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ABSTRACT
Introduction:  The Médecins Sans Frontières (MSF) Kiambu People Who Use Drugs (PWUD) project, 
which started in September 2019, had enrolled 590 PWUD in its Medically Assisted Therapy (MAT) 
program by April 2022. This project provides a one-stop-shop model, offering a comprehensive 
range of medical and psychosocial services. This study aimed to explore how PWUD navigate from 
heroin use to MAT enrolment.
Methods:  The study involved individual, paired and group interviews conducted between August 
and October 2022. Purposive sampling was applied. Interviews were recorded, transcribed, coded 
with NVivo and analysed using reflexive thematic analysis. Methodological triangulation enhanced 
interpretation.
Results: PWUD faced various challenges to engage in the MAT program. Replacing heroin with MAT, 
the ‘medicine,’ was insufficient to ensure meaningful recovery. Engaging in MAT required personal 
motivation to exit the hotspots that their lives revolve around. Main barriers were coping with 
changed lifestyles and behavioural patterns, and the need to develop new perspectives on dealing 
with ‘idleness.’
Conclusion:  The study revealed the complex realities PWUD are confronted with when trying to 
engage in MAT. MAT programs need to address medical, psychosocial, employment and other 
structural factors while supporting people to restore their broken social conditions.

Introduction

Increasing availability of heroin, cocaine, and methamphet-
amine especially in urban areas has compounded the burden 
of drug use in Africa (Syvertsen et  al., 2015). In addition, the 
increased use of these drugs has resulted in devastating 
health effects, and social and economic dysfunction (NACADA,  
2021).

In Kenya, an estimated 26,673 people use drugs (PWUD) in 
2021 (NASCOP, 2021a). Heroin has become the second most 
widely used narcotic drug in Kenya, after cannabis (NACADA, 
2021). The increased availability of ‘white heroin’ powder 
resulted in a rise in heroin injection since the late-1990s sup-
planting the previously prevalent ‘brown heroin’ (Beckerleg 
et  al., 2005; NASCOP, 2013). Subsequently, the drug market 
also shifted in the late-1990s when ‘brown sugar’ heroin was 
replaced by ‘white crest’ heroin, which users in Kenya believed 
to be from Thailand (Beckerleg et  al., 2005). Injecting drug 
use carries a high risk of HIV infection and one study showed 
an HIV prevalence of 18.7% in this group compared to 4.6% 
in the general population in Kenya (NASCOP, 2014a, 2014b). 

In response to the growing burden of HIV among people who 
inject drugs in 2010/2011, the Ministry of Health endorsed a 
comprehensive harm reduction approach for PWUD in the 
national HIV strategy in 2013 (Mital et  al., 2016; NASCOP, 
2013). It included harm reduction interventions for opioid 
dependence (NACC & NASCOP, 2012), primarily consisting of 
HIV testing and treatment, needle/syringe exchange programs, 
and Medically Assisted Treatment (MAT) with methadone 
(Ayon et  al., 2019; NASCOP, 2013; Wambugu, 2020; WHO, 
2009). Drug use is criminalized, and carrying of drug injection 
paraphernalia is considered illegal, thus adding to stigma and 
exclusion for PWUD as well as increasing difficulties in access-
ing necessary services. The first MAT program in Kenya was 
started in December 2014 in Nairobi and less than 1% of peo-
ple who inject heroin accessed this therapy (Wambugu, 2020). 
By 2021, there were nine other MAT clinics in the country 
offering services to PWUD. MAT is a component of a compre-
hensive approach of harm reduction to address illicit drug use 
and is endorsed as a best practice by the World Health 
Organization (WHO) (Ministry of Health, 2017). MAT aims to 
reduce harms associated with illegal use of opioids including 
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heroin by providing a legal controlled supply of substitute 
opioids such as methadone and buprenorphine. Methadone 
and buprenorphine, although opioids themselves, have similar 
effects with significantly reduced harms. They ease withdraw-
als and cravings, thereby possibly reducing HIV transmission 
and other negative outcomes linked with illicit drug practices 
(Hannah Fraser et al., 2021; H. Fraser et al., 2021; Ludwig-Barron 
et  al., 2021; Ministry of Health, 2017; Rhodes et  al., 2015). 
Despite an expansion of MAT care, little is known about the 
perceptions, experiences, and behaviours of PWUDs towards 
MAT. Over the years, engagement with harm reduction ser-
vices has often been challenging for PWUD as it requires 
them to register at MAT clinics and attend daily for medica-
tion, potentially increasing their exposure to stigma, discrimi-
nation, and criminalization. Consequently, MAT programs have 
reported suboptimal retention rates (NASCOP, 2013). In 2019, 
MSF began supporting harm reduction and MAT for PWUD in 
Kiambu County, a wealthier area compared to others in Kenya, 
which ranks among the top five counties with the highest 
numbers of PWUD due to its relative affluence and its prox-
imity to Nairobi. The aim of this qualitative study was to 
increase understanding of the challenges PWUD face in 
enrolling and maintaining in MAT care in Kiambu County, 
therefore informing the future strategy for improved program-
matic reach and retention, and increased appropriateness of 
MAT services from the users’ perspectives.

