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Abstract
HIV and hepatitis C virus infection are serious and prevalent health conditions among many
women who inject drugs. Qualitative interviews with 20 injection drug using women at a short
term drug treatment center in Rhode Island revealed six primary barriers and facilitators for testing
and receiving results and treatment for hepatitis and HIV, as well as for hepatitis vaccination. The
primary barriers were prioritization of drug use; low level of diseases-pecific knowledge;
stigmatization; accessibility of testing, results and treatment; and psychological factors. The
primary facilitator was interest in promoting one’s health. Our findings indicate that injection drug
using women experience multiple barriers to HIV and hepatitis testing, results, treatment and
vaccination. Methods for improving the motivators for health, facilitating infectious disease
prevention, and decreasing unnecessary disease complications of injection drug using women need
to be utilized. These methods should include strategies that minimize stigma and facilitate
accessibility of health care.

INTRODUCTION
HIV, hepatitis B, and hepatitis C are separate viruses that cause different diseases. They
share in common their mode of transmission. These can all be contracted via injection drug
use, and injection drug users (IDUs) have high rates of infections with all three viruses. HIV
and hepatitis B can also be spread sexually, and this may be true for hepatitis C as well.
Female IDUs often engage in risky sexual behavior, and the high proportion of these
diseases among female IDUs is attributed to a combination of risk factors. Among women in
the United States, injection drug use is directly associated with 41% of AIDS cases while
heterosexual transmission accounts for 55% of cases.1 Among IDUs, HIV prevalence is
cited as 25%,2 while the prevalence of hepatitis C has been cited as high as 90%–98%
among persons who have injected drugs for several years.3-5 Hepatitis B prevalence among
IDUs has been cited between 35%–70%6; IDUs compose 15% of the total hepatitis B
infection population.7
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IDU women are a medically underserved population and confront multiple barriers to
accessing medical services. Lack of regular medical care and low levels of insurance
coverage represent some of the most significant obstacles to receiving medical care for the
substance using population.8,9 Because substance users’ access to and utilization of medical
care is inconsistent, their chief medical complaint may override infectious disease diagnosis
and prevention during the instances when they do seek care.10,11

Free, federally funded HIV testing and counseling is available through most state health
departments. However, federal dollars have not been designated to support free hepatitis C
testing and counseling. In 2001, only 23% of city and county health departments offered
hepatitis C testing, while 77% offered HIV testing.12 The United States does not have a
program to systematically deliver hepatitis B vaccination to IDUs, which reflects an overall
lack of hepatitis prevention for this at-risk population.13 Hepatitis vaccination rates among
substance users have been inconsistent, with rates varying from 2%–29%.9,13,14

Stereotypes of IDUs lead to beliefs that outreach initiatives will not reach them, that they
will not get the full hepatitis vaccine series, and that they will not incorporate harm
reduction strategies into their behavior. The Centers for Disease Control (CDC) has
recognized these stereotypes and myths as barriers, both locally and nationally, to hepatitis
prevention.10 In 2001, the CDC launched the National Hepatitis C Prevention Strategy in an
attempt to address and debunk the myths surrounding hepatitis prevention for IDUs. The
2001 Strategy called for increased education of the public and health care professionals
regarding HCV; integration of HCV prevention control into local health programs;
identification, counseling, and testing of at-risk individuals; medical referrals for persons
found to be infected with HCV; and evaluation of the effectiveness of prevention
activities.12 At that time, the CDC called for further research to determine which types of
prevention messages would best reach at-risk groups such as former and current IDUs and
persons with high-risk sexual behaviors.

Much of the domestic literature focuses on IDUs of both genders.15-19 Little domestic
research has been conducted on testing, treatment, and vaccination specifically among
women who inject drugs. This study examines the barriers to and facilitators of testing for
hepatitis and HIV, receiving results and treatment for those infections, and getting
vaccinated for hepatitis among injection drug using women.

