-in-centre”  
 
Myself 
“ I myself want to recover”  
“ Myself, finally, I wanted to“ 
“ I wanted to stop, I am tired, I want to live as a normal one” 
“ Just try, I wish it will succeed” 
“ I want to be cured”  
“ I’d planned it…”  
“ I want to get well, I am tired actually, fortunately, my friend is here also”  
“ Yes some people said it is good, Islamic school like that”  
“ Certainly you will not go into treatment if you don’t want to”  
“ It was most of the time in my mind that I should re-join my family and that is only possible if get 
treatment and quit drugs” 
“ I was fully prepared this time and decided to quit it completely (last treatment)” 
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themselves to enrol into drug treatment. However, availability of free drug treatment was a 
motivational force behind informants’ decisions. Some of the informants mentioned not having been 
ready for drug treatment earlier but gave in, due to pressure from family, being fed up of drug use or 
deteriorating health. As may be clear from Quotes 19, peers also played a role in many cases, yet 
others stress one’s inner motivation in the decision process. 
 
 
Concl. 62: Parents are the main driving force behind enrolling into treatment with peers 

playing an important role in some cases. Some PUD go into treatment when they 
are ‘not ready’ for it. 

 
Concl. 63: A main reason for going into treatment is boredom or being fed up with drug use 

(or its related problems), often leading to a willingness to abstain. 
 
 

→ Rec. 27: Review treatment intake procedures to ensure that people that go into 
treatment are psychologically ready to do so.  

Constraints to access or complete available drug use related services 
 
From the questionnaire, the constraints to accessibility of  drug-related services most often 
mentioned by informants include no knowledge of services at around 60% in New Delhi, Jakarta and 
Tehran, yet only 8% in Pakistan and lack of available services (8-51%; 38%), again with Pakistan at 
the lower end (see Table 81). This data is very much in line with the results that were presented at 
the beginning of this section, where knowledge levels on the existence of these services appeared 
to be rather low. 
 
The questionnaire also points towards price as a major constraint, particularly in Jakarta (60%) yet 
much less so in Pakistan (5%). Commonly, though, the parents take care of the finances which 
tends to lead to a situation wherein private treatment centres are largely used by people from richer 
family backgrounds. 
 
Quotes 20: Constraints to access or complete available services 
 

 
 
Pakistan takes up a rather exceptional position in the above two paragraphs: as opposed to the 
other sites, knowledge, availability and price of services do not appear to be a problem. This may 
largely be explained by the fact that most respondents were sampled through an NGO that is very 

What are constraints to access or complete available services?          
 
It’s all about the money.. 
‘’ If you have money, you buy drugs’’  
‘’ It  was a financial problem’’ / "It's very expensive". 
‘’ When we were there, we had to pay a high price’’ 
“  I don’t know. My parents arranged it” / “I don’t know. That’s my parents’ business” 
“ My mom does not care about the cost needed at that time.”  
“ The range is  from expensive to  cheap“ 
“ It becomes a barrier. So, I look for the cheapest and free, the result is not good” 
“ I don’t care about that. It (the money) is my parents  business“/“My parents are taking care of it” 
“ Expensive, whereas PID can’t afford that” (key informant) 
“ The number of health services is increasing. The weakness is a matter of high prices’’ (key 
informant).” 
“ Right now the rehabilitation services can only be reached by those who are rich” (key informant) 
 
Other 
‘’ It’s difficult to access’’ ( counsellor, officer) 
“ At this moment many kinds of services are available…and each one has its own place and 
approach, so the PUD can chose which one is suitable for himself ” (key informant)  
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active in the field. In other words, it is assumed that figures for the general drug using population 
would be less flattering. 
 
For many PUD, the duration of treatment constitutes an important obstacle. This can be seen as an 
underestimation of the severity of their ‘condition’ (21-45%; 38%). Relative to the time it usually 
takes to become a ‘dependent user’, treatment periods tend to be extremely short. Indeed, many 
service providers would rather argue for an increase in the duration of treatment programmes. One 
related aspect, is the fact that those PUD that are a/the main breadwinner for their family can often 
not afford to stay in residential treatment for any length of time, regardless whether the treatment 
itself is offered for free or not. 
 
Other constraints mentioned quite often, particularly in Jakarta and New Delhi, relate to the stigma 
that is attached to going into treatment. There, fear of exposing addiction and discrimination/stigma 
are mentioned by 20-30%, yet hardly at all in Pakistan. From the open interviews, it appears that 
PUD friends mostly know of the PUD going into treatment, yet other people in one’s environment are 
often not told.  
 
The key informants and participants in the FGD point toward several shortcomings of the available 
treatment services common amongst the sites. Many comments relate to the need for expansion, 
coordination, aftercare and follow up. Other areas of concern are legislative framework and the lack 
of support groups. Expenses seem to be a major concern and there are doubts among the 
informants about the efficacy of many of the available services.  

The services 
 
This section summarizes the comments from interviews with key informants and focus group 
discussions on the available services. Although emphasis differs per site, the pictures that arise are 
remarkably similar. Main concerns across the sites include: 

 Insufficient (residential) treatment services; 
 Insufficient coordination and networking between services and between NGOs and GOs; 
 High expenses to avail treatment (particularly private treatment facilities); 
 Underfunded treatment centres (particularly in the NGO sector); 
 Large differences in quality of treatment offered; bad reputation of certain treatment centres; 
 Stigma attached to going into treatment; 
 Insufficient low-threshold services; 
 Insufficient treatment facilities that target or admit female PUD; 
 Insufficiently client-centred treatment, inflexibility, and maltreatment of clients; 
 Insufficient attention to social and economic circumstances in treatment; 
 Insufficient after care; and 
 Insufficient involvement of parents or relatives  

 
More specifically, the following conclusions could be drawn: with the exception from Tehran, many 
who stayed for treatment in a lock-up facility reported physical abuse, mostly upon breaking the 
rules which were very strict. In a couple of cases the use of electric shocks was reported with clients 
not following rules and regulations (Pakistan). Those who stayed at open door facilities did not 
mention any instances of abuse with clients and appreciated the schedule of activities (New Delhi 
and Pakistan).  
 
In relation to current treatment efforts, by and large, the key informants felt that efforts are “poor” or 
“inadequate” or “unsatisfactory” or “need improvement”. Many significant points were mentioned,  
one of which was that there is a huge disparity in terms of demand and supply: the number of beds 
being available versus the number of PUD seeking treatment. For an individual from a low socio-
economic background, there are few centres that can be accessed which are free or that are 
affordable, and these “few” centres are always full.  
 
Some of the key informants mentioned that the quality of treatment services is poor. The non-
government centres are often not adequately funded, staff are underpaid and often lack training and 
guidance, which results in low motivation and lack of interest and frustration, which in turn has a 
negative effect on the clients. Lack of comprehensive services was another factor that was 
mentioned. Some key informants felt that centres provide only detoxification and they think, “it is 
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enough”.  As one informant put it: “They do not build a platform from which one can grow” (New 
Delhi).  Most informants  praised the treatment facilities run by (non-profit) NGOs which were 
providing free of cost drug treatment and they remember their stay in the treatment facilities as 
being pleasant. Generally, people were happy with the role of their families and friends (non-PUD) 
during treatment. There is a lack of awareness among the general population in terms of where and 
how to access services that are related to drug dependence. The government hospitals are 
sometimes viewed as not well equipped” or “totally warped in their style of treatment”.  
 
Quotes 21: The services… 
 

 
 
In Tehran, the rules of the treatment centres were generally considered flexible, free going and 
coming and patients did not experience physical abuse.  
 
The questionnaire tentatively assessed the (perceived) benefit of the services that respondents had 
previously accessed by asking which of these services helped you most physically? and which of 

What was the treatment like?                        
 
“ I was beaten, asked to sweep and wipe the floor”  
“ It is usually freshman that does it (physical punishment)” 
“ I hated it, I was punched at first, and moreover, I’m not used to work and told to do things such 
as: wiping, sweeping, etc. However, at the time I became a senior, things were getting better”  
“ … but they never punch to the face, only the body” 
“ Yes, starting to stop is hard, but it’s better at the end”  
“ It’s hard at the beginning, I was addicted, it was very boring; the way to ignore it is having a short 
walk; looking for a tape or see a movie”  
 “ It was hard first, but finally I could manage” 
‘’  I was there for 2 days, I couldn’t stand it’’ 
‘’ …  I prefer to be in jail’’  
“ Kept apart…, there’s an isolation room” 
 “ No I do not like the service” 
“ It was hard to do in the beginning but finally I could adapt and enjoy” 
“ Very disciplined” 
“ As being jailed, just like a patient that can’t go anywhere, all things to do are eat, sleep, eat 
again, and sleep again, what a boring thing! 
 
How could the services be improved? 
 
"It would be better to pay more attention to such centers " 
"Educational courses should be presented there". 
"Training classes and classifying people by their age and kind of drug is necessary for these centers". 
“Giving tranquilizers" 
"If PUD participate in service planning, it will be better" 
"Psychological treatments should be carried out” 
“There should be separate sections and one should not be forced to quit” 
“Attention should be paid to creativity". 
"Something should happen for the improvement of these centers. The drug users should not be 
under mental pressures and the length of visit should be increased" 
"More facilities and aid should be offered to the addicts". 
"People should be classified in prison" 
"It would be better if the doctor treated the addict both physically and psychically". 
“When a person finds refuge in drugs, you should know that s/he has got a problem…I went to 
drugs because of being unhappy and alone” 
 
"The more the treatment services the lower relapse rates will be" 
"If the staff are experienced, the probability of relapse is lower" 
"Relapse occurs a lot because treatment centers don’t pay attention to patients finding jobs "  
"If the family checks up on the patient more, relapse rate would be lower". 
"If the family is included in treatment processes, the rate of relapse decreases". 
"The rate of relapse is high because the addicts have easy access to narcotic substances".  
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these services helped you most to stay off drugs?47 (see Table 82 and Table 83) It appears that 
services are generally evaluated quite positively with residential rehabilitation centres being the most 
effective service on both counts and drop-in centres, detoxification centres and NSEPs being well 
appreciated across the sites. 
 

Concl. 64: Demand for residential treatment exceeds supply. Expense is a major 
constraint to going into treatment. A further obstacle is lack of knowledge 
of available services. There are insufficient low-thresh hold, client-centred 
treatment facilities, that specifically target female PUD or PUD from the 
lower socio-economic classes. 

 
Concl. 65: There seems to be some stigma attached to going into treatment, with some 

PUD not informing anyone unless they have to. 
 

Concl. 66: Drug related services -particularly those run by NGOs- are generally 
evaluated positively. 

 
Concl. 67: There is insufficient collaboration, mutual referral and coordination between 

service providers. 
 

Concl. 68: During treatment, there is insufficient emphasis on social and social-
economic aspects of drug dependency. 

 
Concl. 69: Within the sites, there are big differences in policies and rules inside 

treatment facilities. There are reports of physical punishment. 
 

Concl. 70: Drug use related services -particularly those run by NGOs- are generally 
evaluated positively. 

 
→ Rec. 28: Scale up residential treatment services. Ensure that drug treatment is low 

threshold, voluntary and accessible to all income groups. 
 

→ Rec. 29: Improve awareness of the availability of treatment services and work 
towards removal of the stigma that is attached to going into treatment and 
to the people that have gone through treatment. 

 
→ Rec. 30: Strengthen coordination, collaboration and mutual referral between (GO 

and NGO) services providers. 
 

→ Rec. 31: Monitor and evaluate treatment services in terms of humanitarian 
standards, particularly in relation to physical abuse. 

 
→ Rec. 32: Consider adopting more “open” and voluntary treatment policies and 

programmes, recognising the fact that relapse is part of the healing 
process, and develop responses that take into consideration high relapse 
rates. 

 
→ Rec. 33: Involve parents and family members during and after treatment.

                                                      
 
 
47 More answers possible. Maximum of three services.  
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Relapse and abstinence48 

Prevalence of relapse 
 
The data in Table 84 shows that, overall, success rates of treatment are disappointing with an 
average of 11% of the respondents indicating that they never relapsed and 5% reporting that they 
are on and off all the time. Across the sites, the majority of respondents that had gone into treatment 
relapsed a couple or many times (57-68%; 63%).  
 

Quotes 22: Contributing factors of relapse 
 

 
                                                      
 
 
48 “Relapse” was defined as “a period of use after a treatment”. A “slip” (one off lapse into drug use) was not considered a 
relapse. 

Easy…                       
 “Always available”  / “still easy” / “it’s easy”  / “it’s currently easy” 
“As long as I don’t know the place. If I do then I’d do it more often” 
“That’s because it’s easy; I can always go back” / “That’s easy, there are many channels” 
“No matter how difficult, we’ll still keep on looking” 
“If the goods aren’t there, and we can’t find it anywhere else then we won’t use it” 
“We know the way, we know the people, we know the price, we know where, we know how” 
 
Bored… Lonely… Friends… 
“At that time, I was still married and my husband was a soldier. I used to be alone with my son most 
of the time and I usually felt lonely, bored. Mainly this loneliness made me think about the drugs and 
I also believed that by taking the drugs, I would feel better.” 
“Mainly because of boredom, and I earned money at that time -- especially in the off day from 
work I was thinking about going out and using to kill time.” 
“At that time I was so worried as I was alone in the street and struggling to survive” 
" May be it was hidden in my mind but I went there to see my friends" / " …I was with my friends". 
 
Overpowering urge… 
“I felt the overpowering need to use to enable me to carry on with my work. I couldn’t work 
without” /  “ I was ashamed of myself but could do nothing…” 
“  I had already decided to use drugs after coming out of the drug treatment” 
“ In fact, I’m not totally recovered yet, I am still a PUD and can’t lower the dose”  
… Injection was very tasty for me… nothing could take injection's place. Methadone is nice and 
very effective but doesn't take its place…Previously (before methadone maintenance treatment) I 
injected heroin 3 or 4 times a day. But now I eat metadone. So I use heroin much less, I don't even 
use heroin once a day…" / " I thought injection is easy to quit". 
“As I had run away from the centre after about fifteen days the first thing I did was to use.”  
"When I got out of prison, as I was not using drugs inside so much (only ate a little piece of opium 
once every 10 to 15 days), I told myself to be in comfort for the first day, so I used drugs again. But I 
didn't use for a while. However, I started drug use little by little again." 
 
Family… 
" It was because of death of my sister." / " It was because of quarrel with my family". 
“Once or twice I told my family that I want to quit at home… I was at home for a week. Afterwards, 
I went out to buy cigarette. When I returned home they looked at me in a bad way. Their attitude 
was bad. I swore I have not used drugs… but they told me your eyes shows you have used drugs… I 
told them “you don’t believe me, ok!, I go and use drugs!...” 
After going back home all my family members were using and one day I was not feeling well and 
started using.  / “I had started worrying about how to support my family.” 
 
Other… 
“ If you break the vow of repentance for hundred times, again do penance". 
 “I was unable to control my emotions” 
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Connected to the above is the issue of availability and knowing how to acquire the drugs one wants. 
Informants agree that access to drugs was extremely easy, and availability was sufficient.  At difficult 
times in terms of avaialability, they could find what they were looking for with a little more effort.  
Informants suggested that this easy access to drugs influenced them towards a relapse. 
 
The survey addressed the factors that contribute to relapse. Twelve answers were pre-defined after 
trialling the questionnaire and hardly any other answers were given. Across the sites, the importance 
attached to these factors varied substantially: For example, (Constant) exposure to PUD friends 
(generally the most mentioned factor) was mentioned by 79% in Jakarta, yet only by 18% in Tehran 
(see Table 85).  
 
The data does, however, paint a picture quite similar to the factors that the respondents mentioned 
when asked about their switches and generally confirms the data from the open interviews. Peers 
appear to be a major factor in relapse behaviour, particularly in Jakarta: Exposure to PUD friends 
and Persuasion from PUD friends score quite high. Factors that relate to the strength or power of 
the drug (Wanted to use, Irresistible urge to use, and Underestimated power of drug) are also of 
great importance. The importance that is placed on Emotional/mental state, particularly in Tehran 
and Pakistan possibly points towards some type of relationship problems. Family problems also 
scores quite high across the sites, and  Lack of  moral support appears of importance in all the sites 
except for Tehran. The latter two factors might be related through the possible expectation that the 
family should be (more) supportive in times of emotional or mental discomfort. Finally, 
Unemployment/Financial reasons were mentioned by many respondents with exception from 
Jakarta, where the majority of respondents were students.  
 
In Pakistan, Rejection/discrimination/stigma was mentioned by 18% of the respondents, compared 
to 4-5% in the other sites. 
 
Case Study 7: Two clients; methadone programme at DIC in Tehran 
 

 

Relapse and the immediate environment 
 
The majority planned to re-use drugs and felt very good immediately after using the drug at that time, 
however, in retrospect it was often considered a negative experience. Most informants were living 
with their families at the time of relapse and were enjoying good relations as a result of having been 

Widow, 23 years old                   
I got married when I was 12. My former husband used drugs. Due to marital problems, I attempted 
suicide while pregnant with my second child through burning myself with oil. When I was recovering 
at home, my family gave me opium as a painkiller. Then, I became dependent on opium smoking, 
at 13.  
 
After one year, when there was shortage of opium on  the black market, my husband provided me 
with heroin and I used that for five years. My husband persuaded me to inject heroin and I injected 
I did so for two or three months, but I had bad veins so I changed back to smoking. My first husband 
died and my family, once they discovered my addiction, got my children and throw me out of the 
house. I then married another PUD in Tehran. He died of heroin overdose in a park. Now I am a 
beggar, but I was recently admitted in a methadone maintenance programme at Ghar-DIC in 
Tehran. 
 
A 32 year-old single man             
I was persuaded into using hashish and alcohol by my friends when I was 16. My father was an ex-
opium user. After two years, I switched to opium when I was with opium user friends. Also, my 
employer used opium. After four years, when I was 22, I started injecting heroin. Because of my 
family’s reaction, I left the family. I was arrested and imprisoned for addiction once. I continued 
heroin and opium injection inside the prison with hand-made injecting devices called "pump" 
shared with many other inmates. I was homeless and wandering when I met Persepolis outreach 
workers who guided me to Ghar-DIC. I entered the methadone maintenance programme  a few 
months ago. Nowadays I am doing well on MMT and I am employed in the DIC as an outreach 
worker. 
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treated and being drug free (see Quotes 23. The majority of the parents initially did not know that 
their children were back on drugs, yet they did notice the relapse very soon. It was typically 
discovered when their kids returned home while high. Parents in general urge their children to quit 
and/or take them to rehabilitation centers. Family members and the closest persons' reactions were 
getting sad, advising and putting them under pressure or sometimes rejecting. However, these 
reactions didn’t have any positive impact, yet caused the PUD to feel lonely and rejected.  In some 
cases, as soon as the family members came to know about re-use, the reaction was even harsher 
as compared to when they came to know about the initial drug use. Almost all informants thought 
that it was their own mistake and did not blame their family members’ attitude for their relapse. 
 
Most of the friends by that time comprised of fellow PUD. Non-PUD friends could only urge them to 
stop but it had no effect. Many expressed that there were strong feelings of shame and guilt after 
relapse but it was too late by that time. 
 
Quotes 23: Relapse and the immediate environment 
 

 

No relapse 
 
Given the low prevalence of successful treatments amongst the informants and respondents, data 
on this issue is scarce. The available data from the open interviews indicate that those few 
informants that had thus far remained clean were extremely pleased about that and looked at their 
lives in a profoundly different and more positive manner. An often mentioned (side) effect of 
remaining abstinent was the fact that they had fewer financial problems.  
 
Informants attributed a lot of this success of the treatment to the support that they received from 
their parents during and after their treatment, yet others very much gave credit to their own effort. 
Ironically, the treatment centre was not often mentioned as crucial in the success of the treatment.  

Did the parents know? How did they react                    
 “No, don’t let them know”  / “No one knows” / “Not really”  / “Of course they don’t know” 
“Parents are not so strict”  / “Just suspicions, only up to suspicions…” 
“At first they didn’t know, after a while they found out..”  / “They told me to stop”  
 “He gave me advice, he got tired of telling me, gave me advice, I kept quiet, I didn’t care”  
“I got yelled at” / “My mom cried telling me to go to rehab, I listened”  
“As soon as I returned home after re-using drug, my family members judged that I had relapsed 
and for the time being I was very much disappointed by myself. The behaviour of the family was 
not a factor in the relapse; they were trying to save my life” 
I was in a very bad mental conditions because my family didn’t believe that I could quit the drugs" 
“ She (mother) had empathy and sympathy, understanding. Sometimes she counselled me and 
helped me with money.” 
 
How about your friends / partner? 
“Well he was ridiculing me, stop-stop, he said”  / “Well I was advised to stop”  
“Well he was shocked, maybe angry a bit” / “Negative, but I went on anyway”  
After treatment period, I had more family problems and disputes with my wife” / “I divorced’ 
“They know, sometimes they use together, I usually approach or they ask me to come along”  
“It’s normal”  / “Well he was the one who gave it to me” 
“Well they’re friends, good friends, there’s no way they’ll lead me to a dead end”  
 “Maybe he’s a little hesitant on giving me advice, maybe he thinks you’re you, I’m me, no need to 
bother me, right”  / “I just responded, yes I’ll stop, but it’s not from the heart, so oh well..”  
“ If we sit and chat with friends who are using, then we’re for sure gonna use along, doesn’t feel 
right staring at them”  
 “It was due to sex. I had gone to Delhi to meet my girlfriend.  She stayed with me in a hotel. 
Therefore, when I had sex with her for the first time (till then I had not used brown) my semen 
"discharged" or "spilled" before we could begin the act of sex. This upset me a lot and prompted 
me to go and use brown and come back and prove to her and myself that I could perform like I 
used to before. Once I started using brown sugar I could not control it (drug use).” 
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Quotes 24: No relapse 
 

 
 

Concl. 71: Relapse is extremely common, regardless the kind of treatment that 
preceded it. Out 497 respondents who had gone into treatment, 89% had 
relapsed and 65% were currently using.  

 
Concl. 72: Exposure to PUD friends and the urge to use are two major relapse factors. 

Drugs are widely available and easily accessed. 
 

Concl. 73: Parents and schools do often not know for quite some time that a PUD has 
relapsed. 

 
→ Rec. 34: Improve and/or develop a holistic or integrated approach, including social 

rehabilitation, follow up and after-care for all exiting clients. 

A positive change / a new life…                    
“ I am being given respect at home, they consult me in daily matters… 
“ After coming out of treatment, I was happy but there was an unknown fear of how to adjust with 
family, relatives and community. There was family support available but I was spending time at the 
rehabilitation centre” 
“ Big credit goes to my  parents for my recovery, they used to contact me weekly and prayed for 
me and I was encouraged…” 
“ My friends gave a party and admired me because they were so happy that I had quit.” 
“ Activities after finishing rehab, I took lessons and other activities to fill in available time, something 
new rather than before: only thinking about heroin”  
“I  just felt (change) after that” 
“ Changed friends, changed phone numbers, repainted house, repainted room”  
“ I started to quit out of my own desires to quit, the first time was difficult, but after my intentions 
then I carry it out, so many obstacles and cravings. Iit seems like my intentions can be carried out”  
“ It turns out that, after I’m clean, it feels better to live life”  
“ I don’t need to think about not having pocket money today, no need to think about it” 
“ It’s all the same, I’m still friends with the same people, didn’t change campus, only different 
because I can carry out living my life again” 
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Chapter 5: Drug use related problems 
 
In this chapter, problems associated with drug use are described under the headings: onset of 
problems, health problems, financial problems, judicial problems, and alienization, stigmatization, 
and criminalization. Clearly, these are artificial distinctions and the different areas interact and 
influence each other in many different ways. For example, health problems might lead to financial 
problems and vice versa and the same can be said for the other spheres. Rather than being 
concerned about what is the cause what the effect, it seems more useful to view these spheres as 
interconnected and acknowledge that drug use dramatically increases one’s chance to fall victim to 
any or all of them. 
 
5.a. Onset of problems 
 
Although it is difficult to formulate generalised conclusions on individual issues such as drug related 
problems, certain trends and similarities can be deduced from the open interviews (see Quotes 25). 
The initial stage of one’s drug use tends to be without any serious adverse effects or problems. After 
some time, health problems and social relationship problems within family, peers, school or 
community develop. Problems usually start -or become more serious- when dependency develops 
and money becomes an issue, which, in turn, can lead to criminal behaviour. Financial 
consequences of one’s drug use is often mentioned as the core problem. Clearly, if incarcerated, 
further problems at many levels are the result. 
 
The time period till the use of that particular drug(s) had become a problem ranged from a “couple of 
months” to a “few years”. About half of the respondents felt that the use of that particular drug had 
become a problem after some months (1-6) while the others felt that it took a few years (1-3). Some 
respondents did not acknowledge any problems or avoided the question “difficult to say”, but almost 
all informants did confirm the problematic consequences of their drug use -after time. As expected, 
problems tended to become more pronounced, when people had switched towards injecting or 
towards an opiate. 
 
While half of the respondents mentioned distinct quantities (depending upon the drug) and 
frequency of their drug use, the others stated that the onset of drug-related problems depended on 
the “availability of money”. 
 
As mentioned, many initial problems were of a social nature. The starting PUD goes through 
changes at various levels: At times, s/he might behave differently, look differently, dress differently, 
chose different friends, and the people in the PUD’s immediate environment react to these changes. 
An important moment in this regard, is when these people find out that about the PUD’s drug use. 
Clearly, people react differently to this discovery, but usually it signals the start of problematic 
relationships with many people in one’s (former) immediate environment. In that sense, a start is 
then made with the process of alienization and stigmatization that is described in a later section. 
 

Concl. 74: Many PUD experience few problems during the first stages of their drug use. 
Relationship problems (within the family, as well as with friends and at 
school or work) tend to be the first signal that drug use might have a 
problematic side to it. 

 
Concl. 75: More concrete drug related problems tend to develop when dependency 

starts to become apparent, particularly, because of the financial and health 
consequences of increased use. 

 
→ Rec. 35: Develop and conduct community-building activities towards early 

detection of drug use and a positive response towards it. 
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Quotes 25: Onset of problems 
 

 

When did your drug become problematic?                    
 
Drug use itself 
“I was excessively using without any limits.” 
 “There was no limit. It was dependent on the availability of money. Sometimes 8-10 times a day 
and at times 3-4 times a day.” / “After initiating injecting….” 
 “I was using too much, mostly I used to inject for about four to five times a day. But, in some good 
days I injected for 10 to 12 times.” 
“Just because of the addiction” / “Since I was starting to be an addict”  
“After all, it became a need” / “After my OD”  /  “Since I use heroin.”  
 “I was using as much as I could afford, on that day. Usually it was 4-5 times a day.” 
“When I have the money I used more and when I have less I used less amount.” 
I was doing it as often as I could. It depended on the availability of the money.” 
 
Money, theft 
 “…when it becomes harder to earn money for drugs, start lying to parents, and sell house goods… 
school problems, class attendances problem or worse” (service provider) 
“it causes criminal thoughts because you have no money” 
“I remember, for the last one year I can no longer afford the money…”  
“I’m thinking, all that money I can spend for something else”  
“We’re only focusing for the money, because we need it, which came first when we awake, after 
we use, how about my tomorrow’s hit, how to get the money”  
“It’s all about the money” / “Money problem it is” /  “…It’s all from the money, right?”  
“Untrustworthy and then criminal, manipulate, tricky, steal, what else! Everything”  
“First, just trying, and then it became unmanageable, and then came the problems, I became a rat 
of the house”  / “I started stealing from my own house…” 
“When they have no money, under withdrawal, they become criminal or bark at their parents or 
friends”  (Teacher) 
 
Immediate environment, stigmatization 
“When my parents caught me while using”  
“I was feeling distance between me and my parents” / ‘… cheating with parents”  
“I did not feel good when my drug use was discussed in the family..” 
“I felt weakness, I lost my parents’ attention and lost all my good friends….” 
“No one would talk to me in the family, friends left me, education got disturbed, money, health, 
everything lost due to drug use”  
“Problems began occurring when I could not concentrate in my studies and had difficulty 
memorizing.” 
“I didn’t work any more. I became lazy… absent-minded, I didn’t pay attention to my child any 
more. I didn’t kiss him. I didn’t show any kindness to my wife…” 
 
“… the harsh behaviour of others was one of the problems...” 
 “… no longer able to socialize with the environment” (drop in centre manager) 
 “I freaked out every time people were staring at me, I was worried if they knew I’m a PUD”  
 “The problem is, it hard for me to get a job, lack of trust, my life is all screwed”  
“sense of insecurity developed as my friends were caught by the police, wanted to go back home 
but no one accepted me” 
 
Other 
“I hear from people it can make you paralyzed” 
“I no longer thought about eating but only that stuff”  
“I became introvert after I was using it”  
“… totally unmanageable life…” 
“ when I saw other PUD dying on the spot after using some new stuff….” 
 
 “We don’t think about our lives when we are using drugs until we reach such a stage that 
everything is lost including relationships with family, respect and dignity. Even we don’t care about 
the support offered from family members and friends. Now we need to get out of it and there is 
nobody to help – who should we look forward to?” 
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5.b. Health problems 
 
In Chapter 3, a number of issues related to drug use and health were covered. In the section 
attitudes towards drug use and health, the answers to the question: “what are physical / health risks 
related problems to regular use of your current drug, if any?” are described under the heading  Drug 
use related health risks (Chapter 3.b) The question is phrased in a manner that allows answering it, 
regardless whether one had personally experienced such health problems. However, the answers 
confirm that PUD are aware of a wide variety of drug use related health problems (see Table 28) 
and the open interviews indicate that many PUD experience a large variety of drug use related 
health problems. 
 
Drug use related health problems that were mentioned during the open interviews include declining 
mental capacity, HIV/AIDS, Hepatitis, STDs, collapsed veins, abscess, pneumonia, emboli, lung, 
liver, kidney problems, memory loss, etc. (Quotes 26 and Case Study 8).  Often symptoms are 
ignored or not taken seriously and self-medication is common. The timing of the onset of health 
problems varies enormously from person to person, yet, usually, these problems occur after a period 
of regular and sustained use.  
 
During this study, no effort was made to gain insight in the HIV-positivity of informants or 
respondents, yet occasionally informants brought up that they were diagnosed HIV-positive. 
 

Concl. 76: The large majority of PUD, if not all, suffer from drug use related health 
problems after time, yet often symptoms are ignored or not taken seriously 
at first. Self-medication is common. 

 
→ Rec. 36: Improve health information and awareness on the adverse health effects 

of drug use to PUD. 
 

→ Rec. 37: Improve access to health services for PUD. 
 
 
Case Study 8: Drug use related health problems, New Delhi 
 

 
 

A damaged life; age - 25 years            
 
I have experienced overdose twenty-five or so times. My journey into the world of drugs began 
when I injected heroin for the first time. I was 11 years old and was captured by the ‘high’. My 
family has always supported me and encouraged me to give up drugs. 
 
Drug use over the years has caused loads of problems with my health. Due to a ‘wrong fix’ on the 
upper part of my left arm, my nerves are damaged and my palm is partially paralyzed. This 
happened when I was trying to inject’ Spasmoproxyvon’ into my vein. Almost all my veins are 
‘dead’ now and I have just two sites left from where I manage to inject.  
 
