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Introduction
It is estimated that 3.2 million women inject drugs worldwide, constituting around 20% of all people who
inject drugs (notably, because of stigma, criminalisation, and lack of disaggregated data this is likely to be an
underestimate). There are also indications that this number is increasing worldwide1 while women who use
drugs remain population inadequately served with sexual and reproductive health (SRH) services.
Harm Reduction International and the Women and Harm Reduction International Network welcome the
opportunity to report on to the Working Group on discrimination against women and girls on the enjoyment
of sexual and reproductive health and rights by women who use drugs, who are indeed “in situations of
crisis”.

Women who use drugs: a human rights and public health crisis
The war on drugs is a war on people who use drugs. Women who use drugs are subject to daily crises as a
result of drug prohibition, a policy clad in rhetoric around ‘well-being’ that in practice erodes public health,
human rights and impacts women heavily. Under the banner of the war on drugs or drug prohibition, women
who use drugs: face HIV and other health issues at a higher rate than their male counterparts,2 experience
the arbitrary removal of children; are subject to coerced serialisation and contraception; are subject to much
higher rates of gender-based violence than women in the general population3; can be prosecuted and
arrested for using drugs while pregnant; and, are incarcerated for non-violent crimes at alarmingly escalating
rates.4 In some countries, women are disproportionately sentenced to death and executed for involvement
with drugs.5 At the same time, there is an extreme lack of services designed to meet the SRH needs of women
who use drugs.
Women who use drugs retain the full spectrum of health-related rights, including to harm reduction
servicesand sexual and reproductive health rights (SRHR). 6 Yet, they face multiple and intersecting obstacles
in realising such rights, because of a combination of: lack of available, accessible and acceptable services;
legal barriers; stigma and discrimination – both in healthcare settings and in society; and, the lack of
meaningful involvement of women who use drugs in the design, implementation, and evaluation of harm
reduction and SRH services.7
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When women who use drugs are adolescents, sex workers, LGBTQI individuals, people living with HIV,8 or
form part of other vulnerable groups, they experience intersecting forms of discrimination and heightened
exclusion.

Availability, accessibility and acceptability of sexual and reproductive health
services for women who use drugs: integrated services
Criminalisation constitutes an almost insurmountable legal barrier for women who use drugs to accessing
health services, including sexual and reproductive health (SRH) services; it causes stigma and discrimination,
including by healthcare providers; and it contributes to a lack of services focused on the specific needs of
women who use drugs.
Harm reduction services, as HIV prevention services, are instrumental to women’s enjoyment of their SRHR.
Further, research shows that integrating SRH services in harm reduction services can be highly beneficial,
enabling women who use drugs to access multiple services in one, non-judgmental setting where their
specific needs are understood and addressed.9
However, where available, harm reduction services remain overwhelmingly gender-blind or male-focused,
and do not integrate SRH services, leaving women underserved.10 For example, harm reduction services’
opening hours may conflict with women’s responsibilities as primary carers; many harm reduction services
do not accommodate children nor provide childcare options, creating a barrier for mothers.11 Pregnant
women are excluded by some services, or may refrain from accessing for fear of stigmatisation or loss of
custody.12 Services may be located in areas difficult to reach or unsafe for women.13 A study conducted in
Georgia concluded that “a lack of attention to childhood and current sexual, physical, and emotional abuse,
the limited knowledge of medical personnel about substance use during pregnancy and very poor rates of
referral to sexual and reproductive healthcare services constitute additional factors which negatively affect
women’s willingness to seek or remain engaged in substance use treatment.”14
In addition, women who use drugs are reportedly reluctant to accessing services where the majority of clients
(or staff) are male, because of stigma as well as experiences of gender-based violence. As such, lack of femaleonly services and safe spaces deter women from accessing these services.15
Conversely, there is a paucity of SRH services tailored to the needs of women who use drugs. In too many
cases, services related to SRH and drug use are not integrated, forcing women who experience to move from
one service to another to address different issues.16 This places a heavy burden on women with urgent needs,
and acts as a deterrence. for women accessing any services.
Requirements for identification documents can also constitute a barrier for women who use drugs to
accessing SRH services, as in some regions many people who use drugs do not have such documents (in
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some cases because of homelessness and/or poverty), or are reluctant to show them because they fear
negative legal consequences.17 This is exacerbated in countries where laws require the registration of people
who use drugs;18 in those contexts, drug use registration can translate in criminal sanctions, forced
treatment, loss of social support, or removal of children.

