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1

1. Preface
It is with great pleasure that we present the final report of the
Integrated Biological and Behavioral Survey – IBBS among People
Who Inject Drugs (PWID) - IBBS-PWID 2014. This is the first representative survey of its nature carried out in Mozambique, that
estimates HIV prevalence as well as the associated risk factors
among PWID and assesses utilization of and access to health
and social programs directed at PWID. Although the National Survey on Prevalence, Behavioral Risks and Information on
HIV and AIDS in Mozambique (INSIDA, 2009) and the Survey
on Indicators of Immunization, Malaria and HIV/AIDS in Mozambique (IMASIDA 2015) provide information about the HIV
epidemic among the general population in Mozambique, there
is a need for further evidence regarding the epidemic in key
populations at higher risk for HIV infection in the country. This
need was first clearly stated in the National Strategic Response
Plan to HIV and AIDS in Mozambique (PEN III 2010–2014)1 and
again in the PEN IV (2015–2019), both of which call for surveys
that provide further evidence and define specific actions targeting these key population groups.
The Joint United Nations Program on HIV/AIDS (UNAIDS)
defines key populations as those that have behaviors that can
put them at greater risk of HIV infection, including multiple unprotected sexual partnerships, unprotected anal sex with multiple partners and injecting drugs with non-sterile equipment.
The PEN IV calls for IBBS is that provide data about HIV prevalence and risk behaviors among female sex workers, men who
have sex with men, people who inject drugs and prisoners. The
current report of the IBBS-PWID 2014 is one of five surveys conducted among key populations in Mozambique between 2011
and 2014. The findings of this survey confirm that PWID are a
key population at higher risk of HIV infection in Mozambique.
These findings present an opportunity to improve access to HIV
care and treatment services, to support interventions related to
positive prevention among PWID and to reinforce social and behavioral prevention messages for PWID, such as promotion of
condom use during sexual relations and use of sterile injection
equipment. Although the majority have had an HIV test prior to
the survey, a substantial proportion of HIV-positive PWID are
not aware of their serostatus. The structure of the IBBS-PWID
1

provided an amenable and friendly environment for HIV testing
and linkage to care for PWID, and is therefore an example of
the type of services that should be oﬀered at the national level
to key populations at higher risk of HIV infection.
Based on this scientific evidence, it is our hope that the Ministry
of Health, the National HIV and AIDS Council, along with other organizations involved in HIV programming, will estabilish
strategic and wide-ranging initiatives for HIV prevention and
care that can respond to the unique characteristics and vulnerabilities identified among PWID. This IBBS serves as a baseline
for future rounds of IBBS using the same design, as part of a
national biological and behavioral surveillance system that can
track changes in the evolution of the epidemic and the national
response. Future rounds of the IBBS-PWID will serve to monitor progress of prevention interventions, as well as the provision of care and treatment for PWID. The National Institute of
Health (INS) gladly welcomes this important scientific evidence
and will continue to facilitate a collaborative environment in
which such important scientific findings can be generated and
used.
We would like to express our gratitude to all survey participants.
The success of this survey was made possible by the commitment and professionalism of a vast team, including investigators, community outreach workers, counselors, interviewers,
and laboratory technicians. Our thanks extend to the different
organizations that facilitated the successful implementation
of this survey, including the Maputo Provincial Health Directorate, the Global Health Communication (GHC), the United
States Centers for Disease Control and Prevention (CDC), the
University of California San Francisco (UCSF), Pathfinder International, International Training and Education Center for
Health (I-TECH), United Nations Office On Drugs and Crime
(UNODC), National Network Against Drugs (UNIDOS), and
the members of the IBBS Technical Working Group.

PEN III identified key populations as female sex workers,
long distance truck drivers, Mozambican miners working in
South-African mines, men who have sex with men and people
who inject drugs, however this list was modified in the PEN IV
to include female sex workers, men who have sex with men,
people who inject drugs and prisoners.
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2. Executive summary
The IBBS – Integrated Biological and Behavioral Survey among
People Who Inject Drugs (PWID) was the first to be carried
out in this population which aimed to estimate HIV, hepatitis
B (HBV) and hepatitis C (HCV) prevalence in the country; estimate the size of the PWID population; identify risk behaviors
associated with HIV and evaluate the use of and access to health
prevention and care services among PWID. Survey participants
were sampled using Respondent-driven Sampling (RDS), a
method widely used for reaching key populations considered
at higher risk for HIV and Sexual Infection Transmission (STI).
Eligible participants were men and women 18 years of age or
older, residing, working or socializing in the survey area in the
12 months preceding the survey, who had injected drugs without a medical prescription within that period or at some point
in their lives, and who provided informed consent for participation. Between September 2013 and March 2014, 353 PWID
were enrolled in Maputo and 139 in Nampula/Nacala. Participants who provided consent responded to a questionnaire, provided a blood sample for purposes of surveillance testing (at
the central laboratory of the National Institute of Health) and
had the opportunity to receive HIV, hepatitis B and hepatitis C
testing with immediate results disclosed on site. Participants
with positive test results were referred to a nearby health facility
selected by the survey investigators, where trained teams were
ready to assist them.

Figure 2.1. HIV prevalence among PWID in
Maputo and Nampula/Nacala, 2014.

Nampula/Nacala
19.9% (10.9–29.2)

Maputo
50.1% (40.1–59.0)

2.1. HIV, HBV and HCV prevalence
HIV prevalence among PWID in Maputo was 50.1% (95%
Confidence Interval [CI]: 40.1–59.0%) and in Nampula/Nacala,
was 19.9% (10.9–29.2%) Figure 2.1). For each urban area, the
prevalence of HIV among PWID was significantly different by
age group, reaching 52.8% (95% Confidence Interval [CI]: 38.6–
64.1%) in Maputo and 42.9% (95% CI: 12.4–71.2%) in Nampula/Nacala among those 35 years old or older.
The prevalence of hepatitis B among PWID was 32.1% (95%
CI: 25.2–38.5%) in Maputo and 36.4% (95% CI: 22.6–49.8%)
in Nampula/Nacala. The prevalence of hepatitis C was 44.6%
(95% CI: 33.4–53.9%) in Maputo and 7.0% (95% CI: 2.0–12.5%)
in Nampula/Nacala.

2.2. Estimated population size of PWID
Based on the median of four methods for calculatiion the population size, it is estimated that 0.22% of the adult population
of Maputo injects drugs (1684 PWID) and in Nampula / Nacala
the percentage is 0.17% of the adult population (520 PWID).
2.3. Demographic description
In Maputo, the majority of PWID (54.4%) was in the ages of
25 to 34 years old, while in Nampula/Nacala, 42.6% were 24
years old or younger. Regarding gender, males was the most
prevalent, with 92.9% being in Maputo and 97.0% in Nampula/
Nacala.
The majority, 65.4% and 49.7% of PWID, were single or had
never been married in Maputo and Nampula/Nacala respectively, and a high proportion of PWID had some secondary schooling or higher level of education: 43.0% for Maputo and 71.6%,
for Nampula/Nacala.
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The majority of PWID spoke Portuguese as a primary language
(71.4% in Maputo and 67.6% in Nampula/Nacala). In Maputo
and Nampula/Nacala), 99.8% and 96.7% of the PWID were
Mozambican, respectively, and lived in the survey province
(99.9% in Maputo and 97.6% in Nampula/Nacala).
2.4. Drug use behaviors
In Maputo 61.9% and in Nampula/Nacala 19.5% of PWID injected drugs daily. Heroin was the most common drug injected
among PWID (81.3% in Maputo and 73.0% in Nampula/Nacala). More than four in 10 PWID (50.3% in Maputo and 42.4% in
Nampula/Nacala) had ever shared needles or syringes in their
lives. One in four PWID shared them in the month preceding
the survey.
2.5. Sexual behaviors

3

One in every four PWID in Nampula/Nacala had ever received
treatment for overdose, drug substitution therapy or participated in a detoxification program; in Maputo, the proportion of
PWID who had done so was only 2.5%.
Three in every 10 PWID in Maputo and four in every 10 PWID
in Nampula/Nacala have never been tested for HIV. Among
PWID in Maputo whom had ever received an HIV-positive result, half were receiving antiretroviral therapy (ART) and 26.1%
shared syringes in the last 30 days.
2.7. Experience with discrimination
In the 12 months preceding the survey, 7.9% and 32.6% of
PWID in Maputo and Nampula/Nacala respectively suffered
some type of discrimination. In the same locations respectively,
72.2% and 42.6% of PWID had ever been detained.

In the 12 months preceding the survey, 30.4% of men who inject drugs in Maputo and 60.3% in Nampula/Nacala had two or
more occasional sex partners. Among women who inject drugs
in Maputo, 40.5% had two or more sex partners within that period. It was not possible to evaluate the sexual behavior of women injecting drugs in Nampula/Nacala due to the small sample
size. Among PWID who had sex in the 12 months preceding the
survey, 47.6% in Maputo and 70.9% in Nampula/Nacala did not
use a condom during their last sexual intercourse.

2.8. Discussion

2.6. Use of prevention and healthcare services

Survey findings reveal the need to implement a comprehensive
package of harm reduction programs for prevention, care and
treatment of HIV and hepatitis among PWID in Mozambique.

In the 12 months preceding the survey, 90.5% of PWID in Maputo and 59.2% in Nampula/Nacala did not have contact with
an HIV/AIDS peer educator.

There are some limitations in this study inherent to its methodology, such as the potential that important sub-groups of PWID
were not captured, selection bias, social desirability bias, and
recall bias. Despite these limitations, our results demonstrate
that PWID in Mozambique are at high risk for HIV given unsafe
injection practices and high-risk sexual behaviors.
2.9. Recommendations
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3. Acronyms
I-TECH

International Training and Educational 		
Center for Health

United States Centers for Disease Control 		
and Prevention

GARPR

Global AIDS Response Progress Report

MISAU

Ministry of Health

CNBS

Comité Nacional de Bioética para a 		
Saúde/National Bioethics Committee for 		
Health

PEN III

National Strategic Plan for HIV/AIDS, 3rd
(Plano Estratégico Nacional de Combate 		
ao HIV/SIDA III)

COW

Community Outreach Worker

PEN IV

DBS

Dried Blood Spots

EIA

Immuno-enzymatic Assays

National Strategic Plan for HIV/AIDS, 4th
(Plano Estratégico Nacional de Combate 		
ao HIV/SIDA IV)

GHC

Global Health Communication

PWID

People Who Inject Drugs

HBV

Hepatitis B

QDS™

Questionnaire Development System

HCV

Hepatitis C

RDS

Respondent-driven sampling

HIV

Human Immunodeficiency Virus

RDSAT

RDS Analysis Tool

IBBS

Integrated Biological and Behavioral Survey

RDSCM

Respondent-driven Sampling Coupon 		
Manager

IMASIDA

National Survey on Immunization, Malaria
and HIV/AIDS in Mozambique (Inquérito 		
de Indicadores de Imunização, Malária e 		
HIV/SIDA em Moçambique)

STI

Sexually Transmitted Infection

UCSF

University of California, San Francisco

UNODC

United Nations Office On Drugs and Crime

INE

National Statistics Institute

USA

United States of America

INS

National Institute of Health

INSIDA

National Survey on Prevalence, Behavioral
Risks and Information on HIV and AIDS 		
in Mozambique (Inquérito Nacional de
Prevalência, Riscos Comportamentais e
Informação sobre o HIV e SIDA em Moçambique)

AIDS

Acquired Immune Deficiency Syndrome

ART

Antiretroviral Treatment

CDC
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4. Introduction
4.1. HIV Situation in the region and in
Mozambique
The HIV epidemic in sub-Saharan Africa contributes disproportionately to the global burden of HIV-related morbidity and
mortality. In 2013, there were 35 million people (33.2–37.2 million) living with HIV in the world, of which 24.7 million (23.5–
26.1 million) were in sub-Saharan Africa ( Joint United Nations
Programme on HIV/AIDS, 2014). Globally, it is estimated that
2.1 million people (1.9–2.4 million) became newly infected in
2013; a decline in new HIV infections compared to 3.4 million
(3.1–3.7million) in 2001. Despite this decline, nearly 70% of new
infections occurred in sub-Saharan Africa. Likewise, the number of AIDS related deaths declined from 2.4 million (2.2–2.6
million) in 2005 to 1.5 million (1.4–1.9 million) AIDS deaths in
2013. In that same year, there were 1.1 million (1.0–1.3 million)
deaths from HIV in sub-Saharan Africa.
Mozambique has a population of approximately 22 million,
and the country has among the highest HIV prevalence in the
world. Recent models suggest that the HIV epidemic in Mozambique is stabilizing. The prevalence of HIV was 13.2%
among the general population of adults aged 15 to 49 years old
in 2015 (National Institute of Health (INS), National Institute of
Statistics (INE) & ICF Macro, 2016). The country has substantial
variation in prevalence by region, zone and gender. Prevalence
was lower in the north when compared to the center and south,
and higher prevalence in urban areas (16.8%) in comparison
with rural areas (11.0%) in 2015.
Mozambican women are disproportionately affected by HIV
in relation to men: HIV prevalence among women was 15.4%
while it is 10.1% among men in 2015. Among Mozambican
adults aged 15 to 49 years old, HIV prevalence increased with
age, level of education and social and economic status.
4.2. Epidemiologic significance of PWID to the
HIV infection in the region
While the majority of transmission in countries with generalized HIV epidemics, such as Mozambique, occurs through unprotected heterosexual sex, certain groups engaging in higher
risk behaviors, such as PWID, may have higher rates of infection than the general population (Needle et al., 2012). However,
to date, little is known about HIV prevalence and risk behaviors
among people who inject drugs in sub-Saharan Africa. It is estimated that approximately 1.02 million people inject drugs in
the region, but this number may be as high as 6.24 million (United Nations Office on Drugs and Crime, 2014).

A series of systematic reviews reveal the lack of data on the
number of PWID, HIV prevalence and viral hepatitis among
PWID in sub-Saharan Africa (Asher, Hahn, Couture, Maher,
& Page, 2013; Mathers et al., 2008; Nelson et al., 2011). The
few surveys carried out among PWID in the region point to a
high burden of disease in this key population. HIV prevalence
estimates among PWID obtained through surveys carried out
using respondent-driven sampling vary per country and include 0.9% in Lagos, Nigeria in 2010 (Tun et al, 2013), 9.4% in
Dakar, Senegal in 2011 (Leprêtre et al., 2015), 11.3 % in Zanzibar, Tanzania in 2012 (Matiko et al., 2015), 18.7% in Nairobi, Kenya in 2011 (Tun et al, 2015) and 47.4% in the Republic
of Mauritius in 2009 ( Johnston et al., 2013). Other estimates
published in the region were obtained using convenience sampling or program data, and therefore may not reflect the true
prevalence of HIV in those populations.
In addition to the lack of data on PWID in sub-Saharan Africa,
there is also a substantial deficit in service provision for this
key population in the region (MacAllister et al., 2015; Petersen et al., 2013). By 2014, only three countries, South Africa,
Tanzania, and the Republic of Mauritius had implemented
syringe exchange programs and opiate replacement therapy
(Harm Reduction International, 2014).
4.3. Epidemiologic significance of PWID in HIV
infection in Mozambique
HIV surveillance in Mozambique has largely focused on the
general population, and HIV prevalence estimates have been
based on data derived from biennial antenatal care sentinel
surveillance and periodical probability-based population
surveys of the general population. Although the findings of
surveys targeting the general population provide valuable information regarding the HIV prevalence in the general population, little is known about HIV risk in key populations, such
as PWID. The prevalence of HIV among PWID has never
been estimated in Mozambique and information is scarce,
making it difficult to evaluate with any rigor the unique prevention, care and treatment needs of this population. The lack
of data regarding risk behaviors of PWID limits the ability to
monitor a sub-epidemic which has important implications for
the control of the general epidemic.
Possession and/or use of illicit drugs without a medical prescription is illegal in Mozambique (Law no. 3/97, of March
13, 1997, Republic of Mozambique); also, the Government of
Mozambique recognizes that the use of injection drugs, such
as cocaine, heroin, and morphine is a problem (Resolution
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nº 15/2003, Republic of Mozambique). The prevalence of HIV
among PWID as well as the number of people who inject drugs
in Mozambique is unknown. Meanwhile, the importance of
PWID to the HIV epidemic is recognized in the National HIV/
AIDS Strategic Plan, which mentions PWID as one of the main
populations at higher risk for HIV (National HIV/AIDS Council – CNCS, 2009) and a report applying the UNAIDS model of
HIV modes of transmission in Mozambique estimated that 3%
of new HIV infections in the country occurred as a result of
injection drug use (Whitman, Horth, & Gonçalves, 2008).
Given that drug use is illegal, people who inject drugs hide
their behaviors and are therefore difficult to access. According
to information provided by international partners and community organizations in contact with PWID in Mozambique, the
PWID population are concentrated mainly in Maputo, Nampula, Nacala, and possibly in Beira.
There are currently no services specifically for PWID in Mozambique (Population Services International et al., 2010). Government interventions mainly focus on education campaigns for
drug use prevention, on mental health services and psychiatric
treatment for drug users in public health facilities (Reid, 2009),
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and on social reinsertion of people cared for in such facilities
(programmatic data from the Mental Health Program of the
Ministry of Health). There were no harm reduction programs
available in country by the end of 2014. The Projecto Vidas (Life
Project), a project implemented by a consortium of non-governmental organizations and community organizations in Inhambane, Zambézia and Cabo Delgado worked with populations at
higher risk of HIV infection, including drug users. The project’s
interventions include Voluntary Counselling and Testing for
HIV, referral for HIV care in public healthcare facilities and other interventions (Population Services International et al., 2010).
4.4. Survey objectives
•

Estimate the prevalence of HIV, hepatitis B and hepatitis C
among PWID in Maputo and Nampula/Nacala and identify associated risk behaviors;

•

Estimate the population size of PWID in Maputo and
Nampula/Nacala;

•

Assess the use of and access to drug dependency health and
care programs in Maputo and Nampula/Nacala.
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5. Methodology
5.1. Respondent-driven sampling (RDS)
Worldwide, PWID as well as other key populations, comprise
a relatively rare and stigmatized population, making them difficult to reach through conventional population-based survey
methods. In response to this challenge, statistically valid sampling methods were developed for these populations. One such
method is Respondent-driven Sampling (RDS), based on the recruitment of participants by participants.
RDS is based on social network theory and combines non-probability snowball sampling with mathematical modeling to weight
the sample data, where the non-randomly selected sample is adjusted to generate probability-based estimates. Although there
are limitations with this peer-referal sampling methodology,
such as selection bias, the theoretical foundations of RDS are
well established in the known literature and has used globally
to reach hard-to-sample populations (Heckathorn, 2002). RDS
has efficiently recruited PWID for studies conducted in other
African countries, such as Dakar, Senegal (Leprêtre et al., 2015),
Nairobi, Kenya (Tun et al. 2015), Lagos, Nigeria (Tun et al.
2013), Zanzibar, Tanzania (Matiko et al, 2015), and the Republic
of Mauritius ( Johnston et al, 2011).
Briefly explained, RDS begins with the purposeful selection of
“seeds” that are known members of the target population and
who will become the first participants. Seeds are not randomly selected. Once they have participated in the survey, they are
instructed to randomly refer three PWID from their social network. Each of these three PWID that participates in the survey
forms the first wave of recruitment. These participants are also
given three coupons and instructed to refer three other PWID
from their social network, thus forming the second wave of recruitment. These PWID are also instructed to refer three PWID
in their network, and the process continues forming successive
waves of recruitment.

Recruitment coupons
Recruitment coupons are essential to link recruits to recruiters. This connection is necessary to carry out the RDS data
analysis, considering the size of each participant’s social network and homogeneity of the networks. Possession of a valid
coupon (Figure 5.1.) is one of the eligibility criteria of this
survey. The production and delivery of coupons was conducted using a specific coupon manager computer program,
the RDS Coupon Manager (RDSCM, version 3.0) and also
manually using a log book.
Figure 5.1. Recruitment Coupon, IBBS-PWID, 2014

Front

					
Back

Each participant answers a few questions about the size of their
social network. Participant-reported social network size is later
used during data analysis to produce adjusted data and make
estimates which in theory are representative of the target population. The number of recruits per participant are restricted in
order to ensure that the chains progress through diverse social
networks. Coupons are used for recruitment. A primary incentive is given to participants for completion of the survey and secondary incentives are given for each successfully recruited peer.
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5.2. Location of the survey and implementation
training

Survey sites
The survey was carried out in the cities of Maputo and Nampula/Nacala. Formative research conducted previously (available
in a separate report) established that these areas contained the
large majority of PWID while also displaying geographical and
cultural diversity. Socially contiguous areas sharing social networks were included in the sample (i.e. Matola in the case of
Maputo and Nacala in the case of Nampula).

Assembling the data collection team
Before implementation of the survey, the members of the data
collection team benefited from two weeks of training, including
general knowledge of issues related to PWID globally, and in
sub-Saharan Africa and Mozambique, as well as ethical concerns
such as human subjects research and RDS. The training comprises theoretical presentations as well as survey simulations,
facilitated by the survey investigators. The team members for
both locations were established during training, and included
for each site: one supervisor, a coupon manager, one receptionist, three interviewers/counselor, and two community outreach
workers (COW). The teams were supervised at the central level
by a coordinator and the survey investigators.
5.3. Eligibility criteria
Eligibility for the survey included the following criteria:

8

Nationality and citizenship were not a basis for inclusion or exclusion from survey participation, since foreigners living in Mozambique also form part of the PWID population in the survey
areas.
5.4. Sample size
Sample size estimates are based on the surveillance objective of
detecting major changes in the epidemic over time, i.e., between
successive IBBS rounds. In this survey, each site was considered a
separate survey with an estimated sample size necessary to follow changes in each location over time. The target sample size
was 350 PWID per city. In accordance, with RDS standard practice, equilibrium – the point at which the RDS sample proportions for each variable no longer change (or change very minimally) no matter how many people more people are recruited
– was monitored throughout survey implementation. Sampling
was concluded once the target sample size was reached and
equilibrium assessed. In the case that the desired sample size
was not reached, we assessed equilibrium for key variables to
ensure that the proportion was not changing.
More detail on sample size calculations are presented in Appendix 12.1; Convergence plots for equilibrium are presented in Appendix 12.2.
5.5. Informed consent
Survey participants gave written informed consent before participating in the survey. The informed consent form was in Portuguese. It was also translated orally into local by interviewers for
participants who preferred to communicate in a local language.
Once staff explained all study procedures, participants were
asked if they agreed to participate. Participants were then invited to initial or place their thumbprint on the informed consent
form written in Portuguese. The informed consent procedure
required that individuals agree at a minimun to the behavioral
questionnaire in order to be considered eligible to participate in
the survey. Consent was then asked to be given for each survey
laboratory component separately, and refusal to participate in
one or more laboratory components of the survey did not exclude one from participation in the survey. Survey compenents
requiring informed consert were as follows:

•

Age ≥ 18 years;

•

Lived, worked or socialized in the survey area within the
last 12 months;

•

Injected drugs without a medical prescription within the
last 12 months;

•

Ever injected drugs at any point in their lives (criteria added in December 2013 to stimulate participation in order to
overcome bottlenecks in participant recruitment);

•

In possession of a valid coupon;

•

Ability and willingness to provide written informed consent to participate.

•

Exclusion criteria:

•

Previous participation in this survey round;

•

Behavioral questionnaire;

•

Inability to provide informed consent (including people under the influence of drugs or alcohol).

•

Rapid HIV test with immediate return of results on-site;

•

Rapid hepatitis B test with immediate return of results
on-site;
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•

Rapid hepatitis C test with immediate return of results onsite; and

•

Collection of DBS samples to be sent to the INS for storage
and HIV and hepatitis B testing.

formative assessment and the survey implementation training.
The questionnaire was programmed electronically using Questionnaire Development System (QDS) version 2.6.1 and was administered by the interviewers using a netbook.

5.6. Behavioral data collection

5.7. Laboratory procedures

Behavioral data were collected using a standardized questionnaire based on models successfully used in other countries and
adapted to the Mozambican context (University of California
San Francisco Global Health Sciences, 2014). The questionnaire
included questions that would contribute to national and international indicators used to monitor the response to the HIV epidemic (e.g., Global AIDS Response Progress Report – GARPR
indicators). The domains of the questionnaire included demographical data, behaviors potentially related to the infection by
HIV, HBV, HCV and other STI, discrimination, access and utilization of health services, among others.

HIV Testing
The rapid HIV testing was carried out on site after concluding
pre-test counselling delivered by certified counselors. On site
HIV testing was carried out using national rapid HIV test algorithms used in public health facilities in Mozambique, consisting of two rapid tests administered in sequential order. HIV
screening was specifically done with Alere Determine® HIV1/2 rapid test (Abbott Laboratories, UK). Non-reactive results
were considered negative and reactive results were confirmed
using the Uni-Gold™ HIV rapid test (Trinity Biotech, Ireland).
Participants with reactive results in both tests were classified
as HIV-positive (Figure 5.7). All participants received pre- and
post-test counseling, including messages adapted to the specific results of their test. Participants with reactive or discrepant
results were referred to referral clinics in the two survey cities
for further testing. Two dried blood spots (DBS) were collected

Given the bi-lingual make-up of the investigators and survey
team, the questionnaire was developed in Portuguese and English, and then verified by the survey investigators fluent in both
languages. The questionnaire was tested and reviewed by the
investigators and the survey team members during both the

Figure 5.7. On-site HIV testing algorithm, IBBS-PWID, 2014

Alere Determine® HIV-1/2

Reactive

Non-reactive

Trinity Uni-Gold™ HIV

HIV/Negative

Reactive

Non-reactive

HIV/Positive

Referred for
further testing
(HIV positive
for surveillance
purposes)
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on filter paper for HIV and hepatitis B testing and quality control for each participant that provided informed consent. DBS
samples were stored at room temperature at the survey site in
waterproof containers with desiccants and sent weekly to INS
Serology Laboratory. HIV testing at the Serology Laboratory
was initiated after the participant Unique Testing Codewere
destroyed.

Four approaches were used to produce several estimates of the
PWID population size in each city, including:

For quality assurance of the HIV testing, 2% of the negative
samples and 5% of the positive samples were randomly selected
and sent to a regional reference laboratory, the National Institute for Communicable Diseases (NICD) in RSA. The concordance rate was 97.7%.

After collecting the data and compiling the estimates of each
method, the team members, together with any stakeholders,
assessed the strengths and limitations of each method in order
to determine the best estimate and the acceptable bounds of
the population size. The group decided that the median of the
four methods provides the closest estimate to reality and that
the highest and lowest estimates extrapolated from literature
are the plausible bounds for each city.

Testing for Hepatitis B and C
Rapid hepatitis B and hepatitis C tests were also carried out onsite after pre-test counseling provided by certified personnel.
Hepatitis B testing was carried out using the rapid commercial
test Alere Determine® HbsAg (Abbott Laboratories, UK), to
determine the surface antigen HBsAg, and testing for hepatitis
C was done using the rapid commercial test SD Bioline HCV
(Standard Diagnostics, Korea). Participants with reactive results
in the hepatitis B and C tests were considered HBV and HCV
positive, respectively. The same counseling and referral procedures used for positive HIV tests were also used for HBV and
HCV testing.
Central level hepatitis B tests were performed at the Serology
Laboratory of the INS using ELISA Murex® HBsAg Version 3
(Murex Biotech Limited, UK) and followed internal quality controls; central level HCV testing was not included as part of of
the survey.
5.8. Procedures for population size estimation
One of the main purposes of the IBBS was to estimate the size
of the PWID population in the cities where the survey was carried out. Census and other similar methods of enumerating individuals are not adequate for hard to reach populations, such as
PWID, because this is a “hidden” population engaging in illicit
behaviors and subject to stigma. In the absence of a gold standard to determine the size of a hidden population, the use of
multiple methods is recommended. The use of multiple methods reinforces confidence in the estimates, provides plausible
highest and lowest estimates, and reduces the probability of a
substantial deviation of findings resulting from bias when using
a single method.

•

Unique object multiplier

•

Wisdom of the crowds

•

Successive sampling – population size estimation

•

Literature review

Unique object multiplier
The multiplier method uses two data sources to assess the juxtaposition of sources. In the case of the IBBS-PWID, the first
source used was the count of people who received an object
distributed to PWID before the launch of the survey and the
second source was the proportion of survey participants who
reported receiving that object.
In order to obtain the first source of data, a lantern keychain
with a sticker reading “IBBS-PWID 2013” was used as the
unique object. These keychains were distributed by community outreach workers (COW) at several locations frequented by
people who inject drugs (PWID) around the cities of Maputo
and Nampula during a two-week period before initiating the
administration of the RDS questionnaire. The distribution locations were selected based on mapping exercises carried out
during the formative assessment. These locations were mostly houses in the neighborhoods where drugs are bough and
sold. COW worked together with drug dealers, who were able
to differentiate between clients who used injection drugs and
those that used other types of drugs. During the distribution
of the object, COW approached individuals who likely injected drugs and asked them a couple of questions to determine
their gender, age, whether they had ever used injection drugs, if
they had used them in the last 12 months, and if they had ever
received the keychain. COW would fill out a form containing
above-mentioned variables for each individual they approached.
Individuals eligible to receive the object, would be instructed by
the COW to keep the object with them and avoid giving it away
or selling it to another person.
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In order to obtain the second source of data, a couple of questions were included in the IBBS-PWID questionnaire (Appendix
12.7), aiming to determine the number and proportion of participants in the survey who received the object. To calculate the
population estimate based in these two sources, the following
formula was used: N = 1/P * M = M/P in which N is the population size, P is the RDSAT-adjusted proportion of PWID who
reported having received the object from a COW and M the total count of objects (keychains) distributed to PWID by COW.
The confidence interval was produced using the methodology
and formula described in Johnston et al. 2013.

Wisdom of the crowds
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burnin 5000, interval 10 and number of samples 1000. The Median estimate and interquartile interval produced in the software were used.

Literature review
Specific literature reviews were conducted to find relevant population sizes, with a special focus on available estimates in African countries. In order to determine the estimate of the PWID
population in Maputo and Nampula, proportional estimates of
adult PWID populations in literature were applied to the adult
population (15 – 49 age group) of each survey city in 2014 (based
in the 2009 census).

The method of wisdom of the crowds is based on the phenomenon that the collective knowledge of a population, on average,
provides the real value of an estimate. Although, at each individual level, the estimate is lower or higher than the real value, the
average (or median) of the individual estimates should be close
or proportional to the correct value. To obtain the individual
estimates of the size of the PWID population in each city, the
following question was included in the questionnaire: “Approximately how many people who inject drugs do you think live in
and around the city of <Maputo or Nampula>?”. The median
of valid answers and interquartile intervals were used to obtain
the estimate of the population in this method. Participants who
provided the same answer or an answer that was lower than the
standard answer provided for the size of their personal network
were excluded from the analysis because their understanding of
the question was unclear.

5.9. Data management

Successive sampling – population size estimation

The various databases, QDS, EpiData and CSPro, were merged
using R software (Version 2.13 R Foundation for Statistical Computing Austria); a process of data cleaning and variable recoding
was conducted. A clean and recoded database was exported for
analysis to the RDS Analysis Tool (RDSAT) software (Version
7.1.38, www.respondentdrivensampling.org) and R. RDSAT is
a software developed for RDS data analysis, producing specific
population prevalence and 95% confidence intervals for key indicator variables. Standard software values were used, but the
number of re-samples for bootstrap was set to 15,000 and the algorithm type set to “Enhanced Data-smoothing”. Network size
was determined by the following question: “Approximately how
many people who inject drugs do you know by name and who
also know your name?”

