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The study was designed and led by Dr.Qandelihle G. Simelane (qandelihle@gmail.com). 

 

 

Circled in the pictures, Dr. Simelane conducted the focus group interviews with male and 

female drug users and wrote up the report.  The findings, interpretations, and conclusions 

expressed here are those of the consultant and do not necessarily represent the views of the 

SACRO, its Board of Executive Directors, or the governments they represent. 
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EXECUTIVE SUMMARY  

Background 

An estimated 149–271 million people used an illicit drug worldwide in 2009:125–203 million 

cannabis users; 15–39 million problem users of opioids, amphetamines, or cocaine; and 11–

21 million who injected drugsi. IDUs are at high risk for HIV infection because of efficient 

transmission through the sharing of contaminated injecting equipment. IDUs are usually 

highly stigmatizedand marginalized,drug use is criminalized in most societies, and this leads 

to covert drug use hence making IDUs difficult to reach and involve. 

Study Objectives 

The survey sought to (i) estimate the distribution of the IDUs in terms of age, gender, 

residence, family background; socio-economic status; and (ii) produce population size 

estimates (of the Injecting Drug Users)to improve knowledge, understanding and 

interventions appropriate for key populations. 

Methodology 

The study focused on the Manzini-Mbabane corridor, and used Respondent Driven Sampling 

to recruit participants. Data collection ran over 3 days, and the last day dedicated to female 

participants.  Prior to the Focus Group Discussion (FGD), a standard questionnaire approved 

by the Health Ethics Committee was completed by participants with the assistant of the 

research team.  The study recruited a total of 54 participants on whose inputs, 28 of them 

male and 25 females. 

Key Findings 

(i) The Parents and Family: very few drug users grew up in stable families with 

married parents, one third of the males (n=9, 33%) and even fewer amongst the females with 

only about 1 in 4 (n=5, 24%) reporting growing up with married parents. 

 

(ii)  Birth Order:  at least 60% of the drug users were either first or last born, with about 1 

in 3 females (n=8, 32%) in the latter group and about half the male users (n=11, 46%) in the 

former. 

 

(iii)  Age:The drug users are dominated by the youth: 90% of them (n=46) were less than 

45 years old, and two thirds (n=34, 67%) were below the age of 35 years. 

 

(iv) Highest Level of education: and about 70% of the male drug users (n=29, 

68%)reported a minimum of high school education as their highest level of education. 

 

(v) Hotspots of Drug Users: In Manzini, Fairview, Kakhoza and Makholweni are 

hotspots, and other users come down from Mbabane for supplies available in Fairview. 

 

(vi) Drug Use:Male drug users begin consuming alcohol earlier than their female 

counterparts.Smoking or chasing (n=23, 47%) and injection (n=15, 31%) are the dominant 

methods of taking drugs, especially amongst male drug users. Injection drug usage is largely 

a male habit. 
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(vii)  The drugs: the most commonly used drug (n=27, 53%), especially amongst the 

female users, is dagga. Of the female drug users, 2/3 (n=18, 67%) reported using dagga.  

Male drug users are shown to use a wider diversity of drugs (n=6) but dagga is the dominant 

drug.  Dagga, glue, benzene, cocaine and heroin drugs are easier to obtain, but Nyaope and 

Wonga are scarce.  Whenever local stock runs out, they engage in long distance rides to even 

Maputo and bring back supplies. 

 

(viii)  Initiation and Induction : Most drug users were introduced to drugs by friends 

(n=45), both amongst the female (n=26, 93%) and male (n=19, 78%), and the rest were 

introduced by sisters, boyfriends or their biological father. 

 

(ix) Injecting Drug Use:The participant drug users reported beginning injecting in their 

youth, with at least half injecting by the end of their teens (n=21, 53%); three quarters of the 

male users (n=18, 75%) began injecting by the age of 24 years, the proportion reporting the 

same was higher amongst the female users (n=14, 88%). 

 

(x) Needle Sharing and Blood Born Viruses: three quarters (n=6, 75%) reported that 

they were not only living with HIV but they also shared syringes and needles. At least half 

the male respondents (n=7, 54%) reported that they shared both needles and syringes.  Three 

quarters of the female participants who reported having been involved in the sharing or re-use 

(after someone) in the past month (4 weeks) also reported living with HIV. 

 

(xi) The Network of Drug Users: Each participant had in their network, twice as many 

out of school users as those at school, and available evidence points to more male than female 

drug users, both in and out of school.  It is estimated that the population of drug users is in the 

range of 790 to 2060. 

 

(xii)  Sex Partners and Sexual activity: Most male respondents (n=11, 65%) reported they 

had multiple sexual partners, numbers of these were as high as 10 although some declared 

that they were not sure, while others could only describe them as 'many'.  However, amongst 

the female users, the numbers of sexual partners over the month before the survey (n=9, 69%) 

exceeded the numbers of sex partners reported (n=6, 46%). 

 

(xiii)  Sexually Transmitted Infections and Condom Usage: More than half the 

respondent drug users (n=25, 53%) reported they had once contracted an STI, and about half 

this number (n=15, 54%) had had the STI in the month preceding the study.Most participant 

respondents (n=30, 70%) reported having used a condom the last time they had sexual 

intercourse, although fewer amongst them had consistently used a condom each time theyhad 

sex in the past month (4 weeks)(n=23, 53%).  Reported condom usage is more common 

amongst male users but less so amongst the females. Hence there is heightened frequency of 

risky sex and therefore the contraction or transmission of STIs (including HIV) amongst 

female drug users. 

Conclusions and Recommendations 

Informed by the findings presented in the report, it is recommended that the development of 

aHarm Reduction Programme in Swaziland is founded and focuses on (i) Effective 

Rehabilitation Programs and activities; (ii) The Swazi family and a nurturing Environment; 

(iii) Dynamic Risk Factors; (iv) Drug Rehabilitation Service Provision in Swaziland and (v) 
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evolving an integrated health service sensitive to the dynamic and unique needs of people 

who use drugs 
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INTRODUCTION  

1.1 Background 

An estimated 149–271 million people used an illicit drug worldwide in 2009:125–203 million 

cannabis users; 15–39 million problem users of opioids, amphetamines, or cocaine; and 11–

21 million who injected drugsii. Injecting drug use (IDU) involves injecting a psychoactive 

substance for non-medical purposes. It also includes intravenous injecting, intramuscular 

injecting or injecting under the skin (‘skin popping’).  Problem drug use (PDU) entails 

injecting drug use or long duration/ regular use of opioids, cocaine and/or amphetamines. 

IDUs are at high risk for HIV infection because of efficient transmission through the sharing 

of contaminated injecting equipment. IDUs are usually highly stigmatizedand 

marginalized,drug use is criminalized in most societies, and this leads to covert drug use 

hence making IDUs difficult to reach and involve.  Most programs are implemented on a 

small scale, harm reduction not integrated in the mainstream of public health.  Often, there is 

lack of collaboration between the health and judiciary arms of government, religious leaders 

and civil society.This has resulted in explosive IDU-driven HIV epidemicsiii. 

Swaziland has a generalised epidemic and identifies women and girls, the youth, sex workers 

(SW), men who have sex with other men (MSM), Injecting Drug Users (IDU),prisoners and 

mobile populations as key populations at higher risk of HIV infection- and contribute 

between 7% and 11% of new infections.  The acquisition of TB is closely associated with the 

underprivileged and marginalised in society, which include, women, children, PLHIV and 

prisoners (WHO TB/HIV Policy 2011). Although it is acknowledged that People Who Inject 

Drugs (PWID) exist, there is limited data on their size and contribution to new 

infections.Epidemics fuelled by IDU are further sustained though sexual transmission, with 

potential for wider spread.There is no sufficient data to estimate the population size of 

Injecting Drug Users (IDU) group in Swaziland.  Hence there is: 

¶ inadequate evidence to inform programming based on their needs. 

