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Abstract
Background At increased risk for poor health outcomes, physical and/or sexual violence, and onward transmission of 
HIV, women who use drugs and are living with HIV (WWUDHIV) are vulnerable and in need of services. Understanding 
the role of trauma across their life history may offer insights into HIV and drug use prevention and opportunities for 
intervention. We explored trauma and drug use among WWUDHIV in Dar es Salaam, Tanzania.

Methods We conducted in-depth interviews with 30 WWUDHIV from January-March 2019. Interviewers used semi-
structured interview guides and asked questions about the life history as related to drug use. Interviews were audio 
recorded, transcribed, translated, coded, and life histories charted. We utilized content analysis.

Results Participants described death of family members as traumatic catalysts for drug use. Sexual partners early in 
their life history were often the point of introduction to drugs and source of HIV acquisition. Death of partners was 
present across many life histories and was a traumatic event negatively influencing life trajectories, including start 
of sex work for survival or to support drug use. Sex work in-turn often led to traumatic events including sexual and/
or physical violence. HIV diagnosis for many participants followed the start of drug use, frequently occurred during 
pregnancy or severe illness and was described by most participants as a trauma. Despite this, particularly during 
pregnancy, HIV diagnosis was a turning point for some participant’s desire to engage in drug use treatment. Traumatic 
events were often cumulative and regularly described as catalysts for poor mental health that could lead to new or 
increased drug use for coping.

Conclusions These findings suggest trauma is common in the life history of WWUDHIV and has negative impacts on 
drug use and HIV vulnerability. Our life history charting highlights the cumulative and cyclical nature of trauma and 
drug use in this population. This study allows for better understanding of trauma, drug use, and HIV prevention, which 
offers opportunities for intervention among a group with limited access to services: during adolescence for orphaned 
youth, following the death of a child or partner, and when vulnerable women engage with the health system (HIV 
diagnosis, pregnancy, illness).
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Background
Drug use is a public health issue of importance given its 
impact on life expectancy, quality of life, and role in the 
acquisition and onward transmission of infectious dis-
eases, including HIV [1–3]. In Africa, and particularly 
East Africa, heroin enters the region via drug trafficking 
routes, making it accessible and relatively inexpensive 
to those residing in the countries and cities that serve 
as hubs along trading lines [4]. Along with accessibility, 
multilevel social and economic drivers including lack 
of psychological support, exposure to violence, limited 
social support, and lack of economic opportunity can 
further contribute to heightened vulnerability to drug 
use for women in East African settings [5]. Overall, drug 
use has been on the rise in East Africa for more than two 
decades and is projected to continue to increase [5].

Women who use drugs (WWUD) remain vulnerable 
and disproportionately impacted by HIV, despite criti-
cal advances in programming and policy, highlighting a 
need for more targeted efforts to increase HIV testing 
and treatment in Africa [6]. HIV prevalence estimates 
among WWUD in Tanzania are considerably higher than 
the general population, with estimates ranging from 25 to 
41% [7, 8], illuminating a crucial focal point for the pro-
vision of supportive services. Despite this need, engage-
ment in HIV care and retention in antiretroviral therapy 
(ART) remain a persistent challenge among WWUD [9, 
10].

HIV, trauma, and substance use are syndemic and dis-
proportionately affect vulnerable populations, yet remain 
understudied and under prioritized [11]. Studies from 
numerous settings have shown WWUD, including her-
oin, are more likely to have experienced trauma, physical 
and/or sexual violence, and poor mental health [12, 13]. 
Definitions vary, but trauma can be broadly defined as 
experiences that cause intense physical and psychologi-
cal stress reactions which may include exposure to death, 
serious injury, or violence, or an event that overwhelms 
the individual’s ability to respond [14]. Childhood or 
adolescent trauma is prominent in the lives of WWUD 
[15, 16], and trauma during childhood and adolescence is 
associated with poor mental health and increased likeli-
hood of substance use/abuse [17]. Trauma can be both 
a cumulative factor and/or serve as a single triggering 
event in the context of HIV acquisition and substance 
use [18]. Cumulative trauma - the experience of mul-
tiple traumatic experiences throughout a person’s life 
- can leave a lasting imprint on one’s psychological and 
physical health if left unaddressed [19–21]. As a cumula-
tive factor, the impact of multiple traumatic experiences 
can accumulate throughout the life course, increasing 
one’s vulnerability to HIV acquisition and likelihood 
of engaging in substance use. As a precipitating event, 
one traumatic experience can be the turning point that 

leads to the initiation or escalation of substance use and 
heightens the risk of HIV acquisition. Taking any type 
of trauma into account in the context of substance use 
is crucial for understanding trauma’s influence on HIV 
risk and management, considering its link to heightened 
HIV vulnerabilities; poor health outcomes due to adverse 
internal and external mediators; and suboptimal adher-
ence to treatment and advancement along the HIV care 
continuum [22].

Much of the research on WWUDHIV comes from 
high-income settings, with limited evidence from women 
in low-income African settings like Tanzania. Women 
who use drugs and are living with HIV (WWUDHIV) in 
such settings may have unique experiences and encoun-
ter challenges due to a lack of economic independence 
leading to high engagement in sex work, experiences of 
violence and stigmatization [16, 17, 23]. Understanding 
when and how trauma and significant life events occur 
among women may be key to identifying points for inter-
vention – both for drug use and HIV prevention among 
this vulnerable population.

Life histories have been used as a tool in research to 
understand convergent and divergent factors that relate 
to the phenomena of interest across the life course. 
This approach may be particularly useful when delving 
into sensitive topic areas that can be stigmatizing given 
that life histories allow participants to lead the narra-
tive [24]. Because of the participant-led nature, life his-
tory approaches have been used in research exploring 
trauma, drug use, HIV, and sex work [24–26]. The goal of 
this study was to explore the role of influential life events 
across the life history as it relates to HIV and drug use 
among women, in addition to understanding factors that 
may mitigate the impacts of trauma among WWUDHIV 
in Dar es Salaam, Tanzania.