Methods

Context

The Médecins Sans Frontières (MSF) Kiambu project is an 
integrated medical care project for PWUD in Kiambu County. 
It started in 2019 at the Karuri Level 4 hospital and by end of 
September 2023, 909 PWUD had been enrolled in the pro-
gram. By that time, the retention which is calculated monthly 
was 72.3%. The project offers a one-stop-shop model of care 
where PWUD eligible for the MAT program have access to a 
comprehensive package of medical, psychological and social 
care. It includes opioid substitution therapy (OST) for PWUD, 
general outpatient care, sexual and reproductive health ser-
vices, mental health and psychosocial services, nutritional 
support and management of malnutrition, pharmacy and lab-
oratory services. The overall approach of MSF’s intervention 
included peer education/work for PWUD and community 
engagement. The MAT clinic is operated in collaboration with 
the National AIDS and STIs Control Program (NASCOP), 
Kiambu County Government, Kenya Prison Services and 
LVCT-Health.1 To further increase access to services for PWUD, 
MSF opened two decentralised sites in Ruiru and Thika 
Prisons in May 2022 and July 2023 respectively. These decen-
tralized sites operate independently from the MAT clinic, 
reducing travel barriers and improving access to care for 
PWUD, making it easier to receive the necessary services 
within their community. Both sites offer the same integrated 
model of care for PWUD in addition to the other essential 
services accessible by both PWUD and the general popula-
tion. This integrated and decentralized approach is viewed as 
a more accessible and sustainable model of care as compared 

to a standalone centralised MAT clinic. However, the study by 
Guise et  al. supports an approach that encourages continued 
integration of services whilst allowing for differentiation of 
these models to adapt to client preferences. Co-location of 
integrated services must prioritize clinic organization that pre-
vents HIV status disclosure (A. Guise et  al., 2019).

The MAT clinic collaborates with the Civil Society 
Organisation LVCT for referral of patients. LVCT is mandated by 
the National AIDS/STD Control Programme (NASCOP) to con-
duct outreach services to the dens and hotspots where PWUD 
frequent, provide clean needles and syringes, and identify and 
refer MAT-eligible PWUD to the MAT clinic. Before referral, eli-
gible PWUD undergo a preparation session at LVCT detailing 
the process and expectations of the MAT program. They are 
then escorted by a peer worker or outreach worker to the 
clinic. Eligibility for enrolment is PWUD with Opioid depen-
dency including heroin and other prescription opioids, and 
their willingness to access MAT care. At the MAT clinic, they 
initiate Opioid substitution therapy (OST) based on their drug 
use history. Those with a long drug use history and injecting 
and/or smoking usually start with methadone which is more 
effective for individuals with severe opioid dependence due to 
its full agonist properties, which can help manage cravings 
and withdrawal symptoms more robustly. The dose can also 
be adjusted more easily to meet individual needs because it 
has a longer half-life. Those with a shorter drug use history, 
usually smokers, are initiated on buprenorphine, which is 
effective at reducing cravings and withdrawal symptoms with 
a lower risk of overdose and easier to wean off. The dose is 
initiated low and titrated upwards gradually until the patient 
is no longer experiencing withdrawals or cravings. Methadone 
is taken daily and buprenorphine every 48 to 72 hours. The 
longer a patient remains adherent on treatment, the lower the 
chances of relapse as supported by several studies (Buresh 
et  al., 2021; Kreek et  al., 2010; Mattick et  al., 2014). This adher-
ence is crucial for effective long-term management, and ther-
apy can be lifelong. Social reintegration is also considered key 
to recovery and returning to a productive and fulfilling life as 
defined by Substance Abuse and Mental Health Services 
Administration (SAMHSA) in their guiding principles of recov-
ery (U.S. Department of Health and Human Services XXXX). 
Recovery is understood in a holistic sense, encompassing ces-
sation of heroin use, engagement in MAT, and improvements 
in health and social well-being. Therefore, mental health and 
psychosocial follow-up support is also provided during ther-
apy. Once the patient is stable and wishes to stop OST, the 
dose is titrated downwards gradually until they are at a dose 
where they are no longer experiencing withdrawals or crav-
ings and can finally stop the OST. Before the wean off process 
is commenced, the MAT team assesses if the patient is stable 
clinically, not concomitantly using heroin together with OST 
and is already socially reintegrated, as these factors are para-
mount in ensuring that the patient is ready to be weaned off 
OST. After cessation, patients are followed up monthly, then 
every six months. During this period, patients can still access 
psychosocial care in the MAT clinic or even other medical ser-
vices when needed and they are also encouraged to join the 
group therapies in the MAT clinic to aid in their recovery jour-
ney and prevent relapse. As part of the support to empower 
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the PWUD in recovery and those weaned off, MSF supported 
the creation of a patient led Community based organisation 
(CBO) with a view of providing a harm reduction package of 
care at community level once autonomous.