The Handcock et al. method of sequential sampling (SS-PSE)
was used; this is a new Bayesian approach to estimate the size of
a population using data collected by RDS. The SS-PSE method
assumes that in an RDS survey, participants with wider social
networks, are more socially connected, and therefore will be
more likely to have participated at the beginning of a survey
than participants with smaller social networks. Simulations using Markov Chain Monte Carlo (MCMC) are used to generate
the size of the population according to this method. The details
of this method are included in other publications (Handcock,
Gile, & Mar, 2014; Handcock, Gile, & Mar, 2015). The SS-PSE
package in the RDS Analyst software was used to conduct the
data analysis (Handcock & Gile, 2015). In the software, prior
size distribution was defined as flat, the degree knowledge maximum was established as 100 for Maputo and 50 for Nampula
and the shape of the degree distribution was defined as Conway-Maxwell-Poisson. Standard MCMC definitions were used:

Data entry
During the questionnaire administration, data were entered
directly by the interviewer into a netbook using QDS™ software. Data regarding coupon distribution were entered by the
Coupon Manager using the RDSCM software. The results of
on-site rapid tests were entered by the supervisor on a weekly
basis using the EpiData version 3.1 software (EpiData Association, Odense Denmark). The supervisor copied all the QDS,
RDSCM, and EpiData files from the netbooks onto an on-site
password protected computer and e-mailed encrypted files to
the Project Data Manager. The results of the HIV testing done
at the INS Laboratory were entered into a database in the Census and Survey Processing System (CSPro).

Data analysis

Adjusted data were prepared in RDSAT and exported to the
R statistical software package for bivariate analysis and detection of associations with HIV. The report presents the P-values
of the Wald test of General linear models. The recruitment
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networks were designed using Graphviz 2.38 (www.graphviz.
org). In table cells where less the denominator is less than 20 the
proportion and confidence intervals were replaced with a dash.
5.10. Ethical considerations
The survey participants belong to a group that is subject to
social discrimination and the questionnaire included sensitive
questions about HIV, sexual behaviors, and the use of illicit
drugs. Therefore, the survey followed all ethical recommendations for the protection of the participants.
The questionnaire was approved by Mozambique’s National
Bioethics Committee for Health (CNBS), UCSF Committee on
Human Research, and CDC’s Global Health Center as an activity involving human subjects, but in which CDC’s involvement
does not include “contact with human subjects.” Any adverse
incidents were communicated to all committees using a formal
report. All personnel involved in data collection benefited from
training focused on research ethics involving human subjects
and signed a confidentiality agreement before initiating their
involvment in the survey.
Participation in the questionnaire required that the subjects gave
their informed consent in writing. In order to protect the identity of the participants, they were not requested to show any
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identification documents. Participants that consented to have
the rapid HIV, hepatitis B and hepatitis C tests done received
pre- and post-test counseling by certified counselors and all participants with reactive results were referred to health facilities in
Maputo and Nampula/Nacala identified during the formative
assessment.
Participant anonymity and data confidentiality were protected during the collection, transmission and processing of data
by using unique participant codes and laboratory codes. All
coupon management logs were deleted before the laboratory
was authorized to process the blood samples. As a matter of
standard practice in RDS surveys, participants received primary
incentives for participating in the survey, and secondary incentives for recruiting members of their social network who were
eligible to participate (50 MZN per recruit, with a maximum of
five recruits). Participants were also reimbursed for their transportation costs (50 MZN.) The amount of the transport reimbursements and the incentive package were modest enough not
to encourage participation of people outside the target population. Participants referred to a health center for follow-up also
received an amount for transportation by way of phone credit
(20 MZN) upon presenting their referral card with the stamp
from the health center at the survey site.

The Integrated Biological and Behavioral Survey Among People Who Inject Drugs, Mozambique 2014
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6. Results
6.1. Survey population

Recruitment summary
Recruitment took place between October 2013 and March 2014
and lasted approximately 21 weeks in Maputo and 23 weeks
in Nampula/Nacala (Table 6.1). Seven seeds were selected in
Maputo, of which five participated in the survey; however,
only three seeds recruited participants. The chain of one seed
reached 252 participants, another 80 participants and the third
chain included 19 participants. The maximum number of recruitment waves in Maputo was 13.
Five seeds were selected in Nampula/Nacala. However, only
one seed recruited 85% (123) of the participants in the survey.
The maximum number of recruitment waves was 11.
The two diagrams in Figure 6.1.A illustrate the recruitment
chains in Maputo and Nampula/Nacala; brown circles represent
participants in the 18–24 years old age group, grey circles represent participants in the 25–34 years old age group, and black
circles represent participants 35 years old or older. In Maputo,
all five seeds that participated in the survey were 35 years old or
older. Along the recruitment process, participant age became

more diversified, meaning that participants who were 35 years
of age or older not only recruited participants in their own age
group but also participants from the 18–24 years old age group
as well as participants in the 25–34 years old age group. In Nampula/Nacala the seed that contributed most in the recruitment
of participants was in the 18–24 years old group, and subsequently recruited participants in the same age group; the participants this seed recruited subsequently recruited participants
from all age groups and vice-versa. This shows that although
seeds were not selected randomly, the sample became independent of seed characteristics.

Summary of eligibility and survey enrollment
A total of 3125 coupons were distributed to survey participants
(maximum of three coupons per participant), 1915 of those in
Maputo and 1210 in Nampula/Nacala. Of this total, 383 and
241 persons returned with a coupon and were screened for eligibility in Maputo and in Nampula/Nacala respectively. This is
equivalent to a coupon return rate of 20% in both survey cities.
Every person who arrived at the site where the survey was being
carried out with a valid coupon was screened for eligibility. In

Table 6.1. Summary of recruitment with RDS in the IBBS-PWID, 2014
City

Maputo

Nampula/
Nacala

Recruitment
period (in
weeks)

Number of
chains

Average
number of
waves per
chain

Composition per chain of recruitment
Number of
participants per
chain

Proportion of
participants per
chain

Maximum
number of waves
per chain

21

5

7

252

71.4%

13

80

22.7%

9

19

5.4%

4

1

0.3%

0

1

0.3%

0

123

88.5%

11

10

7.2%

4

3

2.2%

1

2

1.4%

1

1

0.7%

0

23

5

6
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Figure 6.1.A. Recruitment network in Maputo and Nampula/Nacala, IBBS-PWID, 2014
Maputo

Nampula/Nacala

Age group 18–24
Age group 25–34
Age group ≥35

Summary of eligibility and survey enrollment
A total of 3125 coupons were distributed to survey participants (maximum of three coupons per participant), 1915 of those in
Maputo and 1210 in Nampula/Nacala. Of this total, 383 and 241 persons returned with a coupon and were screened for eligibility
in Maputo and in Nampula/Nacala respectively. This is equivalent to a coupon return rate of 20% in both survey cities.
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Maputo, 353 people were enrolled in the survey, resulting in an
eligibility rate of 92%. Meanwhile, in Nampula/Nacala, 139 out
of 241 that arrived were considered eligible, resulting in an eligibility rate of 58%. In both locations, the most common reason
for not being eligible was not having injected drugs in the 12
months prior to the survey (before the inclusion criteria were
changed.) The final sample size was 353 in Maputo and 139 in
Nampula/Nacala.

6.2. Social and demographic characteristics
In Maputo, the median age of participants was 33 years old,
while in Nampula/Nacala it was 28 years old (Table 6.2). Figure
6.2.A. presents the distribution of the PWID population per age
group. The majority of PWID were male (92.9% and 97.0% in
Maputo and Nampula/Nacala, respectively).

Figure 6.1.B. Flow of recruitment in Maputo and Nampula/Nacala, IBBS-PWID, 2014
Maputo
MAPUTO

Coupons distributed
N= 1915

Individuals screened
to determine eligibility
N= 383
(Coupon return rate: 20%)

Not eligible, N= 30
12 Did not inject <12 months
5
Interviewer highly doubted
person ever injected drugs
9
Already participated
4
Age <18

Individuals enrolled in the survey
N= 353
(Eligibility rate: 92%)

Nampula/Nacala
NAMPULA/NACALA

Coupons distributed
N= 1210

Individuals screened
to determine eligibility
N= 241
(Coupon return rate: 20%)

Not eligible, N= 102
48 Did not inject <12 months
33 Interviewer highly doubted the person ever
injected drugs
5 Already participated
5 Overtly high or in an altered state
3 Did not reside, socialize or work in the survey area
3 Age <18
3 Never injected drugs
1 Unable to communicate in the study language
1 Did not consent

Individuals enrolled in the survey
N= 139
(Eligibility rate: 58%)
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Sample (crude data) versus
population (adjusted data)
A population is a collection of individual units,
such as people with one or more common characteristics. The target population of this IBBS
includes all PWID in the urban areas where the
survey took place. Since it is not practical or possible to collect data from the entire PWID population in each area, the IBBS surveyed a representative sample of the PWID population in each
area. A sample is a subset of the population. A
sample that has been collected according to
rigorous standards can be used to prepare estimates of the population. The tables in this report
present the size of the sample (called N: Crude)
in one column, and in another column the adjusted population estimate with confidence intervals
(CI 95%: Adjusted), which are the estimates
for the PWID population. Adjusted data were
obtained with RDSAT 7.1.38.

In Maputo, 65.4% of the PWID population were single (never
married), 16.7% were married or in a conjugal relationship
and 17.8% were widowed, divorced or separated. In Nampula/
Nacala, 49.7% were single, 32.1% were married or in a conjugal
relationship, and 18.3% were widowed/divorced or separated.
In terms of academic education, 57.0% of PWID in Maputo and
28.4% in Nampula/Nacala had some primary education or lower
(Figure 6.2.B).
Figure 6.2.B. Level of education of PWID, in
Maputo and Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala

28.4%
43%
57%

71.6%

No formal education/Primary

Figure 6.2.A. Age distribution of PWID in Maputo
and Nampula/Nacala, Mozambique, 2014
Maputo

Secondary or higher

Nampula/Nacala
12.5%

33.1%

22.9%
42.6%

54.4%

34.5%

At both survey locations, Portuguese was the main language
spoken at home, representing 71.4% and 67.6% in Maputo and
Nampula/Nacala. Among PWID who spoke another language
at home, most spoke Changana/Ronga in Maputo and Macua in Nampula/Nacala. In Maputo, the main religion among
PWID was Christianity (59.1%), while in Nampula/Nacala the
majority were Muslim (53.4%). Nearly all PWID in Maputo and
Nampula/Nacala were Mozambican, 99.9% and 97.6%, respectively. Among foreign participants in the survey, all were nationals of other African countries.

18–24 years old
25–34 years old
≥35 years old
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Table 6.2. Demographic information of PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)

Nampula/Nacala (N=139)

N: Crude

%: Crude

% (95% CI):
Adjusted

N: Crude

%: Crude % (95% CI):
Adjusted

18–24

37

10.5

12.5 (7.7–17.0)

55

39.6

42.6 (30.1–56.7)

25–34

179

50.7

54.4 (47.4–60.6)

50

36.0

34.5 (24.1–45.3)

≥35

137

38.8

33.1 (27.6–40.6)

34

24.5

22.9 (12.0–34.4)

Crude Median (min, max)

33 (19, 56)

28 (18, 60)

Male

332

94.1

92.9 (87.8–97.1)

135

97.1

97.0 (92.6–100)

Female

21

5.9

7.1 (2.9–11.9)

4

2.9

3.0 (0.0–7.3)

Single/never married

226

64.0

65.4 (58.7–72.1)

63

45.3

49.7 (38.4–61.8)

Cohabitatin;g/married

55

15.6

16.7 (10.9–23.1)

48

34.5

32.1 (21.7–43.5)

Widowed/divorced/separated

72

20.4

17.8 (13.1–23.0)

28

20.1

18.3 (9.6–27.6)

Currently studying

1

0.3

NE

21

15.1

14.0 (6.7–23.3)

Not studying

352

99.7

NE

118

84.9

86.0 (76.2–93.4)

No formal education/Primary
school

181

51.4

57.0 (49.5–64.0)

29

20.9

28.4 (16.5–40.6)

Secondary/Higher

171

48.6

43.0 (35.9–50.4)

110

79.1

71.6 (59.0–83.7)

Missing

1

–

0

–

Portuguese

270

76.5

71.4 (64.4–78.3)

105

75.5

67.6 (55.1–79.7)

Other*

83

23.5

28.6 (21.7–35.5)

34

24.5

32.4 (20.1–45.0)

Christian (Catholic,
Evangelical, Protestant)

191

54.1

59.1 (52.0–66.3)

56

40.3

43.9 (31.7–54.3)

Muslim

66

18.7

16.2 (11.0–21.5)

77

55.4

53.4 (42.2–65.8)

Other/None

96

27.2

24.6 (18.9–31.2)

6

4.3

2.8 (0.3–6.5)

Mozambican

351

99.4

99.8 (99.4–100)

132

95.0

96.7 (93.2–99.3)

Foreign

2

0.6

0.2 (0.0–0.6)

7

5.0

3.3 (0.7–6.9)

Province of the survey

351

99.4

99.9 (99.7–100)

133

95.7

97.6 (94.8–99.6)

Another location

2

0.6

0.1 (0.0–0.3)

6

4.3

2.4 (0.5–5.2)

Age group

Gender

Civil status

Student status

Level of education

Language spoken at home

Religion

Nationality

Main Province of residence

*Ronga/Changana in Maputo and Macua in Nampula/Nacala
NE: Not estimated
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6.3. Drug use

Key findings
•

38.1% of PWID in Maputo and 27.5% in Nampula/Nacala were under 18 years old when they first
used drugs.

•

One in four PWID had injected drugs for the first
time over 10 years ago, while 5,1% of PWID began injecting within the last year.

•

Approximately one in 10 PWID were under 18
years old when they first injected drugs.

•

•

About one in 10 PWID had ever exchanged sex for
drugs in both cities.

Heroin was the most common drug injected
among PWID (81.3% in Maputo and 73.0% in
Nampula/Nacala)

•

The dealer’s home was one of the main locations where injection drugs were used in Maputo
(88.3%) while the home of a fellow PWID was the
main location in Nampula/Nacala (55.2%)

•

In Maputo 61.9% of PWID and 19.5% in Nampula/
Nacala used injection drugs daily.

Table 6.3.A. Use of drugs (including non-injection drugs) among PWID in Maputo and Nampula/Nacala,
Mozambique, 2014
Maputo (N=353)

Nampula/Nacala (N=139)

N: Crude

%: Crude

% (95% CI):
Adjusted

<18

141

41.0

18–24

148

≥25

N: Crude

%: Crude

% (95% CI):
Adjusted

38.1 (30.8–44.9) 51

36.7

27.5 (19.0–37.1)

43.0

46.1 (39.1–52.9) 67

48.2

51.4 (40.2–62.5)

55

16.0

15.8 (11.3–21.6) 21

15.1

21.0 (11.9–31.3)

Missing

9

–

Crude Median (min, max)

18 (9, 46)

18 (10, 47)

Age of first drug use

0

–

20

14.4

10.3 (5.0–16.1)

85.6

89.7 (83.8–94.9)

Had ever received drugs in exchange for sex
Yes

47

13.4

11.4 (7.5–16.0)

No

305

86.6

88.6 (84.0–92.6) 119

Missing

1

–

0

–

Frequency of drug use in the last 12 months
Has not used in the last 12
months

6

1.7

3.1 (0.4–7.2)

3

2.2

0.5 (0.0–2.3)

A few times per year or month

31

8.8

9.3 (5.2–13.3)

29

20.9

36.3 (28.6–51.0)

A few times per week

46

13.0

13.7 (9.4–19.3)

48

34.5

33.1 (22.1–38.7)

Daily

270

76.5

73.9 (67.4–80.5) 59

42.4

30.0 (17.5–41.5)

Yes

345

98.0

96.8 (92.8–99.5) 130

93.5

95.0 (89.2–99.1)

No

7

2.0

3.2 (0.5–7.3)

9

6.5

5.0 (1.0–10.9)

Missing

1

–

0

–

Has used drugs in the last month
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The median age of drug use initiation was 18 in both survey areas (Table 6.3.A). In Maputo and Nampula/Nacala respectively,
38.1% and 27.5% of PWID first used any type of drugs before
they were 18 years old. Among PWID, 11.4% in Maputo and
10.3% in Nampula/Nacala had ever received drugs in exchange
for sex. The majority of PWID used drugs in the month preceding the survey (96.8%) in Maputo and 95.0% in Nampula/
Nacala. In the 12 months preceding the survey, 73.9% of PWID
in Maputo used drugs daily, 13.7% used drugs a few times per
week, and 9.3% a few times per month or year. In Nampula/
Nacala, 30.0% of PWID used drugs daily, 33.1% a few times per
week and 36.3% a few times per month or year.
In Maputo, the majority of PWID used heroin in the month preceding the survey (82.3%); cocaine was used by 48.2% of PWID,
cannabis (suruma, maconha or hashish) was used by 20.2% of
PWID (Figure 6.3.A). In Nampula/Nacala, 60.2% of PWID
used heroin, 18.0% used cocaine, and 52.2% of PWID used cannabis. Other drugs used include crack, morphine, cocktail (mix
of drugs), Rohypnol®, ecstasy, inhalers and tranquilizers.
In Maputo, 48.8% of PWID injected drugs for the first time
while 18 – 24 years old; in Nampula/Nacala that percentage
was 60.1% (Table 6.3.B). The percentage having injected drugs
before 18 years of age was 7.0% in Maputo and 9.6% in Nampula/Nacala. The median age of first injection was 24 years in
Maputo and 20 in Nampula/Nacala. The median span between
first drug injection and current age was seven years in Maputo
and five years in Nampula. One in four PWID (28.9% in Maputo
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and 22.9% in Nampula/Nacala) first injected drugs over 10 years
ago and approximately one in 20 PWID began injecting drugs
within the last year.
Heroin was the injection drug of choice in Maputo for 82.2% of
PWID, while cocaine was the drug of choice among 17.8% (Figure 6.3.B). In Nampula/Nacala, heroin was the drug of choice
for 73.3% of PWID while cocaine was the drug of choice for
14.0% of PWID. In Nampula, other drugs reported as injection
drugs of choice (12.7% of PWID) include crack, cocktail and
cannabis.
The main location for injecting drugs in Maputo was at a drug
dealer’s house (88.3% of PWID). Other locations mentioned
were one’s own house (7.0%), a fellow PWID’s house (7.5%)
and abandoned buildings (6.8%). In Nampula/Nacala, 55.2% of
PWID injected drugs in a fellow PWID’s house and 42.7% in
their own house; and the dealer’s house was used by 30.4% of
PWID (Figure 6.3.C).
In Mozambique, some PWID rely on other individuals to inject
drugs for them intervenously. In Maputo, approximately half of
PWID (48.6%) relied on drug dealer’s assistants for drug injection (Figure 6.3.D), 41.9% injected drugs on their own without
assistance and 25.2% relied on friends to inject drugs into them.
Meanwhile in Nampula/Nacala, 57.7% injected drugs on their
own without assistance, 63.3% relied on friends to inject the
drugs into them, and 13.2% relied on drug dealers to do so.
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Figure 6.3.A. Drugs used by PWID (including non-injection drugs) in the month preceding the survey,
Maputo and Nampula/Nacala, Mozambique, 2014
100%
82.3%

Percentage of PWID

80%
60.2%

60%

52.2%

48.2%

40%
20.2%

18.0%

20%

10.6%
2.5%

0%

Heroine

Cocaine

3.3%

Crack

0.6%

Cannabis

Maputo (n=353)
Nampula/Nacala (n=139)
Note: Categories are not mutually exclusive
*Other drugs mentioned include cocktail, Rohypnol®, ecstasy, inhalants and tranquilizers.

Figure 6.3.B. Injection drug of choice among PWID
in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala
12.7%

17.8%
14.0%

82.2%

73.0%

Heroin (hero, pinch, unga, pafu)
Cocaine (coca, pó, branco, cheirinho)
Other
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Table 6.3.B. Injection drug use among PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

Nampula/Nacala (N=139)

%: Crude

% (95% CI):
Adjusted

N: Crude %: Crude % (95% CI):
Adjusted

Age of injection drug use initiation
<18

37

10.9

7.0 (4.5–10.7)

19

13.7

9.6 (4.6–15.0)

18–24

152

44.7

48.8 (41.9–55.4)

83

59.7

60.1 (50.5–70.3)

≥25

151

44.4

44.2 (36.9–50.8)

37

26.6

30.3 (19.8–40.7)

Missing

13

–

0

–

Crude Median (min, max)

24 (9, 46)

20 (14, 47)

Length in years since injection drug use initiation
0

11

3.2

4.4 (1.4–7.7)

5

3.6

5.1 (1.6–9.6)

1–5

122

35.9

41.6 (34.5–50.7)

72

51.8

52.2 (40.9–63.2)

6–10

87

25.6

25.1 (18.0–30.6)

27

19.4

19.8 (12.8–29.7)

≥11

120

35.3

28.9 (22.7–36.0)

35

25.2

22.9 (12.2–33.0)

Missing

13

–

0

–

Crude Median (min, max)

7 (0, 35)

5 (0, 29)

Frequency of injection drug use in the last 12 months
Did not inject in the last 12
months

18

5.1

8.6 (3.9–13.9)

7

5.0

4.2 (0.5–8.9)

A few times per year or month

56

15.9

16.0 (11.3–21.2)

43

30.9

42.5 (33.1–56.7)

A few times per week

39

11.0

13.6 (8.7–18.6)

54

38.8

33.9 (24.2–41.3)

Daily

240

68.0

61.9 (54.3–69.3)

35

25.2

19.5 (10.6–29.0)

Heroin

305

86.6

82.2 (76.0–87.7)

105

76.1

73.3 (62.0–84.0)

Cocaine

47

13.4

17.8 (12.3–24.0)

18

13.0

14.0 (5.4–22.3)

Other

0

0.0

0.0 (0.0–0.0)

15

11.6

12.7 (6.1–22.5)

Missing

1

–

1

–

Injection drug of choice
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Figure 6.3.C. Popular locations for injection drug use (maximum of two responses per participant),
Maputo and Nampula/Nacala, Mozambique, 2014
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Maputo (n=353)
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*Other locations include hospital, cinema, bus terminal, street, park or the beach
Note: Categories are not mutually exclusive

Figure 6.3.D. Individuals who perform the intervenous injection of the drug for PWID, Maputo and
Nampula/Nacala, Mozambique, 2014
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57.7%
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48.6%
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Maputo (n=353)
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Note: Categories are not mutually exclusive
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6.4. Risk behaviors while using injection drugs

Key findings
•

More than four in 10 PWID (50.3% in Maputo and 42.4% in Nampula/Nacala) had ever
shared needles or syringes

•

One in five PWID in Nampula/Nacala and one
in 10 PWID in Maputo did not have access to
new syringes

•

Approximately one in 10 PWID in Maputo and
Nampula/Nacala used a needle or syringe after it had been used by someone else the last
time they injected drugs

•

Approximately one in four PWID (24.9% in Maputo and 22.7% in Nampula/Nacala) passed
on a needle or syringe to someone else after
using it the last time they injected drugs

•

Six in 10 PWID in Maputo (67.5%) and nine in
10 in Nampula/Nacala (92.8%) injected drugs
in the month preceding the survey

•

One in four PWID shared syringes in the month
preceding the survey

Table 6.4.A presents findings regarding specific injection-drug
use risk behaviors related to the transmission of blood-borne
viruses (e.g. HIV, HBV, HCV). Greater than four in 10 PWID
(50.2% in Maputo and 42.4% in Nampula/Nacala) had ever
shared needles or syringes at least once in their lives. Needles
were most often shared with friends they frequently meet up
with, accounting for 40.2% in Maputo and 21.9% in Nampula/
Nacala. In Maputo 5.3% of the PWID and in Nampula/Nacala
7.1% of PWID had shared needles with a sexual partner. One
in 10 PWID had shared a needle with the person who does the
injection of drugs for them (Figure 6.4.A).
Two in 10 PWID in Nampula/Nacala (21.1%) and one in 10
PWID in Maputo (10.4%) did not have access to new syringes. In Maputo, pharmacies were the most common locations
to purchase new syringes, and 85.7% of the PWID in Maputo
and 60.0% of PWID in Nampula/Nacala obtained their syringes
from pharmacies (Figure 6.4.B). However, one in four PWID
purchased new syringes from dealers and in Nampula 35.6% of
the PWID in Nampula/Nacala purchased syringes from health
workers.

Table 6.4.A. Drug injection risk behaviors associated with blood-borne virus transmission among PWID in
Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

%: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Has ever shared needles or syringes *
Yes

189

53.5

50.3 (43.0–57.6)

69

49.6

42.4 (31.0–55.0)

No

164

46.5

49.7 (42.4–57.0)

70

50.4

57.6 (45.0–69.0)

Has access to brand new syringes
Yes

315

89.2

89.6 (85.4–93.6)

110

79.7

78.9 (69.6–87.2)

No

38

10.8

10.4 (6.5–14.8)

28

20.3

21.1 (12.9–30.1)

Missing

0

–

1

–

*This indicator is determined by answers to questions related to prior experiences with needle or syringe sharing.
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Figure 6.4.A. Individuals with whom PWID had ever shared needles or syringes, Maputo and Nampula/
Nacala, Mozambique, 2014
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0.0%
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Maputo (n=353)
Nampula/Nacala (n=139)
Note: Categories are not mutually exclusive

Figure 6.4.B. Locations where PWID usually obtained new syringes, Maputo and Nampula/Nacala,
Mozambique, 2014
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Table 6.4.B contains data on risk behaviors the last time an individual injected drugs. At last injection, 61.2% of PWID in Maputo and 71.1% of PWID in Nampula/Nacala used a brand new
needle or syringe; and 80.0% of PWID in Maputo and 92.0% in
Nampula/Nacala reported injecting with a used needle/syringe
that had been used exclusively by them and nobody else.

One in 20 PWID (5.8% in Maputo and 6.9% in Nampula/Nacala) used a syringe prepared by someone else. And approximately
one in 10 PWID (14.3% and 8.0% respectively in Maputo and
Nampula/Nacala) used a needle or syringe after someone else
had injected with it; and 24.9% of PWID in Maputo and 22.7 %
in Nampula/Nacala passed on their used needle or syringe to
someone else.

Table 6.4.B. Risk behaviors by PWID at last injection in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

%: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Injected with a brand new needle or syringe, never used by anyone *
Yes

196

59.9

61.2 (53.4–67.9)

95

68.8

71.1 (61.4–79.9)

No

131

40.1

38.8 (32.2–46.7)

43

31.2

28.9 (20.2–39.0)

Missing

26

–

1

–

Injected with a needle/syringe used only by himself/herself and no one else
Yes

250

82.5

80.0 (71.7–85.2)

105

88.2

92.0 (84.9–96.7)

No

53

17.5

20.0 (14.9–28.2)

14

11.8

8.0 (3.4–15.0)

Missing

50

–

20

–

Injected with a needle or syringe prepared by someone else
Yes

21

6.9

5.8 (3.1–10.4)

13

10.9

6.9 (2.6–13.5)

No

284

93.1

94.2 (89.5–96.8)

106

89.1

93.1 (86.6–97.5)

Missing

48

–

20

–

Used a needle/syringe after someone else had injected
Yes

38

12.5

14.3 (9.8–22.1)

14

11.8

8.0 (3.3–15.1)

No

265

87.5

85.7 (77.7–90.0)

105

88.2

92.0 (85.1–96.6)

Missing

50

–

20

–

Passed the used needle/syringe on to someone else after injecting
Yes

87

27.4

24.9 (20.0–33.4)

26

21.8

22.7 (13.2–33.5)

No

230

72.6

75.1 (66.7–79.9)

93

78.2

77.3 (66.7–86.8)

Missing

36

–

20

–

Shared any instrument used to prepare drugs, such as spoons or caps
Yes

101

31.3

30.9 (24.6–38.5)

57

47.9

44.7 (32.7–57.6)

No

222

68.7

69.1 (61.7–75.4)

62

52.1

55.3 (42.1–67.6)

Missing

30

–

20

–

Shared any other injection equipment, such as cotton or cleaning agent
Yes

46

14.2

11.1 (6.9–15.7)

20

16.7

18.8 (10.2–27.7)

No

277

85.8

88.9 (84.2–93.0)

100

83.3

81.2 (72.6–89.9)

Missing

30

–

19

–

*Those who did not have access to brand new syringes were included in the category of those who did not use a new syringe.
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Figure 6.4.C. Passing on of a used needle/syringe
to someone else at last injection, Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala

24.9%

22.7%

77.3%

75.1%

In the month preceding the survey, 67.5% of PWID in Maputo and 92.8% in Nampula/Nacala injected drugs (Table 6.4.C).
During this period, 44.3% and 10.1% of PWID in each location
injected drugs daily. In Nampula/Nacala, 77.2% of PWID injected for 1–14 days within this period.
Nearly one in four PWID in Maputo injected three or more
times during the last day they injected drugs in the month preceding the survey, and seven in 10 PWID in Nampula/Nacala
injected only once that day. Approximately one in four PWID
(26.1% in Maputo and 28.6% in Nampula/Nacala) shared syringes during this period and one in 10 PWID (14.1% and 11.0%)
shared syringes with three or more people.
In the same PWID population, two in 10 PWID injected twice
in the last day they used injection drugs in both Maputo and
Nampula/Nacala (Figure 6.4.E).

Yes
No

Figure 6.4.D. Use of a needle/syringe used by
someone else at last injection, Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala
8%

14.3%

85.7%

92%

Yes
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Table 6.4.C. Risk behaviors in the month preceding the survey among PWID in Maputo and Nampula/Nacala,
Mozambique, 2014
Maputo (N=353)

Nampula/Nacala (N=139)

N: Crude

N: Crude %: Crude % (95% CI): Adjusted

%: Crude % (95% CI): Adjusted

Injected in the month preceding the survey
Yes

267

75.9

67.5% (58.6–76.7)

124

89.2%

92.8% (87.9–98.0)

No

85

24.1

32.5% (23.3–41.3)

15

10.8%

7.2% (2.0–11.9)

Missing

1

–

0

–

Number of days he/she injected drugs within the last 30 days
0

86

24.4

31.0% (21.8–40.9)

15

10.8%

6.8% (1.8–11.5)

1–14

44

12.5

12.4% (8.1–17.5)

89

64.0%

77.2% (67.5–87.7)

15–29

41

11.6

12.2% (8.1–17.1)

13

9.4%

6.0% (2.8–10.0)

30 (every day)

181

51.4

44.3% (35.4–52.7)

22

15.8%

10.1% (3.6–18.2)

Missing

1

–

0

–

Number of times he/she injected in the last day he/she injected drugs
Did not inject in the
last 30 days

86

25.4

31.7% (21.9–42.2)

15

10.8%

7.0% (1.7–11.2)

1

71

21.0

21.7% (16.2–28.4)

74

53.2%

66.8% (57.1–78.2)

2

82

24.3

22.8% (16.4–28.9)

32

23.0%

20.2% (12.5–28.9)

≥3

99

29.3

23.8% (15.9–31.7)

18

12.9%

5.9% (2.4–9.8)

Missing

15

–

0

–

Crude Median (min,
max)

2 (1, 8)

1 (1, 30)

Shared syringes in the last month
Yes

105

29.7

26.1% (20.4–32.8)

41

29.5%

28.6% (19.8–38.2)

No

248

70.3

73.9% (67.2–79.6)

98

70.5%

71.4% (61.7–80.2)

Number of people he/she shared syringes with in the last month
0

248

70.3

74.1% (67.6–79.6)

98

70.5%

70.8% (61.8–80.2)

1–2

26

7.4

6.8% (3.9–10.5)

24

17.3%

18.3% (9.7–26.5)

≥3

55

15.6

14.1% (9.6–19.3)

17

12.2%

11.0% (5.5–17.4)

Shared but does not
remember with how
many

24

6.8

5.1% (2.4–8.4)

0

0.0%

0.0% (0.0–0.0)

Crude Median (min,
max)

0 (0, 60)

0 (0, 15)
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Figure 6.4.E. Needle sharing among PWID in the
month preceding the survey, Mozambique, 2014
Maputo

Nampula/Nacala

5.1%

6.5. Sexual behavior

Key findings

11.0%

•

14.1%
18.3%

6.8%

70.8%

74.1%

No sharing
1–2 people

•

≥3

Among men who inject drugs in Maputo and
Nampula/Nacala respectively:
»»

30.4% and 60.3% had two or more
occasional female sexual partners in the
12 months preceding the survey

»»

31.0% and 68.0% gave money, goods or
offered services in exchange for sex with
a woman in the 12 months preceding the
survey

»»

3.4% and 7.3% ever had sexual intercourse with another man

Among women who inject drugs in Maputo:
»»

Shared but does not remember

Figure 6.4.F. Number of times an individual injected
on the last day they injected drugs
Maputo

Nampula/Nacala
5.9% 7.0%

23.8%

31.7%

20.2%

22.8%
21.7%

Did not inject in the last 30 days
Once
Twice

66.8%

40.5% had two or more sexual partners in
the 12 months preceding the survey

Table 6.5.A presents data regarding sexual behaviors of men
who inject drugs in Maputo and Nampula/Nacala (N=332 in
Maputo and N=135 in Nampula/Nacala). Data show 48.0% in
Maputo and 82.0% in Nampula/Nacala had two or more female
sexual partners; and 19.9% in Maputo and 29.8% in Nampula/
Nacala had two or more permanent or stable female sexual partners (defined as spouse or girlfriend); and, 30.4% in Maputo and
60.3% in Nampula/Nacala had two or more occasional female
partners.
In Maputo, 31.0% of men who inject drugs and approximately
double this percentage in Nampula/Nacala (68.0%) gave money, goods or offered services in exchange for sex with a woman. Meanwhile, 12.6% received money, goods or services in
exchange for sex with a woman in Maputo and 26.2% in Nampula/Nacala. In Maputo 3.4% of men who inject drugs had ever
had anal sex with a man; that percentage was 7.3% in Nampula/
Nacala.