¶ limited targeted HIV prevention services for key populations 

¶ insufficient policies to guide development and delivery of appropriate services to key 

populations. 

¶ limited access and utilization of HIV services. 

This has resulted in explosive IDU-driven HIV epidemics. 

1.2 Problem Statement 

In most world regions, HIV infection is concentrated in subsets of the population exposed to 

particular HIV transmission risks, such as people who inject drugs.iv Injecting drug use takes 

place in 151 countriesv, with an estimated 11–21 million such users in 2007, of whom 0.8–6.6 

million were estimated to be living with HIV.vi  HIV transmission is a risk for all populations 

of injecting drug users (IDUs), with potential for the virus to spread rapidly between those 

who inject drugs (via injections and sexual risk) and, possibly, to the wider community 

through sexual transmission.vii 

These addictions become even greater issues because the treatment available is extremely 

limited and does not seem to address drug addiction effectively throughout the nation.  The 

addictive behaviour leads to violence within families, risky sexual behaviour, theft, traffic 

accidents, and other safety and health problems related to impaired judgment as well as more 
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long term effects such as unemployment, increased HIV/AIDS transmission, and poverty.  In 

order to address addiction and its serious, widespread effects, funding and research should 

focus on implementing culturally appropriate rehabilitation organizations and facilities for 

addicts. 

SACRO, through its substance abuse programme is already working with 15 male IDUsviii1.  

There are however indications that nationally, the numbers may be larger.  A UNODC 

Assessment, for instance, identified 50 of the IDUs.  This suggests the need for a more 

comprehensive study and a near complete mapping of the IDUs in Swaziland to inform 

relevant programming and direct national preventative strategies. 

1.3 Rationale 

Drugs are believed to be widely abused in Swaziland. However, there has never been a 

systematic assessment of the nature, extent and patterns of drug abuse in the country. There is 

therefore, need to give priority to conducting a rapid assessment of drug abuse in the country.  

Such an assessment is essential to the development of policy and the designing of appropriate 

programmes for the prevention of drug abuse and treatment and rehabilitation of the drug 

abusers.  COSAD (1998:12) found that very little progress had been made towards attending 

to substance abuse, which situation has gone beyond the problem of substance abuse alone, 

for it relates to the current escalation of crime, family and social breakdown. 

Intelligent policy responses to drug problems need better data for the prevalence of different 

types of illicit drug use and the harms that their use causes. Illicit opioid use is a major cause 

of mortality from fatal overdose and dependence; HIV, hepatitis C, and hepatitis B infections 

from unsafe injection practices are important consequences in people who inject opioids, 

cocaine, or amphetamines. 

The study responds to an identified need2 to carry out research and size estimates to improve 

knowledge, understanding and interventions appropriate for key populations.  The eNSF 

highlights the fact that there is no sufficient data to estimate the population size of the 

Injecting Drug Users (IDU) and attributed the inadequate evidence to inform programming 

for sex workers, MSM, IDU, uniformed services to this gap. 

1.4 Project Description 

1.4.1 Goals and Objectives. 

The study was abehavioural surveillance survey, a mixed methods study to collect indicator 

data, producing estimates to improve knowledge, understanding and interventions appropriate 

for this key population group.Specifically, the surveysought to: 

¶ Estimate the distribution of the IDUs in terms of age, gender, residence, family 

background; socio-economic status; 

¶ Produce population size estimates (of the Injecting Drug Users)to improve 

knowledge, understanding and interventions appropriate for key populations. 

¶ Document challenges faced by IDUs 

                                                 
1 This is reported by SACRO Social Worker, SibusisoMahlalela 
2 See The National Multisectoral HIV and AIDS Framework (eNSF) 
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2.0 Methodology 

2.1 Study settings/ sampling frame 

The study, focusing on the Manzini-Mbabane corridor, used Respondent Driven Sampling to 

recruit participants. Data collection spanned over a period of 3 days, the first two of which 

only yielded male participants.  The standard questionnaire was completed, with the assistant 

of the research team, prior to the Focus Group Discussion (FGD).  The FGDs were such that 

it was either male or female users on their own, seeking to explore issues at depth on one 

hand, and because on the first day there were no female participant users. 

2.1.1 Community 

Respondents were recruited directly from the community of drug users, via other community 

members and congregated at Caritas, Manzini residents.  Data was collected through 

questionnaires, after which study participants were engaged in focus group discussions. This 

method helped provide relatively generalisable data, but at relatively low costs as participants 

were granted with lunch and E100 each for transport. 

2.2 Sampling 

Respondents were asked to describe their relationship to their recruiter.  RDS produces 

samples that are representative of the hidden population from which they were drawn, that 

bias because of volunteerism and masking is modest, and that steering incentives can be used 

to increase recruitment of a group of special interest. 

2.2.1 Defining the sampling frame 

Community — Drug users who stay in touch/are networked with other drug users. This could 

be through either attending specific venues (other than services) or personal networks. 

 Usually the closest to the target population, although may exclude ex-users. 

 Hard to reach, requires specific resource intensive approaches. 

2.2.2 The target population 

The study targeted the following target populations: 

a. Ever-IDUs who are also recent (last 12 months) problem drug users (PDUs). 

b. Recent/current/active (last 4 weeks) IDUs. 

c. Ever-IDUs in the general population (includes ever-IDUs who are not recent PDUs). 

d. Recent (last 12 months) PDUs. 

The study targeted injecting/non-injecting populations.  The main assumption of surveillance 

is that the data collected will be used. Interviews covered users; questionnaires were either 

self-administered or be completed with the assistance from researchers.  Other data collection 

activities will includeFocus Group Discussions(FGDs). 
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2.3 Ethical Issues 

Permission was obtained from the Ministry of Health Ethics Committee and the participants 

themselves.  The Research and Ethics Committee of the Department of Health Studies 

approved the study. The researcher gave particular consideration to ethical aspects because of 

the sensitive nature of the study. The respondents’ right to self-determination was respected 

without penalty or preferential treatment. The researcherensured that no physical, emotional, 

spiritual, economic, social or legal harm is caused to any respondent. The respondents’ 

privacy was ensured by not sharing any of the collected information with others. The 

researcher also assured the respondents that all the data was treated confidentially. 

Informed consent 

Informed consent was obtained from all potential participants. Potential participants were 

assured that they can refuse to take part or that they can withdraw from the study at any point. 

Reimbursement 

Participants completing the structured questionnaire were offered bus fare to the value of 

E100, lunch and refreshments as an incentive. 

Confidentiality  

Each participant was assigned a code (no identifying information) that was recorded on 

questionnaires.FGDs were electronically recorded and used both Siswati and English as 

language of communication.  This followed informed consent granted by study participants 

enlightened about their rights and the purpose of the study. 

2.4 Benefits (or Anticipated Outcomes) 

The research may also be expected to contribute to: 

a. Information: to help develop customised strategic interventions targeting key 

populations including harm reduction. 

b. Crime prevention & understanding the initiation process 

c. Rehabilitation efforts 

d. Recommendations/ solutions 

It is expected that these data will help identify geographical areas where the study should be 

implemented (e.g. high incidence sites), approximate prevalence of injecting drug use, as well 

as information determining the study logistics. Qualitative research will be used as a rapid 

assessment to get an idea about the organisation of the local drug scene, norms and 

behaviours. 
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2.5 Statistical Analysis 

The questionnaire was used to record individuals who report use of injecting drugs.The semi-

structured interview was used to explore experiences of PWID.Key themes emerging from 

the data are prioritized, discussed and debated at a research workshop with partners.  

Quantitative data will be analysed by way of frequencies with cross-tabulations. 