Methods
Study setting and population
From January and March 2019, we conducted 30 semi-
structured in-depth interviews (IDIs) with WWUD-
HIV in Dar es Salaam, Tanzania. Participants were adult 
women, aged 18 and above, who reported heroin use 
in the past 30 days, in order to obtain a sample of adult 
women who were current heroin users. Data from this 
study were drawn from a parent study examining HIV 
prevention and treatment among heroin-using women 
and their social supporters in Dar es Salaam [10]. In the 
parent study, a cross-sectional survey was conducted 
among 200 women who reported heroin use. Participants 
in the survey were recruited through respondent-driven 
sampling via other women who reported heroin use with 
initial seeds identified by community outreach workers 
who offer services to people who use drugs (PWUD). 
Among the 56 women living with HIV in the survey, 30 
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were purposively selected to participate in qualitative 
interviews.

Procedures
IDIs were conducted by trained qualitative interview-
ers in Swahili in a study office in Dar es Salaam. All par-
ticipants provided informed consent. A semi-structured 
interview guide was used for interviews which covered 
topics related to using drugs and HIV care and treatment 
experiences. Interviews followed a life history approach 
[27], with participants asked to think back on their life 
and describe high, low, and turning points, along with 
challenges and positive and negative influences across 
their lives. Interviews lasted between one and two 
hours. All interviews were audio recorded. Interviewers 
completed debrief memos immediately following each 
interview, which were reviewed and discussed at study 
meetings. Completed interviews were transcribed and 
translated into English.

Analysis
Content analysis: A codebook was developed by study 
team members, with primarily inductive codes derived 
from the data, and some deductive codes based on the 
interview guide. Coding included high, low, and turning 
points in participants’ lives, emotions, and related experi-
ences including hopelessness and suicidality, loss, shame, 
stigma and discrimination, vulnerability, and motivations 
for HIV and drug use treatments. Line-by-line coding 
was conducted on an initial set of transcripts and used to 
develop a set of codes. A second cycle of coding was used 
to develop focused codes, which resulted in a finalized 
codebook that was applied to all transcripts using NVivo 
12 (QSR International) for coding and data management.

Life history analysis: Participants’ life histories were 
captured via life history charts. Charts, based on inter-
view transcripts, followed a timeline and focused on key 
events in the life of WWUDHIV of trauma and other 
influential time points as related to drug use and/or 
recovery. Charting was used as a tool to establish pat-
terns across the life histories within the sample. Draw-
ing upon the coding definitions established during the 
content analysis process, events related to the research 
area of inquiry were classified as point events when par-
ticipants mentioned significant experiences or moments 
that changed or influenced their life or life course. For 
charting, these were further categorized as “high”, “turn-
ing”, or “low” events as they related to women’s life tra-
jectories and their drug use or recovery journey. High 
point events were charted as events viewed as positive by 
participants, low events were those that were viewed as 
events with negative influences or events that detrimen-
tally impacted women’s lives and drug use, and turning 
events were those that were not necessarily positive or 

negative, but events that were times of change. Catalyst 
events were events that led or dissuaded participants to 
use drugs. Traumatic events were those that participants 
described as causing significant physical and/or psycho-
logical distress. Traumatic events could be physical or 
psychological and were classified as traumatic based on 
participant descriptions of intense stress reactions. Span-
ning states were descriptions of ongoing factors in par-
ticipants’ lives that were not necessarily tied to a single 
event but were part of the trajectory of their lives. These 
could be both tangible, like stages in the life course (e.g., 
adolescence or adulthood) or ongoing engagement in sex 
work, or emerge through descriptions in the transcripts, 
such as states of poor mental health and social support. 
One study team member, N.S.W., charted each life his-
tory based on interview transcripts. A second study team 
member who was part of the original data collection 
team and a native Swahili speaker, F.K., reviewed, clari-
fied meaning, and verified all life history charts based on 
transcripts and revisited Swahili versions of the original 
interviews as needed to clarify meaning. Two additional 
study team members, A.R. and D.K., charted a random 
selection of ten life histories. All charts were reviewed 
and compared by the study team, with discrepancies in 
charting discussed and revised in final charts based on 
consensus.

As part of the analysis, events and commonalities 
found across the life history charts were compared to the 
codes and coded transcripts from the content analysis to 
verify patterns and themes emergent from the charting. 
All analytic study team members met regularly to discuss 
their interpretations and emergent trends and themes 
from the process.

Results
Findings are presented by key topic areas across the life 
history. Out of the WWUDHIV (n = 56) from which the 
qualitative sample (n = 30) was drawn, the majority (59%) 
were between 29 and 39 years old, had primary school 
or less education (88%), were married or had a partner 
(53%), and used heroin daily (80%). Figures 1 and 2 pres-
ent the life histories and narratives of two participants 
(all names are pseudonyms). These life histories were 
chosen because of their representation of shared themes 
found across participant interviews and are exemplary of 
the life trajectories of women included in the study.

Figure  1Narrative: Amina described a happy life liv-
ing at home with her parents in adolescence. After the 
separation and subsequent death of both of her parents 
- a turning point and catalyst for drug use - she moved 
to Dar es Salaam from her family home and began sex 
work. “After my mother and father separated, my mother 
passed away and [afterward] my father passed away I 
started struggling… engaging in commercial sex activities, 
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prostitution.” In Dar es Salaam she met Joseph and they 
had two children. Amina described being raped by four 
men as a traumatic event and low point in her life that 
she struggled to stop thinking about and caused her sad-
ness she “cannot forget”. Additionally, Amina described 
coercion to provide condom-less sex to sex work clients 
as distressing. She was diagnosed with HIV during this 
same period, though was unaware of the source of infec-
tion. Joseph did not want her to engage in sex work, but 
also did not support her financially. “I had to go for com-
mercial sex activities so that I could get money for food. 
He [Joseph] just used to stay home and wait for food, he 
used to eat when I cooked for my children. He was not 
any help.” She described how she engaged in sex work 
initially to support her children. She later moved to a 
house with an older woman referred to as “Grandma”. 
While Grandma provided housing and childcare, as 
well as encouraged Amina to manage her HIV and take 
ART, the house was also home to other women selling 
sex and individuals would go to the house to use drugs: 
“Yeah, at Grandma’s place, there is a lot of people, pros-
titutes sleep there from their work and drug abusers too.” 
Further, Amina reported that relatives of Grandma would 
often disclose her HIV status to others without her per-
mission, which made her feel stigmatized. Amina started 
using drugs, specifically smoking heroin, after she moved 
in with Grandma. Amina described the struggle to main-
tain ART adherence due to ongoing drug use, though she 
at times attended seminars or spoke with community 

outreach workers about ART adherence and stopping 
drug use. She described meeting her partner, Adil, as a 
turning point in her life. Adil encouraged her to quit drug 
use and sex work, which she did attempt though unsuc-
cessfully. Adil did not support her financially and so she 
ultimately continued sex work to support her drug use. 
Amina described Adil as physically and verbally abusive.