Study design

A qualitative research design was used to gain multiple per-
spectives (active PWUD, MAT patients, PWUD peer worker, 
Ministry of Health (MoH), MSF and LVCT staff ) on the com-
plex factors of the daily lives of active heroin users (Pope & 
Mays, 2006) between August and October 2022. The methods 
used for data collection were face-to-face in-depth interviews 
(IDIs), informal observations, paired interviews, and focus 
group discussions (FGDs). A methodological triangulation of 
findings was undertaken to enhance the interpretation of 
data, in-depth individual interviews were combined with 
focus group discussions, informal observations, and a litera-
ture review (Patton, 2002). The choice of methodology 
encouraged rich text and reflective narratives from the main 
participants to answer the research question.

Selection and recruitment of study participants

Purposive sampling was applied for the interviews with PWUD 
linked to hotpots where they buy or smoke heroin, individu-
als enrolled in the MAT program, PWUD peer workers from 
LVCT and MSF, and healthcare workers. This sampling 
approach allowed us to select individuals who were most 
likely to provide valuable and relevant information for the 
study. The sample size was not determined in advance as we 
followed the information saturation principle (Green & 
Thorogood, 2018). In total, 61 interviews were completed 
comprising 39 IDIs, seven paired interviews and 15 FGDs. 
Twelve interviews were performed with PWUD linked to 
hotspots, 13 with active MAT patients, eight with MAT patients 
who have disengaged, two with persons who had weaned-off 
with the MAT program, and two with buprenorphine patients; 
twelve other patients using buprenorphine were asked in a 
small survey about their experience and perception of 
buprenorphine. Nine interviews were done with healthcare 
staff (MSF/MoH/LVCT) and 15 with PWUD peer workers. In 
total, 232 people participated in 61 interviews.

Observations were part of every encounter with PWUDs, 
peer workers, MAT patients during the interviews, or in the 
open space at either the Karuri clinic or Ruiru Decentralized 
Fixed Dispensing and Ruaka Drop-In Centre. An informal 
observation approach was applied meaning that the observer 
was ‘passive, a participant observer.’ These observations were 
conducted in a non-structured manner, focusing on capturing 
spontaneous and naturally occurring behaviours and interac-
tions without a formalized observational framework.

PWUD were approached and selected with the help of 
LVCT-and MSF PWUD peers, who were trusted by them. The 
various groups of PWUDs were interviewed in separate FGDs 
that were formed according to their belonging to a specific 
hotspot. Mappings of hotspots and the number of PWUD in 
the sub-counties had been performed by LVCT prior to this 

study at project level, thus facilitating the selection and fre-
quency of sites visited. MAT patients were approached at the 
clinic with the help of peers and asked about their availability 
for an interview and their preference for being interviewed 
alone or in pairs. Some came for their methadone dose with 
a partner or friend. Healthcare workers were selected directly 
at the clinic by personally asking if they had the time and 
interest to participate in an interview. Additionally, some 
healthcare providers volunteered their interest and availability.

Any person or group that was interviewed was informed 
and asked beforehand for consent to participate in the inter-
view and had the choice of location for the interview.

The primary investigator supported by a local study assis-
tant and a PWUD peer worker of the chosen area, hot-spot or 
den2 approached potential participants, introduced them-
selves, explained in detail the purpose and the aim of the 
study and asked potential study participants about their will-
ingness to participate in an IDI and/or FGD.

PWUD inclusion into the study followed their own will, 
availability, and informed decision to participate within a 
given period for enrolment. We assured potential participants 
to respect confidentiality, and that non-participation was not 
to impact their future access, care and treatment provision, or 
work in the case of healthcare staff. Interviews with PWUD 
were conducted directly in the hotspots when deemed appro-
priate by the PWUD themselves; other interviews were con-
ducted in a rented location near the hotspot. Conversations 
with MAT patients took place at the clinic during their visits 
for MAT, as did the interviews with healthcare workers. PWUD 
peer workers were interviewed either near the hotspot where 
they were assigned to work or at the clinic, depending on 
their preferences. The study team encountered slight difficulty 
in engaging active PWUD because many potential participants 
were unsure of the benefits of participation in the study and 
were hesitant to engage with the peer workers. Many, active 
PWUD look for money in the morning through touting at the 
bus stations or collecting scrap metals; staying an hour or 
more for an interview was a loss of time and income for them. 
However, the peer workers did manage to explain and encour-
age their peer PWUD to participate in IDIs and FGDs. As a 
result, we were able to talk to a total of 232 individuals. On 
two occasions, PWUD participants who were not on MAT 
expressed withdrawal symptoms, both verbally and physically, 
and requested to complete the interview as soon as possible. 
In other instances, some participants requested compensation 
in the form of heroin for the time they spent in the interview. 
To address this issue, the study team explained that providing 
heroin as compensation would be ethically inappropriate and 
contrary to the principles of harm reduction, which aim to 
minimize the negative impacts of drug use. The team offered 
non-drug incentives such as bread and milk, aligning with our 
commitment to support the health and well-being of PWUD 
without contributing to potential harm.

Data management and analysis

All data obtained through interviews were anonymised and 
stored on password-protected computers, without the inclu-
sion of personal identifiers such as names, address, phone 
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number or any other variable that can lead to identification 
of the participant (Richards & Schwartz, 2002).