3.0 Findings 

The participant drug users totaled 55, and of these, most (n=29, 52.7%) were male and 

another 25 (45.5%) were female.  Most participants were recruited by friends (n=41, 82%), 

both amongst female (n=23, 85%) and male participants (n=18, 78%).  Few participant drug 

users (n=14, 28%) reported that the recruiter had used excessive pressure during recruiting, 

and among both female and male drug users, it was sex partners (n=4, 8%) who were 

reported for this behaviour.  Hence, participation in the study was largely due to persuasion 

rather than excessive pressure. 

Table 1: Numbers of participant respondents reporting on their relationship with recruiters 

Gender 

Relationship with recruiter 

Total Acquaintance Friend Relative Partner 

Female Recruiter used 

excessive 

pressure 

No 1 13 2 0 16 

Yes 0 5 0 2 7 

Total 1 18 2 2 23 

Male Recruiter used 

excessive 

pressure 

No 1 18 1 0 20 

Yes 0 5 0 2 7 

Total 1 23 1 2 27 

Total Recruiter used 

excessive 

pressure 

No 2 31 3 0 36 

Yes 0 10 0 4 14 

Total 2 41 3 4 50 

Most of the participants (n=41, 82%) were recruited by their friends, and amongst these, there 

was a few (n=10, 24%) that reported that the recruiter used pressure during recruiting.  The 

experience of the use of excessive pressure during recruiting was shared by all participants 

recruited by their sex partners (n=4).  The proportion of female participants reporting they 

were recruited with the use of excessive force (n=5, 28%) was higher than that of male 

participants (n=5, 22%) reporting the same. 

3.1 Demographic Characteristics  

The study recruited a total of 54 participants on whose inputs and responses the report is 

based.  Most of them were males (n=28), and the others were female (n=25) and one did not 

indicate their gender. 
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Figure 1: Proportions of female and male drug users and the age reported as the start of 

smoking 

Most first born males begin smoking in their teens or earlier (91%); most last born males 

began smoking after their teenage years (80%); most middle born children begin smoking in 

their teenage years or later (87%).  Female drug users start smoking earlier in life than their 

male counterparts.  Amongst the males, 42% (n=10) had already started smoking, and this 

proportion rose to 75% (n=18) by the end of the teen years, yet only 8% (n=2) reported the 

same amongst the females and 56% (n=14), respectively (Figure 1). 

3.1.1 The Parents and Family 

Information presented in Figure 2 indicates that very few drug users grew up in stable 

families with married parents, one third of the males (n=9, 33%) and even fewer amongst the 

females with only about 1 in 4 (n=5, 24%) reporting growing up with married parents.  The 

figure also shows that most females (n=9, 43%) come from set ups where both parents were 

unmarried and apart (n=4, 19%) or separated (n=5, 24%).  The rest reported an environment 

with a step parent (n=4, 19%) where either the father or the mother only was married.  Most 

of the males reported growing up with widowed parents (n=8, 30%) or in family set ups 

where at least one parent was absent, none of them married, parents living in separation or 

divorced (n=9, 33%). 
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Figure 2: Proportions of female and male drug users and the reported marital status of their 

parents 

Hence most drug users come from family set ups where the parents are characterised by 

broken relationships depriving the offspring of the supportive and protective environments 

that provide the necessary guidance and leadership. 

3.1.2 Birth Order  

Birth order affords individuals unique upbringing experiences and evolves distinct 

individuals.  Whether the individual is female or male, birth order confers both rights and 

privileges inasmuch as it is important in assigning responsibility.  Birth order can therefore be 

a risk factor whilst it may helpevolve a protective environment helpful to the evolution of 

character and behaviour. 
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Figure 3: Proportions of female and male users of different birth order 

Amongst both female and male users, at least 60% were either first or last born, with about 1 

in 3 females (n=8, 32%) in the latter group and about half the male users (n=11, 46%) in the 

former (Figure 3). 

Table 2: Numbers and proportions of drug users of different age groups and birth order 

Gender Age Group 

First born Last born Other 

n % n % n % 

Female 10-12 years 1 14% 2 25% 0 0% 
13-19 years 5 71% 3 38% 9 90% 

20-27 years 1 14% 3 38% 1 10% 

Male 10-12 years 4 36% 0 0% 1 13% 
 13-19 years 6 55% 1 20% 3 38% 
 20-27 years 1 9% 4 80% 3 38% 

Most first born (71%) and middleborn females (90%) started smoking during their teenage 

years. 

3.1.3 Age 

The drug users are dominated by the youth: 90% of them (n=46) were less than 45 years old, 

and two thirds (n=34, 67%) were below the age of 35 years.  The females were much younger 

that about ¾ of them (n=18, 72%) were below the age of 30 years and more than 90% of 

them (n=23, 92%) were below the age of 40 years (Table 3). 
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Table 3: Distribution of respondent drug users by gender and age 

Age Group 

Female Male Total 

n % n % n % 

15 to 19 4 16 0 0 4 8 

20 to 24 4 16 4 15 8 16 

25 to 29 10 40 5 19 15 29 

30 to 34 3 12 4 15 7 14 

35 to 39 2 8 7 27 9 18 

40 to 44 0 0 3 12 3 6 

45 to 49 0 0 2 8 2 4 

50 to 54 2 8 0 0 2 4 

55 to 59 0 0 1 4 1 2 

Total 25 100 26 100 51 100 

In comparison, only about 1in 4 of the male drug users (n=6, 23%) were aged above 40 years 

and half of them (n=13, 50%) were younger than 35 years of age. 

3.1.4 Highest Level of Education 

Data presented in Table 4suggests a generally high level of education amongst the drug users, 

amongst whom less than 10% had no education and about 70% of the male drug users (n=29, 

68%)reported a minimum of high school education as their highest level of education.  

Amongst the females, over 70% (n=18, 72%) had a minimum of secondary education, 

whereas over 80% of the male drug users (n=41, 82%) reported having attained education at 

the same level (Table 4). 

Table 4: Numbers and proportions of drug users of different reported levels of education 

Education Level 

Female Male All 

n % n % n % 

No education 2 8 2 7 4 8 

Primary School Level 5 20 3 11 8 15 

Secondary School Level 8 32 4 14 12 23 

High School Level 5 20 16 57 21 40 

College Level Education 3 12 3 11 6 11 

UniversityCertificate 2 8 0 0 2 4 

Total 25 100 28 100 53 100 

During the FGDs, both female and male discussants were in consensus that drug consumption 

can hardly be attributed to or associated with household poverty.  They suggested that, 

instead, it is excessive household wealth that is a risk factor: 

'I would not lie my brotherémy family was financially stable.  I had everything.' Mnguni, 

youthful male drug user. 

The wealth factor may therefore be reflected in the reported education levels of the drug users 

presented in the table. 
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3.1.5 Hotspots of Drug Users 

Table 5presents the hotspots for drug users in the country.  In Manzini, Fairview, Kakhoza 

and Makholweni are hotspots.  The table reflects ‘same’ or ‘different’ depending on whether 

or not the area of residence is the same as the area of birth. 

Table 5: Numbers and proportions of drug users of different reported areas of residence 

Area 

Female Male 

Total Same Different Same Different 

Fairview 0 1 2 2 5 

kaKhoza 6 4 1 1 12 

Logoba 2 0 

  

2 

Makholweni 1 0 3 3 7 

Manzini 4 3 1 2 10 

Mbabane 0 1 3 0 4 

All 13 9 10 8 40 

The participant respondents indicated during FGDs that people come down from Mbabane 

for supplies available in Fairview: 

'Go to Fairview, you will see them boysédrugs written all over their faces.  It is because of 

drugs.'Letsiwe, lady drug user who suggested that alcohol without dagga is not enough 

The data also indicated that moving from the area of birth may be a risk factor as about half 

the participant respondents were not living where they were born (n=26, 49%): they had 

moved residence.  The risk associated with change of residence is greater amongst males 

(n=15, 54%) than amongst females (n=11, 44%). 