≥3 times
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Table 6.5.A. Sexual behaviors of men who inject drugs in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=332)

Nampula/Nacala (N=135)

N: Crude %: Crude % (95% CI): Adjusted

N: Crude %: Crude % (95% CI): Adjusted

Total number of female sexual partners in the 12 months preceding the survey
0

89

27.7

25.3 (19.0–31.9)

5

3.7

3.2 (0.5–6.8)

1

79

24.6

26.7 (20.5–34.4)

16

11.9

14.8 (5.2–26.9)

≥2

153

47.7

48.0 (38.8–56.2)

114

84.4

82.0 (70.2–92.3)

Does not remember

11

–

0

–

Crude Median (min, max)

1 (0, 50)

3 (0, 50)

Total number of permanent or stable* female sexual partners in the 12 months preceding the survey
0

133

41.4

37.3 (31.4–45.3)

15

11.1

8.0 (3.5–13.1)

1

131

40.8

42.8 (34.8–49.8)

80

59.3

62.2 (51.6–73.0)

≥2

57

17.8

19.9 (13.1–27.1)

40

29.6

29.8 (20.2–40.5)

Does not remember

11

–

0

–

Crude Median (min, max)

1 (0, 5)

1 (0, 5)

Total number of occasional ** female sexual partners in the 12 months preceding the survey
0

182

56.9

60.7 (52.2–68.7)

25

18.5

19.7 (9.6–31.5)

1

30

9.4

8.9 (4.7–12.4)

25

18.5

20.0 (11.6–29.1)

≥2

108

33.8

30.4 (23.9–38.3)

85

63.0

60.3 (48.8–70.9)

Does not remember

12

–

0

–

Crude median (min, max)

1 (0,50)

1 (0, 50)

Gave money, goods or offered services in exchange for sex with a woman in the 12 months preceding the survey
Yes

109

34.0

31.0 (24.6–37.8)

89

65.9

68.0 (57.3–77.7)

No

212

66.0

69.0 (62.3–75.4)

46

34.1

32.0 (22.4–42.6)

Does not remember

11

–

0

–

Received money, goods or services in exchange for sex with a woman in the 12 months preceding the survey
Yes

43

13.4

12.6 (8.0–17.1)

37

27.4

26.2 (16.2–36.9)

No

278

86.6

87.4 (82.9–91.9)

98

72.6

73.8 (63.1–84.1)

Does not remember

11

–

0

–

Ever had anal sex with a man
Yes

13

3.9

3.4 (1.3–6.1)

8

5.9

7.3 (1.9–13.8)

No

319

96.1

96.6 (94.2–98.7)

127

94.1

92.7 (86.1–98.0)

Gave money, goods or offered services in exchange for anal sex with a man in the 12 months preceding the survey ***
Yes

6

1.8

2.5 (0.6–4.8)

6

4.4

6.6 (1.0–13.1)

No

326

98.2

97.5 (95.1–99.4)

129

95.6

93.4 (87.1–99.1)

*Defined as spouse or girlfriend
**Defined as an occasional partner, transactional partner or one-night stand
***No participants reported having received money, goods or services in exchange for sex with a man in the 12 months preceding the survey
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Figure 6.5.A. Number of female sexual partners
among men who inject drugs in the 12 months
preceding the survey in Maputo and Nampula/
Nacala, Mozambique, 2014
Maputo

Nampula/Nacala
3.2%
14.8%

25.3%

Table 6.5.B presents data on sexual behaviors of women who
inject drugs in Maputo. Women who inject drugs in Nampula/
Nacala are not included due to the low number of female participants (N=4). In Maputo, 40.5% of women who inject drugs had
two or more male sexual partners in the 12 months preceding
the survey. Half of all women who inject drugs (48.0%) gave or
received money in exchange for sex during this period.
		

48.0%

26.7%

82.0%

No partner
1 partner
≥2 partners

Table 6.5.B. Sexual behavior of women who inject drugs in Maputo, Mozambique, 2014
Maputo (N=21)
N: Crude

%: Crude

% (95% CI): Adjusted

Total number of male sexual partners in the 12 months preceding the survey
0

4

19.0

12.3 (1.3–32.0)

1

7

33.3

47.2 (14.9–73.0)

≥2

10

47.6

40.5 (16.0–65.0)

Crude Median (min, max)

1 (0, 30)

Total number of permanent or stable* male sexual partners in the 12 months preceding the survey
0

7

33.3

25.6 (9.2–53.6)

1

10

47.6

56.3 (24.5–80.9)

≥2

4

19.0

18.1 (1.6–36.1)

Total number of occasional ** male sexual partners in the 12 months preceding the survey
0

11

52.4

61.1 (35.0–83.9)

1

3

14.3

14.3 (0.0–39.7)

≥2

7

33.3

24.6 (5.9–44.9)

Gave or received money, goods or offered services in exchange for sex with a man in the 12 months
preceding the survey
Yes

11

52.4

48.0 (19.3–79.3)

No

10

47.6

52.0 (20.1–80.6)

*Defined as a spouse or boyfriend; **Defined as an occasional partner, transactional partner or one-night stand
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6.6. Behavior with the last sexual partner

Key findings
•

Among the PWID who had any sexual partners
in the last 12 months:
»»

47.6% in Maputo and 70.9% in Nampula/
Nacala did not use condoms at last sexual
intercourse

»»

Approximately one in four PWID (27.9% in
Maputo and 22.0% in Nampula/Nacala) received or gave money in exchange for sex
at last sexual intercourse

»»

4.5% in Maputo and 2.0% in Nampula/
Nacala shared syringes with their last sexual
partner

Table 6.6 contains data on risk behaviors with the last sexual
partner among PWID (male and female) who had at least one
sexual partner in the 12 months preceding the survey (N=252
and N=135 respectively in Maputo and Nampula/Nacala).
Nearly half of PWID in Maputo (47.6%) and seven in 10 PWID
in Nampula/Nacala (70.9%) did not use a condom during their
last sexual encounter (Figure 6.6.A). Approximately one in four
PWID (27.9% in Maputo and 22.0% em Nampula/Nacala) received or gave money in exchange for sex the last time they had
sex.
Regarding the use of drugs or alcohol during last intercourse,
three quarters of PWID used drugs or alcohol at the time (Figure 6.6.B). One in 10 PWID in Maputo and 4.6% in Nampula/
Nacala had a last sexual partner who also injects drugs and 4.5%
and 2.0% had ever shared syringes with their last partner in Maputo and Nampula/Nacala, respectively.

Table 6.6. Risk behavior with last sexual partner among PWID who had at least one sexual partner in
the 12 months preceding the survey in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=253)

Nampula/Nacala (N=135)

N: Crude

N: Crude

%: Crude % (95% CI): Adjusted

%: Crude % (95% CI): Adjusted

Used condoms at last sexual intercourse
Yes

131

52.0

52.4 (44.8–61.6)

42

31.1

29.1 (19.3–40.3)

No

121

48.0

47.6 (38.6–54.7)

93

68.9

70.9 (59.7–80.7)

Does not know/
remember

1

0

Received or gave money in exchange for sex with the last partner
Yes

86

34.1

27.9 (21.6–34.5)

27

20.0

22.0 (11.9–33.9)

No

166

65.9

72.1 (65.5–78.4)

108

80.0

78.0 (66.4–88.2)

Does not know/
remember

1

0

The last partner also injects drugs
Yes

31

12.5

10.0 (5.7–15.9)

8

6.0

4.6 (1.5–8.8)

No

217

87.5

90.0 (84.0–94.4)

126

94.0

95.4 (91.3–98.5)

Does not know/
remember

5

–

1

–

Has ever shared a syringe with the last sexual partner
Yes

14

5.6

4.5 (1.8–8.5)

3

2.2

2.0 (0.0–5.1)

No

234

94.4

95.5 (91.3–98.2)

131

97.8

98.0 (95.0–100)

Missing

5

–

1

–
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Figure 6.6.A. Use of condoms at last sexual
intercourse among PWID who had sex in the 12
months preceding the survey (N=252 in Maputo and
N=135 in Nampula/Nacala), Mozambique, 2014
Maputo

6.7. Access to and utilization of prevention
services

Key findings

Nampula/Nacala

•

In the 12 months preceding the survey,
90.5% of PWID in Maputo and 59.2% in
Nampula/Nacala did not have contact with
peer educators or HIV/AIDS community
health workers.

•

One in five PWID in Maputo (21.4%) and two
in five PWID in Nampula/Nacala (39.4%) participated in talks or discussions focused on
HIV/AIDS

•

Seven in 10 PWID in Maputo and four in 10
PWID in Nampula/Nacala did not receive
condoms, lubricants or pamflets regarding
HIV prevention in the 12 months preceding
the survey.

29.1%
47.6%

52.4%
70.9%

Used condoms at last intercourse
Did not use condoms at last intercourse

Figure 6.6.B. Use of injection drugs, non-injection drugs or alcohol at last sexual intercourse among PWID
who had sex in the 12 months preceding the survey, Maputo and Nampula/Nacala, Mozambique, 2014

Percentage of PWID

60%

57.2%

50%
40%

35.0%
30.9%

30%
21.6%

20%

23.3%

25.6%

19.3%

11.9%

10%
0%

Injection drugs

Non-injection drugs

Alcohol

Did not use drugs or
alcohol

Maputo (n=252)
Nampula/Nacala (n=135)
Note: Categories are not mutually exclusive
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Table 6.7. Access and utilization of prevention services by PWID in Maputo and Nampula/Nacala,
Mozambique, 2014
Maputo (N=353)
N: Crude

%: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude % (95% CI): Adjusted

Participated in talks or discussions about HIV and/or AIDS in the last 12 months
Yes

87

24.7

21.4 (16.3–27.0)

55

39.6

39.2 (29.0–49.6)

No

265

75.3

78.6 (72.8–83.7)

84

60.4

60.8 (50.3–70.5)

Missing

1

–

0

–

Had contact with any peer educator or HIV/AIDS community outreach workers in the 12 months preceding the survey
Yes

40

11.4

9.5 (5.3–13.3)

62

44.6

40.8 (31.5–52.0)

No

312

88.6

90.5 (86.4–94.6)

77

55.4

59.2 (47.6–68.6)

Missing

1

–

0

–

Received condoms in the 12 months preceding the survey
Yes

100

28.6

26.8 (21.0–33.7)

88

63.3

60.0 (49.2–71.3)

No

250

71.4

73.2 (66.6–78.8)

51

36.7

40.0 (28.8–51.0)

Missing

3

–

0

–

Received condoms, lubricants or prevention pamphlets in the 12 months preceding the survey
Yes

100

28.6

26.8 (21.0–33.7)

88

63.3

60.0 (49.2–71.3)

No

250

71.4

73.2 (66.6–78.8)

51

36.7

40.0 (28.8–51.0)

Missing

3

–

0

–

Table 6.7 shows data regarding utilization of HIV infection
prevention services. In the 12 months preceding the survey,
90.5% of PWID in Maputo and 59.2% in Nampula/Nacala
had not had contact with peer educators or other HIV/AIDS
community outreach workers. In the same period, 21.4% of
PWID in Maputo and 39.2% of PWID in Nampula/Nacala
had participated in talks or discussions focused on HIV. Four
in 10 PWID in Nampula/Nacala (40.0%) had not received
condoms, lubricants or HIV prevention pamphlets, while in
Maputo, three in every four PWID (73.2%) had not received
such materials.

Figure 6.7.A. Contact with an HIV/AIDS peer
educator in the 12 months preceding the survey in
Maputo and in Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala
9.5%

40.8%
59.2%

90.5%

Had contact with an HIV/AIDS peer educator
Did not have contact with an HIV/IDS peer
educator
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Figure 6.7.B. Prior utilization of drug-related treatment and rehabilitation programs, among PWID in
Maputo and Nampula/Nacala, Mozambique, 2014

6.8. Access to and utilization of health services

Key findings
35%

•

51.3% of men who inject drugs in Maputo and
98.1% in Nampula/Nacala were circumcised.

•

Aproximately three in four PWID in Maputo
(73.0%) and 39.9% in Nampula/Nacala had
not sought healthcare services in the 12
months preceding the survey.

Percentage of PWID

30%
25%

23.7%
21.1%

20%
14.3%

15%
10%
5%

2.5%

1.8%

2.5%

0%
Treatment for
overdoes, drug
replacement or
detoxification
program

Treatment for
abcess or
outpatient
counseling

Maputo (n=353)
Nampula/Nacala (n=139)
Note: Categories are not mutually exclusive

Rehabilitation or
self-help group

In Maputo, 51.3% of men who inject drugs and 98.1% in Nampula/Nacala were circumcised (Table 6.8). The percentage of
PWID who sought healthcare in the last 12 months preceding
the survey varied between the two urban areas. In Maputo,
73.0% of PWID did not seek healthcare in the last 12 months
preceding the survey, compared to 39.9% in Nampula/Nacala.
Among those who sought healthcare services, 22.9% in Maputo
and 16.9% in Nampula/Nacala, had some difficulty in accessing them (Figure 6.8). Regarding access to medication, 7.3% of
PWID in Maputo and 27.6% in Nampula/Nacala had difficulty
obtaining medication prescribed to them by a healthcare provider. Nearly 65.3% PWID in Maputo and 47.9% PWID in Nampula/Nacala had never heard of hepatitis B and hepatitis C.
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Table 6.8. Access and utilization of healthcare services among PWID in Maputo and Nampula/Nacala,
Mozambique, 2014
Maputo (N=353)

Nampula/Nacala (N=139)

N: Crude

%: Crude

% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Yes

179

53.9

51.3 (42.7–57.4)

128

94.8

98.1 (96.3–99.5)

No

153

46.1

48.7 (42.6–57.2)

7

5.2

1.9 (0.5–3.7)

Not applicable
(woman)

21

–

4

–

Was circumcised

Sought a doctor, nurse or another healthcare provider because of health problems in the 12 months preceding the survey
Yes

100

28.3

27.0 (21.1–33.0)

85

61.2

60.1 (48.4–71.6)

No

253

71.7

73.0 (66.7–78.7)

54

38.8

39.9 (28.0–51.6)

Were unable to obtain a prescribed medication
Yes

32

9.1

7.3 (4.4–10.6)

38

27.3

27.6 (17.0–39.4)

No

321

90.9

92.7 (89.5–95.8)

101

72.7

72.4 (60.9–83.0)

Had ever heard of hepatitis B or hepatitis C
Yes

138

39.1

34.7 (28.3–41.4)

73

52.5

52.1 (40.8–61.7)

No

215

60.9

65.3 (58.7–71.7)

66

47.5

47.9 (38.4–58.8)

Figure 6.8. Demand for health services and difficulty in obtaining services from a doctor, nurse or
another healthcare provider in the 12 months preceding the survey among PWID in Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala
Had
difficulty
16.9%

Had
difficulty
22.9%

Did not
seek
services
73%

Sought
services
27%

Did not
have
difficulty
77.1%

Did not
seek
services
39.9%

Sought
services
60.1%
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6.9. Experiences with discrimination

Key fndings
•

Nearly 15% of PWID in Maputo and Nampula/
Nacala experienced some form of physical aggression as a result of being a PWID in the last
12 months preceding the survey

•

During that same period, 7.9% and 32.6% of
PWID in Maputo and Nampula/Nacala respectively experienced some form of discrimination

•

The percentage of PWID who had ever been
incarcerated was 72.2% in Maputo and 42.6%
in Nampula/Nacala.

Table 6.9 shows data regarding discrimination, physical violence and prison. In the 12 months preceding the survey, 15.9%
of PWID in Maputo and 14.9% in Nampula/Nacala suffered
some form of physical aggression in one or more occasions.
Less than one percent in Maputo and in Nampula/Nacala experienced sexual violence or were raped during that same period.
An experience of discrimination was defined in the survey as
any instance when the participant believed a service was refused
to him/her because the person providing the service perceived
him/her to be a PWID. The list of services included health services, employment, education, police assistance, social services
and church services. In the 12 months preceding the survey,
7.9% and 32.6% of PWID in Maputo and Nampula/Nacala, respectively, experienced some form of discrimination.

Table 6.9. Experience with discrimination, violence and prison among PWID in Maputo and Nampula/
Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

%: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Experienced some form of physical aggression in result of being perceived as a PWID in the 12 months preceding the
survey
≥1 time

52

14.7

15.9 (11.4–20.7)

25

18.0

14.9 (8.7–22.3)

No

301

85.3

84.1 (79.3–88.6)

114

82.0

85.1 (77.6–91.2)

Was raped or sexually assaulted in the 12 months preceding the survey
≥1 time

4

1.1

0.9 (0.0–2.1)

2

1.4

0.7 (0.0–1.9)

No

349

98.9

99.1 (97.9–100)

137

98.6

99.3 (98.2–100.0)

Experienced any instance of discrimination in the 12 months preceding the survey
Yes

32

9.3

7.9 (4.5–11.8)

52

41.3

32.6 (20.2–45.2)

No

313

90.7

92.1 (88.3–95.5)

74

58.7

67.4 (54.4–80.3)

Missing

8

–

13

–

Was ever incarcerated
Yes

264

74.8

72.2 (66.4–78.0)

64

46.0

42.6 (29.9–52.9)

No

89

25.2

27.8 (21.8–33.5)

75

54.0

57.4 (46.6–70.3)
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Figure 6.9. Experience with use of injection drugs while incarcerated among PWID, Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala

Injected
drugs while
incarcerated
5%

Injected
drugs while
incarcerated
16.5%

Never
incarcerated
27.8%

Previously
incarcerated
72.2%

Did not inject
drugs while
incarcerated
83.5%

Never
incarcerated
57.4%

Previously
incarcerated
42.6%

Did not inject
drugs while
incarcerate
95%

Nearly three-quarters (72.2%) of PWID in Maputo and 42.6%
in Nampula/Nacala ever been incarcerated at one point in their
lives. Among the PWID who had ever been incarcerated, 16.5%

and 5.0% in Maputo and Nampula/Nacala, respectively, injected
drugs while incarcerated.

6.10. STI symptoms or diagnosis

One in 10 PWID in Maputo and one in four PWID in Nampula/Nacala had ulcers or sores on their vagina, penis or anus
in the 12 months preceding the survey (by self-report). During
that same period, 5.7% in Maputo and 23.1% in Nampula/
Nacala had abnormal discharge from their vagina, penis or
anus. One in 10 PWID (9.6%) in Maputo and 38.1% in Nampula/Nacala had either abnormal discharge, ulcers or sores
on their vagina, penis or anus in the 12 months preceding the
survey. Among PWID who had either abnormal discharge, ulcers or sores, 38.3% in Maputo and 22.7% in Nampula/Nacala did not seek medical counseling or treatment during that
period.

Key findings
•

Approximately one in 10 PWID in Maputo
and four in 10 PWID in Nampula/Nacala had
abnormal discharge from their vagina, penis
or anus, or had ulcers or sores on their vagina, penis or anus in the 12 months preceding the survey.

•

Among the PWID who had abnormal discharge from their vagina, penis or anus, or
had ulcers or sores on their vagina, penis
or anus, 38.3% in Maputo and 22.7% in
Nampula/Nacala did not seek counseling or
treatment.
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Table 6.10. Self-reported STI among PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

Nampula/Nacala (N=139)

%: Crude

% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Had ulcers, sores or abnormal discharge from their vagina, penis or anus in the 12 months preceding the survey
Yes

37

10.5

9.6 (6.0–14.2)

46

33.3

38.1 (27.2–49.4)

No

316

89.5

90.4 (85.8–94.0)

92

66.7

61.9 (50.8–72.7)

Missing

0

–

1

–

Sought medical counseling or treatment for above–listed symptoms of STI *
(N=37)

(N=46)

Yes

19

51.4

61.7 (40.7–78.2)

36

78.3

77.3 (61.4–92.2)

No

18

48.6

38.3 (21.6–60.3)

10

21.7

22.7 (7.8–38.8)

Was informed by someone that they might have an STI in the 12 months preceding the survey
Yes

30

8.5

7.2 (4.0–10.6)

47

33.8

38.1 (27.5–48.7)

No

323

91.5

92.8 (89.4–96.0)

92

66.2

61.9 (51.5–72.1)

Missing
Had STI symptoms or was informed of a potential STI in the 12 months preceding the survey
Yes

46

13.0

11.1 (7.2–15.6)

71

51.1

57.8 (46.6–68.6)

No

307

87.0

88.9 (84.4–92.8)

68

48.9

42.2 (31.6–53.4)

Missing
*Subset of PWID who had STI symptoms in the last 12 months

Figure 6.10.A. Self-reported possible STI in the 12 months preceding the survey in Maputo and in
Nampula/Nacala, Mozambique, 2014
80%

Percentage of PWID

70%
57.8%

60%
50%
38.1%

40%
28.6%

30%

23.1%

20%
8.0%

10%
0%

Had a genital ulcer or sore

5.7%

Had abnormal genital
discharge

7.2%

Was informed of a
potential STI

11.1%

Had an ulcer, sore,
discharge or was informed
of a potential STI

Maputo
Nampula/Nacala
Note: Categories are not mutually exclusive
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Figure 6.10.B. Treatment-seeking behavior among PWID with a genital ulcer, sore or genital discharge
in the 12 months preceding the survey in Maputo and in Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala

Did not
have STI
symptoms
90.4%

Had STI
symptoms
9.6%

Sought medical
counseling or
treatment 61.7%

Did not
have STI
symptoms
63.2%

Had STI
symptoms
36.8%

Did not seek
38.3%

Sought medical
counseling or
treatment
77.3%

Did not seek
22.7%

*Self-reported STI symptom was defined as having had ulcers or sores on the vagina, penis or anus or discharge from the vagina, penis
or anus.

6.11. History of HIV testing

Key findings
•

68.4% of PWID in Maputo and 59.0% in
Nampula/Nacala had ever been tested for
HIV prior to the survey

•

24.6% of PWID in Maputo and 21.9% in
Nampula/Nacala had been tested for HIV in
the 12 months preceding the survey

•

Eight in PWID (81.1%) in Nampula/Nacala
believed their HIV status at the time of the
survey to be negative.

Table 6.11.A shows that nine in 10 PWID in Maputo (91.9%)
and eight in 10 PWID in Nampula/Nacala (84.7%) knew of
a place where they could be tested for HIV. Yet, 31.6% of
PWID in Maputo and 41.0% in Nampula/Nacala had never
been tested for HIV. Among PWID, 24.6% in Maputo and
21.9% in Nampula/Nacala had last tested for HIV within the
12 months preceding the survey. Three in 10 PWID (29.0%) in
Maputo and 5.8% in Nampula/Nacala tested positive for HIV
the last time they tested.
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Table 6.11.A. Self-reported HIV testing among PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=353)
N: Crude

%: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude % (95% CI): Adjusted

Is aware of a location where he/she can be tested for HIV
Yes

326

92.6

91.9 (88.4–95.6)

121

87.1

84.7 (75.8–91.9)

No

26

7.4

8.1 (4.5–11.9)

18

12.9

15.3 (8.1–24.8)

Missing

1

–

0

–

Had ever been tested for HIV
Yes

254

72.0

68.4 (61.1–75.4)

80

57.6

59.0 (46.4–68.6)

No

99

28.0

31.6 (24.9–38.5)

59

42.4

41.0 (31.0–53.6)

Tested for HIV in the 12 months preceding the survey
Was never tested

99

28.4

32.3 (25.5–39.6)

59

42.4

40.8 (31.9–53.8)

Yes

80

22.9

24.6 (18.9–30.0)

35

25.2

21.9 (12.7–31.4)

No

170

48.7

43.1 (36.5–50.3)

45

32.4

37.3 (25.0–47.2)

Missing

4

–

0

–

Result of the most recent HIV test
Was never tested

99

28.1

33.3 (26.3–40.7)

59

42.8

41.6 (32.2–54.5)

Positive

123

34.9

29.0 (22.1–37.0)

10

7.2

5.8 (1.7–11.2)

Negative

129

36.6

37.3 (30.1–44.3)

69

50.0

52.6 (39.7–62.3)

Indeterminate

1

0.3

0.5 (0.0–1.2)

0

0.0

–

Missing

1

–

1

–

Figure 6.11.A. Prior HIV testing in Maputo and in
Nampula/Nacala, Mozambique, 2014
Maputo

Nampula/Nacala

31.6%
41%
59%

Table 6.11.B contains information on the perception that PWID
with no history of a prior HIV-positive test result had regarding (i) their risk of contracting HIV and (ii) their perception
regarding their HIV status at the time the survey was carried
out. Twenty-six percent of PWID in Maputo and 41.6% in Nampula/Nacala believed their risk of contracting HIV was low or
inexistent. Regarding their perception of their HIV status at the
time of the survey, 36.1% in Maputo and 81.1% in Nampula/
Nacala believed they were HIV negative.

68.4%

Ever tested for HIV
Never tested for HIV
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Table 6.11.B. Perception of HIV risk among PWID who had never tested positive for HIV prior to the
survey in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=230)
N: Crude %: Crude

Nampula/Nacala (N=139)
% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

Perception of their own risk of contracting HIV
No risk or low risk

53

23.0

26.2 (19.0–33.8)

56

43.4

41.6 (28.7–52.6)

Moderate or high
risk

101

43.9

40.3 (33.5–49.8)

70

54.3

55.7 (45.4–68.6)

Missing

76

33.0

33.4 (24.9–40.1)

3

2.3

2.7 (0.0–6.6)

Perception of own HIV status at the time of the survey
Positive

44

19.1

18.1 (12.1–26.6)

7

5.4

4.6 (1.2–9.0)

Negative

76

33.0

36.1 (28.0–44.9)

103

79.8

81.1 (71.2–88.5)

Missing

110

47.8

45.7 (36.5–53.2)

19

14.7

14.2 (7.9–22.4)

6.12. PWID who had ever received an
HIV-positive result prior to the current IBBS

Key findings
•

Among PWID in Maputo who had ever received
an HIV-positive result prior to the survey:
»»

23.3% had not sought care from a doctor,
nurse or another healthcare service provider with regards to their HIV infection.

»»

20.6% discontinued ART after having initiated it.

»»

9.2% had difficulty in obtaining medical
assistance and 12.9% had difficulty in obtaining medication.

»»

22.9% had not uses condoms at last sexual intercourse in the last 12 months.

»»

76.9% used injection drugs daily.

»»

22.1% had not had access to brand new
syringes.

»»

25.5% shared syringes with three or more
people in the last year.

This section is a subanalysis of PWID who were aware of
their HIV-positive status before the survey was carried out in
Maputo (N=123). It does not take into consideration the result of the HIV test performed as part of the survey. Section 7
of the report includes the full analysis related to HIV testing
performed during the survey.
Among PWID who had ever tested positive for HIV prior to
the survey, 76.7% had sought care from a doctor, nurse or
another healthcare provider related to their HIV infection.
The findings show that 47.9% were on antiretroviral therapy
(ART) and 20.6% discontinued treatment.
In the 12 months preceding the survey, over half of PWID
were on ART (56.1%); however, more than half had not
sought healthcare services (56.9%) nor had any contact with
peer educators or HIV/AIDS community outreach workers
(83.3%), 69.9% had not received free condoms and 22.1% had
not had access to new syringes.
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Table 6.12.A. Utilization of healthcare and prevention services among PWID aware of their own
HIV-positive status in Maputo, Mozambique, 2014
Maputo (N=123)
N: Crude

%: Crude

% (95% CI): Adjusted

<12 months

39

32.0

39.9 (26.4–51.7)

1–3 years

44

36.1

39.0 (27.2–51.4)

4 or more years

39

32.0

21.2 (12.7–31.4)

Missing

1

–

Time since last HIV positive test result

Had ever seen a doctor, nurse or another healthcare service provider to have further tests done or to seek care for their
HIV infection
Yes

94

76.4

76.7 (65.4–85.9)

No

29

23.6

23.3 (13.8–34.6)

Currently on ART

54

43.9

47.9 (34.5–60.0)

Initiated ART but interrupted treatment

28

22.8

20.6 (12.1–31.5)

Never on ART

41

33.3

31.5 (20.5–43.3)

Yes

66

53.7

56.1 (43.6–68.7)

No

57

46.3

43.9 (31.3–56.3)

Ever on ART

On ART in the last 12 months

Saw a doctor, nurse or another healthcare service provider because of health problems in the 12 months preceding the
survey
Yes

55

44.7

43.1 (31.2–55.2)

No

68

55.3

56.9 (45.0–68.7)

Had difficulty in obtaining assistance from a doctor, nurse or another healthcare service provider in the 12 months
preceding the survey
Yes

14

11.4

9.2 (3.8–16.1)

No

41

33.3

33.9 (22.8–45.5)

Did not seek

68

55.3

56.9 (44.7–68.4)

Sought a medication that he/she could not obtain in the 12 months preceding the survey
Yes

17

13.8

12.9 (6.6–20.8)

No

106

86.2

87.1 (79.3–93.5)

Had contact with any peer educator or HIV/AIDS community outreach worker in the 12 months preceding the survey
Yes

23

18.7

16.7 (8.0–26.3)

No

100

81.3

83.3 (73.7–92.1)

Yes

103

83.7

77.9 (67.6–88.1)

No

20

16.3

22.1 (12.0–32.7)

Yes

46

37.4

30.1 (20.2–42.2)

No

77

62.6

69.9 (57.9–79.7)

Had access to new syringes

Received condoms in the 12 months preceding the survey
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Among PWID who were aware of their HIV-positive status,
49.0% had sex with two or more sexual partners in the last 12
months in Maputo. The percentage of HIV-positive PWID who
had unprotected sex at their last sexual intercourse in the last 12
months was 22.9%.
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Among HIV-positive PWID, 76.9% used injection drugs daily. In
regards to needle sharing, 17.0% used a syringe that had been
used by someone else the last time they injected drugs, 39.8%
gave the syringe to someone else after having used it themselves
and 26.1% shared syringes in the last 30 dias.