Figure  2Narrative: Neema left her village to live with 
her aunt in Dar es Salaam in her adolescence, a turning 
point that put her on a path to drug use. The aunt told 
her she would help her find a job as a maid but instead 
had her work selling alcohol when she arrived. She met 
Godfrey while selling alcohol and had four children 
with him. “But, fortunately, but also unfortunately, I did 
the chibuku [alcohol] job and got a boyfriend.” Godfrey 
became ill and was diagnosed with HIV when hospital-
ized and subsequently died while Neema was five months 
pregnant with their fifth child, which placed her in a pre-
carious financial situation and lead her to question her 
own HIV status. About a month after the death of her 
husband, Neema tested positive for HIV. Shortly after 
Godfrey’s death, her youngest child contracted tuber-
culosis and died. Neema described being treated poorly 
and being told she had failed by a doctor just before her 
child’s death. The cumulative trauma from the deaths of 
her husband and child were events that catalyzed future 
behavior, negatively impacted her mental health, and set 
Neema on a course toward drug use. She was selling sex 
at this time. She began using alcohol, and subsequently 

Fig. 1 Life history chart: Amina
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smoking marijuana and heroin after the death of Godfrey 
and her child to combat feelings of grief, sadness, lone-
liness, and depression. “The thing that made me to use 
alcohol is stress because I become lonely. I meet with my 
girlfriend who used alcohol. When I became down, they 
start: ‘What is with you? Why are you being so down? 
Death is just death. Death is there. Use this to remove the 
thoughts from your head.’ So, I see it is okay. Let me just 
use it. I use it.” Despite having initiated ART after being 
diagnosed with HIV, Neema described periods of poor 
health and regular secondary infections, as well as chal-
lenges with adherence due to drug use. She described 
support from her mother at times, with whom some of 
her children lived. This support, while mostly useful, ulti-
mately culminated in conflict due to her ongoing drug 
use, a low point for Neema.

In this analysis, we identified patterns of vulnerabil-
ity for WWUDHIV. Loss of family and abuse early in 
childhood were common catalyzing events that altered 
WWUDHIV’s life trajectories. Frequently resulting from 
catalyzing events, WWUDHIV described migration 
from their birth homes, sexual and intimate partners, 
and involvement in sex work as turning points that led to 
drug use. Physical and sexual violence and HIV acquisi-
tion were frequently described as traumatic time points 
in WWUDHIV’s lives. Woven throughout participant 
narratives were the impacts of catalyzing events, turning 
points, and cumulative trauma on mental health.

Parental death and adverse childhood experiences
Traumatic and other adverse childhood experiences 
were catalysts for drug use for many participants and 
were described as low points in their lives. These events 
frequently involved the death of a parent, or parents, or 
separation from parents. When describing the loss of 
her mother and the mental health impact that this loss 
continued to have on her as an adult, one participant 
explained:

Since my childhood, I was never happy because I 
have no mother…That is what makes me very sad 
because I’ve had to toil on my own while I know that 
if I had [my mother], the burden would have been 
less. A mother is different from other people and 
stands by you through thick and thin. -WH04.

The death of a parent, or parents, as a child placed 
women in vulnerable positions, which led some of them 
to be mistreated or abused by relatives whose care they 
were placed under. One participant described her expe-
rience of being raised by an aunt following the death of 
both of her parents:

I was taken to be raised by my aunt. Auntie abused 
me a lot. And I decided to leave her home because it 
reached the point where my aunt stabbed me with 
a knife here because of two hundred shillings, which 
was for buying sardines. -WH20.

Fig. 2 Life history chart: Neema
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Migration to Dar es Salaam
Migration from home villages or smaller cities to Dar es 
Salaam was a turning point that put many participants 
interviewed on a path to drug use and HIV acquisition 
risk. Social and economic vulnerabilities were frequently 
described by participants as both reasons for migrating 
and consequences of migrating. Reasons for migration 
were often linked to a parent’s or caregiver’s death and/
or extreme financial hardship that pushed women to seek 
“a better life” in Dar es Salaam, the commercial capital 
of Tanzania. For some participants, migration led to the 
introduction and often a reliance on intimate partners or 
friends who in turn introduced them to drugs:

When my sister died then I was left at home…I left 
home to look for a better life then I met my friend 
who influenced me to start using drugs. That friend 
used to go and steal things and when she came back, 
we enjoyed the drugs together. -WH22.

The period immediately following migration to Dar es 
Salaam, forced some women into housing instability—
“Life was tough sleeping at the ferry”—and job situa-
tions that led to their exploitation and, in a few cases, 
exposed them to violence. For example, one participant, 
an orphan, described migrating to Dar es Salaam with 
a man who found her a job at a restaurant. Not having 
a stable place to stay, she slept at the restaurant. One 
night while sleeping at the restaurant, she was sexually 
assaulted by multiple men. Though this was an extreme 
case, the broader themes of social and economic vulner-
abilities associated with migration, and the traumatic 
events stemming from these vulnerabilities, were consis-
tent across many participants.

Involvement in sex work
Most participants described engaging in sex work to sup-
port their drug use:

We went to the place called “Rambo” it’s around 
Morogoro road. So, when we reached there, I dis-
covered that going to the ‘road’ means sex work. 
And since I needed money, there was no way out. I 
decided to engage myself in that work and started 
to go to the ‘road.’ I would get money and we would 
return to our camps and smoke [heroin]. -WH22.