3.2 Drug Use 

3.2.1 Smoking and Alcohol Consumption 

Male drug users begin consuming alcohol earlier than their female counterparts.At least three 

quarters of the male users (n=18, 75%) reported alcohol use by the end of their teens. 
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Figure 4: Proportions of female and male drug users and the age reported as the start of 

smoking 

In contrast, only about half the female users (n=8, 52%) were taking alcohol at this age 

(Figure 4).All except one male first born males (n=10, 91%) started consuming alcohol 

before their teens, earlier than last born (n=1,25%) or female first borns (n=10, 44%). 

3.2.2 Initiation and Induction  

Amongst male drug users (n=20, 77%), the habit began while at school, either in Grade 5 

(n=2, 33%) or Grade 5 (n=4) amongst those who were at Primary School when they started, 

or at secondary level (n=10, 63%).  The proportion of female users reporting the same was 

lower (n=9, 39%). 

Most drug users reported induction by friends (n=45), both amongst the female (n=26, 93%) 

and male (n=19, 78%).  The rest were introduced by sisters, boyfriends or their biological 

father (Figure 5). 
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Figure 5: Proportions of female and male drug users the reported relations of those who 

introduced them to drug use 

The participant drug users reported beginning injecting in their youth (Table 6), with at least 

half injecting by the end of their teens (n=21, 53%).Whereas three quarters of the male users 

(n=18, 75%) began injecting by the age of 24 years, the proportion reporting the same was 

higher amongst the female users (n=14, 88%).  This suggests that females start injecting at an 

earlier age than males. 

Dagga is the most commonly used drug (n=27, 53%), especially amongst the female users, 

2/3 of whom (n=18, 67%) reported dagga.  Male drug users are shown to use a wider 

diversity of drugs (n=6) although dagga is the dominant drug (Table 7). 

'I am left feeling no drunk after drinking...I donôt get that kick from alcohol. Then I have to 

get i-tanna(dagga).' Female user 

The participant drug users reported beginning injecting in their youth, with at least half 

injecting by the end of their teens (n=21, 53%).Whereas three quarters of the male users 

(n=18, 75%) began injecting by the age of 24 years, the proportion reporting the same was 

higher amongst the female users (n=14, 88%).  This suggests that females start injecting at an 

earlier age than males (Table 6). 
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n % n % n % 

10 to 14 years 2 13 3 13 5 13 

15 to 19 years 7 44 9 38 16 40 

20 to 24 years 5 31 6 25 11 28 

25 to 29 years 1 6 2 8 3 8 

30 to 34 years 1 6 3 13 4 10 

35 to 39 years 0 0 1 4 1 3 

All 16 100 24 100 40 100 

'You keep progressing with the drugs and then you feel like alcohol and even dagga are light 

weight and fail to give you the kick. Then you need something stronger...' male drug user who 

reported he lost his wife who deserted him and his children leading to his relapse. 

Table 7: Numbers of proportions of respondent drug users and the drugs they use 

Drug Used 

Female Male Total 

n % n % n % 

Cocaine 8 30 4 17 12 24 

Heroin 1 4 3 13 4 8 

Dagga 18 67 9 38 27 53 

CrackCocaine 0 0 3 13 3 6 

Glue 0 0 1 4 1 2 

Mandrax 0 0 3 13 3 6 

Ecstasy 0 0 1 4 1 2 

All 27 100 24 100 51 100 

Smoking or chasing (n=23, 47%) and injection (n=15, 31%) are the dominant methods of 

taking drugs, especially amongst male drug users. Injection drug usage is largely a male habit 

(Table 8). 

Table 8: Number of participant respondents and the reported methods they use to take drugs 

Gender 

Do you use or take drugs? 

Total Yes No 

Female How do you take 

the drugs 
Snorting 3 0 3 

Smoking/ chasing 9 4 13 
Injection 1 1 2 
Sniffing/ inhaling 1 0 1 

Total 14 5 19 
Male How do you take 

the drugs 
Snorting 4 0 4 

Smoking/ chasing 9 1 10 
Injection 13 0 13 
Swallowing 1 0 1 
Sniffing/ inhaling 2 0 2 

Total 19 1 30 

Total How do you take 

the drugs 
Snorting 7 0 7 

Smoking/ chasing 18 5 23 

Injection 14 1 15 

Swallowing 1 0 1 

Sniffing/ inhaling 3 0 3 
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Total 33 6 49 

The largest proportion of male drug users reported intravenous drug administration (n=13, 

43%), compared with only about 1 in 10 (n=2, 11%) amongst female drug users. Most 

females (n=13, 68%) reported that they smoke or chase, yet fewer males (n=10, 33%) 

reported the same. 

This reflects differences in the drugs male and female use consume.Table 8 shows that there 

are similarities in the part of the body injected by both female and male IDUs, and most inject 

their arms (n=25, 47%) while others inject their legs (n=8, 15%). 

Table 9: Numbers and proportions of IDUs and the parts of the body they report injecting 

Part of body injected 

Female Male Total 

n % n % n % 

Upper Arm 5 20 10 36 15 28 

Lower Arm 4 16 6 21 10 19 

Lower Leg 1 4 4 14 5 9 

UpperLeg 0 0 3 11 3 6 

Amongst both female and male IDUs, most inject on the upper arm if they choose the arm or 

the lower leg if they inject on the leg (Table 9). 

 
Figure 6: Proportions of female and male drug users and the reported number of drugs used 

the month preceding the survey 
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Figure 6shows that most IDUs use no more than two drugs, both females and males.  The two 

drugs are cocaine and heroin.  The latter is largely a feminine drug and the former masculine.  

Most females reported using cocaine (n=9, 82%), while most males (n=14, 67%) reported 

using heroin the month before the survey. 

 
Figure 7: Proportions of female and male drug users and their reported frequency of injection 

the month preceding the survey 
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reported injecting no more than twice a day while the rest reported injecting 3 to 4 times a 

day. 

3.3 Injecting Drug Use 

Both amongst female (n=14) and male (n=20) IDUs, at least half reported starting injecting 

before the end of their teen years (Figure 8). 
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Figure 8: Proportions of female and male drug users and the age reported as the start of 

injecting drug use 

Close scrutiny of the data however shows that most female first borns (n=3, 75%) started 

between the ages 10 and 19 years, last born males reported adopting the habit in their 20s 

(n=3, 100%) yet the largest proportion of middleborn males (n=7, 88%) started injecting 

between 10 and 19 years of age. 

Therefore, last born males are likely to start smoking later in life but first born children 

arelikely to start earlier.A protective home setup keeps last born males from smoking earlier 
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Table 10: Numbers of drug users reporting on the sequence of their adoption of smoking and 

drug use habits 

Gender 

Sequence of habit adoption 

Total Same year 
Smoking 

first Drugs first 

Female Birth Order of 

user in the family 
First born 3 2 2 7 
Last born 4 2 2 8 
Other 4 1 5 10 

Total 11 5 9 25 

Male Birth Order of 

user in the family 
First born 5 4 3 12 
Last born 1 2 2 5 

Other 3 3 3 9 
Total 9 9 8 26 

All Birth Order of 

user in the family 
First born 8 6 5 19 

Last born 5 4 4 13 

Other 7 4 8 19 

Total 20 14 17 51 

The proportion of drug users who began drug use before smoking is higher amongst females 

(n=9, 36%), the largest proportion of whom commence drug use the same year they take up 

smoking (n=11, 44%). 