The analysis and interpretation of data was drawn on social 
and structural factors as the key determinants for the challenges 
in enrolling and maintaining participants in a MAT program. The 
role of social networks (peers, friends, family), stigma, peer influ-
ence, and community support (or non-support) affecting partic-
ipants’ readiness and ability to enrol and stay in the program 
were considered for social factors. For structural factors the avail-
ability of MAT, geographical accessibility (distance to reach the 
clinic for MAT and availability of transportation), and healthcare 
infrastructure on participant engagement were included.

Data analysis was conducted by the primary investigator 
using NVivo©11 qualitative data analysis software. All interview 
transcripts were imported into NVivo after translation and tran-
scription, where they were then coded. A coding framework 
was developed based on themes emerging during the inter-
views, as well as themes pre-identified by the study team. 
Emergent categories and themes were identified based on 
meticulous and systematic reading and coding of the tran-
scripts. Codes and sub-codes were refined during the analysis. 
Data coding and analysis began whilst data collection was 
ongoing, to allow for the refining of questions and the in-depth 
exploration of certain themes if required. Codes and themes 
were discussed with the study assistant for accuracy and quality 
assurance. The analysis involved a reflexive thematic analysis by 
Braun and Clarke (Braun & Clarke, 2019). The transcripts were 
screened for relevant information, organised, coded, catego-
rised, and interpreted. A category (label) was attached to the 
statements to structure the data. The content was analysed in 
two ways, one was free of interpretation, while the other was 
focused on interpreting what was meant by it (Hancock, 2002).

Continuous reflection on data was part of the creative pro-
cess of analysis and necessary for contextualising and linking of 
findings with theory. To adhere to principles of good practice 
the research process was clearly described in the study report 
(Burtscher, 2022). Credibility and richness of the qualitative 
research context are ensured by presenting a ‘thick’ description 
(Geertz, 1973) and by also presenting deviant cases if they occur.

A methodological triangulation was applied. The content 
and emerging themes of the individual IDIs were combined 
with FGDs, observations, and a literature review (Brikci, 2007). 
Various data types (IDIs, FGDs, and observations) that were 
used for triangulation were harmonized by coherent transla-
tion, transcription, and coding, and therefore integrated into 
a cohesive analysis.

Ethical approval

The study protocol was approved by the MSF Ethics Review Board 
(ID 2251) and the Kenya Medical Research Institute’s (KEMRI’s) 
Scientific and Ethics Review Unit (SERU) in Nairobi (ID SERU 4490).

Results

Study participants

The study population included diverse groups of respondents 
(Table 1) characterized by gender, years of drug use, method 

of drug intake, hot spots of drug use and location3, and type 
of enrolment to the MAT program. The individuals approached 
comprised PWUD not yet enrolled into MAT, MAT patients, 
PWUD peer workers of LVCT and MSF, and healthcare profes-
sionals (MoH, MSF and LVCT).

Four main themes evolved when exploring perceptions 
and experiences of the journey from the den and the ‘old life’ 
with heroin use to the ‘new life’ in MAT. These themes were 
(1) leaving the ‘old life’; (2) engaging in MAT; (3) life on MAT 
and (4) maintaining the ‘new life’ in MAT.

Leaving the ‘old life’: ‘sick of being sick’
Interview participants, both PWUDs and MAT patients, 
described that quitting heroin is a daunting task. They 
spoke of growing tired of the lifestyle they had been living 
and expressed a desire to break free from their addiction, 
saying ‘we are sick of being sick.’ Many had disappointed 
their families, and if they were married, their relationships 
had broken down. Moreover, PWUD reported that they 
neglected their children, as most of their money went 
towards buying drugs. Reflecting on those experiences, 
PWUD often expressed regret about starting to use heroin, 
recognizing the losses they suffered as a result. Most 
PWUD and MAT patients wished they could start over and 
rebuild their lives.

Table 1. characteristics of study participants.

total (n = 232) %

sex
 Men 201 87%
 Women 31 13%
age groups, years
 18–24 56 24%
 25–34 97 42%
 35–44 49 21%
 ≥45 11 5%
 n/a 19 8%
Background
 active heroin users 103 44%
 Mat methadone 46 20%
 Mat buprenorphine 14 7%
 Mat/disengaged 22 9%
 Mat weaned off 4 2%
 PWuD peer workers of MsF and lvct 29 12%
 Healthcare workers 13 6%
Duration of using heroin, years
 0–3 56 24%
 4–6 49 21%
 7–9 40 17%
 10–15 36 16%
 16–20 11 5%
 n/a and na (because weaned off) 40 17%
Mode of heroin use
 smoking 141 61%
 smoking and injecting 42 18%
 injecting 8 3%
 sniffing 3 1%
 injecting and sniffing 4 2%
 n/a or na 34 15%
Highest education
 no school 2 1%
 Primary school 68 29%
 secondary school 120 52%
 university/college 27 12%
 n/a 16 6%

n/a, no answer; na, not applicable.
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‘When the landlord threw my things out and locked me out of my 
house, I went and sold all my possessions and now I got deep into 
drug use. That’s when now I started sleeping outside, I stopped my 
job because my motorbike had been claimed by the loan collectors 
and I saw like my life was now coming to an end. I could no longer 
look after my family and there was nothing else I was doing, except 
looking for money to buy the drugs. I even got dirty and smelly 
because I wasn’t bathing and lived like a chokoraa [streetboy]. 
There came a friend of mine who had started MAT before me, and 
he told me that I had to stop the heroin and change and that I 
could do so if I joined MAT.’ male MAT patient, 26y