Table 6.12.B. Risk behaviors among PWID aware of their HIV-positive status in Maputo, Mozambique, 2014
Maputo (N=123)
N: Crude

%: Crude

% (95% CI): Adjusted

0

34

28.1

32.4 (22.8–47.6)

1

24

19.8

18.5 (10.5–26.9)

≥2

63

52.1

49.0 (33.8–60.5)

Does not remember

2

–

Total number of sexual partners in the 12 months preceding the survey

Used a condom at last sexual intercourse in the 12 months preceding the survey
Yes

59

48.0

48.3 (35.7–59.8)

No

30

24.4

22.9 (14.9–33.6)

Did not have a partner

34

27.6

28.8 (18.1–39.5)

Did not inject in the last 12 months

4

3.3

6.3 (0.0–13.5)

A few times per year, month or week

21

17.1

16.8 (8.9–27.0)

Daily

98

79.7

76.9 (65.9–88.4)

Frequency of injection drug use in the 12 months preceding the survey

Used a needle/syringe after someone else injected with it, the last time they injected drugs
Yes

17

17.0

17.4 (6.9–27.9)

No

83

83.0

82.6 (71.9–93.1)

Missing

23

–

Passed on the needle/syringe to someone else after injecting with it the last time they injected drugs
Yes

42

41.2

39.8 (24.4–52.6)

No

60

58.8

60.2 (46.9–75.4)

Missing

21

–

Yes

52

42.3

26.1 (20.5–32.7)

No

71

57.7

73.9 (67.3–79.5)

Shared syringes in the last 30 days

The Integrated Biological and Behavioral Survey Among People Who Inject Drugs, Mozambique 2014

6. Results

44

6.13. Indicators of the Global AIDS Response
Progress Report – GARPR
Table 6.11 presents the 2014 GARPR indicators for PWID.
Among sexually active PWID who injected drugs in the last 12
months, 54.3% in Maputo and 28.4% of PWID in Nampula/
Nacala used condoms at last intercourse, and there was no sizeable difference by age group.
The percentage of PWID who used sterilized injection equipment the last time they injected drugs was 59.0% in Maputo
and 69.4% in Nampula/Nacala. In Maputo, this percentage was
66.5% among those younger than 25 years old and 58.7% among

those who were 25 years old or older. The opposite was observed in Nampula/Nacala, where 63.8% of those in the youngest age group (18–24 years old) used sterilized injection equipment against 75.5% of those who were 25 years old or older. In
Maputo, 58.1% of males used sterilized injection equipment the
last time they injected drugs.
Among PWID, 28.6% in Maputo and 22.2% in Nampula/Nacala
were tested for HIV in the last 12 months and received their test
results. The percentage of PWID who were tested and received
their results was 20.2% and 22.4% among PWID younger than
25 years old and 30.3% and 25.6% among PWID who were 25
years old or older in Maputo and Nampula/Nacala, respectively.

Table 6.13. Global AIDS Response Progress Report – GARPR indicators for PWID, Mozambique, 2014
Maputo
N: Crude

Nampula/Nacala
%: Crude

% (95% CI): Adjusted

N: Crude

%: Crude

% (95% CI): Adjusted

52.6

54.3 (44.5–63.7)

38/120

31.7

28.4 (17.7–39.4)

Used condoms at last sex*
General

100/190

Disaggregated by age group
18–24

9/17

52.9

47.4 (22.2–82.3)

17/49

34.7

32.5 (18.8–47.6)

≥25

91/173

52.6

54.4 (44.0–63.8)

21/71

29.6

25.4 (10.8–43.5)

53.4

54.7 (44.7–64.3)

37/117

31.6

27.7 (16.8–38.6)

Disaggregated by gender
Male

95/178

Female

NE

NE

Uses sterilized injection equipment the last time they injected drugs**
General

150/259

57.9

59.0 (50.3–66.6)

84/123

68.3

69.4 (59.0–77.8)

Disaggregated by age group
18–24

22/27

81.5

66.5 (36.3–96.1)

33/49

67.3

63.8 (46.2–78.2)

≥25

128/232

55.2

58.7 (50.3–67.0)

51/74

68.9

75.5 (61.9–86.2)

68.3

68.6 (57.8–76.9)

Disaggregated by gender
Male

138/245

56.3

58.1 (49.3–66.1)

82/120

Female

12/14

85.7

68.6 (22.1–100)

NE

Was tested for HIV in the last 12 months and received the results***
General

80/270

29.6

28.6 (22.2–35.5)

35/135

25.9

22.2 (12.6–31.6)

Disaggregated by age group
18–24

6/34

17.6

20.2 (1.2–39.8)

10/55

18.2

22.4 (8.6–36.3)

≥25

74/236

31.4

30.3 (23.8–37.6)

25/80

31.2

25.6 (12.6–39.7)

29.4

29.0 (22.4–36.6)

33/131

25.2

22.5 (12.7–32.5)

Disaggregated by gender
Male

75/255

Female

NE

NE

*Excludes participants who did not inject in the previous month and who did not have sex in the 12 months preceding the survey
*Excludes participants who did not inject drugs in the month preceding the survey
***Excludes participants who were already aware of their HIV status before the 12 months preceding the survey
NE: Not estimated
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7. HIV, HBV and HCV prevalence and associated risk factors
7.1.

Prevalence estimates

Key findings
•

50.1% of PWID in Maputo and 19.9% in Nampula/Nacala are HIV-positive

•

32.1% of PWID in Maputo and 36.4% in Nampula/Nacala are HBV-positive

•

36.1% of PWID in Maputo and 4.1% of PWID
in Nampula/Nacala are co-infected with HIV
and HCV

•

11.9% of PWID in Maputo and 1.3% of PWID
in Nampula/Nacala are co-infected with HIV,
HBV and HCV

•

Among HIV-positive PWID, 36.4% in Maputo
and 70.5% in Nampula/Nacala were not aware
of their status

At the survey site, each participant was offered a rapid HIV
test with immediate results. The participants were not required to accept testing, nor were they required to receive
their results. The rapid HIV tests were done both to benefit
the individual participant and also for surveillance purposes
so that HIV prevalence could be estimated in the population.
The results of the rapid HIV tests, together with self-reported prior HIV-positive test results, were used for surveillance
purposes and are presented in the HIV prevalence tables in
this report.
Table 7.1.A presents prevalence of HIV, HBV and HCV. The
HIV prevalence among PWID was 50.1% in Maputo, which
means that five in 10 PWID in Maputo are HIV-positive; in
Nampula/Nacala, the HIV prevalence among PWID was
19.9%. The HBV prevalence among PWID in Maputo was
32.1% and in Nampula/Nacala it was 36.4%. The prevalence
of HIV and HBV coinfection among PWID was 14.9% in Maputo and in 8.3% in Nampula/Nacala; prevalence of HIV and
HCV coinfection was 36.1% in Maputo and 4.1% in Nampula/Nacala; and prevalence of HIV, HBV and HCV coinfection
was 11.9% in Maputo and 1.3% in Nampula/Nacala. It is important to note that 46 participants did not consent to HCV
testing and that 47 participantes did not consent to rapid HIV
testing.
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Table 7.1.A. Prevalence of HIV, HBV and HCV among PWID in Maputo and Nampula/Nacala, Mozambique,
2014
Maputo (N=319)

Nampula/Nacala (N=126)

N: Crude %: Crude

% (95% CI): Adjusted

N: Crude %: Crude

% (95% CI): Adjusted

Positive

179

56.1

50.1 (40.1–59.0)

25

19.8

19.9 (10.9–29.2)

Negative

140

43.9

49.9 (40.9–59.9)

101

80.2

80.1 (70.7–89.2)

Did not consent

34

–

13

–

Positive

107

30.5

32.1 (25.2–38.5)

57

41.0

36.4 (22.6–49.8)

Negative

244

69.5

67.9 (61.5–74.8)

82

59.0

63.6 (50.2–77.4)

Did not consent

2

HIV

HBV

HCV
Positive

148

47.6

44.6 (33.4–53.9)

15

11.1

7.0 (2.0–12.5)

Negative

163

52.4

55.4 (46.1–66.5)

120

88.9

93.0 (87.5–98.0)

Did not consent

42

4

HIV and HBV coinfection
Yes

49

15.4

14.9 (9.1–19.5)

10

7.9

8.3 (2.4–14.9)

No

269

84.6

85.1 (80.7–90.8)

116

92.1

91.7 (85.2–97.5)

Did not consent

35

13

HIV and HCV coinfection
Yes

116

38.7

36.1 (26.4–45.8)

8

6.5

4.1 (0.6–8.4)

No

184

61.3

63.9 (54.5–73.6)

116

93.5

95.9 (91.6–99.4)

Did not consent

53

15

HIV, HBV and HCV coinfection
Yes

37

12.4

11.9 (7.0–17.2)

3

2.4

1.3 (0.0–2.2)

No

262

87.6

88.1 (82.8–93.0)

121

97.6

98.7 (97.8–100.0)

Did not consent

54

15
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Rapid test result and knowledge of serostatus
On-site HIV rapid test results were used to estimate HIV prevalence, as per WHO guidelines and as done in other IBBS (WHO,
2015). Due to a number of participants having refused the rapid
test as a result of having previously tested positive for HIV and
knowing their HIV positive status, self-reported HIV positive
status was used in place of a missing HIV test result for these
participants. In Maputo, of the 179 participants classified as being HIV positive, 45 (25.1%) refused the HIV rapid test as a result of prior knowledge of their HIV positive serostatus. While
in Nampula/Nacala, of the 25 participants classified as HIV positive, five (20.0%) did not test due to prior knowledge of their
HIV positive serostatus.

Sensitivity analysis was conducted to assess how sensitive the
HIV prevalence estimate was in regards to missing data – 9.6% in
Maputo e 9.4% in Nampula/Nacala. For such, HIV prevalence
was estimated classifying all missing values as HIV positive and
then as HIV negative. The HIV prevalence estimates produced
fell within the confidence bounds of the HIV prevalence estimate when missing values were excluded (Figure 7.1.A). Moreover, a z-test revealed no significant difference between each of
those low and high HIV prevalence estimates and the estimate
produced when missing values were excluded.
As such, the estimated prevalence of HIV was 50.1% (40.1–59.0)
for Maputo and 19.9% (10.9–29.2) for Nampula/Nacala. Appendix 12.4 contains a table of the counts, unadjusted and adjusted
HIV prevalence estimates and the sensitivity analysis.

Figure 7.1.A. Sensitivity analysis of HIV prevalence among PWID in Maputo and Nampula/Nacala,
Mozambique, 2014
70%
57.4%

Percentage of PWID

60%
50.1%

50%

43.1%

40%
30%

24.5%
18.8%

20%

19.9%

10%
0%

Maputo (n=363)

Nampula/Nacal (n-129)

Missing, HIVMissing, excluded
Missing, HIV+
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Figure 7.1.B. HIV, HBV and HCV Prevalence among
PWID, Maputo and Nampula/Nacala, Mozambique,
2014

Table 7.1.B shows data on undiagnosed HIV infection among
HIV-positive PWID. Approximately 36.4% of HIV-positive
PWID in Maputo and 70.5% of PWID in Nampula/Nacala
were not aware of their HIV-positive status.

70%

Figure 7.1.C shows HIV prevalence data among PWID, together
with data on the proportion of HIV-positive PWID who were
aware of their HIV status.

Percentage of PWID

60%
50%

50.1%
44.6%

40%

36.4%
32.1%

30%
19.9%

20%
10%

7.0%

0%
HIV prevalence

HBV prevalence HCV prevalence

Maputo (n=319)
Nampula/Nacala (n=126)
Note: Categories are not mutually exclusive

Table 7.1.B. Undiagnosed HIV infection among PWID in Maputo and Nampula/Nacala, Mozambique, 2013
Maputo (N=179)
N: Crude

%: Crude

Nampula/Nacala (N=25)
% (95% CI): Adjusted N: Crude %: Crude

% (95% CI): Adjusted

Awareness of own HIV–positive status
Was not aware of
HIV–positive status

60

33.5

36.4 (26.0–46.3)

15

60.0

70.5 (46.5–90.8)

Was aware of HIV–
positive status

119

66.5

63.6 (53.7–74.0)

10

40.0

29.5 (9.7–53.1)
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Figure 7.1.C. Undiagnosed HIV among PWID, Maputo and Nampula/Nacala, Mozambique, 2014

Maputo

Nampula/Nacala
Not aware of
HIV status
36.4%

Does not
have HIV
49.9%

Has HIV
50.1%

Aware of
HIV status
63.6%

Not aware of
HIV status
70.5%
Does not
have HIV
80.1%

Has HIV
19.9%

Aware of
HIV status
29.5%

Figure 7.1.D. Prevalence of HIV, HBV, HCV or any
coinfection among PWID in Maputo and Nampula/
Nacala, Mozambique, 2014
1.0

Percentage of PWID

39.6%

0.8

20.1%

0.6

10.5%
5.9%
10.5%

0.4

37.7%

7.2%
2.2%
26.2%

0.2
13.7%

0.0

Maputo
(missing=54))

Nampula/Nacala
(missing=15)

Figure 7.1.D shows the proportion of the PWID population
who had HIV, HBV, HCV or any co-infection. Note that 37.7%
of PWID in Maputo had a coinfection. In Nampula/Nacala, one
in four PWID (26.6%) had only HBV without any HIV or HCV
coinfection. The proportion of PWID without any infection
was 20.1% in Maputo and 39.6% in Nampula/Nacala.
Figure 7.1.E presents the proportion of survey participants
who seroconverted during the survey, that is, participants who
reported having tested negative for HIV in the 12 months preceding the survey, but who then tested HIV positive during the
survey. In Maputo 9.1% of participants reported having tested
negative for HIV in the 12 months preceding the survey, among
these participants 9.4% then tested positive for HIV during the
survey. In Nampula/Nacala 16.5% of participants reported having tested negative for HIV in the 12 months preceding the survey, among these participants 17.4% then tested positive for HIV
during the survey. These results are not adjusted and should not
be generalized to the PWID population.

None
Only HBV
Only HCV
Only HIV
Some coinfection
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Figura 7.1.E. HIV seroconversion among survey participants, Maputo and Nampula/Nacala, Mozambique,
2014
Maputo

Nampula/Nacala
9.4%

17.4%

11.0%

9.1%
76.2%

4.3%
74.8%

90.6%

16.5%

82.6%

3.7%
4.3%

Did not test <12 months

Continued HIV-

Tested <12 months, HIV+ result

Seroconverted

Tested <12 months, HIV- result
Missing

Testing, care and treatment cascade among HIV-positive participants
47.2% of those
diagnosed
are on ARV
treatment
70%

% of HIV-positive participants

A total of 204 survey participants (N=179 in Maputo and N=25
in Nampula/Nacala) were classified as HIV positive. Of these
204 participants, 127 (62.3%) were previously aware of their
HIV status having responded that they had a positive result in
the last HIV test done before participating in the survey. And
110 (53.9%) had at some point seen a doctor, nurse or another healthcare service provider for further medical exams or to
seek care for their HIV infection. Of the total 204 HIV-positive
participants, 86 (42.2%) initiated ART and 60 (29.4%) were on
ART. This means that 30.2% of the participants who had initiated ART had discontinued or interrupted treatment. It also
means that only one in two participants (47%) diagnosed with
HIV were on ART.

60%
50%
40%

62.3%
53.9%

69.8% of those
who initiated
ART are currently
on ARV
42.2%

30%

29.4%

20%
10%
0%
Diagnosed, Linked to Initiated ARV
n=127
care, n=110 treatment,
n=86
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7.2. HIV prevalence by demographic
characteristics

Key findings
•

HIV prevalence was higher among PWID who
were 35 years old or older when compared
with PWID in the 18–24 years of age group. In
Maputo, the prevalence was 50.3% vs 29.6%
and in Nampula/Nacala the prevalence was
73.1% vs 8.3%.

•

In both cities, the HIV prevalence was higher
among PWID who first injected drugs over 10
years ago than among those who first injected in the last five years.

•

Among the PWID who believed they were
HIV-negative, 14.5% in Maputo and 11.4%
in Nampula/Nacala were HIV-positive.

51

As shown in Figure 7.2, HIV prevalence was greater in increasing age groups. In Maputo, HIV prevalence was significantly
higher among PWID who were 35 years old or older, compared
to PWID who were 18–24 years old: 52.8% versus 18.8% (Table 7.2). In Nampula/Nacala, Muslim PWID had a significantly lower prevalence compared to Christian PWID (16.6% vs
27.3%). There was no significant difference in HIV prevalence
by civil status or level of education.
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Table 7.2. HIV prevalence by demographic characteristics among PWID in Maputo and Nampula/
Nacala, Mozambique, 2014
Maputo (N=319)

Nampula/Nacala (N=126)

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

18–24

5

31

16.1

18.8 (0.0–41.1)

REF

0

52

0.0

NE

–

25–34

88

154

57.1

48.9 (37.7–61.2) 0.01

10

43

23.3

29.9 (13.0–54.0)

–

≥35

86

134

64.2

52.8 (38.6–64.1) <0.01

15

31

48.4

42.9 (12.4–71.2)

–

Male

168

302

55.6

50.0 (39.4–59.3) REF

25

123

20.3

20.8 (11.2–30.5)

REF

Female

–

17

–

–

–

3

–

–

–

Single (never
married)

108

201

53.7

49.9 (39.3–60.5) REF

9

59

15.3

14.4 (4.6–25.8)

REF

Cohabitating or
married

25

50

50.0

40.4 (22.7–62.7) 0.45

12

43

27.9

27.7 (9.5–53.2)

0.11

Divorced,
separated or
widowed

46

68

67.6

53.2 (34.9–69.7) 0.42

4

24

16.7

28.2 (8.5–56.5)

0.84

Age group

Gender
–

Civil status

Level of education (missing=1)
No formal education or primary

91

162

56.2

50.0 (38.4–61.0) REF

7

28

25.0

18.8 (5.9–44.6)

REF

Secondary or
superior

88

156

56.4

50.5 (36.6–63.1) 0.99

18

98

18.4

19.4 (7.8–31.0)

0.58

Christian (Catholic, Evangelical,
Protestant)

95

175

54.3

49.5 (37.2–61.5) REF

13

50

26.0

27.3 (10.8–44.6)

REF

Muslim

31

62

50.0

42.7 (26.0–61.5) 0.48

12

72

16.7

16.6 (7.8–25.9)

0.04

Other/None

53

82

64.6

55.1 (36.4–69.8) 0.32

–

4

–

0.99

Religion

NE: Not estimated
-Results were not presented for denominators <20
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Figure 7.2. HIV prevalence among PWID by age
group in Maputo and Nampula/Nacala,
Mozambique, 2014
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≥35
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7.3. HIV prevalence by drug injection behaviors
There was no significant difference in HIV prevalence when
considering either age at injection drug use initation or the exchange of sex for drugs (Table 7.3.A). In both cities, HIV prevalence was higher (p<0.05) among those who started using drugs
over 10 years ago when compared to those who started using
drugs recently (in the last five years), with 54.1% vs 34.9% for
each population respectively in Maputo and 23.2% vs 6.5% in
Nampula/Nacala.
HIV prevalence was higher (p<0.01) among PWID in Maputo
who injected heroin as their main drug when compared to those
who did not (53.2% vs 33.4%). In Maputo, the prevalence was
higher (p<0.01) among PWID who had ever shared a needle or
syringe (65.3%) in comparison with the PWID who had never
shared (33.0%). Prevalence was higher among PWID who did
not have access to brand new syringes when compared with the
PWID who did have access to new syringes (74.2% vs 47.2%) in
Maputo; the opposite was true in Nampula/Nacala where prevalence was lower among the PWID population with no access
to new syringes (3.4% vs 23.5%).
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Table 7.3.A. HIV prevalence by characteristics of the use of injection drugs among PWID in Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Age at injection drug use initiation (missing =12)
<25

95

169

56.2

48.6 (34.9–61.2) REF

14

94

14.9

17.2 (7.2–29.1)

REF

≥25

77

138

55.8

49.3 (36.6–60.0) 0.90

11

32

34.4

26.3 (7.9–48.5)

0.30

Had ever received drugs in exchange for sex (missing =1)
Yes

21

42

50.0

44.5 (23.1–66.5) REF

–

18

–

–

REF

No

158

276

57.2

50.5 (39.7–60.4) 0.16

21

108

19.4

19.5 (9.7–29.1)

–

Years since injection drug initiation (missing =12)
0–5

45

113

39.8

34.9 (21.3–46.5) REF

5

70

7.1

6.5 (1.1–12.1)

REF

6–10

45

79

57.0

56.9 (39.5–71.8) 0.02

10

24

41.7

50.8 (22.3–74.3)

<0.01

≥11

82

115

71.3

54.1 (42.0–70.8) <0.01

10

32

31.2

23.2 (7.5–49.3)

0.02

Frequency of use of injection drugs in the last 12 months
Daily

133

216

61.6

56.6 (44.9–66.8) REF

12

34

35.3

49.6 (22.5–73.3)

–

Injects a few
times per
week, month
or year

38

86

44.2

31.7 (17.5–47.4) 0.01

12

86

14.0

18.5 (8.2–31.4)

–

Did not inject

–

17

–

–

–

6

–

–

–

–

Heroin was the drug most frequently injected (missing=1)
Yes

163

280

58.2

53.2 (43.1–63.1) REF

20

96

20.8

24.3 (13.8–34.6)

REF

No

16

39

41.0

33.4 (16.8–51.8) 0.01

5

29

17.2

15.4 (2.2–36.3)

0.35

Had ever shared needles or syringes
Yes

122

177

68.9

65.3 (53.3–75.3) REF

16

67

23.9

24.1 (11.1–39.0)

REF

No

57

142

40.1

33.0 (22.0–44.0) <0.01

9

59

15.3

17.5 (5.1–29.1)

0.353

Had access to brand new syringes (missing =1)
Yes

157

285

55.1

47.2 (36.4–56.8) REF

23

98

23.5

23.5 (13.3–33.8)

REF

No

22

34

64.7

74.2 (56.9–89.6) 0.01

1

27

3.7

3.4 (0.0–12.3)

0.04

-Results were not presented for denominators <20.
HIV prevalence was higher (p<0.01) among PWID who injected daily in the last 30 days when compared with those that did not (63.9% vs
38.2%) in Maputo (Table 7.3.B). Also in Maputo, PWID who shared syringes in the last 30 days showed a higher prevalence (p<0.01) when
compared with those who did not (70.8% vs 41.3%), while in Nampula/Nacala there was no significant difference between these groups. It
is important to note that this analysis also includes PWID who were aware of their HIV-positive status.
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Table 7.3.B. HIV prevalence by risk behaviors when using injection drugs during the month preceding the
survey among PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+ N

Nampula/Nacala (N=126)

%:
Crude

% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Injected drugs daily in the last thirty days (missing=1)
Yes

112

166

67.5

63.9 (51.4–73.1) REF

7

22

31.8

31.2 (0.0–64.3)

REF

No

66

152

43.4

38.2 (26.7–49.9) <0.01

18

104

17.3

18.0 (8.5–28.1)

0.15

Shared syringes in the last thirty days
Yes

71

97

73.2

70.8 (56.5–82.5) REF

8

41

19.5

20.1 (6.5–36.9)

REF

No

108

222

48.6

41.3 (30.8–52.0) <0.01

17

85

20

19.6 (9.0–31.4)

0.79

-Results were not presented for denominators <20.

7.4. HIV prevalence by sexual behavior
Among men who inject drugs (Table 7.4.A), HIV prevalence
was greater among those who did not have a sexual partner
compared to those that had only one sexual partner in Maputo
(59.7% vs 33.6%) . There was also no relationship between HIV

status and giving money, goods or services in exchange for sex
with a woman during that same period. In Maputo, there was a
lower HIV prevalence (p=0.02) among men who received money or goods or offered money in exchange for sex with a woman
in the last 12 months when compared with men who did not
(71.7% vs 48.9%).

Table 7.4.A. HIV prevalence by sexual behavior of men who inject drugs in Maputo and Nampula/Nacala,
Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Total number of women sexual partners in the 12 months preceding the survey (missing=11)
0

48

84

57.1

59.7 (46.7–76.7)

REF

–

5

–

–

–

1

34

70

48.6

33.6 (19.4–47.6)

<0.01

–

15

–

–

–

≥2

83

137

60.6

57.3 (41.0–68.4)

0.61

20

103

19.4

22.8 (12.0–34.2) –

Gave money, goods or offered services in exchange for sex with a woman in the 12 months preceding the
survey(missing=11)
Yes

60

100

60.0

55.0 (35.7–65.2)

REF

18

82

22

25.1 (12.9–38.2) REF

No

105

191

55.0

49.0 (38.7–61.1)

0.51

7

41

17.1

12.5 (2.4–23.5)

0.33

Received money, goods or offered services in exchange for sex with a woman in the 12 months preceding the survey
(missing=11)
Yes

24

37

64.9

71.7 (47.9–86.4)

REF

5

36

13.9

18.5 (4.6–35.6)

No

141

254

55.5

48.9 (37.8–59.4)

0.02

20

87

23

22.0 (10.6–33.2) 0.48

– Results were not presented for denominators <20.
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Table 7.4.B. HIV prevalence by risk behavior with the last sexual partner among PWID * in Maputo and
Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Had condomless sex with the last partner in the 12 months preceding the survey (missing=1)
Yes

56

112 50.0

41.3 (29.2–56.4)

REF

13

85

15.3

13.8 (5.2–25.9)

REF

No

123

206 59.7

56.7 (45.7–66.9)

0.01

12

41

29.3

39.0 (19.2–59.7)

0.02

Received or gave money in exchange for sex with the last sexual partner in the 12 months preceding the survey
Yes

45

77

58.4

60.6 (44.1–74.3)

REF

4

26

15.4

No

134

242 55.4

45.1 (30.7–56.0)

0.35

21

100 21

13.7 (0.0–43.3)

REF

22.4 (11.2–33.3)

0.43

*Those who did not have a sexual partner in the last 12 months are included in the “no” category because they did not engage in the behavior

Table 7.4.B shows data regarding HIV prevalence by risk behavior of the PWID with the last sexual partner, in the cities
of Maputo and Nampula/Nacala. Data show that HIV prevalence was higher in Maputo (p=0.01) and in Nampula/Nacala
(p=0.02) among PWID who used condoms at last sexual intercourse when compared with PWID who did not use condoms
(56.7% vc 41.3% in Maputo; 39.0% vs 13.8% in Nampula/Nacala). There was no significant difference in HIV prevalence when
taking into account whether they had exchanged sex for money
with their last sexual partner.

7.5. HIV prevalence by experience of discrimination, incarceration or violence
Table 7.5 shows HIV prevalence data by experience of discrimination, incarceration and violence among PWID in Maputo and
Nampula/Nacala. There was no significant difference in prevalence whether the PWID had or not been a victim of violence or
discrimination in the 12 months preceding the survey, or if he/
she had ever been in prison.

Table 7.5. HIV prevalence by experience of violence, prison and discrimination among PWID in Maputo
and Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value

HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Suffered physical aggression in result of being a PWID in the 12 months preceding the survey
≥1 time

34

49

69.4

60.0 (38.6–77.4)

REF

4

23

No

145

270 53.7

48.1 (38.1–57.8)

0.05

21

17.4

20.3 (0.0–50.3)

REF

103 20.4

19.7 (10.1–28.1)

0.52

Was ever incarcerated
Yes

139

238 58.4

54.4 (42.8–63.8)

REF

15

59

25.4

27.4 (12.9–43.4)

REF

No

40

81

40.5 (26.0–56.5)

0.07

10

67

14.9

12.7 (2.8–26.7)

0.12

49.4

Has ever suffered an instance of discrimination in the 12 months preceding the survey
(missing=8)

(missing=3)

Yes

19

32

59.4

47.8 (22.6–73.5)

REF

12

48

25.0

24.6 (4.6–52.0)

REF

No

156

279 55.9

49.9 (39.0–58.7)

0.89

11

65

16.9

17.2 (8.0–32.8)

0.09
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7.6. HIV prevalence by self-report of STI
symptoms and previous HIV testing
In Maputo, there was a significant association between self-reported STI measures and HIV. PWID with self-reported ulcers
or sores in the 12 months preceding the survey had greater prevalence of HIV (p=0.03) compared to those who did not (70.6%
vs 48.7%). In Nampula/Nacala, PWID self-reporting any abnormal genital discharge in the past year had greater prevalence of
HIV (44.4% vs 12.7%, p<0.01). Regarding prior HIV testing,
HIV prevalence was greater in both cities among PWID who

had ever tested for HIV prior to the survey (In Maputo 56.6%
vs 34.1%, p<0.01 and in Nampula/Nacala: 26.3% vs 15.7%,
p=0.04).
Maputo, HIV prevalence was higher among PWID who perceived themselves to have moderate or high risk of acquiring
HIV compared to those who perceived there risk to be minimal or non-existant (30.9% vs 20.9%; p=0.02). In Maputo and
Nampula/Nacala respectively, 14.5% and 11.4% of PWID who
believed they were HIV-negative, were actually HIV-positive
(Table 7.6.B).

Table 7.6.A. HIV prevalence by self-report of STI symptoms and previous HIV testing among PWID in
Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Had ulcers or sores on the vagina, penis or anus in the 12 months preceding the survey
Yes

17

25

68

70.6 (43.4–91.3)

REF

8

33

24.2

25.8 (6.6–45.9)

REF

No

162

294

55.1

48.7 (37.9–58.0)

0.03

17

93

18.3

15.9 (7.7–25.0)

0.35

Had any abnormal discharge from the vagina, penis or anus in the 12 months preceding the survey
Yes

–

19

–

–

REF

10

26

38.5

44.4 (19.2–69.8)

REF

No

167

300

55.7

50.3 (40.5–60.2)

––

15

100

15

12.7 (5.6–19.9)

<0.01

Had any symptoms (ulcers or sores or abnormal discharge from the vagina, penis or anus) in the 12 months
preceding the survey
Yes

21

32

65.6

67.8 (46.1–87.6)

REF

10

43

23.3

27.4 (10.3–44.0)

REF

No

158

287

55.1

49.0 (38.5–58.8)

0.06

15

83

18.1

15.7 (7.1–26.0)

0.25

Anyone informed him/her that he/she had or might have an STI in the 12 months preceding the survey
Yes

18

26

69.2

72.4 (44.3–94.1)

REF

11

44

25

18.6 (5.8–32.1)

REF

No

161

293

54.9

49.1 (39.3–59.0)

0.07

14

82

17.1

19.4 (8.9–31.4)

0.99

Had STI symptoms or was informed that he/she had or might have an STI in the 12 months preceding the survey
Yes

29

41

70.7

71.5 (51.7–88.9)

REF

15

67

22.4

23.2 (9.3–36.4)

REF

No

150

278

54

47.5 (36.8–57.4)

0.02

10

59

16.9

14.3 (5.4–27.1)

0.27

Was tested for HIV
Yes

145

235

61.7

56.6 (45.5–66.9)

REF

18

71

25.4

26.3 (18.6–46.7)

REF

No

34

84

40.5

34.1 (20.8–47.6)

<0.01

7

55

12.7

15.7 (3.8–23.2)

0.04
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Table 7.6.B. HIV prevalence by risk behaviors when using injection drugs during the month preceding
the survey among PWID in Maputo and Nampula/Nacala, Mozambique, 2014
Maputo (N=319)
HIV+

N

%:
Crude

Nampula/Nacala (N=126)
% (95% CI):
Adjusted

P-Value HIV+

N

%:
Crude

% (95% CI):
Adjusted

P-Value

Perception of own risk of infection by HIV*
(missing=33)

(missing=13)

No risk or low risk

10

47 21.3

20.9 (6.9–33.3)

REF

5

46 10.9

10.2 (0.0–21.6) –

Moderate or high
risk

32

83 38.6

30.9 (16.3–43.6) 0.02

9

67 13.4

14.7 (4.6–22.4) –

Missing

18

66 27.3

18.9 (9.1–32.5)

–

3

–

–

–

–

0.95

–

Perception of own HIV status HIV*
(missing=33)

(missing=13)

Positive

22

36 61.1

53.7 (29.4–80.5) REF

–

7

–

Negative

11

61 18.0

14.5 (4.3–23.9)

<0.01

9

92 9.8

11.4 (3.0–20.5) –

Refused

27

99 27.3

24.6 (14.9–36.2) <0.01

–

17 –

–

*Excludes those who were aware of their positive HIV status before the survey
-Results were not presented for denominators <20.
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8. Population size estimate
This section introduces data regarding the second main objective of the survey, which was to estimate the size of the PWID
population in each survey location. The survey used various
methods to estimate population size. The use of multiple methods, while each having their own limitations, reinforces confidence in the estimates, provides highest and lowest plausibility
estimates, and reduces the probability of a substantial deviation
of findings resulting from bias when using a single method. The
findings and the median estimates of the four methodologies
used are presented in Table 8.1. Figures 8.1 and 8.2 present the
same data visually. The Nampula estimates do not include Nacala. The details of each methodology are included in Section 5.8.
8.1. Wisdom of the crowds
Based on the methodology of the wisdom of the crowds conducted during the questionnaire phase of the survey, the median
number of PWID who live in Maputo, according to the suppositions of the survey participants in Maputo, is 80 (N=338 since
14 participants refused to answer that question). After excluding
the participants whose reply was equal or lower to the size of
their own network, the median estimated number of PWID in
the city is 300 PWID (N=233). The lowest number reported is
5 PWID and the maximum number 28,000 PWID. In Nampula, the median number of the participants’ answer is 50 PWID
(N=139), after excluding the participants whose answer is equal
to or lower than their own network size, the median is 70 PWID
(N=67). The minimum value reported was seven PWID and the
maximum value is 3,000 PWID.
8.2. Unique object multiplier
During a period of two weeks before the start of the survey
(September 3–20, 2013) 408 objects were distributed by community outreach workers (COW) in Maputo and 447 in Nampula to people who inject drugs in various locations in the cities
known to be frequented by PWID. The locations were selected
based on the mapping and chronogram developed by the COW
during the formative phase of the IBBS. During the distribution
phase, COW would ask people if they had ever used injection
drugs, and if they answered yes, whether they had injected in
the last 12 months, and if they had ever received that object.

