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Box	  1.:	  Harm	  reduction	  
organisations	  on	  the	  Kenyan	  coast	  

The	  Muslim	   Education	   and	  Welfare	  
Association	   (MEWA),	   The	   Omari	  
Project	   (Omari)	   and	   Reachout	  
Centre	   Trust	   (Reachout)	   are	  
organisations	   which	   work	   in	   the	  
Kenyan	   coastal	   region	   based	   on	  
harm	   reduction	   principles.	   For	   this	  
study	   these	   organisations	  
conducted	   interviews	   (n=104)	   and	  
focus	  group	  discussions	  	  (FGDs)	  with	  	  
female	  clients	  in	  order	  to	  investigate	  
their	   needs	   and	   the	   barriers	   they	  
encounter	   in	   accessing	   harm	  
reduction	   services.	   The	   data	   from	  
these	   interviews	   and	   FGDs	   was	  
compared	  with	  information	  found	  in	  
literature.	  

THE	  NEEDS	  OF	  FEMALE	  DRUG	  USERS	  ON	  THE	  KENYAN	  COAST	  
	  

INTRODUCTION	  

Three	  Kenyan	  harm	  reduction	  organisations	  	  (Box	  1.)	  conducted	  a	  
study	  with	   the	  support	  of	  Mainline	  on	   the	  needs	  of	   female	  drug	  
users	  (FDUs)	  on	  the	  Kenyan	  coast.	  This	  investigation	  was	  done	  in	  
order	  to	  adapt	  and	  design	  services	  based	  on	  the	  needs	  of	  FDUs.	  In	  
addition,	   female	   specific	   barriers	   to	   accessing	   services	   was	  
investigated	   based	   on	   observations	   that	   FDUs	   often	   face	   higher	  
access	   barriers	   than	   their	   male	   counterparts.	   In	   this	   report,	  
results	  of	  the	  study	  will	  be	  discussed.	  	  

The	  report	  starts	  with	  an	  introduction	  as	  to	  why	  special	  attention	  
should	  be	  payed	  to	  FDUs,	  the	  context	  of	  the	  Kenyan	  coastal	  area	  
and	  what	  makes	  FDUs	  a	  hard-‐to-‐reach	  population.	  Next	  we	   look	  
at	  the	  barriers	   in	  accessing	  services,	  followed	  by	  health	  risks	  and	  
predominant	   needs.	   This	   reports	   ends	   with	   intervention	  
suggestions	   which	   respond	   to	   the	   needs	   of	   FDUs,	   and	  
considerations	   for	   the	   implementation	   of	   these	   interventions	   in	  
order	  to	  challenge	  the	  service	  barriers	  which	  FDUs	  experience.	  

Female	  drug	  users	  

Female	   drug	   users	  make	   up	   a	   significant	   share	   of	   people	  who	   use	   drugs	   (PUD).	   Although	   no	   firm	  
figures	  are	  available	  on	  the	  exact	  number,	   it	   is	  estimated	  that	   in	  Africa,	   females	  count	  for	  10	  to	  20	  
percent	  of	  all	   injecting	  drug	  users	   (IDUs)	  and	  that	   their	  share	   is	  growing1.	  Omari’s	  observation	  of	  a	  
growing	  problem	  of	  drug	  use	  among	  females	  is	  in	  line	  with	  this.	  The	  needs	  of	  female	  drug	  users	  differ	  
from	  those	  of	  men,	  and	  in	  addition	  they	  face	  different	  and	  more	  barriers	  to	  accessing	  services,	  which	  
will	   be	   explained	   further	   in	   this	   report.	   Despite	   this,	   in	   service	   provision,	   differentiation	   between	  
male	   and	   female	   drug	   users	   is	   not	   often	  made2.	   A	   lack	   of	   research	   on	   gender	   specific	   needs	   and	  
challenges	   can	   be	   explained	   by	   a	   lack	   of	   gender	   differentiation	   in	   services3.	   We	   know	   that	   it	   is	  
difficult	  to	  reach	  PUDs	  in	  general	  with	  health	  services.	  According	  to	  USAIDS,	  for	  instance,	  only	  one	  in	  
ten	   IDUs	  worldwide	   are	   reached.	   Keeping	   in	  mind	   that	   FDUs	   face	   higher	   barriers	   than	   their	  male	  
counterparts,	  they	  are	  harder	  to	  reach	  and	  thereby	  obviously	  receive	  fewer	  services.	  	  

	   	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	   Pinkham	   S.,	   Myers	   B.,	   Stoicescu	   C.	   “Developing	   effective	   harm	   reduction	   services	   for	   women	   who	   inject	  
drugs”,	  in	  The	  global	  state	  of	  harm	  reduction:	  Towards	  an	  integrated	  response	  (Harm	  Reduction	  International,	  
2012).	  Available	  at	  http://www.ihra.net/files/2012/07/24/GlobalState2012_Web.pdf	  
2	  United	  Nations	  Office	  on	  Drugs	  and	  Crime.	  Policy	  Brief.	  Women	  who	  Inject	  Drugs	  and	  HIV:	  Addressing	  specific	  
needs.	  
3	  Iversen,	  J.,	  Page,	  K.,	  Madden,	  A.,	  &	  Maher,	  L.	  (2015).	  HIV,	  HCV	  and	  health-‐related	  harms	  among	  women	  who	  
inject	  drugs:	  implications	  for	  prevention	  and	  treatment.	  Journal	  of	  acquired	  immune	  deficiency	  syndromes	  
(1999),	  69(0	  1),	  S176.	  