3.3.1 Needle Sharing, Blood Born Viruses 

Among the respondent female IDUs, three quarters (n=6, 75%) reported that they were not 

only living with HIV but they also shared syringes and needles. At least half the male 

respondents (n=7, 54%) reported that they shared both needles and syringes (Table 11).  

Focus Group Discussions however indicated that some men openly living with HIV do share 

needles with others whose status is unknown: 

‘Me and my friend who has injured his arm by injecting do share needles.  However, I am 

HIV positive. Sometimes we do not even clean these needles.  When we do clean, we rinse the 

needle and syringe in water: you suck water through the syringe a few times and then reuse.’ 

Antonio, drug use born in Maputo. 

Table 11: Numbers of respondent drug users reporting on their HIV test result as well as their 

needle and syringe sharing activities in the 4 weeks preceding the survey 

Gender 

If so, did the HIV test yield a 

positive or negative result? 

Total Negative Positive 

Female Have you been involved in 

the sharing or re-use (after 

someone) in the 4 weeks 

Syringes 0 4 4 

Needles 2 0 2 

Both 0 2 2 

Total 2 6 8 

Male Have you been involved in 

the sharing or re-use (after 

someone) in the 4 weeks 

Syringes 3 1 4 

Needles 2 0 2 

Both  4 3 7 

Total 9 4 13 

All Have you been involved in 

the sharing or re-use (after 
Syringes 3 5 8 

Needles 4 0 4 
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someone) in the 4 weeks Both 4 5 9 

Total 11 10 21 

Hence the relatively lower proportions of male respondent participants reporting sharing 

needles and syringes (n=4, 13%) does not reflect lower risks amongst male IDUs.  Notably, 

about half the respondent IDUs (n=10, 48%) reported having been involved in the sharing or 

re-use (after someone) in the 4 weeks preceding the study whilst aware they are living with 

HIV.  This points to risky sexual activity and the risk is heightened by the reported high rates 

of HIV amongst the respondents. 

Of the respondent females, 52% (n=11) reported testing positive for HIV, in contrast with 

28% (n=7) amongst males.  The latter group is however known to be wary of testing for HIV. 

The risk of HIV transmission to and amongst PWUD was shown to be also accentuated by 

syringe and needle sharing activities which do not necessarily exclude those aware of their 

HIV positive status: 

Of the female participants who reported having been involved in the sharing or re-use (after 

someone) in the past month (4 weeks), 75% (n=6) also reported living with HIV.  The 

proportion of males reporting the same was lower (n=4, 31%). 

Table 12: Numbers and proportions of respondent drug users reporting on the number of sexual 

partners and whether or not they ever had an STI 

Gender Number of sexual 

partners had the 

previous month 

Have you ever had sexually transmitted infection? 

No % Yes % Total % 

Female 0 1 5 0 0 1 5 
1 1 5 3 16 4 21 
Multiple 10 53 4 21 14 74 

Male 0 1 4 3 12 4 16 
1 4 16 5 20 9 36 
Multiple 6 24 6 24 12 48 

About 2 in 5 of the drug users (n=26, 59%) reported having multiple sexual partners.  The 

proportion of respondent female users reporting multiple sexual partnerships the month 

preceding the survey was higher amongst females (n=14, 74%) than it was amongst males 

(n=12, 48%) althoughthe reported number of partners was higher amongst the latter (up to 

20) than amongstthe former. 

Both male and female respondent drug users did concede to offering sexual services 

expecting cash returns or while under the influence of drugs. While female respondentusers 

conceded to waking up next to strangers, and unable to recall events of the previous night, 

there were also male drug users who could not recall the number of sex partners they had or 

had had the monthpreceding the survey.  Therefore multiple concurrent sexual partnerships 

are ubiquitous amongst both male and female drug users, amidst the reported high prevalence 

of STIs and HIV in the population of drug users fuel by the habit of injecting with drugs. 

3.3.2 Treatment and Rehabilitation 

During the FGDs, it appeared that the female participants were not aware of any 

rehabilitation facilities in the country, whilst the males were critical of the services and 

experiences of these centres.  The lack of knowledge amongst female respondent participants 
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is also reflected in the numbers and proportions indicating whether or not they have had 

treatment for the drugsin the past.  Most of those who responded positively were males 

(n=10, 71%).  The large numbers that reported not having had treatment (n=36, 72%) in spite 

of the unanimity about wishing to stop suggests a gap and a need. 

3.3.3 The Network of Drug Users 

Based on the responses of the 54 drug users who participated in the study, the evidence in 

Table 13points to more male than female drug users, both in and out of school.  Each 

participant, based on the figures in the table, had in their network, twice as many out of 

school users as those at school. 

Table 13:Descriptive Statistic on PWUD 

Statistic n Range M SD Est. N 

Numbers of female individuals in respondents' 

network 
31 19 6.71 5.06 362 

Number of male individuals in respondents' network 31 59 10.68 11.8 577 
Number of  female individuals in respondents' network 

who are still attending school 
25 12 3.92 3.35 212 

Number of  male individuals in respondents' network 

who are still attending school 
27 11.00 5.19 3.31 280 

Est. N means estimated number of drug users 

It can therefore be estimated that the population of drug users is in the range of 790 to 2060 

(based on 2 standard deviations) or conservatively, 1110 to 1750 (based on 1 standard 

deviation). 

3.4 Sexual and Reproductive Health Issues and Rights 

3.4.1 Sex Partners and Sexual activity 

FGDs indicated that there are generally no homosexual relationships amongst drug users.  

Further, the drug users often do not inform their sex partners of the habit.  It is hard to 

divulge.  However, some do get pestered by their persistent partners.  Most male respondents 

(n=11, 65%) reported they had multiple sexual partners, numbers of these were as high as 10 

although some declared that they were not sure, while others could only describe them as 

'many'. 

Table 14: Number of sexual partners reported  by drug users 

Number of sexual partners 

Number of sexual partners 4 weeks before the survey 

Female Male 

1 Multiple Total 0 1 Multiple Total 

One 3 4 7 2 4 0 6 

Multiple 1 5 6 1 2 8 11 

All 4 9 13 3 6 8 17 

Evidence in Table 14shows that amongst the female users, the numbers and therefore 

proportions of sexual partners over the month before the survey (n=9, 69%) exceeded the 

numbers of sex partners reported (n=6, 46%).  Amongst the males, these statistics reduced 

resulting in about 1 of every 5 users (n=3, 18%) reporting having no sex partner the month 

preceding the survey. 
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This finding is significant when considering the tendency to under report a sexual activity 

amongst females, ad males over reporting their activity.During Focus Group Discussions, 

female users admitted to ‘waking besides strangers and unable to recall events of the previous 

night…’ 

Tandzile reflected saying: 

‘itôs so easy to conceive and give birth to a baby without knowing the identity of the father.  I 

was lucky that I was able to trace the father of my 18 year old son and tell him I became 

pregnant.  Otherwise he would be fatherless.’ 

Other discussants collaborated this and revealed that such children get their mothers’ surname 

although there remains a challenge to tell the child who the father is. Female users also 

admitted to granting sexual favours in return for drugs.  Others get pimped, and offered to 

men for a fee: 

‘She may introduce you to a man as a potential boyfriend or you get offered for the night.  

Then you always know she has a benefit too.  That will help buy us a joint, somedrugsô. 28 

year old Letsiwe 

The men suggested that drug easily replace sex: 

‘I hope the ladies in the house will excuse me, but the first shot with your smoke or sniff feels 

as good if not better than ehhhéa sexual climax.’ 32 year Melusi who has relapsed into drug 

use, deserted by his wife who took away the children. 

The comment above may best contextualise the fact of the individual males reporting having 

no sexual partners the month preceding the survey even though they exist in their lives. 