Researchers have used qualitative research methods to examine HIV prevention strategies
and gather invaluable perspectives of injection drug users.20-23 Participants’ experiences,
opinions, feelings, and knowledge can be extrapolated from detailed interviews to increase
understanding of the cases and situations studied.24 Qualitative interviewing was chosen for
this study because it allowed in-depth exploration and elucidation of the unique issues facing
injection drug using women and their attitudes toward testing, results and treatment for
hepatitis and HIV, and vaccination for hepatitis.

MATERIALS AND METHODS
Study population

We conducted qualitative, individual semistructured interviews with twenty injection drug
using women. Women were recruited in 2000 at the women’s branch of a state-funded short-
term drug treatment center in Rhode Island that offers treatment for adults seeking
detoxification from alcohol, heroin, or other substances. The average length of stay at the
facility is 6 days, and most patients’ care is funded through Medicaid.
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A research assistant visited the facility 2 to 4 days per month. Patients who were awake were
each invited to learn about the study. Those adults who reported injection drug use just prior
to entering the facility and who were able to provide informed consent were eligible to
participate Over 90% of the women approached elected to participate in the study. All
participants completed a written informed consent using forms and a protocol approved by
the Lifespan Institutional Review Board. After completion of the interview, participants
received a $20 grocery store certificate.

Qualitative data collection
Participants were interviewed by a female research assistant using a semi-structured
qualitative interview agenda developed by the researchers. Demographic questions were
asked of all participants via scripted questions in the face-to-face interviews. These included
questions about age, race, level of education, living arrangements, and source of income. A
priori qualitative research questions addressed the following: participant self-perception of
hepatitis and HIV risk, hepatitis and HIV testing history and experiences, opinions about
treatment, and attitudes toward vaccination. Prompts were utilized to encourage participants
to elaborate on their responses. Refinement of the agenda occurred after conducting pilot
interviews. Interviews lasted 60–90 minutes and were audiotaped and transcribed to ensure a
reliable analysis of the participants’ responses.

Data management and analysis
The researcher who conducted the interviews transcribed each of the audiotaped interviews
verbatim. Data was organized and coded using NVivo (QSR International Pty Ltd,
Melbourne, Australia). A coding scheme was developed based on the knowledge of the field
to date and the interview agenda. The majority of the codes included a priori themes,
although emergent themes were identified including the perception of belonging to a
stigmatized group. At least two researcher assistants individually reviewed and
independently coded all 20 transcripts and then discussed any coding ambiguities and
discrepancies. Ten interviews were analyzed for concordance to ensure that the researchers
were utilizing the same coding categories across passages, with resulting concordance rates
ranging from 95% on major themes to 75% on minor themes, with most discrepancies
related to omissions. All interviews were reviewed a final time to ensure the accuracy and
reliability of the final set of codes used for the analysis. A fully integrated coding structure,
consisting of all mutually agreed-upon codes, was entered into the database as the final
coded transcript. Researchers reviewed the transcripts to reevaluate coding categories, as
needed. This process ensured that each researcher had the same understanding of each code
and allowed for revisions of the coding scheme as necessary to accommodate greater depth
of understanding of the data and emergent themes. Once all the transcripts were coded,
passages coded with individual themes were extracted from the dataset and summarized,
with particular attention paid to a description of the range of responses within each theme.
Illustrative quotes were also extracted to facilitate the presentation of the data. Summaries
were then interpreted and are described below.

RESULTS
All women recruited for this research were at the treatment center for injection drug use
detoxification. The mean age was 33 years and 35% of the women were non-Caucasian.
Sixty-five percent (n = 13) had a high school diploma or GED, 45% (n = 9) were employed,
and 45% (n = 9) had a permanent residence. Sixty-five percent (n = 13) had been tested for
hepatitis; of those, 62% (n=8) reported being infected with hepatitis C. Twenty percent (n =
4) of the women had received at least one hepatitis B vaccine, and of those, only half (n = 2)
received the full, three-dose series. Eighty-five percent (n = 17) of the women had ever been
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tested for HIV; none reported HIV infection. Seventy-five percent (n = 15) of the women
had ever shared needles or other injection equipment.