Though most participants ultimately engaged in sex 
work to support drug use, some participants described 
beginning sex work for survival, a turning point that led 
to their introduction to drugs, including heroin: “We 
started to go to the roadside to sell our bodies… then 
later I started using drugs. When I started abusing drugs, 

I stayed using drugs for a long time. It reached a point 
where no one wanted me anymore.”-WH12.

Intimate relationships
Sexual or intimate partners, present early in the life his-
tory for some participants or introduced soon after 
migration, were regularly described as the catalyst for 
drug use. For a number of participants, these partners 
were engaged following loss, hardship, or migration from 
villages to larger cities. One participant compared her 
life before and after meeting a partner: “In the past I had 
good life. Then later things changed when I met and live 
with a man who was using drugs. When I started living 
with him then I entered into drugs.” -WH30. For some 
women, partners were also an initial source of conflict 
and cause for separation from their families which could 
further put them on a path to drug use, isolation, loss, 
poor mental health, and limited support, as described by 
a participant:

I entered into the relationship with him without 
knowing if he is a drug user, he mixes drugs in ciga-
rettes and smoke as if he is smoking a cigarette. He 
tells me, “let us smoke together” and since he is my 
partner, I said, let me smoke to satisfy him. From 
there onwards I started smoking and we used to get 
out together. When my family discovered that I am 
using drugs, they separated from me and therefore 
I accompanied him [partner], who later God took 
him, he died and since then my life shook. -WH01.

Experiences of violence
Stories of traumatic physical and sexual violence were 
common across life histories, and frequently linked to 
selling sex to support ongoing drug use. Participants 
discussed how women, unlike men, had limited ways to 
support their drug use aside from selling sex. This made 
them particularly vulnerable and put them at greater risk 
for violence and trauma, which could, in turn, have nega-
tive impacts on mental health:

Ehee! I have encountered such things, having sex by 
force. I have encountered such things. It has affected 
me. I have become a person who is like… that is 
why I don’t want to think about them [these experi-
ences] sometimes because when I think about them 
I feel guilty. You know? I feel like I am someone who 
should not live. I am not worthy.-WH02.

Several participants suggested trauma from sexual 
and intimate partner violence was a catalyst for men-
tal distress, with women describing feelings of depres-
sion, hopelessness, worthlessness, and, in some cases, 
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suicidality. Among those who described trauma and its 
impacts, the effects were enduring, spanning states in 
their lives. These traumatic events were often also low 
points and spurred further reliance on drugs and alcohol, 
as described by one participant following a sexual assault:

I was like a confused person. It reached a point that 
I was drinking alcohol too much to the extent which 
on crossing the road I had no time to look if cars are 
coming or not to wait for them before crossing it. I 
was so tired with life, so getting an accident and die 
was all that I wanted. -WH24.

Additionally, exposure to physical and sexual violence 
while using drugs also made some women particu-
larly vulnerable to HIV acquisition, as described by a 
participant:

Sometimes you can get a customer and he says, ‘I 
love you. Let’s go somewhere and have sex.’ Now you 
go thinking he is alone and when you arrive you find 
a group of people and they do to you whatever they 
want. -WH11.

HIV Acquisition, diagnosis and management
Being diagnosed with HIV was a traumatic event for 
women in the study: “That was the worst day of my life, 
the day that I was told I am HIV positive”. – WH29. Many 
participants were diagnosed with HIV when pregnant or 
when delivering; often engaging with the health system 
either for the first time ever or after a lapsed time. For 
some this coincided with death or illness of the partner 
due to undisclosed HIV infection, a traumatic and low 
point for women, as described by one participant follow-
ing the death of her husband:

We buried him and I came back home. And during 
that time, I was pregnant and the pregnancy was 
just big. My advice was that let me just go to the hos-
pital and test [for HIV] and know how many months 
is my pregnancy. But my soul had already started 
shrinking. I did not expect it. Maybe he died because 
of the hernia, or the liver failing, or the kidney fail-
ing; all my thoughts is that my husband might have 
died because of the HIV infection. -WH05.

While the timing of diagnosis, initiation of, and engage-
ment in HIV care varied across the life histories of 
participants, ongoing drug use was a significant bar-
rier to sustained HIV management. Some participants 
described that ART and the associated counseling mes-
sages, like the need for a healthy diet, were incompatible 
with using drugs, so they chose drug use over ART. Other 

participants discussed denial over their diagnosis and the 
decision to not engage with HIV care and continue drug 
use, as described by a participant:

When I left that place [the clinic] I never followed 
up and I left [and continued] taking drugs [heroin]. 
That’s why I don’t even know what was the plan [to 
initiate ART], I know not of my CD4, I don’t know 
anything and I get weak every day and I get sick 
every day. -WH10.

For a few participants, engagement in HIV care was a key 
turning point event as it included taking some control 
over their health, as described by a participant:

I am back at home, then at home the money was 
somehow not enough, so I was no longer thinking of 
drugs of abuse. I sat down and asked myself, should 
I smoke, should I play a joke with the medications 
[ART], putting into consideration that I have the 
obligation of these grandchildren, moreover I am a 
matured adult now. So, I decided to reduce to start 
reducing the dose of smoking the drugs of abuse, I 
didn’t want to go on smoking. So that I can deal with 
the medication [ART] effectively. -WH09.

The desire to protect a new or unborn child was for 
some a catalyst for managing their HIV, as described by 
a participant:

If I do not use it [ART] I will get sick. When I get sick 
I will have to lie in bed, right? Who will take care 
of my child? I have to make every effort so that my 
child can live. And since she is breastfeeding I have 
to be [take ART] in time. I have to take the medicine 
so that she does not get the infection. -WH02.

For some participants, pregnancy or a newborn was also 
a turning point to stop or decrease drug use, even if just 
for a brief period of time.