3.4.2 Reproductive Health Issues and Rights 

3.4.2.1 Condom Usage 

Most participant respondents (n=30, 70%) reported having used a condom the last time they 

had sexual intercourse, but fewer amongst them had consistently used a condom each time 

theyhad sex in the past month (4 weeks)(n=23, 53%).  Only about 2 in 5 female users (n=8, 

42%) reported consistent condom usage the month preceding the survey although more 

(n=12, 63%) reported using a condom when they had sexual intercourse the last time (Figure 

9). 
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Figure 9: Proportions of female and male drug users and their reported condom usage 

practices 

Reported condom usage is shown in the data presented in Figure 9to be more common 

amongst male users but less so amongst the females. Considered in the context of the higher 

numbers of sexual partners over the month before the survey  that exceed the numbers of sex 

partners reported, the data suggests heightened frequency of risky sex and therefore the 

contraction or transmission of STIs (including HIV) amongst female drug users. 
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not be used consistently during sex.  Lack of consistent condom usage with part-time sex 
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drug users (Table 15).This points to risky sexual activity and the risk is heightened by the 

reported high rates of HIV amongst the respondents. Of the respondent females, 52% (n=11) 

reported testing positive for HIV, in contrast with 28% (n=7) amongst males.  The latter 

group is however known to be wary of testing for HIV. 
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Gender 

What sort of partner do you have? 

Total 
Steady 

partner 

Part-time 

partner 

Female Was a condom consistently used each time 

you had sex in the past month (4 weeks)? 
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Yes 5 3 8 

Total 11 8 19 
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Male Was a condom consistently used each time 

you had sex in the past month (4 weeks)? 
No 5 6 11 
Yes 7 6 13 

Total 12 12 24 

Total Was a condom consistently used each time 

you had sex in the past month (4 weeks)? 
No 11 11 22 

Yes 12 9 21 

Total 23 20 43 

More than half the respondent drug users (n=25, 53%) reported having ever had an STI, and 

about half this number (n=15, 54%) had had the STI in the month preceding the study (Table 

16).  The proportion of respondents reporting the same were higher amongst females (70%) 

than amongst males (44%). 

Table 16: Numbers of respondent drug users reporting on whether or not they had had a 

sexually transmitted infection 

Gender 

Have you ever had sexually 

transmitted infection? 

Total No Yes 

Female Had an STI in the past 4 weeks? No 10 3 13 
Yes 1 6 7 

Total 10 10 20 

Male Had an STI in the past 4 weeks? No 9 10 19 
Yes 2 6 8 

Total 9 18 27 

Total Had an STI in the past 4 weeks? No 19 13 32 

Yes 3 12 15 

Total 19 28 47 

There were similar numbers and proportions of female and male participants reporting having 

tested for TB in the 6 months preceding the survey (n≤10, ≥10%).  More male participants 

reported having tested for HIV (n=17, 61%) over the same period, in comparison with their 

female counterparts (n=14, 56%). And very few amongst both female and male participant 

users (≤4%) reported testing for Hepatitis B and C(Table 17). 

Table 17: Numbers of participant drug users reporting whether or not they had tested for selected 

infections in the 6 months preceding the survey 

Infection Tested Female Male All 

 
No Yes No Yes No Yes 

HIV 11 14 11 17 22 31 
Hepatitis B 24 1 27 1 51 2 
Hepatitis C 25 0 27 1 52 1 
TB 15 10 17 11 32 21 

Lower numbers of female drug users testing for HIV in the past 6 months in the midst of 

large numbers consequence could bean explosive IDU-driven HIV epidemic. 

3.5 Reported Lived Experiences of Drug Users. 

3.5.1 Induction 

Focus Group Discussions explored several issues related to drug use, from induction to 

rehabilitation.  Induction was said to occur in diverse contexts: at home, in school and within 

the influence of friends. 
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¶ At home: where beer is sold/ consumed and children are sent to the shops to buy 

beer/ cigarettes.  Well off family offer excess pocket money to children which is 

then used to indulge in drugs. 

¶ At school: old children with habits then introduce their younger classmates to drug 

use. 

Predisposing factors identified during FGDs were: 

¶ Social factors: bad friends,peer pressure, family (drug and alcohol abuse) 

¶ Personological: low self-esteem, stress 

¶ Economic factors: lack of employment, money in the family 

¶ Changing places and trying to blend in 

Some drugs are easier to get than others.  These include dagga, glue, benzene, cocaine and 

heroin.  Other drugs, like Nyaope andWonga are scarce.  Discussants conceded that 

wheneverlocal stock runs out, they engage in long distance rides to even Maputo and bring 

back supplies. 

3.5.2 Stigma 

Participant drug users reported being stigmatized in many ways, because of their habit.  They 

are called names, never taken seriously, and are the first suspects when crime is committed.  

Whenever anything disappears and is thought to have been stolen, the drug user amongst 

them is blamed. 

The names vary according to gender: 

‘smoking prostitute; mahosha; skheberesh; stjanguva; shubhebhe; skeroô for the females 

Amongst the males, they reported being called ‘drug head, junkie, thug.’ 

One male user highlighted that: 

‘Neven amongst family members, there tends to prevail a perception that you are mentally 

unstable and your brain does not work.’ 

This was said to afflict even younger users: 

‘One kid sold everything from their house.  Fairview, it is very bad.’ Male discussant from 

Fairview 

The female suggested that they get ‘taken for cheapô that strangers call out and demand 

sexual favours promising drugs. 
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2.5.3 Accessing Sexual and Reproductive Health Services 

Whereas earlier sections reflected practices of multiple concurrent partnerships, the female 

users conceded that: 

‘No condoms: you wantdrugs immediately, and there appears someone who has money to 

buyéyou just go on and have sex.’ 

Female drug users admitted to having sex for money and even selling clothes for drugs.  This 

often does lead to pimping and offering their mates to men: 

‘The man wants you, be strongso we can get a fix.’ 

Participant drug users reported being stigmatized by health workers who are quick to declare 

their lack of training on drug users.  They felt their rights to access to health service are 

infringed upon. 

3.5.4 Crime and Rehabilitation 

Female drug users reported instances of pimping where they may negotiate a cut from the 

deal before the friend is introduced the male client willing to pay for sex.  This occurs in 

places where drugs are consumed (termed etingojeni) where they meet with regular clients 

and often there is no competition: ‘there are no strangers, but established arrangements.ô 

Females however admitted that they do find themselves: 

‘waking up on the same bed with someone you have never seen, with the high likelihood that 

there has abuse if not rape.’ 28 year old Xolsile 

Female drug use is said to be more prevalent at parties and night clubs where: 

‘friends offer drugs to make you hyperactive and dance through the night.’ 

Female drug users further conferred that they sometimes use drugs to extract money from 

males.  They spike the drinks to rob the males, which male discussants also echoed: 

‘They may empty your pockets of whatever cash in there if you are not alert…’ 

Drug users reported harassment by the police such that they are easily arrested in the morning 

and released later in the day.  This is perceived as a form of torture by depriving of the drugs.  

The respondent users however decried the fact that the real drug pushers who outnumber the 

users are found with no drugs hence police concentrate on drug users. 

Drug users do admit that drugs go hand in hand with crime: drug users may be caught 

smoking or spied on and reported to the police for drug abuse, picked up the street, with or 

without drugs. In the police cells, torture is common.  The scars are used by the police to 

infer the habit of injecting drug use. 
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3.5.5 Family and relationships 

Discussant drug users indicated that the habit had negative impacts on family and the 

relationships they formed.  Some attributed their continued use of drugs to family factors: 

óAt home, they treat me like a stranger, and nolonger love meéI donôt tell them the truth 

regarding the drugs I take.  All  they think is that I takeWongaéthey can tell am taking 

something different from dagga.’ 31 year old male 

Others suggested they were induced by family members to drugs: 

‘I started off at 14 years. My father was a drunk, and sent me to buy for him.  So I also 

smoked left overs from him.’ Female drug user 

Some reported broken relationships, attributed to their habit of drug use.  One had losthis 

wife and children, and hence relapsed, and another had been kicked out from home: 

‘BI was kicked out of my maternal parentsô home because of the drugs habit.ô Male 

participant from Nhlangano 

3.5.6 Health Impacts 

3.5.6.1 PhysicalImpacts 

Participant drug users showed wounds and scars from needles.  They reported on experiences 

of sores that would be difficult to heal, and‘running out of veins’ and health workers cannot 

get blood samples while they were ill. 