Context:	  The	  Kenyan	  coast	  

As	  in	  	  the	  rest	  of	  Kenya	  the	  coastal	  region	  is	  characterised	  	  by	  poverty.	  According	  to	  the	  UNDP	  43.4%	  
of	  all	  Kenyans	  live	  below	  the	  poverty	  line	  of	  $1.25	  dollar	  a	  day4.	  For	  coastal	  cities	  where	  MEWA	  and	  
Omari	   are	   active,	   such	   as	  Mwtwapa	   (52%),	   Kilifi	   (72%),	   and	  Malindi	   (65%),	   poverty	   rates	   are	   even	  
higher5.	   The	   religious	   background	   differs	   from	   the	   rest	   of	   the	   country.	   While	   the	   Muslim	   faith	  
represents	  only	  11%	  of	  the	  Kenyan	  population,	  on	  the	  coast	  about	  half	  of	  the	  population	  is	  Muslim.	  
More	  or	  less	  the	  same	  proportion	  was	  found	  by	  MEWA,	  Omari	  and	  Reachout	  for	  the	  faith	  of	  FDUs	  in	  
the	  region.	  While	  no	  specific	  numbers	  were	  found	  for	  the	  region,	  Kenya	  ranks	  at	  the	  126th	  place	  out	  
of	  156	  countries	  in	  the	  United	  Nations	  Development	  Programme	  (UNDP)	  2014	  gender	  equality	  index6	  
and	  45.1%	  of	  Kenyan	  women	  experienced	  violence	   in	  their	   life4.	  Similar	  to	  drug	  use	  and	  trafficking,	  
Nairobi	  and	  the	  coast	  are	  key	  destinations	  when	  it	  comes	  to	  sex	  trafficking	  of	  children	  and	  youth	  in	  
Kenya7.	  Prostitution	  is	  often	  seen	  as	  the	  only	  way	  to	  escape	  poverty	  or	  just	  the	  only	  way	  to	  survive8.	  

Drug	  use	  in	  Kenya	  is	  mostly	  located	  in	  its	  capital	  Nairobi	  and	  the	  coastal	  region.	  Heroin	  use	  is	  highly	  
prevalent	  on	  the	  Kenyan	  coast.	  According	  to	  the	  United	  Nations	  Office	  on	  Drugs	  and	  Crime	  (UNODC)	  
half	   of	   the	   about	   18,000	   Kenyans	   that	   regularly	   use	   heroin	   can	   be	   found	   on	   the	   Kenyan	   coast.	  
Although	  there	  are	  no	  precise	  numbers	  on	  drug	  use	  by	  women,	  it	  seems	  clear	  that	  they	  comprise	  a	  
significant	  share	  of	  the	  local	  drug	  user	  population.	  All	  of	  the	  Omari	  and	  Reachout	  respondents	  used	  
heroin	  and	  respectively	  40%	  and	  26%	  injected.	  MEWA	  reports	  that	  most	  of	  their	  respondents	  were	  
heroin	  users.	  Women	  get	  predisposed	  to	  the	  drug	  by	  their	  male	  counterparts	  and	  have	  easy	  access	  
to	   cheap	   heroin	   (MEWA).	   Heroin	   use	   is	   mostly	   associated	   with	   drugs	   and	   sex	   trafficking	   with	  
European	   tourists	   on	   the	   Kenyan	   coast9.	  Of	   all	   institutions,	   harm	   reduction	  organisations	   probably	  
have	   the	   best	   access	   to	   female	   drug	   users.	   Harm	   reduction	   organisations	   working	   on	   the	   Kenyan	  
coast	  notice	  that	  the	  amount	  of	  women	  who	  use	  drugs	  is	  increasing.	  	  

The	  hidden	  population	  

Female	  drug	  users	  are	  often	  invisible.	  While	  drug	  users	  in	  general	  tend	  to	  hide	  themselves	  because	  of	  
shame	  and	  stigmatisation,	  for	  female	  users	  this	  is	  compounded	  as	  they	  face	  multiple	  stigma:	  because	  
they	   use	   drugs	   and	   engage	   in	   sex	   work	   (the	   majority),	   but	   also	   simply	   because	   they	   are	   female.	  
Stigmatisation	   because	   of	   using	   drugs	   not	   only	   happens	   by	   non-‐drug	   users	   but	   also	   by	   their	  male	  
counterparts	  who	  think	  women	  should	  not	  use	  drugs.	  According	  to	  Reachout,	  Omari	  and	  Mewa	  80%	  
to	  100%	  of	  FDUs	  engage	   in	   sex	  work	  activities	   in	  order	   to	   finance	   their	  drug	  use	  and	  often	   that	  of	  
their	  partners	  as	  well10.	  Females	  are	  often	  more	  vulnerable	  due	  to	  a	  power	  imbalance	  when	  it	  comes	  
to	   safe	   sex	   negotiation	   and	   many	   of	   them	   regularly	   engage	   in	   high	   risk	   sex	   causing	   unwanted	  
pregnancy	   and	   infections.	   In	   addition,	   gender-‐based	   violence	   and	   abuse	   often	   comes	   on	   top	   of	  
stigma	  and	  discrimination	  and	   further	   increases	   the	   risk	   for	  contacting	  sexually	   transmitted	  viruses	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4	  UNDP.	  Country	  profiles,	  Kenya.	  Retrieved	  from	  http://hdr.undp.org/en/countries/profiles/KEN	  
5	  World	  Bank.	  Retrieved	  from	  http://go.worldbank.org/Z1Q8HEQOE0).	  
6	  UNDP	  (2014).	  Gender	  Equality	  Index.	  Retrieved	  from	  http://hdr.undp.org/en/composite/GII	  
7	  UNICEF	  (2014)	  Situational	  analysis	  of	  Kenya	  of	  UNICEF.	  Retrieved	  from	  
http://www.unicef.org/kenya/SITAN_2014_Web.pdf	  
8	  Terres	  des	  Hommes.	  Everyone	  knows	  what	  is	  happening.	  Retrieved	  from	  
https://www.terredeshommes.nl/en/everyone-‐knows-‐what-‐happening-‐beach	  
9	  Reid,	  S.	  R.	  (2009).	  Injection	  drug	  use,	  unsafe	  medical	  injections,	  and	  HIV	  in	  Africa:	  a	  systematic	  review.	  Harm	  
reduction	  journal,	  6(1),	  1.	  
10	  Azim,	  T.,	  Bontell,	  I.,	  &	  Strathdee,	  S.	  A.	  (2015).	  Women,	  drugs	  and	  HIV.	  International	  Journal	  of	  Drug	  Policy,	  26,	  
S16-‐S21.	  