Six primary themes, both a priori and emergent, resulted from an analysis of the women’s
responses to questions regarding HIV and hepatitis testing, receiving test results, willingness
to receive treatment, and attitudes toward hepatitis vaccination (Table 1). The most serious
barrier was the prioritization of obtaining drugs over attention to one’s health. Participants
reported that during times when they were using drugs, they were less likely to get tested,
receive their test results, and get treatment for HIV and hepatitis C. The low level of disease-
specific knowledge, particularly regarding hepatitis, was the second major barrier. Many
women perceived themselves to be at low risk for HIV and hepatitis despite the fact that
they injected drugs and shared needles and injection equipment, thereby suggesting their
misperceptions about HIV and hepatitis risk factors.

Participants identified their belonging to a stigmatized group as another barrier to their
getting tested for HIV and hepatitis, and suggested that they would be more amenable to
getting tested at testing sites where the staff was understanding of the disease of addiction.
Issues associated with access to HIV and hepatitis C testing and treatment, including
transportation to the site, also impacted the women’s use of these services. Finally,
psychological factors, such as depressive symptoms and fear of receiving a positive test
result further deterred the women from accessing testing resources and returning for results.

A single facilitator was identified. Participants’ interest in promoting their own health could
motivate them to get tested and receive results and treatment for HIV and hepatitis, and seek
hepatitis vaccinations.

Theme 1: Prioritization of obtaining drugs
While actively using drugs, the time consumed by obtaining and using drugs interfered with
participants’ ability to attend to their health needs.

When you’re using [drugs] you just don’t have time for really anything…. Your
basic human concerns become getting money and getting off…. Not your children,
not bathing … [not] updating your wardrobe, not replacing something that’s lost,
not eating, not sleeping, not taking care of bills, not being responsible. It basically
consists of money and using. And worrying how to contact your connections. And
trying not to get arrested in the process…. Users have a 25 hour a day job. 33-year-
old, white, homeless woman

I’m an addict, see? … I care, but the last thing on my mind is going to get tested
…. I got to be tested and I know that. But I care about being an addict more than I
care about my health.23-year-old African American woman, has apartment

The intention to receive treatment was also hindered by drug addiction. Several of the
women recognized that addiction would likely interfere with their ability to maintain
treatment regimens for hepatitis and HIV.

What the hell is the point of getting treated if I’m just shooting up every day? It’s
like neutralization. It’s like I’m ruining myself…. Treatment only works if you’re
working with it…. So I probably wouldn’t even bother [getting treated if I had
HIV]. 25-year-old, white woman who “always crashes with friends”

Theme 2: Low level of disease-specific knowledge
Many of the women reported that they had often received information about HIV while in
drug treatment centers.
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There’s constant [HIV] education when you’re in any kind of treatment facility or
… detox center. There’s always mandatory HIV education…. The education is
continual. 33-year-old, white, homeless woman

Despite their self-reported “constant” HIV education, more than half of the women
identified themselves as being at low risk for HIV and/or hepatitis even though they reported
having shared needles. They primarily sought testing only if they had a known exposure.
When several of the women thought their sexual partners had put them at risk of infections,
their first instinct was to get tested for sexually transmitted infections (STI) but not HIV or
hepatitis.

My husband was cheating on me with another girl. And she was a prostitute, so I
felt that I should go [get tested for STI]. 39-year-old, white woman who “lives with
friends”

Many of the women demonstrated a limited knowledge of hepatitis C.

I [get tested for HIV] because I’m an intravenous drug user. So all that stuff is the
same thing isn’t it? … Hepatitis has got something to do with HIV, doesn’t it?
Your body turns yellow, or some shit like that? No. No. I don’t be around yellow
people. 42-year-old African American woman lives with her grandmother

When the women actually got tested and received their hepatitis results, the lack of concrete
understanding often left them confused and frustrated. Medical providers were reported to
have done an insufficient job of educating patients about hepatitis infection and treatment,
and most of the women demonstrated little knowledge about the difficulty of taking
interferon, the side effects and the specific qualifications for people who take interferon.