During the survey, 92 participants out of 352 in Maputo and 26
participants out of 113 in Nampula reported having received the
object from a community outreach worker during the distribution phase. Participants in Nacala were excluded from the estimate. Based on the adjustment performed using RDSAT, 19.8%
of PWID in Maputo and 11.4% of PWID in Nampula received
the object. The count of objects distributed is divided by that
proportion to obtain the estimate of 2,061 PWID in Maputo
and 3,921 PWID in Nampula.
8.3. Sucessive Sampling-Population Size
Estimation (SS-PSE)
SS-PSE is based on the size of the individual network as reported
by each participant. The average of the network size reported
by participants in Maputo is 30 PWID (minimum of two PWID
and maximum of 150 PWID) and in Nampula 14 (minimum of
two PWID and maximum of 15 PWID). Based on the SS-PSE
methodology, it is estimated that 2,869 PWID live in Maputo
and 463 in Nampula.
8.4. Literature review
A review of literature suggests a median PWID prevalence of
0.17% on the African continent among 15–49 year olds (United
Nations Office on Drugs and Crime, 2014). This estimate was
applied to the number of inhabitants (adult population 15–64
years of age) in each survey city, which are 768,706 in Maputo and 339,028 in Nampula according to the projections of the
2009 census (National Statistics Institute). The estimated number of PWID based on a review of literature is 1,307 in Maputo
and 576 in Nampula.
8.5. Median estimates
The median of the four estimates results in a PWID population
of 1,684 in Maputo and 520 in Nampula. This estimate corresponds to 0.22% of the population in Maputo and 0.15% of the
population in Nampula.
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Table 8.1. Summary of the population size estimates of PWID in Maputo and Nampula, 2014
Size
estimate

Plausibility
bounds

% of the adult
population

Plausibility
bounds

Maputo (Adult population 15–64: 768,706)
Wisdom of the Crowds

300

(50, 1500)

0.04

(0.01, 0.20)

Unique Object Multiplier

2061

(1281, 2842)

0.27

(0.17, 0.37)

SS-PSE

2869

(2430, 3190)

0.37

(0.32, 0.41)

Review of Literature

1307

(384, 8610)

0.17

(0.05, 1.12)

Median Estimates

1684

0.22

Nampula (Adult population 15–64: 339,028)
Wisdom of the Crowds

70

(33, 355)

0.02

(0.01, 0.10)

Unique Object Multiplier

3921

(1402, 6443)

1.16

(0.41, 1.90)

SS-PSE

463

(309, 764)

0.14

(0.09, 0.23)

Review of Literature

576

(170, 3797)

0.17

(0.05, 1.12)

Median Estimates

520

0.15

Figure 8.1. Summary of PWID population size estimates in Maputo, 2014
8,071 (1.05%)

6,000
5,000

PWID in Maputo:
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4,000
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3,000

2,061 (0.27%)

2,000
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1,684 (0.22%)
1,307 (0.17%)

1,281 (0.17%)
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300 (0.04%)
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Figure 8.2. Summary of PWID population size estimates in Nampula, 2014
6,443 (1.90%)

6,000

PWID in Nampula
520 (139–3560);
0.15% (0.04%–1.05%)

5,000
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4,000
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9. Results of the formative assessment
The formative assessment was conducted in Maputo and Nampula/Nacala, during the months of June and July 2013. The
purpose of this assessment was not only to identify operational and logistical needs to carry out an IBBS among PWID, but
also to learn more about the characteristics of people who inject
drugs, the locations these populations often visit, the availability
of social welfare and health services, as well as other specific
information.
Members of organizations providing services targeted at PWID
who were 18 years old or older were eligible to participate in
Key Informants Interviews (KII). The Focus Group Discussions
(FGD) were open to people who inject drugs, or used to inject
drugs, and people who knew or had information regarding the
target population.
Twenty two (22) KII and seven FGD were carried out (with 6–12
participants in each group) all together in Maputo and Nampula/Nacala; 80 participants were selected by convenience in the
locations were the formative assessments took place. Participation in the KII and FGD took place after the participants gave
their informed consent. Audio recordings were used to assist in
the development of field notes immediately after each KII and
FGD sessions and were later transcribed. Transcriptions were
coded and analyzed using the quality research software Nvivo
(QSR International Pty Ltd. Version 10, 2014). Before coding,
the research team created nodes in the Nvivo software. After
creating four primary nodes, additional secondary nodes were
created within each primary node. All the codes were cross
checked and any ambiguity was subject to group discussion.
The analysis was based in a search for common patterns within the data and search for emerging hypothesis regarding those
patterns.
The participants did not object to the use of netbooks to carry
out the questionnaire, however they considered it took a long
time to complete the procedures. Regarding HIV testing, some
participants claimed that would be an incentive to participate;
this was especially true of the hepatitis B and C tests, since these
tests are not always available in the health centers.
Although participants agreed there should be some type of
compensation for their participation, there was no consensus regarding what that compensations should be, or which activities
should be compensated. Some of the participants insisted that
they should be compensated in money, while others opined that
a meal or snack would suffice.

Among those who suggested monetary compensation, there
was no consensus regarding the amount, but the majority
suggested an amount between 50 a 100 meticais. Some said it
should at least cover their transportation expenses while others
suggested it should be at least enough to cover a meal. The maximum amount mentioned was 800 Meticais.
It is commonly perceived that women who inject drugs exchange sex for drugs or money for more drugs. According to a
key informant in Nampula, men also exchange sex for drugs and
for money too. Regardless of whether there is an exchange of
sex or not, there is a perception that the use of condoms within
this population is extremely rare.
It was reported in both cities that this population included people from various social and economic backgrounds and with
various levels of formal education. It was reported that both
genders were represented, although the majority were men. It
was noted that the participants described PWID as being in the
15–60 age group. Spoken languages range from Portuguese to
Changana, English, Zulu, French, Spanish, as well code languages, commonly known as língua de peixe (fish language).
In both cities, there was mention of students who are PWID, as
well as employees in various service sectors. However. the majority of interviewees reported that some PWID end up abandoning school or their jobs, and get involved in illicit activities in
order to sustain their use of drugs.
Throughout the KII and FGD, participants listed several types of
drugs used in the cities of Maputo and Nampula/Nacala. The
majority indicated that the use of non-injection drugs is more
common, particularly cannabis sativa/marijuana, the most
commonly named. Occasional use of ecstasy, crack (particularly
in Nampula), Rohypnol®, Diazepam and cocaine (inhaled or
smoked) were also mentioned.
In Maputo and Nampula/Nacala, participants claimed that it
is challenging to obtain clean syringes and it is also dangerous
to carry them in the city, since they can suffer repercussions if
they are caught by the police. According to some interviewees,
pharmacies are one option to obtain syringes, but it is difficult
to purchase them without a medical prescription and the cost is
too high for people who use drugs.
In Maputo and Nampula, it was reported that some healthcare
service providers take new and/or used syringes from the hospital to sell them at home or to help family members or friends
gain access to this sort of equipment.
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Instead of obtaining clean needles at a pharmacy or another
location, it is believed that the majority of PWID in the cities
of Maputo and Nampula/Nacala shared syringes. One participant in Maputo estimated that a single syringe may be shared
by 10–20 people.
There are many health and social welfare needs among PWID,
as a consequence not only of their drug use, but also the associated risk behaviors and their general living conditions. They
are the reasons why HIV, tuberculosis and hepatitis are common
among this population.
Although several organizations with programs targeted at
PWID were mentioned during the interviews, there is a common perception that these programs are few, and there is a general lack of knowledge regarding locations and organizations
carrying out harm reduction strategies such as exchange or
distribution of clean syringes, and detoxification and treatment
services. Interviewees claimed that the lack of options, in particular for PWID interested in obtaining treatment for their drug
dependence forced them to try and stop “cold turkey”, that is,
without resorting to services offering medical treatment to reduce abstinence symptoms.
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In general, the interviewees recognize that the majority of the
PWID crave treatment, but there are various challenges in accessing this sort of social welfare and health services; some of
them are inherent to the users, and others to the support services (geographical location of the services, health providers or
members of organizations).
Health providers also identified challenges associated with the
use of the services by the PWID. The distance between the locations where the drugs are sold and used and the healthcare or
support services was reported as a limiting factor in the demand
and utilization of healthcare and social services. According to an
interviewee in Nampula, the referral process of the participants
could also be a challenge, if the specific characteristics and concerns of this populations are not taken into account.
During the process of assembling the field teams, it is important
to address awareness regarding the target population: general
characteristics of the target population, the dynamics of drug
use, harm reduction policies at the national and international
level, the language used by PWID and any other aspects that
may help the field team get a better understanding about this
population, and therefore improve mutual interaction.
Comprehensive results from the Formative Assessment can be
found in Appendix 12.8.
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10. Conclusion
10.1. Main findings
This survey was the first of its nature among PWID in Mozambique. It demonstrated the feasibility of recruiting PWID using
RDS in the main urban areas of the country in order to estimate
HIV, HBV and HCV prevalence and to estimate the size of this
population. This survey achieved its purpose of identifying socio-demographic characteristics, drug use behaviors and sexual
behaviors of people who inject drugs in the two urban areas of
Maputo and Nampula/Nacala.
The survey identified: (1) a high burden of disease (2) in a diverse, extensive and highly-discriminated population (3) with
high levels of risk behaviors (4) and with limited access to
healthcare services.

High burden of disease
HIV prevalence is estimated at 50.1% and 19.9% among PWID
in Maputo and Nampula/Nacala, respectively. HIV prevalence
among PWID is nearly three times higher than the prevalence
in the adult population in Maputo (which is 16.9%). Although
prevalence is lower in Nampula/Nacala when compared to
Maputo, HIV prevalence among PWID who are 35 years old
or older in Nampula/Nacala is alarming, reaching 42.9% (12.4–
71.2%). These high levels of HIV are higher than those found
among PWID in Zanzibar, Tanzania [estimated to be 11.3% in
2012 (Matiko et al., 2015)] and in Nairobi, Kenya [estimated to
be 18.7% in 2011 (Tun et al, 2015)] and much higher when compared with other parts of the world (ONUSIDA, 2013) but comparable to the prevalence found in the Republic of Mauritius,
estimated at 47.4% in 2009 ( Johnston et al., 2013).
The high prevalence of HIV and hepatitis coinfection is of concern, since the prognosis of this viral coinfection is worse for
both diseases (Koziel & Peters, 2007). HBV prevalence is 32.1%
among PWID in Maputo and 36.4% in Nampula/Nacala, while
HCV prevalence is 44.6% and 7.0% in Maputo and Nampula/
Nacala, respectively. The prevalence of HCV found in Maputo
should be intepreted with caution due to the fact that 42 participants refused hepatitis C testing.
HCV prevalence among PWID in Mozambique is relatively
lower than has been reported in other countries, where estimated prevalences is around 60–80% in 26 countries and above
80% in 12 countries (Nelson et al., 2011). On the other hand, the
prevalence of HBV is higher when compared to other countries:
the prevalence is between 5–10% in 21 countries and over 10%
in 10 countries (Nelson et al., 2011) and three times higher than
the hepatitis B prevalence found in cohort studies among young
people in Maputo, which was determined to be 12.2% (Viegas

et al., 2015). This high prevalence may be linked to the fact that
the hepatitis B vaccine is not yet widely available to the adult
population in Mozambique.
One-third (36.4%) of HIV-positive PWID in Maputo and 70.5%
in Nampula/Nacala were not aware of their HIV-positive status.
Additionally, among PWID who perceived their HIV status to
be negative, 14.5% in Maputo and 11.4% in Nampula/Nacala
were in fact HIV-positive. This high burden of unknown infection contributes significantly to the HIV transmission (Girardi,
Sabin, & Monforte, 2007). Additionally, survey findings indicate
that recent transmission may be high within this population,
since 9.4% of PWID in Maputo and 17.4% in Nampula/Nacala
tested positive for HIV, after having received a negative test result in the 12 months preceding the study.
The burden of sexually transmitted infection appears to be high
among this population, reaching 57.8% in Nampula/Nacala. Although this survey did not include performance of laboratory
tests for STI, the questionnaire included several questions revealing a high level of STI, based on symptoms reported (ulcers,
sores or discharge in the genital area) or having been diagnosed
(having been informed by a healthcare provider) with a STI in
the 12 months preceding the survey.

Diverse, extensive and highly-discriminated population
Although it was colloquially considered that PWID consisted of
a small population, mainly comprised of foreigners, young people or adults with low levels of academic education, the survey
revealed that nearly all PWID are Mozambican, and the majority
of PWID speak Portuguese. It was also observed that four in 10
PWID in Maputo and four in seven PWID in Nampula/Nacala
have some level of secondary or higher education; also, three in
10 PWID in Maputo and two in 10 PWID in Nampula/Nacala
are 35 years old or older. There is also a considerable number of
people who use drugs: approximately two in every 1000 adult
citizens in Maputo and Nampula/Nacala inject drugs.
Heroin is the drug most commonly injected (81.3% in Maputo
and 73.0% in Nampula/Nacala) but cocaine is the main drug
used by at least one in every 10 PWID. This proportion may be
explained by the fact that UNODC reports that East Africa is
a main route in heroin trafficking originating in Pakistan and
Afghanistan and heading for Europe; furthermore, the region
is also fast becoming a final destination for these drugs, with
a constant growing number of African consumers (UNODC,
2009). Another important fact is that Mozambique is becoming
an important element in the trafficking of cocaine originating
in Latin America (Meeson-Frizelle, 2014).
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A large part of the PWID had their first contact with drugs
when they were 18–24 years of age. A considerable percentage
initiated drugs over five years ago and the preferred location to
inject drugs in Maputo is the home of the dealer; in Nampula/
Nacala it is the home of another person who injects drugs.
The survey findings also reveal that PWID are highly discriminated against. Nearly half of the PWID in Maputo (46.1%) and
34.5% of PWID in Nampula/Nacala reported having experienced some form of discrimination in the year preceding the
survey, and a similar proportion suffered some form of physical
aggression for being a PWID within the same period. A similar
proportion was also detained at some point. Stigma, discrimination and the criminalization of key populations, including
PWID, are linked to various negative health results, as well as
linked to HIV (Baral et al., 2014). A mathematical model shows
that reducing aggression by the police might reduce the incidence of HIV (Strathdee et al., 2010).

High levels of risk behaviors
Nearly half the PWID (50.3% in Maputo and 42.4% in Nampula/Nacala), have shared needles or syringes at some point in
their lives, and a little over 10% of PWID in Maputo and Nampula/Nacala have used a needle or syringe after someone else
injected drugs with it the last time they injected drugs. In Maputo, 14.1% of PWID shared syringes with three or more people in
the month preceding the survey. However, the large majority of
PWID in both locations, Maputo and Nampula/Nacala (89.6%
and 78.9%), reported having access to brand new needles or
syringes. A considerable percentage also reported sharing used
equipment or materials in the preparation of the drugs (spoon,
caps, cotton or cleaning agents). These findings indicate a need
to consider the implementation of harm reduction programs,
as evidenced in some African countries who have implemented such programs. Tanzania represents one of the examples in
the implementation of these programs, with relatively low rates
when compared to the findings reported in this survey (Reid,
2009).
In Maputo, 47.6% of PWID and 70.9% in Nampula/Nacala, did
not use condoms at last intercourse in the 12 months preceding
the survey. It was also found that 57.2% of PWID in Maputo
and 30.9% in Nampula/Nacala injected drugs the last time they
had sex. Although transmission of HIV among PWID is mostly linked to injection drug use, sexual behaviors among PWID
should also be considered important in a context such as Mozambique where there is a generalized epidemic (Kral et al.,
2001; Mathers et al., 2008).
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Among the PWID with a HIV-positive diagnosis prior to the survey in Maputo, nearly one quarter (23.3%) did not seek a healthcare provider for further tests or to obtain HIV-related care. The
survey did not collect CD4 counts, nor the clinical history of
the participants, and therefore it is not possible to calculate the
percentage of participants who should be undergoing treatment
according to the guidelines in effect in Mozambique. In spite
of this fact, and based on self-reporting, we know that nearly
a third of the PWID who had ever initiated ART discontinued
treatment. ART discontinuation is linked to the development
of a virus that resists treatment (Pham, Wilson, Law, Kelleher,
& Zhang, 2014; Parienti et al., 2004). Additionally, initiation of
ART is linked to the reduction of sexual risk behaviors and reduction of injection among people who use drugs (Fu et al.,
2012).

Limited access to healthcare services
Survey data point to a deficit in accessing HIV/AIDS prevention
services among PWID, both in Maputo and in Nampula/Nacala. In the 12 months preceding the survey, 90.5% of PWID in
Maputo and 59.2% of PWID in Nampula/Nacala did not have
any contact with peer educators or HIV/AIDS community outreach workers. Less than half claimed to have participated in
HIV/AIDS lectures in the month preceding the survey. These
results show that PWID in Mozambique still do not benefit effectively from HIV/AIDS prevention programs, contributing to
the vulnerability of this population. Other studies have previously revealed that PWID increasingly contribute to the HIV
infection among the youth and adult population, as a result of
their risk behaviors linked to the use of drugs, and the fact that
the majority of them are in a sexually active age group. Considering this scenario, countries are urged to invest in the implementation of programs directed at preventing and reducing
drug use among this population, as well as the implementation
of education and awareness programs related to HIV and AIDS
and healthcare.
Available data indicate that 73.0% of PWID in Maputo did not
seek healthcare services in the 12 months preceding the survey,
while over half (60.1%) of the PWID in Nampula/Nacala reported that they did seek healthcare services within that same
period.
This fact points to the need to duplicate efforts in providing
healthcare services targeted at PWID in Mozambique. According to the Department of Mental Health in MISAU, national
healthcare services directed at people who use psychoactive
drugs are provided by different health facilities (Quarterly,
Tertiary and Secondary Levels), through their Psychiatry and
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Mental Health Services. However, there are only two health
facilities with specific services targeting the treatment and rehabilitation of drug addicts: the Infulene Psychiatry Hospital in
Maputo and the Mental Health Center in Nampula. This scenario indicates that there is a need in Mozambique for services that
can offer a wider range of healthcare services targeting PWID.
The low capability to provide specialized services for PWID
also results from the lack of information regarding their general
health, like risk of coinfection by HBV and HCV. Approximately 65.3% of PWID in Maputo and 47.9% in Nampula/Nacala
claimed they had never heard about hepatitis B and hepatitis C
before this survey. This demonstrates a serious lack in the diagnosis and treatment of people who use drugs in Mozambique.
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behaviors are incorrect. Investigators attempted to reduce
social desirability bias by asking questions in different ways
at different times in the questionnaire.
•

Recall bias is also a common problem among cross-sectional surveys, and in particular among PWID. However, in an
attempt to reduce such bias, respondents were asked about
last drug use in the last 30 days rather than over a span of
12 months.

•

As this is a cross sectional survey, it is not possible to evaluate temporality or causality, particularly in the association
between HIV and the use of drugs.

•

While findings suggest high levels of HIV and hepatitis B
and C infection among PWID in the two urban areas, these
results should not be extrapolated to other cities or other
regions in Mozambique.

•

The analysis presented in this report does not include multivariable analysis that control for the complexity of effects
among the variables associated with the outcome of interest. As such, some associations, for example between education and HIV prevalence, may be confounded by other
factors, such as age or social and economic level.

10.2. Survey limitations
•

Although the survey used a sound sampling method, it is
possible that certain categories of PWID were not caputured. For example, PWID older than 40 years of age, females who inject drugs, foreign PWID or PWID of high
socio-econimic status may have been under-represented.
However, this is a common challenge in surveys among
hard to reach populations.

•

Our findings may be limited by the change in participant
eligibility criteria to include any individual who reported
ever injecting drugs without a prescription– a necessary
action to overcome bottlenecks in participant recruitment
when we initially limited participants to individuals who
have injected drugs without a prescription in the 12 months
preceding the survey. This change may have resulted in
some persons with lower recent risk of HIV infection being included in the survey than otherwise would have been
included.

•

Although the sample in Nampula/Nacala reached equilibrium on key variables and captured approximately onefourth of the estimated population of PWID in the target
area. The final sample size (N=136) was below that of the
target size. This leads to increased uncertainty around estimates (larger confidence intervals) and limits statistical
power of comparisons made for this survey site.

•

Respondent-driven sampling surveys are also subject to
self-selection bias. For example, there may have been a
higher probability of participation of HIV-positive individuals because of the possibility of being tested for hepatitis
C, a test not regularly offered at health facilities.

•

Face-to-face interviewing methods, such as that used in
this IBBS, are prone to social desirability bias. Meaning
that some participants may not have been truthful when
answering certain questions regarding their behaviors
(e.g. needle sharing), because they recognize that these

10.3. Recommendations

Healthcare service and interventions for harm
reduction
Harm reduction interventions refer to policies, programs and/
or interventions aimed primarily at reducing adverse health, social and economic consequences of illicit drugs, without necessarily reducing their use. It is based on the understanding that
many people around the world continue to use drugs in spite
of efforts to prevent initiation or continued use of drugs. Harm
reduction interventions also take into consideration the fact that
many people cannot or choose not to stop using drugs. As a result, these interventions may or may not benefit only the people
who use drugs, but also their families and communities.
The survey findings reinforce the need to implement harm reduction programs. Additionally, HIV prevention and treatment
activities should be directed specifically for PWID in order to
reduce the risk of infection among this population. These could
include improving peer education programs directed towards
PWID, safe injection kits, replacement therapies and integrated
services for HIV/STI care and drug dependency services (Petersen, Myers, Van Hout, Plüddemann, & Parry, 2013; Strathdee
& Stockman, 2010; Reid, 2009; Mathers et al., 2008).
Since 2009, through the Gabinete Central de Combate as Drogas, the Government of Mozambique has been investing in
awareness campaigns focusing on preventing drug use, and
with the MOH in the creation of mental health and psychiatric
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services within healthcare facilities for people who use drugs
(Program Data, Mozambican MOH). These efforts are supported by non-governmental organizations implementing social reinsertion services, through the Projecto Vidas, in the provinces
of Inhambane, Zambezia and Cabo Delgado. Although their
interventions are focused on populations at higher risk of HIV
infection, such as female sex workers and men who have sex
with men, they also include people who use drugs. However,
as demonstrated in this survey, these services are still scarce for
this population, and we therefore recommend strengthening
and expanding healthcare services specifically targeting PWID
(i.e. friendly services, with no stigma attached).
The survey findings also provide evidence of the need to implement hepatitis B vaccination campaigns for this population. The
results found high hepatitis B prevalence rates (32.1% in Maputo
and 36.4% in Nampula/Nacala). Several studies have found that
vaccination campaigns focused on PWID are cost-effective and
highly efficient in educating for health (Hu et al., 2008; Lugoboni, Quaglio, Civitelli, & Mezzelani, 2009).
There is a need for further interventions to strengthen immediate access to HIV care and treatment services, HIV and HBV
coinfection and HIV and HCV coinfection, considering that
some PWID still do not seek healthcare services for their HIV
infection.
The need for public and specialized services to provide healthcare services to PWID is important to ensure that they benefit
from the same level of attention that is enjoyed by the general
population. When faced with the same problem, the Republic
of South Africa (Reid, 2009) found that private organizations
who regularly treated people who use drugs were expensive and
inaccessible to the population that most needed them; therefore, they decided to initiate specialized care services integrated
with the public network of primary healthcare services targeting people who use drugs.
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The integration of care and treatment services targeting people
who use drugs with the national healthcare system is advocated in the UNODC 2014 report, which claims that the countries
who invested adequately in harm reduction services were able
to significantly reduce HIV dissemination within PWID; knowing the number of members of this population in each country
will help address the discrimination they suffer when accessing
healthcare services, and will eliminate the barriers that prevent
this population from getting the care they need. The report estimates there are 16 to 39 million PWID worldwide, but only
one in six PWID has access to treatment services annually; this
phenomena reinforces the need to initiate evidence-based treatment services and specific care targeting people who use drugs.

Continuous epidemiological surveillance
The limited amount of data about high risk behaviors among
PWID in Mozambique prevents a rigorous evaluation of the
specific prevention, care and treatment needs of this population, while also limiting the capacity of monitoring the risk and
implications of programs that aim to control the epidemic. Although it is widely agreed that the findings of surveys among
the general population provide valuable insight regarding general HIV prevalence rates, what little is known regarding the
risk of HIV infection amongst most at risk populations, such as
PWID, makes the decision-making process at the national level challenging. Given this scenario, continuous HIV prevalence
and incidence surveillance among PWID is recommended, such
as continuous rounds of cross sectional surveys that investigate
behavioral factors related to the use of needles and syringes,
sexual practices; monitoring the use of healthcare services;
and evaluating HIV prevention, care and treatment programs
among PWID. It is also necessary to maintain updated population size estimates for PWID, as well as the mapping of the
healthcare needs throughout the country.
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12. Appendices
12.1. Sample size
The table below indicates the sample sizes required, based on
the HIV prevalence estimates among the PWID population.
Sample
size for
alpha
level of
=.05

Confidence
Interval 95%

0.05

74

0.015–0.13

170

0.10

114

0.05–0.17

262

0.15

152

0.099–0.219

349

0.20

186

0.146–0.266

427

0.32

246

0.26–0.38

565

HIV prevalence
estimate (%)

Sample
size with
2.3 deff

The sample size estimate is based on the following assumptions:
A recent study of two prison populations in Mozambique found
that the HIV prevalence among PWID was estimated at 32.1%
(Augusto, Nala and Manjate, 2006). The HIV prevalence among
PWID populations not in prison is probably lower in relation
to the PWID prison population. Considering that there is no
other formal information regarding the HIV prevalence among
PWID in Mozambique, the survey contemplates establishing
various estimates regarding the HIV prevalence in the survey
sites.
Recent estimates of sample size and project simulations revealed a need for a higher design effect in surveys using RDS.
However, two RDS surveys previously performed by the investigators among men who have sex with men in Kampala, Uganda
and Soweto, South Africa observed a design effect for 11 key

variables ranging between 1.20 and 4.65, with a median estimate of 2.25 and a mean of 1.87 (Kajubi et al, 2008; Lane et al.,
2011). Therefore, a design effect of 2.3 would be adequate for a
similar RDS survey, similar measures and similar target population, and would produce a viable sample size for recruitment in
several locations in Mozambique.
The parameters indicated above for the HIV point prevalence
produce sample sizes of 170–565, depending on the HIV prevalence estimate. We selected a sample mean of 349, rounding up
to a sample size of 350. Note, however, that the calculation of
the sample size may be reviewed during the survey implementation phase, depending on the HIV prevalence rate observed.
Also note it is necessary to proceed with the recruitment required to reach equilibrium (that is, if the composition of the
sample related to the main variables does not change with further recruitment) before concluding the survey. Previous experience (Heckathorn, 2002) suggest that 4–5 waves of recruitment
are generally sufficient to achieve equilibrium for most variables.
12.2. Convergence plots for equilibrium
Convergence plots are used to determine whether RDS estimates are biased by the initial convenience sample of seeds. The
leveling off of estimates (i.e., a horizontal line) as the sample
size increases, indicates that the current estimate is likely not
biased by the choice of seeds. RDS methodology requires that
sampling continue until and estimate has been “stabilized”.
The convergence plots below indicate that the sample size
reached equilibrium and therefore we can be confident in our
sample size and the resulting estimates.
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Nampula/Nacala
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12.3. Survey team

Principal Investigators

73

Jennifer Peregoy (CDC)
Nicolas Schaad (CDC)

Cynthia Semá Baltazar (INS)

Paula Simbine (CDC)

Lídia Gouveia (MISAU, Department of Mental Health)

RDS Field Team

Beverley Cummings (CDC)

Supervisors

Timothy Lane (UCSF)

Co-Investigators
Ângelo Augusto (INS)
Eugénia Teodoro (MISAU, Department of Mental Health)
Luciana Massinga (MISAU, Department of Mental Health)
Peter Young (CDC)
Marcos Benedetti (Pathfinder International)
Henry Fisher Raymond (UCSF)

Technical Advisers

Maputo

		Nampula/Nampula

Olivia Manjate

Gracieth Ferreira

Interviewers/Counselor

Maputo				Nampula/Nampula
Naica Langa

Esmeraldo Júnior

Domingos Muiambo

Eugénio Rosário

Arsénio Saveca			

Santos Vijarona

Coupon Manager

Denise Chitsondzo Langa (INS)

Maputo				Nampula/Nampula

Liliana Baloi (INS)

Egidio Macuácua 		Valdimar António

Helena Ricardo (INS)

Receptionist

Heidi Frank (UCSF)
Riaz Mahomed Mobaracaly (Pathfinder International)
Manuel Condula (REDE-UNIDOS)
Silas Dickie (U.S. Embassy)
Noela Chicuecue (PNC ITS-HIV/SIDA)
Jessica Seleme (PNC ITS-HIV/SIDA)

National IBBS Managers
Roberta Horth (UCSF)
Celso Inguane (I-TECH)

IBBS Data Management

Maputo 		

Nampula/Nampula

Tunecas Homo

Samito Armando

Community Outreach Workers

Maputo 		

Nampula/Nampula

Amade Naimo Amade

Zaiyate Atumane

Occtávio Mondlane

Hélder Romão

		José Rombo
		Rui Júnior
		Roberto Carlos

Isabel Sathane, (I-TECH)
Angelo Guimarães (INS)

IBBS and Field Team Coordinator
Kátia Ngale (Pathfinder)

Additional Participants in Data Analysis and
Interpretation Phase
Ana Jacinto (Pathfinder International)
Caroline de Schacht (Health Alliance International)
Jeremias Cumbe (REDE-UNIDOS)
Joaquim Ngomane (UNODC)
Makini Boothe (UCSF)
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12.4. Sensitivity analysis of HIV prevalence among PWID
Maputo (N=353)

Nampula/Nacala (N=139)

N: Crude

%: Crude % (IC 95%):
Adjusted

Pvalue*

N:
Crude

%:
Crude

% (IC 95%):
Adjusted

P-value*

Positive

179

56.1

50.1 (40.1–59.0)

REF

25

19.8

19.9 (10.9–29.2)

REF

Negative

140

43.9

49.9 (40.9–59.9)

101

80.2

80.1 (70.7–89.2)

Missing

34

–

13

–

25

18.0

18.8 (10.8–27.7)

114

82.0

81.2 (72.2–88.9)

38

27.3

24.5 (15.7–34.2)

101

72.7

75.5 (65.6–84.3)

HIV

HIV low estimate (missing=negative)
Positive

179

50.7

43.1 (35.1–51.6)

Negative

174

49.3

56.9 (48.1–65.2)

0.28

0.99

HIV high estimate (missing=positive)
Positive

213

60.3

57.4 (49.2–65.5)

Negative

140

39.7

42.6 (34.4–51.0)

0.26
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12.5. Survey questionnaire
Questions

Responses

Interviewer Code

[___|___]

Date of interview

dd/mm/yyyy

Is the potential participant a seed?