Note	  1.:	  Research	  implications	  of	  FDUs	  invisibility	  

Since	  FDUs	  are	  a	  hiding	  population	  that	  are	  thereby	  
hard-‐to-‐reach,	   even	   for	   harm	   reduction	  
organisations,	   the	   respondents	  of	  Omari,	   Reachout	  
and	   MEWA	   might	   not	   reflect	   well	   the	   total	  
population	   of	   FDUs	   on	   the	   Kenyan	   coast.	   The	  
organisations	   interviewed	   FDUs	   within	   their	  
network.	   These	   respondents	   might	   thereby	   have	  
better	   access	   to	   services	   then	   FDUs	   outside	   the	  
network	  and	  scope	  of	  harm	  reduction	  organisations.	  
Numbers	   on	   access	   to	   services,	   such	   as	   clean	  
needles	   and	   syringes	   or	   on	   tests	   on	   infections	   like	  
HIV	   might	   therefore	   be	   an	   overestimation	   of	   the	  
real	  access	  of	  the	  total	  FDU	  population.	  

and	   infections11.	   Thus	   the	   vulnerable	   and	   stigmatised	   situation	   of	   FDUs	   thereby	   negatively	   affects	  
their	  health	  and	  human	   rights,	   both	  directly	   as	   indirectly.	  Directly	  by	   sexual	   assaults	   and	   rape	  and	  
indirectly	   by	   experiencing	   obstacles	   to	   accessing	   services.	   Because	   of	   hiding	   themselves,	   they	  
become	   a	   particularly	   hard-‐to-‐reach	   population	   for	   organisations	   providing	   health	   service,	   even	  
where	   harm	   reduction	   programmes	   are	   in	   place2.	   In	  
addition	  to	  its	  implications	  regarding	  access	  to	  health	  
services,	   the	   invisibility	   of	   FDUs,	   even	   for	   harm	  
reduction	   service	  providers,	  might	  have	  affected	   the	  
numbers	  mentioned	  by	  Omari,	  Reachout	  and	  MEWA.	  
These	  possible	  implications	  are	  explained	  in	  Note	  1.	  

	  

ACCESS	   BARRIERS	   AND	   CHALLENGES	   TO	  
HEALTH	  SERVICES	  

The	   invisibility	   of	   FDUs	   makes	   it	   difficult	   for	   health	  
and	  harm	  reduction	  service	  providers	  to	  reach	  them.	  
In	  addition,	  women	  report	  various	  obstacles	  in	  accessing	  services.	  Fear	  was	  the	  most	  common	  reason	  
why	  women	  hide	  and	  refrain	  from	  accessing	  health	  services.	  	  They	  fear	  police	  harassment	  and	  being	  
arrested.	  MEWA	  reported	  that	  90%	  of	  their	  respondents	  had	  come	  in	  contact	  with	  the	  police;	  60%	  of	  
the	  Omari	  respondents	  have	  been	  jailed,	  all	  of	  them	  fear	  being	  arrested.	  Police	  harassment	  is	  a	  well-‐
known	  problem	   facing	   FDUs2	   10.	  All	  Omari’s	   respondents	   complained	  about	  police	  harassment	   and	  
72%	   of	   MEWA’s	   respondents	   report	   having	   suffered	   social	   injustice	   through	   law	   enforcement	  
institutions.	  FDUs	  are	  often	  (sexually)	  abused	  and	  become	  physically	  and	  psychologically	  traumatised	  
during	   arrests.	  Many	   FDUs	   face	  physical	   violence,	   especially	   those	   involved	   in	   sex	  work.	  Violations	  
not	  only	  by	  police	  officers	  but	  also	  by	  clients	  and	  their	  male	  counterparts	  (Omari)2.	  Omari	  reported	  
that	  48%	  had	  undergone	  physical	  violations.	  However,	  due	  to	  constant	  fear	  of	  reprisal	  women	  do	  not	  
report	   sexual	   and	   gender-‐based	   violence	   (SGBV)	   	   (MEWA).	   According	   to	   literature	   this	   might	   be	  
attributed	   to	   fear	  of	   losing	   custody	  of	   their	   children2	   10.	   This	  might	   also	  be	   the	   case	   in	   the	  Kenyan	  
coastal	   region	   where	  most	   FDUs	   reported	   having	   children	   while	   only	   a	   small	   percentage	   of	   them	  
have	  custody.	  For	   instance,	  while	  85%	  of	   the	  Omari	   respondents	  had	  children,	  only	  30%	  had	   them	  
under	  their	  custodial	  care.	  66%	  of	  FDUs	  who	  did	  not	  have	  custodial	  care	  mentioned	  that	  the	  reason	  
had	  to	  do	  with	  their	  drug	  use.	  

Several	   sources	  mention	   that	  FDUs	  often	   lack	  confidence	   in	  and	   trust	  of	  health	  care	  providers	  and	  
face	  legal	  barriers	  in	  accessing	  facilities2	  10.	  Judgmental	  healthcare	  personnel	  can	  deter	  women	  from	  
accessing	   services.	   However,	   the	   females	   interviewed	   by	   MEWA	   and	   Omari	   mentioned	   having	  
confidence	   and	   trust	   in	   health	   care	   providers	   and	   outreach	   workers.	   The	   obligation	   to	   identify	  
oneself	  in	  order	  to	  access	  health	  facilities	  hinders	  FDUs	  in	  their	  willingness	  to	  access.	  Many	  FDUs	  lack	  
identity	  cards	  or	  prefer	  not	  to	  identify	  themselves	  for	  private	  reasons	  (Omari).	  Lack	  of	  identification	  
can	  also	  prevent	  their	  children	  from	  accessing	  school	  (Omari).	  