Another trigger to stop heroin was when active PWUD 
met a friend with whom they had used heroin together or a 
peer worker, who was now ‘clean’ and had a better life. Such 
an encounter encouraged them to also try to stop using her-
oin. However, stopping heroin and starting MAT was worrying 
as replacing heroin with methadone or buprenorphine did 
not seem easy and it was not merely a medical and physical 
question. Respondents emphasized that it had to be tackled 
in a holistic way by including psycho-social, economic, finan-
cial and personal characteristics, to be able to create a sup-
portive environment. Others referred to the ‘old life’ in the 
den and said that leaving an ‘old love’ is difficult despite the 
‘toxic’ relationship. Many PWUD feared the ‘unknown’ and said 
that ‘staying with the known’ felt more comfortable. Starting 
MAT meant leaving the den, which had become their ‘home’ 
their friends and family. They had to engage in a new lifestyle 
and end ties with their social network, thus refraining from 
accustomed conduct and behaviours.

‘They [PWUD] try to figure out where they can go and stay, they 
try to figure out the friends that they have. They see if they go 
and stay with the friends who they weren’t communicating so 
much with when they were back in the den, there won’t be any 
constructive conversations. As a result, they think of going back to 
the friends they used to smoke with in search of comfort, of 
which it doesn’t work.’ male PWUD peer worker, 28y

Respondents also emphasized that quitting heroin needs 
motivation and readiness. Many MAT patients insisted that 
‘the mind has to be ready,’ and it is the person who is the 
one who has to be ‘determined’ to be able to stop using her-
oin and start MAT.

‘What I can say is that the decision to stop comes from inside 
someone’s heart. If you haven’t decided to completely change, 
you will still find yourself going back to the drugs, but if you have 
decided to stop using heroin, you can continue with life.’ male 
PWUD peer worker, 40y

As described earlier, many active PWUD are motivated by 
the example and inspiration of other people like partners, 
friends or a relative who were PWUD; they encounter them 
and see the changes they were able to bring to their lives 
with MAT.

‘I want to live a good life basically because that cannot happen 
with heroin. I wouldn’t want my family and me to live a life filled 
with problems that can be avoided. In a few years to come, I 
would like us to have achieved something better than what we 
have now. I have also witnessed the change in people that come 
to MAT and I know that we can change too. So, that motivates me 
a lot.’ male MAT patient, 25y

Others have experienced traumatic events and hardship 
and want to change their lives for better.

‘yes, that’s the point [when two PWUD were beaten to death]. 
Because now I had to introspect myself and try to figure out what 
I can do after what had happened. At the same time this is when 
the peer worker came through and gave me the idea about the 
MAT clinic and I found it exciting.’ male PWUD peer worker, 28y

One healthcare worker, experienced in working with 
PWUD, insisted that most women who start MAT are more 
determined than men and it would be easier for them to 
maintain in MAT. Two female MAT patients explain their moti-
vation to start MAT:

‘My youngest child has been a great source of encouragement 
and has really pushed me to finally quit heroin since she has 
always been telling me that I should leave that thing that I have 
always been smoking [heroin].’ female PWUD peer worker, 32y

‘Why I would like to go for MAT is so that I can change and trans-
form my life. you might even find that I have another unplanned 
pregnancy and that is not okay. So, I would like to join MAT and 
leave the stuff.’ FGD active PWUD, female participant

Engaging in MAT: ‘fear of experiencing withdrawal 
symptoms’
For many PWUD, the preparation phase to engage in MAT 
was challenging regarding their readiness, determination and 
the time spent at the clinic. The fear of experiencing with-
drawal symptoms was prevalent and prevented people from 
starting the process: from the first methadone or buprenor-
phine dose, over the monitoring period for withdrawal symp-
toms until they were adjusted to the right dose.

‘Through all that process, the travelling and waiting to be pro-
cessed, the PWUD will have had intense arosto [withdrawal], but if 
the clinic was nearby then the PWUD will reason out and see that 
since the clinic is not that far away and they will not spend much 
time, they can hold off the arosto until they get processed and 
finally receive the methadone. you see even when we are having 
classes here at the LVCT, the PWUD are always asking, ‘are we 
spending much time here?.’ The distance and time spent is the 
problem, the PWUD sees it as a real burden.’ male PWUD peer 
worker, 27y

‘My greatest problem with leaving heroin was the withdrawals 
because I knew they would last for days, not hours. If the with-
drawals only lasted for hours, that could have been a different 
case. But I could not sleep, even when I was in the rehab facility 
I didn’t sleep, I only closed my eyes for five minutes and then I 
was up.’ male PWUD peer worker, 40y

Respondents expressed quite differing views and opinions 
regarding MAT. Perceptions ranged from viewing methadone 
as a drug like heroin, some MAT patients said it would be 
stronger than heroin whereas some compared it to heroin 
because they would still experience withdrawal symptoms 
when they did not take it.