Recently I was also diagnosed as being Hepatitis - C positive. I know that all this is due to my drug 
use behaviour. I still drink alcohol even though the doctors have told me time and again not to as 
this would affect my liver. My whole abdominal area pains in spasms, which is unbearable. I cannot 
handle my obsession of drug use. 14 years of continuous drug use has made me physically weak 
and my health has suffered among other related problems and yet, giving up drugs is difficult for 
me!  
 
At present, the informant is suffering from contagious Tuberculosis. He is undergoing treatment and 
is still actively involved in drug use….. in the care home… 
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Quotes 26: Health problems  
 

 
 
5.c. Financial problems 
 
Financial issues related to one’s drug use have been a recurring theme in many of the earlier 
sections. It appeared that lack of finances or the price of a specific drug may be a factor in switches 
towards stronger drugs or towards injecting. In addition, financial considerations are mentioned by 
many PID as a barrier to access to new needles and syringes. Also, the price of treatment services 
appeared to be a major constraint for many PUD who wish to go into treatment. 
 
During the open interviews, ways mentioned to get over financial problems include: working, 
dishonesty, borrowing from friends, and criminal activities. In the questionnaire, two questions 
addressed financial issues, yet because of some interpretation problems49, the resulting data should 
only be viewed in comparison with each other, rather than at face value. It is, for example, not 
possible to derive conclusions on the economic status of the respondents. In addition, conclusions 
based on this data will have remain tentative at best. Keeping this in mind,  Table 86 and Table 87 
still provide some insight in the level of income or total expenses per day in relation to one’s 
expenses on drugs.  
 
The average expenses on drugs as part of the average total expenditures varies from 52% in 
Pakistan to 97% in Tehran, with rates in New Delhi and Jakarta of 88% and 81% respectively. It can 
therefore be concluded that compared with income -or total expenditure- levels, drug expenses are 
extremely high. Such proportions clearly point towards a lifestyle that revolves around drug use and 
that is likely to cause financial problems. 
 
The situation is markedly worse for PID, with exception from Pakistan- where the data is probably 
flawed to some extent; see footnote. In Tehran and Jakarta, the average proportions of expenditure 

                                                      
 
 
49 These data could not be processed at the individual level, because of some interpretation difficulties related to the income 
question. In short, it was not exactly clear, whether Q11 referred to income or expenditure. A further difficulty was the issue of 
grey areas in terms of income. Nevertheless, the averages provide some insight in how expenses on drugs relate to total 
expenditure. 

How about your health?                                 
“Nothing, I just felt tired, I didn’t take a rest so I lost my appetite”  
“I lost my appetite and my entire body felt sick”  
 “ …something wrong with my body”  
“ It just hurt, I had pneumonia, it was really bad, I also had typhoid” 
“ Now it is probably my bronchitis problem “  
“ My body is thinner and good looking, but my face looks so pale “  
“ …it’s just that this disease I don’t know…my gastric acid because I rarely eat, my stomach hurts, 
and so does my appendix” 
“ I feel very hard to breathe, but it’s usual, I can handle it myself “  
 “ I haven’t had it checked, but I feel terrible about my lungs “  
“ I’m thin. I used to be fat, I’m getting thinner because of injecting “ 
“ My problem is I get sick easily, I can’t go anywhere “  
“ I don’t feel well (lungs), I feel it in my body, it’s not well  
“ My chest hurts”  
“ My heart, and then my liver”     
 
What do/did you do about it? 
 “ I drink to overcome it.. “  
“ To the hospital“/“I went to hospital because of my fever “ / “ Not too serious, just hospitalized…” 
“ It’s free of charge here (medication)”  
“ For instance I have a respiration problem, I bought some anti-biotics to heal my pain.”  
“ I went to a doctor, he found out, and gave me some medicine, to recover…”  
“ Just bought medicine at the store “  
 “ I didn’t do anything “  
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on drugs are larger than the total income and in New Delhi, the proportion is also getting close to 
100%.  
 
Non-PID report higher total expenses/income than PID Tehran and New Delhi. This is in line with 
the relative difficulty, particularly in Tehran, for PID to get or retain a job. In Jakarta, however, the 
situation is quite different. The question on income was translated here as total expenses, rather 
than income, which directly connects it to the question on drug-related expenses. As mentioned 
elsewhere, the data in Pakistan is somewhat flawed for other reasons. Nevertheless, in both Jakarta 
and Pakistan, the reported expenses on drugs are higher for PID than for non-PID. Further research 
into this issue is required. 
 

Concl. 77: PUD, and particularly PID, spend large proportions of their total expenses 
on drugs. 

 
→ Rec. 38: Consider measures that would break the link between drug dependency 

and related high expenditures (e.g. provision of needles and syringes, de-
criminalization of certain drugs, provision of drugs / pharmacotherapy). 

 
 
Case Study 9: Poly drug use; an extreme example, New Delhi 
 

 
 
5.d. Judicial problems 

How about the law? 
 
Almost all of the informants knew that it was illegal to use drugs but almost none of them had a clear 
idea about the penalties and they mostly based their answer on their personal -or close friends’- 
experience of being jailed, rather than on any other source of information. Some had been arrested 
either during buying, using, or selling. Generally, the informants deemed the arrests justified (see 
Quotes 27). 
 
From the questionnaire (Q75), it appears that, overall, more than half of the PUD had been in 
contact with the police due to their drug use, with a remarkably lower proportion in Jakarta (Table 88: 
19-71%; 52%). Of those 840 people, more than half were imprisoned (39-74%; 54%) and 16% were 
kept in police custody. Physical abuse appears quite common (26-63%; 46%) and confiscation of 
money and/or drugs seems extremely prevalent in Pakistan (61%, resp. 52%) and fairly common in 
New Delhi and Jakarta.  
 
Overall, drug possession and use form the main reason for this contact with law enforcement 
agencies. In New Delhi, drug use related crimes such as fighting / violence and theft / robbery were 
the main offences one was sent to jail or prison for (Table 89). 
 

Party getting out of hand              
 
Once, I threw a party with three of my friends at one of my friend’s house, who was living alone in a 
room in our locality. We were preparing food and drinking. While drinking and smoking “Charas” 
and “Ganja”, I pulled out one strip of tablets -Nitrazepam- from my pocket and offered them to my 
friends; they took two tablets each. The owner of the house who never took any tablets. He only 
smoked “Charas” and refused to take it at  first, but then I pressured him into taking two tablets as 
all the other friends had also taken it.  
 
While sitting for some time and smoking we ran out of matches and he went down to buy another 
box from the shop. Because of the effect of the tablet he got crazy and bought oil with matchbox, 
then burnt himself near the house. The blame came to us and we started running. We spent about 
3 months outside Delhi. 
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Quotes 27: Judicial problems and law enforcement 
 

 
 
Concl. 78: Overall, more than half of the respondents had been in contact with the 

police due to their drug use and the most common offences were 
possession and use of drugs, while in New Delhi, drug use related fighting/ 
violence or theft/robbery were the more common crimes. 

 
Many informants agree that the law is not enforced well; bribes grow like mushrooms in the rainy 
season. The term could often be arranged, depending on the monies available. In addition. law 
enforcement agencies themselves are reportedly involved in drug peddling, so the law did not matter 
(Pakistan, New Delhi and Jakarta). Bribery and corruption and the possibility to negotiate one’s 
penalty are often mentioned. The usefulness of imprisonment is also questioned, since drugs tend to 
be available inside. 
 

Concl. 79: There are many reports of bribery and negotiation with law enforcement 
agents. 

 
→ Rec. 39: Endeavour to significantly reduce bribery and improve the effectiveness 

and credibility of law enforcement agencies. 
 

Knowledge of the law                       
“I don’t know, and don’t pay any attention to it”  
 “Well, at that time my friends got two years just for using it” 
“Well, I know nothing about the law, I only know that I will be arrested and put to jail.” 
 “I just know that it is illegal” / “all drugs are definitely illegal”  / “I know it’s illegal” 
 “The law is only for the dealers…right? Not for the PUD” / “.........Is there any law here?” 
“Ten months” / “As far as I know only a year or two” /  “Back then the longest was 5 months,’ 
“It’s like that on average, there are some who brought so much up to several gram but that was 
less than a year…all there’s left is to count the money…”  
 
Contact with the law 
“ My parents paid the bail”  
“ I was selling but the moment they arrested me, they charged me of possessing, not selling”  
“ Once, I was convicted”. /  “I was put in prison”  / “ Three times, once I was convicted” 
 “It is legitimate when they have evidence, but I was arrested without evidence yesterday”.  
“I was using at Grogol bus station’s toilet, when I was arrested by the police”.  
“ …guilty (of possession). / “I think many have been caught” / “ At the moment I was selling”  
 
Law enforcement 
“ One of the officers was negotiating money on my arrest” 
“It depends, how rich you are. The poor will be put to jail, while the rich can negotiate”  
“ I made some negotiation with the police “ 
 “ It (imprisonment) doesn’t reduce the number of users, no” 
“After the arrest, he is using drugs inside “  
“Law is good, but it’s the implementation that matters..” (religious leader) 
“No matter how sophisticated the laws and regulations are, if the officers are weak, collusion 
occurs”. (Counsellor) 
“The police officers still need money” 
“ It is not guaranteed that someone will stop using after imprisonment”. 
“There has to be strict law enforcement, fair, and square. Justice system must be monitored 
because of the amount of money they (enforcement) can get from drug cases “ (key informant) 
“If the law goes right, all PUD will be caught? There are so many of them.”( non-PID) 
“Cops were patroling in front of me, I was holding a regular heroin, I had so much, I don’t know, 
maybe they thought it was flour, they passed me” 
 “Heroin user is thoughtless. Nothing is important for him… Parents, wife, child… law… prison and 
outside… It’s not important for him where to sleep; in house or alley.” 
"I turned myself in. The judge said I should pay one million Tooman (10 million Rials) or at least pay 
one hundred thousand Tooman now to be released... But I wanted to quit drugs so, I went to 
prison." 
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Drug use and unprotected sex in prison 
 
Overall, more than half of those respondents that were imprisoned reported that drug use in prison 
was common or very common (Table 90: 29-80%; 57%), with New Delhi and Tehran at the 
respective ends of the scale.  
 
In Jakarta, almost all informants said that drugs are available in prison; only some had difficulties 
getting drugs. Commonly used drugs include marijuana, amphetamine, heroin, and pills which are 
injected, chased, smoked, or swallowed. Drugs are acquired from the prison warden or inmates. 
Informants said that needles can be hired from the officers at Rp. 5000 for single use only. 
 
In Tehran, most informants said that in prison they could easily get drug as an exchange for money, 
and all reported that drug use was common in prison. However they had decreased their using dose. 
More than half said that drugs were used in the prison commonly. In the Youth Correctional Center, 
however, all PUD believed that there were no drugs, therefore prison made them quit. Regarding the 
most common drug in prison, there was little difference between opium, heroin, and hashish. 
Reportedly, the most common method of drug use in prison was injecting with a pump (hand made 
syringe) and eating respectively. Some also mentioned smoking as a common way. The pump was 
reportedly shared by many inmates. 

Nevertheless, across the sites, many respondents said that they stopped using drugs while in prison 
(Table 91: 23-57%; 37%) or decreased their intake (27-52%; 42%). In Tehran, 12% stated that their 
drug use increased while they were imprisoned. 
 
Case Study 10: Drug use in prison, New Delhi and Tehran 
 

 
 

When asked what they had to do to get drugs while in prison, the most common answer was pay 
fellow inmates, with big differences between the sites (Table 92: 14-81%; 32%). Bribing of officials 
and other favours appear particularly common in Pakistan (2-39%: 19%), while in New Delhi the 
answer nothing / presented was relatively often given (2-20%: 6%). In Tehran, 8% report sex as a 
means of compensation. 
 

Availability assured…             
 
A feud with another family landed me in prison. That’s where I switched from ‘grass’ to ‘brown 
sugar’. Drug use was rampant in prison. The policemen and the jail warders would ensure a steady 
supply of ‘drugs’ into the prison. I started using brown on a regular basis, as there was nothing else 
for me to do. Boredom plagued and encouraged me into integrated using. I would ‘chase’ the 
high and fantasize about life and sex. Prison environment was perfect for me – now. I could use as 
much as I needed, availability was never a problem and it was a known fact that everyone was 
using in prison. Upon my release from jail, by getting on bail, I  began injecting brown sugar due to 
financial circumstances. Thus began my career into hard drugs, which lasted for 12 long years. 
 
The informant has now been drug free for one year.  While he wishes to return to his hometown and 
face trial, it would mean another sojourn in prison and, of course – drugs, which he has begun to 
dread.  So while he is still wanted by the police, he prefers a drug free future to jail and drugs.  
------------------------------------------------------------------------------------------------------------------------------------------------- 

 
"It was in 2000 in Bandar-Abbas near a dock when police arrested me because of drug 
dependency. I was ruined. A police told me to show my tongue…  I was high, I could not open my 
eyes. I had just used drugs. After 3-4 days I was sent to the judge. I was in withdrawal, which he 
immediately understood. I was sentenced to imprisonment for 2 months and quarantined for 7 
days. ... There were no drugs, no medication. I saw hell at that time because I had never stopped 
drug use for 7, 8, 10 days before. When I entered the prison, I had still lots of pain. A fellow 
townsman came to me… They gave me drugs within 30 minutes of entering prison! It was much 
easier than outside. There, I had to walk 4-5 kilometers to reach drugs. But in the prison it was right 
there in the cells." 
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Very few respondents reported having engaged in unprotected sex while in prison: 26 of the 456 
(6%),  largely from Tehran and Pakistan.  5 answered always, 3 often, 3 sometimes, and 15 rarely 
(Table 93). 88% said never and 6% gave no answer or didn’t know. The majority said that condoms 
were not available in prison (Table 94: 60-89%; 74%). For those who said that they were available, it 
is unclear what the source would be. 16 of the 380 respondents (4%) said that they were officially 
made available. 
 

Concl. 80: Drug use -including injecting drug use- appears quite common in a number 
of prisons. In such prisons, unsafe injecting practices are rampant. Yet, the 
large majority of those respondents that went to prison said their drug use 
decreased or stopped completely while imprisoned. 

 
Concl. 81: Access to condoms in prison is problematic. 

 
 

→ Rec. 40: Consider the implementation or scaling up of harm reduction 
interventions in closed settings. 

 
 
 
Quotes 28: Drug use in prison 
 

 

Were drugs being used inside prison?                      
 
“In my time it was very rare” / ”it’s hard”/ “ I used to be using it, although it is very rare inside….” 
 “You must prepare the money, and you must have a good relationship with a prominent figure, 
lucky I know one of them really well.”  
“Or else Autan (anti-mosquito cream) mixing with coffee, Nitrazepam (pounded), that’s all that we 
often heard”  /  “The most common is heroin and marijuana”  
“Everyday, but not like outside of the prison, we only use it once a day” 
“ It is not difficult, many people use it, it is very common to use drugs in that place” 
”It’s very easy, as long as there is some money” /  “Plenty (who used drugs)”  
“Marijuana and amphetamine, …. depends on the money we have”  
“injecting heroin;  we used to rent the syringe, so we were using a used syringe, we rented it from 
the prison officer, we also bought the heroin from him. It cost me Rp. 55.000, Rp. 5000 for the syringe 
and Rp.50,000 for the heroin”  /  “ …almost every room had PUD”  
 “Shabu, we use it together, I got infected with HIV because the use of ex-syringe, in prison, we can 
rent used syringe, the needle no longer sharp. The size of syringe is quite large. I had to use it 
because of my withdrawal. 
“Everything was available at prison, heroin, marijuana, pills, even alcohol”  
“Chasing the dragon, if we want to inject it, we can get the equipment there” 
 “It is so common there, if we want to use drugs, just use it, as long as you have the money”  
 “Outside the prison, it is really easy to get drugs, but here, not only less heroin but also the highest 
price, with Rp. 50,000 we can get enough heroin. If we get bored injecting it, we can chase it.” 
“When my family visited, they gave me some money, and then I used it to buy drugs.” 
"After release from prison I came to house but found out that the family had changed house 
without informing me" so I had no place to live, then I did something wrong to go back to prison". 
“There are lots of drugs in prison… When I came out of prison I used drugs because of my 
pigheadedness." 
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5.e. Stigmatization, alienation, criminalization 

Self-stigmatization and self-alienation 
 
Many PUD tend to look at themselves in a negative way. During the focus group discussions and 
open interviews with PUD, many self-stigmatising comments were made. 
  

“… We are parasites of society. If we didn't exist, it would be better for society. If you 
really like to curse somebody, wish him/her to become addicted… I would prefer to 
have incurable cancer, not addiction." 

 
The questionnaire contained a question on how the respondents view PUD. 50  (see Table 95) 
Positive traits, such as confident, happy, trustworthy, and reliable tended to score low, whereas 
negative traits such as pleasure seeking, manipulative, emotional, self-centred and others tended to 
receive more Yes-votes.  
 
In generalised terms, many PUD would describe PUD as manipulative, pleasure-seeking, self-
centred, emotional, dishonest, not to be trusted and unreliable. The data from Table 95 were 
combined into one score on a variable called Image of PUD by awarding points to positive traits and 
negative points to negative traits. As such, Table 96 can be seen as a summary of Table 95. It 
appears that few PUD have a positive image of PUD, while well over half fall within the negative 
group (52-86%; 71%). 

From the data above, it can be concluded that many PUD perpetuate a negative image of PUD and 
come close to stigmatising PUD themselves.  

Stigmatization, marginalization alienation 
 
While relationship problems (with non-PUD, including parents and partners) become increasingly 
bad, the process of alienation becomes more concrete. One is not invited to certain gatherings -or it 
is made clear that is not welcome. Disagreements or fights with formerly good friends or family 
members become commonplace, and relationships with partners become difficult to sustain. The 
open interviews were full of examples of such events that were clearly remembered and that were 
mentioned as important moments in the process towards exclusion (see Quotes 29). 
 
Similar to self-stigmatization above is a process what could be called ‘self-alienation’; PUD form 
there own sub-cultures and sub-groups in which non-PUD have no place. The question, what comes 
first; alienation of PUD by the outside or self-alienation is irrelevant. The fact of the matter is that 
both phenomena tend to take place and they mutually reinforce the idea that a useful or pleasant co-
existence is difficult at best. A new status quo develops in which PUD and non-PUD lead separate 
lives at many different levels. 
 

“The social stigma and discrimination, I  -and especially my wife and children- have 
faced was also very strong in my neighbourhood, in Delhi. When we were financially 
down and she would ask the neighbouring people for help so that she could feed 
the child, they would not help her because they would suspect that she would use 
the money for her husband's drugs. Nobody would sit with me anymore. My friends 
would show sympathy but would not associate themselves with me. The whole 
neighbourhood would view me as a criminal. People cut off their relationship with my 
wife because she was a drug user’s wife.” 

 
PUD reported being refused at hospitals and clinics because they are known PUD. Other examples 
of blatant stigmatization occur in neighbourhoods, schools and work. PUD are refused entry, 
expulsed, or fired, because they look like PUD, hang out with PUD, or because they were caught 
using.  

                                                      
 
 
50 To what extent would you describe people using drugs as….. trustworthy…self-centred…reliable…, etc. Answers were 
marked in a 3-point scale: No – Somewhat – Yes, Table 95 presents the Yes answers only. 
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Street-based PUD (relatively common in Delhi, Tehran, and Pakistan)  are a physically -and 
therefore: visibly- marginalised group of people without access to the most basic living standards, 
such as housing, clean water, basic health care, let alone education or a sustainable livelihood. 
Drug use tends to thrive in these communities, either as a cause or effect of these dire 
circumstances. Non-street based PUD are -relatively speaking- in better shape, yet they also tend to 
be recognizable as PUD, which in turn leads to decreased access to health care, education and/or 
employment. 
 
Quotes 29: Stigmatization, alienation, criminalization 
 

 
 
In Jakarta, young PUD tend to be a member of one ore more tongkrongans, a small group of young 
people that come together for social reasons.51 These groups are rather dynamic and one can be 
part of many at one point in time. Usually, these groups consist of either PUD or non-PUD, not 
usually a mix. It seems that in particular PID commonly do not mix with non-PUD. Within these 
groups, one finds what society as a whole offers less and less: security, safety, recognition, 
confidence, and support.  Many PUD reported to not talk about drug use related problems with 
anyone other than fellow-PUD, if with anyone. People tend to form their own sub-groups which 
increasingly dominate one’s live and which tend to be frowned upon by non-PUD society. As a result, 

                                                      
 
 
51 Translation of the term appears difficult, but it comes close to peer-group, gang, circle, core group. “Hang-out group”  is 
reportedly close, but has the problem that it is not really an English term.  

Exclusion has many faces…                      
“ What I’m feeling is I am no longer valuable to the neighbourhood”  
“ …hated by the society, and also by friends” / “ …my environment is not helpful”  
 “ No, my neighbourhood is not supportive either“ / “ I try to be nice to them “ 
“ Everyone including people from my family, neighbourhood lost their trust and respect”. 
“ Talking about me, stop trusting, suspiciously staring at me when I met them in the street”. 
“ I felt ashamed and also happy as I found someone who was willing to lend a helping hand, when 
I was trying to give up, she always helped me by giving money when I was broke” 
“ I was in denial and it had no effect on me what so ever.” 
“They do not accept me and do not help because of my using. No body was willing to give me a 
job because of my appearance.” / “ All my close friends are PUD” /  “ They mock me, hey junkies” 
" I was reported to the police. "/ “I was once accused of stealing, but somebody else had done it..” 
“ My friends and those around me were very worried about my increased drug use but, I slowly cut 
myself off from them.  They also knew, but they could not stop me.  But they were concerned and 
they used to tell my dad that he needs to be put into hospital.” 
 
Key informants and focus group discussions 
"Addicts can not be cured and they are useless creatures" (FGD; police officer)” 
"The manner of behavior with patients in governmental centers is very bad and dismissive". 
"The most important effect of the Drop-in Center is availability of an environment in which drug 
users are not belittled or blamed and are treated respectfully". 
“ Rejection and discrimination “  
“ ..reaction of the society is  mostly to avoid PUD, reject them from daily life  
“ I just ignore them“ / “ … hand them to police “  
“They are looked down upon, they do not want to associate with such person and treat him as if he 
is one step away from being a criminal.” 
 “Hospitals, doctors and nurses are bad in Delhi. They treat PUD's as being very bad. The rest think 
it’s a disease that cannot be cured for one so there is no point. And the rest don't even know. With 
PLHA it’s worse. They are like the lepers. They are untouchables who don't fit into society. They will 
forgive sin but they won't have a person with HIV near them. Its like you are worse than ever.” 
“The drug users are always the outsiders, they are never accepted in the society.” 
“The community stigmatizes and discriminates the drug user this is because of the cultural values 
and lack of knowledge.” 
‘Whatever decision a drug user makes it will be stigmatized and doubted by family and society.’ 
“PUD are not “welcome” in their own house and the family’s let them live in the “locality” instead.” 
“The community needs to take a step towards PUD rather than take a step away from them.” 
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predominantly negative attitudes towards health, education, services, and society as whole are 
formed within these groups, further pushing its members away from the mainstream. 
 
The above processes are generalised accounts of what tends to happen when drug use starts to 
take over one’s life. The main message would be that mainstream society is largely at fault in 
alienating this vulnerable group and that the process becomes increasingly harder to reverse, the 
further one has gone down the spiral. Secondary prevention and harm reduction are highly needed 
to prevent or reverse this process of alienation. 

Criminalization 
As mentioned earlier, possession of injecting equipment and of certain drugs is an offence at all the 
sites and PUD are routinely taken in for questioning, harassed, and incarcerated for possession, 
using of dealing in drugs. From a harm reduction point of view, these actions are largely counter-
productive, since they do little to reduce the harms associated with drug use and in some cases, 
they can be seen as making matters worse.  
 
The idea to legalize (certain) drugs, evokes a variety of responses. Some informants agree as long 
as the government convinces society to accept the idea. Other informants argue that if drugs are 
legalized, there will be an increase in drug use, and it will be harmful for the society, as happened 
with legalizing cigarettes. Other informants express the need to observe and learn from the 
experiences in countries where certain drugs are legalized or decriminalized. 
 

Concl. 82: When one’s drug use becomes central in one’s lifestyle, many PUD 
experience stigmatization, alienation and discrimination from different 
sources, including parents, non-PUD friends, potential employers / care 
givers, and community. 

 
Concl. 83: With increasing dependency, PUD tend to remain in contact with PUD only. 

Self-stigmatization and self-marginalization reinforce stigmatization and 
alienation experienced from mainstream society. 

 
Concl. 84: Drug use (often regardless the type of drug or mode of intake) is illegal and, 

as a result, PUD tend to be criminalised.  
 

→ Rec. 41: Implement community building activities, including awareness raising and 
education that counter the exclusion of PUD from mainstream society. Re-
strategize and scale up awareness and education programs with a focus 
to reduce stigma and discrimination through existing NGOs and GOs 
working in this field, at the local level with community members by 
including key leaders (religious and political).  

 
→ Rec. 42: Introduce broad based strategies that aim to provide “in-depth” and 

appropriate knowledge so that it can create “comprehensive” awareness 
among educational institutions, (also aiming to reach out to parents) the 
general public (through media) and all levels of the legal sector including 
law enforcement agencies (through NGOs). 

 
→ Rec. 43: Consider (further) shifting from the current focus on the penalization of 

(certain) drug use to the provision of services that stress the facilitation of 
rehabilitation and reintegration. 
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Section III: Conclusions and recommendations 
 
All the conclusions and recommendations that were developed in the Findings Section are listed In 
the Executive summary. The scope of the research –both geographical and in terms of subject– and 
the resulting wealth of information seriously impede the formulation of more general conclusions and 
recommendations that the ones offered there. They would become overly vague, too sweeping, or 
both. In order to do justice to the available data, the reader is encouraged to take note of the 
conclusions and recommendation that are offered in the core text and to verify to what extent they 
hold true for the site of her/his interest.  
 
This chapter should therefore be seen as the story-line of this report: the factors covered in the 
conclusions section below contribute to –or fail to impede, let alone prevent– problematic health 
behaviour. As exemplified in the next section; prevailing scenarios, the resulting problems reach well 
beyond and outside the person’s health, including interpersonal, social, financial and judicial issues. 
The comprehensive nature and magnitude of these problems, require an urgent response in various 
fields and at all levels. In the recommendations section, such comprehensive solution in terms of 
programming and policy is called for. 
 
Conclusions 
 
This report reveals clearly that many young people in Asia are falling through the net of parental 
guidance, education, medical and social services, and the consequences are devastating. Other 
research reveals that prevalence figures for HIV/AIDS among young people injecting drugs easily 
reach more than 50% and, in some cases, up to 90% of the injecting drug use population in a very 
short period of time, often less than six months. Injecting drug use is the main mode of transmission 
for HIV in Bangladesh, Indonesia, Iran, Nepal, Northern India, Malaysia, Pakistan and Central Asian 
countries. 
 
The only hope of turning the tide in the battle against the twin epidemics of drug use and HIV/AIDS 
lies in a sustained comprehensive and integrated response. Educational institutions, health 
departments, social services, law enforcement, community organizations, and parents will have to 
work together to combat the rising trend of poly drug use and HIV infection.  

Knowledge and attitudes  
Many young people apply their happy go lucky attitude which typifies young people in general to 
drug use and other risk behaviours. At initiation into drug use, young people do not know what to 
expect and have little or no idea of possible adverse drug use related effects. Moreover, initially, 
drug use tends to be without serious problems, or the advantages easily outweigh the 
disadvantages, so there is no immediate need to change this attitude, or behaviour.  
 
Most PUD –after having used for several years–  link drug use with a variety of health related 
problems, yet many PID appear to be unaware of the health risks that are associated with 
injecting.  Knowledge levels with regards to HIV/AIDS are low. The addictive nature of injecting is 
widely recognised amongst PID, yet PID remain optimistic about the possibility to be able to 
abstain.   

Availability and price 
Drugs are widely –and for PUD often easily– available across the sites. Availability and price play 
an important role in how drug careers start and develop. In particular, fluctuations of availability 
and price and differences in availability between types of drugs often act as a trigger for a crucial 
change in one’s drug use.  
 
Most dependent PUD spend large proportions of their income on drugs which is clearly linked to 
financial issues and thus judicial problems.  

Parents and school 
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Parents fail to play a significant role in primary prevention and are largely ignored by PUD once 
drug use is taking a more central stage. With ignorant or indifferent parents and teachers, drug 
use develops largely unchecked and unopposed until individual problems surface. At that point, 
PUD do not consider abstinence-based approaches viable or desirable, so parents’ and 
teachers’ negative reactions to drug use are ineffective in terms of accomplishing positive 
behaviour changes.  
 
Polarization between young PUD and parents is common. When drug use becomes very 
problematic and undergoing treatment becomes an option, then the parents regain some 
credibility and usefulness, if anything because of the related expenses. However, treatment 
services do not actively involve parents, whereas many PUD would consider such involvement 
useful.  
 
Schools fail to address drug use and other health related issues. Teachers, curricula and 
management systems are not effective in primary or secondary prevention of drug use. Some 
schools or campuses provide PUD a safe-haven where drug use freely develops unnoticed or 
ignored. 

Peers and fellow -PUD 
Peers or friends play a central role in young people’s drug careers. Initiation of drug use as well 
as its development are to a large extent facilitated by peers. Over time, contact with non-PUD 
friends decreases and consequently fellow-PUD become omni-present. Various types of drugs 
and modes of intake appear accessible within one’s circle of peers and within the sub-culture, 
little difference is made between them. In other words, such peer-groups provide an ideal 
environment for initiation as well as development of drug careers. 

Services 
Demand for services greatly exceeds supply and knowledge of available services is insufficient. 
NGOs offer demand and harm reduction services that typically target street-based PUD. These 
low-threshold services are generally evaluated positively, yet are limited in terms of coverage. 
Government or private treatment services are expensive and reach a particular, limited 
proportion of dependent PUD. Overall, relapse rates are high. Major issues include: lack of 
coordination, inadequate after care and insufficient attention to social economic aspects of drug 
dependency. 
 

Prevailing scenarios 
 
In the table below, an effort is made to summarize the conclusions from the sections above in the 
form of four -fictitious- cases that describe the prevailing country specific drug careers in relation to 
the environmental factors, knowledge levels, attitudes, and drug use related problems that were 
investigated in the present study (see 
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Table 8). These cases portray the most common, average or modal scenario in each site, based on 
the results of this research. As such, they provide insight into the extent the results differ per site. As 
may have appeared throughout this report, however, there are enormous individual differences, so 
the pictures that arise should be viewed as stereotypes, nothing more, nothing less.  In terms of 
drug type and mode of intake the following stereotypical PUD are described: 
 

→ New Delhi:  Injects pharmaceuticals 
→ Jakarta:   Smokes marijuana and takes ATS orally 
→ Tehran:   Smokes opium 
→ Pakistan:  Injects heroin and occasionally pharmaceuticals 

 
In order to provide a more complete picture, information on other drug use at the sites is sometimes 
included (in the third person). 
 