1. Yes
2. No

Does the potential participant have a valid coupon?

1. Yes
2. No

What is the name of the city that’s being surveyed?

1. Maputo
2. Nampula

The study is taking place today in Nampula or Nacala?

1. Nampula
2. Nacala

What is potential participant’s coupon code?

[___|___|___|___]

Is the potential participant a man or a woman?

1. Man
2. Woman

Has the potential participant participated in this study before?

1. Yes
2. No

How old is the potential participant?

[___|___]

Which city has the potential participant lived in during the last year?

1. Maputo, Matola, or surrounding area
2. Nampula or surrounding area
3. Other

Has the potential participant ever used drugs?

1. Yes
2. No

Has the potential participant ever used a drug on list A?

1. Yes
2. No

Has the potential participant ever injected drugs?

1. Yes
2. No

Has the potential participant injected drugs during the last 12 months? 1. Yes
2. No
When was the last time that he/she injected drugs?

[___|___|___|___] Year
[___|___] Month

How many PWID does the potential participant know by name and
who know his/her name, as well?

[__|__|__|__|__|__|__]

How many of these <ANSWER TO Q15>, did he/she see or meet up
with in the past month?

[__|__|__|__|__|__|__]

Is the potential participant capable of providing informed consent?

1. Yes

(0000000=none)
(0000000=none)
2. No

How would the Coupon Manager rate their confidence that a potential participant is an IDU (confident, somewhat confident, or not
confident)?

1. Confident

Is the potential participant eligible?

1. Eligible

2. Somewhat confident
3. Not confident
2. Not eligible
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Did the potential participant provide informed consent to the study
questionnaire?

1. Yes

Why don’t they want to complete the questionnaire?

Open answer:

Did the potential participant provide informed consent to give a DBS?

1. Yes

2. No

0. No
Why don’t they consent to give a DBS?

Open answer:

Did the potential participant provide informed consent to do the rapid
test for HIV?

1. Yes

Why didn’t they give consent to do the rapid test for HIV?

1. Afraid to know the result

0. No
2. Has already been tested for HIV and does not
want to retake the test
3. Already knows that he/she is HIV-positive
4. Already knows that he/she is HIV-negative
5. Other(specify):

Did the potential participant provide informed consent to be tested for
hepatitis B?

1. Yes

Why didn’t they provide consent to be tested for hepatitis B?

Open answer:

Did the potential participant provide informed consent to be tested for
hepatitis C?

1. Yes

0. No

0. No
For what reason do they not consent to be tested for hepatitis C?

Open answer:

Peer Reference
Now I would like to ask you some questions about your participation in this survey.
What is the main reason you decided to participate in this survey?
Don’t read the answers, mark only one answer.

01. Interested in HIV and sexual health
02. Interested in the case of injecting drug users
03. I wanted to help the community
04. My friend wanted me to participate
05. My friend forced me to participate
06. Incentive / Gift for participation
96. Other (specify): _____________
97. Does not know or does not remember
98. Refused to answer

Think about the coupon that you brought here today. Tell me how you
got this coupon. You:

01. Received the coupon from someone

Read the answers. Mark only one answer.

03. Found the coupon somewhere

02. Bought the coupon from someone
04. Got the coupon in exchange for something
else
96. Other (specify):_____________

How much did you pay for the coupon?

[____|____|____] (meticais)
99997. Does not know or does not remember
99998. Refused to answer

What did you receive in exchange for the coupon?

Open answer:_____________________
99. No answer
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This person is a:
Don’t read the answers. Mark only one answer.
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01. A friend who has injected drugs at some
time.
02. A friend who has never injected drugs.
03. Unknown/Stranger
04. Acquaintance
05. Co-worker or schoolmate
06. Relative
96. Other (specify):_____________
97. Does not know or does not remember
98. Refused to answer

How long have you known the person who gave you the coupon?
Don’t read the answers. Mark only one answer.

1. Less than 6 months
2. Between 6 months and 1 year
3. More than 1 year
7. Does not know or does not remember
8. Refused to answer

Demographic Information
Now I would like to ask you some basic questions about yourself.
What is your nationality?
Don’t read the answers. Mark only one answer.

01. Mozambican
02. South African
03. Zimbabwean
04. Malawian
05. Tanzanian
06. Nigerian
96. Other (specify):_____________
97. Refused to answer

Are you currently in school or have you ever gone to school?
Don’t read the answers. Mark only one answer.

1. Yes, currently studying
2. Yes, have attended school
3. No
7. Does not know
8. Refused to answer

What is the highest level of education you have achieved?
Don’t read the answers. Mark only one answer.

01. Literacy
02. Primary-First Level (Ep1)
03. Primary-Second Level (Ep2)
04. Secondary Education (1st Level)
05. Secondary Education (2nd Level)
06. Elementary Technical Training
07. Basic Technical Training
08. Mid-level Technical Training
09. Teacher Training
10. Higher Education
97. Does not know
98. Refused to answer
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01. Portuguese
02. English
03. Changana or Ronga
04. Maconde
05. Chope
06. Xitswa
07. Bitonga
08. Sena
09. Ndau
10. Nyungué
11. Shona
12. Macua
13. Echuabo
14. Elómue
15. Swahili
96. Other (specify):_____________
97. Does not know
98. Refused to answer

What is your religion?
Don’t read the answers. Mark only one answer.

01. Catholic
02. Protestant/Evangelical
03. Zion/Zionist
04. Muslim
05. Animist
06. No religion
96. Other (specify):_____________
97. Does not know
98. Refused to answer

In which province is your primary residence? (primary residence is
defined as the house where you have spent most of your time during
the past year).

01. Niassa

Don’t read the answers. Mark only one answer.

04. Zambézia

02. Cabo Delgado
03. Nampula
05. Tete
06. Manica
07. Sofala
08. Inhambane
09. Gaza
10. Maputo Province
11. Maputo City
12. Abroad
97. Does not know
98. Refused to answer
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Look at this card with a list of some neighborhoods in Maputo City.
1. Group A
Which group in this list is the neighborhood of your primary residence? 2. Group B
Don’t read the answers. Mark only one answer.

3. Group C
4. Group D
10. Neighborhood is not on the card
97. Does not know
98. Refused to answer

Look at this card with a list of some neighborhoods in Maputo Province. Which group in this list is the neighborhood of your primary
residence?

1. Group A

Don’t read the answers. Mark only one answer.

97. Does not know

2. Group B
10. Neighborhood is not on the card
98. Refused to answer

Look at this card with a list of some neighborhoods in Nampula.
1. Group A
Which group in this list is the neighborhood of your primary residence? 2. Group B
Don’t read the answers. Mark only one answer.

3. Group C
4. Group D
5. Group E
10. Neighborhood is not on the card
97. Does not know or does not remember
98. Refused to answer

How long have you lived in your primary residence?
If less than one year enter 00.

[____|____] (number of years)
997. Does not know
998. Refused to answer

What is your current marital status: widower/widow, divorced or separated, married/living conjugally, single/never married?

1. Widow

Mark only one answer.

3. Separated

2. Divorced
4. Married/Conjugal relationship
5. Single/Never married
8. Refused to answer

Sexual History
Now I’ll ask you some questions about your sexual history. These questions can be difficult to answer. Remember, you do
not have to answer questions you do not feel comfortable answering.
Questions only for men
Have you ever had sex with a woman?

1. Yes
2. No
8. Refused to answer

In total, how many different women have you had sex with in the past [____|____|____] (number of female partners)
12 months? In this case, sexual intercourse means vaginal or anal sex. 9997. Does not know or does not remember
If you can’t remember, please provide your best estimate.
9998. Refused to answer
How many of these (answer 47) women were primary partners (such
as girlfriends or wives)?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 47) women were occasional partners?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer
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[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 47) women did you receive money, an
item, or a service from in exchange for sex?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

Have you ever had anal sex with a man? (If they’re confused, explain:
Anal sex is when a man sticks his penis in the anus of another man.)

1. Yes
2. No
8. Refused to answer

In total, how many different men have you had sex with in the past 12
months? If you do not remember, please make your best estimate.

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 53) men were primary partners (such as
boyfriends or husbands)?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 53) men were occasional partners?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 53) men did you give money, an item, or
service to in exchange for sex?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 53) men did you receive money, an item,
or a service from in exchange for sex?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

Questions only for women
Have you ever had sex with a man?

1. Yes
2. No
8. Refused to answer

In total, how many different men have you had sex with in the past
12 months? In this case, sex means vaginal or anal sex. If you can’t
remember, provide your best estimate.

[____|____|____] (number of female partners)

How many of these (answer 59) men were primary partners (such as
boyfriends or husbands)?

[____|____|____] (number of female partners)

9997. Does not know or does not remember
9998. Refused to answer
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 59) men were occasional partners?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 59) men did you give money, an item, or
service to in exchange for sex?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

How many of these (answer 59) men did you receive money, an item,
or service from in exchange for sex?

[____|____|____] (number of female partners)
9997. Does not know or does not remember
9998. Refused to answer

Partner Matrix
Now I’ll ask you some questions about the person you had sex with most recently.
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How old is this person? (If you do not know their exact age, please
provide your best possible estimate).

[____|____] (age)

Is this person biologically male or female?

1. Biologically female
2. Biologically male

What kind of relationship do you have or have you had with this
person?

1. Permanent (husband/wife)

Don’t read the answers. Mark only one answer.

3. Occasional

2. Stable (boy/girl friend)
4. Transactional (sex for money or things)
5. One night stand (only once)
7. Does not know
8. Refused to answer

The last time you had sex with this person was a condom used?

1. Yes
2. No
7. Does not know
8. Refused to answer

The last time you had sex with this person, did you use drugs or drink
alcohol before or during sex?

1. Yes, used IV drugs

Mark all answers that apply.

3. Yes, used alcohol

2. Yes, used non-IV drugs
4. Did not use drugs or alcohol
7. Does not know or does not remember
8. Refused to answer

The last time you had sex with this person, did you receive or give
money in exchange for sex? Mark all answers that apply.

1. Yes, gave money
2. Yes, received money
3. Did not give or receive any money
7. Does not know or does not remember
8. Refused to answer

Does this person inject drugs?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you ever share a syringe with this person?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Now I will ask a series of questions about the person you had sex with most recently before that last person.
How old is this person? (If you do not know the exact age, please
make the best possible estimate).

[____|____] (age)

Is this person biologically male or female?

1. Biologically female
2. Biologically male

What kind of relationship do you have or have you had with this
person?

1. Permanent (husband/wife)

Mark only one answer.

3. Occasional

2. Stable (boy/girl friend)
4. Transactional (sex for money or things)
5. One night stand (only once)
7. Does not know or does not remember
8. Refused to answer
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1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

The last time you had sex with this person, did you use drugs or drink
alcohol before or during sex?

1. Yes, used IV drugs

Mark all answers that apply.

3. Yes, used alcohol

2. Yes, used non-IV drugs
4. Did not use drugs or alcohol
7. Does not know or does not remember
8. Refused to answer

The last time you had sex with this person, did you receive or give
money in exchange for sex?

1. Yes, gave money

Mark all answers that apply.

3. Did not give or receive any money

2. Yes, received money
7. Does not know or does not remember
8. Refused to answer

Does this person inject drugs?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you ever share a syringe with this person?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Drug Use
When I mention drugs, I am referring to drugs that are not medical prescriptions and do not consider tobacco or alcohol
as a drug.
Have you ever received drugs in exchange for sex?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

How old were you when you used drugs for the first time?

[____|____] (age)
997. Does not know or does not remember
998. Refused to answer

How often did you use drugs in the past 12 months, a few times per
year, a few times per month, a few times per week, or daily?

1. A few times per year (once per month or less)
2. A few times per month (once per week or less)
3. A few times per week (less than once per day)
4. Daily (at least once per day)
5. Not used drugs
7. Does not remember/does not know
8. Refused to answer
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0. None
1. Heroin (hero, pinch, unga, pafu)
2. Morphine
3. Methadone
4. Cocaine (coke, white powder, “cheirinho”)
5. Crack
6. Cocktail (mixture of drugs)
7. Royps (italians, “drunfos”, psychotropics)
8. Buprenorphine
9. Ecstacy (MDMA)
10. Inhalants
11. Amphetamines
12. Tranquilizers (diazepam, nitrazepam,
alprazolam)
13. Advil or Phenargam
14. “Maconha”, hashish, marijuana
96. Others (specify) _____________
97. Does not know or does not remember
98. Refused to answer

How old were you when you injected for the first time?

[____|____] (age in years)
97. Does not know or does not remember
98. Refused to answer

Which drug do you inject most often?
If the participant did not injected during the last 12 months ask: Which
drug do you injected most often?

1. Heroin
2. Cocaine
3. Other (specify)
4. Injected only once in your life
7. Does not know or does not remember
8. Refused to answer

NOTE: Before asking this question, I would like to let you know that
you don’t need to give me any exact location details. Where do you
usually consume injectable drugs?
If the participant did not inject in the past 12 months ask: Where did
you used to inject drugs?
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01. In his/her home
02. In the house of another PWID
03. In the house of his/her drug dealer
04. Any abandoned building
05. Other public places (hospital, movie theater,
bus terminal)
06. The bathroom in nightclubs
07. Prison
08. Street/park/beach
09. Shop/café bar
10. Workplace
11. Markets
12. Other open spaces
96. Other (specify)___________________
97. Does not remember/Does not know
98. Refused to answer

In the next section, I would like to ask you some questions about your injection practices.
When you inject drugs, who does the injecting for you?
If the participant did not inject in past 12 months ask when you used
to inject who did the injecting for you?
Mark all answers that apply.

1. Solo
2. A friend
3. Sexual partner
4. Drug dealer
5. Health professional
6. An employee of the dealer
8. Other (specify)
97. Does not know or does not remember
98. Refused to answer

Since you started injecting drugs, have you ever shared needles or
syringes? If yes, with whom?

0. Never shared

Mark all answers that apply.

2. An occassional or unfamiliar sexual partner

1. Your usual or regular sexual partner
3. A friend you hang out with often
4. A friend you don’t hang out with often
5. A drug trafficker/dealer
6. Someone who injects others professionally
7. Someone you did not know before/a stranger
8. A fellow prisoner
9. A family member
96. Other (specify)
97. Does not know or does not remember
98. Refused to answer

How often did you inject drugs in the past 12 months, a few times per
year, a few times per month, a few times per week, or daily?

1. A few times per year (once per month or less)
2. A few times per month (once per week or less)
3. A few times per week (less than once per day)
4. Daily (at least once per day)
7. Does not remember/does not know
8. Refused to answer
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1. Yes
2. No
7. Does not remember/does not know
8. Refused to answer
9. Not applicable

Where do you usually get a new syringe?
If the participant did not inject in past 12 months ask: Where did you
used to inject?
Mark all answers that apply.

01. Market
02. Pharmacy
03. Drug trafficker/dealer
04. Health worker
05. Family or relative or spouse
06. Sexual partner
07. Friends
96. Other (specify)
97. Does not know or does not remember
98. Refused to answer

Now I want you to think specifically on the last time you injected. Answer yes or no to the following questions.
Did you inject with a brand new needle or syringe? One that nobody,
not even you, had used before?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you inject with a needle or syringe that only you, and nobody else,
had used before?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you inject with a needle or syringe prepared by another person?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you use a needle or syringe after someone had used it to inject
themselves?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you pass the needle or syringe to another person immediately
after you had used it to inject yourself?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you share equipment used to prepare the drug, for example, a
spoon or lid?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you share any other type of injecting equipment, for example,
cotton swabs or disinfectant?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer
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Now I’m going to ask you some questions about the times you injected drugs in the past month. When my questions are
based on frequency please respond with one of the following answer options on this card (all the time, most of the time,
sometimes, or never).
During the last thirty days, how many days did you inject drugs?

[____|____] (number of days)
97. Does not know or does not remember
98. Refused to answer

The most recent day you injected, how many times did you inject?
[DO NOT INCLUDE TODAY]

[____|____] (Number of times injected)
97. Does not know or does not remember
98. Refused to answer

Think of moments when you injected drugs last month. How many
people shared your needles or syringes?

[____|____] (number of people)
97. Does not know or does not remember
98. Refused to answer

Last month, how often did you inject with a needle or syringe that had
been used before by someone else?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Last month, how often did you clean a needle or syringe that had
already been used by another person?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

What did you use to clean the needle or syringe?
Mark all answers mentioned.

1. Cold water
2. Hot water
3. Saliva
4. Urine
5. Soda/refreshments
6. Alcohol
7. Javel (Bleach)
8. Cotton
9. Soap/Detergent
10. Other (specify)________________
97. Does not know or does not remember
98. Refused to answer

Last month, how often did you use a brand new syringe that had
never been used?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer
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1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Last month, how often did you pass a syringe to someone else after
you had used it to inject yourself?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Last month, how often did you inject yourself with a syringe that had
been prepared by someone else?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Last month, how often did you share equipment used to prepare
drugs, for example, a spoon or lid?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Last month, how often did you share any other type of equipment, for
example cotton swabs or disinfectant?

1. Every time
2. Most of the time
3. Sometimes
4. Never
7. Does not know or does not remember
8. Refused to answer

Program Coverage
Now I’ll ask you some questions about your experience with social programs.
During the past 12 months, have you ever participated in workshops
to discuss HIV and/or AIDS?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

In the past 12 months, have you received any of these items for free:
Condoms, lubricants, flyers or something else? Mark all answers that
apply.

01. Condoms
02. Lubricants
03. Flyers
04. Nothing
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer
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01. PSI
02. Pathfinder
04. Government
05. UNFPA
06. Hospital, Health Center
07. Church, Religious Organization
08. Get Jobs
09. GHC
10. 100% LIVES Project
11. Geração Biz
12. UNIDOS (National Network to combat drugs)
13. Mavalane center to fight drugs and HIV/SIDA
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer

Have you ever been in contact with a peer educator or community
health activist in the past 12 months?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

What organizations or institutions were supporting these educators or
activists? Mark all answers that apply.

01. PSI
02. Pathfinder
04. Government
05. UNFPA
06. Hospital, Health Center
07. Church, Religious Organization
08. Get Jobs
09. GHC
10. 100% LIVES Project
11. Geração Biz
12. UNIDOS (National Network to combat drugs)
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer

How many times have you been in contact with educators and activists in the past 12 months?

[__|__|__] (number of times)
9997. Does not know or does not remember
9998. Refused to answer

What services or information have you received from educators or
activists?

01. General information about HIV/STI

Do not read the answers. Mark all answers that apply.

03. Referral for STI treatment

02. Condoms
04. Referral for ART
05. Referral for HIV testing
06. General information about the use of drugs/
drug use prevention
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer
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1. Treatment for abscess
2. Treatment for overdose
3. Replacement of drugs
4. Outpatient counseling
5. Self-help Group
6. Detoxification program
7. Rehabilitation
8. Other (specify)___________________
9. None
97. Does not know or does not remember
98. Refused to answer

STIs
Now I’ll ask you some questions about sexually transmitted diseases. These are diseases you can get through
unprotected sex with someone.
Over the past 12 months, have you had an unusual discharge from the 1. Yes
penis?
2. No
7. Does not know or does not remember
8. Refused to answer
Over the past 12 months, have you had a sore or ulcer in the region of
the penis or anus?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Over the past 12 months, have you had an unusual discharge from the 1. Yes
vagina?
2. No
7. Does not know or does not remember
8. Refused to answer
Over the past 12 months, have you had a sore or ulcer in the region of
the vagina?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Over the past 12 months, has someone told you that you had or could 1. Yes
have an STI?
2. No
7. Does not know or does not remember
8. Refused to answer
The last time you had a discharge or ulcer did someone tell you that
you might have an STI, did you seek medical advice or treatment?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Hepatitis B and Hepatitis C
Now I would like to ask you some questions about hepatitis.
Have you ever heard of hepatitis B or hepatitis C?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer
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1. Sharing a meal
2. By a blood transfusion
3. Drinking non-potable water
4. From mother to child while pregnant
5. Through the sharing of needles/syringes
6. Through sexual intercourse
7. Other (specify):
97. Does not know or does not remember
98. Refused to answer

Have you ever been tested for hepatitis B or hepatitis C?

1. Yes, hepatitis B
2. Yes, hepatitis C
3. Yes, but doesn’t know if it was hepatitis B or
C
4. No
7. Does not know or does not remember
8. Refused to answer

What was the result of your test for hepatitis B or hepatitis C?
Mark all answers that apply.

1. HBV+
2. HCV+
3. HBV4. HCV5. Positive, but doesn’t know which hepatitis
6. Negative, but doesn’t know which hepatitis
7. Does not know or does not remember
8. Refused to answer

Have you ever heard of a vaccine to prevent hepatitis B?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Have you ever received a hepatitis B vaccine?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Health Services
Now I would like to ask you some questions about your experience with the health system.
Are you circumcised?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Over the past 12 months did you seek medical treatment from a doctor, nurse or other health professional?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

During the past 12 months, did you have difficulties in receiving
treatment from a doctor, nurse, or other health professional when you
sought health care?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer
9. Valid skip
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01. Very expensive
02. Too far away
03. Was not able to obtain a day-off from work
04. Waiting time in the lines is very long
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

During the past 12 months did you seek any drug or medicine that
you were not able to obtain?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Why were you not able to obtain the drugs or medicine?
Do not read the answers. Mark all answers that apply.

01. Very expensive
02. Too far away
03. Was not able to obtain a day-off from work
04. Waiting time in the lines is very long
05. They were not available for sale
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

Where do you usually seek healthcare?
Do not read the answers. Mark all answers that apply.

01. Public hospital/Health center
02. Private clinics
03. Pharmacy
04. Traditional doctor/healer/religious
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

Questions only for women
Are you currently pregnant?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Have you ever been pregnant? If so, how many times were you
pregnant?

[____|____] (number of times)
997. Refused to answer

If never enter 00.
Have you ever given birth? If so, how many times have you given
birth?

[____|____] (number of times)
997. Does not know or does not remember
998. Refused to answer

The last time you got pregnant, was it intentional?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

In the last 5 years have you ever had either an induced or spontaneous abortion?(a spontaneous abortion means you lost a baby
without wanting to and an induced abortion is a deliberate interruption
of the pregnancy for people who do not wish to raise a child).
1. Yes, spontaneous

2. Yes, induced
3. No
7. Does not know or does not remember
8. Refused to answer
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1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

What is the main method you are using?
Do not read the answers. Mark one answer.
RAPID HIV TESTING

01. Female sterilization
02. Male sterilization
03. IUD
04. Injections
05. Implants
06. Pill
07. Male Condom
08. Female condom
09. Diaphragm
10. Foam/jelly
11. Lactational amenprreia method
12. Rhythm method
13. Withdrawal
14. Other modern method (specify)_______
15. Other traditional method (specify)_______
97. Does not know or does not remember
98. Refused to answer

Now I’ll ask you some questions about HIV testing. Remember that you do not have to answer any questions you do not
feel comfortable answering.
Do you know any place where you can go to be tested for the virus
that causes AIDS?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Have you been tested for HIV?

1. Yes
2. No
8. Refused to answer

What are your reasons for NOT getting tested for HIV?
Do not read the answers. Mark all answers that apply.

01. Does not know where to go
02. Not infected by HIV
03. Not at risk of HIV infection
04. I trust my partner
05. I’m afraid to discover that I am Positive
06. Not ready for testing
07. Lack of confidentiality
08. Doesn’t want to be stigmatized
09. Fear of losing job
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer
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01. Less than 6 months ago
02. Between 6 and 12 months ago
03. Between 12 and 23 months
04. 2 years ago
05. 3 years ago
06. 4 years ago
07. 5 or more years ago
97. Does not know or does not remember
98. Refused to answer
99. Not appicable

Where was the test done?
Do not read the answers. Mark one answer.

01. GATV/ATS
02. Hospital/Health Center
03. Blood bank
04. Private Clinic/Laboratory
05. SAAJ, Youth friendly services
06. GATV/ATS satelite
07. PTV, Pre-Natal
08. HIV counseling and testing in the community
09. Other (specify)
97. Does not know or does not remember
98. Refused to answer

What were the reasons which led you to have your last HIV test? Is
there any other reason?

01. I wanted to know if i had HIV

Do not read the answers. Check all answers mentioned..

03. I wanted to start having sex with a new
partner

02. My partner asked me to do the test

04. I wanted to get married
05. I need insurance coverage
07. My employer required testing
08. I felt bad
09. I was advised by a health worker
10. (Nurse / Doctor / Peer Educator)
………………….
11. I was pregnant
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer
What was the result of your most recent HIV test?

1. Positive
2. Negative
3. Indeterminate
4. I did not receive my results
7. Does not know or does not remember
8. Refused to answer
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When did you receive the result of your first HIV test with positive
result?
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01. Less than 6 months ago
02. Between 6 and 12 months ago
03. Between 12 and 23 months ago
04. 2 years ago
05. 3 years ago
06. 4 years ago
07. 5 or more years ago
97. Does not know or does not remember
98. Refused to answer

Do you think your risk/danger of being infected with HIV/AIDS is low,
moderate, high or no risk at all?

1. No risk
2. Low
3. Moderate
4. High
7. Does not know or does not remember
8. Refused to answer

What are the reasons that make you believe that you do not have any
risk or low risk? Is there any other reason?

01. Confidence in partner

Do not read the answers. Check all answers mentioned.

03. I do not share needles

02. I use a condom
04. I know that me and my partner are not
infected
05. My ancestors protect me
06. God protects me
07. It is a rural disease
08. It is an urban disease
09. It is a disease of males
10. HIV does not exist in my community
11. It is a black person’s disease
12. It is a white person’s disease
13. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer

What are the reasons that make you believe that you have a
moderate or high risk?

01. Blood transfusion

Is there any other reason?

03. I don’t trust my partner

Do not read the answers. Check all answers mentioned.

02. I don’t use condoms
04. I had wounds/cuts
05. Multiple partners
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

What do you think your current HIV status is? Do you think that you
are currently HIV-positive or HIV-negative?

1. HIV-positive
2. HIV-negative
7. Does not know or does not remember
8. Refused to answer
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HIV Care and treatment
Previously, you said that your HIV status is positive. I would like to ask you some questions about HIV treatment now.
Have you sought a doctor, nurse, or other health care professional for
medical examinations or treatment for your HIV infection?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Have you ever taken or are you currently taking ARVs? Antiretrovirals
are medicines that slow the growth of the virus in HIV-infected people
and enable people with AIDS to live for a much longer time.

1. Yes, I’m taking them
2. Yes, but I no longer take them
3. No
7. Does not know or does not remember
8. Refused to answer

Have you taken ARVs in the past 12 months?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Why have you stopped taking ARVs? Do not read the answers. Mark
all answers that apply.

01. They made me sick
02. They did not work
03. I had no money to buy them
04. The distance I had to travel to get them was
too far
05. I was feeling better and did not need them
06. A doctor/nurse told me to stop taking them
07. The pharmacy ran out of medication
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer

If you are taking ARVs, where do you get them?
Do not read the answers. Mark all answers that apply.

01. Public hospital/Health center
02. Private clinics
03. Pharmacy
05. Traditional doctor
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

If you are no longer taking ARVs, where did you get them?
Do not read the answers. Mark all answers that apply.

01. Public hospital/Health center
02. Private clinics
03. Pharmacy
05. Traditional doctor
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer
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If you have never taken ARVs, where do you think you could you get
them?

01. Public hospital/Health center

Do not read the answers. Mark all answers that apply.

03. Pharmacy

02. Private clinics
05. Traditional doctor
96. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

Stigma and Discrimination
Now I’ll ask you some questions about your personal experience with discrimination and stigma. These questions can be
sensitive and you can refuse to answer any question that makes you feel uncomfortable.
Over the past 12 months, do you believe you have been refused the
following types of services, because someone thought you inject
drugs? I am going to read from a list. For each option, say yes or no.

01. Health Services

Do not read the answers. Mark all answers that apply.

04. Police Assistance

02. Employment
03. Education
05. Legal assistance
06. Social assistance
07. Church
08. None
97. Does not know or does not remember
98. Refused to answer

In the past 12 months, how often were you hit, kicked, or beaten
because you were allegedly thought to inject drugs? If yes, how many
times?

[____|____] (number of times)
997. Does not know or does not remember
998. Refused to answer

Insert 00 if never.
Who was the last person that hit, kicked or beat you? Mark only one
answer.

1. Does not know the person
2. Customer
3. Another drug user
4. Friend
5. Acquaintance
6. Relative
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer

Over the past 12 months were you ever sexually mollested? If yes,
how many times?

[____|____] (number of times)

Insert 00 if never.

997. Does not know or does not remember

00 - If NEVER
998. Refused to answer

Who was the last person who mollested you?
Mark only one answer.

1. Does not know the person
2. Customer
3. Another drug user
4. Friend
5. Acquaintance
6. Relative
96. Other (specify):__________
97. Does not know or does not remember
98. Refused to answer
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Did you seek medical treatment after this happened?
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1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you report this incident to the police?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Have you ever been imprisoned?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Did you ever inject drugs while you were in prison?

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Social Networking
Now I’ll ask you some questions about people who inject drugs and live or work in this city or its surroundings. If you
don’t know or can’t remember, please provide your best estimate.
Approximately, how many other injecting drug users do you think live
in and around the city of <Maputo or Nampula>?

[__|__|__|__|__|__|__]
(0000000=none)
9999997. Does not know or does not remember
9999998. Refused to answer

Over the past 6 months, did you ever receive an object similar to this
thing I’m showing you? SHOW THE OBJECT

1. Yes
2. No
7. Does not know or does not remember
8. Refused to answer

Can you show it to me?

1. Yes, here it is
2. I have it, but don’t have it with me at this moment. I remember where it is, though.
3. I don’t have it with me at this moment. And I
don’t know where it is.
7. Does not know or does not remember
8. Refused to answer

Can you tell me how you received this object?

1. From an outreach worker

Do not read the answers. Mark only one answer.

2. From someone who was not an outreach
worker
6. Other (specify):__________
7. Does not know or does not remember
8. Refused to answer

What was the color of the t-shirt they were wearing?

1. Orange
2. Other color
7. Does not know or does not remember
8. Refused to answer
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We are almost done. Now, let me ask you again, approximately how
many people who inject drugs do you think live in and around the city
of <Maputo or Nampula>?
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[__|__|__|__|__|__|__]
(0000000=none)
99999997. Does not know or does not
remember
99999998. Refused to answer

Before closing, would you like to alter your consent for participation in
the DBS process?