Discussion
In this qualitative study, we found common events and 
themes across the life histories of WWUDHIV that influ-
enced the start of drug use: death of a family member(s) 
or separation from family in adolescence/youth, migra-
tion to cities due to loss of family or social support, 
involvement in sex work, and intimate partners. Times 
in the life history where women were actively engaged 
in drug use were marked by trauma, poor mental health, 
and physical and sexual violence. Many participants 
noted HIV diagnosis as shocking, and for some, a trau-
matic event, with acquisition attributed to sexual vio-
lence, sex work, or partners. Initiating and/or continuing 
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on ART was in direct conflict with drug use, with par-
ticipants noting it was a choice between drug use and 
ART. Further, while a number of participants said they 
were diagnosed with HIV during pregnancy or following 
childbirth, their views on whether this led to the uptake 
or sustained use of ART were mixed. The accumulation 
of trauma over the life course affected women’s drug use 
trajectories and affected not only their vulnerability to 
HIV but also their mental health.

Catalysts for drug use found across the life histories 
of WWUDHIV in this study offer important areas for 
potential intervention to mitigate initiation of drug use 
and HIV acquisition. Our study found parental death to 
be a significant event due to both loss of economic and 
social support which impacted the drug use trajectories 
of many WWUDHIV. This is in line with data from other 
studies that have found orphanhood to be associated with 
drug use [28]. A life course perspective complements 
the life history approach by considering the influence of 
broader social, cultural, and economic factors that shape 
adolescent girls and young women’s life trajectories. Per-
sistent conditions, such as ongoing engagement in sex 
work or poor mental health, can be examined within the 
context of women’s life course, providing insight into how 
these factors interact with cumulative trauma and influ-
ence vulnerability to HIV and substance use. By exam-
ining the accumulation of traumatic events and their 
influence on high, turning, or low points in women’s life 
trajectories, researchers and organizations that develop 
and implement public health programs can identify pat-
terns and gain a deeper understanding of how trauma 
may contribute to drug use and vulnerability to HIV. Life 
course focused intervention approaches, which are aimed 
at optimizing health trajectories and address multiple 
levels of health determinants [29–31], could be a model 
to explore for drug use and HIV prevention (includ-
ing provision of pre-exposure prophylaxis), particu-
larly among at-risk female children or adolescents (e.g., 
those recently orphaned). Though high quality evidence 
is limited, interventions that take a life course approach 
have been shown to positively impact long-term out-
comes including physical and mental health, and sub-
stance use [32–34]. Relevant to our findings where most 
women described orphanhood and discontinued school 
engagement, there is evidence that maintaining consis-
tent school enrollment among children and orphaned 
adolescents, including the delivery of grants and the use 
of incentives for extended family who become caretak-
ers, can be an effective approach to help them thrive in 
the life course [35]. Additionally, provision of reproduc-
tive and sexual health education and services to at-risk 
adolescents and young women, including contraception, 
health education, services for partner and sexual violence 
has been shown as an effective approach at preventing 

early pregnancy and intimate partner violence, which 
were common among participants in our study [35].

Participants in our study described how migration to 
Dar es Salaam, often in adolescence or young adulthood, 
influenced their initiation of drug use. Although evi-
dence is scant, rural-to-urban migration is not necessar-
ily associated with increased likelihood of drug use [36, 
37]. However, most of the women in our study left their 
homes in particularly vulnerable situations due to loss of 
economic, familial, or social support. This is in contrast 
to many rural-to-urban migrants in the Africa region 
who frequently move back and forth between their home 
and the urban areas where they work, and thus ben-
efit from and maintain familial and social support this 
way [38]. Our findings demonstrate that adolescent and 
young women who migrate are likely in particularly chal-
lenging situations and attention to these migrants and 
their needs is warranted.

Participants had a variety of descriptions of engage-
ment with HIV services; a number saying they were 
diagnosed with HIV during or just after pregnancy. Pre-
vention of mother-to-child HIV transmission (PMTCT) 
programs have dramatically reduced vertically acquired 
HIV in Africa [39], but our findings show that there may 
remain an important gap and opportunity for further 
intervention. Reasons for limited engagement with the 
health system among women who use drugs are likely 
multifaceted. People who use drugs are less likely to 
engage in the health system overall [40, 41], with antici-
pated or past experiences of drug use stigma being a rea-
son for avoidance [42, 43]. Additionally, with engagement 
in sex work, standard clinic hours can be prohibitive to 
attendance [10, 44–46]. Nevertheless, most women in 
our study did engage with the health system in some 
capacity at different time points. Individualized case 
management approaches have shown promise in particu-
larly vulnerable groups for supporting ART adherence, 
including among pregnant and/or post-partum women 
[47–49]. In addition, peer outreach has been used as a 
successful tool to increase engagement with HIV test-
ing and care among hard to reach individuals such as sex 
workers and may offer promise among WWUDHIV [50]. 
While WWUDHIV represent a small proportion of the 
population in countries like Tanzania, as work to meet 
95-95-95 goals continues [51], specialized approaches to 
support the needs of this group may be warranted.

Almost all participants in this study engaged in sex 
work to support drug use, with many citing no other 
opportunities for income generation for WWUD. Exist-
ing research shows that women who engage in sex work 
are at risk for a number of poor health outcomes, includ-
ing physical and sexual violence, worsened mental health, 
HIV acquisition and onward transmission, and chal-
lenges with ART adherence [52–55]. For WWUDHIV 
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these outcomes may be even more pronounced given 
their additional vulnerability due to increased lack of 
access to economic and social support [56, 57]. Among 
this particular population, where sex work is the primary 
way to sustain drug use, a combination of harm reduc-
tion approaches that can acknowledge and factor in the 
combination of gender-based vulnerability, poverty, and 
cumulative trauma may be critical to meeting the needs 
of this vulnerable population.

Poor mental health resulting from loss, sexual and 
physical violence, and other traumatic experiences was 
common among WWUDHIV in this study. The rela-
tionship between sexual violence and depression and/
or post-traumatic stress disorder is well established in 
the literature [58], and engagement in sex work has an 
established link to experiences of sexual violence [59]. 
Trauma-informed psychosocial interventions for this 
population will be critical to address the health needs of 
WWUDHIV in this setting and have high exposure to 
trauma and violence. Trauma-informed cognitive behav-
ioral therapy interventions have been used to reduce 
the harmful mental health impacts of sexual violence 
in other settings [60], have been used effectively among 
people living with HIV [60, 61], and could be adapted 
for WWUDHIV. Additionally, community-based links 
to effective substance use disorder treatment, including 
medications for opioid use disorder with integrated men-
tal health services, which are increasingly available and 
accessible in Tanzania, may help to address the high bur-
den of mental health problems in this population.