In the table after that, some selected statistical data are compiled (see Table 9). 
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Table 8:  Prevailing scenarios 
 

 New Delhi Jakarta Tehran Pakistan 

B
ac

kg
ro

un
d 

I am 23 years old, male, 
single, and I moved here 
with my parents when I 
was 13 years old. I didn’t 
finish primary school at 
my hometown and 
never went to school in 
New Delhi. I have been 
living on the streets for 
about five years and 
make some money 
doing odd jobs on the 
street, which I largely 
spend on drugs; about 
Rs. 150-200/day. 

I am 21 years old, male, 
single, and I have lived 
here all my life. I am at 
University now and 
spend a lot of my time 
on campus. My family 
supports me financially, 
but I also work 
sometimes. In total, I 
have about Rs. 30,000-
40,000/ day, which I 
largely spend on drugs. 

I am a 28 year old, single 
male. I usually sleep out 
in the open. I was born 
here, but left my parents 
house several years ago. 
I never finished high 
school, but did go to 
school until I was 18. I’m 
doing odd jobs on the 
street, since I lost my job 
when my working 
abilities declined and 
there was a fear they 
would find out my drug 
use. 

I am 23 years old, male 
and single. I was born 
here in Lahore, but 
many of my friends 
moved here when they 
were young. Most nights, 
I sleep in this park. I 
never went to school; I 
make some money 
working for a friend, but 
sometimes I get money 
from my family. I spend 
most on drugs. 

In
iti

at
io

n 

I started using drugs at 
the age of 15: 
marijuana, together with 
some guys I knew, who 
supplied the drug and 
who knew who to 
prepare and smoke it.  I 
didn’t know what to 
expect, yet was very 
curious and trusted that 
it was going to be OK.  
 
At the time, I was living 
at home and my 
relationship with my 
parents was not too 
bad. On the other hand, 
they didn’t really know 
what was going on in 
my life either.  They 
didn’t find out about my 
drug use for over a year. 
I don’t really talk with 
anyone about my drug 
use except for fellow 
PUD. Once my parents 
found out, they got 
angry and urged me to 
stop. After some time, 
they became more 
considerate. Non-PUD 
friends also urged me to 
stop. All this had little or 
no effect on my 
behaviour. 

I started using drugs at 
the age of 16: 
marijuana, together with 
some fellow students 
who used it all the time 
and whom I wanted to 
get to know better. I was 
very curious and jumped 
at the opportunity once 
it was offered to me, for 
free. It was not planned, 
just wanted to have fun, 
it’s cool.  it was a good 
experience, and I had 
no regrets. 
 
I suppose I got on well 
with my parents, 
especially my mother, 
no real problems. At 
home, nobody knew for 
a long time and once 
they caught me using at 
home they got very 
angry, which had no 
effect on my behaviour 
at all. Also at school 
they don’t seem to 
know, or they don’t 
care, whereas we use 
on campus all the time. 
Non-PUD friends also 
reacted negatively. I 
only talk about my drug 
use with fellow PUD. 

Here, people usually 
start with smoking 
opium, marijuana or  
sometimes heroin, 
depending on what 
their friends are using. 
My first experience with 
drugs was when I was 
18. I was having some 
personal problems. I 
smoked opium together 
with some friends that I 
had known for some 
time. We did it in a park, 
but we also smoked at 
home and at school. I 
felt calm, satisfied and 
at peace after first use. 
The regrets came later.  
 
My parents have 
enough problems 
themselves. Once they 
found out, it was taken 
very seriously, but 
whatever they tried, it 
didn’t really help. 

I started my drug career 
with marijuana when I 
was 14, but nowadays 
glue is making inroads as 
a main initiation drug 
among very young 
people. My brother’s 
friends introduced me to 
drugs and I was keen to 
try. I wasn’t worried 
about a thing and didn’t 
really think about any 
negative 
consequences. When 
you are that age, there 
isn’t much else to do in 
our city. 
 
At the time, I was living 
with my parents and 
nothing particular was 
going on. My parents 
didn’t find out for quite 
some time. Once they 
did, they didn’t really 
know what to say or do, 
my father got angry. I 
only talk about my drug 
use with fellow PUD. 
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When I was 17, I started 
chasing brown sugar 
and last year I injected 
heroin for a short time. 
The main factor for 
these switches is the 
strength or the effect of 
the new drug. My peers 
were already using and 
availability was never a 
real problem. I recently 
started injecting 
cocktails of non-opiates; 
a mix of buprenorphine, 
avil and diazepam, 
because I like the effect 
and it is much more 
affordable, more easily 
available and semi-
legal. I need one or two 
shots a day. I still use 
marijuana occasionally, 
but usually not at the 
same time. 

At University, a friend 
introduced me to shabu 
(an ATS) and I have 
been using it ever since.  
I use marijuana pretty 
much every day and 
shabu over the 
weekends -to party. A 
while back I also used 
sleeping pills every now 
and then. I have never 
used opiates and have 
never injected drugs; I 
stick to marijuana and 
shabu, sometimes 
together, just to try. 
Heroin is also easily 
available and many 
people I know have 
used it or are still using it. 
They usually inject or 
chase it.  

Without my PUD friends, I 
wouldn’t have started, 
and  I wouldn’t have 
continued using. We 
usually used in 
someone’s home, and 
at some stage, heroin hit 
the market, so we tried 
that. Sometimes, we 
used marijuana too. 
After several years of 
smoking, many of my 
friends switched to 
injecting heroin. 
Injecting is cheaper, 
easier, and stronger, but 
it’s also risky and even 
more addictive, so I 
have decided to not 
inject drugs. But 
sometimes it is difficult, 
especially when there is 
a shortage and the 
price goes up. 

The same people that 
introduced me to 
marijuana were also 
using heroin –some 
smoked, others injected. 
After a couple of years, I 
switched to smoking 
heroin, and again about 
three years later started 
injecting it. By then, I was 
living on the streets, 
because the situation at 
home was untenable. I 
sometimes inject 
pharmaceuticals, 
particularly when I am 
short of money or when 
the price of heroin is 
high for some reason. 
The good thing about 
that is that it is easy to 
get and cheap. 

I have never 
experienced overdose 
myself, but many of my 
friends have. Some of 
them were looked after 
by friends or family 
members, but almost 
half went through it 
without care from 
anyone.  

I have never 
experienced any 
overdose, but it does 
happen, I hear, 
especially when people 
mix shabu with heroin, 
just to get a better high. 
They are usually looked 
after by fellow PUD. 

Overdose is quite 
common, but I have not 
experienced it myself. 

I have experienced 
overdose several times 
and so have many of 
my friends. We usually 
help each other out, 
although sometimes you 
have to go through it all 
by yourself.  O
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 These overdose experiences had little effect on my drug use; I might have become a bit more careful. 

Ef
fo

rt
s 

to
 re

du
ce

 u
se

 o
r 

ab
st

ai
n 

I haven’t really tried to 
stop using drugs, but 
many of my friends 
have. I wouldn’t see 
them for some time at 
those times. I believe 
that stopping drug use is 
very much an individual 
matter, yet you might 
need some help from 
parents,  an NGO 
worker, or a non-PUD 
friend.  

I have never tried to 
give up drug use. The 
best way would be to 
avoid drug using friends 
and certain places, and 
occupy yourself. 
Parents, partner and 
non-PUD friends should 
be involved to make it 
work. 

Every now and then, I try 
to lower my intake, but I 
don’t know what to do. I 
think, the parents need 
to be involved, and 
professional help is 
needed, too. 

I regularly try to abstain 
or lower my intake, but I 
am not really motivated 
enough to keep it up for 
a long time, and that is 
the most important 
condition for success, I 
think. 

Tr
ea

tm
en
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I have never been in 
official treatment, but a 
few of my friends have. I 
don’t think there are 
many services. I don’t 
really know any details, 
but I understand that 
private treatment 
centres are expensive, 
so none of us can afford 
to go. I would go, if I was 
given the opportunity. 
This one friend went into 
treatment for about a 
month yet was back 
with us using within a 
couple of days after he 
came out. He simply 
found it too difficult to 
not use and his family 
didn’t really support him 
when he came out. 

I have never been 
treated and I don’t see 
the need either. I know 
some guys that have 
gone through treatment 
a couple of times, but 
they are pretty much all 
using again. Most 
treatment centres are 
very expensive, so if I 
were to go, my parents 
would have to pay for it 
anyway. 

Parents, relatives and 
my employer have 
talked me into 
treatment the first time, 
and the second time I 
was sent by the judge. 
Neither was very 
effective; I was back 
using within a couple of 
weeks both times. The 
treatment was too short 
to really become ready 
to stay clean. 

There are government 
treatment centres, but 
judging by what I hear 
and see, they are not 
very effective. A big 
problem is job 
placement and social 
rehabilitation. 
 
The treatment offered 
by NGOs might be 
better. I’ve heard that 
they treat you more 
humane and that there 
is more support offered. 
and they are very 
cheap or even free. I 
might try that one day. 
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When I started facing 
withdrawal symptoms it 
occurred to me that I 
had a problem and this 
became apparent to 
me within 6 months of 
regular smack use.  In 
spite of my best 
intentions and efforts to 
overcome drug use, I 
lost direction, 
developed a problem 
with drugs and I found it 
difficult to function 
without using.  

I had been using for 
quite some time and I 
needed to use more 
and more to feel OK. 
Trouble started once my 
parents found out and 
had to start lying and 
sometimes stealing. I lost 
some friends, but made 
some others, so that was 
fine.  

I didn’t really have any 
problems for quite some 
time. Distrust and 
arguments with the 
family  started it all. The 
other problems came 
much later. 

The worst was the social 
problems that I 
encountered with the 
people around me: 
family members, non-
PUD friends, the 
neighbourhood. I can’t 
even attend social 
gatherings 

H
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Due to a wrong "fix" on 
my upper part of my left 
hand my nerves got 
damaged and my palm 
is partially paralyzed. I 
also got Hep. B and C 
because of my unsafe 
drug use.    The doctor 
has given me medicines 
but I do not take them. I 
have also developed 
tuberculosis for which I 
am being treated.  

I feel terrible about my 
lungs and I get sick 
easily. I guess shabu isn’t 
very good for you, but I 
haven’t noticed a lot of 
problems. In terms of 
health, my injecting 
friends are in much more 
serious trouble, and it’s 
much more addictive. 

I don’t eat properly and 
I’ve lost a lot of weight 
and look terrible. I am 
also starting to lose my 
memory, it seems. There 
is nothing much I can 
do, can’t really go 
anywhere for help. My 
injecting friends have 
even worse problems. 

Although I have 
experienced all kind of 
health problems 
(jaundice, skin infections 
and chest problems) 
related to my drug use, I 
have never received 
treatment in a regular 
health facility. The DIC 
offers some basic health 
care. 

Fi
na

nc
ia
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s The problem is I have no 
money and I have no 
job. Nobody gives me 
an opportunity for 
earning, therefore, I am 
forced to steal to sustain 
my drug use. The 
problem is very serious, I 
steal and go to the Sikh 
temple for food, I sleep 
on the pavement I have 
no one to turn to.” 

My parents look after 
me financially, yet 
sometimes I make some 
extra money here or 
there.  Recently, I’ve 
been spending most of 
my money on drugs and 
I sometimes sell things 
from home to support 
my habit.  

Money is always in the 
background. At the 
moment, I am not doing 
so badly, but that can 
change easily, 
especially if drug prices 
go up. I have sometimes 
sold things from home. 
Some of my friends have 
started dealing, others 
are involved in theft and 
robbery. 

As long as I was living at 
home, I had no real 
financial problems, 
although my drug use 
was beginning to 
become expensive. 
Once I left home, I 
started doing some odd 
jobs on the street. At the 
moment, I’ve got  a 
more or less steady job 
which pays for my 
needs. 

Ju
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When I was in my home 
town, due to my drug 
use I was involved in 
various criminal offences 
and as I was wanted by 
the police, I absconded 
from the town and I am 
still wanted by the 
police. My father has 
urged me to surrender 
but I am scared. I do not 
want to surrender.  

I, myself, have never 
been in contact with the  
police in relation to my 
drug use, but some of 
my friends have. Some 
of them were 
imprisoned, other just 
had their drugs taken. 
Anyway, it doesn’t really 
do anything, particularly 
because you can 
usually bribe your way 
out of trouble if needed. 

I was arrested and sent 
to a treatment centre. 
This was a big deal, 
especially to my 
parents. I hear that 
those who can afford it 
can continue to use 
whatever they want in 
prison.  

I’ve been arrested a few 
times, but have never 
been imprisoned. Some 
of my friends have and 
they continued using 
there. 
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I sometimes go to this 
drop-in-centre to 
exchange needles and 
syringes. There, I also 
heard about HIV/AIDS 
and that you can get it 
through sharing needles 
and through 
unprotected sex. 
 
My drug use is 
unhealthy; I am losing 
weight and my veins are 
getting worse. Injecting 
also is more addictive 
than smoking or 
chasing.  
I usually don’t share any 
injecting equipment, but 
I sure have done 
occasionally, particularly 
when I first started 
injecting. I get the 
needles from the 
chemist or the NSEP, so 
access to clean needles 
is usually not a problem, 
but the costs can be a 
factor.  

From the mass media, I 
know about HIV/AIDS 
and that sharing and 
unprotected sex can 
cause it. I have heard 
about Hepatitis, but I 
don’t really know 
anything about that. 
Injecting drugs is much 
worse for your health; I 
stay away from that, 
although I do have 
friends that inject heroin.  
 
Because of drug use, my 
general health is worse 
and I run the risk of 
becoming addicted. My 
injecting friends mostly 
get their needles from a 
chemist, but sometimes 
from a fellow PUD or 
dealer.  

I heard from Radio/TV 
that you can get AIDS 
through injecting drugs, 
sex and blood 
transfusion but most 
people don’t know this. 
 
I usually don't use 
syringes of others but if 
somebody asks me I 
share my syringe with 
him. I inject heroin with 
other friends. We boil 
heroin in one shared 
spoon, water and heroin 
but use our own 
syringes. We sometimes 
use our own syringes 
several times. 

At the DIC, they told us 
about HIV/AIDS and 
sharing needles and 
unprotected sex. When I 
can, I go there to 
exchange needles, but I 
don’t always manage. 
Injecting is quite 
addictive, but I suppose 
I can stop doing it if I 
really wanted  
 
Almost all of us have 
shared injecting 
equipment at some 
stage and some do so 
all the time. Laziness, 
withdrawal symptoms, 
distance, and price of 
needles and syringes are 
factors. 
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Table 9: Summary of key statistics by site 
 
Key data New 

Delhi Jakarta Tehran Pakistan Total 

Average age of respondents 23 yrs 21 yrs 28 yrs  23 yrs  23 yrs  

Age of initiation 16 yrs 15 yrs 18 yrs 14 yrs 16 yrs 

Residence: living with parents* 50-16% 71-68% 50-25% 60-46% 61-37% 

Residence: street / park / open area* 34-62% 0-1% 17-43% 27-39%  18-37% 

Age of initiation (Q30): <15 years 56% 49% 22% 70% 52% 

Drug of initiation: cannabis 60% 69% 32% 88% 66% 

Drug of initiation: opium 1% 0% 37% 5% 8% 

Drug of initiation: heroin 2% 6% 24% 2% 5% 

Drug of initiation: brown sugar 20% 0% 1% 0% 5% 

Opiate use at initiation (Q30)  /  total opiate users 36% 14% 71% 9% 31% 

People injecting drugs (PID) 53% 35% 66% 34% 45% 

Injecting at  initiation (Q30) / total PID 8% 16% 23% 9% 14% 

Switched towards injecting / total PUD 50% 30% 50% 31% 39% 

Period until switch towards injecting: >3 years 76% 32% 57% 81% 59% 

Switched away from injecting 4% 8% 1% 3% 5% 

Switched towards opiate 52% 37% 26% 79% 50% 

Switched away from opiate 33% 11% 5% 15% 16% 

Needle sharing: active-passive; often / always* 19-25% 29-35% 26-46% 8-16% 21-31% 

Syringe sharing: active-passive; often / always* 21-25% 28-31% 27-45% 13-25% 22-31% 

Unsafe injecting practices; ever 96% 98% 89% 98% 95% 

Currently using 68% 77% 66% 90% 77% 

Intensive use; more than once/week: cannabis 30% 44% 23% 56% 40% 

Intensive use; more than once/week: heroin 2% 21% 57% 62% 33% 

Intensive use; more than once/week: brown sugar 30% 0% 4% 2% 9% 

Intensive use; more than once/week: opium 0% 0% 30% 3% 6% 

Intensive use; more than once/week: cocktails 25% 0% 0% 1% 7% 

* non-PID - PID respectively. 
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Recommendations 
 
The recommendations in the Executive summary are based on the conviction that one has to learn 
from research experience relating to drug prevention, that shows that drug ab/use is a complex 
psychosocial issue that cannot be fixed by simple solutions. In general, it is “imperative to improve 
the link between research and practice: base policy and funding decisions on the research evidence 
we already have; monitor and evaluate policies and programs; and continually adjust policies and 
programs to reflect new information as it becomes available”. 52  
 
As the sub-title of this report suggests, the recommendations are the embodiment of a 
comprehensive approach towards health promotion policy. The combined issues of drug use and 
HIV/AIDS require  programmes and policies that combine primary and secondary prevention as well 
as harm reduction. It is necessary to take a broad view of drug prevention and to acknowledge that 
drug use is one of a range of problem behaviours that should not be seen in isolation. Those people 
and organizations concerned with problem behaviours should work collaboratively to address the 
shared careers to these outcomes. This includes the areas of health, crime, suicide, education, 
community building, among others.  Single, one-shot strategies or programmes that target an issue 
in isolation are likely to be ineffective. Coordination and streamlining of national policies and local 
interventions in the area of health promotion is required to maximize impact. 
 
With the above in mind, we can now turn to the recommendations that were formulated in the core 
text, and organized in the Executive summary, according to area of work. The appropriate 
government and non-government agencies are urged to further develop and implement these 
recommendations, in collaboration with PUD and other people that have inside knowledge and 
experience with the complicated issues of drug use and HIV/AIDS prevention. 

                                                      
 
 
52 Section based on Spooner, C., W. Hall, et al, 2001. 
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Tables 
 
Table 10:  Interviews with key informants and focus group discussions by site 
 

Involvement Group New Delhi Jakarta Tehran Pakistan 

  IKI FGD IKI FGD IKI FGD IKI FGD

PUD: non-PID 2 2  1  1 1 1 
Directly involved 

PUD: PID 3 2  2  1 1 1 

Family members 7   2 
Personally involved 

Parents 2 
1 

1 
1 

 
1 

2 
1 

GOs 1  1 12 1 2  
 Service providers 

NGOs 11 1 6 
4 

 1 3 1 

Law enforcement 4  1  2 1 1 
Professionally involved 

Policy makers 5 1 1 1 2  1 

Young people  1      

Community leaders      1 4 

Teachers 4 1 1 1   2 
Outside  
perception 

Religious leaders 1  1 1   1 

1 

Total 40 9 12 11 16 7 20 5 

Source: Site Research Reports        Back to main text 
 
Table 11:  Number of informants (open interviews) and respondents (questionnaire) by site 
 

Sample New Delhi Jakarta Tehran Pakistan Total 

Non-PID 20 47 23 70 160 
PID 31 42 24 33 129 Informants 

Total 51 88 47 103 289 

Non-PID 193 333 96 286 907 
PID 221 186 185 149 742 Respondents 

Total 414 519 281 435 1649 

Non-PID 213 380 118 356 1067 
PID 252 227 210 182 871 Total 

Total 465 607 328 538 1938 
Source: Site Research Reports       Back to main text 
 

Pakistan Quetta Rawalpindi Lahore Peshawar Karachi Total 

Informants 15 17 22 24 25 103 
Respondents 79 90 86 100 80 435 
Total 94 107 108 124 105 538 
Source: Pakistan Site Research Report      Back to main text 
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Table 12:  Sex of respondents by site (Q4) 
 
Sex New Delhi Jakarta Tehran Pakistan Total 

Female 7% 9% 6% 0% 5% 
Male 94% 92% 90% 100% 94% 

Transgender 0% 0% 4% 0% 1% 
Total 414 519 280 423 1636 
Source: Q4: Sex: (Not asked) Back to main text 
 
Table 13:  Age groups by site (Q3) 
 

Tehran* Age New Delhi Jakarta 
Q OI 

Pakistan Total 

<15 yrs 3% 0% 0% 2% 1% 1% 
15-18 yrs 9% 7% 2% 39% 5% 6% 

18-21 yrs 21% 25% 5% 35% 16% 18% 
21-25 yrs 21% 67% 19% 17% 43% 41% 
25-30 yrs 38% 1% 34% 7% 34% 24% 

30-35 yrs 7% 0% 42% 0% 1% 9% 
Total 414 519 281 46 435 1649 
Mean age 23 yrs 21 yrs 28 yrs  16 yrs 23 yrs  23 yrs  
Source: Q3: How old are you? ____years. *Because of the big difference in Tehran in age between the 
respondents (Q) and the informants (OI), both are displayed here. Back to main text 
 
Table 14:  Duration of domicile in city of interview by site (Q2) 
 
Duration of domicile New Delhi Jakarta Tehran Pakistan Total 
All my life / born here 41% 58% 65% 60% 56% 
Moved here at age 0-6 7% 11% 3% 6% 7% 
Moved here at 7-12 17% 12% 5% 7% 11% 
Moved here at 13-18 18% 10% 8% 9% 11% 

Moved here at 19-24 8% 1% 6% 8% 5% 
Moved here at >24 5% 1% 5% 2% 3% 
Living here on and off 1% 2% 5% 3% 3% 

Living elsewhere N/A 2% 3% 0% 4% 3% 
Passing through 1% 0% 1% 1% 1% 
No answer / Other 0% 3% 0% 0% 1% 
Respondents 414 519 280 434 1647 
Source: Q12: How long have been living in this city? Back to main text 
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Table 15:  Residence by site (Q7) 
 

Residence New Delhi Jakarta Tehran Pakistan Total 

Living with parents* 50 - 16% 71 - 68% 50 - 25% 60 - 46% 61 -37% 
Street / Park / Open area* 34 - 62% 0 -1% 17 -43% 27 - 39%  18 -37% 

With siblings 5% 5% 4% 8% 6% 
Living alone 3% 4% 11% 4% 5% 
With spouse / partner 6% 3% 8% 3% 4% 

Treatment centre 5% 0% 4% 0% 2% 
Other 1% 14% 0% 1% 5% 
Sum of percentages 109% 101% 103% 109% 104% 
Respondents  414 519 270 435 1638 
Source: Q7: Where do you usually spend the night? (More answers possible) Back to main text 
* Non PID, PID respectively. Only those options that have a score higher than 5% at at least one site 
 
Table 16:  Educational background by site (Q6) 
 
Education New Delhi Jakarta Tehran Pakistan Total 
No schooling / unfinished primary 51% 1% 10% 59% 30% 

Primary / unfinished secondary 21% 6% 28% 15% 16% 

Secondary / unfinished high 8% 19% 35% 13% 17% 

Finished high school / higher 21% 73% 28% 13% 37% 

Respondents 414 519 278 425 1636 
Source: Q6: What is your highest educational level? (One answer only) Back to main text 
 
Table 17:  Religion by site (Q5) 
 
Religion New Delhi Jakarta Tehran Pakistan Total 
Muslim 23% 88% 100% 98% 76% 
Hindu 61% 1% 0% 1% 16% 
Protestant  7% 7% 0% 1% 4% 
Catholic 3% 3% 0% 1% 2% 

Sikh 4% 0% 0% 0% 1% 
N/A, other 2% 1% 0% 0% 1% 
Respondents 414 519 281 435 1649 
Source: Q15: What religion do you belong to?  Back to main text 
 
Table 18:  Marital status by site (Q9) 
 
Marital status New Delhi Jakarta Tehran Pakistan Total 

Single 77% 92% 59% 79% 80% 
Married 15% 6% 14% 18% 13% 
Divorced* 0 - 5% 1 - 0% 11 - 24% 1 - 1% 2 - 8% 
Separated 5% 0% 5% 1% 2% 

Widow(er) 0% 1% 3% 1% 1% 
Respondents 414 519 280 435 1648 
Source: Q9: What is your marital status? (One answer only)*Non-PID, PID respectively  Back to main text 
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Table 19:  Marital status and non-PID vs. PID by age group (Q3, Q37, resp. Q9) 
 
 Age-group <15 15-18 18-21 21-25 25-30 30+ Total 

Single 100% 97% 97% 85% 65% 44% 79% 

Married 0% 2% 2% 11% 25% 24% 13% 

Separated 0% 0% 1% 1% 5% 5% 2% 

Divorced 0% 1% 0% 3% 5% 22% 4% 

Marital status 

Widow(er) 0% 0% 1% 1% 1% 5% 1% 

Non-PID 100% 85% 67% 58% 41% 26% 55% 
Non-PID / PID 

PID 0% 15% 33% 42% 59% 74% 45% 

Total Respondents 22 102 301 673 399 151 1648 

Source: Q3, Q9 & Q37  Back to main text 
 
Table 20:  Main source of income by site (Q10) 
 
Source of income New Delhi Jakarta Tehran Pakistan Total 
Odd jobs on the street 44% 27% 46% 28% 34% 
Steady income (legal)* 26-24% 24-24% 36-17% 41-34% 31-24% 
From family / partner 23% 40% 12% 11% 24% 

Stealing, pick pocketing 24% 0% 1% 18% 11% 
Begging 4% 3% 3% 11% 5% 
Selling drugs 2% 0% 5% 6% 3% 

From friends 7% 0% 1% 2% 3% 
Sex work 1% 0% 1% 1% 1% 
No income 0% 0% 21% 0% 4% 

No answer 1% 1% 1% 2% 1% 
Other  0% 4% 4% 0% 2% 
Respondents 414 519 280 435 1648 
Source: Q10: What is/was your main source of income? (DO NOT READ THE OPTIONS.  
More answers possible) *Non-PID, PID respectively Back to main text 
 
Table 21:  Heard of HIV/AIDS and Hepatitis C by site (Q17 & Q22) 
 
Disease New Delhi Jakarta Tehran Pakistan Total 
HIV/AIDS 81% 95% 78% 71% 82% 
Hepatitis C 16% 56% 36% 25% 34% 
Respondents  414 519 281 435 1649 
Source: Q17 and Q22: Have you ever heard of …..? (“Yes” answers) Back to main text 
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Table 22:  Most important source of HIV/AIDS knowledge by site (Q19) 
 

Source New Delhi Jakarta Tehran Pakistan Total 

Mass media 15% 77% 64% 35% 50% 
Service provider (NGO) 56% 0% 8% 45% 25% 
Fellow PUD 11% 11% 5% 13% 10% 
Service provider (GO) 3% 6% 14% 2% 6% 
Friend (non PUD) 5% 3% 2% 2% 3% 
School 8% 2% 1% 0% 3% 
Acquaintance 1% 1% 4% 2% 2% 
Partner 0% 0% 2% 1% 1% 
Mother 1% 0% 0% 0% 0% 
Parents 0% 0% 1% 0% 0% 
Father 0% 0% 0% 0% 0% 
Sibling(s) 0% 0% 1% 0% 0% 
Respondents 332 476 211 283 1302 
Source: Q18:  Who/What was the most important source of this knowledge? (One answer only)  
  Back to main text 
 
Table 23:  Knowledge on transmission of HIV/AIDS by site (Q19) 
 
Assumed mode of 
transmission New Delhi Jakarta Tehran Pakistan Total 

Unprotected sex53 67% 77% 45% 48% 61% 
Sharing injecting equipment 59% 60% 46% 45% 53% 
Blood transfusion 32% 46% 36% 22% 34% 
Mother to child 16% 26% 1% 5% 14% 
Unsterilised medical instruments 3% 9% 2% 2% 4% 
      
Sharing razor blade 5% 6% 15% 27% 13% 
Sex with boys / males 2% 4% 3% 20% 8% 
Kissing 1% 4% 2% 3% 3% 
Sharing toothbrush 1% 4% 4% 3% 3% 
Using the same plate and mug 2% 4% 0% 6% 3% 
Sharing toiletries 1% 0% 0% 6% 2% 
Mosquitoes 0% 1% 0% 1% 1% 
Shaking hands 1% 0% 0% 2% 1% 
Contaminated food or water 2% 1% 0% 2% 1% 
Sneezing and coughing 0% 1% 0% 0% 0% 
Food cooked by HIV+ person 1% 0% 0% 1% 0% 
From dead body 0% 0% 0% 0% 0% 
Not transmittable 0% 0% 0% 0% 0% 
Respondents 414 519 281 435 1649 
Source: Q19: How is HIV/AIDS transmitted?  (DO NOT READ THE OPTIONS.  More answers possible) 
(Percentages indicate proportion of all respondents, regardless the answer to Q17) Back to main text 
 
 

                                                      
 
 
53 The top five answers were considered “correct” 
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Table 24:  Knowledge on prevention of HIV/AIDS by site (Q21) 
 

Assumed way of prevention New Delhi Jakarta Tehran Pakistan Total 

Protected sex (condom) (+) 49% 62% 34% 41% 48% 
Use own inj. equipment (0) 30% 30% 32% 30% 30% 
New sterile injecting  equipment (+) 14% 36% 20% 22% 24% 
No sharing inj. equipment (0) 15% 19% 16% 10% 15% 
No sex (+) 2% 12% 2% 26% 12% 
Monogamy (0) 1% 20% 1% 5% 8% 
Personal hygiene (-) 6% 12% 10% 4% 8% 
Healthy lifestyle (-) 4% 14% 2% 6% 7% 
No injecting drugs (+) 3% 12% 1% 3% 5% 
No drugs (+) 2% 5% 2% 2% 3% 
Vaccination (-) 3% 0% 1% 2% 1% 
God / Higher power (-) 1% 2% 0% 1% 1% 
Sex with virgins (-) 0% 1% 0% 2% 1% 
ARV(-) 1% 1% 0% 0% 1% 
Total 131% 238% 121% 154% 164% 
Respondents 414 519 281 435 1649 
Source: Q21: What are ways to prevent acquiring HIV/AIDS?  (DO NOT READ THE OPTIONS.  More answers 
possible) (Percentages indicate proportion of all respondents, regardless the answer to Q17). Behind options: 
(+)means  correct; ( -) incorrect; (0) neutral. Back to main text 
 
Table 25:  Very knowledgeable in regards to HIV/AIDS (Q19-21) and Hep C (Q24-26) by site  
 

Aspects New Delhi Jakarta Tehran Pakistan Total 

 HIV/ 
AIDS 

HEP 
C 

HIV/ 
AIDS 

HEP 
C 

HIV/ 
AIDS 

HEP 
C 

HIV/ 
AIDS 

HEP 
C 

HIV/ 
AIDS 

HEP 
C 

Transmission54 28% 1% 33% 10% 5% 1% 9% 1% 21% 4% 
Cure55 51% 4% 55% 10% 63% 17% 53% 8% 55% 9% 
Prevention56 13% 1% 30% 7% 11% 2% 23% 4% 21% 4% 

Overall57 20% 1% 29% 4% 10% 1% 17% 2% 20% 2% 
Respondents  414 519 281 435 1649 

Source: Q19: How is HIV/AIDS / Hep C transmitted? Q20: How can HIV/AIDS / Hep C be cured?  Q21: What 
are ways to prevent acquiring HIV/AIDS? (All three questions: DO NOT READ THE OPTIONS. More answers 
possible)  Back to main text 
 