3.5.6.2 Infections Diseases 

Participants reported experiences with TB as well as HIV.  One user whose speech was 

slurred suggesting he was under the influence at the time (and he turned up the next day 

sober, neater in his dress code and more coherent in their speech: 

‘I had diarrhoea, and vomitedéIôd lose strength and feel weakéIôd wet myself and urinate 

on my clotheséThen Iôd get some drugs and alcohol, get some sleep, waking up to a bath 

and go back to sleep.  I had 6 months of diarrhoea because of heroine!’ Drug user originating 

from Mozambique with experience from a rehabilitation centre 

3.5.6.3 Nutritional Impacts  

FGDs revealed that PWUD also encounter dietary issues arising from their habits.  They 

suggested that they only use snacks and they do not eat full meals, but more importantly that 

whatever resources may be lost to satiating the habit.  The quote places this in context: 

óI sold 12.5kg maize meal for E50 yet I bought for E90éI can do anything when in need of 

the drug.ôAdult male from Makholweni 



27 

 

3.5.6.4 Emotional and Mental HealthImpacts 

Drug users admitted to experiences of depression.  Some had been sent to the Psychiatric 

Centre where they were treated as psychiatric patients and sedated before they are released 

with other treatment.  The treatment, which did not target the problem of drug usage, never 

worked. 

3.5.7 Young Drug Users 

Figures presented in Table 13 estimates over 500 school going young people who use drug, 

and discussant users could only say: 

‘There are many: they do anything and everything. Many smoke daggaé Schoolgoing youths 

are the ones who have money.’ 

One youth was reported to have sold everything the household owned to support their habit 

of drug taking. 

4.0 Conclusions and Recommendations 

4.1 Conclusions 

o The family set up is a major risk factor. Most drug users, both amongst females and 

males, came from family set ups of broken relationships (unmarried, divorced and 

separated parents). 

o Most first born males begin smoking in their teens or earlier, but most last born males 

began smoking after their teenage years. 

o Most female IDUs use cocaine, while most males use heroin. 

o Most drug users, whether female or male, are introduced by friends to drugs. 

o Females injecting drug users are on average, younger and start injecting at an earlier 

age than males. 

o Dagga is the most commonly used drug, especially amongst the female users.  Male 

drug users use a wider diversity of drugs but dagga is the dominant drug. 

o Cocaine and heroin are commonly used drugs but they are also easy to obtain. 

o Most IDUs reported injecting daily, use no more than two drugs and, inject no more 

than twice a day. 

o Drug use is predominantly a habit of the youth.  The females were much younger that 

more than 90% of them were below the age of 40 years and about ¾ of them were 

younger than the age of 30 years. 

o There is a large number of school going youths who use drugs and the habits are 

fuelled by large sums of pocket money provided by affluent families. 
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4.2 Recommendations 

Analysis of drug users’ responses to questionnaires as well as their voices during focus group 

discussions highlighted several issues that require programmatic and resource focus.  These 

are presented in the list below. 

4.2.1 Effective Rehabilitation Programs and Activities 

In the concept, design and implementation of intervention as well rehabilitation programs, 

there is need to consider not only the plight, experiences and challenges of drug users. These 

programs and interventions need to address the root problems associated with the scourge. 

The focus may begin at national level, with the provision of a 21st century education, training 

and skills development system that prepares the young for evolving work environment, 

providing them with relevant skills and functional knowledge. 

The activities and programs could target road shows, advocacy, school visits, creating a data 

base of drug user, training and skills development, information, education and 

communication materials as well as a centre counselling, provisioning of teaching, food, 

health services, follow ups (reduce loss to follow up, drop outs). 

4.2.2 The Swazi family and a nurturing Environment 

There is need to focus on the Swazi family which provides a stable environment in which 

future citizens are nurtured.Parenting information and education programs that place 

emphasis on these risk factors need to be developed as part of collaborative efforts of Social 

Welfare of DPM and Guidance and Counselling Directorate of MoET. 

4.2.3 Dynamic Risk Factors 

There is need to reconsider the dynamics of vulnerability. The study established a consensus 

that it is family wealth rather than household poverty that leads young men and women to 

drug abuse. And mainly, it is the young men born of wealthy families who at the greatest risk. 

These turn out, most often than not, to be first and last born sons. 

FGDs were in consensus that poverty creates ambition and resilience.  The rich on the other 

hand buy drugs and share with the poor in the same way they share excess foodstuffs they 

bring to school. 

4.2.4 Drug Rehabilitation Service Provision in Swaziland 

There is need for an in-depth study of the rehabilitation service provision in Swaziland. 

Problem Drug Users are often sent to the Psychiatric Centre where they are treated assuch- as 

psychiatric patients. Some report being taken in by the police service where they are kept 

without charge for hours and later released.  Nurses often admit to drug users their own lack 

of relevant training. There is need for a socially and culturally relevant treatment and 

rehabilitation and health services provision system.  Discussants were critical of the locally 

relevant rehabilitation service, indicating that it is inadequate and ineffective. 

Participants were in consensus that lack of employment and other economic activities are 

major factors why many remain stuck with the habit.  Pressures that come with the inability 

to meet basic needs are said to be responsible for the relapse of many who attempt to change: 
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‘When you have neither money nor food: get a pull and youôll forget.’ Female adult user who 

started off with dagga 

A younger user echoed the same saying: 

‘When you have little money, in the midst of other needsé.Nawudideka but get a shot, 

everything gets solved. If you have not had drugs, youfeel boredébeing sober is lonesome.’ 

24 year old girl 

4.2.5 An integrated public health service sensitive to the dynamic and unique needs of 

people who use drugs. 

There is need for biomedical surveillance study testing drug users for BBV as well as TB.  

Lack of awareness of or discussions about hepatitis amongst the drug users as well as 

relatively few users reporting testing suggests high risks that may remain undetected.  There 

is therefore need to ensure harm reduction integrated in the mainstream of public health. 
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Annexure 

RESEARCH PROTOCOL 

1. Synopsis 

The re-emergence of infectious disease as a major health issue in developed countries brings into 

bold relief the fundamental importance of learning about populations that are hard to find, hard 

to retain in intervention, had hard to relocate for follow up assessment.  In an epidemic, what 

have come to be labelled as 'hidden populations', groups who reside outside institutional and 

clinical settings, and whose 'activities are clandestine and therefore concealed from the view of 

mainstream society and agencies of social control' (Watters and Biernacki, 1989, p.417) as well 

as from local community based organisations and other various other public or private service 

providers, may be at special risk of infection and for transmitting infection to other populations. 

Although there are countries that can claim successes in controlling the demand for illicit drugs, 

abuse throughout the world continues to grow. In particular, illicit drug abuse in some 

developing countries has increased dramatically. However, knowledge of the scale of illicit drug 

use is still inadequate, and understanding of the patterns and trends limited.  To provide effective 

policies to reduce drug abuse, governments need data about when, where and why people use 

illicit drugs. 

Demand reduction programmes should be based on a regular assessment of the nature and 

magnitude of drug use and drug-related problems in the population.  Generating estimates of 

general population prevalence and incidence is therefore a key task of most drug information 

systems. Attention is often focused on estimating prevalence. However, levels of incidence (new 

cases) are likely to be equally important for policy formation. 