This study had a number of strengths. The use of a life 
history approach allowed participants to recall and relate 
their lives and life stories in way that provided informa-
tion that may not have emerged in a typical semi-struc-
tured qualitative interview. Charting the life histories 
strengthened our ability to look across the narratives 
provided by participants and pull out themes and com-
monalities that might not have been as apparent using 
only standard qualitative coding approaches. Further, this 
approach allows for the identification of the potentially 
most impactful times in the life course to intervene on 
the trajectories of this particularly vulnerable population. 
Additionally, all interviews were formally coded, further 
strengthening the rigor of our analysis. This study was 
not without limitations. While the life history and life 
storytelling approach is a strength, we did not ask about 
specific events by name such as trauma, violence, or poor 
mental health, and so some of these elements of partici-
pant’s life histories may have been omitted depending 
on comfort to share or interest in recalling these events. 
Interviews also did not specifically ask for dates that sig-
nificant events occurred, sometimes limiting the abil-
ity to pinpoint the timing of certain events in relation 
to others. However, we did find that overwhelmingly 

participants provided detailed and often linear stories 
about critical events across their lives. Additionally, we 
were limited to participants we were able to identify and 
recruit for the study. Given the multitude of factors that 
impact WWUDHIV’s lives and their marginalized place 
in Tanzanian society, it is possible our sample only rep-
resents one particular sub-section of this group. Future 
research should aim to include a more diverse range of 
participants to better understand the various factors that 
influence the life trajectories of WWUDHIV and inform 
targeted interventions.

Conclusion
Findings from this study emphasize the importance of 
implementing interventions such as life course-focused 
approaches or trauma-informed psychosocial program-
ming at various stages throughout the lives of women 
who use or are at risk of initiating drug use. Under-
standing timepoints of risk for substance use and HIV 
infection across the life course can allow for tailored 
interventions that target adolescent girls and young 
women with a focus on addressing trauma and mental 
health. Supporting and allocating resources to girls and 
women who are exposed to and/or impacted by trauma 
can help foster resilience and promote healthier coping 
mechanisms, which may ultimately reduce the likelihood 
of them turning to substance use as a means of coping. 
Furthermore, enhancing provider initiated testing and 
counseling for women at heightened risk of HIV acquisi-
tion and PMTCT programming and/or creating stronger 
linkage to ART and adherence programming for vulnera-
ble women can significantly improve health outcomes for 
both women and their children. Ensuring interventions 
and programs are accessible and sensitive to the unique 
needs of WWUD can help to overcome barriers to care 
and improve engagement in HIV prevention and treat-
ment services.

Abbreviations
ART  antiretroviral therapy
HIV  human immunodeficiency virus
IDI  in-depth interview
PMTCT  prevention of mother to child transmission
PWUD  people who use drugs
WWUD  women who use drugs
WWUDHIV  women who use drugs living with HIV

Acknowledgements
The authors thank the individuals who participated in our study for sharing 
their time, experiences, and insights.

Authors’ contributions
H.T.S. developed the study concept, interview guides, and sampling schema, 
with input and oversight from S.L. and J.M. F.K. conducted a portion of the 
interviews. H.T.S. coded all transcripts. N.S.W. developed the life history analysis 
approach and charting schema, with input from H.T.S. and F.K., and charted 
all interviews. A.R. and D.K., charted a random selection of ten life histories. 
F.K., reviewed and verified all life history charts. A.R. prepared Figs. 1 and 2. 



Page 10 of 11West et al. International Journal for Equity in Health          (2023) 22:174 

N.S.W. led writing of the manuscript, with supervision from H.T.S. All authors 
reviewed and accepted the manuscript.

Funding
This research was funded by a 2017 developmental grant from the Johns 
Hopkins University Center for AIDS Research, an NIH-funded program 
(P30AI094189), which is supported by the following NIH Co-Funding and 
Participating Institutes and Centers: NIAID, NCI, NICHD, NHLBI, NIDA, NIA, 
NIGMS, NIDDK, NIMHD. The preparation of this article was partly funded by a 
career development grant through NIDA (K01DA047142). The content is solely 
the responsibility of the authors and does not necessarily represent the official 
views of the NIH.

Data availability
There is no data held in a public repository. To protect the anonymity of 
participants, data may be made available upon reasonable request.

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
This study was approved by ethical review committees at the Johns Hopkins 
Bloomberg School of Public Health Institutional Review Board, Muhimbili 
University of Health and Allied Sciences, and the National Institute for Medical 
Research in Tanzania and conducted in compliance with the Declaration of 
Helsinki. All participants provided informed oral consent to participate in 
the study. To protect confidentiality, we use pseudonyms when presenting 
findings.

Consent for publication
Not applicable.

Author details
1Division of Pulmonary and Critical Care Medicine, University of California 
San Francisco, San Francisco, CA, USA
2Internal/Preventive Medicine, Griffin Hospital, Derby, CT, USA
3Department of Environmental Health, Bloomberg School of Public 
Health, Johns Hopkins University, Baltimore, MD, USA
4Johns Hopkins University School of Medicine, Johns Hopkins University, 
Baltimore, MD, USA
5School of Nursing, Johns Hopkins University, Baltimore, MD, USA
6Department of International Health, Bloomberg School of Public Health, 
Johns Hopkins University, Baltimore, MD, USA
7Department of Psychiatry and Mental Health, School of Medicine, 
Muhimbili University of Health and Allied Sciences, Dar es Salaam, 
Tanzania
8School of Public Health and Social Sciences, Muhimbili University of 
Health and Allied Sciences, Dar es Salaam, Tanzania

Received: 27 May 2023 / Accepted: 21 August 2023

References
1. Mathers BM, et al. Global epidemiology of injecting drug use and 

HIV among people who inject drugs: a systematic review. Lancet. 
2008;372(9651):1733–45.