	  

	   	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
11	  Pinkham	  S.,	  Malinowska-‐Sempruch	  K.	  Women,	  harm	  reduction	  and	  HIV	  (Open	  Society	  Institute,	  2007).	  
Available	  at	  www.opensocietyfoundations.org/publications/women-‐harm-‐reduction-‐and-‐hiv-‐0	  



DOUBLE	  HEALTH	  RISKS	  

The	  combination	  of	  using	  drugs	  and	  engaging	  in	  sex	  work	  makes	  female	  drug	  users	  extra	  vulnerable	  
to	  contact	  a	  variety	  of	  diseases.	  We	  already	  know	  that	  the	  region	  is	  earmarked	  as	  high	  risk	  when	  it	  
comes	   to	   HIV/AIDS	   infections.	   Drug	   users	   count	   for	   one	   in	   three	   infections	   and	   where	   the	   HIV	  
prevalence	  in	  2012	  counted	  for	  11%	  of	  the	  general	  population,	  for	  IDUs	  this	  was	  three	  times	  higher	  
(MEWA).	  While	  no	  statistics	  on	  the	  percentage	  of	  HIV	   infections	  among	  FDUs	  are	  available,	  MEWA	  
found	   30%	   of	   their	   study	   population	   HIV	   positive	   and	   for	   Omari	   this	   was	   57.5%.	   These	   high	  
percentages	  can	  be	  explained	  by	  women	  having	  a	  double	  risk;	  injecting	  drugs	  and	  sex	  work.	  Although	  
most	  FDUs	  use	  condoms	  to	  avoid	  infections,	  often	  the	  use	  of	  condoms	  is	  negotiable	  with	  long-‐term	  
sex	  partners.	  The	  women	  included	  in	  the	  research	  by	  the	  three	  local	  organisations	  found	  that	  most	  
had	  access	  to	  clean	  needles	  and	  syringes.	  However,	  about	  10%	  share	  their	  equipment	  and	  since	  FDUs	  
form	  a	  hard-‐to-‐reach	  population	  it	  is	  questionable	  whether	  the	  accessibility	  to	  needles	  and	  syringes	  
is	  actually	  that	  high,	  as	  is	  explained	  in	  Note	  1.	  

In	   addition	   to	   HIV/AIDS,	   women	   who	   inject	   drugs	   are	   more	   vulnerable	   to	   diseases	   that	   can	   be	  
transferred	  through	  sex	  and/or	  sharing	  needles	  and	  syringes.	  While	  under	  influence	  of	  drugs,	  women	  
are	  more	  likely	  to	  engage	  in	  unsafe	  sexual	  practices	  which	  can	  lead	  to	  sexually	  transmitted	  infections	  
(STI’s).	  Omari	  found	  that	  30%	  of	  their	  respondents	  were	  tested	  on	  STI’s	  and	  all	  were	  found	  positive.	  
Unwanted	   pregnancy	   can	   be	   another	   negative	   result	   of	   unprotected	   sex.	   A	   drug	   related	   lack	   of	  
knowledge	  can	  be	  reason	  to	  engage	  in	  unprotected	  sex.	  For	  instance,	  heroin	  use	  may	  cause	  women	  
to	  stop	  menstruating	  however	  this	  does	  not	  always	  mean	  that	  a	  woman	  cannot	  get	  pregnant.	  A	  study	  
found	  this	  knowledge	  lacking	  by	  FDUs	  as	  well	  as	  their	  health-‐service	  providers12.	  

	  

NEEDS	  OF	  FEMALE	  DRUG	  USERS	  

FDUs	   on	   the	   Kenyan	   coast	   were	   asked	   to	   express	   their	   needs.	   They	   were	   also	   asked	   about	   their	  
access	   to	   several	   services	   such	   as	   information,	   testing	   and	   treatment	   of	   diseases,	   in	   order	   to	   gain	  
insight	  into	  service	  provision	  gaps.	  	  

Basic	  needs	  

FDUs	  mentioned	  basic	  needs	  like	  food	  and	  shelter	  as	  most	  immediate.	  Due	  to	  extreme	  poverty,	  many	  
FDUs	  cannot	  afford	  daily	  meals	  and	  are	  thereby	  in	  need	  of	  nutritional	  support.	  According	  to	  67%	  of	  
the	  MEWA	   respondents,	   they	   cannot	   afford	  even	  one	  meal	  per	  day	   and	  Omari	  mentioned	   that	   all	  
FDUs	   are	   in	   need	   of	   nutritional	   support.	   Clothing	  was	  mentioned	   as	   being	   needed	   by	   49%	   of	   the	  
Reach	  Out	  respondents.	  	  

Hygiene	  needs	  

Almost	   all	   women	   were	   in	   need	   of	   sanitary	   towels.	   The	   use	   of	   sponges	   and	   dirty	   linen	   during	  
menstruation	   is	   according	   to	   MEWA	   a	   high	   precursor	   of	   cervical	   cancer.	   11%	   of	   the	   Omari	  
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respondents	   had	   no	   access.	   Literature	   mentions	   that	   FDUs	   often	   lack	   access	   to	   reproductive	  
resources13.	  

Infections:	  information,	  testing	  and	  treatment	  

The	  health	  of	   FDUs	  was	   severely	   affected	  by	   their	   drug	  use	   as	  well	   as	   their	   sexual	   practices.	  Drug	  
related	   health	   knowledge	   was	   generally	   weak	   although	   there	   was	   higher	   awareness	   of	   some	  
infections.	  The	  same	  counts	  for	  testing	  for	  and	  treatment	  of	  infections.	  	  

All	  FDUs	  were	  tested	  for	  HIV.	  MEWA	  reported	  30%	  of	  the	  respondents	  are	  HIV+	  and	  all	  of	  these	  were	  
receiving	   treatment.	   Omari	   mentioned	   that	   HIV	   is	   increasing	   amongst	   FIDUs	   and	   57.5%	   of	   their	  
respondents	   reported	   to	   be	   HIV+.	   While	   MEWA	   reported	   weak	   knowledge	   regarding	   HIV,	   Omari	  
reported	  full	  knowledge.	  

There	  is	  a	  major	  lack	  of	  knowledge	  of	  hepatitis	  C	  and	  many	  have	  no	  access	  to	  screening.	  Only	  Reach	  
Out	   tested	  all	   their	   respondents.	   From	   these,	   26%	   tested	  positive	   for	  hepatitis	   C	   and	   these	  are	   all	  
injecting	  users.	  From	  the	  MEWA	  respondents,	  94%	  have	  no	  access	   to	  screening.	  MEWA	  and	  Omari	  
mentioned	   low	   rates	   of	   FDUs	   being	   informed	   about	   hepatitis	   C,	   respectively	   39%	   and	   41%.	   Those	  
who	  were	  informed	  requested	  active	  engagement	   in	  awareness	  activities	  for	  their	  peers,	  as	  well	  as	  
screening	  and	  treatment.	  