‘They think that methadone is a drug. Do you know why people 
say that methadone is a drug? It’s because when someone used 
to take heroin takes methadone, they “feel” a high that lasts lon-
ger than that of heroin.’ male PWUD, 38y
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Others said that one would even get a greater addiction 
with methadone. A remarkable perception by active PWUD 
was that methadone had to be taken alone by the person 
while heroin can be shared with others. Two particularly 
interesting perceptions arose during the interviews. Firstly, 
MAT patients referred to methadone as ‘budget’ or ‘to be 
high on another money,’ alluding to the fact that they 
received methadone for free. Secondly, some referred to MAT 
as ‘the heroin from the government.’ This perception came 
from their observation that the methadone was delivered to 
the clinic with armed guards.

Life on MAT: ‘it’s a lack of hope’
This topic relates to the challenges MAT patients face when 
they talk about their experiences with retention and main-
taining in the MAT program. It is largely influenced by com-
munity perception and acceptance, family reintegration, 
occupational opportunities and income generating activities. 
In a FGD with active PWUD those challenges were discussed:

‘I would wish for you to consider our lives after MAT. I know for 
now you are considering our lives in MAT but consider also how 
we can be reintegrated back into the world. I know the sensitiza-
tion process is tough, but we need also the community at large 
to know that we exist and how to help us.’ FGD PWUD

It highlights the question of leaving the accustomed social 
environment and is closely related to the notion of belong-
ing. Those who have successfully transitioned from a life as 
an active PWUD to being a stable MAT patient with family 
reintegration and support have a different perspective. 
However, here mainly the voices of those who continue to 
struggle with their lives are presented.

‘Sometimes you start MAT, but you don’t have anywhere to go 
afterwards, so you end up going to hang around your friends and 
when they are smoking marijuana, you find yourself smoking too 
as you keep each other company. It’s because you are not busy or 
committed to something, you find yourself idling with your friends 
since everyone else seems like they hate you.’ FGD MAT patients

‘Like most of them say, it’s a lack of hope, even after MAT because, 
it is not automatic that you will get a job, you know. So, I think 
that is what bothers most of them. How will we be able to make 
a living which is not criminal, you know, which is not antisocial? 
That is, I think, a big question, almost everybody who is in MAT 
and not yet working, wonders what will happen next. They wish, 
they hope for something better.’ female MAT patient, 62y

A healthcare worker emphasized the importance of leav-
ing one’s old environment and starting a ‘new healthy life’ 
with different behavioural patterns.

‘We are telling them [PWUD] that we want them to stop heroin 
and start MAT. Fine, they then start MAT, then what? They are still 
going back to those dens, what makes you think they won’t 
relapse? Even for the homeless people, so I think the only gap we 
have is that lack of an exit plan, a proper exit plan.’ female health-
care worker, 37y

This healthcare worker further expanded on the theme 
and insisted that the emotional life of the patients should be 
equally addressed like the heroin addiction is treated with 

methadone or buprenorphine. One MAT patient said, ‘they 
need to be taken by their hand.’ Another healthcare worker 
referred to the importance of emotional and social support 
saying that addiction was not a ‘one man show.’

‘It has to be a multi-faceted approach where clients are involved, 
the clinic and family members too are involved as well as the 
community.’ female healthcare worker, 51y

Maintaining, the ‘new life’ on MAT: ‘your friends are still 
the same’
The main challenges people face to maintain in their MAT, 
include distance to the MAT clinic and daily transport fees. 
Second, lack of occupation and joblessness, and third, home-
lessness. The MAT program was criticized for focusing only on 
medication and not on providing opportunities to find jobs 
and access shelter for the homeless. On a positive note, MAT 
patients and MAT defaulters reported a change in their 
behavioural patterns, as they no longer want to engage in 
petty crimes.

‘When you go to MAT, you go to change, and in the process of 
changing you become idle because of the areas you were used to 
going to, you now avoid them because the only thing that made 
you steal is the arosto [withdrawal]. And now because you don’t 
have arosto you cannot risk yourself anymore, so you try and find 
genuine work.’ FGD active PWUD and MAT defaulters

Other positive outcomes that encouraged MAT patients to 
continue with the treatment were related to getting support 
from Matatu [minibus] drivers who gave them free lifts to go 
to the MAT clinic. PWUD peer workers recounted that they 
receive support for transport expenses from a family member 
and other MAT patients said they moved closer to the clinic 
to be able to go for their daily dose and others again stated 
that they come by foot every day as transport fare is not 
affordable. Support in general from family members or other 
‘treatment supporters’ was paramount to maintain in MAT, as 
acknowledged by one PWUD peer worker:

‘It is easy to retain someone who has support from the family on 
medication than someone who didn’t have support. Because 
given that maybe, one was homeless and we enrolled them for 
methadone, they’ll still come back and stay at the den and it’s 
easy for them to relapse.’ male PWUD peer worker, 41y