One thing that I know about hepatitis B and C is that there is just no information. I
went to the library; I can’t find good information. I can’t get it from a doctor….
There is not enough education…. I don’t know signs, symptoms. I don’t know how
to make myself well. 40-year-old white woman, has a subsidized apartment

[My doctor was] on the phone [saying] … “Well you had A, and we think you have
B, but we’re not really sure you have B.” He was being very evasive and I felt like I
couldn’t get any … concrete information from this man. And he didn’t have the
time to give me some concrete answers about my test results. So I feel like I don’t
really know. I know I had B because I got sick. 25-year-old white woman who
“crashes with friends”

They ran a normal blood series on me and did the hep detection series. Whatever
that is. And the doctor kind of gave me an idea. He was a psychiatrist, so … that’s
not his field…. So, he really didn’t have much to say about it, but that I should see
an infectious disease doctor, or even my MD … At that point, I could have figured
it out. I had insurance. But I went right back to using [drugs]. 33-year-old, white,
homeless woman

When I was pregnant and they said, “You know you have hepatitis C?” And I said,
“Yeah, why?” … They said, “It’s no big deal, you don’t get sick from that.” … So I
thought, why should I even bother following up if I’m never going to get sick? …
Maybe I misinterpreted that…. But I did learn more about it, that yeah, you can get
very sick and die from it…. The only thing I know of [is] changing your diet and
interferon…. That’s the only knowledge I have of [treatment]. 36-year-old, white,
homeless woman

The primary reason named for not receiving hepatitis B vaccination was a lack of vaccine
education. In response to questions asking whether they had heard of a hepatitis vaccination,
or knew what it was, many of the women reported a lack of knowledge.
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Theme 3: Belonging to a stigmatized group
The women identified various stereotypes and stigmas that they confronted as IDUs and
described how that stigmatization affected their perceptions of access to care. In particular,
the perception that some doctors were “not familiar with the disease of addiction”
discouraged some women from returning to their physicians for treatment. The perception
that medical providers treat injection drug users differently than noninjection drug users
discouraged some women from seeking testing for HIV and hepatitis and from seeking
treatment for those who had hepatitis.

[Doctors] are very condescending and don’t treat you with the dignity and respect
that they would another sick patient who did not have a drug-related disease…. I
know that there’s got to be certain kinds of doctors who just specialize in junkies.
And … that’s their job so they’re more sensitive, and they’ll work with you and
treat you with more respect.” 25-year-old white woman who “crashes with friends”

They say [if] you’re on drugs you don’t love your-self. But I love myself 100%….
[Drug use] is something I got into and something I’m sorry I got into…. When you
go to the doctor and say, “I have to get tested,” they always look at you like
[you’re] a crook or something and … I’m not, so it’s embarrassing. 23-year-old
African American woman, has apartment

Respondents did perceive some medical providers as educated about, and understanding of,
the disease of addiction. One woman stated her doctor “Doesn’t see me as bad. She sees me
as sick.” When the participants were in the care of such a provider, they were more
comfortable opening up a dialogue with that provider about testing. The drug treatment
center was identified as a place where the women felt comfortable receiving medical
attention.

If [hepatitis testing] was here, yes [I’d do it]. I’m in treatment. People understand.
There’s a big difference [when] going to a doctor who has no clue, and [they’re]
seeing something like that (pointing to her track marks). A lot of doctors are not
understanding. 21-year-old, white woman, lives with husband

General stigma against persons infected with HIV was recognized as another barrier to the
women getting tested for HIV.

Why would I see a doctor [for HIV]? … They’d be trying to make me an outcast.
They put a stamp on your head. You don’t know that by now? Don’t let them try to
fool you. People who got AIDS, I don’t care if they just have HIV, if you’re put in
the hospital, you get a stamp on your door…. You’re contagious. Period. 40-year-
old African American woman, lives with sister

Theme 4: Access
Many of the women indicated that a lack of transportation hindered their ability to get tested
and receive results. Some participants suggested providing HIV results over the phone as a
way to facilitate receipt of testing results.