STIs	  are	  another	  widespread	  health	  problem	  among	  FDUs,	  to	  which	  attention	  should	  be	  paid.	  Reach	  
Out	  reported	  that	  82%	  of	  their	  respondents	  had	  been	  tested	  and	  that	  those	  who	  were	  found	  positive	  
had	  been	   treated.	  However	  Omari	   reported	   that	  30%	  had	  been	   tested	  and	  all	  had	   tested	  positive.	  
FDUs	  had	  to	  pay	  for	  urine	  checks	  and	  treatment.	  These	  payments	  were	  a	  deterrent	   for	  70%	  of	  the	  
respondents	   to	  having	   an	   STI	   check.	   The	  need	   for	   STI	   prevention	   and	   testing	   can	   also	  be	   found	   in	  
literature14.	  

Results	  of	   testing	   and	   treating	   tuberculosis	   (TB)	  differed	  per	  organisation.	   The	   study	  population	  of	  
Reach	  Out	  was	  for	  96%	  tested,	  MEWA	  reported	  11%	  on	  anti	  TB	  medication	  and	  Omari	  reported	  68%	  
tested,	   however	   only	   16%	   in	   the	   last	   6	   months	   from	   whom	   59%	   tested	   positive	   and	   receive	  
treatment.	  

Safe	  drug	  use	  

In	  order	  to	  reduce	  drug	  related	  health	  risks,	  organisations	  provided	  clean	  needles	  and	  syringes	  and	  
made	  referrals	   to	   the	  newly	  opened	  methadone	  programmes.	   	  Almost	  all	   female	   IDUs	   interviewed	  
had	   access	   to	   needle	   and	   syringe	   programmes	   (NSP).	   Those	   who	   did	   not,	   got	   their	   needles	   and	  
syringes	  from	  outreach	  workers	  or	  fellow	  drug	  users.	  Some	  reported	  sharing	  equipment,	  MEWA	  10%	  
and	  Omari	  8%,	  to	  minimise	  costs.	  	  

Although	  most	  FDUs	  are	  aware	  of	  methadone	  programmes,	  only	  about	  one	   in	   five	   is	  enrolled	   in	  a	  
programme.	  For	  MEWA	  the	  remote	  location	  of	  the	  MAT	  clinic	  contributes	  to	  defaulting	  because	  it’s	  
too	   far	   and	   too	   expensive	   to	   reach.	  Many	   FDUs	   worry	   about	   their	   addiction	   (MEWA	   67%)	   or	   are	  
concerned	  about	  overdosing	  (Omari	  30%).	  	  
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Condoms/contraceptives	  and	  high	  risk	  sex	  

High	   risk	   sexual	  behaviour	  by	  FDUs	   is	   reported	   to	  occur	   regularly,	  being	  not	  only	  a	  major	   cause	  of	  
transferring	  infections	  but	  of	  unplanned	  pregnancy.	  Condom	  use	  is	  still	  a	  negotiable	  commodity	  with	  
long-‐term	  sex	  partners	  and	  with	  clients	  who	  pay	  more	  for	  sex	  without	  a	  condom	  (MEWA).	  Specifically	  
young	   women	   lack	   negotiation	   skills	   which	   can	   lead	   to	   engaging	   in	   unsafe	   sex	   also	   making	   them	  
vulnerable	  to	  early	  drug	  use.	  According	  to	  Omari,	  25%	  of	   their	   respondents	  engage	   in	  high-‐risk	  sex	  
and	   only	   67.5%	   used	   condoms	   during	   their	   last	   sexual	   encounter.	   The	   female	   condom	   was	   only	  
mentioned	   by	  Omari;	   32.5%	  of	   their	   respondents	   had	   little	   knowledge	   of	   the	   female	   condom	  and	  
didn’t	  use	  them.	  However,	  no	  information	  was	  found	  on	  whether	  others	  did	  use	  the	  female	  condom	  
or	  not.	  Unavailability	  of	  the	  female	  condom	  was	  mentioned	  as	  a	  key	  reason	  for	  female	  condoms	  to	  
not	  being	  used.	  

Another	   cause	  of	   risky	   sexual	  behaviour	   is	   the	  absence	  of	   alternative	   income	  generating	  activities.	  
Poverty	   results	   in	  almost	  all	   female	  drug	  users	  engaging	   in	   sex	  work	   to	   finance	   their	  drug	  use	  and	  
their	  children’s	  welfare.	  According	  to	  MEWA,	  many	  FDUs	  lack	  socio-‐economic	  empowerment.	  	  

Mental	  health	  

Many	  females	  were	  in	  need	  of	  psychological	  support.	  60%	  of	  the	  respondents	  from	  Omari	  received	  
some	  form	  of	  continual	  support.	  	  

	  

RECOMMENDATIONS	  

Successful	   service	   provision	   is	   not	   only	   based	   upon	   availability	   of	   services	   which	   responds	   to	   the	  
needs	  of	  FDUs,	  but	  also	  by	  the	  potential	  to	  be	  accessed	  by	  FDUs.	  Therefore	  recommendations	  will	  be	  
provided	  which	   respond	   to	  both;	   the	  needs	  of	   FDUs	  as	  well	   as	   their	  barriers	   to	  accessing	   services.	  
FDUs	  face	  greater	  barriers	  than	  their	  male	  counterparts	  in	  accessing	  services	  and	  thereby	  we	  need	  to	  
pay	   attention	   to	   implementation	   considerations	   which	   improve	   the	   accessibility	   of	   services.	   The	  
recommendations	  will	  be	  covered	  in	  detail	  and	  a	  comprehensive	  overview	  will	  be	  provided	  in	  Table	  
1.	  