                                                      
 
 
54 Respondents were deemed “very knowledgeable” when they scored 3 points or more; 1 point for each correct mode of 
transmission, one minus point for each incorrect mode of transmission 
55 Respondents were deemed “very knowledgeable” when they answered that there is no cure 
56 Respondents were deemed “very knowledgeable” when they scored 2 points or more; 1 point for each correct  way to 
prevent transmission, one minus point for each incorrect  way, no points for neutral answers. 
57 Respondents were deemed “very knowledgeable” when they were deemed “very knowledgeable” on at least two of the 
three aspects above 
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Table 26:  Largely positive image of selected drugs by site (Q15) 
 
Drug New Delhi Jakarta Tehran Pakistan Mean N 
Designer drugs58 56% 78% 74% NA 75% 488 
ATS 36% 64% 14% NA 58% 496 
Opium 56% 59% 54% 59% 57% 741 
Heroin 57% 60% 31% 63% 56% 1141 

Marijuana / hash 48% 63% 68% 38% 53% 1381 
Cocktails 43% 54% 24% 73% 53% 377 
Opiate pharmac59 46% 26% 23% 58% 40% 390 

Brown sugar 46% 39% 23% 62% 40% 603 
Non-opiate pharmac. 40% 17% 22% 13% 32% 361 
Source Q15: What is the effect on your mind after the drug takes effect? Proportion that mentions largely 
positive effects ( ‘Don’t know’ ignored). NA: Not applicable, sample too small Back to main text 
 
Table 27:  (Largely) positive image of selected drugs by use of the drug (Q15) 
 
Drug Never used Used Mean N 
Designer drugs 77% 73% 75% 488 
ATS 63% 53% 58% 496 
Opium 55% 58% 57% 741 

Heroin 52% 57% 56% 1141 
Marijuana / hash 57% 49% 53% 1381 
Cocktails 51% 55% 53% 377 

Opiate pharmaceuticals 44% 34% 40% 390 
Brown sugar 44% 33% 40% 603 
Non-opiate pharmaceuticals 40% 15% 32% 361 
Source Q15: What is the effect on your mind after the drug takes effect? Proportion that mentions largely 
positive effects ( ‘Don’t know’ ignored). Back to main text 
 

                                                      
 
 
58 The figure for designer drugs and ATS are heavily dominated by the Jakarta sample 
59 The figure for non-opiate and opiate pharmaceuticals are heavily dominated by the New Delhi sample 
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Table 28:  Perceived health risks by non-PID/PID and by site (Q16) 
 

New Delhi Jakarta Tehran Pakistan Total 
Health risk Non 

PID PID Non 
PID PID Non 

PID PID Non 
PID PID Non 

PID PID To 
tal 

Worse general health 40% 56% 57% 51% 42% 46% 84% 72% 61% 56% 58% 
Weight loss 37% 41% 25% 26% 13% 10% 32% 29% 29% 28% 28% 
Death 7% 17% 35% 39% 13% 38% 18% 46% 21% 34% 27% 
Addiction 8% 8% 50% 51% 12% 3% 3% 4% 22% 17% 20% 
Brain damage 8% 7% 30% 23% 11% 3% 25% 11% 22% 11% 17% 
Overdose  5% 5% 31% 47% 1% 1% 3% 3% 14% 14% 14% 
HIV/AIDS 1% 8% 13% 26% 4% 12% 4% 30% 7% 18% 12% 
Loss of memory 6% 9% 14% 11% 28% 8% 12% 7% 18% 9% 11% 
Loss of concentration 8% 5% 10% 12% 6% 3% 4% 5% 7% 6% 7% 
Decreased motivation 10% 8% 6% 8% 6% 5% 5% 3% 7% 6% 7% 
Osteoporosis (bones) 3% 5% 3% 2% 5% 7% 16% 7% 7% 5% 6% 
Abscess 2% 26% 1% 2% 0% 1% 1% 11% 1% 11% 5% 
Hepatitis C 0% 0% 5% 10% 2% 9% 4% 16% 3% 8% 5% 
Thrombosis 1% 11% 1% 2% 2% 2% 6% 11% 3% 7% 5% 
Decreased sex drive 4% 8% 1% 2% 5% 2% 6% 3% 4% 4% 4% 
Loss of eyesight 6% 4% 4% 1% 8% 1% 1% 4% 4% 2% 3% 
Loss of teeth 1% 1% 2% 2% 14% 2% 0% 1% 3% 2% 2% 
No related risks 22% 4% 0% 0% 7% 4% 4% 1% 7% 2% 5% 
Respondents 193 221 333 186 95 175 286 149 907 731 1638
Source: Q16: What are physical / health risks related problems to regular use of your current or latest drug, if 
any?  (DO NOT READ THE OPTIONS. More answers possible  Back to main text: Chapter 3b. Attitudes 
  Back to main text: Chapter 6b. Problems  
 
Table 29:  Dislike of PID among non-PID by site (Q29;:14) by site 
 
Dislike of PID New Delhi Jakarta Tehran Pakistan Total 
Disagree 26% 33% 7% 1% 19% 
Somewhat agree 5% 19% 5% 4% 10% 

Agree 62% 37% 87% 89% 64% 
No answer 2% 1% 0% 0% 1% 
Don’t know 5% 10% 2% 6% 7% 
# (missing 3.7%) 190 317 88 278 873 
Source: Q29: To what extent to you agree with the following statement? (14) People injecting drugs are 
generally disliked by non injecting PUD. 3 point-scale: Disagree - Somewhat agree - Agree. Those that agreed
  Back to main text 
 
Table 30:  Attitudes towards injecting  (Q29:15 Agree, Q29:16; Disagree) by site 
 

Statement New 
Delhi Jakarta Tehran Pakistan Total 

I do not inject drugs out of fear for my health (15) 82% 75% 64% 86% 79% 
I would try injecting if it was offered to me (16) 87% 82% 72% 90% 85% 
Respondents 188-190 316-317 82-93 277-278 863-878 
Source: Q29: To what extent to you agree with the following statements? (GO THROUGH LIST ONE BY ONE). 
3 point-scale: Disagree - Somewhat agree - Agree. Those that agreed. Back to main text 
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Table 31:  Attitudes towards injecting (Q29:17-19, 21; Agree) by site 
 

Statement New Delhi Jakarta Tehran Pakistan Total 

In terms of health, injecting drugs is not 
different from other modes of intake (17) 46% 48% 78% 14% 49% 

Injecting drug use is more addictive than 
other modes of intake (18) 75% 71% 72% 88% 76% 

I can stop injecting completely if I set my 
mind to it (19). 74% 79% 87% 90% 82% 

The act of injecting is as addictive as the 
drug (21) 80% 44% 88% 52% 68% 

Respondents 209-217 168-175 170-174 121-128 677-690 

Source: Q29: To what extent to you agree with the following statements? (GO THROUGH LIST ONE BY ONE). 
3 point-scale: Disagree - Somewhat agree –Agree. Those that agreed. Back to main text 
 
Table 32:  Prevalence of unsafe injecting practices (how often do/did you…) by site (Q48) 
 
Unsafe practice New Delhi Jakarta Tehran Pakistan Total 

Re-inject your blood (jerking or booting) 42% 27% 57% 71% 48% 
Flush: Inject, remove blood and re-inject 39% 23% 34% 47% 35% 

Use “street doctor” / professional injector 24% 25% 35% 31% 28% 
Share needle and/or syringe 24% 28% 25% 8% 22% 
Inject after squirting drugs into syringe 22% 18% 23% 5% 18% 

Use make-shift equipment (pens, straws) 4% 25% 12% 6% 12% 
Average  26% 24% 31% 28% 27% 
Respondents 183-220 178-191 182 150-152 697-745 
Source: Q48: see above. Percentage of respondendents that answered “Often”/”Always” on 5-point scale: 
Never – Rarely – Sometimes – Often - Always.  Back to main text 
 
Table 33:  Reasons for using a used needle and/or syringe by site (Q45) 
 

Reason / Factor New 
Delhi Jakarta Tehran Pakistan Total 

Didn’t have his/her own syringe. 62% 73% 77% 80% 72% 
Desperate because of withdrawal symptoms. 25% 56% 30% 52% 39% 
No money to buy or get a syringe. 38% 25% 36% 56% 38% 
Wanted to save money to buy more drugs. 19% 20% 2% 15% 14% 

Own needle was broken or dull. 13% 24% 2% 19% 14% 
Syringe had been cleaned. 7% 24% 5% 16% 13% 
Don’t really care. 16% 19% 5% 4% 12% 

Someone else got or paid for the drugs. 7% 21% 1% 15% 11% 
Injecting with people one trusts. 13% 16% 1% 9% 10% 
Own needle was clogged. 9% 18% 2% 13% 10% 

Someone else was injecting for him/her. 9% 16% 0% 5% 8% 
Needed help injecting from the street doctor. 3% 11% 0% 5% 5% 
People get upset if you don’t use same syringe. 4% 9% 0% 9% 5% 
Respondents  224 187 179 149 739 
Source: Q45: What are some of the reasons for using a needle and / or syringe someone else had used before?  
DO NOT READ OPTIONS. (More answers possible) Back to main text 
 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 132

Table 34:  Acquire syringes/needles from…..  by site (Q50) 
 

Activity New Delhi Jakarta Tehran Pakistan Total 

Chemist 56% 53% 97% 69% 68% 
NSEP 51% 5% 3% 54% 28% 

Friends (PUD) 11% 35% 6% 17% 17% 
Drug dealer 3% 26% 2% 3% 8% 
Street doctor 1% 5% 1% 5% 3% 

Find on the street 1% 3% 4% 3% 3% 
Hospital garbage 2% 0% 0% 3% 1% 
Friend (non PUD) 1% 1% 2% 1% 1% 

Outreach worker 2% 1% 1% 1% 1% 
Spouse 1% 1% 2% 0% 1% 
Sex partner 0% 1% 0% 1% 1% 

Family members 1% 1% 0% 0% 0% 
Quack 0% 0% 0% 1% 0% 
NA/Don’t know 1% 0% 0% 0% 0% 

Other:   1% 20% 0% 0% 5% 
Total % 121% 152% 118% 158% 137% 
Respondents 220 179 176 143 718 
Source: Q50: Where do /did you usually get your syringes or needles? (DO NOT READ THE OPTIONS. More 
answers possible)  Back to main text 
 
Table 35:  Constraints to access to new syringes by site (Q45) 
 

Reason / Factor New Delhi Jakarta Tehran Pakistan Total 

Price 28% 20% 54% 48% 36% 
Too desperate to fix 9% 36% 18% 18% 20% 
Not applicable: No barriers 46% 0% 5% 22% 20% 
Lazy 13% 39% 11% 7% 18% 

Distance 9% 23% 21% 6% 15% 
Other obligations (work/study) 7% 14% 8% 3% 8% 
Discrimination / Stigma 3% 1% 1% 5% 2% 

Law 1% 3% 2% 4% 2% 
No knowledge of services 1% 3% 3% 8% 1% 
No answer 1% 1% 1% 7% 2% 

Don’t know 3% 6% 0% 1% 3% 
Other 1% 6% 7% 6% 5% 
Respondents  220 179 167 127 693 
Source: Q51: What are / were constraints to access new syringes? (DO NOT READ THE OPTIONS. More 
answers possible)  Back to main text 
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Table 36:  Sexually active by site (Q58) 
 

Sexually active New Delhi Jakarta Tehran Pakistan Total 

Yes 35% 28% 33% 28% 31% 
No 65% 70% 66% 71% 68% 

No answer 0% 2% 1% 0% 1% 
Respondents 414 516 278 434 1642 

Source: Q58: Have you had sex in the last 4 weeks? (One answer only) Back to main text 
  
Table 37:  Prevalence of unprotected sex by site (Q59) 
 

Frequency New Delhi Jakarta Tehran Pakistan Total 

 All Act* All Act All Act All Act All Act 
No, never 42% 29% 66% 26% 38% 28% 26% 13% 44% 24% 
Rarely 7% 6% 9% 17% 12% 13% 11% 9% 10% 11% 
Sometimes 17% 24% 9% 19% 9% 9% 13% 14% 12% 18% 

Often 12% 15% 9% 23% 12% 15% 19% 32% 13% 21% 
Always 20% 26% 4% 13% 29% 35% 30% 31% 19% 25% 
No answer, etc 2% 1% 3% 2% 1% 0% 2% 0% 2% 15 
Respondents 413 144 504 144 279 92 429 121 1625 501 
Source: Q59: Do you ever have unprotected sex? If yes, how often? (One answer only) 
* Act: Sexually active: those that answered Yes to Q58, see above. Back to main text 
 
Table 38:  Reasons for not using a condom among sexually active PUD by site (Q60) 
 

Reason New Delhi Jakarta Tehran Pakistan Total 

Don’t like using it 52% 54% 33% 37% 45% 
Don’t really care 15% 32% 10% 21% 19% 
Trust sex partner 11% 34% 20% 11% 19% 
Not available / difficult to get 14% 23% 13% 17% 17% 
Partner doesn’t want to use one 13% 26% 15% 6% 15% 
Don’t know how to use it 11% 6% 23% 15% 13% 
Sex within marriage only 15% 14% 12% 3% 11% 
In monogamous relationship 6% 16% 5% 12% 10% 
Shame / Embarrassed 3% 14% 8% 12% 9% 
Want to procreate 7% 10% 4% 5% 7% 
What’s a condom? 4% 6% 2% 7% 5% 
To intentionally spread disease 6% 7% 0% 1% 4% 
Expensive 2% 6% 2% 4% 3% 
Afraid to suggest use 1% 7% 1% 3% 3% 
Respondents 143 143 92 115 462 
Source: Q60: What are reasons for someone NOT using a condom while having sex? (DO NOT READ 
OPTIONS. More answers possible.) Only those who were considered ‘sexually active’ (Q58). 
 Back to main text 
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Table 39:  (Perceived) availability of selected drugs by site (Q15)60 
 

Drug New Delhi Jakarta Tehran Pakistan Total 

Marijuana / hash 97% 97% 58% 98% 91% 
Heroin 63% 95% 70% 99% 84% 
Opium 60% 35% 76% 85% 63% 
Brown sugar 97% 22% 61% 12% 47% 
Cocaine 46% 51% 20% 18% 35% 
Amphetamine (ATS) 16% 93% 4% 1% 34% 
Designer drugs (Ecstasy) 10% 86% 24% 0% 33% 
Methadone61 7% 41% 27% 5% 19% 
Buprenorphine  25% 8% 6% 12% 13% 
Hallucigenics 11% 16% 15% 0% 10% 
Respondents 414 519 281 435 1649 
Source: Q15: Have you ever heard of this drug being available in your city? (Y / N)  Back to main text 
 
Table 40:  Life-Time Prevalence (LTP) and Last Quarter Prevalence (LQP) by site (Q30) 
 

Drug used New Delhi Jakarta Tehran Pakistan Total 

 LTP LQP LTP LQP LTP LQP LTP LQP LTP LQP 

Marijuana / hash 74% 43% 88% 65% 45% 29% 88% 68% 77% 54% 
Heroin 9% 3% 44% 29% 71% 59% 85% 65% 51% 37% 
Brown sugar 70% 37% 0% 0% 6% 4% 2% 2% 19% 10% 

Opium 6% 1% 0% 0% 62% 37% 15% 3% 16% 7% 
Cocktails 29% 26% 0% 0% 2% 0% 2% 1% 8% 7% 
ATS62 1% 0% 42% 19% 1% 1% 0% 0% 14% 6% 

Ecstacy  1% 1% 20% 12% 6% 3% 0% 0% 8% 5% 
Non-opiate pharmac.’s 29% 19% 0% 0% 5% 1% 0% 0% 8% 5% 
Buprenorphine  1% 1% 0% 0% 1% 1% 18% 14% 5% 4% 

Opiate pharmaceuticals 16% 9% 0% 0% 8% 4% 3% 1% 6% 3% 
Sleeping pills63  3% 1% 30% 9% 5% 1% 0% 0% 11% 3% 
Solvents 9% 5% 0% 0% 0% 0% 1% 1% 3% 2% 

Cocaine 2% 1% 0% 0% 4% 1% 0% 0% 2% 1% 
Hallucigenics 1% 0% 1% 0% 2% 0% 1% 1% 1% 0% 
Methadone 0% 0% 0% 0% 3% 1% 0% 0% 1% 0% 

 251% 147% 225% 134% 221% 142% 215% 156% 230% 144%
Respondents 414 519 281 435 1649 
Source: Q30: LTP” column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL 
ORDER. Write down local names if in doubt. LQP: column E: Frequency (last 3 months); those that did not say 
“never”. Back to main text 
 

                                                      
 
 
60 To improve readability, throughout this report, percentages are usually presented with no decimal 
61 From these data, it is unclear whether Methadone and Buprenorphine were available in pharmacotherapy interventions or 
otherwise. Elsewhere, it will appear that Methadone is largely taken orally and Buprenorphine is largely injected. 
62 In Indonesia, a drug called shabu shabu is the prevalent ATS drug. 
63 At the request of the research team in Jakarta, sleeping pills were considered a separate drug rather than included in the 
non-opiate pharmaceuticals. The pharmaceuticals in the list are those pharmaceuticals that are injected in New Delhi and 
Pakistan. 
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Table 41:  Opiate use (LTP) by site (Q30) 
 
Opiate use New  Delhi Jakarta Tehran Pakistan Total 

Total 82% 44% 89% 87% 73% 
Respondents 414 519 281 435 1649 
Source: Q30: Fill out the table on the next page (Go through column 1 first, then fill out the rest) 
Column 1: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER Write down local 
names if in doubt. Column 2: How have you taken it? (DO NOT READ OPTIONS. More than one answer 
possible. USE DIFFERENT ROW FOR EACH mode of intake) Back to main text 
 
Table 42:  Non-PID / PID by site (Q37) 
 
Mode of intake New  Delhi Jakarta Tehran Pakistan Total 

Non-PID 47% 65% 34% 66% 55% 
PID 53% 35% 66% 34% 45% 
Respondents 414 519 280 423 1636 
Source: Q37: Interviewer: Please identify stage of drugs use (One option only) Back to main text 
 
Table 43:  Mode of intake of heroin by site (LTP) (Q37) 
 
Mode of intake 
heroin New Delhi Jakarta Tehran Pakistan Total 

Inject 66% 73% 79% 18% 50% 
Fellow PID injects 5% 38% 2% 4% 13% 
Professional injector 0% 2% 1% 0% 1% 
Smoke 8% 2% 26% 27% 19% 

Chase 11% 37% 1% 79% 46% 
Inhale 13% 5% 5% 3% 5% 
Sniff 8% 5% 10% 18% 12% 

Eat 0% 1% 1% 10% 5% 
Drink 0% 0% 0% 2% 1% 
Respondents 38 226 199 369 832 
Proportion of total 9% 44% 71% 85% 51% 
Source: Q30: Fill out the table on the next page (Go through column 1 first, then fill out the rest) 
Column 1: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER Write down local 
names if in doubt. Column 2: How have you taken it? (DO NOT READ OPTIONS. More than one answer 
possible. USE DIFFERENT ROW FOR EACH mode of intake) Back to main text 
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Table 44:  Number of years since initiation to drug use by site (Q30) 
 

Period until initiation New Delhi Jakarta Tehran Pakistan Total 

< 1 year 3% 3% 1% 1% 2% 
1-2 years 3% 7% 9% 2% 5% 
2-3 years 6% 11% 5% 2% 6% 
3-4 years 8% 6% 6% 4% 6% 
4-5 years 8% 12% 4% 4% 8% 
5-10 years 41% 55% 38% 55% 49% 
10-15 years 22% 5% 27% 29% 20% 
≥15 years 9% 0% 11% 3% 5% 
Mean (SD) 8.2 yrs  (5.0) 5.5 yrs (3.1) 8.8 yrs (5.4) 8.8 yrs (3.7) 7.6 yrs (4.5) 
Respondents 412 518 279 435 1644 
Source: Q30: Fill out the table on the next page (Go through column 1 first, then fill out the rest) 
 Back to main text 
 
Table 45:  Age adjusted number of years since initiation to drug use by site (Q30) 
 

Period until initiation New Delhi Jakarta Tehran Pakistan Total 

< 1 year 1% 0% 10% 1% 2% 
1-2 years 1% 1% 3% 1% 1% 
2-3 years 1% 3% 5% 1% 2% 
3-4 years 4% 9% 9% 1% 6% 
4-5 years 7% 7% 7% 4% 6% 
5-10 years 60% 72% 55% 57% 62% 
10-15 years 24% 8% 12% 33% 20% 
≥15 years 2% 0% 1% 1% 1% 
Mean (SD) 8.2 yrs  (3.5) 6.8 yrs (2.6) 6.0 yrs (4.2) 9.0 yrs (3.2) 7.6 yrs (4.5) 
Respondents 412 518 279 435 1644 
Source: Q30: Fill out the table on the next page (Go through column 1 first, then fill out the rest) 
 Back to main text 
 
Table 46:  Active users by site (Q34) 
 

Use New Delhi Jakarta Tehran Pakistan Total 

Currently using 68% 77% 66% 90% 77% 
Not using 32% 22% 34% 10% 23% 
Total 414 517 278 435 1644 
Source: Q34: Are you currently using? (Yes / No) Back to main text 
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Table 47:  Stage of drug use by site (Q37) 
 

Stage of use New 
Delhi Jakarta Tehran Pakistan Total 

Years 
since first 

use 
Experimental / habitual 9% 5% 1% 4% 5% 3.6 yrs 
Excessive / dependent 59% 75% 74% 86% 74% 7.8 yrs 
Recovered / recovering 32% 20% 25% 10% 21% 8.1 yrs 
Total 414 519 280 435 1648 7.6 yrs 
Source: Q37: Interviewer: Please identify stage of drugs use (One option only) Back to main text 
 
Table 48:  Intensive drug use by site- (Q30), (compared with LQP) 
 

Drug used New 
Delhi Jakarta Tehran Pakistan Total LQP 

Marijuana / hash 30% 44% 23% 56% 40% 54% 
Heroin 2% 21% 57% 62% 33% 37% 

Brown sugar 30% 0% 4% 2% 9% 10% 
Opium 0% 0% 30% 3% 6% 7% 
Amphetamine Type Stimulant 0% 9% 1% 0% 3% 6% 

Sleeping pills64  1% 4% 1% 0% 2% 3% 
Ecstacy / Designer drugs 0% 4% 2% 2% 2% 5% 
Non-opiate pharmac.’s 15% 0% 1% 0% 4% 5% 

Cocktails 25% 0% 0% 1% 7% 7% 
Opiate pharmaceuticals 8% 0% 3% 1% 3% 3% 
Buprenorphine  1% 0% 1% 13% 4% 4% 

Solvents 5% 0% 0% 1% 2% 2% 
Cocaine 1% 0% 1% 0% 0% 1% 
Hallucigenics 0% 0% 0% 1% 0% 0% 
Methadone 0% 0% 1% 0% 0% 0% 

Number of respondents 414 519 281 435 1649 
Source: Q30: Column E: Frequency (last 3 months); those that answered “>once a week”, “Once a day”, or 
“>once a day” Back to main text 
 

                                                      
 
 
64 At the request of the research team in Jakarta, sleeping pills were considered a separate drug rather than included in the 
non-opiate pharmaceuticals. The pharmaceuticals in the list are those pharmaceuticals that are injected in New Delhi and 
Pakistan. 
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Table 49:  Age at initiation by site (Q30) 
 

 Age group New Delhi Jakarta Tehran Pakistan Total 

< 13 years 27% 10% 5% 37% 21% 
13-15 years 29% 39% 17% 33% 31% 
16-18 years 29% 34% 27% 21% 28% 
19-21 years 10% 15% 29% 7% 14% 

22-25 years 4% 3% 14% 2% 5% 
> 25 years 1% 0% 8% 0% 2% 
Average age 15 yrs 16 yrs 19 yrs 14 yrs 16 yrs 
Respondents  412 518 279 435 1644 
Source: Q30: Column 1: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Column C: How old were you when you first used it? Back to main text 
 
Table 50:  Drug of initiation by site (Q30) 
 

Drug New Delhi Jakarta Tehran Pakistan Total 

Marijuana / Hash 60% 69% 32% 88% 66% 
Opium 1% 0% 37% 5% 8% 
Heroin 2% 6% 24% 2% 5% 

Brown sugar 20% 0% 1% 0% 5% 
Ecstacy 0% 4% 1% 0% 2% 
Cocaine 0% 0% 1% 0% 0% 

Sleeping pills 1% 15% 0% 0% 5% 
Opiate pharmaceuticals 5% 0% 2% 0% 2% 
Solvents 5% 0% 0% 1% 2% 

Non-opiate pharmaceuticals 4% 0% 0% 0% 1% 
Buprenorphine 0% 0% 0% 3% 1% 
Other (<1% each) 2% 6% 2% 1% 3% 
Respondents   414 519 279 435 1647 
Source: Q30: Column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt  Back to main text 
 
Table 51:  Immediate opiate use by site (Q30) 
 

 Opiate use New Delhi Jakarta Tehran Pakistan Total 

Started with opiates 36% 14% 71% 9% 31% 
Switched towards opiate 64% 86% 30% 91% 69% 

Opiate 
users 
(LTP) Opiate users 339 226 251 379 1195 

Source: Q30: Column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt.  Back to main text 
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Table 52:  Immediate injecting by site (Q30) 
 

 Injecting use New Delhi Jakarta Tehran Pakistan Total 

Started with injecting 8% 16% 23% 9% 14% 
Switched towards injecting 92% 84% 77% 91% 86% PID 

(LTP) 
PID 222 187 181 148 738 

Source: Q30: Column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt  Back to main text 
 
Table 53:  Contributing factors of drug use by site (Q29) 
 

Statement New Delhi Jakarta Tehran Pakistan Total 

The large majority of PUD starts using 
drugs when they have personal problems. 65% 55% 70% 58% 61% 

The large majority of PUD is persuaded (or 
talked) into it by peers. 66% 71% 60% 73% 69% 

People start using drugs out of boredom or 
loneliness. 56% 48% 65% 56% 55% 

The large majority of PUD try to persuade 
people around them to start using drugs 43% 47% 51% 62% 51% 

A drug career usually goes hand in hand 
with a dysfunctional family. 56% 35% 43% 83% 54% 

Respondents 410 518 280 433 1641 

Source: Q29: To what extent to you agree with the following statements? (GO THROUGH LIST ONE BY ONE) 
3 point-scale: Disagree - Somewhat agree –Agree Back to main text 
 
Table 54:  Person PUD talks with most on drug use and drug related problems by site (Q62) 
 

Contact person New Delhi Jakarta Tehran Pakistan Total 

Fellow PUD 40% 61% 35% 60% 51% 
Nobody 26% 3% 34% 8% 15% 
Friend (non PUD) 9% 17% 2% 6% 9% 
Partner / Spouse 3% 7% 6% 3% 4% 
Mother 2% 2% 6% 9% 4% 
Service provider 7% 1% 0% 3% 3% 
Sibling 1% 2% 5% 3% 2% 
Parents 3% 2% 1% 3% 2% 
Doctor / Hospital 1% 1% 6% 1% 2% 
Counsellor 4% 0% 0% 1% 1% 
Acquaintance 1% 0% 1% 2% 1% 
Father 1% 0% 1% 2% 1% 
Respondents 414 518 279 435 1646 
Source: Q62: Who do you talk with MOST about your drug use or drug-related problems? (One answer only)  
 Back to main text 
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Table 55:  Closest non-PUD by site (Q63) 
 

Closest person New Delhi Jakarta Tehran Pakistan Total 

Mother 20% 14% 5% 46% 23% 
Friend / Peer 20% 34% 1% 8% 18% 
Relative 6% 6% 74% 6% 18% 
Nobody close 34% 3% 0% 10% 12% 
Sibling 8% 12% 8% 18% 12% 
Partner / Spouse 5% 17% 3% 6% 9% 
Father 3% 8% 0% 4% 4% 
Neighbour 0% 1% 0% 0% 0% 
No answer 1% 1% 3% 1% 1% 
Don’t know 1% 0% 0% 0% 0% 
Other   3% 4% 6% 0% 3% 
Respondents 414 517 279 435 1645 
Source: Q63:  Who is closest to you that does NOT use drugs? (One answer only)  Back to main text 
 
Table 56:  Closest person’s reaction / behaviour by site (Q66- Q68) 
 

Closest person’s reaction New Delhi Jakarta Tehran Pakistan Total 

Initial ++ ++++ ++ ++ +++ 
Current  +++ ++  ++ Didn’t know of drug use 

Desired  +++ +  ++ 
Initial ++ + ++ +++ ++ 

Current ++  ++ +++ ++ Urged me to stop 

Desired +  +++  ++ 
Initial ++ + +++ ++ ++ 

Angry 
Current   ++ + + 
Initial + + + + + 

Stricter 
Desired   ++   

Initial + + +++ + + 
Broke relationship 

Current   +++  + 
Initial + + + + + 

Indifferent 
Current + + + + + 
Initial + + + + + 

Current +  + + + General positive support 

Desired ++ ++ ++ ++ ++ 
Current ++ + + ++ + 

Love, affection 
Desired +++ + ++ +++ +++ 

Current +   +  
Respect 

Desired + + + ++ + 
Current    +  

Moral support 
Desired ++ + + ++ + 

Respondents  414 519 281 435 1649 

Source: Q66: What was the initial reaction / behaviour towards your drug use of the person closest to you? 
Q67: What is his/her current behaviour? Q68: What would you like this person’s behaviour to be? Do not read 
the options. More answers possible; maximum 3) and  corresponding questions in the open interviews. ‘blank’ 
not at all, +rare, ++occasional, +++somewhat common, ++++ common. Back to main text 
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Table 57:  Parents initial, current and desired reaction / behaviour by site (Q66- Q68) 
 

Parents’ reactions  New Delhi Jakarta Tehran Pakistan Total 

Initial +++ +++ ++ ++ +++ 
Current ++ +++ ++  ++ Didn’t know of drug use 

Desired + ++ +  + 

Initial ++ +++ +++ ++ +++ 
Angry 

Current + + ++ ++ + 
Initial ++ + ++ ++ ++ 

Current ++ ++ ++ ++ ++ Urged me to stop 

Desired + + +++  + 
Initial + + + +++ + 

Current + + + + + Stricter 

Desired +  ++ + + 
Initial   ++   

Broke relationship 
Current +  ++ + + 
Initial + + + + + 

Indifferent 
Current + + + + + 

Current + + + + + 
General positive support 

Desired + + + ++ + 
Current + + + + + 

Love, affection 
Desired ++ ++ ++ ++++ +++ 

Respect Desired +   + + 
Moral support Desired + ++ + + + 

Respondents  414 519 281 435 1649 
Source: Q66: What was the initial reaction / behaviour towards your drug use of your parents? Q67: What is 
their current behaviour? Q68: What would you like your parent’s behaviour to be? Do not read the options. 
More answers possible; maximum 3). (In order of frequency of initial reaction). ‘blank’ not at all, +rare, 
++occasional, +++somewhat common, ++++ common. Back to main text 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 142

Table 58:  Friends’ initial, current and desired reaction/behaviour by site (Q66-Q68) 
 