2. Laudet AB. The case for considering quality of life in addiction research and 
clinical practice. Addict Sci Clin Pract. 2011;6(1):44–55.

3. Global., regional, and national disability-adjusted life-years (DALYs) for 315 
diseases and injuries and healthy life expectancy (HALE), 1990–2015: a systematic 
analysis for the Global Burden of Disease Study 2015 (1474-547X (Electronic)).

4. Ross MW, et al. Drug use careers and blood-borne pathogen risk behav-
ior in male and female Tanzanian heroin injectors. Am J Trop Med Hyg. 
2008;79(3):338–43.

5. United Nations publication. World Drug Report 2021. S.N. E.21.XI.8: Sales No. 
E.21.XI.8; 2021.

6. Kurth AE, et al. The opioid epidemic in Africa and its impact. Curr Addict Rep. 
2018;5(4):428–53.

7. Likindikoki SL, et al. Prevalence and risk factors associated with HIV-1 infec-
tion among people who inject drugs in Dar es Salaam, Tanzania: a sign of 
successful intervention? Harm Reduct J. 2020;17(1):1477.

8. Mmbaga EJ, et al. Prevalence and predictors of human immunodeficiency 
virus and selected sexually transmitted infections among people who inject 
drugs in Dar es Salaam, Tanzania: a New Focus to get to Zero. Sex Transm Dis. 
2017;44(2):79–84.

9. Glick JL, et al. ART uptake and adherence among women who use drugs 
globally: a scoping review. Drug Alcohol Depend. 2020;215:108218.

10. Saleem HT, et al. Time-space constraints to HIV treatment engagement 
among women who use heroin in Dar es Salaam, Tanzania: a time geography 
perspective. Soc Sci Med. 2021;268:113379.

11. Brezing C, Ferrara M, Freudenreich O. The Syndemic illness of HIV and 
Trauma: implications for a trauma-informed model of Care. Psychosomatics. 
2015;56(2):107–18.

12. Larney S, et al. Global epidemiology of HIV among Women and Girls who use 
or inject drugs: current knowledge and Limitations of existing data. J Acquir 
Immune Defic Syndr. 2015;69(Suppl 2):S100–9.

13. Mehr JB et al. Intimate partner violence, substance use, and health comorbidities 
among women: a narrative review. Front Psychol, 2023. 13.

14. Center for Substance Abuse, Trauma. Trauma-informed care in behavioral 
health services. Substance Abuse and Mental Health Services Administration 
(US); 2014.

15. Roberts A, Mathers BM, Degenhardt L. Women who inject drugs: a review of 
their risks, experiences and needs. Sydney: Reference Group to the United 
Nations on HIV and Injecting Drug Use; 2015.

16. Greenfield SF, et al. Substance abuse treatment entry, retention, and outcome 
in women: a review of the literature. Drug Alcohol Depend. 2007;86(1):1–21.

17. Konkolÿ Thege B, et al. Relationship between interpersonal trauma exposure 
and addictive behaviors: a systematic review. BMC Psychiatry. 2017;17(1):164.

18. Khoury L, et al. Substance use, childhood traumatic experience, and post-
traumatic stress disorder in an urban civilian population. Depress Anxiety. 
2010;27(12):1077–86.

19. Khan MMR. The Concept of cumulative trauma. Psychoanal Study Child. 
1963;18(1):286–306.

20. Briere J, Godbout N, Dias C. Cumulative trauma, Hyperarousal, and sui-
cidality in the General Population: a path analysis. J Trauma Dissociation. 
2015;16(2):153–69.

21. Martin CG, et al. The role of cumulative trauma, betrayal, and appraisals in 
understanding trauma symptomatology. Psychol Trauma: Theory Res Pract 
Policy. 2013;5(2):110.

22. LeGrand S, et al. A review of recent literature on Trauma among individuals 
living with HIV. Curr HIV/AIDS Rep. 2015;12(4):397–405.

23. Saleem HT, et al. Structural, everyday, and symbolic violence and the 
heightened vulnerability to HIV of women who use drugs in Tanzania. SSM - 
Qualitative Research in Health. 2021;1:100010.

24. Gysels M, Pool R, Nnalusiba B. Women who sell sex in a ugandan 
trading town: life histories, survival strategies and risk. Soc Sci Med. 
2002;54(2):179–92.

25. Jones MS, Sharp SF, Worthen MGF. Broken hearts and battered lives: adverse 
and abusive life histories and externalized responses to anger as pathways to 
Illicit Drug Use among Incarcerated Women. Volume 28. Women & Criminal 
Justice; 2018. pp. 167–88. 3.

26. Dass-Brailsford P, Clayton EL, Aluko OE. Exploring the traumatic experiences 
of women living with HIV: using the life history calendar. J Aggress Maltreat-
ment Trauma. 2019;28(8):958–76.

27. Atkinson R. The Life Story interview. Thousand Oaks Thousand Oaks, Califor-
nia: SAGE Publications, Inc.; 1998.

28. Swahn M, et al. Psychosocial health concerns among service-seeking 
orphans in the slums of Kampala. Vulnerable Child Youth Stud. 
2017;12:258–63.

29. Zeanah CH et al. VI. SENSITIVE PERIODS Monographs of the Society for 
Research in Child Development, 2011. 76(4): p. 147–162.

30. Halfon N, et al. Lifecourse health development: past, present and future. 
Matern Child Health J. 2014;18:344–65.

31. Russ SA et al. What makes an intervention a life course intervention? Pediatrics, 
2022. 149(Supplement 5): p. e2021053509D.

32. Eckenrode J, et al. Long-term Effects of prenatal and infancy nurse home 
visitation on the Life Course of Youths: 19-Year follow-up of a Randomized 
Trial. Arch Pediatr Adolesc Med. 2010;164(1):9–15.



Page 11 of 11West et al. International Journal for Equity in Health          (2023) 22:174 

33. Di Lemma L, et al. Responding to adverse childhood experiences: an evi-
dence review of interventions to prevent and address adversity across the life 
course. Public Health Wales; Bangor University; 2019.