Interventions	  responding	  to	  the	  needs	  of	  female	  drug	  users	  

Nutritional	   support	   –	   Providing	   food	   to	   FDUs	  may	  ease	   their	  most	   immediate	  worries	   and	   thereby	  
help	  them	  take	  control	  of	  their	  lives.	  Additionally,	  FDUs	  being	  treated	  for	  HIV	  or	  TB	  find	  it	  difficult	  to	  
adhere	  to	  treatment	  while	  not	  having	  enough	  to	  eat,	  thereby	  increasing	  the	  chance	  of	  default.	  

Shelter	  and	  clothing	  –	  Both	  contribute	  to	  a	  healthier	  life	  and	  can	  be	  seen	  as	  basic	  living	  requirements	  
for	  self-‐confident,	  empowered	  women.	  

Sanitary	  material	  –	  FDUs	  expressed	  a	  need	  for	  sanitary	  towels.	  Since	  the	  use	  of	  unsanitary	  materials	  
can	  be	  extremely	  harmful,	  it	  is	  recommended	  to	  provide	  support	  for	  this	  or	  other,	  more	  sustainable,	  
alternatives	  to	  sanitary	  towels	  such	  as	  menstrual	  cups.	  Menstrual	  cups	  can	  be	  used	  and	  reused	  for	  
two	  to	  ten	  years.	  	  	  	  

Income	  generating	  activities	  –	  Most	  FDUs	  engage	  in	  sex	  work	  which	  brings	  with	  it	  an	  increased	  health	  
risk	  and	  stigmatisation.	   In	  addition,	  when	  FDUs	  become	  older	  they	  are	   less	   likely	  to	  continue	  being	  
able	   to	   make	   their	   money	   doing	   sex	   work.	   Providing	   support	   for	   income	   generation	   is	   therefore	  
recommended.	  FDUs	  can	  be	  provided	  with	  skills	  training	  and	  with	  start-‐up	  capital	  or	  micro	  credits	  for	  
their	   own	   business	   or	   be	   trained	   to	   perform	   peer-‐outreach	   work.	   In	   order	   to	   best	   design	   such	  



interventions	   research	   is	   advised.	   This	   research	   should	   gather	   more	   information	   on	   how	   much	  
money	  a	  woman	  needs	   to	  enable	  her	   to	  get	  her	  drugs	  and	   that	  of	  her	  husband,	  as	  well	  as	  how	  to	  
ensure	  that	  women	  can	  keep	  their	  income	  and	  men	  don’t	  take	  it	  from	  them.	  

Testing	  and	  treatment	  for	  infections	  –	  A	  lack	  of	  testing	  and	  treatment	  of	  various	  infections	  was	  found	  
however,	  reasons	  for	  this	  differed.	  For	  Hepatitis	  C	  and	  TB	  it	   is	   important	  to	  create	  more	  awareness	  
for	   instance	   by	   setting	   up	   campaigns.	   Regarding	   STIs	   it	   seems	   that	  money	   is	   the	   primary	   barrier.	  
Additional	   information	   is	   needed	   to	   obtain	   clearer	   insight	   as	   to	  where	   the	   emphasis	   should	   lie	   in	  
order	  to	  test	  and	  treat	  whomever	  is	  in	  need.	  

Information,	  awareness	  and	  empowerment	  for	  safer	  drug	  use	  and	  safer	  sex	  –	  Keeping	  the	  increase	  in	  
HIV	   infection	   in	  mind	  as	  well	   as	   the	  Hep	  C	  epidemic	   among	  FDUs,	  ways	   to	  minimizing	  health	   risks	  
cannot	   be	   emphasised	   enough.	   FDUs	   need	   to	   be	   empowered	   and	   should	   learn	   to	   negotiate	   with	  
clients	  and	  partners	   in	  order	  to	  prevent	  themselves	  from	  engaging	  in	  high	  risk-‐sex.	  Especially	  youth	  
could	   be	   reached	   by	   outreach	   activities	   at	   schools,	   universities,	   clubs	   and	   using	   youth	   peer	  
educators2	  13.	  

Needle	  and	  syringes	  programmes	  (NSPs)	  –	  All	  respondents	  have	  access	  to	  NSPs.	  It	  is	  recommended	  to	  
continue	  providing	   access	   to	  NSP	  while	   seeking	  ways	   to	   improve	   access	   to	   FDUs	  by	  using	   FDUs	   as	  
outreach	   workers.	   In	   addition,	   the	   importance	   of	   using	   clean	   needles	   and	   syringes	   should	   be	  
emphasized	  since	  8%	  to	  10	  %	  of	  the	  respondents	  reported	  sharing.	  

Methadone	  programme	  (MAT)	  –	  Many	  respondents	  expressed	  concern	  regarding	  their	  health	  due	  to	  
the	  use	  of	  drugs.	  Although	  most	  respondents	  were	  aware	  of	  the	  existence	  of	  MAT	  programmes,	  only	  
one	  in	  five	  was	  enrolled.	  For	  MEWA	  the	  location	  of	  the	  programme	  was	  a	  barrier	  since	  it	  required	  a	  
lot	  of	   travel	   to	  get	   there.	  Advocacy	   for	   take-‐home	  doses	  or	  more	  distribution	  points	  might	  help	   to	  
increase	   the	  amount	  of	  people	  enrolled	   in	  a	  MAT	  programme.	  For	   the	  other	  organisations	   the	   low	  
percentage	  of	  FDUs	  enrolled	  in	  the	  programme	  was	  not	  clear.	  Additional	  research	  is	  recommended	  in	  
order	  to	  understand	  what	  can	  be	  done	  to	  increase	  the	  enrolment	  into	  the	  programmes.	  

Mental	   health	   support	   and	   research	   –	   Although	   Omari	   mentioned	   that	   60%	   of	   their	   respondents	  
receive	  psychosocial	   support,	  more	   research	   is	  needed	   to	  determine	   the	  cause	  of	   resulting	  mental	  
health	  issues	  as	  well	  as	  the	  quality	  of	  psycho-‐social	  services.	  