Stigma and discrimination
Key barriers to the enjoyment of SRHR by women who use drugs are compounded discrimination and stigma,
on account of both gender and drug use. Entrenched patriarchal social norms in many contexts lead to
women, and especially women who use drugs, being reluctant to accessing health care; with pregnant women
and women with children experiencing even greater stigma.19
Discrimination against women who use drugs in healthcare settings, including harm reduction and SRH
services, is widespread, resulting in denial of services, provision of services of lesser quality, longer waiting
periods, denigration, and abuse.20 Further, women are reportedly more likely to be subjected to breaches of
confidentiality when accessing harm reduction services.21 This issue is compounded by a lack of dedicated
training of healthcare staff about drug use, HIV, and the circumstances and needs of women who use drugs.22
Because of stigma and fear of repercussions, women may decide not to communicate their drug use to
healthcare professionals, leading to health interventions which are not tailored to their needs.23

Gender-sensitive services in prison and other closed settings
In spite of the increase in the number of women incarcerated for drug offences worldwide, and the fact that
women in prison tend to have a higher prevalence of blood-borne viruses and STIs and more health problems
than male detainees, women in prison have more limited access to health services than men, including harm
reduction services. HIV treatment and Needle and Syringe Programs, among others, are more widely
available in male prisons than in female prisons.24 In Mexico, for example, civil society reports that women
“do not have access to [drug] treatment in prison, [and] the underling factors of their dependent or
problematic drug use – namely violence against children and gender-based violence against women and girls,
sexual violence in most cases – are overlooked or further reinforced by their criminalization process and
subsequent detention.”25
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Because women tend to serve shorter sentences than men, incarceration also has a disproportionate impact
on women’s access to antiretroviral therapy compared with men.26
One among many examples is that of Cambodia. As reported by Amnesty International, over 70% of all
women prisoners in Cambodia are imprisoned on drug-related charges. Some of them are detained with
their young children, in gravely overcrowded infrastructures and with no access to adequate food, water and
sanitation, and essential healthcare – including harm reduction and pre- and post-natal care. In addition,
thousands of persons are detained in compulsory drug detention and rehabilitation centres, in conditions
reported as “even more inhumane than those found in the prison system.”27 One witness detained multiple
times at Prey Speu reported:
“My methadone levels are so high that if I skip it, I will pass out and I am at risk of dying. At Prey Speu
it was so crowded. We could not sleep or move, so I had to fight people for space in there. Can you
imagine living like that when there was no medicine for my methadone? I became so agitated. I
wanted to pour water over myself to calm down, but it just made people around me so angry”.28
Similar reports emerged on Indonesia. According to research by the International Drug Policy Consortium
and LBH Masyarakat,
“Access to health services [in prison] remains a major challenge. Reproductive healthcare services
are available in Semarang Women’s Prison, but not in the other prisons. However, HIV testing is
mandatory for all people upon entry into a pre-trial detention or prison facility (but not necessarily
for those transferred to another facility), and the women therefore cannot refuse it. About 30% of
the research respondents reported that mental health services were available, but only 9% said they
have accessed it. However, sanitary pads for menstruation are not free and the women have to buy
them in the prisons at a cost 2-3 times higher than outside. The women also need to buy their own
soap, shampoo, detergent and other basic needs…There are no healthcare services whether physical
or psychosocial and no rehabilitation treatment services for women who use drugs while they are
incarcerated. This is despite the fact that 69% of the respondents reported having used drugs, mostly
amphetamines.”29

Obstacles to the enjoyment of specific sexual and reproductive health rights by
women who use drugs:
-

SRH information for women who use drugs: a widespread failure by health workers to provide accurate
and evidence-based SRH information tailored to women who use drugs is reported, because of the
interplay of criminalisation, stigma, and lack of capacity/training. In some cases, misleading
information is provided to dissuade women who use drugs from using substances, or to push them
into treatment; while in other cases it is driven by limited education on the interlinkages between
drug use, social determinants, and health.