34. Langeland E, et al. Effectiveness of interventions to enhance the sense of 
coherence in the Life Course. The Handbook of Salutogenesis; 2022. p. 201.

35. Loewenson R, Hadingham J, Whiteside A. Household impacts of AIDS: using a 
life course approach to identify effective, poverty-reducing interventions for 
prevention, treatment and care. AIDS Care. 2009;21(8):1032–41.

36. Jirapramukpitak T, Prince M, Harpham T. Rural–urban migration, illicit drug 
use and hazardous/harmful drinking in the young thai population. Addiction. 
2008;103(1):91–100.

37. Burakgazi Yilmaz H, et al. Impact of Rural-Urban Immigration on Substance 
Use in a sample of turkish youth. World Social Psychiatry. 2022;4(2):132–8.

38. Eckert E, Turner E, Yeager Sallah JA. Youth rural-urban migration in Bungoma, 
Kenya: implications for the agricultural workforce. RTI Press; 2019. RTI Press 
Occasional Paper No. OP-0062-1908.

39. Mutabazi JC, Zarowsky C, Trottier H. The impact of programs for prevention of 
mother-to-child transmission of HIV on health care services and systems in sub-
saharan Africa - A review. Public Health Rev, 2017. 38.

40. Biancarelli DL, et al. Strategies used by people who inject drugs to avoid 
stigma in healthcare settings. Drug Alcohol Depend. 2019;198:80–6.

41. Lang K, et al. Qualitative investigation of barriers to accessing care by people 
who inject drugs in Saskatoon, Canada: perspectives of service providers. 
Subst Abuse Treat Prev Policy. 2013;8(1):1–11.

42. Muncan B, et al. They look at us like junkies: influences of drug use stigma 
on the healthcare engagement of people who inject drugs in New York City. 
Harm Reduct J. 2020;17(1):53.

43. Earnshaw VA, et al. HIV stigma, depressive symptoms, and substance use. 
AIDS Patient Care STDs. 2020;34(6):275–80.

44. Moyo I, Macherera M. The experiences of sex workers accessing HIV care 
services in Bulawayo, Zimbabwe. Afr Health Sci. 2021;21:593–602.

45. Nyato D, et al. Facilitators and barriers to linkage to HIV care and treatment 
among female sex workers in a community-based HIV prevention interven-
tion in Tanzania: a qualitative study. PLoS ONE. 2019;14:e0219032.

46. Arinaitwe B et al. Enrollment and retention of female sex workers in HIV care in 
health facilities in Mbarara city. Front Reproductive Health, 2023. 4.

47. MacKellar D, et al. Peer-delivered linkage Case Management and same-day 
ART initiation for men and young persons with HIV infection - eswatini, 
2015–2017. MMWR Morb Mortal Wkly Rep. 2018;67:663–7.

48. MacKellar D, et al. Antiretroviral therapy initiation and retention among 
clients who received peer-delivered linkage case management and standard 
linkage services, Eswatini, 2016–2020: retrospective comparative cohort 
study. Archives of Public Health. 2022;80(1):74.

49. Anderson EA, et al. Assessing the impact of Perinatal HIV Case Manage-
ment on Outcomes along the HIV Care Continuum for pregnant and 
Postpartum Women Living with HIV, Philadelphia 2005–2013. AIDS Behav. 
2017;21(9):2670–81.

50. Chersich MF, et al. Priority interventions to reduce HIV transmission in sex 
work settings in sub-saharan Africa and delivery of these services. J Int AIDS 
Soc. 2013;16(1):17980.

51. UNAIDS. Understanding Fast-Track: accelerating action to end the AIDS epi-
demic by 2030. 2015 [cited 2023 April]; Available from: https://www.unaids.
org/en/resources/documents/2014/JC2686_WAD2014report.

52. Beattie T, et al. Mental health problems among female sex workers in low- 
and middle-income countries: a systematic review and meta-analysis. PLoS 
Med. 2020;17:e1003297.

53. Platt L, et al. Associations between sex work laws and sex workers’ health: a 
systematic review and meta-analysis of quantitative and qualitative studies. 
PLoS Med. 2018;15(12):e1002680.

54. Raine G. Violence against male sex workers: a systematic scoping review of 
quantitative data. J Homosex. 2021;68(2):336–57.

55. Glick JL, et al. ART uptake and adherence among female sex workers (FSW) 
globally: a scoping review. Glob Public Health. 2022;17(2):254–84.

56. Knight D, et al. Economic, social, and clinic influences on opioid treatment 
program retention in Dar es Salaam, Tanzania: a qualitative study. Addiction 
Science & Clinical Practice; 2023. p. 18.

57. Meghdadpour S, et al. Factors associated with substance use among 
orphaned and non-orphaned youth in South Africa. J Adolesc. 
2012;35:1329–40.

58. Walsh K, Galea S, Koenen KC. Mechanisms underlying sexual violence 
exposure and psychosocial sequelae: a theoretical and empirical review. Clin 
Psychol Sci Pract. 2012;19(3):260.

59. Deering KN, et al. A systematic review of the Correlates of Violence Against 
Sex Workers. Am J Public Health. 2014;104(5):e42–e54.

60. Han H-R, et al. Trauma informed interventions: a systematic review. PLoS ONE. 
2021;16(6):e0252747.

61. Sales JM, Swartzendruber A, Phillips AL. Trauma-informed HIV prevention and 
treatment. Curr HIV/AIDS Rep. 2016;13:374–82.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.unaids.org/en/resources/documents/2014/JC2686_WAD2014report
https://www.unaids.org/en/resources/documents/2014/JC2686_WAD2014report

	From trauma to transmission: exploring the intersection of adversity, substance use, and HIV risk in women’s life histories
	Abstract
	Background
	Methods
	Study setting and population
	Procedures
	Analysis

	Results
	Parental death and adverse childhood experiences
	Migration to Dar es Salaam
	Involvement in sex work
	Intimate relationships
	Experiences of violence
	HIV Acquisition, diagnosis and management

	Discussion
	Conclusion
	References