Parenting	   support	   and	   child-‐care	   –	  Many	   FDUs	   lost	   custody	   of	   their	   children	   because	   of	   drug	   use.	  
When	   the	  FDU	  and	  her	   family	   is	  not	  able	   to	   take	   care	  of	   the	   child,	  providing	   support	   in	   caring	   for	  
their	  children	  might	  prevent	  a	  loss	  for	  the	  FDU	  as	  well	  as	  a	  better	  youth	  for	  the	  child.	  Investigation	  
into	  the	  needs	  of	  FDUs	  and	  that	  of	  their	  children	  might	  be	  needed	  .	  

Provision	  of	  condoms	  –	  Using	  condoms	   is	  crucial	   in	  order	  to	  prevent	  diseases	  such	  as	  STIs	  and	  HIV.	  
While	   most	   FDUs	   have	   access	   to	   condoms	   many	   do	   not	   use	   them.	   As	   mentioned,	   empowering	  
women	  and	  training	  them	  to	  negotiate	  might	  prevent	  them	  from	  having	  sex	  without	  a	  condom.	  The	  
use	  of	  female	  condoms	  is	  another	  strategy	  to	  consider	  since	  female	  condoms	  can	  be	  inserted	  a	  few	  
hours	  before	  having	  sex	  preventing	  making	  risky	  choices	  in	  the	  heat	  of	  the	  moment.	  Providing	  Depo-‐
Provera	  injectables15	  is	  something	  else	  to	  consider.	  This	  hormonal	  contraceptive	  birth	  control	  drug	  is	  
injected	  every	  three	  months	  and	  helps	  protect	  against	  pregnancy,	  however	  it	  doesn’t	  prevent	  STIs.	  

Documentation	   of	   violations	   –	   Since	  most	   FDUs	   report	   having	   faced	   sexual	   gender-‐based	   violence	  
(SGBV)	   yet	   none	  of	   them	   reported	   it,	  we	   recommend	   investigating	  ways	   of	   preventing	   SGBV.	  One	  
avenue	  may	  be	  to	  have	  FDUs	  share	  their	  story	  in	  a	  safe	  place	  without	  fear	  of	  reprisal.	  The	  collected	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
15	  For	  more	  information	  see:	  https://en.wikipedia.org/wiki/Depot_medroxyprogesterone_acetate	  



stories	   can	   then	  be	  used	   for	   advocacy	  or	   legal	   action	   against	   those	  who	   violate.	   In	   order	   to	  make	  
FDUs	  feel	  safe	  and	  confident	   in	  sharing	  their	  stories	  a	   trustee	  may	  be	  considered.	  This	  can	  best	  be	  
someone	  from	  their	  community	  or	  an	  ex-‐FDU.	  In	  addition,	  FDUs	  could	  be	  armed	  with	  knowledge	  of	  
their	  basic	  rights	  and	  be	  assisted	  by	  paralegals	  in	  order	  to	  assure	  them16	  (MEWA).	  

	  

Programmatic	  considerations	  

Discreet	   and	  accessible	   service	   locations	   –	   In	   order	   for	   FDUs	   to	   feel	   comfortable	   entering	   a	   health	  
facility,	   legal	   barriers	   such	   as	   providing	   identity	   cards,	   should	   be	   removed.	   This	   is	   even	   more	  
important	   for	   FDUs	   who	   lack	   identification.	   Advocacy	   against	   legal	   barriers	   is	   therefore	  
recommended.	  

Women-‐only	   spaces/hours	   –	   Another	   measure	   which	   could	   increase	   the	   comfort	   level	   of	   FDUs	  
entering	   health	   facilities	   is	   the	   creation	   of	   women-‐only	   spaces	   or	   hours	   which	  would	   remove	   the	  
barrier	  of	  abuse	  and/or	  stigmatisation	  by	  their	  male	  counterparts.	  Creating	  female-‐only	  access	  times	  
after	  dark	  should	  be	  considered,	  FDUs	  then	  are	  able	  to	  enter	  facilities	  without	  someone	  seeing	  them	  
going	  in2	  16.	  

Child	   care	   at	   service	   centres	   –	   A	   significant	   number	   of	   FDUs	   care	   for	   children	  which	  may	   hamper	  
access	   to	  service	  centres	   if	   they	  don’t	  have	  someone	  to	   look	  after	   their	  child	  while	   they	  are	  away.	  
Providing	  short-‐term	  child-‐care	  at	  facilities	  may	  increase	  FDUs	  accessing	  services2	  14	  16.	  

Peer	   FDU	   outreach	  workers	   –	  As	  mentioned	   in	  many	   articles	   about	   FDUs,	   they	   are	   hard-‐to-‐reach.	  
Therefore,	   special	   attention	   should	   be	   focused	  on	  ways	   of	   reaching	   this	   specific	   population.	  Using	  
FDUs	   or	   ex-‐FDUs	   as	   outreach	   workers	   might	   improve	   access	   since	   they	   have	   their	   network.	   In	  
addition	  there	  may	  be	  more	  inherent	  trust	  since	  they	  belong	  to	  the	  same	  group14.	  

Collaboration	  with	  programmes	  addressing	  sex	  work	  and	  HIV	  –	  FDUs	  often	  engage	  in	  sex	  work	  which	  
puts	   them	   at	   increased	   risk	   of	   contracting	   HIV.	   Since	   programmes	   exist	   for	   both	   populations	   it	   is	  
recommended	   to	   identify	   such	   programmes	   and	   see	   if	   there	   are	   possibilities	   for	   collaboration	   or	  	  
coordinating	  activities.	  Since	  resources	  are	  a	  major	  obstacle	  to	  providing	  services,	  prioritisation	  and	  
aligning	  services	  with	  those	  of	  other	  service	  providers	  is	  pivotal.	  

Advocacy	  addressing	  stigma,	  discrimination	  and	  (sexual)	  violations	  –	  Since	  stigmatisation	  and	  abuse	  
are	  the	  largest	  barriers	  to	  FDUs	  in	  accessing	  health	  services,	  reduction	  of	  these	  barriers	  can	  improve	  
access	   to	   services.	   In	   addition,	   advocacy	   should	   address	   the	   lack	   of	   legal	   documentation,	   without	  
which	   FDUs	   often	   face	   problems	   when	   setting	   up	   a	   business	   or	   sending	   their	   children	   to	   school.	  
Obtaining	  identification	  cards	  for	  FDUs	  and	  their	  children	  is	  thereby	  necessary.	  