Transportation … would help a heck of a lot because people are out here catching
buses and they’re [drug] sick. Who wants to go out there in the snow, rain, sleet, or
whatever, even when they’re not sick? Let alone when you are sick…. You won’t
go to an appointment for that. I don’t have a car…. I haven’t been making my
appointments because I don’t have a ride out there. And I’m not going to get on no
bus and all that shit when I don’t feel good. 43-year-old CapeVerdian woman,
homeless, hepatitis C infected
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I hate when they want you to come in [for a test result]…. You know, that’s a big
hassle. Why do you have to see my face? Especially if it’s negative …? Why do I
have to trek wherever just so you can tell me I’m ok? Why can’t you just tell me
that over the phone? That would be nice. 25-year-old white woman who “crashes
with friends”

The majority of the participants had not actively sought HIV testing and were tested only
when it was offered to them. Many of these women accepted HIV testing that was offered to
them while they were receiving drug treatment.

[The staff] asked me if I wanted to get [tested for HIV] and I said, ‘Sure. Why not?
What do I have to be afraid of?’ …I know that I didn’t have nothing. I wasn’t doing
none of that. 40-year-old African American woman, lives with sister

Hepatitis C testing had not been offered to the women as frequently as HIV testing had been.
While one woman said she sought hepatitis testing “as soon as I started getting yellow,”
several others stated that they were “never offered any testing” for hepatitis and “didn’t
know where to go for that.”

Some of the women were aware that hepatitis treatment was inaccessible if they were
currently injecting drugs. Others perceived treatment, particularly for hepatitis, as
inaccessible to people who lacked health insurance.

I thought of it [treatment] a lot. I’ve got to go to the doctor…. Oh my God, I don’t
know how much it’s going to cost. Let me see if I can get medical first, and then
I’ll go. 31-year-old white woma, lives with brother

The inaccessibility of the hepatitis B vaccine was due to a lack of knowledge of the
existence, purpose and benefit of the vaccine. Some of the women questioned if they could
be vaccinated if they already had hepatitis, and misunderstood the differences between
vaccination and treatment. Four women had received at least one vaccination for hepatitis,
with only two of those women having completed the entire series.

Theme 5: Psychological factors
Fear of a positive HIV test result prevented some of the participants from getting tested and
returning for their results.

I don’t want to be tested right now [for HIV]…. If I got sick, maybe. If they didn’t
know what was wrong with me, then yeah, they could test me. 40-year-old African
American woman, lives with sister

Us addicts, we don’t want to know that we’re sick…. We don’t want to know that
we have that disease … that we have AIDS…. It scares people you know? … Just
the thought of it, oh, it would kill me. 43-year-old Hispanic woman, has apartment

I’m afraid to hear, “You’re positive”…. When I’m being tested for an STD, besides
HIV, I’ll call [for the results]. I’ll go there, you know. It’s just [that] HIV … kill
me. 34-year-old woman, has apartment

Say I walk in and you say to me, “You have AIDS.” I would probably lose it. I
would fucking try to run through the window. 21-year-old homeless woman

Depressive symptoms appeared to cause a general lack of concern for their health. For some,
depressive symptoms were an additional factor deterring them from getting tested for HIV.

I just don’t care anymore. I just can’t get off these drugs. I’ve been trying to get off
these drugs for 2 years, and I can’t do it. And it’s hard. And I don’t like myself on

LALLY et al. Page 7

AIDS Patient Care STDS. Author manuscript; available in PMC 2012 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



them, so I don’t care either way. I don’t care if I die. I’d rather not die from AIDS,
but I don’t care. It’s not good. 39-year-old white woman, lives with friends

As with fears of a positive HIV test result, the fear of adverse effects from interferon
treatment for hepatitis infection was also mentioned as a barrier to treatment by a few
women.