Friends (non-PUD) reactions New Delhi Jakarta Tehran Pakistan Total 

Initial + ++ + + + 
Didn’t know of drug use 

Current + +   + 
Angry Initial + + + + + 

Initial +++ ++ ++ ++++ +++ 
Current ++ +++ + ++ ++ Urged me to stop 
Desired + ++ +++ + ++ 
Initial   ++  + 

Broke relationship 
Current + + +++ +++ ++ 
Initial   + ++ + 

Gave up hope 
Current + +   + 
Initial   +   

Current + + + + + General positive support 
Desired ++ ++ ++ ++ ++ 
Current + + + + + 

Love, affection 
Desired ++ + ++ +++ ++ 

Respect Desired + + ++ + + 
Current    +  

Moral support 
Desired + ++  ++ + 

Respondents  414 519 281 435 1649 
Source: Q66: What was the initial reaction / behaviour towards your drug use of your parents? Q67: What is 
their current behaviour? Q68: What would you like your parent’s behaviour to be? Do not read the options. 
More answers possible; maximum 3). ‘blank’ not at all, +rare, ++occasional, +++somewhat common, ++++ 
common.  Back to main text 
 
Table 59:  Partner/spouse initial, current and desired reaction / behaviour by site (Q66- Q68) 
 

Partner’s reactions  New Delhi Jakarta Tehran Pakistan Total 

Initial + ++ + + + 
Current + ++ +  + Didn’t know of drug use 

Desired  ++   + 
Broken relationship Current + + +++ + + 

Initial ++ ++ + ++ ++ 
Current + ++ + + + Urged me to stop 
Desired + + +++ + + 
Initial + ++ +  + 

Angry 
Current   +   
Initial + + + + + 

Indifferent 
Current + +   + 
Current + ++   + 

Love , affection 
Desired ++ ++ ++ + ++ 

Moral support Desired + ++   + 
Respondents  414 519 281 435 1649 
Source: Q66: What was the initial reaction / behaviour towards your drug use of your Boyfriend / Girlfriend / 
Partner / Spouse? Do not read the options. More answers possible; maximum 3). ‘blank’ not at all, +rare, 
++occasional, +++somewhat common, ++++ common. Back to main text 
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Table 60:  Prevalence of drug use in school by site (Q64) 
 

Prevalence New Delhi Jakarta Tehran Pakistan Total 

No, not at all 66% 8% 77% 89% 54% 
Rare 15% 26% 13% 6% 16% 

Somewhat common 7% 13% 5% 3% 8% 
Common 7% 40% 3% 2% 16% 
Very common 5% 13% 2% 0% 6% 
Respondents 272 469 272 319 1332 
Source: Q 64: When you were going to school, was there any drug use in school?  
If yes, how common was it? (One answer only. Only those that went to school)  Back to main text 
 
Table 61:  Drug use while going to school by site (Q65) 
 

Use New Delhi Jakarta Tehran Pakistan Total 

Used  30% 70% 17% 12% 38% 
Did not use  70% 30% 83% 88% 62% 
Respondents 281 499 277 284 1341 
Source: Q65: Did you use drugs when you were going to school? (One answer only) Back to main text 
 
Table 62:  Opiate injecting amongst opiate users by site (Q31)  
 
Opiate injecting New Delhi Jakarta Tehran Pakistan Total 
Never injected opiates 89% 20% 30% 80% 60% 
Injected opiates 11% 80% 70% 20% 40% 
Respondents 318 226 248 377 1169 
Source: Q30: Column A: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt. Back to main text 
 
Table 63:  Non-PID / PID by site (Q37) 
 
Mode of intake New  Delhi Jakarta Tehran Pakistan Total 

Non-PID 47% 65% 34% 66% 55% 
PID 53% 35% 66% 34% 45% 
Respondents 414 519 280 423 1636 
Source: Q37: Interviewer: Please identify stage of drugs use (One option only) Back to main text 
 
Table 64:  Gradual versus clarity of switch (Q31) 
 

Aspects New Delhi Jakarta Tehran Pakistan Total 

 Switch 
1 

Switch 
2 

Switch 
1 

Switch 
2 

Switch 
1 

Switch 
2 

Switch 
1 

Switch  
2 

Switch 
1 

Switch 
2 

Clear 40% 56% 55% 62% 63% 76% 40% 64% 50% 62% 
Gradual 60% 44% 45% 39% 38% 24% 60% 36% 50% 38% 
# 295 112 346 192 192 86 93 28 926 418 
Source: Q31: Was is a clear or a gradual switch? Back to main text 
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Table 65:  Period until switch towards injecting by site (Q32) 
 

 Period New Delhi Jakarta Tehran Pakistan Total 

Less than 1 year 8% 23% 13% 0% 11% 
1-3 years 25% 44% 31% 19% 30% 

3-5 years 33% 20% 14% 26% 22% 
5-10 years 37% 12% 38% 48% 33% 
10 years or more 6% 0% 5% 6% 4% 
Respondents 201 145 80 131 557 
Source: Q31: Two most crucial switches. Identify switches towards / away from 
 injecting or towards / away from “harder” drug, and fill out table below.  Back to main text 
 
Table 66:  Opiate use and injecting (Q31)  
 

Injecting use 
 

Never injected Started with 
injecting 

Switched to 
injecting Respondents 

419 12 23 454 
92% 3% 5% 100%Never used 

opiate 
47% 13% 4% 28% 

80 385 465 
17% 83% 100%Injected opiate  

84% 61% 29% 
478 3 223 704 

68% 0% 32% 100%

Opiate use 

Never injected 
opiate (but 
used opiate) 53% 3% 35% 43% 

897 95 631 1623 
55% 6% 39% 100%Respondents 

100% 100% 100% 100% 
Source: Q30: Column 1: Which drugs have you ever used? WRITE DOWN IN CHRONOLOGICAL ORDER. 
Write down local names if in doubt. Column 2: How have you taken it? (DO NOT READ OPTIONS. More than 
one answer possible. USE DIFFERENT ROW FOR EACH MODE OF INTAKE) Back to main text 
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Table 67:  Very much a factor for Switch 2 by bite (Q32) (Compared with Switch 1) 
 

 Factor  New Delhi Jakarta Tehran Pakistan Switch 
1  

Switch 
2 

Strength of drug (quicker high) 62% 60% 80% 79% 68% 67% 

Peer pressure 42% 54% 43% 43% 55% 47% 

Curiosity 39% 69% 52% - 50% 52% 

Relaxation / Sleep 52% - 76% 49% 46% 46% 

Easier availability new drug 53% - 62% 66% 44% 46% 

Suppression of feelings 34% 33% 45% - 36% 35% 

Fashionable - - 33% - - - 

To be different 38% - 36% - - - 

To enhance confidence 38% - 33% - - - 

Performance at work / school - - 40% - - - 

Lack of availability new drug 33% - 59% 47% - 36% 

Price 52% - - - - 33% 

Easier to use in public - - 47% - - - 

Bored with previous high 44% - 63% 58% - 44% 

Lack availability previous drug 40% - 45% 33% - - 

Tried to give up previous drug 38% - - - - - 

Respondents  112 181 86 70 1150 449 

Source: Q32: To what extent have the items below been a factor in your Switch 2? GO THROUGH THE LIST 
ONE BY ONE. Those scores that were rated “Very much” a factor by >33% of the respondents are included 
  Back to main text 
 
Table 68:  Overdose in immediate environment by site (Q55) 
 

Frequency New Delhi Jakarta Tehran Pakistan Total 

No, never 50% 22% 33% 19% 30% 
1-3 times 20% 58% 33% 28% 37% 
> 3 times 29% 

49% 
15% 

73% 
32% 

65% 
50% 

78% 
31% 

68% 

Don’t know 1% 3% 1% 3% 2% 
Respondents 412 517 271 434 1634 
Source: Q55: Has anyone in your immediate environment experienced OD? If so, how often? (One answer only) 
  Back to main text 
Table 69:  Intention of overdose by site (Q53) 
 
Intention New Delhi Tehran Pakistan 
Not at all 44% 47% 76% 
Somewhat 21% 29% 11% 
Totally 35% 20% 11% 

NA/ Don’t know  0% 4% 3% 
Respondents 133 87 229 
Source: Q53: How intentional was it? (The overdose; One answer only)   Back to main text 
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Table 70:  Carer after overdose by site (Q54) 
 

Carer New Delhi Jakarta Tehran Pakistan Total 

Friends (PUD) 32% 57% 32% 41% 40% 
No one 43% 2% 32% 26% 28% 
Parent(s) 9% 18% 6% 11% 11% 
Friends (non PUD) 5% 9% 5% 9% 7% 
Partner / Spouse 2% 4% 8% 2% 3% 
Sibling(s) 0% 1% 3% 4% 2% 
Relative(s) 2% 6% 1% 2% 2% 
Doctor 2% 1% 7% 0% 2% 
Other65 5% 4% 6% 5% % 
Respondents 133 82 87 203 505 
Source: Q54:  Who looked after you when you OD’d? (One answer only) Back to main text 
 
Table 71:  Effect of overdose experience by site (Q56) 
 
Effect New Delhi Jakarta Tehran Pakistan Total 
No effect 47% 29% 72% 54% 47% 
Became more careful 28% 33% 6% 28% 26% 
Decreased drug use 17% 33% 15% 11% 20% 
Went into treatment 5% 2% 4% 4% 4% 

Switched to other drug(s) 2% 2% 2% 2% 2% 
Switched to other mode 1% 1% 2% 2% 1% 
Respondents 205 377 187 343 1112 
Source: Q56: How did this /these OD experience(s) influence your attitude towards your drug use, if at all? (DO 
NOT READ OPTIONS. One answer only) Back to main text 
 
Table 72:  Attitudes on abstinence by site (Q29) 
 

Statement New 
Delhi Jakarta Tehran Pakistan Total 

The large majority of PUD wishes to quit, but 
find themselves unable to do so (6). (n=1641) 84% 76% 65% 84% 78% 

I can stop injecting completely if I set my mind 
to it (19). (Only PID: n=683) 74% 79% 87% 90% 82% 

I can only stop using drugs if I move away and 
stay away (11). (n=1643) 63% 28% 74% 40% 48% 

Source: Q29: To what extent to you agree with the following statements?  
(GO THROUGH LIST ONE BY ONE). 3 point-scale: Disagree - Somewhat agree –Agree Back to main text 
 

                                                      
 
 
65 NGO worker ,  Outreach worker, Peers support group, Religious leader, Counsellor, School / Teacher(s), Community 
leaders, Police, Government Officer, NA/Don’t know,  were mentioned fewer than 5 times. 
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Table 73:  Self-estimation of chance of abstinence by site (Q57) 
 

New Delhi Jakarta Tehran Pakistan Total Chance of 
abstinence Non 

PID PID Non 
PID PID Non 

PID PID Non 
PID PID Non 

PID PID 

No, never 5% 6% 0% 1% 7% 2% 1% 2% 3% 2% 
No, probably not 13% 14% 4% 3% 2% 4% 3% 4% 6% 5% 
Yes, possibly  39% 29% 70% 58% 55% 54% 50% 31% 53% 42% 
Yes, definitely 40% 38% 25% 37% 37% 33% 42% 61% 36% 46% 
Don’t care 7% 13% 1% 1% 2% 7% 2% 2% 3% 4% 
Respondents 149 120 141 235 121 57 119 254 530 666 
Source: Q57: What are the chances of you ever being able to stop using drugs? 
(One answer only) (Only active users as per Q34) Back to main text 
 
Table 74:  Frequency of “self-treatment” by site (Q42) 
 
Frequency New Delhi Jakarta Tehran Pakistan Total 
No, never 42% 27% 27% 51% 37% 
Once 9% 15% 15% 12% 13% 
A couple of times 25% 28% 35% 16% 25% 
Several times (4-7) 11% 16% 8% 7% 11% 

Many times (>7) 11% 5% 10% 6% 8% 
All the time 2% 6% 5% 5% 5% 
No Answer / Don’t know 0% 2% 0% 2% 1% 
 Respondents  413 518 279 435 1645 
Source: Q42: Do / Did you ever consciously reduce your intake by yourself? If so, how often? (One answer only)
 Back to main text 
 
Table 75:  “Self-Treatment” (Q42) by stage of drug use (Q37) 
 

Frequency Experimental Excessive/ 
Dependent 

Recovered/ 
Recovering Total 

No, never 58% 39% 28% 37% 
1-3 times 27% 39% 39% 38% 
More than 3 times 13% 22% 31% 24% 

No Answer / Don’t know 2% 1% 2% 1% 
Respondents  87 1203 343 1633 
Source: Q42: Do/Did you ever consciously reduce your intake by yourself? If so, how  
often? (One answer only) versus stage of drug use as identified by interviewer (Q37) Back to main text 
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Table 76:  Ways to stay away from drugs by site (Q43) 
 

Activity New Delhi Jakarta Tehran Pakistan Total 

Avoid drug using friends 34% 56% 22% 16% 36% 
Occupy oneself 16% 44% 43% 19% 32% 
Avoid going to certain places  20% 32% 15% 21% 24% 
Stay home 24% 10% 0% 27% 15% 
Start or shift to alcohol 15% 16% 9% 3% 12% 
Move 17% 8% 10% 13% 11% 
Change lifestyle 6% 10% 12% 16% 11% 
Spiritual / religious focus 0% 16% 3% 6% 8% 
Pursue hobbies 0% 12% 9% 8% 8% 
Respondents 236 361 173 203 973 
Source: Q43: What do/did you do to stay away from drugs? (DO NOT READ THE OPTIONS. More answers 
possible).  Back to main text 
 
Table 77:  Who should be / have been involved to help you to stop? by site (Q44) 
 

Desired supporter New Delhi Jakarta Tehran Pakistan Total 

Parent(s) 23% 66% 50% 53% 50% 
Friends (non PUD) 11% 34% 10% 13% 20% 
Partner / Spouse 3% 40% 12% 6% 19% 
Sibling(s) 1% 16% 14% 30% 15% 
Friends (PUD) 7% 25% 6% 2% 13% 
No one 27% 9% 0% 10% 12% 
Relative(s) 4% 16% 6% 8% 10% 
Doctor 6% 11% 4% 13% 9% 
NGO worker 15% 3% 5% 16% 9% 
Outreach worker 1% 1% 0% 12% 4% 
Peers support group 6% 3% 1% 2% 3% 
Religious leader 1% 7% 0% 1% 3% 
Counsellor 3% 2% 1% 2% 2% 
School / Teacher(s) 0% 3% 0% 0% 1% 
Community leaders 0% 2% 0% 2% 1% 
Police 2% 2% 0% 0% 1% 
Government Officer 0% 1% 1% 0% 0% 
/NA/Don’t know 6% 1% 0% 1% 2% 
Respondents 235 362 142 204 943 
Source: Q44: As above (DO NOT READ THE OPTIONS. More answers possible). Back to main text 
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Table 78:  Treatment by site (Q33) 
 

Treatment New Delhi Jakarta Tehran Pakistan Total 

Never treated 65% 91% 57% 54% 69% 
Ever treated 35% 9% 43% 46% 31% 
# of respondents 414 519 281 435 1649 
Of those who received treatment: 
    One successful66 11% 9% 2% 13% 9% 
    One unsuccessful 28% 13% 8% 32% 23% 
    More than one treatment67  61% 79% 90% 56% 68% 
Respondents 143 46  122  199  512  
Source: Q33: Have you ever been treated? How long did your least and most successful treatment last?  

Back to main text 
Table 79:  (Knowledge of) availability of drug use related services by site (Q69) 
 

Site New Delhi Jakarta Tehran Pakistan Drug use related 
service Source Non- 

PID PID Non- 
PID PID Non- 

PID PID Non- 
PID PID 

PUD 54% 54% 73% 78% 14% 8% 45% 58% 
Hospital / Medical Services  

SRM Limited* Widely*** Somewhat** Somewhat 

PUD 52% 65% 31% 46% 25% 9% 78% 73% 
Detoxification centres 

SRM Limited Limited Widely Somewhat 

PUD 62% 65% 81% 88% 13% 5% 69% 71% 
Residential rehab centres 

SRM Limited Widely Limited Limited 

PUD 43% 41% 61% 67% 5% 1% 29% 18% 
Day care 

SRM Limited Widely Not available Limited 

PUD 25% 44% 32% 59% 23% 46% 76% 88% 
Drop-in centres 

SRM Limited Somewhat Limited Somewhat 

PUD 11% 19% 26% 40% 4% 3% 74% 85% 
Street-based / Outreach  

SRM Somewhat Limited Limited Somewhat 

PUD 35% 30% 36% 44% 18% 14% 3% 6% 
Peer groups / Self-support  

SRM Somewhat Limited Somewhat Limited 

PUD 16% 72% 33% 57% 5% 14% 10% 67% 
NSEP 

SRM Limited Limited Limited Somewhat 

PUD 2% 4% 17% 32% 6% 16% 1% 1% 
MMT / BMT 

SRM Not available Limited Limited Not available 

Respondents (average) 192 219 301 144 94 184 278 147 
Sources: Each first row: Q69: Which of the following drug related services are available?  Each second row: As 
filled out  by the SRM based on analysis of existing data, August 2004: To what extent are the following drug 
related services are available? Back to main text (Chapter 1)        Back to main text (Chapter 4) 
 *Limited availability (covering a small part of the target group)     
**Available to some degree (covering a sizable part of the target group)  
***Widely available                 
 
                                                      
 
 
66 In case of one treatment, it was deemed “successful” if the respondent was not using at the time of the interview and 
“unsuccessful” if the person was using. The period of abstinence after these treatments will be covered elsewhere.  
67 The (perceived) success of these treatments will be cover in the sections below. 
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Table 80:  Use of drug use related services by site (Q70) 
 
Drug use related service New Delhi Jakarta68 Tehran Pakistan 
Hospital / Medical Services  18% 15% 5% 25% 

Detoxification centres 31% 8% 10% 39% 

Residential rehab centres 30% 15% 7% 28% 

Day care 19% 15% 1% 47% 

Drop-in centres 17% 12% 26% 73% 

Street-based / Outreach  4% 9% 2% 75% 

Peer groups / Self-support  20% 12% 4% 13% 

NSEP 34% 15% 7% 38% 

MMT / BMT 1% 2% 9% 7% 

Respondents 409-414 398-497 278-279 416-427 

Source: Q70: What kind of services have you received? GO THROUGH LIST ONE BY ONE. (Proportions of 
the total group, regardless of knowledge of availability (Q69).    
    Back to main text 
 
Table 81:  Constraints to access or complete drug use related services by site (Q73) 
 

Constraints New 
Delhi Jakarta Tehran Pakistan Total 

No knowledge of services 61% 61% 58% 8% 46% 
Lengthy / time-consuming 46% 45% 21% 36% 38% 
Lack of available services 51% 46% 51% 8% 38% 
Price 34% 60% 24% 5% 32% 
Distance 32% 39% 22% 21% 29% 
Lack of space in centre 39% 33% 23% 14% 27% 
Other obligations 36% 38% 16% 8% 25% 
Bad reputation of centre 20% 25% 8% 1% 20% 
Fear of exposing addiction 18% 30% 21% 2% 18% 
Discrimination/stigma 24% 27% 9% 8% 18% 
Fear of residing with HIV/AIDS infected clients 22% 20% 28% 2% 18% 
Law 17% 21% 14% 5% 14% 
Fear of residing with PUDs  14% 12% 22% 2% 12% 
Respondents 345 437 271 376 1429 
Source: Q73: What are the constraints to access or complete these services (GO THROUGH THE LIST ONE 
BY ONE. Ask if there are any other constraints.) Those that answered “Very much” on a three point scale: “Not 
at all” – “Some extent” – “”Very much”.  (“No answer”, “Not applicable”, “Don’t know” are discarded)   
 Back to main text 
 

                                                      
 
 
68 In Jakarta, some interviewers skipped this question when the services was logically not applicable to them,  resulting in 
slightly higher percentages than in reality. 
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Table 82:  Drug use related services that helped most physically by site Q71) 
 

Drug use related service New 
Delhi 

Jak 
arta 

Teh 
ran 

Paki 
stan Total 

Residential rehabilitation centres 89% 87% 90% 66% 82% 294 
Drop-in centres 77% 60% 57% 81% 74% 446 
Detoxification centres 77% 65% 76% 66% 71% 312 
Needle and Syringe Exchange Programme 63% 57% 61% 78% 66% 292 
MMT / BMT(Pharmacotherapy) - - 75% - 46% 44 
Peer groups / Self-support peer groups 40% 52% 42% 48% 44% 152 
Day care 56% 58% - 59% 58% 222 
Hospital / Medical Services  62% 58% 15% 41% 51% 231 
Street-based/Outreach /Community-based 38% 36% - 53% 49% 308 
Source: Q71: Which of these services helped you most physically? (Only when total is at least 10 respondents 
per service at the site) More answers possible. Back to main text 
 
Table 83:  Drug use related services that helped most in staying off drugs by site (Q72) 
 

Drug use related service New 
Delhi 

Jak 
arta 

Teh 
ran 

Paki 
stan Total 

Residential rehabilitation centres 69% 76% 85% 52% 66% 294 
Drop-in centres 24% 48% 56% 50% 47% 446 
Detoxification centres 41% 52% 79% 47% 48% 312 
Needle and syringe exchange programme 19% 11% 44% 23% 20% 292 
MMT / BMT - - 75% 0% 46% 44 
Peer groups / Self-support peer groups 71% 57% 42% 43% 61% 152 
Day care 63% 18% - 8% 29% 222 
Hospital / Medical services  29% 39% 15% 11% 25% 231 
Street-based/Outreach /Community-based 13% 52% - 35% 35% 308 
Source: Q72: Which of these services helped you most to stay off drugs? (Only when the total is at least 10 
respondents per service) More answers possible. Back to main text 
 
Table 84:  Frequency of relapse by site (Q35) 
 

Frequency New Delhi Jakarta Tehran Pakistan Total 

No, never 15% 10% 11% 9% 11% 
Once 24% 27% 21% 19% 22% 

A couple of times 30% 48% 47% 20% 32% 
Many times 27% 10% 17% 48% 31% 
On and off all the time 4% 4% 4% 6% 5% 
Respondents  141 48 119 189 497 
Source: Q35:  Have you ever relapsed? If “No, never” go to Q37 Back to main text 
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Table 85:  Factors for relapse by site (Q36) 
 
Reason / Factor New Delhi Jakarta Tehran Pakistan Total 

Constant exposure to PUD friends 28% 73% 17% 31% 30% 
Emotional/mental state 18% 29% 36% 32% 30% 
Family problem(s) 29% 32% 23% 29% 28% 
Persuasion from PUD friends 5% 24% 22% 45% 26% 
Irresistible urge to use 26% 17% 31% 24% 26% 
Wanted to use 21% 64% 11% 23% 23% 
Unemployment /Financial reasons 14% 2% 20% 21% 17% 
Lack of moral support 14% 15% 5% 13% 11% 
Underestimated power of drug 8% 7% 3% 17% 10% 
Rejection/discrimination/stigma 5% 5% 4% 18% 10% 
Overconfidence 10% 0% 1% 15% 9% 
Sex-related reason 13% 2% 3% 9% 8% 
Work pressure 6% 0% 9% 8% 7% 
Respondents 120 41 106 166 433 
Source: Q36: What are the factors that made / make you relapse? (DO NOT READ THE OPTIONS. More 
answers possible). Only those respondents that had been in treatment. Back to main text 
 
Table 86:  Income / expenditure per day by site (Q11) 
 

New Delhi Jakarta Tehran Pakistan “Expend 
denture” Non 

PID PID Tot Non 
PID PID Total Non 

PID PID Total Non 
PID PID Tot 

Mean 205 170 186 32,247 42,546 35,932 70,777 47,445 55,391 226* 333* 263* 

In US$ $4.04 $3.81 $7.01 $4.37 

75% 237 200 233 43,750 50,000 50,000 85,000 60,000 70,000 200 300 200 

Resp. 178 208 386 332 185 517 94 182 276 284 149 433 

Source: Q11: How much do /did you make in a day / month? (Monthly income /30).  
FOR NON-ACTIVE USERS; INCOME DURING THE LAST MONTHS OF USE 
*This includes some reported incomes of more than Rs. 5,000 / day, which are probably exaggerations or ‘lucky breaks’, 
rather than a reflection of one’s average income over a longer period Back to main text 
 
Table 87:  Average daily expenses on drugs by site (Q12) 
 

New Delhi Jakarta Tehran Pakistan Expen 
diture 
on 
drugs Non 

PID PID Tot Non 
PID PID Total Non 

PID PID Total Non 
PID PID Tot 

Mean 170 157 163 21,480 43,031 29,261 56,406 51,995 53,507 121 169 138 

in US$ $3.54 $3.10 $6.77 $2.29 

75% 200 150 200 25,000 50,000 40,000 60,000 70,000 70,000 150 190 150 

% on 
drugs 83% 92% 88% 66% 101% 81% 80% 110% 97% 54% 51% 52% 

Resp. 191 218 409 315 178 519 96 184 280 283 149 432 

Source: Q12: How much are / were your average daily expenses on drugs? Back to main text 
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Table 88:  Contact with police by site (Q75) 
 

Contact New Delhi Jakarta Tehran Pakistan Total 

No, never 37% 81% 29% 29% 48% 
Respondents 414 518 272 413 1617 
Of those that had been in contact with the police in relation to their drug use: 

Imprisoned 48% 39% 74% 53% 54% 
Physically abused 31% 26% 52% 63% 46% 

Money taken away 29% 21% 3% 61% 33% 
Drug (s) taken away 11% 26% 9% 52% 26% 
Verbal abuse 10% 9% 9% 45% 22% 

Police custody 18% 19% 20% 12% 16% 
Arrested 9% 28% 14% 9% 12% 
Valuables taken away 4% 6% 2% 11% 6% 

Forced to rat on PUD 3% 10% 3% 0% 3% 
Sexually abused 1% 0% 0% 1% 1% 
Other 2% 6% 1% 0% 2% 
Respondents  259 98 193 290 840 

Source: Q75: Have you ever been in contact with the police in relation to your drug use?  
If Yes, what did they do? (DO NOT READ OPTIONS. More than one answer possible)  Back to main text 
 
Table 89:  Drug use related offence by site (Q76) 
 

Contact New Delhi Jakarta Tehran Pakistan Total 
Possession 10% 58% 42% 74% 45% 
Using drugs / Intoxicated 17% 26% 60% 37% 38% 

Fighting / Violence 28% 0% 3% 16% 14% 
Theft / Robbery 28% 8% 4% 10% 13% 
Selling of drugs 2% 5% 21% 15% 13% 

Drug trafficking 2% 0% 1% 3% 2% 
Murder 5% 0% 0% 1% 2% 
Fraud 3% 0% 1% 1% 2% 

Sex work 1% 0% 1% 0% 0% 
Other: 16% 13% 1% 2% 7% 
Respondents  123 38 145 148 454 
Source: Q76: Under which offence(s) were you sent to jail or prison? (DO NOT READ OPTIONS. More than 
one answer possible). Only those who had been jailed or imprisoned in relation to their drug use  
 Back to main text 
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Table 90:  Prevalence of drug use in prison by site (Q68) 
 

Prevalence New Delhi Jakarta Tehran Pakistan Total 

No, not at all 35% 8% 7% 10% 16% 
Rare 21% 11% 6% 3% 9% 

Somewhat common 11% 6% 7% 17% 12% 
Common 17% 44% 2% 31% 19% 
Very common 12% 19% 78% 27% 38% 

No answer 0% 0% 0% 12% 4% 
Don’t know 3% 11% 0% 1% 2% 
Respondents 123 36 145 155 459 
Source: Q78:  Was there any drug use in prison? If yes, how common was it? (One answer only) 
  Back to main text 
 
Table 91:  Development of drug use in prison by site (Q79) 
 

Development New Delhi Jakarta Tehran Pakistan Total 

Stopped using 57% 40% 35% 23% 37% 
Decreased 27% 50% 42% 52% 42% 
Remained the same 10% 11% 12% 7% 9% 
Increased 3% 0% 12% 1% 5% 

Started using 0% 0% 0% 1% 0% 
Respondents  123 38 144 155 460 
Source: Q79: How is / was your drug use in prison, compared to previous? (One answer only) 
  Back to main text 
 
Table 92:  Way to get drugs while in prison by site (Q80) 
 

Method New Delhi Jakarta Tehran Pakistan Total 

Pay fellow inmates 14% 40% 81% 17% 32% 
Bribe official(s) 17% 15% 2% 39% 19% 
Other favours 3% 3% 8% 35% 16% 
Smuggled in 8% 6% 5% 8% 7% 

Nothing / Presented 7% 20% 2% 3% 6% 
Sex 0% 0% 8% 0% 2% 
Forced to rat on PUD 0% 0% 1% 1% 1% 
Respondents  123 35 83 135 376 
Source: Q80: What did you have to do to get drugs while in prison? (DO NOT READ OPTIONS. More answers 
possible).  Back to main text 
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Table 93:  Prevalence of unprotected sex in prison by site (Q82) 
 

Frequency New Delhi Jakarta Tehran Pakistan Total 

120 35 126 121 402 
No never 

97.6% 94.6% 89.4% 78.1% 88.2% 
2 1 6 6 15 

Rarely 
1.6% 2.7% 4.3% 3.9% 3.3% 

0 0 2 1 3 
Sometimes 

.0% .0% 1.4% .6% .7% 
0 0 2 1 3 

Often 
.0% .0% 1.4% .6% .7% 

0 0 3 2 5 
Always 

.0% .0% 2.1% 1.3% 1.1% 
0 0 1 19 20 

No answer 
.0% .0% .7% 12.3% 4.4% 

1 1 1 5 8 
Don't know 

.8% 2.7% .7% 3.2% 1.8% 
Respondents  123 37 141 155 456 
Source:Q82:  Do / Did you ever have unprotected sex in prison? If yes, how often? (One answer only) 
  Back to main text 
 
Table 94:  Availability of condoms in prison by site (Q81) 
 
Available New Delhi Jakarta Tehran Pakistan Total 

Yes 40% 35% 1% 27% 23% 
No 60% 65% 89% 73% 74% 
No answer 0% 0% 4% 0% 2% 

Don’t know 0% 0% 4% 0% 2% 
Respondents  123 37 140 89 390 
Source:Q81:  Were condoms available in prison? DO NOT READ OPTIONS.   Back to main text 
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Table 95:  Characteristics of PUD -according to PUD- by site (Q27) 
 

 Characteristic New Delhi Jakarta Tehran Pakistan Total 

Confident 48% 51% 28% 61% 49% 
Happy 41% 30% 19% 31% 31% 

Trustworthy 21% 17% 13% 9% 15% 
Reliable 19% 13% 22% 11% 15% 
      
Pleasure-seeking 77% 74% 34% 84% 71% 
Manipulative 85% 52% 42% 80% 66% 

Emotional 69% 57% 62% 63% 63% 
Self-centered 70% 49% 50% 63% 58% 
Dishonest 73% 43% 53% 63% 57% 

Lazy 62% 50% 64% 58% 57% 
Kleptomaniac 62% 36% 52% 76% 56% 
Dependent 60% 33% 62% 61% 52% 

Grumpy 62% 31% 58% 57% 50% 
Critical 60% 30% 43% 58% 47% 
Respondents 414 519 281 435 1649 
Source:Q27:  To what extent would you describe people using drugs as: (GO THROUGH LIST ONE BY ONE) 
“Yes” answers (3-point scale: No – Somewhat – Yes).  Back to main text 
  
Table 96:  Image of PUD by site (Q27) 
 
Image New Delhi Jakarta Tehran Pakistan Total 
Very negative 32% 14% 17% 36% 25% 
Somewhat negative 47% 38% 50% 52% 46% 
Neutral 16% 30% 22% 9% 19% 

Somewhat positive 5% 17% 10% 2% 9% 
Very positive 1% 1% 1% 1% 1% 
Respondents 414 519 281 435 1649 
Source: Q2769 
 Back to main text 

                                                      
 
 
69 Image was calculated by awarding 1/2/3 for positive characteristic or 3/2/1 points for each negative characteristic in Q27, 
resulting in a range of 14 to 42, which was then categorised into 5 groups: 14-19  / 20-25  /  26-30  /  31-36  /  37-42. “No 
answer” / “Don’t know” were given 2 points (1-3% of the total group). The top four were considered positive characteristics, 
the bottom ten negative. 
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India                  
 
Drug use 
Estimating the number of PUD in India has for years proven elusive and this still remains the case. The 
figures of one to five million opium users and one million heroin ‘addicts’ estimated in the late 1980s 
and early 1990s is still used by government officials and UN sources. However, among unofficial 
sources from NGOs, the level of heroin use in both urban and rural areas is much higher without the 
proportionate increase in estimated numbers. (Mudur 1999; Narcotics 2001; UNAIDS and UNDCP 
2000).  
 
