
 
 

 

M E T H A D O N E  O N  T H E  K E N Y A N  C O A S T   

 
How local NGOs deal with the challenges of methadone-assisted treatment for 
heroin users .  In December 2014,  Kenya became the third country in Sub-Saharan 
Africa to introduce Opioid Substitut ion Treatment (OST),  after Tanzania and 
Maurit ius .   

 

T h e  a i m  o f  t h i s  i n t e r v e n t i o n   
is  to provide methadone to reduce the harms associated with in jecting heroin use:  
 
reducing HIV and Hepatitis C related mortality 
and morbidity, to increase adherence to 
medications such as anti-retroviral treatment 
(ART) and to improve the well-being of heroin 
users, by providing them with opportunities to re-
enter society. Methadone is included in the World 
Health Organization’s list of ‘essential medicines’ 
and is promoted globally as a safe and evidence-
based intervention for individuals for whom 
quitting is not an option.  

Ambit ious targets 
The project, led by the Kenyan Government and backed by international funds, was to be 
implemented in four locations in 2014. Targets for the entire Coastal region are set ambitiously – 
some might say unrealistically – high. By the end of the first year, one thousand clients are 
expected to be enrolled, and by the end of the second year, 4000. In Mombasa, the project is yet 
to get off the ground. The coastal town of Malindi started on February 26th of this year. So far, 145 
clients have enrolled in the programme.  

More f inancial  support is  needed 
Unfortunately, enrolment for new clients in Malindi has halted for over a month now. According to 
Showsee Mohamed, Programmes Coordinator for local ngo The Omari Project, they have not 
been given the financial support they need, despite promises from UNODC. Presently, only the 
procurement of methadone and technical support for hospitals is funded. Peer support from local 
NGOs is done completely voluntarily, as funds are insufficient.  

The workload of Omari staff makes it impossible to help new clients and still take care of clients 
already enrolled in the methadone programme.  

	  

	  



"My staff needs to follow up on clients who quit the programme; to provide psycho-social support 
for users whose lives are changing now that methadone provides some stability. Right now, there’s 
no time for that."  

With a waiting list of one hundred clients and growing, Omari staff are hoping to receive their 
much needed financial support sooner rather than later.  

F i r s t :  e x p e c t a t i o n s  o f  m e t h a d o n e  
Before users enrol in the programme, Omari volunteers first do an initial assessment, tell clients 
what to expect of methadone and ask them to sign a consent form. The first three days, they are 
taken for breakfast first and then to the hospital. Trained doctors put clients on a low dose of 
liquid methadone, starting everyone on 15 milligrams. The dose is then reassessed each day the 
client returns to the hospital. Depending on how they feel, the dose can go up or down.  

Clients’ motivations to participate in the MAT project vary. Some users say they need help to quit 
using heroin, while others want to get rid of the needle or to regain contact with their families. For 
Omari staff, their primary goal is to stabilize clients, not necessarily to stop them using heroin.  

“Most clients want to be out of the hustle and bustle of using heroin,” says Showsee Mohamed. 
“They don’t want to be arrested, don’t want to steal. They want to get away from that situation 
and stay safe somehow. But there are many reasons people come to us for methadone.”  

Delay due to terrorism threats & bureaucracy 
Meanwhile, civil society organisations working in Mombasa also suffer from a lack of funding. The 
political will is there, according to Fatma Jeneby, project coordinator for the Muslim Education & 
Welfare Association (MEWA). “However, the threat of terrorism from Al-Shabaab has forced the 
county to delay amendments to the health bill, which would include programmes for PWID. These 
resources are now rescheduled for security measures.”  

Bureaucracy is another cause of the delays in Mombasa: construction and refurbishment of the 
methadone clinic has still not finished. “Allegedly, the tendering process has been done and 
construction is expected to begin shortly and be completed by early August,” says Fatma Jeneby. 
“If all goes well, the first clients might be enrolled from mid August in Mombasa.” Getting support 
for MAT was more complicated in Mombasa than in Malindi, where Omari has been working 
closely with the local community, police and politicians for many years.  

Recent terrorist attacks have made life harder for everyone, including drug users in Malindi, 
according to Mr. Mohamed: “Tourists are skipping Kenya and going to Lake Malawi and Zanzibar 
instead. This means there is very little income in Malindi, which is highly dependent on tourism. 
Since many users have no income and don’t want to commit crimes, they also want to be eligible 
for MAT. Unfortunately, we still have to tell them no, as inclusion criteria are narrow.”  

The aim: reduce as much harm as possible 
So far, the methadone program has been available to male injecting drug users and to all female 
heroin users, mainly because methadone is seen as a tool to reduce hiv-transmissions and those 



clients are most at risk. Injecting drug users increasingly contribute to the national HIV incidence 
in Kenya. Estimates of HIV prevalence among people who inject drugs might be as high as 50% in 
Nairobi and 20% in the Coastal region. However, Omari takes a much broader view. They want to 
include other vulnerable clients too: young users who have a high chance of becoming victims of 
mob justice in the streets, or of rape in prison – and become infected too.  

“HIV and Hepatitis C are just two of the harms we want to prevent,” says Showsee Mohamed. 
“The aim of our programme is to reduce as much harm as possible, both to drug users and the 
people next to them. That extends to improving people’s quality of life or life stability. We want to 
protect people from mob justice, and prevent them from getting crippled or killed.” Another worry 
is that excluding people who smoke heroin might incentivize them to start injecting, just to receive 
methadone, leading to an increase in injecting drug use instead of a decrease. It is too soon to tell, 
however.  

Some posit ive changes 
It is too soon to discuss the effectiveness of the intervention, but the Omari staff have noticed 
some positive changes in clients.  

“Especially in single mothers,” Showsee Mohamed says. “They are taking more responsibility. 
Simple things, such as washing more often, changing clothes and taking better care of their kids.”  

As users regain some stability in their lives, they start thinking about getting a job or going back to 
their family. Mr Mohamed regrets not being able to help everybody because of the funding gap. 
“Some people have skills but don’t have the materials to make a living. Others might not have ID-
cards, making it hard to get a job. We are trying to help with those things, but it’s not easy.” The 
same is true for psychosocial support, which becomes especially important as people get more 
time for reflection.  

 

 

	  