The other major challenge for MAT patients was maintain-
ing a job, earning money or finding purpose through an 
occupation. Interview participants often talked about ‘idle-
ness,’ which was closely linked to ‘joblessness.’ ‘Idleness’ was 
frequently cited as a reason for returning to the den, recon-
necting with old friends, engaging in cross-addiction, and 
subsequently disengaging from MAT. In a focus group discus-
sion with active PWUD they expressed their worries:

‘These people who want to help us should give us not only the 
methadone but also the capital for a job so I can feed my family. 
Don’t give me drug but there is no job. you only give me the 
drug, drug, drug. I don’t need to take that. I went back to the den 
to take heroin so that I am also able to steal to feed myself and 
my family.’ FGD active PWUD
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‘Those on MAT are our friends, and since they don’t have 
any other friends out there, they will come to the den to look 
for some company. As they hung around while we are smok-
ing [heroin], they will obviously get tempted to take a few 
puffs. So, as days go by, they might find that they have 
relapsed and abandoned the MAT and have come back to 
using heroin, all because of the company they are keeping.’ 
FGD, PWUD.

One healthcare worker recounted what one of her clients 
told her about how his life on heroin was better than going 
for MAT:

‘There are some things that PWUD miss. First, they miss the com-
pany. It’s company they have lived with for five, ten years. The 
moment they stop using the drugs they feel like they are all 
alone. The other thing he [the client] was saying about the basic 
needs, he said that when you are in those dens, even if you don’t 
manage to steal something, your friend will get something, and 
he/she will share. He was saying the friends those who use drugs 
are very generous compared to the other population.’ female 
healthcare worker, 39y

While some of the MAT patients managed to engage in 
informal income activities it was rarely enough to make a 
decent living:

‘Once we have taken our Methadone dose, we pick up our sacks 
and go look for scrap metal which we then sell to the recyclers and 
dealers. We earn enough to get us through the day but not enough 
to rent a house and other requirement.’ male MAT patient, 27y

This case example from the healthcare worker matches 
what a disengaged MAT patient was referring to when he 
said that he is better off when using heroin.

‘I’d better use heroin because when I wake up at 3 AM and get 
money, I can smoke, feel good, and continue with my work during 
the day. But now going to Karuri [MAT clinic] and coming back, 
that’s a lot of time wasted. If methadone was maybe nearer,  
I would opt to continue taking it.’ male MAT defaulter, 52y

Discussion

This study reflects on challenges PWUD are confronted with 
when engaging in MAT in Kiambu county. Although extensive 
research has addressed various topics related to PWUD in 
Kenya’s coastal region and Nairobi (Ayon et  al., 2018, 2019; 
Bazzi et  al., 2019; Beckerleg et  al., 2005; Andy Guise et  al., 
2015; Mburu et al., 2018, 2019a; Mwangi et al., 2019; Syvertsen 
et  al., 2015, 2019) harm reduction initiatives are widely unex-
plored for this area. We examined the social and structural 
factors as key determinants for the challenge in enrolling and 
maintaining participants in a MAT program. As reported in 
other studies, a combination of factors (e.g. continued social 
exclusion, stigmatisation, financial hardship, lack of job oppor-
tunities) contributed to low adoption or difficulties to stay in 
MAT (Anoma, 2018; Hassan et  al., 2019; Kageha Igonya et  al., 
2021; Mburu et  al., 2019b; Rhodes et  al., 2015; Ruiseñor- 
Escudero et  al., 2015). Our findings further reflected on how 
the social environment could support an individual in the 
journey to and staying in MAT, exploring how best a person 

can be accompanied during the process of involvement and 
enrolment in MAT and consequently staying in MAT (Ndimbii 
et  al., 2021).

Findings in context

Study findings suggest that navigating the transition from 
heroin use and the ‘old life’ to being in a MAT program and 
engaging in a ‘new life’ was accompanied by numerous diffi-
culties. Leaving the ‘old life’ in the hotspots and dens meant 
leaving families, friends, homes, and belonging hence all the 
social relationships and foundations linked to their life in the 
den. A person had to separate from individuals they could 
rely on, share, exchange and live common experiences. 
Leaving this life, even full of hardship, meant approaching the 
unknown and facing an uncertain future. PWUD might have 
expectations and hopes for the future that may be unrealistic 
due to social exclusion, marginalisation and stigmatisation 
accompanied by feelings of fear and stress. At the same time, 
there were various motivating factors that encouraged PWUD 
to participate in a MAT programme. PWUD were tired of the 
life they live, confronted with constant ill-health conditions 
(related to heroin use and withdrawal symptoms), broken 
social relations, and the constant struggle for money genera-
tion and petty crimes going along with it. Encountering, ‘see-
ing’ and talking with others who managed to stop using 
heroin and engaging in MAT was a motivation for many 
PWUD to leave their past lives on heroin use. Reflections on 
their social and personal hardship, they went through, and an 
increasing level of tiredness of ‘being sick’ helped them to 
make up their mind and consider an engagement in medi-
cally assisted therapy.