1. Yes

Would you like to alter your consent for participation in rapid HIV testing and disclosure of results?

1. Yes

Would you like to alter your consent to receive the hepatitis B test
results?

1. Yes

Would you like to alter your consent to receive the hepatitis C test
results?

1. Yes

2. No
2. No
2. No
2. No

Thanks for your participation!

For the interviewer:
How confident are you that the answers given by the participant are
true?

1. Confident
2. Some doubts
3. I am not confident

Please explain why you are not confident or have doubts about the
answers given by the participant?

Open answer ____________________

Do you have any comments to add?

1. Yes
2. No

Write your comments

Open answer ____________________

Why is the participant not eligible?

1. Does not have a valid coupon invitation

Mark all answers that apply.

2. Less than 18 years old
3. Already participated in the study
4. Not used drugs in the last 12 months
5. Is drunk/too high
6. Unable to communicate in a language used in
the study
7. Does not reside, work, or socialize in the city
or its surrounding area
8. Did not provide informed consent for the
questionnaire
9. Other (specify): ____________________
10. Never used drugs

Type the participant’s coupon code again.

[___|___|___|___|___]
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12.6. Formative assessment final report

Introduction
Illicit intravenous drug use is a recognized risk factor propagating the HIV epidemic and the spread of other diseases.
According to the United Nations Office on Drugs and Crime
(UNODC), an estimated 11 to 22 million people injected drugs
globally in 2013, of which 1.6 million (1.2–3.9 million) were
living with HIV (United Nations and United Nations Office on
Drugs and Crime, 2013).
Although it is well-established that illicit drug injection contributes largely to the burden of HIV and other diseases, and that it
has major implications for public health in Africa, drug injection
use reporting is available in only a handful of countries (Mathers
et al., 2008). Nonetheless, injection drug use is known to occur
in sub-Saharan Africa wherein the most common drugs injected
are heroin, cocaine and speedball, a combination of heroin and
cocaine. The prevalence of people who inject drugs (PWID) in
Africa was estimated at 0.17% among 15–49 year olds (United
Nations Office on Drugs and Crime, 2014). In 2006, the prevalence of PWID in urban areas of Mauritius was 1.4%; the highest prevalence was among secondary school students, female sex
workers (FSW) and prisoners. In Africa, most PWID are male,
estimated to account for as low as 66% of PWID in northern
Nigeria and as much as 93% of PWID in Nairobi, Kenya (Aceijas
et al, 2006; DesJarlais et al, 2006). Studies among females who
inject drugs have found that many are also involved in sex work
(Dewing et al, 2006, Mitike et al, 2005).
In Mozambique, until recently, HIV prevalence and risk behavior data were obtained through general population surveys such
as the ANC HIV and Syphilis Sentinel Surveillance Survey, the
Demographic and Health Survey (DHS) and the National AIDS
Indicator Survey (INSIDA 2009). These surveys do not provide
specific information on key populations at higher risk for HIV
in Mozambique, such as FSW, long distance truck drivers, Mozambican miners working in South Africa, men who have sex
with men (MSM) and PWID. Between 2011 and 2012, the first
Integrated Biological and Behavioral Surveys (IBBS) were conducted among key populations at higher risk for HIV in Mozambique (MSM, FSW, miners and long distance truck drivers), and
in 2013 the first IBBS among PWID was implemented.
Before this IBBS, neither reliable information on the size of the
PWID population nor on services specifically intended for this
population were available in Mozambique (PSI et al., 2010). Government-funded interventions in the country mainly cover education campaigns to prevent drug use, mental health and psychiatric treatment services for PWID in public health facilities
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(Reid, 2009), and social reintegration efforts for people served
by these facilities (Council of Ministers of Mozambique, 2011).
The Vidas Project, implemented by a consortium of non-governmental organizations (NGOs) and community based organizations (CBOs) in Inhambane, Zambezia and Cabo Delgado,
serves populations at higher risk for HIV, including PWID. The
project’s interventions include voluntary counseling and testing
(VCT) and referrals for HIV care in public health facilities (PSI
et al., 2010).
The design of effective policies and interventions that tackle HIV/AIDS among PWID in Mozambique requires reliable
estimates of the prevalence of HIV and sexually transmitted
infections (STIs) and associated social, behavioral and environmental risk factors. Moreover, proper resource allocation depends on a reliable estimate of the population size of PWID in
Mozambique.
This report presents results from the formative assessment (FA)
component of the IBBS among PWID in Maputo and Nampula/Nacala, two urban centers in Mozambique. This assessment
aimed to identify operational and logistical requirements for
conducting an IBBS among PWID, to increase understanding of
the specific social and behavioral characteristics of PWID, and
to assess the availability of health and social services at the two
survey locations.

Objectives
General objective

The overall objective of the formative evaluation was to identify the operational and logistical needs required to conduct a
survey using response driven sampling methodology in Maputo
and Nampula/Nacala cities; increase knowledge of the characteristics of PWID in survey locations; identify potential seeds
(first participants) of the survey; and additional information that
would facilitate planning and successful implementation of the
survey.
Specific objectives

1.

Provide practical information related to survey implementation, including:
»»

to identify appropriate locations for the survey office
in each area;

»»

to assess acceptability of survey procedures, such as
questionnaire administration by interviewers using
laptops (netbooks), sampling of intravenous blood,
rapid testing, etc.;
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»»

to identify the best language and terminology for
questionnaire administration;

»»

to understand what incentives would be appropriate
for participating in the survey;

»»

to identify health services and support available to the
population in each area;

»»

to establish partnerships for participant referrals, particularly for those with positive HIV , hepatitis B and/
or hepatitis C rapid test results;

»»

to assess potential barriers and facilitators of survey
implementation;

»»

to test acceptability of the survey questionnaire among
the target population.

Increase knowledge of the population’s social and behavioral characteristics at each survey location; specifically:
»»

risk behaviors;

»»

zones where
risk-behaviors;

»»

population size estimates and expected sample sizes
achievable;

PWID

socialize

or

engage

»»

population geographic distribution;

»»

composition, diversity and size of social networks.

in

Methodology
Formative assessment sites and participant eligibility

This formative assessment was conducted in the cities of Maputo and Nampula/Nacala, from June to July 2013. The cities of
Nampula and Nacala were considered a single study site as they
have interconnected social networks of drug users.
Individuals considered eligible to participate in the key informant interviews (KII) were members of organizations that provide services and/or care to PWID over 18 years of age. Current
and former PWID as well as individuals identified as having information about the target group were eligible to participate in
focus group discussions (FGDs), such as people who use non-injection drugs.
Data collection methods

The formative assessment phase of IBBS among PWID used a
combination of qualitative methods and other tools common in
ethnographic studies in order to quickly gather important information about the group, namely:

Key informant interviews

Key informants serve as “cultural experts,” offering insight into
the context of HIV risk behavior among PWID locally, as well
as the types of locations where PWID congregate and can be
recruited. Although good key informants may not know everything there is to know about PWID who are at risk for HIV
infection, they should be able to contribute to the understanding of how best to approach potential participants and identify
problems that The Mozambique PWID Survey staff may encounter in the field. A diverse group of key informants was interviewed to accurately reflect the characteristics of the PWID
locally (Schensul et al. 1999).
Key informants included individuals important to and well informed about the PWID community in the proposed sites.
Examples of key informants include: PWID community leaders (current and former PWID), persons doing outreach work
among PWID, researchers familiar with local PWID, healthcare
and other service providers.
Focus group discussions

Focus groups are semi-structured interviews conducted with
several individuals at a time, under the direction of a moderator
(Kreuger and Casey 2000). This interview format can provide
quick information about general topics of interest (e.g., risk
behaviors among local PWID, social networks among PWID,
means of recruiting PWID to participate in the survey, acceptability of proposed technology to be used in the research, and
the identification of PWID community stakeholders and local
leaders) or specific information on issues about which little is
known (e.g., where local PWID look for drugs and how the
PWID survey should be marketed locally). Information collected through these focus groups are used to validate findings
from other formative research activities. Focus groups can also
be used to explore issues that were raised by key informants or
were observed by staff in the field.
Participants in focus group discussions were recruited at each
proposed study site. Participants were recruited for focus groups
using purposeful sampling techniques, which is the intentional
recruitment of participants who are best suited to provide a full
description of the phenomenon being studied. The composition
of each focus group was relatively homogenous in terms of relevant socio-demographic characteristics in order to encourage
individuals to freely share their ideas and perceptions. Focus
group discussion participants included PWID, drug users that
do not inject and peer educators.

The Integrated Biological and Behavioral Survey Among People Who Inject Drugs, Mozambique 2014

12. Appendices

101

Data collection tools

Ethical considerations

The interview guide aimed to obtain information on the provision of health services and other services for PWID in Mozambique and potential referral locations for the treatment of
HIV and hepatitis. Information gathered through KIIs were exploratory in nature (e.g the health concerns and demographic
characteristics of the local PWID community) and focused on
specific issues (e.g. health services sought by PWID, barriers to
the provision of health care, social assistance offered to PWID,
identification of local HIV prevention programs for PWID, and
the possibility of testing and treatment of other STIs or bloodborne diseases).

Each key informant interview and focus group discussion began
only after obtaining informed consent from each participant.
Each participant received a copy of the consent form signed by
him or her and the interviewer, while the interviewer kept the
original copy signed by both in accordance with ethical procedures. To safeguard participants, the team did not request any
individually identifying information. All KIIs and focus groups
were conducted in private non-disclosing settings and lasted a
maximum of 90 minutes. These ethical measures were put in
place to protect participants who belong to a highly stigmatized
social group.

After a brief introduction of the study, the moderator obtained
written, informed consent from each participant, separately.
The moderator then presented the objectives of the session
outlined in the interview guide. The focal group discussions
were conducted by two trained research assistants (a primary
interviewer and a note taker), using interview guides aimed to
elicit discussion on issues related to PWID behavior, socio-demographic characteristics of PWIDs, acceptability of proposed
survey procedures and sampling method, healthcare and other
services seeking and availability and the feasibility of the study
in the proposed survey locations in Mozambique.. All KIIs and
focus group discussions were conducted in Portuguese.

To protect the identity of participants, no KIIs or FGDs was
videotaped. With the consent of the participants, the KIIs and
FGDs were audio recorded and were later transcribed. However, before recording, participants were instructed neither to use
their name or other information that would identify them nor
the names of other participants, so as not to suffer negative consequences in the event that individuals were identified.

Field team training

Prior to the implementation of the formative assessment, members of the data collection team benefited from a week-long
training, which included general knowledge about PWID across
the world, in sub-Saharan Africa and in Mozambique; ethical aspects of human subjects research and standard operating procedures for the collection of qualitative data. The training included
theoretical and practical aspects with the simulation of survey
procedures that were facilitated by survey researchers. Team
members from both survey sites were trained and included a
supervisor, two interviewers/annotators and two community
outreach workers. Interviewers and annotators had a degree in
social science disciplines, research experience with vulnerable
social groups or issues related to HIV and, in addition to the
command of the Portuguese language, they were also fluent in
local languages. The teams were supervised centrally by survey
researchers and the community liaison coordinator.

The survey was approved by the Comité Nacional de Bioética para a Saúde (National Bioethics Committee for Health –
CNBS) of Mozambique, the UCSF Committee for Research on
Human Subjects by UCSF and CDC’s Global Health Center as
a “research activity involving human beings, but where the involvement of CDC does not include contact with [them].” All
data collection staff received training on ethics in research involving human subjects and signed a confidentiality agreement
before initiating their roles in the formative assessment.
Sample size

The issue of sample size in qualitative research is not set a priori, but based on when data saturation is reached – the point at
which further analysis of the data does not yield any new information or does not add anything new to the theory being derived from the data. For this formative assessment ten (10) KIIs
and four FGDs (with 6–12 participants in each) were carried out.
Participants were purposefully recruited through the help of organizations providing services to PWID in each survey site or by
looking in places where there are no services available.
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Groups covered by formative assessment

Triangulation

To achieve the objectives, the interviews covered social and
health services, national and international organizations, people
who work with the target group (e.g. peer educators) and people who inject drugs or who had done so in the past. The tables
below present the organizations and individuals who participated in key informant interviews (Table 12.5.A) and in FGD (Table
12.5.B) at each site.

Additional information was used to supplement the conclusions
drawn from the KIIs and FGDs and to better understand the
target population.
The information included:
•

Written documents (e.g. policies, meeting minutes, organization charts, reports, procedural manuals and “official”
material such as websites, brochures, press releases, ads,
websites and annual reports);

•

Participation with CBOs, NGOs and other related events,
conference materials and meetings;

•

Observations of the places where PWID activities are carried out, and the local environment in which they operate.

Recruitment and eligibility of participants

At each site assessment, community outreach workers (COWs)
worked with the community liaison coordinator, the survey supervisor and interviewers to design a participant recruitment
plan for formative assessment. Under the guidance of the community liaison coordinator and survey supervisor, the COWs
identified the “community entry points,” which facilitated access to the local PWID community.
Each team put together a list of potential key informants and
FGDs participants, taking into account the need for diversity in
participant characteristics, which included socio-demographic
characteristics (diversity of population based on age, education
level, race, nationality, socioeconomic status, student status,
employment status, etc.); drug use characteristics: regular (has
access and injects drugs regularly) or seasonal (injects drugs
when they are available for a very affordable price, but when the
price rises does not use them); leadership characteristics: very
influential people formally or informally recognized as leaders, well known and knowing many people in the community
who have access to different sub-groups or types of PWID or
even to the dealers or drug sellers, service providers, etc. These
leaders were not necessarily PWID but rather important key
informants; health professionals, NGOs or community-based
organizations that provide health services, counseling, rehabilitation and/or defend the rights of PWID or otherwise provide
assistance to this population; and owners or managers of establishments frequented by PWID. Sellers or dealers of drugs were
also included.
The community liaison coordinator and survey supervisor
worked with COWs to identify individuals or target groups,
who were then contacted by the COWs and invited to participate in the formative assessment. However, participation itself
was by informed consent, a process directed by interviewers.

Data analysis

Audio recorded data were used to develop field notes immediately after each KII and FGD. The audio data was also later transcribed. Transcripts were coded and analyzed using Nvivo 10,
software designed for qualitative research analysis. Prior to coding, the research team created coding nodes in Nvivo 10. Four
primary nodes were created, and secondary nodes were created
under each primary node. Transcripts were placed under their
respective nodes. The primary nodes created were “Survey”,
“Population”, “Recommendation” and “Interesting”.
•

The “Survey” node contained information related to the
primary objective of the survey. Secondary nodes in this
category were namely: barriers to participation, facilitators for participation, availability of services and referral
services.

•

The “Population” node contained information relating to
population characteristics. The following secondary nodes
were included under this node: socio-demographic characteristics of the group, drug use initiation (circumstances and motivations that lead a person to use intravenous
drugs), local (location or places where they buy and use
intravenous drugs and socialize).

•

The “Recommendation” node included any services, recommendations, interventions or PWID assistance projects.

•

The “Interesting” node included information that did not
fit in the other nodes, but that could be used later to support other relevant information.
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All transcripts were double coded; the first coding was conducted by groups of two investigators as they discussed each transcript. The second coding was conducted by a researcher who
was not part of the first coding group.
Codes were compared and discrepancies in coding were discussed in groups. Data analysis and interpretation was based on
the search for common patterns in the data and on the subsequent search for hypotheses emerging from these patterns.
The information produced in or resulting from the analysis
phase was stored in a common word processing format in order
to facilitate analysis. Transcriptions were read several times and
encoded into concepts reflecting the objectives of the formative
assessment. These concepts were then grouped into categories,
and finally, overarching themes were constructed to group the
categories.
Additional relevant information was used to confirm the conclusions drawn from the KIIs and FGDs and to deepen understanding of PWID. This information included written documents
(e.g. policy documents, meeting minutes, organization charts,
reports, procedural manuals, websites, brochures, press releases, advertisements, web pages and annual reports), community
organizations, NGOs and other related events, conference and
meeting materials in places where drug-related activities are carried out and the local environment in which they operate.

Results
Socio-demographic characteristics of PWID

One of the objectives of the FA was to get to know the population that will be further studied in the implementation phase of
the IBBS. Thus, during the formative assessment, investigators
sought to collect information from FA participants about the socio-demographic characteristics (socio-economic level, age, sex,
and occupation) of PWID in each city.
In both cities, FA participants reported the presence of PWID
from different socio-economic and education levels. They also
made mention that the population of PWID was made up of
both males and females, although it was mostly male.
“I see people who use who have limited financial resources, that
is to say they are poor; sometimes I don’t know how they can
afford the drugs they use. But then, there are also people of high
social status that nowadays use cocaine and inject heroin.... “
(MKII10)1
1

10th Key Informants Interview, Maputo, 12th July 2013
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The age range of PWID described by FA participants fell between 15–60, as illustrated by the excerpt below.
“...from adolescents to old folks. Let’s say they start using from
16 or 17; even a 60 year old, I know one, yeah, that is the age
group.” (MKII3)2
Languages reportedly spoken by PWID included Portuguese,
Changana, English, Zulu, French and Spanish. Participants also
reported that PWID speak in codes, commonly referred to as
lingua do peixe (fish language).
“They speak lingua do peixe, they speak French. French is not
the French language, but Portuguese spoken badly... yeah, mostly they speak Portuguese.“ (MKII3).2
Participants in both cities also mentioned that some PWID were
students and some were employed in different services. But the
majority of participants reported that some PWID end up dropping out of school and employment, eventually becoming involved in unlawful activities to maintain their habit.
“ ... Odd jobs of various types including perhaps theft, robbery, all activities related to illegal activities or unlawful acts.”
(NFGD1)3
“There are those who live from rubbish bins, there are those
who are street vendors, there are those who sell used clothes.
There are pickpockets, there are mobile phone thieves, there are
others who use knives to steal money, there are others who steal
clothes from apartments, there are others who steal gas cylinders, there are others who have money because they work, there
are scammers, there are taxi drivers, there are children whose
parents give them money. Do you get the picture? It’s more or
less like that.“ (MKII12)4
Drug use and risk behaviors

Types of drugs
During the KIIs and FGDs, participants listed several types of
drugs used in the cities of Maputo and Nampula/Nacala. Most
reported non-injection drug use to be more common, among
these, cannabis sativa/marijuana was the most frequently mentioned. Sporadic use of ecstasy, crack (especially in Nampula),
Rohypnol, Diazepam and cocaine (snorted or smoked) was also
mentioned.

2
3
4

3rd Key Informants Interview, Maputo, 29th July 2013
1st Focal Group Discussion, Nampula, 27th July 2013
12th Key Informants Interview, Maputo, 18th July 2013
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As far as injection drugs mentioned at both locations, heroin
and cocaine were the most commonly used drugs. Participants
referred to these drugs as “fast track,” as in the quote below:
“Drugs injected, heroin and cocaine, these two, I know these
two ... there is injectable heroin, there is... yes, yes, the injectable type continues to be powder. It is placed in the syringe and
diluted with hot water and lemon, yes. Lemon is the process for
this ... Lemon! So now heroine is really a powder.“ (MFGD2).5
When asked about the use of morphine, participants answered
that it is no longer common in Maputo nor Nampula/Nacala.
During a FGD in Nampula City (N-FGD2)6, participants mentioned other drugs that have occasionally been injected.
“There is [Benzodiazepine]. There is another name that is not
coming to me right now. But over the conversation I will remember. There is Fentanyl that was, for example, the one I
mostly used at the beginning when I came here ...” (NFGD2)6
Terminology used for intravenous drugs and for PWID
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FGD participants in Nampula described the differences in cocaine and heroin nomenclature as follows:
“Even the names do not change too much because there is not
much difference perhaps in the chemical composition, but there
are always preferences, right, among drug addicts. Some prefer
heroin that is brown better known as ‘brown sugar’ or ‘chocolate.’”
[Another Participant]: “There is cocaine that can be found as
pure or cut. So pure is considered the blue magic, so when you
take it you feel the effect right away.” (NFGD3)7
Participants mentioned several terminologies used to refer to
a person who injects drugs in Maputo and Nampula/Nacala
including junk, junkie, junk man, broinado, txuquelado, Guns
and Roses, Boiça, slim, endembila, Bob Marley and King size.
The drug injection act also has specific terminology, such as
‘’tchumbiar’’.
“It has its own names, for example, to inject is tchumbiar ... people that shoot up, tchumbiam, yeah, but this is true, there is a
common language in this group that injects.” (MFGD2). 5

Injection drugs are known by a variety of names often describing the product (e.g. color), the way the drug is used and where
the drug is produced or purchased. Some names mentioned
for cocaine include black cocaine (cocaine negra), black, bran,
bright white (branquinha), ken, coke or coke light, kitchi, fire,
keni, carramutana and dust (carramutana e poeira). Names
used for heroin include brown sugar (açucar castanho), white
sugar, hypo, pitxo, rock and ball (pedra e bolinha). The following quotations illustrate these designations:

“The only name is truly the one name that society or the community gives to the person who uses drugs, which is drug addict. But that is because they do not know the other terms such
as junkie; amongst us we call ourselves junkies.” (NFGD2)6

“There is a cocktail, called Ikbal because Ikbal is the one who
brought it, so then they call it by the name of the guy ... he is
calling it by the name of the person who brought it.” (MFGD2)5

Places commonly frequented by PWID

“Cocaine? Rock, heroin is pintchi right, yah it is pinch. White
Thai, what is it? It’s heroin; white tie because it focuses, right,
so it is white! White tie is a tie, yeah a small tie. It is white tie,
everything is coded, oh those guys.“ (MFGD2)5
A common theme was that names also change frequently and
are usually specific to a given context. As seen in the following
quote:
“The problem is that there are many. For example, you can say
‘Hey, do you have a ball (bolinha) there?’ And the person quickly
understands. ‘Give me a banana’ ... do you see that it varies from
community to community. Here, we can call it this but somewhere else it is called something else.” (NFGD1)3
5
6

2nd Focal Group Discussion, Maputo, 13th July 2013
2nd Focal Group Discussion, Nampula, 2nd July 2013

With regard to the price of drugs, drug users from Maputo and
Nampula/Nacala reported having spent 5–15 Meticais per dose
(“hit”) of heroin, and they can spend 200 to 1,000 Meticais daily
to meet their consumption needs.

In Maputo City the following were mentioned as places where
PWID can commonly be found: Bairro Central, Mafalala, Alto
Maé (including a specific area called Colombia), the museum
district, Maxaquene, the military district, Malhangalene and
Maguiguana.
“The Military district (Zona Militar) was the most common
place for drug users, but when the Military District was “killedoff ”, it trended to the closest ghetto – Mafalala, but only because
it is the closest ghetto, not because they are not in Chamanculo,
because they are there too; but Mafalala is the closest ghetto for
drug users in the city.” (MFGD2)5
Some of the neighborhoods or communities that have large
numbers of PWID, mentioned by participants in Nampula,
include Muhaivire, Belenenses, Muhala, Namutequeliwa, Central, Namicopo, and Faina. One participant said PWID could be
7

3rd Focal Group Discussion, Maputo, 5th July 2013
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found in all parts of the city. Two additional sites were mentioned in Nacala (Mukwaiba and Bayer), but some participants
said that injection happens in hidden places or areas.
“These are restricted places. Yeah, in order for you to manage to
get information, you need to have support from trained individuals who are able to reach this place.” (NFGD1)3
Risk behaviors

Needle sharing
In Maputo and Nampula/Nacala, participants stated that obtaining clean syringes is challenging and also that walking around
the city carrying syringes is risky, because if you get stopped by
the police you may be persecuted. According to some interviewees, pharmacies are an option in both cities, but it is hard to get
them without a prescription, and they are costly for drug users.
“... Syringes are rented out for about 50 Mt in the bocas de fumo (places for selling and drug use); because
it is safer than buying them for 10 Mt in pharmacies,
and walking around with the them, where the person
runs the risk of being caught and arrested by the police under
accusation of being a drug user. In the bocas de fumo, there are
‘leases without clauses’ in the sense that no one questions whether the syringes and needles are sterilized or not.” (MKII11)8
“…any pharmacy, depending on its price. There are those who
can say that at pharmacy X syringes are expensive, at pharmacy
X they are cheap, then they get in that pharmacy ... and also
the drug dealers, there are those who already purchase syringes
in large quantities, they keep them there with them, when one
arrives there wanting a syringe, they can purchase the syringe,
and that’s it. This is mostly for people who do not want others
to know that, hey, he is into those things.” (MFGD1)9
In Maputo and Nampula, participants reported that some health
professionals take new and/or used syringes from the hospital
in order to sell them at home or to help his or her relatives or
friends have access to this type of equipment.
“... There are also syringes sold by employees of health facilities.
Some employees collect used syringes that should be discarded
in the trash and then sell them.” (MKII11)8
“So, if a drug user is able to – with 50 Meticais – obtain several
syringes and just take drugs, he may have a relative or he may
have a friend, right, in a health facility that can make it easier for
8
9

11th Key Informants Interview, Maputo, 23rd July 2013
1st Focal Group Discussion, Maputo, 10th July 2013

105

him to have these syringes. Honestly, I do not know where they
get it.” (MKII7)10
A participant in Nacala also referenced the possibility that new
syringes can be bought from healthcare workers.
“... I am pretty sure that when they approach someone from
the health facility, they don’t just go up and say, ‘hey, give me a
syringe; I want to go inject drugs’. I don’t know what the conversation is like, but I think that to get a syringe, you must have
some money.” (NKII1)11
Instead of getting clean needles at a pharmacy or elsewhere, it
is thought that most PWID in Maputo and Nampula/Nacala
share syringes. A participant in Maputo (MKII4)12 estimated that
between 10–20 people could share a single syringe.
“But one thing I can be sure of, when there are no syringes, a
syringe serves for a number of people, they do not take care of
themselves very much, so the risk is still there. Rarely, sincerely,
between us, will we find a drug user who is conscious of the
fact that he should use the syringe just for himself; you know.
When someone needs it now, and is having... what’s it called?...
he is having problems due to lack of drugs, so he will run to the
pharmacy to get it. This process, of running, catching a bus,
going to the pharmacy which closed at 12:00 and will only open
again at 14:00 just to get another syringe and to then go inject,
is too long. It is easier to take a syringe from another person and
use it, because he needs an immediate effect. So I don’t believe
that there is a drug user that is so well-organized, even the most
conscientious ones, right, that has his own kit, uh, don’t mind if
I say so, excuse me, but if this is the case then we are not dealing
with a disorder.” (NKII7)13
The trade of sex for drugs or for money to buy drugs
It is a common perception that women who inject drugs trade
sex for drugs or for money to buy drugs. As mentioned by a participant, “as for girls, they end up in prostitution to support their
habit because they don’t have easy access to money” (NKII10).14
And, it was also mentioned in a FGD in Nampula:
“Yes, it is very frequent, particularly with women. She goes to a
dealer, right, and there she begs, pleads, and if he wants to have
sex with her, he gives her a hit and she takes it, and they have sex
and it is like a normal thing.” (NFGD3)7
10
11
12
13
14

7th Key Informants Interview, Maputo, 3rd July 2013
1st Key Informants Interview, Nampula, 27th July 2013
4th Key Informants Interview, Maputo, 2nd July 2013
7th Key Informants Interview, Nampula, 17th July 2013
10th Key Informants Interview, Nampula, 25th July 2013
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“Several times gay men in their fancy cars go to places frequented by PWID. They will call one over and ask him if he would
like a cigarette. Then they invite him to take a walk and go to
a more discreet place. At these sites offers are made for sex in
exchange for money. When the act takes place, these men don’t
pay poorly, they pay well...” (MKII11)8
According to a key informant in Nampula, men also trade sex
for drugs as well as money. He also said that independent of
whether sex is being traded or not, there is a general perception
that condom use within this group is extremely rare.
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difficulties, family conflicts or internal conflicts as a means of
escape .... They started using because they were troubled, because they had problems and right away they became dependent
and then they could not get out .... There are men who start
using because they have difficulties relating to women and when
they use, they feel more extroverted, more uninhibited. This improves their performance at a sexual level even in the beginning,
right, and therefore they use again because of these ‘benefits,’
these ‘benefits.’” (MKII10)1
Health and social services

Injection drug use initiation and related risk behaviors

Health and social services for PWID

Many participants reported that use of certain drugs serve as the
entry point to injection drug use; it is like a progression that usually begins with cannabis sativa (marijuana or suruma) moves
to hashish, and then to cocktails (a mixture of non- injection
drugs) for inhalation. As noted in the following excerpt from an
interview in Maputo:

The health and social needs of PWID are many, as they often
have such problems as a result of both drug use as well as risk
behaviors and living conditions. It is for these reasons that HIV,
tuberculosis and hepatitis are common in this group as reported
in a FGD:

“What usually happens is that individuals who reach the phase
of injection have already been through the other phases because
the other phases were tobacco consumption, inhalation or ingestion, right! Right ... and this happens at an early age of about
18, 19, 20. They already begin to experience.“ (MKII7)10
Initiation reportedly occurs among colleagues, friends, family
and sexual partners (boyfriends and girlfriends). One of the participants stated that drug dealers also try to urge or persuade
new users to enter the world of injection.
“They, the sellers, design a scheme; they do a feasibility study
of how to get you, you with money, to enter. They start, in a
certain way, by gifting it to you. On the first day, like a person
who does not drink … rarely will a person who does not drink
buy drinks, those that drink buy drinks and hand them out. I
bought this bottle, here have a glass. Drugs are exactly like that,
they buy and give. They know that by just giving it to you, you
are in. (MKII8)15
The following narratives describe the underlying emotional and
psychological factors that are believed to contribute to injection
drug use initiation.
“Well, many of them start using in a group with other people and many of them start to consume because it gives them
good feelings of euphoria...of feeling more extroverted, it facilitates social contact, it makes it easier, right, the interaction
and ... many of them start using because they are going through
15 8th Key Informants Interview, Maputo, 8th July 2013

“... Many of us, drug addict brothers, right, have health problems, yeah, and HIV, TB. There are those who do not want to go
to the hospital to get treated; they are afraid.” (MFGD4)16
However, there are also challenges with other health problems.
At the same time, treatment and psychosocial rehabilitation
are essential for dealing with the underlying problems of the
addiction.
As far as existing health and social services, participants reported
that many organizations provide assistance to PWID in these
respects. Some of the different institutions and organizations,
mentioned during the interviews, provide the following support
services to PWID: disease and drug abuse prevention by means
of peer education within the prison system, counseling and
thematic dialogue, voluntary counseling and testing at health
and clinical services which focus on HIV testing an on care and
treatment for people living with HIV; psychosocial support such
as psychological and psychotherapeutic assistance for detoxification, social reintegration via the development of professional
skills and competencies, and the award of scholarships for professional courses and integration into the labor market.
Throughout the key informant interviews and focus group discussions, participants mentioned organizations which provide
support services and treatment for PWID,. The following were
the most commonly named organizations:
•

REMAR (Inhambane, Xai-Xai, Beira);

•

Infulene Psychiatric Hospital (Maputo);

16 4th Focal Group Discussion, Maputo, 30th July 2013
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•

UNIDOS (Inhambane, Cabo Delgado, Nampula);

•

The psychology ward of the Maputo Central Hospital;

•

The Mental Health Center Nampula; and

•

1o de Maio Hospital (Nampula).