Recent data from an RSA study shows the onset of drug use in various major cities ranged from 15 
to 18 years. The ages of starting injecting are similar in the following cities; Chennai (26 years), 
Kolkata  (28 years) and Mumbai (25 years); (Manning 2001). Many PUD are from a low 
socioeconomic background with substantial numbers having poor education and they work in 
insecure positions or experience high levels of under/unemployment. In Kolkata a survey among 
IDUs found 42% could not read or write: it was nearly 50% among the non-injectors. Similar figures 
can be found in New Delhi.  
 
Access to health care in India is poor and even more limited to stigmatized populations such as PID, 
which increases when compounded with HIV. Many PID do not inject properly and as a result suffer 
from ulcers, abscesses, cellulitis and throbophlebitis. Many are undernourished and a substantial 
number have experienced a drug overdose (Dorabjee et al. 1998; Panda et al. 1998; Panda 2000; 
Tellis et al. 2000; Gokhale 2000). Sexual risk behaviour, often with multiple partners, is common and a 
substantial number of PUD visits sex workers. There is a frequent reluctance to use a condom with 
either a non sex worker or a sex worker (Narain et al. 1994; Sarkar 1996; Panda et al.1997; Kumar 
2000; Manning 2001) 
 
In the early 1990s, organizations working with PUD and researchers in Kolkata, Chennai and Delhi 
reported an increasing susceptibility of heroin inhalers towards injecting drug use. By 1996–97, the 
trend towards injecting of pharmaceuticals began to be documented in smaller cities and towns 
with little official response.  
 
The sharing of injecting equipment among India’s PID community was found to be widespread and 
in many circumstances considered normal. An RSA in India showed that most PID had at some 
stage (often within the past 6 months) shared their needle and syringes. The rates of ever sharing 
are as follows: Chennai (76%), Delhi (50%), Imphal (86%), Kolkata (78%) and Mumbai (61%) 
(Manning 2001). Analysis of the Delhi participants showed that in the past 6 months 17% of PID share 
their injecting equipment almost always (Dorabjee et al. 2001). While many IDUs clean their 
equipment, the majority did so inappropriately for protection against blood borne viruses such as 
HIV/AIDS and Hepatitis C.  
 
HIV/AIDS among PID 
In a paper on buprenorphine substitution for Opioids dependence in Delhi, it is stated that there are 
almost 50,000 Opioids users in the city. Although the majorities use heroin by a non-injecting route, 
almost 25–40 per cent showed a transition to buprenorphine injections. The prevalence of HIV 
infection among PUD was found to be low (12 among 4000 hospital patients). However, another 
recent study conducted by Sharan and John Hopkins School of Public Health evidenced a 44.8% 
HIV prevalence rate among 200 PID in Delhi. This was predicted by researchers who concluded 
“there was a possibility of an increase in sero positivity due to the lack of awareness and high 
degree of risk behaviour among drug users (Buprenorphine substitution program for Opioids 
Dependence in Delhi—A Comparative Study, Dr S Saxena et al., AIIMS, 1997). The reasons for the 
switch to Buprenorphine have been previously cited as non-availability of heroin, means to 
decrease heroin intake and low cost of Buprenorphine (Cases of Buprenorphine Abuse in India; R.A. 
Singh, S.K. Mattoo, A. Malhotra, V.K. Varma, 1992). 
 
RSA 1998 had also found that almost all-available treatment slots for drug dependency were 
abstinence-oriented. Supply of treatment fell far short of the actual existing demand. Moreover, 
most PUD found the existing programs to be expensive, unwelcoming and inaccessible, often with 
many unnecessary admission criteria. The need for harm reduction programs and related 
intervention was felt acutely (Dorabjee et al., 2000). 

Annex 2:  Overviews on the problem, response and legislation by site 
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Indonesia*                
 
The country has between 124,000 to 196,000 PID,  representing over 80 percent of the country’s HIV 
transmission rate. The spread is concentrated in major urban centres such as Jakarta, West Java, 
East Java and Bali. For example, between 1999 and 2002, HIV/AIDS transmission rates amongst PID 
increased from 16 percent to 48 percent in Jakarta, and from 14 percent to 17 percent in Bogor. In 
2003, over 80 percent of the estimated 80,000 people infected by HIV/AIDS were PID.  
 
HIV prevalence rose sharply thereafter and is still on the rise. The country is in fact experiencing a 
concentrated epidemic, where HIV prevalence for at risk sub-populations is nearly 5 percent. With 
such numbers in hand, the Indonesian government and other interested actors are taking measures 
to curb the epidemic even if it means getting off the beaten path. Knowing that concentrated 
epidemics have been observed in prisons while surveillance suggests HIV/AIDS transmission among 
PIDs during incarceration is 27-58 percent, these institutions have been the target for important 
reform. 
 
Based on police records as well as narcotics-related hospital patients, police estimates for Jakarta 
show that there are 130,000 people use drugs. This figure was however challenged by an 
undisclosed party estimating a total of 500,000 PUD, based on estimated 1.3–2 million PUD in 
Indonesia as a whole. Trustworthy figures for people injecting drug (PID) are difficult to uncover. In 
2000, Green estimated the number in Jakarta alone to be more than 1 million.  In early 2001, the 
Ministry of Health held a seminar that estimated around 600,000. Among PID, 70% use shared 
needles and 15%  are infected with HIV (F. Silfanus dalam C. Green, personal communication, 
2001). 
 
In summary, until 1999, HIV was almost non-existent or not reported in Indonesia but by the end of 
2002, between 90,000 and 130,000 people had been infected. In 2003, injecting dug use 
accounted for more than 80 percent of new infections. At the end of 2002, from 90,000 to 130,000 
HIV infections were estimated and 12 million to 19 million people were identified at risk.  
 
During the period August 2002 – June 2003, VCT towards 186 PID in Kampung Duri, Jakarta 
projected 181 cases of Hepatitis B infections (Kios Atmajaya, 2003). In Yayasan Pelita Ilmu, in 
Kampung Bali 54 (90%) from 60 VCT participants were infected with Hepatitis C.  From October 1999 
thru April 2003, a test of 288 PID was performed at the rehabilitation centre in Yakita, Bogor, 
producing results of 58 people (25%) infected with HIV and 196 people (86%) infected with Hepatitis 
C.  In 1999, an assessment at RSKO Jakarta showed 37 people (15%) infected with HIV/AIDS from 
249 injection drug users.  This figure increased during the following survey in 2000 where 58 people 
(38%) from 157 PID were infected with HIV/AIDS (C. Green, personal communication 2001). In June 
2003, inmates were randomly selected for study at the Correction Facility in Paledang, Bogor.  Of 70 
inmates selected, 20 were infected with HIV and a few among them were found to have been 
injection drug users (Koran Kompas, June 15, 2003). In July 2003 at the Ciwaringin  Correction 
Facility, 18 out of 100 inmates selected at random were HIV positive and were suspected to have 
been infected through use of needles (Koran Media Indonesia, July 12, 2003).  
 
* This text is largely based on sections from: 
Rosy Angela, 2004, Indonesia gets off the beaten path, harm reduction advances further through the 
government, NGOs and in prisons, downloadable:  
http://www.ahrn.net/library_upload/uploadfile/Newsletter35.pdf 
G. Reid & G. Costigan, 2002, Revisiting the Hidden Epidemic, a situation assessment of drug use in Asia in the 
context of HIV/AIDS,  downloadable from: www.ahrn.net. 

Textbox 6: Scope of drug use and HIV/AIDS: Indonesia 
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Iran                  
 
Drug use 
 
A nationwide epidemiological study of drug abuse performed by the Ministry of Health, Treatment 
& Medical Education and through cooperation with UNODC in 2001, showed that there are at least 
3,761,000  PUD who take opium, sheereh  (boiled and refined opium residue), heroin or 
buprenorphine). 3,313,000 of them had been taking drugs for more than one year. In addition, 
391000 people took hashish and 93,000 people took stimulants.  
 
On the basis of a Drug Abuse Rapid Assessment in Iran (RSA), it was determined that in recent years 
the rate of yearly growth of drugs abuse and intravenous drug use are 8% and 33% respectively. 
Generalizing such findings to the recent years, the total number of opium users is estimated to be 
4,387,000 in 2003, of which 2971000 fall in the category troublesome consumption (misuse or 
addiction). In terms of PID and dependent PID, the MoH estimated 242,000 people and 85,000 
people respectively.  
 
A WHO study of intravenous drug use in six quarters in Tehran determined that the most common 
drugs used were opium, heroin and hashish. The amount of consumption of opium and heroin was 
estimated to be equal. Both key informants and PID believed that due to an increase of opium 
prices one year prior to the research, the amount of consumption of heroin had increased. Other 
findings include an increase of drug use among women and a decrease of average age of 
dependency onset.     
        
Women PID included two to four percent of the cases and were in critical health condition. Most of 
them were involved in sex work to earn a living. The development from initiation to injecting drug 
use typically consisted of the following stages: Smoking or eating opium, smoking heroine and finally 
injection of heroine. This would take two to twelve years. The shared use of syringes as well as other 
injection instruments was 30 to 100 percent of cases in different quarters. The shared use of syringes 
was very common in prison.  
 
In most of the target quarters, access to sex workers was very easy. Most sex workers themselves 
used drugs and half of them were PID. Using contraceptives during sexual intercourse (using 
condom) was not common. 
 
Overdose was one of the common complications of intravenous drug use in target quarters. Two 
thirds of the PID had been imprisoned and most of them had been jailed several times. Drug use 
was common in prisons and half of the drug users who also used drugs in prisons reported injecting 
with shared instruments. No harm reduction plans were observed in the target quarters.   
 
Researchers believed that this study shows the amount and intensity of drug use in recent years. 
Movement form opium use to heroin and especially injection of heroine was due to limited 
accessibility , increasing opium prices as well as decreasing heroin purity (WHO, 2003).  
 
HIV/AIDS 
 
The first case of AIDS was identified in 1986. The Disease Management Center of the  Department 
for Health affiliated to the Ministry of Health, Treatment & Medical Education publishes the condition 
of HIV infection outbreak in the country regularly. According to the latest statistics, since 1986 up to 
Dec. 22, 2003, 6337 people have been identified as having contracted HIV. 213 cases had 
contracted with AIDS / HIV and 736 cases had died. 95.2 % of the affected people were men and 
4.8 % were women. 60.6 % of cases had contracted the AIDS Virus through drug injection with 
shared instruments, 7% through sexual intercourse, 3.2% through blood and blood products (related 
to the people who received transfusions with donated blood before 1986, i.e. when HIV test was not 
performed on blood samples), 0.4% through mother to child transmission and in 28.8% of cases had 
contracted with HIV through undetermined ways. The most common age group who tested 
positive or HIV / AIDS was 25 to 34 years old. More than half of positive cases have been reported 
since 2002 up to now (Disease Management Center, January 2002). The experts of this centre 
believe that the actual number of PLHA is 30,000.  

Textbox 7: Scope of drug use and HIV/AIDS: Iran 
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Pakistan                
 
Drug use 
Drug use emerged as a major problem with the introduction of heroin in the 1980s. The 1993 
National Survey on Drug Abuse estimated overall number of PUD at 3 million, of which 
approximately 50% were heroin dependents. Other estimates suggest that the total number of PUD 
may have reached 4 million by 2000. 
 
Results from a study commissioned by UNDCP/UNAIDS in 1999 indicated that sharing and multiple 
use of injection needles is common practice.  No cases of HIV/AIDS were detected in that study but 
the high prevalence of Hepatitis-C (180 out of 200 cases) indicated the enormous potential of an 
HIV/AIDS epidemic and other transmittable diseases among the PID. Recent studies have also 
shown similar results and Hep-C is highly common among non-PID as well. Of 351 PID tested for Hep-
C e 96% and 77% were found positive in Lahore  and in Quetta respectively. 
 
According to the most recent estimates from the National Assessment Study conducted by UNODC 
in collaboration with Anti Narcotics Force, Government of Pakistan in 2000, there were 500,000 
chronic heroin users in the country and 15% of them were estimated to be injecting heroin and 
pharmaceutical drugs. 
 
Overall, availability of effective treatment is limited.  With a few exceptions the services provided by 
government-run drug treatment facilities are limited to the management of acute withdrawal 
symptoms (7-10 days). Most of the drug treatment facilities in the public sector are situated within 
the departments of psychiatry, in teaching or district headquarters hospitals. Specialist training in 
the management of substance misuse problems is rare.  
 
It is estimated that approximately 20% of Pakistan’s prison population has been incarcerated 
because of drug abuse, possession of drugs and other drug-related offences. Many young drug 
dependents find themselves in prison because their family members were unable to cope with their 
dependency and arranged for their imprisonment. Treatment services in prisons, if available, are 
limited to medical intervention to bring relief from acute withdrawal symptoms.  Prison authorities 
admit that they do not have the capacity to properly deal with the problem of drug addicts. 
 
HIV/AIDS 
HIV prevalence in the country is below one percent although existing behaviour patterns and 
services indicate that there are high risk populations. Up until the end of June 2004 2,176 cases of 
HIV and 286 AIDS cases have been reported to the National AIDS Control Program (NACP). Based 
on the limited surveillance data and computer modelling UNAIDS has estimated that there are 
about 70,000-80,000 HIV-positive people, approximately 0.1% of the total adult population. 
 
In 1999 and 2000, the Government of Pakistan, with the assistance of UNAIDS and other 
development partners, undertook a strategic planning exercise with inputs from all stakeholders. 
The framework considers a multi-sectoral response, development of partnerships and collective 
action, to be essential for decreasing the vulnerability of Pakistan’s population and the Government 
is committed to translating the strategic planning into action through its Enhanced HIV/AIDS 
Programme which has the following broad objectives: controlling the spread of HIV/AIDS so that it 
does not further drain the limited health sector resources; providing an example of successfully and 
rapidly scaling up important communicable disease control activities using targeted approach; 
helping introduce a systematic approach to quality control, including effective monitoring and 
supervision; helping to establish a mechanism for the Government to work with the private sector on 
a larger scale especially in regards to the delivery of services to vulnerable populations, including 
PID. 
 
Several initiatives have been launched during the recent past to address HIV prevention issues 
especially among the vulnerable population groups. Currently, seven different projects targeting 
PID are underway in major cities of Pakistan. Recent reports from Sindh AIDS Control Programme 
(SACP) show a rapid increase in HIV prevalence among PID in Karachi, rising from 0.4% in January 
2004 to 7.6% in August 2004.  The preliminary findings of the National STI/RTI survey of high-risk groups 
indicate even higher levels of HIV prevalence estimated at 23% from a sample of 400 PID in Karachi.  
In Larkana, a small rice growing town in Sindh province, 10% of 175 PID tested HIV-positive. 

Textbox 8: Scope of drug use and HIV/AIDS: Pakistan 
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India                                                                                         
 
India is the world’s largest producer of licit opium, all of which is monitored by the Indian Central 
Bureau of Narcotics. Opium poppy is grown in the states of Madhya Pradesh, Rajasthan and Uttar 
Pradesh. In 2000, the Indian government licensed nearly 160,000 farmers to cultivate opium on 
35000 hectares, resulting in a harvest of just over 1,300 metric tons of opium for that same year, the 
largest amount in many decades. The diversion of licit opium to illegal markets has been 
documented: in 1999, an estimated 300 metric tons may have ended up on the black market, 
converted into heroin “brown sugar” and sold. Just a 10% diversion of opium gum would make India 
the world’s fourth largest producer of illegal opiates.  
 
India has recently adopted harm reduction in its HIV/AIDS policy. NSEP has always been a 
contentious issue, and continues to be:  does NSEP amount to ‘abetment’ of illegal drug use?  
However, without getting drawn into the controversy, in 2000, the Government of Manipur 
introduced NSEP as part of its AIDS control programmes. The sero-prevalence rates in this State were 
as high as 76.9% amongst PUD in 1997, which dropped to 58.7% by the year 2000.  It was soon 
adopted by the Delhi Government and has been in operation for the last 3 years. 
 
The buprenorphine substitution programmes, however, are erratic, mainly owing to the high costs 
involved.  These are yet to be taken up by the Government, although there is a buprenorphine 
substitution programme being carried out in the outskirts of Delhi by the Government through its 
premier health Institute.  At this stage however, it is of more academic and research value and has 
not become a part of the implementation policy of the Government.   
 
Some private funding agencies did run ‘substitution projects’ at different periods, yet they ended 
once the project concluded – giving rise to an even greater epidemic of injecting drug use and 
related health problems. 
 
In each major city, there are approximately 300-450 beds but as a result of a large drug using 
population, getting treatment is often difficult. Many such centres charge prohibitive fees and this 
further limits access. In 1998, around 90,000 people were admitted for detoxification. Admission is 
generally on a voluntary basis but coercion by others is widespread. Involuntary treatment can 
result in being sent to a psychiatric hospital, or the courts can also send people to prison where 
drug treatment is generally unavailable. Symptomatic medication for Opioids withdrawal is by the 
use of clonidine, codeine or dextropropoxyphene, which often needs to be paid for by the 
individual. Relapse rates are considered to be high with figures of 80% or more (UNAIDS and UNDCP 
2000; Panda 2000). Generally, detoxification lasts for 6 to 20 days on an in-patient basis and 
rehabilitation can last from one to six months (Dorabjee et al. 2001). 
 
 

Textbox 9: Government responses; India 
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Textbox 10: Government responses: Indonesia 
 

 
 
 
 

Indonesia: Headways in harm reduction           
 
The Indonesian National HIV/AIDS Strategy 2003-2007 states, under its HIV/AIDS prevention policy 
that: “harm reduction activities should be employed to reduce HIV infections among injecting drug 
users”.  
 
On January 19, 2004, the Sentani Commitment was signed by the Governors of the six Priority 
Provinces (Bali, Jakarta, East-Java, West-Java, Papua, and Riau) and relevant ministers (Welfare, 
Health, Social Affairs, Religious Affairs, Education, Social Affairs, Internal Affairs) as well as the Head 
of Commission VII of the national Parliament. In it, they declared their commitment to the national 
movement to combat HIV/AIDS through: promotion of the use of condoms in all risky sexual 
activities; Reducing harm of intravenous narcotics injecting; provision of HIV/AIDS medical 
treatment, including ARV; Reduction of stigma and discrimination towards PLHA; establishment of 
functional Provincial/Regency/City AIDS Commission (KPA Propinsi/Kabupaten/Kota); support for 
legislation and budgets for the implementation of HIV/AIDS prevention; and acceleration of 
concrete action for HIV/AIDS prevention that takes all aspects into consideration. 
 
A pilot harm reduction project for was officially launched by the government on July 23, 2004 in  
Jakarta and in Bali for possible replication in other parts of Indonesia. Meanwhile, methadone 
pharmacotherapy is being tested by using methadone HCL in RSKO Fatmawati, Jakarta and 
Sangla Hospital in Bali. 
 
Further, the National Working Group was established by the Department of Justice and Human 
Rights to address the issue of HIV/AIDS transmission in prisons. The impact is clear: 14 narcotic prisons 
in Indonesia and most provinces have established the prison Working Group which involves, among 
others, the provincial government, prison authorities, NGOs and the provincial AIDS Commission.  
 
In-prison HIV/AIDS programmes are also underway in four provinces and each one have made 
headway by founding a cooperative framework between prison staff, inmates and NGOs. The 
prisons’ attitudes have been changed, from a forbidding climate to a more welcoming, friendly 
environment in which fear has given way to cooperation. The success in the development of an 
HIV/AIDS program registered in one prison has encouraged other prisons to follow the same path. 
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Textbox 11: Government responses: Iran & Pakistan 
 

Iran: Positive developments                                                                                 
 
In 1997, the government passed a law stipulating that whenever a PUD goes voluntarily into 
treatment, s/he will be exempted from punishment. This legislative change showed that the 
government tended to consider drug use a health care issue rather than a legislative or a criminal 
issue. After the establishment of a national ham reduction committee in 2002 and numerous 
advocacy and training sessions for different GO sections -especially police and law enforcement 
agencies- high ranking governmental sectors approved a draft to change the entire approach to 
the problem. It was decided that  when confronted with PUD, police or other law enforcement 
agents would send him/her to treatment centres instead of prisons. If the PUD refused treatment, 
they would be sent to rehabilitation camps (prisons). The draft is now under final revision by 
lawmakers. 
 
After many rounds of negotiation, permission was granted by high ranking police officers to open 
the first outreach project with NSEP and was earmarked as another significant step forward.  The 
project continues to function today, offering basic medical services, VCT, NSEP, MMT, counselling, 
as well as food and clothing. There is a plan to scale up this model in Tehran and some other major 
cities by March 2005 with collaborating GO and NGOs. 
 
Recognizing HIV/AIDS as a top priority for main stakeholders in this field facilitated the inclusion of 
harm reduction activities and policy formulations for PUD in the national government’s mandate.  
Compared to the great demand of PUD/PID both for treatment and harm reduction, these pilot 
projects should be seen as significant, yet only as initial stages of a broader and more 
comprehensive plan to adequately address the challenges ahead.   
 
The prison in Kermanshah can be seen as an example of good practice in the field of harm 
reduction, including VCT, MMT, and ARV for all inmates who require this.  Several other prisons in the 
country follow the same model. 
 

Pakistan: Hopeful conditions              
 
The Government of Pakistan, with assistance from UNDCP, prepared a comprehensive Master Plan 
for Drug Abuse Control: 1998-2003 which was approved by the Cabinet in February 1999. 
 
The Master Plan is structured around six objectives and related strategies, outputs and activities. 
Three of the objectives aim at strengthening law enforcement, two refer to demand reduction and 
one to supply reduction.  The financial requirements for the five-year duration of the plan were 
estimated at Rs 2,832 million (approx. US$ 56 million).  Federal and Provincial Governments, UN 
agencies, multi- and bilateral donors have been indicated as possible sources of funding. Very little 
of the above mentioned amount could be allocated against the targets of master plan to-date. 
Although very few resources could be allocated against the financial requirement, the efforts of the 
government in creating awareness against drug use, through various communication channels, 
can be termed as useful.  
 
Governments support to the NGOs has considerably changed from passive to active over time and 
public-private partnership has started flourishing. Harm reduction projects in major cities of Pakistan 
are being implemented by NGOs since early 2003 and are being supported by the Government of 
Pakistan. 
 
NGO sector has been proactive in providing harm reduction and HIV prevention services to the 
marginalized PUD and services are in place in the major cities where injecting drug use is prevalent 
for quite sometime now with the support of international donor organizations. The harm reduction 
initiatives by Nai Zindagi are being considered as model service delivery systems for PUD in the 
region.  Nai Zindagi has been involved in capacity building of various public and private 
organizations in the area of drug harm reduction, demand reduction and HIV prevention among 
PUD within Pakistan. The delegates from Iran, Afghanistan, Myanmar and Malaysia and Caribbean 
countries have witnessed Nai Zindagi’s programs during recent past and several initiatives have 
been taken in these countries based on the similar approach.       
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Textbox 12: Legislation: India  
 

 

India: Law Reform                             
The Government of India has initiated a variety of legal, preventive and therapeutic measures to 
reduce the demand and supply of dependence producing substances. The Narcotic Drugs and 
Psychotropic Substances (NDPS) Act was introduced in1985 and constitutes the legal framework for 
drug demand and supply reduction in India. The Act provides for prison sentences between 10–20 
years, fines up to INR 200,000 and the death penalty for a variety of drug-related offences. This Act 
was amended in 1988 with lesser penalties in instances where possession could be proven to be for 
personal use. The Act was again amended in 2001. The Act was originally enacted in 1985, 
amended in 1988 and again in 2001. The Act of 1985 was a severe piece of legislation providing 
harsh penalties for drugs. The amended Act of 1988 made the provisions even more severe and 
attempted to plug the loopholes of the Act, such as inclusion of death penalty for the second 
offence, presumption of guilt in trial, etc. However, after 15 years of operation of the Act, and 
experience derived, the Government sought to make it more benign with the introduction of an 
Amending Act in 2001. 

NDPS Act 1985 NDPS Act 2001 

Only 2 categories namely, ‘small quantity’ and 
other quantities 

3 categories namely, ‘small quantity’ , 
intermediate quantity and commercial quantity 

Min. punishment involving other quantity was 
10 years and a fine of Rs. 1 lakh which could 
extend to 20 years  and a fine up to Rs. 2 lakhs.   

Only offences involving commercial quantities 
carry penalties severe penalties 

S. 37: Offence cognisable and non - bailable. Only offences involving commercial quantities 
are non-bailable 

 Small quantity             
Charas:    25 gr.           
Ganja :    500 gr.          
Heroin:     0.25 gr.  
Cocaine: 0 .125 gr.  

Commercial Quantity 
 
Any amount more   
than small quantity 

Small quantity 
Charas: 100gr.s 
Ganja: 1kg 
Heroine: 5 gr. 
Cocaine:   2gr. 

Commercial quantity 
1 kg 
20 kg 
250 gr. 
100 gr. 

 
Provision in case of drug user:  Section.27. Punishment for consumption of any narcotic drug or 
psychotropic substance: 
Whoever consumes any narcotic drug or psychotropic substance shall be punishable: 

 Where the narcotic drug or psychotropic substance is cocaine, morphine, diacetyl-morphine or 
any other narcotic drug or psychotropic substance…with rigorous imprisonment for a term 
which may extend to one year, or with fine or with both;  and 

 Where the narcotic drug or psychotropic substance consumed is other than those specified 
under clause (a), with imprisonment for a term which may extend to six months, or with fine or 
with both. 

 
However, Section. 39 provides the power of the court to release on probation and Section. 64A:   
provides power to grant immunity from prosecution to an addict volunteering to undergo 
treatment for de-addiction from a hospital or institution maintained or recognized by the govt. or 
local authority.  However, the immunity may be withdrawn if the addict does not undergo 
complete treatment. Section 71 states that the govt. may, in its discretion, establish as many 
centres as it thinks fit for identification, treatment, education, after-care, rehabilitation, social re-
integration of addicts and for supply, subject to such conditions and in such manner as may be 
prescribed, by the concerned govt. of any narcotic drugs and psychotropic substances to the 
addicts registered with the government and to others where supply is a medical necessity. Also, the 
govt. may make rules consistent with this Act providing for the establishment, appointment, 
maintenance, management and superintendence of and for supply of narcotic drugs and 
psychotropic substances from the centres referred to in sub-section (1) and for the appointment, 
training, powers, duties and persons employed in such centres. 
 
Demand reduction is primarily the responsibility of the Ministry of Social Justice and Empowerment 
(MSJE) in collaboration with UNDCP and the Ministry of Health and Family Welfare (MHFW), with the 
Ministry for Human Resource Development and the Ministry of Information and Broadcasting 
playing a support role. As of May 2001, the MSJE funded a total of 393 NGOs who provide 139 
counselling centres and 342 de-addiction cum rehabilitation centres all over India. 
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Indonesia: The Narcotics Law, currently under revision         
 
Narcotics  (Law No. 22-1997, Chapter 64)  
Category 1 (papaver, morphine, ganja) 
Possession/growing: 10 years and Rp.500 million  
Possession/growing + criminal purposes : 2-12 years and Rp. 25 million  - Rp.750 million  
Possession/growing + criminal purposes + organized: 3-15 years and Rp. 100 million  - Rp.2.5 billion  
Possession/growing + criminal purposes + organized + coorporate: Life sentence  and Rp.5 billion  
 
Category 2  (semy synthetic; Alfasetilmetadol, Benzetidin, Betametadol) 
Possession: 7 years and Rp.250 million 
Possession + criminal purposes : minimum 10 years and max. Rp.400 million 
Possession + criminal purposes + organized : max. 12 years and Rp.2 billion 
Possession + criminal purposes + organized + coorporate : Rp.3 billion  
 
Category 3  (synthetic: Asetildihidrokodenia) 
Possession: 5 years and max Rp.100 million  
Possession + criminal purposes : max. 7 years and max. Rp.150 million  
Possession + criminal purposes + organized : max. 10 years and max. Rp.400 million  
Possession + criminal purposes + organized + coorporate : max. Rp.1 billion 
Unauthorized growing : 10 years + max Rp. 500 million 
Unauthorized carrying or sending : 7-15 years + Rp. 250 -  Rp. 750 million  
Unauthorized production: 7 years – life sentence + Fine Rp. 200 million - Rp. 1 billion 
Unauthorized trafficking : 5-15 years + Fine Rp. 250-Rp. 750 million 
Unauthorized using : 1-4 years 
 
Psycothropics 
Unauthorized using, producing, trafficking, importing, possession, carrying  Ecstacy : 4-15 years + 
Rp.150- Rp. 750  million 
Unauthorized using, producing, trafficking, importing, possession, carrying Ecstacy + organized : 20- 
life or death + max. Rp.750 billion  
Unauthorized using, producing, trafficking, importing, possession, carrying  Ecstacy + organized + 
corporation : 20- life or death + max. Rp.5 billion  
Unauthorized possession  ATS (shabu-shabu) : max. 15 years and 200 million  
People who does not report drug abuse case : 1 year + Fine max Rp. 20 million 
Unauthorized production of psychotropics : 15 years + Fine Rp. 200 juta million 
Unauthorized trafficking Category I : 15 years + Rp. 150-750 million 
Unauthorized trafficking Category II-IV: 15 years + max Rp. 200 million  
 
 
Under the Health Law, possession of needles is only allowed when prescribed by a physician. Within 
the planned pilot projects, outreach workers would have their identity cards signed by Ministry of 
Health which will allow them to carry a certain number of needles. 
 