However, even if one’s mind was ready, engaging in MAT 
was accompanied by misconceptions and anxieties regarding 
the medication and the MAT program as also documented in 
the literature (Childs et  al., 2021; Hobden & Cunningham, 
2006; Laswai, 2017). The fear of experiencing withdrawal 
symptoms resulting from medication adjustment in the initial 
phases of therapy was a prevailing topic emerging and as 
described in other studies (Earnshaw et  al., 2013; Kageha 
Igonya et  al., 2021; Laswai, 2017; Masese et  al., 2022). Peer-led 
activities form one part of the project, but the need for a 
‘health navigator’ system with a one-to-one buddy for each 
newly enrolled MAT patient emerged as the most pressing 
need for PWUD support at the beginning and throughout the 
MAT implementation and adjustment phase.

Our findings are consistent with other studies reporting on 
the importance of social support systems for MAT patients 
(Earnshaw et  al., 2013; Ezard, 2001; Laswai, 2017; Ratliff et  al., 
2013). Social support and acceptance by family, friends and 
the community as a whole are central for a positive life on 
MAT. Our study results showed that life on MAT was coming 
with a lack of hope for the future as many MAT patients 
struggled finding new friends, being reintegrated into their 
families and missed this feeling of belonging when living in 
the hotspots with their peers. The new life on MAT did not 
mirror the positive life that was expected, turning many 
patients to relapse and going back to their ‘old’ friends from 
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the hotspots, restarting with heroin use and other sub-
stance abuse.

Barriers to maintaining in MAT were structural challenges 
including the economic hardship related to the distance and 
transportation costs to the MAT clinic. Going along with these 
financial burdens were the questions of homelessness, job-
lessness and idleness. Financial support for transport, occupa-
tional and income generating opportunities were important 
features for MAT patients to support them in staying in the 
program.

The MAT program was criticized for focusing mainly on 
medication and not on providing opportunities to find jobs 
and access shelter for the homeless. Therefore, the MAT pro-
grams should be part of a comprehensive multi-sectoral harm 
reduction approach including social and economic support 
interventions for people who navigate their lives from drug 
use to being a MAT patient (Laswai, 2017). In addition to psy-
chosocial support at the clinic, the MAT programme should 
also consider a more holistic support package including 
financial support for transport, and occupational activities 
that are coupled with income generation to tackle idleness 
and the feeling of worthless (Ratliff et  al., 2013). It appears 
essential to engage individuals right from the initiation of the 
MAT process and to raise awareness among families, partners, 
and communities about the nature of MAT, its general func-
tioning, its effects on the body, and the impact on the 
patient’s mindset. Engage health navigators for individuals 
new on MAT, who ideally is a former PWUD. Homeless MAT 
patients could be referred to partner organisations that can 
support them in finding temporary shelters until they can be 
reunited with their families, partners or find a place to stay 
themselves (NASCOP, 2021b; Ratliff et  al., 2013).

Limitations and strengths

The main limitation was that the PWUD included in the study 
might not be representative of all PWUD in Kiambu county, 
as we did not include PWUD not linked to hotspots, and the 
low number of women who use drugs in the cohort raises 
concerns that they may have been underrepresented. We 
addressed this by carefully going more in-depth in individual 
interviews with female PWUD who knew about behavioural 
patterns of this target group. There remains a need for greater 
efforts to understand challenges and barriers of female PWUD. 
In addition, the translator and the peer workers assisting in 
identification of study participants were MSF staff which 
potentially created response bias. Therefore, we carefully 
explained the primary investigator’s role, highlighting the 
principles of neutrality and strict assurance of anonymity and 
confidentiality. The sensitivity of the topic related to the stig-
matisation of PWUD when approaching hotspots represented 
another limitation that was addressed by preparing PWUD 
beforehand for the FGD and providing the option to be inter-
viewed in another place.

The main strength of this study is that it has helped us to 
understand PWUD and MAT patients from their perspective 
with all their struggles they have to endure. These in-depth 
insights enabled us to analyse the underlying causes and 

draw a number of programmatic recommendations to inform 
future planning.

Conclusion

The study shows the complex realities faced by people who 
use drugs when engaging in MAT care. Their lives as active 
PWUD revolve around addiction and withdrawal symptoms 
and the daily struggle to find money for the next dose. PWUD 
are criminalised and subjected to stigma and discrimination. 
Transitioning from heroin to methadone or buprenorphine 
can be a positive and difficult experience at the same time. 
Individuals often struggle with balancing the transition from 
a life of heroin use to methadone treatment, both from a 
medical and a psycho-social standpoint. Our findings show 
that effective programming for PWUD should go beyond dis-
pensing medication but must take a comprehensive and 
holistic approach to also address psychosocial and structural 
challenges including economic integration, homelessness, 
and destigmatization of drug addiction and MAT. As part of a 
patient-centred comprehensive harm reduction approach, 
MAT can have a meaningful impact on the lives of PWUD and 
their families.

Notes

 1. Formerly Liverpool Voluntary Counselling & Testing Health now 
called LVCT-Health.

 2. Den is the name for places where PWUD meet, hang around, stick 
together, and buy and use heroin. Every den has a specific name.

 3. Hot spots of drug use and location are not listed in the table for 
reasons of confidentiality. PWUD outside hotspots were not in-
cluded in the study.
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