Generally, REMAR and The Mental Health Center were the
services most referenced in Maputo and Nampula, respectively, rather than other services or organizations. Similar to many
NGOs working with PWID, REMAR uses an approach based on
religion and faith. As described by one participant in Maputo,
this approach is important because:
“... Rehabilitation is internal; REMAR mostly has a part that is
spiritual. We believe that the word of God, at the right time, at
the right moment ... will make a person believe and have faith
and God will ... just let God work in your life.“ (MKII9)17
Another participant from Maputo described a comprehensive
list of services provided by REMAR, as follows:
“REMAR is an in-patient center; it also has a spiritual care program, right, and also some other extra activities such as occupational training, which is vocational training inserted into various
activities, such as auto work. I don’t know, kind of like ergotherapy for a transformational process. It also has support for
collecting things from companies as a means of subsistence.”
(MKII1)18
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“The Desafio Jovem Association works on the issue; in prevention [...] we have various activities ... the activities we carry out
are part of a package that is, of an approach using a tool, a tool
named REFLECTE ... for behavior change, where we carry out
thematic dialogue sessions on various topics related to HIV and
drugs, ... prioritizing facilitation techniques.” (MKII1)18
The VIDAS Project and SCIP are projects implemented, in part,
by Pathfinder in Nampula. Participant narratives reveal that
participants are widely familiar with these programs; although,
there did seem to be some mix-up between which organizations
and activities provide which services in these projects. A participant affiliated with the VIDAS project described their efforts or
activities as follows:
“The services we provide to injection drug users are that we can
talk to them and persuade them to at the very least when they
use drugs to have on hand sterilized materials or materials that
are disposable. So that’s it always when they arrive at the the
health facility we invite them to listen as we explain the dangers that come from sharing syringes, as these can be discarded
material that was already shared among several people. So, we
summon these individuals in order to explain to them the advantages of using materials used only by a single individual and
of not sharing with others where they risk getting diseases such
as HIV, hepatitis and other diseases.”(NKII2)19

•

Desafio Jovem (Youth Challenge)

•

KUBESSA

Although numerous organizations were mentioned during interviews, a common perception exists among participants regarding the insufficiency of programs directed towards PWID
and the lack of knowledge about the sites/organizations that
offer harm reduction strategies, for example, syringe exchange
or distribution and drug detoxification treatment services. The
Participants expressed that often the lack of options available
specifically to PWID interested in drug addiction treatment,
forces them to try to quit injection drug use by going “cold turkey” i.e. without resorting to services that provide drug addiction treatment that abate withdrawal symptoms.

•

Pathfinder

Referral services for HIV and hepatitis

•

SCIP

•

Projecto VIDAS (Project Lives)

•

Othola

Given the high risk of exposure to viral infections, such as HIV
and hepatitis, resulting from shared use of injection equipment,
participants were questioned about the availability of referral
sites for PWID, where they could access treatment services for
health related issues. Responses suggested that generally PWID
were referred to clinics or health facilities near their homes or
to clinics located in communities or zones with a high number
of PWID.

Of note, the Maputo Central Hospital, has a Psychiatric and
Mental Ward, with a psychology team that provides care to
adults, adolescents and children in this area. It is here where care
is provided to those seeking drug addiction treatment, specifically for injection drugs .
Participants mentioned additional organizations that conduct
activities focused primarily on prevention, namely:

The Desafio Jovem organization uses an intervention strategy
to work with the PWID that was described as follows by interviewed participant in Maputo.
17
18

9th Key Informants Interview, Maputo, 9th July 2013
1st Key Informants Interview, Maputo, 26 June 2013

19 2nd Key Informants Interview, Nampula, 27 June 2013
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For example, the following health facilities were mentioned in
Maputo: the Alto Maé Health Facility (aka Santa Filomena) and
the Maxaquene Health Facility. In Nampula, participants mentioned the Urban Health Facility and 1o de Maio Hospital. One
of the participants in a FGD in Maputo said the following:
“... All these hospitals are centers that are here in the city [and]
are convenient to us because each one has his residence where
he lives ...” (MFGD3).20
Still, in Nampula/Nacala, the health units mentioned by participants all had trained health professionals, who were able to
meet the special health needs of PWID and other key populations (e.g. MSM and sex workers) and who were familiar with
PWID. This information was reported by a FGD participant in
Nampula, as follows.
“ ... And we send these people to the 1o de Maio Hospital, right,
where there are health care providers who are trained in these
area ... we have Pathfinder that supported in the training of
health care providers in hospitals, and .... mainly at 1o de Maio,
right, where we have made referrals. “(NKII4)21
Factors affecting access to social and health services

Overall participants acknowledged that most PWID want treatment, but there are several challenges with access to social and
health services for this group. Some are inherent to the user and
others to support services (e.g. geographic location of the service, health providers or members of organizations).
One barrier, identified from the data collected in this study, is
that of the contradictory information reported by participants,
providers, PWID and former PWID on the type of services that
the various organizations and/or services provide and the best
ways to access these.
Similarly, as reported by members of organizations that with
interventions for this group, there are no monitoring systems
or records of referrals made by organizations to health services.
This highlights a continued weakness in servicing and follow-up
of this population.
Participants also pointed out the high stigma associated with
mental health services; there is a common perception among
drug users that psychiatric hospitals are only for people with serious mental health conditions (referred to as “crazy” in several
interviews) and not simply for drug users. The quotes below
demonstrate this sentiment.
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“We provide referrals to the Ministry of Health; although for
injection drug users, we are having a big problem. Because the
only hospital that provides such services is the psychiatric hospital. And for young people, the psychiatric hospital keeps them
from accessing services because they fear being labeled as mentally ill, crazy and somehow they end up not really accepting the
detoxification processes in this case...The only thing they do is
provide psychological care ... there are no services besides the
mental health service that looks at characteristics ... how can I
put it, characteristics say of dementia or madness, but there are
no specialized services inside hospitals that can really provide
care for this specific group... “ (MKII1)18
“I talked to him, and he said, ‘Yes, I am a drug user; I have often
asked for help from the central hospital, but they send me to the
psychiatric hospital. But I think the mental hospital is a hospital
for crazy, and I’m not crazy’. So you see then I had an in-depth
conversation with him to explain to him that no, it is not for
crazy people, it’s like a service for the mind, these are different
things that he should not not mix up and he eventually accepted
this and went there.”(NKII7)13
Health care providers also identified challenges associated with
service utilization among PWID themselves. In this context, it
was reported that a limiting factor in the demand and use of
health and social services was the distance between the locations where drugs are sold and consumed and the locations that
provide health service or support. According to a participant in
Nampula, the referral process can be a barrier if you fail to consider the idiosyncrasies and concerns of this group:
“The referral process for a drug user is very complicated because he can take the paper referral and then on the way to
the hospital throw it away so as not to arrive at the hospital. Or
what I used to do to facilitate my work, I preferred to test, then
keep him busy with something else as he waited for me, then we
would go out together to the hospital. So this way it is easier to
work with him, because if you only refer him, he will not make
it there, he finds something else to do or because he already has.
Always, he finds something important to do, to prioritize before
the referral ... “(NKII10)14
One participant in Maputo added, “The problem is the characteristic of this group. They are people in a closed group; inevitably it is tricky to get them to the institution ... “(MKII4)12.
Barriers in the access to services mentioned by PWID in FGDs
relate to the quality of care and treatment provided by health
services and the lack of documentation. This concern was only

20 3rd Focal Group Discussion, Maputo, 19 July 2013
21 4th Key Informants Interview, Nampula, 02 July 2013
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reported by the interviewees in the city of Maputo, according to
the following quote by the participant of a FGD session:
“In fact this is true; there are centers that do not treat you well,
where the food is bad. Someone can check himself in, but when
he sees the food he will have to eat during his time in there until he is better, until he can come out alright and take care of
himself, right. For many of us, brothers, drug addicts right, we
have health problems, yeah, and HIV and TB, there are those
who do not even want to go to the hospital for treatment; they
are afraid. But I don’t know why. For example, if I don’t go anywhere near hospitals, it is because I don’t have any documents...
“ (MFGD4)22
In another FGD, one participant reported that PWID want to
receive the same level of attention and care provided to other
people when they look for support or care at health facilities. He
reported as follows:
“So, these are the type of conditions we need in a health facility. That when we get there, we are well-received, just like
anyone else. Yeah because there are those who go, hey, this
one is a drug addict or he is poorly dressed or he seems to be
high, and treatment received is not always on target, equally equal. So, these are things we also need as drug addicts ... “
(MDFG3) 20
Additionally, drug use was reported as a barrier to treatment,
and once under the influence of a substance, the user does not
seek treatment.
By contrast, one interviewee in Maputo described a positive experience with the health system:
“ ... In my case, for example, I was going for around 6 months or
so, when I got tuberculosis, already some years ago. There were
people of that caliber, and we were treated well... “ (MFGD2 )5
Related to this, several participants noted the importance of
adapting approaches to the specific needs and sensitivities of the
PWID population. Especially in Nampula/Nacala, this could
be a result of familiarity with the VIDAS project and the training that the project’s team provided in Nampula which helped
health professionals provide care for key populations.
Survey participation among PWID

Recruitment and participation
With regard to recruiting PWID to participate in the study, a
few participants stated that it simply would not be possible,
22 4th Focal Group Discussion Maputo, 30th July 2013
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while the majority was of the opinion that it would be difficult
and not everyone would be willing to participate. The difficulty
in recruiting is mostly related to the fact that PWID are a hidden population that does not want to be exposed. Many PWID
do not want to “declare they are a drug addict” (MKII4)12 and
many even hide this fact from friends. “They close themselves
up well.” (MKII7)10
Besides being a hidden population, some participants also raised
the possibility that some PWID might become aggressive. As
mentioned by the participant (MKII17)10, “... [in] any interaction
they are aggressive.”
The possible lack of understanding of the survey objectives, lack
of time and fear of the police were other reasons mentioned
that could contribute to low participation rates in the study. One
participant in Maputo summed up the fear that PWID may have
in relation to the police:
“First thing would be the arousal of suspicion that these people
are coming here to police us and to get information from us that
they will then later give to police agents about our whereabouts,
and we will start to have problems.” (MKII1)18
Another barrier mentioned by participants was that of Recruitment of females who inject drugs. This is because many believe
it will be very difficult to gain access to them, as they are a very
secretive group. “Now for the girls, the girls are already more
reserved. These are hard to find.” (NKII10)14
Interviewers explained to participants that the recruitment process would take place using referral chains (respondent-driven
sampling or RDS), wherein each person participating in the survey will receive up to three invitations (the invitation sample
was shown) to invite other PWID that he or she knows. Most
KII and FGD participants thought it would be possible to recruit using this methodology. Some thought the referral process
should be lead by an individual influential among them or by an
“organization that already has a relationship with these people”
(MKII1).18
Some participants thought that recruitment by RDS would be
the only possible way to recruit because it would help avoid
suspicion.
“Not going there [where PWID hangout] is already pretty great
for them. They feel invaded or spied upon; I dunno.” (NKII10)14
A participant in a FGD in Maputo also said that a PWID would
be the best person to explain the purpose of the study to other PWID because he can make them understand and thus convince them to participate.
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“I think that by convincing a single user, he could convince others, getting them to understand the purpose of the activity. He
could convince others, because, let’s say, I have a relationship
with him and I am convincing him, but I do not have the same
relationship with other people. Then he could help me access
these other people so that I can to get them to understand and
then there wouldn’t be any problems.” (MFGD2)5
However, many participants also said that some preparation
work should be carried out among PWID so that they are able
to understand and participate in the study.
“I think if the information is well-communicated, they will
understand correctly. We must be cautious to try to give them
the information necessary for them to understand ... because
if we are scattered ourselves then they can give up, you know.”
(NKII8)23
This preparatory work could prevent PWID from fearing arrest.
“First, they need to be well-prepared, so as not to fear being arrested.” (MKII6)24
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•

Foods mentioned: soft drinks, water, juice, cookies, lunch,
take-out meals, sweets/candies, sandwiches, basic food,
etc.

•

Items mentioned: hats, t-shirts, shoes, slippers, clothing,
flashlights, syringes, painkillers, condoms, etc.

Among those who mentioned cash compensation, they expressed no consensus with respect to the amount. However,
most suggested that it should be between 50 to 100 Meticais.
Some said the amount should at least cover transportation expenses while others said it should at least cover the cost of a
single drug “hit”. The maximum amount mentioned was 800
Meticais.
Additionally, some participants mentioned that researchers
should not assume that participants would use compensation
given in cash to buy drugs.
“So we also have to give them the benefit of doubt, we cannot
think that just because one asked for 50 Meticais that he will use
it to get high.” (NKII7)13

Incentives or reimbursement for participation

Some, however, said that cash incentives would promote drug
use.

There was consensus among all KII and FGD participants that
PWID would not take part in the survey without compensation. As mentioned by a participant in Maputo, “They won’t be
willing to do anything for nothing” (MKII12).25

“When they give us money, [they] are mostly increasing addictions, because with that money, even if you give us money now,
we will go out of here and get high.” (MFGD4)22

Participants also expressed that such compensation should consider the fact that PWID are spending their time and their money and that they are offering their expertise to participate in the
survey. Therefore, they feel it would be just to receive compensation. One participant raised the topic as follows:
“... My information is worth something. So, if I do not have any
return for this information I provide you ... then I do not care to
convey this information to anyone. “ (NFGD1)3
Despite there being consensus that compensation should be
provided, there was no consensus on what type of compensation and which activities should be compensated. Some participants stressed that compensation should be given in cash while
others were of the opinion that a meal or snack would suffice.
Some items suggested as compensation are listed below:

23 8th Key Informants Interview, Nampula, 22nd July 2013
24 6th Key Informants Interview chave, Maputo, 3rd de July 2013
25 12th Key Informants Interview, Maputo, 18th July 2013

Staff member characteristics and attitudes
During the interviews participants were asked questions about
the types of characteristics and behaviors essential for survey
team members, especially survey interviewers and counselors.
Answers to these questions were diverse and included: they
should be patient, tolerant, peaceful, open, empathic, and respectful; they should not have an arrogant attitude; they should
have knowledge of street language, etc.
Participants also said that team members, including interviewers and counselors, should avoid the use of technical language,
“those heavy words” (MKII1)18, and very direct questions.
Moreover, they should not treat participants as individuals belonging to a marginalized group, specifically they should not refer to them as drug addicts. They should also never ask them or
tell them to stop using drugs, compel them to do things, or arrest them or threaten to arrest them. One participant mentioned
that team members should, “have a psychological grounding
to understand that they are working with a group which has a
strong capacity for manipulation” (MKII1).18
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There was no consensus among participants in regards to interviewer and counselor gender and age. Generally, they did not
think it was a very important factor. Some said that interviewers
and counselors had to be men; while some said it did not matter
if they were men or women. Others said that for female participants they should be female.
In terms of age, many said counselors or interviewers had to be
young, under 30 years old or less.
“Yeah, for me I think age would not be a big deal but anyway,
more or less about 30, 20 or so yeah, it’s about that age that is
ideal. Because if a person in his fifties were to interview an individual of 30 or 20 or 18, who is a drug addict, an injection drug
addict, yeah, there is already that kind of sheepishness that the
person feels that, yeah, he is being interviewed by a father or an
uncle, with the age of an uncle… you become a little reticent,
know what I mean, with how things should be.” (MKII12)25
Others had no opinion on the matter and found that interviewer
age or gender had nothing to do with willingness to participate.
Survey site and security

Most participants said that the survey site should be near to
where PWID live or socialize, for various reasons, recounting,
for example, “a drug addict does not like to travel” (MKII12)25.
One participant mentioned that the closer, the better; while
another said that too close (e.g. the “boca”) would not be
recommended.
Participants were asked if they would accept a survey in a
hospital. Some thought there would be no problem, but most
thought it would be difficult for a PWID to accept to participate
in a hospital. As one participant in Maputo mentioned, “their
perception is that, well, this guy is taking me to a hospital because he thinks I’m sick” (MKII1).18
Related to this, many also mentioned that the site should not
have affiliation with the government or another governmental
institution. The site should be neutral, open and free.
Regarding the use of computers to conduct the interview, most
said it would be no problem, while some warned that suspicions
might be aroused with the use of computers.
“... When he sees a computer, he is seeing a camera. He sees,
‘hey, this one wants to expose me so that everyone will know...’”
(MFGD2)5
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Duration of survey procedures

Almost all participants mentioned, in one way or another, that
the shorter the survey the better. Some said that 45 minutes
would be too long, and that the ideal would be between 25 and
35 minutes; while some were of the opinion that 45 minutes
would be acceptable. Other participants said that they would
not accept even 10 minutes of sitting; while others said the opposite, that if there were harmony and participants were distracted “they could stay up to 3 hours; they can even stay all day
long” (MFGD2)5. The duration of the survey was an important
aspect that could have a negative effect on PWID participation
in the survey:
“If you take an hour of his time, then when he leaves here, he
will tell his friend, ‘I went there, and they kept me so busy, so
long, I could have done a lot in that time, I could have passed by
X place.’ Then after this, his friend will not come. “ (NKII10)14

Language for questionnaire administration
In relation to the language used to administer the questionnaire,
most participants said that the main language should be Portuguese, but the survey also should allow for the possibility of
using the local language. Local language would make participants feel more at ease. The main local language in Maputo was
Changana and in Nampula/Nacala was Macua. In Nampula,
some participants said that it would also be necessary to offer
the questionnaire in English and in Swahili, so as to include participants from East and West Africa.
Another consideration in terms of the questionnaire language
related to the questions themselves. The questionnaire should
avoid using “that technical language” (MFGD2)5, as previously
mentioned. The language must be simple enough to be understood by participants.

Collection of blood samples and testing for HIV, hepatitis B and hepatitis C
There was almost complete consensus among participants
that PWID would accept to provide blood, either by vein or by
finger-stick, for dried blood spot samples on filter paper. They
would also accept HIV, hepatitis B and hepatitis C testing. Some
participants said that it could be difficult to collect venous blood
from some participants and the best way would be to collect
blood from the finger. One informant said it is possible that participants will not accept a venous blood draw:
“For some people it would be a problem to take blood from the
vein. I even run the risk of being beaten up if I raise this issue
with them.” (MKII12)25
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In terms of HIV testing, some participants said that the test
would serve as an incentive for participants, even more so with
hepatitis B and C tests, since these tests are not always provided in health facilities. One participant even compared the value of HIV testing as equivalent to receiving a prepaid credit of
telephone.

Conclusions and recommendations
The results of the formative assessment reveal that the use injection and non-injection drugs is common in Maputo and Nampula/Nacala. Study participants believed that cannabis sativa
(marijuana or suruma) was the most commonly used drug; with
some believing it to be a gateway drug, leading to injection use
of heroin and cocaine.
Results also revealed that PWID have difficulty accessing clean
equipment or instruments not previously used (safe); and that
PWID often share materials and equipment, fostering an effective route of HIV and hepatitis transmission. Another risk for
HIV and hepatitis mentioned was the exchange of sex for drugs
or money in order to purchase drugs. It was common knowledge among participants that most women who inject drugs
and a limited number of men became involved in sex work in
this manner. Participants perceived that condom use during sex
was not commonplace.
PWID frequent specific area which were easily identified by
participants in both Maputo and Nampula/Nacala. Participants
also identified several organizations that provide services to
PWID. The most common types of services mentioned were
disease and drug use prevention, HIV voluntary counseling
and testing, clinical services, psychosocial support, detoxification and rehabilitation. There was a perception that services
for PWID are insufficient and there was also a general misunderstanding about the services currently available. In addition,
many barriers were recognized in accessing services for PWID,
including: the stigmatization of mental health services which
prevents PWID from seeking support from different psychiatric
and mental health services, the distance to services, the complicated process of referrals and the quality of services or treatment received from health care providers.
Participants gave some suggestions to guide the IBBS among
PWID that could also be useful for other studies among this
population. Participants agreed that compensation is essential
to ensure PWID participation, but there was no consensus on
what kind or how much compensation. Answers ranged from
snacks or meals to clothes or cash. Participants recommended
that researchers and members of the field team demonstrate respect and patience, among other qualities.
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Another important factor for the successful implementation of
the IBBS among PWID was believed to be the duration of survey procedures. Participants recommended that data collection
last no more than 25–35 minutes. It is also important that the
duration of discussions or interviews not exceed 60 minutes in
order to avoid participant fatigue and abandonment during the
interview. As stated by PWID themselves, the duration of the
interview and procedures ought not be too long, otherwise it
may have negative effects on participation.
This FA has some limitations, the largest of which is that it is a
qualitative study conducted in just two urban areas. Therefore,
the results of this FA should not be generalized. The objectives
of the FA were oriented to understand the PWID population in
two urban locales in Mozambique and to provide information
on how to go about conducting the IBBS. The FA does not provide information on PWID living in rural areas of Mozambique,
or cities outside Maputo and Nampula/Nacala. The risks and
experiences of some PWID subgroups, including women and
people from high socioeconomic levels, may not be well-represented in this study, given that the influx of female participants
in interviews and people from high socioeconomic levels was
nonexistent.
Participant selection for FGD and KII was directed by the study
team and community outreach workers, which inherently leads
to sampling bias. Using “Snowball” sampling methodology, individuals who are more familiar with organizations or persons
contribute disproportionally to the list of potential key informants. While an effort was made to identify informants from
different socio-demographic backgrounds and with different
risk factors, recruitment may still have been influenced by selection bias. In Mozambique, injection drug use is a highly-stigmatized behavior and, as in many parts of the world, it is criminalized. Individuals who are members of this group may not
have revealed behaviors and risks or they may have avoided the
study team altogether, resulting in self-selection response bias
and self-reporting response bias.
Despite these limitations, this FA provides important information about risk behaviors for HIV among PWID, as there was a
paucity of data on PWID in Mozambique. The FA also achieved
the survey objective of identifying the operational and logistical requirements for conducting a survey among PWID. It also
deepened understanding of PWID characteristics, of availability of health and social services, and of other relevant information at both study sites.
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To implement a survey of this nature, researchers should conduct the study near places frequented by PWID and they should
work with others who are familiar with the behaviors of PWID,
who know how to use the correct language to communicate
with PWID (i.e. they avoid pejorative words). Researchers
should, whenever possible, be as relaxed as possible during interviews so as to make participants feel safe and open to sharing.
Regarding incentives for participation, they must be according
to the characteristics and needs of the target group and may be
either cash or non-monetary. However, the preference for cash
incentives became evident during the implementation of this
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round of surveys. Yet there is still a need to take into account
the ethical issues underlying the use of cash as participation incentives in research with key populations.
During the process of training the field teams, investigators
should include culture sensitivity training on key population.
Such training should discuss general characteristics of the target group, dynamics of drug use, harm reduction policies at the
international and regional level, language used by PWID and
other aspects that can help support the field team in learning
about the group and in improving their interaction with them.
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12.6.3. Focus group discussion guide

Population characteristics
We would like to remind you that all the questions we are going
to ask you are about people who inject drugs, who live, work or
live in this city and around it.
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•

Would PWID prefer the interviewer be a woman or a man?
How old should he/she be?

•

Would PWID feel comfortable with an interviewer entering their answers on a laptop like this one (show the netbook to participants)? Entering data directly on a laptop
makes the interview faster, but do you think the people
who inject drugs whom you know would prefer another
way to have their answers recorded? If so, what way?
In what languages do you think the interviews should be
conducted?

Socio-demographic characteristics

•

Are the majority of people who inject drugs men or women? In every 10 PWID, how many are women? How many
are men?

•

•

How old are most people who inject drugs? How old are
the youngest PWID? And the oldest? Are there many PWID
under the age of 18?

Centralized testing

•

What languages are spoken by people who inject drugs?

•

Do the majority of PWID study or work? Among those
who study, what grade did they reach in their studies?
Among those who work, what type of work do they do?

•

Do the majority of PWID come from low, middle or high
income groups?

Identity and terminology

•

What terminology do you use to refer to different types of
people who inject drugs? For example, is the term “junkie”
used? What does the term mean? What are the other terms
you use here?

•

What terminology do people who inject drugs use to refer to cocaine, morphine, and heroin and other injection
drugs?

•

Look at this list. What street names do you use for each of
these drugs? Which ones are injected? Which ones are not
injected?

Acceptance of study procedures
Interviews

During the study, which will take place at a later date, we will
conduct an interview in a private room, responses will be recorded on a laptop and the interview will last about 45 minutes.
The questionnaire will include personal questions about sexual
behavior, healthcare, injection drugs, etc. The interview will be
confidential.
•

Do you think the PWID that you know in this city would
accept to participate in such an interview?

•

Do you think 45 minutes for the interview is too short, too
long or the right amount of time?

During the study we will ask to collect a few drops of venous
blood from study participants. These drops will be placed on a
card (showing the completed filter paper) and sent to the laboratory at the Ministry of Health for HIV, hepatitis B and hepatitis
C testing. There is no way to know who provided what sample.
It takes no more than 5 minutes to obtain the drops of blood
and prepare the filter paper sample.
•

Would people who inject drugs in this city accept having
blood drawn from their vein?

•

Would they allow the blood to be put on the sample collection cards?

•

Would having to draw blood from the vein prevent people from participating in the study? Or would having blood
placed on a card for testing prevent participation?

•

If a blood draw from the vein is not possible, will people
accept a blood draw from the finger?

Counseling and rapid HIV, hepatitis B and hepatitis C
testing

During the study, participants can get tested for HIV, hepatitis
B, and hepatitis C without paying and they can obtain results
immediately. They will also receive counseling before and after
testing.
•

Would people want to receive HIV, hepatitis B and hepatitis
C counseling and testing in the study?

•

Would they prefer a male or female counselor? What age?

•

Complete counseling and testing can take about 30 to 45
minutes, because they need to be done properly. Is that a
long time?

•

Do you think they would participate or not because of HIV,
hepatitis B and hepatitis C counseling and testing?

The Integrated Biological and Behavioral Survey Among People Who Inject Drugs, Mozambique 2014

12. Appendices

117

to invite to participate in the study? Where do they live?
(In Maputo, ask if there would be people from Matola. In
Nampula, ask if there would be people from Nacala). Are
they people who work or study? Men or women?

Referrals to health facilities and incentives

People who receive a positive or indeterminate test result will
be given a referral to go to a health center. Nobody’s name will
be written on the referral. (In Maputo the referral health center would be the Polana Canico Health Facility or the Alto Maé
Health Facility. In Nampula it would be the Central Hospital or
the 1o de Maio Health Facility. In Nacala it would be the District
Hospital or the Urban Health Facility).
•

Do you think people would go to these hospitals or health
centers? If no, where would they go?

•

Would people prefer to go alone or would they prefer to be
accompanied by a community Outreach Worker?

•

After counseling and testing, people who participate in the
study will receive a free kit that includes condoms, a first
aid kit and information about the transmission and prevention of HIV, hepatitis B, hepatitis C (show an example of
the kit to participants).

•
•

•

Study office

In Maputo the office study would likely be at the Health Center
of Polana Canico. In Nampula it would be in the office of GHC
(give directions). But we will not put any sign to show that this
place is being used for the study.
•

Do you think this place is suitable for the study? If not, what
locations would be suitable?

•

What days and hours would work?

•

Would people go to this office of their own accord? If not,
what can be done to get people to the office?

Do you think that people who inject drugs would be interested in receiving this material?

Security

Is there other material that would be important to offer?

•

Duration and acceptance of study procedures

The study will be conducted in an office located in a safe area
without noise.
•

The first study visit lasts about one hour and a half. Do you
think people who inject drugs would accept to participate?

Referral coupons

Each person who injects drugs that is going to participate in the
study may receive up to 3 cards like this one (show the draft
coupon) to invite other people who inject drugs that he or she
knows.
Please look at this coupon and say what you think about its
size and colors. Is it clear? Is the information on it sufficient
or must something be improved?

What should researchers do so as not to put at risk the safety of people who use drugs? What about so as not to endanger their own safety?

Population size estimation, social network and seeds

•

How many people who inject drugs do you think live, work
or hang out in the city or around it?

•

How many of these people do you know that also know
you? How many of these people are men, and how many
are women? How many are at least 18 years old? How many
of these people did you see last month? And last week?

•

How many of these people could you easily find to give
a study participation coupon? How many of these people
would accept to participate in the study?

Specific issues for sampling by referral chain

•

How long would it take you to invite these individuals?

Demand for health care services
•

When people who inject drugs need health care, where do
they seek such services? Are they seen at these services?

•

Do PWID ever seek health care services or other services
that they are unable to obtain? Which ones?

•

Would you easily be able to invite at least 3 people who
inject drugs to participate in the study?

•

•

Would people be able to invite others were they not to receiving an incentive for doing so? For example, if they only
received a snack for each person they invite?

Are there some types of people who inject drugs who did
not seek health care?

•

•

What kind of person who injects drugs would you be able

Are there organizations that support or provide information and training to people who inject drugs? What are
they?
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•

Are there places in this city where people who inject drugs
can find clean syringes or needles without having to pay for
them or that are low cost?

Risk behaviors
•

Are there people who inject drugs using syringes and needles in a group at the same time?

•

Are there places where people who inject drugs are able
to obtain syringes and needles that they share with others?

•

Are there people who inject drugs who have sex without a
condom?

•

Are there people who trade sex for injection drugs?
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•

Are you aware of other health care providers who assist
people who inject drugs in this city? And others? Which are
they? What kind of services do they provide?

•

Are there places in this city where people who inject drugs
can find clean syringes or needles without having to pay or
paying very little?

Referral to care for HIV, hepatitis B and hepatitis C
•

If any person who injects drugs participate in the survey
and is referred for care related to their HIV, hepatitis B or
hepatitis C status could that person receive the care?

Other services
•

Are you aware of organizations, institutions or programs
that support people who inject drugs? Which are they?

Health care

•

Which ones are in the city or surrounding area?

•

What types of services related to injection drug use do you
provide to people who inject drugs?

•

Which ones are in other cities or locations?

•

What kind of services or support they provide?

•

Are there services that people who inject drugs seek and
you do not provide? What are they?

•

What do you do when you do not have these services? Refer them to any institution? Which?

•

Do you do screening of people who inject drugs to detect
the type of drug injected? If not, how do you know that it
is someone who injects drugs? And how do you know what
type of drug he or she is using?

12.6.4. Key informant interview guide

•

How do these people come to you / know of your existence? Are they referred by someone or any program or
institution?

•

What kinds of people who inject drugs seek your services?
Are they mostly of which gender? What are the main languages they speak? Are they only Mozambicans or are there
foreigners? What age are they? What socio-economic level?
Are they workers or students?

General impression about the study
•

After hearing all this information about the study, what do
you think people who inject drugs would think about this
study?

•

Do you think they would participate in the study?

•

What are the things that the interviewers or the study team
could do that can make people who inject drugs get angry
and not participate in the survey?
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Table 12.6.4.A. Interviews with key informants
Maputo

Nampula/Nacala

Code

Institutions/Individuals Interviewed

Institutions/Individuals Interviewed

KII1

Associação Desafio Jovem de Moçambique (ADJM)

Health Technician – Nacala Urban Health Facility

KII2

Mavalane Nucleus

Nurse – Nacala Porto Urban Health Facility

KII3

Ambiente of Mafalala Community Association

Peer Educators

KII4

ARISOS (Association for Rehabilitation and Social
Integration)

OTHOLA Service Provider

KII5

Global Health Communication (GHC)

Drug dealers

KII6

Mozambican Association for Family Development
(AMODEFA)

Psychologist – Hospital Central of Nampula

KII7

Central Office for Drug Control and Prevention
(GCPCD)

Health Professional (General Practitioner) – 1º de Maio
Health – Facility

KII8

Psychiatric Hospital of Infulene

Mental Health Facility

KII9

REMAR (Rehabilitation Center for drug users – drug
addicts)

PWID

KII10

Psychiatric Services of Maputo Central Hospital

Counselor from the Association OTHOLA

KII11

Ex-PWID

KII12

PWID

Table 12.6.4.B. Focus Group Discussions
Maputo

Nampula/Nacala

Code

N

Type of participant

N

Type of participant

FGD1

10

Non-injection drug users

8

Non-injection drug users, current and former
PWID and Peer educators from Nacala Porto

FGD2

10

Current and former PWID

10 PWID

FGD3

8

Current and former PWID

6

FGD4

12

Current and former PWID

PWID
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