I heard that interferon is pretty lousy. I don’t even know if I’d want to do that …
because you’re sick all the time. You can’t sleep, eat…. It’s a horrible time, and
that’s a year. And I have two 3-year olds. I don’t think I could do that for a year
and take care of them. 36-year-old white, homeless woman

Theme 6: Interest in promoting their own health
Some participants were motivated to get their HIV test results because they intended to seek
treatment if they were infected.

At least you’re aware that you have it [HIV]. You can get help for it…. I always
want to know because I got a brother who got it. And mostly all my cousins died of
AIDS. I like to find out because I’ve seen them die like that. I got two girls…. They
[providers] got all these pills that help. 43-year-old Hispanic woman

The health benefits of interferon treatment were prominent factors in favor of receiving
treatment for some of the women. Some women particularly emphasized their desire to live
as long as possible and identified interferon treatment as a way to achieve that goal.

I want to do what I have to do to live as long as I can with it. And get the benefit of
anything I can at this point to preserve my liver, and preserve my life. To be a
parent as long as I can. I need my liver to be a mom. 33-year-old white, homeless
woman

Although many of the women did not understand how a vaccine works, there were some
who understood the benefits and were interested in receiving the series.

I’d run to go get it…. I’d fly if I had wings. 23-year-old African American woman

DISCUSSION
Female adult IDUs in a drug treatment center in Rhode Island provided insight into the
barriers they face for testing, receiving treatment, and obtaining preventative vaccination for
HIV and hepatitis. The themes that emerged from this study might best be considered in
terms of an accepted behavioral model for disease risk. The Fisher and Fisher model
demonstrates that AIDS-risk reduction is a function of information, motivation, and
behavioral skills. This model could also be applied to hepatitis B and hepatitis C risk
reduction, as the risk behaviors are overlapping for HIV infection, although the diseases are
distinct.

One of the six emergent themes demonstrates that disease-specific information is lacking,
especially for hepatitis B and hepatitis C. Although the women may have received more
HIV and hepatitis education than other substance using women who had not been in
treatment, this education was still inadequate. The women’s collective knowledge about
HIV was markedly higher than their knowledge about hepatitis, which is consistent with
prior research findings.11 Knowledge about hepatitis was very limited among this
population, which confirms findings of other research.25,26
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The remaining five themes can all be considered in terms of motivation. One theme, the
interest in promoting their health, was a positive motivator. These women are interested in
being healthy, both for themselves, and for their children.

Four themes related directly or indirectly to injection drug use and these each can be
considered as negative motivators for preventative behavior. While actively using, these
women are primarily concerned with obtaining drugs. This is their primary motivator, and it
is a very powerful motivator. Overall depression, and fear of learning they have a disease
also serve as negative motivators. The shame and stigma associate with injection drug use is
also a negative motivator. And finally, the lack of access to health care is a major barrier.

Ironically, a major barrier to injection drug using women’s utilization of HIV and hepatitis
services is the drug addiction that puts them at risk in the first place. Some of the women
said that they wanted to get tested when they were drug-free, but that logistical barriers, such
as lack of awareness of locations offering free testing and lack of transportation to the site,
deterred them from getting tested. These barriers to testing, treatment and vaccination have
been described elsewhere in regards to concrete needs that prevent women from seeking
psychological care and support for HIV.27 On the contrary, many of the women were likely
to accept testing that was more readily available to them.28,29 Many of the women were
afraid of receiving positive HIV test results, yet most of them did not express as much
concern over the multiple health and social risks of their injection drug use.

Half of the women perceived themselves to be at low risk for HIV and/or hepatitis, despite
self-reported needle sharing. This degree of self-identification as low-risk among this
population of injection drug users is an underlying barrier for preventive health services.
Because they did not identify themselves as being at risk for infection, many women did not
consider getting tested. The perception that testing was unnecessary was especially true for
hepatitis, possibly because the women had received little information about their actual risk
for hepatitis. Previous research has shown a correlation between lack of knowledge about
hepatitis infection and not knowing one’s hepatitis status.13

To better serve the population of substance abusing women, HIV and hepatitis education
should be concurrently delivered. Given that many of the women reported receiving HIV
education in short-term drug treatment facilities, hepatitis education could be communicated
in those facilities as well. Short-term drug treatment centers are prime sites for providing
hepatitis and HIV testing, results, and referrals for treatment. Site staff is familiar with the
disease of addiction, and this fulfills the women’s desire to be treated and educated by
persons who are sensitive to their substance use. At the same time, staff members may be
medically knowledgeable and can be trained in delivering hepatitis and HIV prevention
messages to their clients.