-

Services to address violence against women: Women who use drugs are disproportionately exposed to
gender-based violence. Despite that, harm reduction services often do not address gender-based
violence, and are ill-equipped to adequately address the interaction between drug use and
experiences of violence.30 For example, women in Georgia report that the lack of services for people
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with experience of intimate partner violence is an unmet need in harm reduction services.31 On the
other side, services to address gender-based violence or protect women at risk sometimes exclude
women on account of their drug use.32

-

Contraception and forced or coerced sterilisation: Studies show a low uptake of contraception by
women who use drugs.33 Among the reasons are: a lack of financial resources; a lack of information
concerning drug use, fertility and contraception; obstacles in negotiating condom use, because of
engagement in sex work or intimate partner violence,34 and reluctance by women who use drugs to
access family planning.35 This is due to fear of abuse, stigma, or pressure (when not coercion) to
adopt potentially irreversible methods of contraception like sterilisation. Campaigns that pressure
women who use drugs to undergo sterilisation are reported in the UK and the US, rooted in
stigmatisation and prejudice about the ability of women who use drugs to care for their children.36
Coerced sterilisation of women living with HIV also continues to be reported in South Africa.37

-

Pregnancy, maternal and postnatal care. Despite high rates of unplanned pregnancies among women
who use drugs38, many harm reduction services do not yet offer pregnancy tests, antenatal care, or
other pregnancy-related services.39 As a consequence, “some women do not realize they are
pregnant until relatively late, making it more difficult for them to access appropriate prenatal care,
drug treatment (if desired), and other support, or to terminate their pregnancies safely if they so
choose.”40
In addition, many women who use drugs do not have adequate access to antenatal care, or refrain
from accessing those services.41 For example, injecting drug use was associated with insufficient
antenatal antiretroviral treatment, which – in turn – can increase the risk of mother-to-child
transmission of HIV.42 This is compounded by stigma, poverty, and in some countries punitive laws
or attitudes whereby women who use drugs are either perceived as “bad mothers” and/or
criminalised as using drugs during pregnancy – leading to the removal of children.43 In some contexts
drug use is in itself defined as a form of child abuse, while in others the stigmatisation surrounding
it enables simplistic and prejudiced evaluation of women’s ability to care for their children.
Most notably, “fetal assault laws” in US states criminalise drug use during pregnancy, allowing for
the arrest and prosecution of pregnant women who use drugs. As of 2015, 45 US states had
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prosecuted women for using drugs during pregnancy, 18 sanctioned drug use during pregnancy as
child abuse, 15 required healthcare workers to report drug use during pregnancy, and three states
forced pregnant women to undergo drug treatment.44 This kind of laws and policies are neither
necessary nor proportionate to achieve public health goals; on the contrary, they violate the rights
of both women and children, and deter women who use drugs from seeking antenatal and postnatal
care.
In Norway, women who use drugs during pregnancy can be incarcerated until they give birth or
terminate their pregnancy.45 Similarly, in countries such as Russia and Ukraine women who use
drugs have been pressured to undergo abortions or relinquish their children after birth. 46

Expanded SRH framework and relevance for women who use drugs
In May 2018, the Guttmacher-Lancet Commission on SRHR47 highlighted gaps in the global SRHR agenda,
finding that challenges such as gender inequality, gender-based violence, restrictive laws and policies, and
sexual norms still prevent many people’s ability to enjoy the full extent of their sexual and reproductive health
rights.
The Guttmacher Commission identified people who use drugs as having distinct SRHR needs yet being
inadequately reached with appropriate SRH services. The Commission provided a new, comprehensive and
integrated definition of SRHR which sets SRH standards and elements for our submission. Components of
SRHR that should be universally available include: services to address gender-based violence, HIV/AIDS and
other STIs, contraception, maternal and newborn health, safe abortion and post-abortion care and cervical
cancer testing and treatment – emphasising that individuals should have autonomy in accessing these
services. Priority SRH needs of women who use drugs in most settings are pre-conception support and/or
access to contraception, PMTCT, STI services and cervical cancer screening. All of these SRH services can be
incorporated into harm reduction services and vice versa. Women who use drugs may also benefit from ready
and consistent availability of safe and discreet family planning services, including pregnancy tests, counselling
support and termination services.48
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