Textbox 13: Legislation: Indonesia 
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Textbox 14: Legislation: Iran 
 

 

Iran:  Remarkable progress              
 
Currently, the amendment of the Anti-Narcotics Law (1997) is the basis for action in the country.  
Production, import, export, and consumption of all narcotic drugs (except for medical purposes) 
are illegal.  Also, punishment modalities vary for producers and traffickers of narcotics (e.g., 
financial penalty, whipping, imprisonment and execution if the crime is repeated).  Drug use is a 
crime; however, PUD are not prosecuted during the treatment period.  If a PUD is arrested while not 
registered under treatment, she/he is sentenced to pay a financial penalty (one to five million 
Rials), to be whipped (30 lashes for the first offence and 74 lashes for next), and to be dismissed 
from governmental employment.  If a PUD de-addicts, she/he will be able to resume work.  Non-
dependent PUD are also punished by financial penalties and whipping. 
 
There are some vague and problematic issues around the current law (UNODC, 2000), including: 
there is no classification of drugs in the current law and many substances which could be misused 
(LSD, Ecstasy, etc.) have not been mentioned in this law at all.  Thus, it is impossible to use this law to 
classify drugs based on the severity of their negative social, mental, and physical effect. There are 
no clear definitions of “addiction”, “dependence”, “abuse,” or “casual use”.  In Article 15, there is 
no attention to “time” and “relapse” aspects of addiction.  Treatment has been defined as an 
absolute concept which is not compatible with sociological, psychological, and biological 
definitions of addiction.  
 
All drug control activities in Iran are decided, planned and implemented in collaboration with an 
umbrella coordinating body called the Drug Control Headquarters (DCHQ). Sometimes, plans 
recommended to UNHQ by supply reduction organizations have faced resistance by demand 
reduction organizations. Among these was a plan considered to remove homeless PUD from the 
streets and place them in concentration camps on the mainland as well as on the Persian Gulf 
Island of Farur (the Bill for Intensified Struggle Against Addicts; Banishment to Remote Areas and 
Islands) which, unchecked would have had appalling public consequences for the nation both in 
terms of public health and cultural-political conditions. It was the enlightening, expert opinion of the 
Ministry of Health and Medical Organization, Welfare Organization and authoritative members of 
DCHQ and Prison Organization that discouraged the idea and kept this dangerous bill from being 
adopted. 
 
The Ministry of Health’s emphasis on an approach to substance dependence based on health and 
treatment has convinced most DCHQ member organizations that in drug control policy there 
needs to be a balance between demand reduction and supply suppression efforts. The 
Comprehensive Plan to Relocate, Manage and Relieve Addicts with an Approach of Treatment, 
Harm Reduction and Labor-Therapeutic Camps which was approved by DCHQ’s Joint Committee 
in collaboration with several member organizations, is  the result of a cooperationist understanding 
between organizations dealing with demand reduction. This was the first bill of its kind in which the 
Ministry of Health specialists, law enforcement as well as other stakeholders jointly considered the 
issue of dealing with street drug abusers.  
 
The plan stipulates three levels when dealing with drug abusers. In the first stage, voluntary 
treatment is an option. At the next stage, a certain group of high risk drug users are to be provided 
with harm reduction services. Only those clients that could not be placed in either category are to 
be dealt with legally by the judiciary (i.e., stage three). This group, obviously, constitutes only a very 
small number of drug abusers who are deemed dangerous. As it is, the prisons are currently filled 
with drug abusers who have never received any treatment or harm reduction services. It goes 
without saying that the implementation of the plan will significantly reduce the number of 
imprisoned drug abusers, thus relieving the police, the judiciary and the prison organizations of a 
great burden.  
 
At the same time, a new draft for tackling drugs is prepared to be reviewed by judicial bodies in 
the near future. According to this law, out of treatment drug users would be mandated to go to 
treatment and harm reduction outpatient centers. Only those PUD who refuse any treatment or 
harm reduction intervention would be sent to short-term residential rehabilitation camps in which 
treatment and rehabilitation facilities are provided.   
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Textbox 15: Legislation: Pakistan 
 

 

Pakistan: Slow progress                         
 
The Control of Narcotic Substances (CNS) Act, 1997, arising from an ordinance bearing the same 
name and promulgated in 1995, effectively covers all aspects of Pakistan's drug control efforts. It 
deals with cultivation, manufacture, production, trafficking and possession offences as well as with 
treatment and rehabilitation of drug dependent people (‘addicts’). The Act also allows the 
Government to set up Special Courts with exclusive jurisdiction in drug matters and to establish a 
National Fund for the Control of Drug Abuse to be partially funded from assets forfeited under the 
legislation.  Provision is also made for the mandatory reporting by banks and financial institutions 
of suspicious financial transactions. 
 
Chapter VI of the CNS Act 1997 deals with treatment and rehabilitation of addicts: 
 
Article 52 stipulates that Provincial Governments shall register all drug addicts for the purpose of 
treatment and rehabilitation while the Federal Government is held responsible to bear the cost for  
first-time compulsory detoxification or de-addiction of an addict. 
 
Article 53 requests the Provincial Governments to establish as many treatment centres as 
necessary for detoxification, de-addiction, education, after-care, rehabilitation, social integration of 
addicts and for supply of such medicines as are considered necessary for the detoxification of the 
addicts.  
 
In 1998, the CNS Act was extended to the Federal and Provincial Administered Tribal Areas, but 
overall, implementation of the Act has progressed rather slowly.  Up until the present time, no 
provincial registration of addicts has taken place and the provincial treatment centres referred to 
in Article 53 are yet to be established. 
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Annex 3:  Methodology 
 
1. Research design  
 
1.a. Research sites and implementing partners 
 
As mentioned earlier, in India, Indonesia and Iran, the research was limited to capital cities, New 
Delhi, Jakarta and Tehran respectively. In Pakistan, five major cities were covered: Rawalpindi, 
Peshawar, Quetta, Lahore, and Karachi.  
 
The magnitude of drug use and drug use related problems at these sites was apparent from earlier 
studies and from contacts between AHRN and local organizations. Another important factor 
influencing the choice for these particular sites was the fact that AHRN had well established 
contacts with NGOs that were in the position to execute the research and that were convinced its 
usefulness. In Pakistan, it was relatively easy and affordable to conduct the research in the five 
selected cities, rather than restricting the research to the capital only. In other words, practical 
considerations including infrastructure and access to informants played an important role in the 
identification of the sites. Other regions of the target countries as well as further countries could be 
considered at a later stage depending on feasibility, interest and need, as well as funding. 
 
In New Delhi, the research was conducted in collaboration with Sharan, an NGO that has been 
working with and for PUD for many years. In Jakarta, Jangkar, the AHRN Country Office, facilitated 
the research, although a completely separate staff was hired for the execution. In Tehran, the NGO 
Persepolis implemented the research in collaboration with the Ministry of Health and Medical 
Education (MOHME). Finally, in Pakistan, Nai Zindagi a well established NGO with drop in centres 
for PUD in all five cities was the executing partner. (see Annex 5) 
 
1.b. Approach and guiding principles 
 
The research approach is cross-sectional rather than longitudinal. Drug careers and pertinent 
environmental factors are addressed through targeting a variety of PUD in different stages of their 
drug careers and by using retrospective techniques at the individual level. This results in a 
“snapshot” of the current situation in combination with a reflective analysis of drug careers, 
environmental factors and drug use related problems. 
 
The research methodology consisted of a combination of qualitative and quantitative methods.70 
Focus group discussions and open interviews with key informants and PUD were conducted to gain 
tentative insight in the research questions. This stage also acted as a means to acquire specific, 
illuminative case studies and quotes. The conclusions that were drawn from those were then verified 
and quantified through a questionnaire with a large number of PUD. Whereas the qualitative phase 
of the research focused on drug careers, the quantitative phase addressed mainly the current state 
of affairs, including knowledge levels, attitudes, frequency of unsafe practices and the role that 
parents, peers and institutions play in drug career changes.  
 
Related to this is the principle of triangulation: information was gathered from different sources, 
using different methods, and by different investigators. Methods of data gathering include: literature 
research, analysis of existing data, interviews with key informants, focus group discussions, case 
studies, open interviews, and a survey. These different methods mutually confirmed trends and 
outcomes, or provided (or updated) information for adjustments and refocusing. 
 
Another key principle of the chosen approach was the inclusion of the target group in the 
implementation of the research.  This participatory approach is seen to have several advantages 
over the more traditional approach of the “outside researcher”. The SRM had been active in the drug 
field for many years and had a strong affinity with PUD and people living with HIV/AIDS (PLHA). The 
interviewers hired and trained were largely PUD and/or PLHA.  
                                                      
 
 
70 The qualitative methods are similar to a Rapid Assessment and Response; WHO, Rapid Assessment and Response, 
Technical Guide, TG-RAR, (WHO/HIV/2002.22), downloadable: http://www.chr.asn.au 
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Related to the former principle is the involvement of all stakeholders. All relevant organizations 
active at the sites were invited to sit in the Site Research Committee. Depending on the site, these 
committees met three to seven times. During these meetings, the research was introduced and if 
necessary adjusted to the local circumstances, data were presented and tentative conclusions were 
formulated. 
 
Further key, ethical principles which drove the methodology were a non-judgmental approach 
throughout the research, informed consent and confidentiality. PUD were approached with respect, 
treated as equals and not judged for their drug use. All people involved were aware of the objectives 
of the research, the role they were playing in it, the way data were being used, and all agreed with 
this. Further, participation was voluntary, anonymous, and all effort was made to prevent any 
possible, negative consequences resulting from the participation. Finally, monetary compensation or 
otherwise was available for those PUD that acted as informants71 or respondents. 
 
As may have become clear from the former section, this research can be called an action research72: 
it reflects on current action in which all stakeholders are involved in making explicit and answering 
the problem, while the aim is to come to innovative, yet realistic recommendations, and to put in 
place mechanisms for their implementation. 
 
1.c. Quality control 
 
A multi-site (as well as multi-country and multi-cultural) research, coordinated from yet another 
location, requires well-developed and effective mechanisms to protect the integrity and the quality of 
the project. These are outlined below. 
Site Research Committees 
 
One of the first tasks of the SRM was the establishment 
of Site Research Committees (SRC). These typically 
consisted of organizations and persons that are active in 
the drug field at various levels.  The Committee guided 
and reviewed the research, supplied (and in some cases 
helped with the analyses of) the existing data in the 
individual members’ field, and assisted in drawing valid 
conclusions. As such, it had a function similar to a 
Review Board. Through involving the site stakeholders 
in this manner, the likelihood of drawing valid 
conclusions and recommendations as well as their 
implementation increased. 
 
Depending on the site, the group met between three to six times during the course of this study. 
Typically, the Committee convened to discuss three reports that were due upon completion of 
different “milestones”: 

 November 2003: Site Research Proposal 
 May 2004: Progress Report 
 December 2004: Draft Site Research Report 
 When possible, these meetings took place during the Principal Investigator’s country visits.  
 An effort was made to include the following areas and types of expertise in the SRC:  
 Drug use treatment 
 Other service providers including GOs, NGOs and INGOs 
 University researcher or group with access to survey data 

                                                      
 
 
71 Informant’ is used for those people that were subject to an open interview. ‘Respondent” is used for those people with 
whom the questionnaire was conducted. 
72  “A collaborative research, centred in social practice, which follows a particular process, espouses the values of 
independence, equality and cooperation, and is intended to be a learning experience for those involved, to produce a 
change for the better in the practice and to add to social theory”, John Owen & Patricia Rogers, 1999, Program Evaluation, 
Forms and Approaches, pg. 224, quoting Orton, 1992. 
 

Identification of participants in the SRC was 
based on the following considerations: 

• Knowledge about their domain, incl. 
health, research methods, treatment of 
PUD, crime, etc 

• Familiarity with others in drug use 
through their own related agencies and 
organizations 

• Skills -academic or research, political, 
policy, programmatic, planning and front-
lines or on-the-street experiences 

• Access to data sources and 
understanding of their limitations and 
strengths 
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 Outreach worker (group) that works with PUD (on the street or hidden) 
 PUD (group) 
 Law enforcement 
 UN Country Offices, depending on availability and interest 
 Site Research Manager 
 Principal Investigator 

 
The level of involvement, enthusiasm and related to this, the effectiveness and usefulness of the 
SRCs varied per site. Nevertheless, through the establishment of the SRCs, local ownership of the 
research was facilitated at all sites and some of the Committees are likely to continue to meet after 
the dissemination of this report. 
Calibration 
 
In an effort to strike the right balance between central management and local ownership, the 
following general approach was adopted: the SRM were effectively in charge of all the aspects of 
their site research, including recruiting staff, data gathering and analysis, as well as budgets. The 
Principal Investigator focused on matters of common concern, facilitated peer intervision (between 
SRM) rather than supervision and was responsible for the final Research Report. 
 
In other words, the Principal Investigator developed the parameters for the research -in collaboration 
with the SRM- and loosely monitored the execution at the sites. The SRM were responsible for local 
execution and were urged to tightly manage the research. 
 
Intervision, calibration and quality control took place in different ways: 
 
Daily communication over the Internet (Email, mailing list and chatting ) and by telephone 
Participatory design research workshop for the SRM 
Site reports: site research proposal, site progress report and site research report 
Country visits: the Principal Investigator visited the research sites three times 
 
This structure and these mechanisms provided centrally developed guidelines and frameworks, yet 
allowed for local adjustment and application. 
 
- Participatory Research Design Workshop 
An intensive five-day participatory research design workshop was conducted in Chiang Mai, 
Thailand, on December 15-19, 2003 to equip the SRM with the key knowledge, concepts, tools and 
techniques to successfully execute the site research projects, as defined in the research proposal. 
The workshop sought to impart knowledge and improve skills, to generate enthusiasm for the 
research and attempted to set the tone for the future. Most sessions were highly practical, 
interactive and participatory in nature. 
 
- Site reports 
Each SRM produced a research proposal, a progress report and final report for their respective sites. 
These were formal moments for purposes of calibration, monitoring and quality control. Formats and 
guidelines were agreed upon beforehand, thus facilitating calibration and comparison. 
 
- Site visits 
The Principal Investigator visited the research sites three times (November 2003, March and June 
2004), commonly for three or four days. During these visits, focus was placed on guidance, 
intervision and trouble-shooting. In addition, the SRC usually met in these periods thus providing 
insights to the Principal Investigator in the level of local expertise and ownership. 
 
2. Data-management 
 
In order to ensure a broad perspective and internal validity of the data, a variety of sources was use, 
chronologically. Existing data, interviews with key informants, focus group discussions, open 
interviews, and questionnaires. The results of the analysis of the existing data assisted in developing 
the interview guides for the interviews with the key informants. The results of those interviews were 
used to develop the questions for the focus group discussions, and so on. The results of the one 
stage of the research were constantly reviewed and fed into the development of the next research 
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tool. As such, the questionnaire -with its many predefined answer categories- was a result of taking 
into account the preliminary results of all the previous stages.  
 
2.a. Analysis of existing data 
 
The research started with gathering and analysing of existing data on drug use in the country, 
including those mentioned below, depending on availability, relevance and perceived validity: 

 Public health reports on infectious diseases, including HIV and Hepatitis B/C 
 Drug use treatment admissions 
 Legislative framework (changes in drug related laws and enforcement thereof) 
 Research reports, national action plans 
 Specialised departments at relevant Ministries in the drug field 
 Private sector institutions, e.g. hospitals and rehabilitation centres 
 Juvenile justice correctional system 
 Reports by relevant GOs and NGOs, etc, etc. 

 
This phase provided the necessary background to formulate and further develop the other research 
tools and with some rough and tentative information, which needed to be confirmed in later stages. 
Elements embedded in such data included: demographics, types of drugs used, route of admission, 
incidence and prevalence of drug use, as well as recent developments/changes in policy and 
programming. In the data gathering process, the Site Research Managers also acquired insight in 
approaches and attitudes towards drug use and PUD held by the organizations that supplied these 
data. 
 
2.b. Key informants 
 
The Site Research Managers interviewed key informants in each site on the local situation and on 
the situation in the projects that were “supplying” the informants and respondents. Together with the 
analysis of existing data, the conclusions from the interviews with key informants provided a 
tentative overview of the scope and character of drug use as well as the role and function of GOs 
and NGOs in the efforts to reduce drug use and drug-related harms.  
 
In terms of the role that (N)GOs play in relation to drug use, typical questions that are central in the 
interview are: 

 What are you trying to achieve? 
 How is this service going? 
 Is the delivery working? 
 How could delivery be changed to make it more effective? 
 What are the gaps? Future plans? 

 
Possible key informants include: leaders or spokespersons of relevant GOs and NGOs and in 
particular the (N)GOs whose clients became interviewers, informants and respondents, as well as 
representatives of drug user groups. 
 
More specifically this included: 

 Treatment providers at various levels 
 Outreach workers and/or other people who work with PUD on the streets  
 Counsellors who work with PUD 
 Law enforcement officers, customs officials, and police at different levels 
 Religious leaders 
 Representatives of relevant UN agencies 
 Active PUD representing diverse subpopulations (e.g. defined by age, sex, socio-economic 

status, ethnic group or preferred drug) 
 Parents, teachers, and other people in the immediate environment of PUD 
 The interviewers of the open interviews and questionnaire phase 
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The interview guide can be found in the Annex73: Annexes\Annex 1. Interview with Key Informants 
(Guide).doc 
 
2.c. Focus group discussions 
 
In total, 32 focus group discussions (FGD) were held with PUD and with groups of people gravitating 
around drug use to identify the local characteristics and environmental factors of drug use. People 
with different perspectives towards drug use were approached for participation in FGD: 
 

 People with an outside perception of drug use and PUD: teachers, community leaders/religious 
leaders, non-using young people  

 People who are professionally involved in drug related issues: law enforcement officers and 
policy-makers  

 Service providers: outreach workers, counsellors    
 People personally affected by drug use: parents/ relatives / carers / friends  
 People using drugs (PUD)  

 
(Tentative) confirmation and additional information was sought on the following issues: 

 Commonalities (and differences) in background (neighbourhood, ethnicity, sex, age, education, 
work, etc.) 

 Commonalities in drug use (type of drugs, mode of administration, typical drug-careers, 
motivations, impeding and facilitating factors) 

 Knowledgeability about drug use and HIV/AIDS vulnerability 
 Roles of GOs and NGOs; gaps, constraints, expectations, disappointments, extraordinary events 
 Another role of these FGD was to identify interviewers and informants for the open interviews. 
 Different topics were discussed depending on the group of informants. Topics were formulated in 

the form of a few main questions and/or a few statements. If a certain question didn’t stimulate 
discussion going, a statement was provided.  

 
The FGD guides can be found in the Annex; Annexes\Annex 2. Focus Group Discussion 
(Guide).doc 
 
2.d. Open interviews 
 
Target group 
 
In total, 298 open interviews were held. Informants were recruited at drop in centres, treatment 
centres, on the street, in parks, on campus, etc. The target group for the open interviews and the 
questionnaire is theoretically the same; young PUD. However, because of the overlap of some 
sections in the interview guide and the questionnaire, people who had acted as open interview 
informants were not allowed as respondents to the questionnaire.  
 
An effort was made to come to a cross-section of the young PUD population, without necessarily 
being certain that this is representative. Based on the intended foci of the study, the following 
guidelines were followed in terms of the characteristics of the sample:  

 Focus on youth: 15-24 years; 
 Due to the intended focus on injecting drug use and HIV vulnerability, ideally 60%, and at least 

50%, of the respondents should be PID; 
 Due to the expectation that it would be difficult to interview women, target as many female PUD 

as possible;  
 Active as well as recovering PUD, with an ideal ratio of 2:1;  
 Inclusion of children (at risk; homeless, sniffing glue or smoking Cannabis) up to a maximum of 

15% of the total group. 
 Inclusion of (young) PUD from the higher strata of society, possibly at about 10%. 

 

                                                      
 
 
73 In the digital version of this report, hyperlinks can be used to quickly access the annexed files: place cursor above the link 
and press Ctrl+left click. Hard copies usually do not include the annexes. Please contact AHRN if needed. 
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In Section 2b in the findings, it appears that these targets were largely met. 
 
The interviews 
 
The interviews lasted approximately 90 to 120 minutes, yet sometimes, the interviews were 
performed in two sessions of about one hour each. This was less tiring for both interviewer and 
informant and gave the interviewer the opportunity to prepare for the second session based on what 
had come up during the first session.  
 
It was decided to stop conducting these interviews once “saturation” point was reached: once the 
majority of the open interviews was not yielding any essentially different data, the SRM decided to 
switch to closed interviews: the survey. 
 
The English version of the interview guide -as well as the questionnaire that was use in the survey 
below- was developed through elaborate consultation between the Principal Investigator, the Site 
Research Managers, the Addiction Research Centre (CVO),  Utrecht, Netherlands, and in some 
cases the Site Research Committees. This version was then translated and slightly adjusted in 
some countries to address local issues and findings. Within each country, the same interview guide 
was used for every informant, yet different parts were covered depending on the career stage. Given 
the open character of the interview, it was considered unnecessary to back-translate the question 
guides. 
 
The main topic of the interview was the informant’s drug career, defining moments, role of 
institutions and organizations. The circumstances surrounding first drug use, shifts in drug use, 
rehabilitation efforts, relapses, current status and attitudes were of particular interest. The results 
from the key interviews and FGD stage were used in deciding on a detailed list of topics that needed 
to be covered during the open interview stage - and later the questionnaire.   
 
The following topics were covered: Background, Initiation, Development of drug career, Treatment 
and relapse / abstinence, Drug use -related problems. For each of these topics questions were 
formulated that assessed the role that specific environmental factors had played, including parents, 
friends, school/work, legislative framework, etc.  
 
(Recovering) PUD as interviewers  
 
To ensure critical understanding of the informants’ responses, the interviewers were largely 
(recovering) PUD. The Site Interview Training Workshops were sought to ensure that the 
interviewers established a reasonably high level of rapport, yet maintained enough distance to 
acquire the required information. The SRM conducted a training workshop with their team to impart 
the basics of in-depth interviewing and reporting. 
 
Development of the interview guides 
 
In the section Key questions, the research topics are outlined. These formed the basis of the main 
talking points, each with their sub-headings based on the results of the FGD, and discussions 
between SRM and interviewers.  
 
Once a final guide had been arrived at, a trial stage was conducted: Each country conducted ten or 
more interviews, fully transcribed them and then these interviews were thoroughly discussed in 
terms of: 

 Do we get the required data? 
 Which questions are irrelevant, which need changing? 
 Which or what kind of questions work well, which do not? 
 How did the interview go in terms of follow-up questions? 
 How was the atmosphere? How could it be/have been improved? 
 How did the interviewer do? How could it be/have been better? 

 
This led to some further adjustments and fine-tuning. In addition some clarifications were made 
which could be used when training the interviewers. 
 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 174

Recording, processing and analysis of data 
 
Every interview in the investigative process was recorded on audiocassette, if at all possible. This 
greatly facilitated the analysis phase and provided direct quotes for the Site Research Reports. 
Permission from the informants was granted through a consent form and it was guaranteed that the 
tape would only be played back for research purposes, i.e. summarization into an EZ-Text74 file. The 
SRM regularly checked the quality of the interviews and the interview reports and occasionally, an 
interview was fully transcribed and compared with the EZ text report. Confidentiality was guaranteed 
and tapes were erased after processing. A codebook was developed, yet only used to give direction 
to the open questions. Given the number of interviews per site, so-called “grids” were used for 
analysis purposes.  
 
Training, supervision and guidance 
 
The Site Research Managers (SRM) organised and ran these trainings -in the local language- with 
the help of facilitators from Site organizations. The duration of the training varied depending on the 
level of knowledge and skills of the recruited interviewers. The following outline was used for a five-
day training: 

 Introduction the research; objectives, linkage with interview questions (half a day) 
 Interview guidelines (categories) and techniques: Rephrasing, follow up questions, leading 

questions, summarising, and feedback (one and a half days) 
 Recording and reporting (one day) 
 Practice: role-play (one and a half day) 
 Wrap up and evaluation (half a day) 

 
In terms of supervision and guidance, the SRM adopted a rather “hands on” approach. Given the 
nature of the issue and given the important role of the open interview in the whole research, ample 
support to the interviewers was offered. Regular evaluation meetings were conducted throughout 
the open interview stage. Similar to the supervision of counsellors, the SRM were urged pay close 
attention to the psychological effects of the interview process might have on the interviewers. In 
addition, constant verifications were performed to ascertain that the interviews were yielding the 
required information. 
 
The interview guide, consent form and protocols for interviews as well as data entry can be found by 
following one of the links below:  
Annexes\Annex 3. Open Interview (Guide).doc 
Annexes\Annex 5. Consent Form.doc 
Annexes\Annex 6. Interviewer protocols.doc 
 
2.e. Case studies 
 
When a particular story, event, or context was deemed particularly interesting or illuminating, the 
SRM elaborated these into a case study. Some of these can be found in the form of Textboxes or 
Case Studies in this report.  
 
2.f. Survey 
 
Depending on the site, between 281 and 520 questionnaires were filled out through interviewing 
(partly ex/recovering) PUD on their drug careers, leading to a total of 1648 questionnaires. The 
same questionnaire was used at all sites,  facilitating comparison between the sites. 
Procedure 
 

                                                      
 
 
74 Software developed by Center of Disease Control, USA; Downloadable from: http://www.cdc.gov/hiv/software/ez-text.htm. 
"CDC EZ-Text" is a software program developed to assist researchers create, manage, and analyse semi-structured 
qualitative databases….” 
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The target guidelines for the open interview informants were also used for the questionnaires. In 
other words, the SRM constantly kept track of key characteristics of the respondents thus far and 
urged the interviewers to select their respondents in a manner that the target guidelines were more 
or less reached. 
 
However, in Jakarta, it was decided to use the so called ‘respondent driven sampling’. In short, this 
means that a small number of initial respondents (the ‘seeds’) were identified, who then introduce 
the next round of respondents, and so on. Literature suggests that after a minimum of five “waves”, 
the sample becomes very close to a representative sample75. A respondent cannot introduce more 
than two respondents for the next wave, unless there is a break in the chain. In such case, three 
respondents are allowed. With approximately 500 respondents in Jakarta, two seeds were sufficient 
to result into the required total after five or six waves. It can therefore be assumed that the sample is 
representative for the actual total population of young people using drugs in Jakarta. As will appear, 
many characteristics of the Jakarta sample come quite close to the suggested guidelines that were 
followed in the other countries. 
 
The SRM and the Principal Investigator developed the first draft of the questionnaire during the 
second round of site visits. This version was then tested by the SRM and suggestions for 
improvement were sent in. In addition, CVO -a renowned Dutch Research Institute- reviewed the 
various versions. After three rounds, the final version was agreed upon by all involved. 
 
In Pakistan and in New Delhi, PUD use their drugs quite openly, so young PUD are relatively easily 
reached. The NGOs that executed the research in these countries (Nai Zindagi and Sharan 
respectively), have been working in the field for many years and had few problems finding 
respondents who were willing to cooperate with the research. In Jakarta and Tehran, matters are 
different: Drug use is heavily criminalised which drives PUD underground. However in some poor 
districts in Tehran PUD who are using drugs in parks or deserted places -out of sight of police- are 
quite easily reached. 
 
Commonly, the SRM hired ten to fifteen interviewers, some of whom also acted as supervisors. The 
supervisors monitored the actual conduct of the interviews and checked whether the forms were 
filled out properly.  
The questions 
 
The questionnaire addressed many of the same issues as the open interview, yet with a slightly 
different focus. Whereas the open interview focussed on environmental factors and one’s drug 
career, the questionnaire emphasised the current situation including knowledge levels, attitudes and 
practices. The following topics were covered: personal data, knowledge on drug use and drug 
related effects, attitudes towards drugs, drug use and PUD, unsafe practices, drug career 
development (e.g. switches, treatment, overdose, and relapse), drug use related problems, 
legislation, services, drug use in school / in jail. In the Annex, the full -English- version can be found; 
Annexes\Annex 4. Questionnaire.doc. 
 
The questionnaire consisted of 89 questions, many of which were divided into sub-questions. Most 
questions came with pre-defined answers, so the interviewer needed only to check the given answer. 
Towards the end of the questionnaire, there were about 10 open questions, generally about services. 
Different formats were used:  Yes/No questions, Wh-questions, usually with pre-defined answers, 
statements (Agree/Disagree), Likert-type questions,  tables to be filled out, etc.  
Processing, analysis and presentation of findings 
 
The local data-entry persons and Site Research Managers initially cleaned the “site-files”. 
Incomplete questionnaires were completely discarded and when answers were unclear, the 
interviewers were consulted.  The trial period of the questionnaire had ensured that almost all 

                                                      
 
 

75  Douglas d. Heckathorn, 1997, Respondent-driven sampling: A new approach to the study of hidden populations, 
(http://www.ucc.uconn.edu/~heckath/). 
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questions functioned properly. There was hardly any need to make new answer categories. In other 
words, the predefined options usually covered all, or nearly all, the answers that were given and the 
Other category mostly remained nearly empty. Also, the “escape-route” provided by No answer or 
Don’t know was generally used very rarely (generally less than 1%). In such cases, these answers 
are not presented in the related tables.  In the case that any of these categories have a significant 
impact of the results, they are presented in the findings. The final version of the questionnaire can 
be found in the Annex; Annexes\Annex 7. Data entry protocol.doc 
 
3. Comparability and generalisability 
 
3.a.  Comparability 
 
To what extent one can compare the research sites in terms of issues related to drug use  and 
particularly environmental factors is an important issue.  Evidently, the research sites differ 
enormously in terms of geographic location, availability of certain drugs, drug use practices, culture, 
policy, programming, legislative framework, NGO involvement, etc. Consequently, drug use as well 
as drug using populations have developed differently across the sites while drug careers are likely to 
have their own characteristics, depending on the site. One of the main research questions is 
whether despite these contextual differences commonalities can be found in terms of the impact of 
the immediate environment on young people’s drug careers.  
 
In order to facilitate comparability at the analysis level, calibration in terms of research methods, 
including research tools, processing and analysis throughout the research sites, is essential. With 
this in mind, a participatory research design workshop was held for the SRM to ensure that all 
involved shared the same definitions, objectives and perspectives on the research. The research 
tools were developed jointly, and elaborate protocols, guidelines and reporting formats were 
developed and carefully translated. In other words, the research methodology is largely the same at 
all sites and the actual interview guides for the open interviews and questionnaires were exactly the 
same.  
 
In a statistical sense, only the data from the questionnaire is comparable, yet also with that data, 
some limitations should be taken into consideration: 
 
Language and cultural differences: The questionnaire was translated into Bahasa Indonesia, Farsi 
and Urdu, which forced some clarification of certain words, and certain ways of questioning. In India, 
the questionnaire was not officially translated into any of the languages used, yet the interviewers 
were briefed thoroughly on how the questions should be interpreted and they then conducted the 
interview in the language preferred by the respondent. Examples of clarifications needed include: 
confident, reliable, overdose, support, To what extent….  In general, translation and interpretation of 
many adjectives remains a contentious issue. Idiomatic usage of certain words, jargon, fashionable 
or trendy terms are all issues that are very difficult to solve and that will impede the comparability of 
results between sites, even after retro-translation. 
 