One limitation to the research was the sampling method. Although this sample size was
consistent with the qualitative research goal of gathering extensive information from a small
group of people,30 the women interviewed may not generalize to female IDUs who had not
been in treatment. This study was not designed to examine participant differences based on
race/ethnicity, age, length of substance abuse, and drug preference, hence larger scale
studies would need to be conducted to allow stratification by participant characteristics.
Because the participants were recruited from a detoxification center, their baseline
knowledge of HIV and hepatitis may have been higher than that of an injection drug using
population that had not entered substance abuse treatment. Increased knowledge of hepatitis
among injection drug users has been correlated with a history of substance abuse
treatment.13 In addition, the sample of women may have been offered, and may have
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accepted, HIV testing more readily than a cohort that had not been in substance abuse
treatment.

It is noteworthy that research has shown that drug users are no more likely to report
erroneously than non-drug users.31,32 However, the potential for socially desirable response
bias has been documented in other studies33-35 and represents another potential limitation.
Because information was collected through the women’s self-report in a face-to-face
interview format, the women may have been subject to providing socially desirable
responses.

CONCLUSION
Women who inject drugs face multiple barriers in the realm of infectious disease prevention
and treatment. When trying to access preventive and treatment services, this population
confronts stigma due to their drug usage and logistical barriers to obtaining testing, results
and treatment.28,29 Compounding those problems is an underlying lack of knowledge about
hepatitis in particular, which substance-using women may not recognize as a potential risk.
Fear of positive test results is not unique to the substance using population.17,21,28 For
women in particular, a positive test result may undermine their roles as caretakers.28,36,37

Substance abuse treatment centers present an opportune site for offering comprehensive
hepatitis and HIV counseling and testing, results, and referrals for treatment for injection
drug users who are hard to reach through primary care medical settings.38 For women
infected with hepatitis, drug treatment counselors could provide education on the importance
of managing their illness. Developing a model for delivering preventive vaccines to this
population, which includes decreasing barriers to vaccination such as by offering
vaccinations at community-based settings like methadone clinics or needle exchange
programs, is also an important step in improving preventive care for women who inject
drugs.

This qualitative study provides insight into a hard-to-reach population, yet further
investigation of substance abusing women’s readiness for testing and receiving results and
treatment for hepatitis and HIV, and getting vaccinated for hepatitis is warranted. The
primary facilitator for testing, receiving results and treatment, and being vaccinated was the
women’s interest in promoting their own health. The importance of caring for their children
and having a longer life was a priority for many of the women, yet their substance use often
hindered their ability to take care of themselves and their children. Methods for improving
the motivators for health, facilitating infectious disease prevention, and decreasing
unnecessary disease complications of injection drug using women need to be utilized. These
should include strategies that minimize stigma and facilitate accessibility of health care.
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Table 1

Barriers and Facilitators to Obtaining HIV and Hepatitis Testing, Treatment, and Vaccination among Female
Injection Drug Using Women

Barriers

Themes Sub-Themes

Prioritization of obtaining drugs Time dedicated to obtaining drugs

Perception that treatment will not be beneficial because drug use will interfere

Low level of disease-related knowledge Lack of opportunities for hepatitis education

Lack of understanding of test results

Lack of understanding what treatment entails

Lack of knowledge about vaccination

Belonging to a stigmatized group Differential treatment by medical providers

Providers’ negative perception of drug use

Access Lack of transportation

Need for actively-offered testing

Perceived cost of treatment

Psychological factors Self-perceived risk

Anticipation of positive test result

Depressive symptoms

Facilitator

Interest in promoting one’s health Desire to prolong one’s life
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