Resourcing	   –	   In	   order	   to	  make	   free	   testing	   and	   treatment	   for	   infections	   possible,	   and	   in	   order	   to	  
design	  and	  create	  new	  FDU	  specific	  programmes,	  financial	  resources	  are	  important.	   Investigation	  is	  
needed	  as	  to	  whether	  the	  National	  Health	  Insurance	  Scheme	  Fund	  can	  provide	  funds,	  as	  suggested	  
by	  MEWA.	  	  

Prison	  outreach	  –	  Many	  FDUs	  have	  either	  been	  in	  prison	  or	  are	  at	  risk	  of	  ending	  up	  there.	  Providing	  
services	  such	  as	  NSP	  and	  free	  condoms	  makes	  less	  sense	  when	  FDUs	  end	  up	  in	  prison	  and	  lack	  access.	  
Outreach	  in	  prisons	  is	  therefore	  critical,	  advocacy	  to	  do	  so	  might	  be	  necessary	  when	  access	  is	  denied.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
16	  Malinowska-‐Sempruch,	   K.	   (2015).	  What	   interventions	   are	   needed	   for	  women	   and	   girls	  who	   use	   drugs?	   A	  
global	  perspective.	  JAIDS	  Journal	  of	  Acquired	  Immune	  Deficiency	  Syndromes,	  69,	  S96-‐S97.	  



	  

Table	  1.:	  comprehensive	  woman-‐	  specific	  harm	  reduction	  package	  (adapted	  version	  2)	  

Harm	  reduction	  components	   	   Interventions	  responding	  to	  
needs	  of	  female	  drug	  users	  

	   Implementation	  considerations	  

Needle	  and	  Syringe	  programmes	  
(NSPs)	  

Opioid	  substitution	  therapy	  (OST)	  
and	  other	  evidence	  based	  drug	  
dependence	  treatment	  

HIV	  testing	  and	  counselling	  (HTC)	  

Antiretroviral	  therapy	  (ART)	  

Prevention	  and	  treatment	  	  of	  
sexually	  transmitted	  infections	  
(STIs)	  

Condom	  programmes	  for	  PUD	  and	  
their	  sexual	  partners	  

Targeted	  information	  and	  
communication	  (IEC)	  and	  their	  
sexual	  partners	  

Prevention,	  vaccination,	  diagnosis	  
and	  treatment	  for	  viral	  hepatitis	  

Prevention,	  diagnosis	  and	  
treatment	  of	  tuberculosis	  (TB)	  

	   Nutrition	  support	  

Shelter	  and	  clothes	  

Sanitary	  towels	  or	  alternatives	  

Alternative	  income	  generating	  
interventions	  

Psychosocial	  support	  

Parenting	  support	  and	  child	  care	  

Provision	  of	  female	  condoms	  

Legal	  aid	  and	  prevention	  gender	  
based	  violence	  

Maternal	  and	  child	  health	  
support	  

Gender	  specific	  peer	  education	  

	   Discreet	  and	  accessible	  service	  locations	  

Women-‐only	  spaces	  and/or	  times	  

Peer	  FDU	  outreach	  workers	  

Collaboration	  with	  programmes	  
addressing	  sex	  work	  and	  HIV	  

Advocacy	  addressing	  stigma,	  
discrimination	  and	  (sexual)	  abuse	  

Advocacy	  for	  improved	  services	  and	  
elimination	  of	  legal	  barriers	  and	  

Resourcing	  

Continued	  data	  gathering	  

Participatory	  planning,	  implementation	  
and	  evaluation	  

Child	  care	  at	  service	  centres	  

	  

	  

WAY	  FORWARD	  

This	   document	   intends	   to	   provide	   a	   basis	   for	   directing	   programmes	   to	  meet	   the	   specific	   needs	   of	  
FDUs.	  However,	  as	  can	  be	  observed	  from	  documented	  information,	  information	  on	  some	  topics,	  such	  
as	   FDUs	  mental	   health	   needs,	   is	   poor	   and	   gaining	   additional	   information	   on	   these	   topics	  wishful.	  
Therefore	   results	   regarding	   female-‐specific	   interventions	   should	   be	   documented	   and	   additional	  
research	   done.	   Since	   FDUs	   are	   a	   hidden	   population	   and	   thereby	   hard-‐to-‐reach,	   even	   by	   harm-‐
reduction	  service	  providers,	  special	  attention	  should	  be	  given	  to	  finding	  ways	  of	  reaching	  this	  hard-‐
to-‐reach	  population.	  Making	  use	  of	  indigenous	  research	  assistants	  (IRAs)	  is	  advised.	  IRAs	  are	  people	  
who	  belong	  to	  the	  target	  community	  to	  be	  researched	  (thus	  FDUs	  themselves).	  However	  since	  drug	  
use	  might	  affect	  the	  ability	  of	  people	  to	  perform	  research	  activities,	  ex-‐FDUs	  may	  also	  be	  considered	  
as	   an	   alternative.	   Using	   IRAs	   to	   gather	   information	   increases	   the	   chances	   of	   collecting	   reliable	  
answers	   to	   questions	   because	   people	   feel	   more	   confident	   talking	   to	   someone	   belonging	   to	   their	  
community17.	   This	   also	   brings	   the	   following	   advantages;	   IRAs	   have	   an	   existing	   network	   which	  
improves	   chances	   of	   reaching	   people	   from	   a	   hard-‐to-‐reach	   population.	   In	   addition	   this	   brings	   an	  
alternative	  employment	  opportunity	  for	  FDUs	  who	  can	  earn	  some	  money	  with	  the	  work.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
17	   Benoit,	   C.,	   Jansson,	   M.,	   Millar,	   A.,	   &	   Phillips,	   R.	   (2005).	   Community-‐academic	   research	   on	   hard-‐to-‐reach	  
populations:	  Benefits	  and	  challenges.	  Qualitative	  Health	  Research,	  15(2),	  263-‐282.	  
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