Interviewers: Even in closed questionnaires and even when they completely follow the instructions, 
interviewers still affect the result. Particularly questions that allow more than one answer are likely to 
be affected by the level of persistence by the interviewers (Go through list one by one. Ask if there 
are any other constraints. Do not read options. More answers possible). As a guideline, interviewers 
were trained to gently urge for more than one answer if only one answer was given (“Anything else?”, 
yet upon receiving three answers, interviewers were advised to stop doing so, while always jotting 
down the answers that were volunteered.  
 
3.b. Generalisability 
 
The extent to which the conclusions derived from this study are generalisable for the whole city, the 
whole country, or indeed the whole region remains a difficult issue. Certain conclusions are valid 
only for the research sample, others can logically be transferred to the drug using population in the 
whole city, and others again might well be valid for larger populations. 
 
In principle, this study sought to shed light on mechanisms and processes that are at work in 
shaping drug careers. Some of these mechanisms can be considered generic in the sense that they 
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are common social patterns. In that case, tentative generalizations will be offered, particularly if 
results from all sites and from various perspectives point towards the same direction. 
 
Some data is very specific to a particular site and in those cases, conclusions were formulated to 
represent the site level. In the case of Pakistan, such conclusions might often be considered valid 
for the urbanized parts of the country.  
 
The fact that particularly in Pakistan and New Delhi, and to some extent also in Tehran, the sample 
is largely recruited amongst the target group of the NGO that conducted the research, produces a 
bias with respect to certain data. For example, access to NSEP or knowledge levels on HIV/AIDS 
are likely to be higher among the research sample than among the total drug using populations at 
these sites. In such cases, the reader will be alerted of such bias in the core text. 
 
In general, the following ‘rule of thumb’ is applied: When there is a high level of consistency between 
the data from different sites, target groups, perspectives and research tools, more externally valid 
and generalisable conclusions can be drawn. On the other hand, when logic or inconsistency 
between data dictates caution, then conclusions will be formulated in a more tentative manner.  
 
The high numbers of successful open interviews and questionnaires with PUD in combination with 
the interviews with key informants and focus group discussions provide ample credence to the 
conclusions that are offered in this report. Indeed, the sheer quantity of data, both qualitative and 
quantitative, form a solid base for programming and policy formulation at various levels. Data often 
point in the same direction within and between the sites. However, given the limited coverage within 
the countries, it would be premature and overly optimistic to formulate firm recommendations on 
detailed programming and policy issues.  
 
In short, this results in a report with conclusions and recommendations at various levels 
(intervention, community, urban, national, regional) and at various gradations of generalisability. The 
reader is urged to apply a certain level of ‘common sense’ in her/his estimation of applicability of 
each conclusion or recommendation. 
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Annex 4: Overview: availability, mode of intake, prevalence and price by site 
 

Site: New Delhi   Filled out by: Arun Virk   Date: 23/08/04 
 

Drug Availa 
bility* 

Mode of 
intake** Prevalence*** Price Local name 

Brown Sugar 2 1 2 3 5 1 Rs. 50 Samaan, Pudia, 
Smack, Maal 

Heroin 3 1 3 5 
 4 2,500 to 3,000 

Per gram White 

Opium 2 2 6 7 2 Rs. 400 to Rs. 800 
Per 10 grams 

Chandu, Madak, Hafim, 
Doda, Davai 

Opiate pharma 
ceuticals 

Non opiate 
pharma 

ceuticals 

1 2 1  8. 
(Swallow) 

1 2 
certain pockets 

 
Rs.8  to Rs.25 

 
Injection, Samaan, 

Maal 
 

Cocktails 1 2 1 
 

1 2 
certain pockets Rs.15  to  Rs.25 

 
Injection: 

Samaan, Maal 

ATS Not available 

Designer drugs 

Hallucigenics 

3 

6 7 8 
“stamping” 

or “Skin 
Popping” 

2 Rs.200 to Rs.1,500 Scorpion, Pink, Thong, 
Lacoste, E’s, Happy Pill

Marijuana 
/ Hash 1 2 2 6 7 1  

Rs.30 to Rs.600 

Charas, Ganja, Grass, 
Weed, Pot, Kala Maal, 

Dum 

Bruprenorphine 1 2 1 8 
(swallow) 

1 2 
(relevant to 

certain pockets 
in Delhi) 

Rs.12 – Rs.15  

Methadone Not available 

Cocaine 
 

3 
 

 
1 4 5 

 
3 

Rs. 2,500/-  to 
4,000/- 

Per gram 

White cream 
Crystal 
Charlie 
Coke 

Solvents 1 
 

4 5 
 

1 Rs.14 to Rs.20 Solution 
Chemical 

Sleeping pills 1 2 8. (swallow) 1 Rs.15 to Rs.30 N-10’s 

Alcohol 1 7 1 2 Rs.30 to Rs. 5,000 Khamba 
Daru 

 
*1. Easily available to anyone - 2. Easily available to PUD - 3. Available, but not easy - 4. Occasionally 
available- 5. Not available - 6. Other 
** 1. Inject - 2. Smoke - 3. Chase - 4. Inhale -5. Sniff - 6. Eat -7. Drink - 8. Other 
*** 1. Common; in public areas - 2. Common; hidden - 3. Not common - 4. Rare - 5. Not used 
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Site: Jakarta   Filled out by: Ratna Pasaribu  Date: 20/08/04 
 

Drug Availa 
bility* 

Mode of 
intake** Prevalence*** Price Local name 

Brown Sugar 3 1 5 3 300.000-
500.000 brown sugar 

1 1 5 2 300.000-
500.000 putauw 

Heroin 
4 1 5 4 500.000-

1.000.000 heroin 

Opium Not available 

Opiate pharma 
ceuticals 

For 
therapy 

only 
8 3  Codein, Surbutext 

Non opiate 
pharma 

ceuticals 
3 1 4 unknown Amphetamine (liquid) 

Cocktails   4   

ATS 1 5 2 300.000-
500.000 Shabu-shabu 

Designer drugs 1 8 2 75.000-200.000 Ekstasi, inex 

Hallucigenics Not available 

Marijuana 
/ Hash 1 4 1 40.000-50.000 Cimeng, gelek, ganja, rasta 

Bruprenorphine 

Methadone 
For therapy only  

Cocaine 3 1 /  7 3 / 4 600.000-
1.000.000 kokain 

Solvents 1 6 1 3000-4000/tin lem 

Sleeping pills 1 8 1 
12.000-25.000/ 
strip of 10-12 

pills 
Boti, bk, nipam, megadon 

8.000/btl-
15.000/btl Topi miring, anggur, miras 

Alcohol 1 7 1 
900.000 / bottle import 

 
*1. Easily available to anyone - 2. Easily available to PUD - 3. Available, but not easy - 4. Occasionally 
available- 5. Not available - 6. Other 
** 1. Inject - 2. Smoke - 3. Chase - 4. Inhale -5. Sniff - 6. Eat -7. Drink - 8. Other 
*** 1. Common; in public areas - 2. Common; hidden - 3. Not common - 4. Rare - 5. Not used 
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Site: Tehran   Filled out by: Mohsen Vazirian  Date: 20/11/04 
 

Drug Availa 
bility* 

Mode of 
intake** 

Prevalence 
*** Price Local name 

Brown Sugar 1 4 / 1 2 40.000 to 50.000 
Rials/gr 

dava(drug) 
gard (powder) 

1 4 2 
Heroin 

1 7 4 

60.000-70.000 Rials 
/ gr 
"crystal": 90.000- 
100.000  
Rials / gr 

dava(drug) 
sefidi/ "spid (white),  

gard (powder), 
crystal (very pure 

heroine) 

Opium 1 4 / 8 / 1 2 80.000 Rials /gr 
Teryak 
Taryak 

Tal 

Opiate 
Pharmaceuticals 1 8 / 1 1  Codein, Surbutext 

Non opiate 
pharmaceuticals 1  8 / 1 1   

Cocktails 2 1 3 Speed Ball: 
500.000 Rials/ gr 

Speed Ball 
(cocaine+heroine) 

ATS 1 8 1 45.000 Rials Ghors (pill), kristal 
(crystal) yakh (ice) 

Designer drugs 1 8 1 30.000 - 50.000 
Rials / pill 

iks/eks/ ekstesy 
(Ecstasy), ghors-e-shadi 

(happiness pill) 

Hallucigenics 1 8 2 300.000 to 400.000 
Rials / pack acid 

Marijuana 
/ Hash 1 4 1 Hash: 

 40.000 Rials/ gr 

bang, hashish, sigari, 
join, alaf (grass), grass, 

elich, dishlame 

Bruprenorphine 1 1 / 8 1 
Injectable 
buprenorphine 
10.000 Rials / vial 

Tamjizak 
(Temjesic: 

buprenorphine) 

Methadone 1 8 1 

Official clinics: 90 
Rials/5 mg 
Black market  
10.000 - 20.000 
Rials/tablet 

1 

Cocaine 3 4 / 1 3 1.000.000 Rials / gr   

Solvents 1 6 4   

Sleeping pills 1 8 1   

Alcohol 1 9 2 

Beer: 35.000 Rials / 
can 
Whisky: 150.000 
Rials/ bottle 
Home made liquor: 
20.000 Rials/ bottle  

mashroob, aragh (liquor), 
vodka, aabjo (beer) 

 
*1. Easily available to anyone - 2. Easily available to PUD - 3. Available, but not easy - 4. Occasionally 
available- 5. Not available - 6. Other 
** 1. Inject - 2. Smoke - 3. Chase - 4. Inhale -5. Sniff - 6. Eat -7. Drink - 8. Other 
*** 1. Common; in public areas - 2. Common; hidden - 3. Not common - 4. Rare - 5. Not used 
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Site: Pakistan, based on Lahore  Filled out by: Salman Ul-Hasan      Date: 20/08/2004 
 

Drug Availa 
bility* 

Mode of 
intake** Prevalence*** Price Local name 

Brown Sugar Not available 

Heroin 2 1 1 Rs. 100/- Heroin, Powder, dawai, 

Opium 2 8 3 Rs. 50/- Afeem, Taryaq, kaali 
mai, billi, pinky 

Opiate 
Pharmaceuticals 2 1 1  Mostly used in cocktails 

as set 

Non opiate 
pharmaceuticals 1 1 1  Mostly used in cocktails 

as set 

Cocktails 2 1 1 Rs. 30/set 
Combination of Anti-

ematic, tranquilizer and 
buprenorphine tablet 

ATS Not available 

Designer drugs 4     

Hallucigenics 4     

Marijuana 
/ Hash 1 2 1 2 Rs. 10 

Charas, suta, pakka 
cigarette, double 

cigarette, 
Bhang (A drink 

made out of 
cannabis leaves) 

2 7 2 Rs. 10/glass Booti 

Bruprenorphine 2 1 1 Used in 
combination Timgesic, Gesic, Zanor 

Methadone Not available 

Cocaine 4 6 4 Rs. 8000/- Cocaine 

Solvents 1 6 1 Rs. 120/litre Solution, Samad bond, 
glue, paste 

Sleeping pills 1 8 2 Rs. 2 ~ 
15/tablet 1 

Alcohol 3 9 2 Rs. 300 – 5000 
/ bottle Sharab 

 
*1. Easily available to anyone - 2. Easily available to PUD - 3. Available, but not easy - 4. Occasionally 
available- 5. Not available - 6. Other 
** 1. Inject - 2. Smoke - 3. Chase - 4. Inhale -5. Sniff - 6. Eat -7. Drink - 8. Other 
*** 1. Common; in public areas - 2. Common; hidden - 3. Not common - 4. Rare - 5. Not used 
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Annex 5: Implementing partners 
 
SHARAN – Society for Service to Urban Poverty, New Delhi, India 76 

 
SHARAN has developed street-based public health services which can serve as a model for 
an integrated approach to HIV transmission risks, and the treatment and care of clients 
following exposure to such risks. SHARAN's facilities, which are located in an impoverished 
area of New Delhi, provide a range of services which are comprehensive and close to a one-
stop-shop principle. 
 

Jangkar – AHRN Indonesia Country Office, Jakarta, Indonesia 
 
Jangkar (National Action Harm Reduction Network) is a media of communication for the 
institutions and individuals who are active in the field of HIV/AIDS prevention among people 
using drugs and especially people injecting drugs. This nationwide network has 31 NGOs 
members which are dealing with harm reduction at the grassroots level. The main roles are: 
capacity building of members, and advocacy for heath services and treatment accessibility at 
the national and regional level.  
  

Persepolis, Tehran, Iran 
 
Persepolis is an NGO with 5 years history of activity in harm reduction areas such as NSEP, 
MMT, and safe sex & safe injection practices. It incorporates community based, low threshold 
services -based on a peer driven model- for people using drugs with services like drop-in-
centres and outreach services in the Iran public health sector.   
 

Nai Zindagi (Pakistan)77 
 
Nai Zindagi has demonstrated excellence in service provision over a number of years. Nai 
Zindagi particularly offers a unique balance in dealing with the causes of drug use (i.e. 
unemployment, poor development opportunities) by the provision of employable skills and 
jobs, and the effects of drug use (i.e. poor health, HIV and hepatitis C transmission) through 
its street-based health and social care initiatives. 

 
Back to main text 

                                                      
 
 
76 O’Gorman, Patrick & Hardacre, Paul. 2004. “Documentation of Best Practices and Needs Assessment of Service 
Providers in South Asian Association for Regional Cooperation (SAARC) Countries,” Asian Harm Reduction Network (AHRN) 
Final Report. Chiang Mai, Thailand: AHRN. 
77 Ibid 
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Annex 6:  Human Development Report 
 
India: Human Development Indicators, 2003: Annexes\HDR\India\HDR India.htm 
India: Country Fact Sheet, 2004: Annexes\HDR\India\India HDR 2004 - Country Fact Sheets.htm 
 
Indonesia: Human Development Indicators, 2003: Annexes\HDR\Indonesia\HDR Indonesia.htm 
Indonesia: Country Fact Sheet, 2004: Annexes\HDR\Indonesia\Indonesia HDR 2004 - Country Fact 
Sheets.htm 
 
Iran: Human Development Indicators, 2003: Annexes\HDR\Iran\HDR Iran.htm 
Iran: Country Fact Sheet, 2004: Annexes\HDR\Iran\Iran HDR 2004 - Country Fact Sheets.htm 
 
Pakistan: Human Development Indicators, 2003: Annexes\HDR\Pakistan\HDR Pakistan.htm 
Pakistan: Country Fact Sheet, 2004: Annexes\HDR\Pakistan\Pakistan HDR 2004 - Country Fact 
Sheets.htm 
 
 
 
 
 
 
 



Young people and drugs – Towards a comprehensive health promotion policy 
 

 184

Annex 7: India: (additional) drugs used (as provided by the SRM) 
 
Drug: ‘WY’ or ‘Brown Horse’  
 
Description:  Size of medical tablets, and in different colours that is brown, green and saffron. 
 
Availability: Available in border areas of Burma and Manipur. So far its availability is indicated only in a small 
town called Churachandpur and Moreh in the state of Manipur. 
 
Mode of Intake: It can be taken orally (swallowed) but it is mostly smoked through a homemade “Hookah” 
instrument. Since the “hookah” mode of intake is more effective, most users resort to it. 
 
Prevalence: The prevalence is low but slowing on the rise in Churachandpur, Moreh, in the state of Manipur.  
 
Price: The prices and strength depends on the colours. The saffron colour has the highest prices (Rs.90/tab) 
and is the strongest while the brown is the lowest price (Rs.30/tab) and has the weakest effects. 
Local names: The local name for this in Moreh, Manipur is ‘sakol zaa’ Sakol meaning horse and ‘zaa’ meaning 
drug or medicine. But is commonly called ‘WY”.  
 
Comments: The rebel military groups use it to keep them awake in the night, during their patrols. In the town of 
Moreh and Churachandpur in Manipur, old men to enhance their sexual performance are using this drug. In 
rare cases youngsters are using it to enhance their performance (physically) so that they can get through the 
rigorous physical test which is a prerequisite to be selected in the Indian army or the rebel military groups. In 
Moreh, there are “joints” or places where the tables are laid out on which the “Hookah’s” are kept. Users can 
come and purchase the WY or “Brown Horse” and smoke it. 
       
Drug: “Snake bites” 
 
Description: Getting bitten by a snake in order to get a “high” has been in practice for many decades in India.  
 
Availability: Not easily available. Usually, an individual wanting to get a “snake-bite” has to go to areas where 
the “sapera’s” or more commonly known as “snake charmers” reside or hang out. This might not be the case in 
every town or city.  
 
Mode of Intake: The ‘bite’ is usually taken on the hand or on the tip of the tongue.  
 
Prevalence: Very Low. The prevalence in south India is higher in comparison to the north.   
 
Price: Rs.- 400 to Rs. – 1000 or maybe more, depending upon various factors.  
 
Local names: Not known   
 
Comments: It is not very common and very few people are aware of this. The poison from the bite acts as the 
intoxicant chemical. Though as a practice it is quite rare, most drug users who do try it, is out of curiosity or 
those that have reached a chronic stage of drug use. The snakes are kept in a cloth bag and the individual 
wanting the “bite” has to insert his hand in the bag while the “snake charmer” provokes the snake to bite his 
hand, by gently patting or slapping the snake. In order to dilute the potency of the poison, snake charmers or 
caretakers feed the snake with substantial amounts of milk or eatables with a high content of sugar. At the 
same time they keep removing the snake poison periodically, especially just before the bite is given.  This 
ensures that the poison is not strong enough to kill a human but just strong enough to get a high. The effects 
usually last for a couple of days.  
 
 
Drug: ‘Lizard Skin’  
 
Description: The skin of a House lizard when burnt is black in colour and is powered.   
 
Availability: not available in the powered form.  
 
Mode of Intake: The powered form is mixed with tobacco and smoked.  
 
Prevalence: It is rare.  
 
Price: Not sold.  
 
Local names/Practice/Comments: 
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The common wall lizards found in any living quarter are smoked in jail and ‘lock-up’ type rehabilitation centres. 
Though this is not a practice as such in the sense that the practice is more circumstantial and arises out of 
extreme desperation. The common logic behind smoking it is that the skin of the lizard is supposed to contain 
tolerable amount of poison in it, just enough to induce a high and at the same time not be fatal. A lizard, usually 
breeding within the living quarters, is killed, skinned, & burnt. The charred residue is powered and mixed in 
tobacco and smoked. Drug users once out of their ‘circumstance’ do not choose to continue the practice. 
 
 
Drug: “Iodex” Sandwich 
 
Description: Iodex is a medicine (Balm) used for muscle sprains or aches. It is an ointment meant for external 
use only. It is black in colour and feels similar to ‘Tiger Balm’. 
 
Availability: Easily and freely available in all parts of India. It is sold in medical shops as well as convenient 
stores.  
 
Mode of Intake: In order to get a high, the balm is spread on a slice of bread and ingested. It is also mixed with 
‘rice water’ and swallowed. The logic being that the balm with the combination of carbohydrates and/or sugar 
provides the desired effect.  Some users, mainly children are aware of this fact. 
 
Prevalence: This practice is prevalent mainly among children. Children from all strata’s of society experiment 
with this drug type. It is prevalent in schools, hostels and among street children. Though it is difficult to measure 
the prevalence rate, it is more visible among street children. Reports from day care centres for street children 
provide some indication that prevalence is not very alarming.  It is more of a gateway drug rather than a drug of 
choice. Street children or children belonging to the low socio-economic group in Delhi between the age of 10 – 
16 experiment with this combination for a few weeks or months and quickly move on to other drug types.  
 
Price:   
  
Practice/Local names/Comments. 
 
The local name is “Iodex”, (the brand name of the Balm.) The reason for children to indulge into this type of a 
high is the fact that it is safe for them to purchase it from local stores without anyone getting suspicious and it 
also safe for them to keep it in their homes and carry it on themselves.  
 
Effects: The children in the day care facilities have reported to have had a feeling of “calm” “relaxed”, “drowsy”, 
“sleepy”. Though they have also said that they have a strong burning sensation in their oral tract, immediately 
after swallowing the Iodex mixture. Some of them have also reported to having vomited, when they took it for 
the first time. The vomiting was not a physical reaction to the balm but due to the taste. It was observed that the 
children who were on “Iodex” had yellow stained teeth. Some children, when they could not afford to pay for the 
drug, tried experimenting with another Balm that was much cheaper, but could not get the desired effect.       
 
 
Drug: Opium. 
 
Description: brownish black, sticky, semi-hard (Raw form of Opium). A preparation is made from the raw form, 
which can be smoked. This preparation is called “Chandu” / “Madak”.   
 
Availability: Easily available on the highways as compared to the main cities or towns. Usually the “dhaba’s” or 
modest eating places sell them. Delhi: Not easily available.     
 
Mode of Intake: It can be eaten or sucked in the mouth, and usually tea is drunk over it.  Extremely bitter in 
taste. 
 
Price: Costs Rs. 400 to 800 for one ‘tola’. (10 grams). 
 
Prevalence: Common among the truck driver population. It is hidden in some parts and not hidden in some 
parts. In some places and especially among truck drivers, the consumption of opium is not considered an 
“illegitimate" practice by some of them. This could be attributed to the fact that before the Narcotics Drugs and 
Psychotropic Substances Act, 1985 (NDPS act) the purchase of opium (certain stipulated amount) was allowed. 
Permits were issued and opium was available in government outlets. Another factor could be that over many 
generations, in rural India, consumption of Opium especially among the farmer class was very common. It was 
also used as a ‘tonic’ and for pleasure. India’s cultural history also reflects that in certain parts consumption of 
Opium has been attached to its rituals and practices. Therefore some truck drivers especially those hailing from 
rural areas perceive it as a “legitimate” act and/or are ignorant of the law.       
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Local Names/Practice/Comments:   
Local Names: Chandu, Madak, Hafim, Doda, Davai 
Effects: Numb in the head, new users gets cramps in the abdomen area but eventually get used to it. Do not 
feel like urinating. Feeling of alertness. Effect is the same for “Madak” / “Chandu” and opium. Madak has an 
immediate effect due to the mode of intake being smoking.    
 
Smoking “Chandu / Madak”:  – The raw form of opium is mixed in water. The shell of the opium plant is crushed, 
dried and added to the mixture. A paste is formed, from which small balls are shaped and dried. It is eventually 
smoked in a “chilum” (earthen pipe), without tobacco.  
 
 
Drug: Volatile Organic Solvents. (Deliriants).  Chemical – Toluene.  
 
Typewriter Eraser. 
Synthetic Rubber Adhesive. 
Gasoline. 
 
(A) Typewriter Eraser:  
 
Brand Names: “Camlin.” (Chemical –Toluene). This is a typewriter eraser.  
 
Price: Cost Rs.14 to Rs. 20/-. 
 
Description: Transparent liquid 
 
Availability: It is easily accessible & available at stationary stores.  
 
Mode of Intake: It is inhaled through the mouth and nose. It is either inhaled directly from the bottle or the cloth 
is dipped in the solution and inhaled.  
 
Prevalence: It is prevalent among street children aged 8 – 17 years. This trend originated from Mumbai, at its 
biggest railway terminus, where street children living at the railway platforms first got addicted to this drug. It is 
prevalent in Delhi also among street children living at and around the railway station and children from low 
socio-economic areas.  
 
Effects: Depending upon exposure, the reaction may last from 5 minutes to ½ hours, effects include enlarge 
pupils, confusion, slurred speech, dizziness and a “high” feeling, hallucination, distortion of sound and sight, 
excessive oral secretions (running nose, watering eyes), poor muscular control, unconsciousness.     
 
Practice / Local names / Comments: The local name is “Solution” or “Correction Fluid”. It is either inhaled 
directly from the bottle or the cloth is dipped in the solution and inhaled and/or sniffed. Most run away children 
who are involved in labour jobs or are begging, or who are rag pickers are involved in this practice. For a street 
child to earn Rs.14 – 20 for a ‘fix’ is easy. It is reported that most street children earn as much as Rs.100/- per 
day.   
 
Synthetic Rubber Adhesive: 
 
Brand Name – “Fevicol”, “Omni”, “Dendrite”  
 
Price:  Rs. 20/-, Rs. 30/-, Rs. 45/-.  
 
Description: It comes in a tube or container  
 
Availability: Easily available in hardware stores.  
Mode of Intake: It is inhaled and/or sniffed.  
Prevalence: It is highly prevalent among street children aged 8 – 17 years. This trend originated from Mumbai, 
at its biggest railway terminus, where street children living at the railway platforms first got addicted to this drug. 
It is prevalent in Delhi also among street children living at and around the railway station and children from low 
socio-economic areas.  
 
Effects: Depending upon exposure, the reaction may last from 5 minutes to ½ hours, effects include enlarge 
pupils, confusion, slurred speech, dizziness and a “high” feeling, hallucination, distortion of sound and sight, 
excessive oral secretions (running nose, watering eyes), poor muscular control, unconsciousness. 
Practice / Local names / Comments: The local name is “Solution”. It is either inhaled directly from the bottle or 
the cloth is dipped in the solution and inhaled and/or sniffed. Most run away children who are involved in labour 
jobs or are begging, or who are rag pickers are involved in this practice. For a street child to earn Rs.14 – 20 for 
a ‘fix’ is easy. It is reported that most street children earn as much as Rs.100/- per day. 
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Gasoline:  
 
Price: Rs. 32/- per litre. 
Description: Liquid form. Light orange colour.  
Availability: It is easily available.  
Prevalence: Low. 
Effects: Depending upon exposure, the reaction may last from 5 minutes to ½ hours, effects include enlarge 
pupils, confusion, slurred speech, dizziness and a “high” feeling, hallucination, distortion of sound and sight, 
excessive oral secretions (running nose, watering eyes), poor muscular control, unconsciousness. 
Practice / Local names / Comments: The local name for gasoline is petrol. A cloth is made wet with petrol and 
the fumes inhaled and/or sniffed. Sometimes it is kept in a container and the fumes inhaled and/or sniffed. It is 
reported that over the years, the prevalence has gone down. This could be due to the fact that alternate forms 
are more effective and have become popular.  
 
Pharmaceutical Drugs:  
 
Drug: Spasmo-proxyvon.  
 
Description: It is a blue collared capsule, medically used for spasmodic pain 
Brand Name:   SPASMO PROXYVON 
Manufacturing Company:  Wockhardt 
Composition:  Diclyclomine HCl 10mg, Dextropropoxyphene HCl 65mg, Paracetamol 400mg 
 
Availability: Though Spasmo Proxyvon is a prescription drug it’s easily available in most parts of India. In most 
of the north-eastern region it is banned therefore not available in medical shops but it is easily available from 
the pushers.    
 
Mode of intake: is usually taken orally or injected.  
 
Prevalence: It is common but hidden in the northeast region. In Delhi it is prevalent but hidden, among the 
student population. Though hidden, it is highly prevalent among the large numbers of the northeast student 
population based in Delhi. In Poona, it is common but hidden among the student population. Again it is highly 
prevalent among the northeast student population, especially at the Spicer College, which is a college 
exclusively for the northeast people. In the rest of India it is prevalent mainly among the student population.   
 
Price:  8 caps = Rs.11.09. This is the retail company price. But it is sold in the black 
market for Rs. 5-10 per capsule in the north-eastern regions. 
 
Local Names/Practice/Comments:  
 
Some of the local names are:  
 
S.P. – (short form for spasmo proxyvon.) 
 
Blue – (due to it’s colour blue) 
 
Effects: (Oral) the effects differ completely with the mode of intake. When taken orally, usually on an empty 
stomach and first thing in the morning the effects are most strongly felt. One feels confident to talk to people 
and cannot stop talking. One can enjoy any type of activity. Even a boring activity is enjoyed immensely. The 
high comes down after a few hours and if food is consumed then the “high” comes down even faster. Then 
another ‘round’ of 3-4 capsules is required to sustain the high. The consequent ‘highs’ are never as effective as 
the previous or the first ‘high’ of the morning. For a beginner, 3 to 4 capsules give the desired effect. As a 
person is into integrated using (tolerance levels rises) one might take up to 7-8 capsules in one go (one dose) 
to reach the desired effect.  
 
Effects (Injecting): The capsule is pulled open and the contents (powder form, white in colour) are mixed into 3-
5 ml water in a small container. The act of continuous mixing is done for at least a few minutes. Since the 
power is coarse and is non-dissolvable, usually a few minutes are given to the mixture so that the particles 
settle down. The water from the top is pulled into a syringe via a filter and injected. Most Spasmo-proxyvon 
injecting users very quickly loose their veins in their hands and legs (thrombosis). This is because the final 
mixture may look transparent to the naked eye; it contains tiny particles of the powder, which damage the inner 
lining of the veins leading it to collapse. Mostly the veins in the hands and legs collapse by injecting just once. 
As the user looses his veins, starts injecting in the femoral vein. The groin being the injecting area. Number 24 
needle is used which is about 2 inches in length. This is because the femoral vein is located deep into the groin 
area and a needle of that length is required in order to reach the vein.  
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The high as compared to the oral mode of intake is completely different. It is so different that it seems like an 
effect of another drug. Some of the effects are: 
 
‘Tingling sensation in the top of the head.’ This happens usually when an amount little more than the usual 
(tolerant) dose is taken, produces this kind of an effect. The usual feeling of rush coupled with the tingling 
sensation is a strong pull for repeated injecting.  
‘Funny taste in the mouth’ – Immediately after injecting a funny taste is felt in the mouth for sometime. This 
taste is liked by some and disliked by some. Some like it so much that they keep injecting mainly to get the 
taste.   
After a few ‘fixes’ the eyes become weak, in the sense that they are equivalent to eyesight that require a minus 
3 or 4 number glasses to read. Therefore an individual finds it difficult to focus at the injecting sight and requires 
glasses with at least –3 or –4 number to focus.  
Another effect (only after a few fixes) is that the brain’s ability to interpret a sound gets distorted. Therefore a 
sound of a bell or a certain word will be interpreted something else, say as a feeling of nostalgia or an 
emotional state that one usually associates with smells.  
There is also a strong feeling of compulsive injecting coupled with restlessness. The compulsiveness is so 
strong that one might inject even in a life-threatening situation.   
 
Drug: Cough Syrups. 
 
Brand Names: “Benadryl.”  “Phensedyl,” “Corex,”  
Price: Rs. 20 to Rs.30  
Availability: It is easily available in most parts of India. In certain parts in northeast India it is banned but it is 
easily available in the black market.  
 
Mode of intake: Swallowed.  
 
Prevalence: The prevalence is high among students in most parts of India.  
 
Local Names/Practice/Comments:  
 
It is directly swallowed or mixed with a beverage. There are no local names. It is highly popular with the 
students. It is reported that large number of students get initiated into drug use by trying cough syrups as a 
means to achieve high levels of concentration before examination period.  
For some it acts as a gateway drug while for others it becomes their drug of choice. Some of the students 
realize that it gives them the confidence to socialize, which is what attracts them to it. For some, the attraction is 
that it gives them an expanded, deep perception of oneself and the worlds; at the same time a strong feeling of 
“contentment”. When swallowed, for the first 1 hour, one feels energetic, excited, loves to talk, followed by 
sleepiness. Hence, to sustain this “High” (first 1 hour effects), one keeps on swallowing another “fix” every hour 
or as soon as the initial “high” starts wearing off. Besides the tolerance it’s the main reason for the increase in 
the quantity.        
 
Effects: Dry mouth, excitement, talkativeness and makes the person energetic and they love to smoke lots of 
cigarettes.  
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