Specific methods are needed to gain information on behaviours such as injection, as their hidden 

nature and low prevalence usually mean that they are poorly covered by general population 

estimates. With respect to drug injection and the transmission of infectious agents, it is also 

necessary to collect information on rates of high risk injecting behaviours (equipment-sharing). 

 

2. Abbreviations and Acronyms 

HIV: Human Immuno-deficiency Virus 

PWUD: People Who Use Drugs in Swaziland 

PWID: People Who Inject Drugs 

SACRO: Swaziland Association for Crime Prevention and the Rehabilitation of Offenders. 

WLHIV: Women Living with HIV. 
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3. Introduction / Background 

3.1 Project title 

Baseline Study of the SACRO Harm Reduction Programme in Swaziland, funded by the 

ARASA to Fight AIDS and Tuberculosis 

3.2 Literature review  

Although there are various methods of taking drugs, injection is favoured by some users as the 

full effects of the drug are experienced very quickly, typically in five to ten seconds. It also 

bypasses first-pass metabolism in the liver, resulting in higher bioavailability and efficiency for 

many drugs than oral ingestion would. This shorter, more intense high can lead to a 

dependency—physical and psychological—developing more quickly than with other methods of 

taking drugs. Available statistics indicate a large and increasing global population of people who 

inject with drugs: 

• As of 2004, there were 13.2 million people worldwide who used injection drugs, of 

which 22% are from developed countries.3 

• An estimated 16 million people worldwide were estimated to use intravenous drugs in 

2008, and approximately 3 million of these were believed to be HIV positive.4 

Intravenous drug use is a relatively recent phenomenon arising from the invention of re-usable 

syringes and the synthesis of chemically pure morphine and cocaine.  Of all the ways to ingest 

drugs, injection carries the most risks by far as it bypasses the body's natural filtering 

mechanisms against viruses, bacteria, and foreign objects. Viruses such as HIV and hepatitis C 

are prevalent among intravenous PWID in many countries, mostly due to small groups sharing 

injection equipment combined with a lack of proper sterilization. The re-emergence of infectious 

disease as a major health issue brings into bold relief the fundamental importance of learning 

about populations that are hard to find, hard to retain in intervention, had hard to relocate for 

follow up assessment.  In an epidemic, what have come to be labelled as 'hidden populations', 

groups who reside outside institutional and clinical settings, and whose 'activities are clandestine 

and therefore concealed from the view of mainstream society and agencies of social control' 

(Watters and Biernacki, 1989, p.417) as well as from local community based organisations and 

other various other public or private service providers, may be at special risk of infection and for 

transmitting infection to other populations. 

                                                 
3
Academies, Committee on the Prevention of HIV Infection Among Injecting Drug Users in High-Risk Countries, 

Board on Global Health, Institute of Medicine of the National (2007).Preventing HIV infection among 

injecting drug users in high-risk countries an assessment of the evidence. Washington, D.C.: National 

Academies Press. ISBN 0-309-10280-4. 

4Mathers BM, Degenhardt L, Phillips B, Wiessing L, Hickman M, Strathdee SA, Wodak A, Panda S, Tyndall M, 

Toufik A, Mattick RP (2008). "Global epidemiology of injecting drug use and HIV among people who 

inject drugs: a systematic review". The Lancet 372 (9651): 1733ï1745. doi:10.1016/S0140-

6736(08)61311-2. PMID 18817968. 

http://books.nap.edu/openbook.php?record_id=11731&page=1
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https://dx.doi.org/10.1016%2FS0140-6736%2808%2961311-2
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The disadvantaged and disenfranchised hidden and hard to research populations are groups that 

are in need and at risk, and may significantly benefit from improved applied social research, 

including tested services and other forms of interventions.  Overcoming our existing knowledge 

about these groups by examining their special features and thereby avoiding the stereotyped or 

misplaced generalisations about them.Populations of sex partners of injecting drug users are hard 

to reach because there are no readily available venues or other means through which they can be 

easily identified or contacted. Women are less visible in semi-public settings because of the 

widespread pattern of men copping (buying) drugs for use in private with their partners.An 

alternative term “hidden population” is sometimes used in the literature especially to refer to 

those who do not wish to be found or contacted (e.g. illegal drug users)5.  However these terms 

do get used interchangeably despite the differing meanings. 

Lack of knowledge about these groups hampers intervention strategies, while intentional or 

inadvertent concealment makes it difficult to reach them with targeted services.6Particular hidden 

populations may be of keen research interest in evaluations of the social impact of policies, 

examination of so-called deviance behaviours and in social needs assessments as is reflected in 

the eNSF. Unless alternative approaches are used to more accurately find members of this hard 

to reach population, providers may not be aware of their existence. 

Studies on hidden populations raise a number of issues which are usually less important when 

doing research involving known populations. Hard-to-reach populations are generally floating 

populations and socially invisible thus gaining access to them poses major barriers for their 

recruitment.ix . Drug users may also actively try to conceal their group identityx due to fear of 

confrontation with legal authorities. Sensitivity of the variables under study also adds to the 

potential difficulties a researcher may face when working with hard-to-reach groups. Even after 

reaching and recruiting an individual from a hidden population actual or perceived threat from 

law enforcers may discourage these from participating in the exercise. 

4. Sources of error in Sampling 

Possible sources of bias include over/ under sampling of particular areas,based on outreach 

worker preference; misidentification of individuals as drug injectors/users, which was based 

solely on self-reporting, participant provision of false residences, and changes in residence since 

the period of data collection.  HIV data skewed by lack of representativeness of the sample 

recruitment for testing and differential self-selection for testing, potential sources of bias in arrest 

data lay in police attitudes about potential violators that shape arrest patterns and in geographic 

variation in law enforcement that disproportionately target ethnic minorities for drug 

surveillance). 

Many surveys of drug use and risk behaviour among IDUs are interviewer-administered and may 

therefore potentially under-report the prevalence of stigmatised behaviours, especially needle 

                                                 
5 Atkinson R, Flint J. Accessing Hidden and Hard-to-Reach Populations: Snowball research strategies. [Internet]. [2001] 

[cited 2008 Jun 6]; Available from: URL:http://sru.soc.surrey.ac.uk/SRU33.pdf 
6Managing Community Health Services. Bringing services to hard to reach populations. [Internet]. [2008?] [cited 2008 

Jun 6]; Available from: URL:http://erc.msh.org/main-
page.cfm?file=2.2.3.htm&module=chs&language=English 

http://sru.soc.surrey.ac.uk/SRU33.pdf
http://erc.msh.org/main-page.cfm?file=2.2.3.htm&module=chs&language=English
http://erc.msh.org/main-page.cfm?file=2.2.3.htm&module=chs&language=English
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and syringe sharing.  Ensuring participant privacy is likely to increase reports of sensitive 

behaviours. 

4.1 Impact 

The impact of the study is reflected in the objectives as laid out below (Section 5).  To gather a 

baseline reference point, that will enable the SACRO Harm Reduction Programme and its 

partners to determine and programme the needs and appropriate interventions for People Who 

Use Drugs in Swaziland. The purpose for this is to help contribute in the prevention of new HIV 

infections, which come as a result Injecting Drug users. 

Data on drug use and abuse answer key questions that enable an appropriate public health 

response from policy makers. It has been pointed out on numerous occasions that for 

conscientious policy makers, dealing with drug problems, accurate data ought to be a 

fundamental element of sensible decision-making.Policy-making decisions are all too often 

determined without consideration of epidemiological data, whereas the current study seeks to 

document self-reported drug injection practices and experiences as well biomedical data to 

triangulate and reinforce the former.  At the national level, strategies are increasingly focused on 

demand reduction, which must be based on reliable and valid epidemiological data.  However, 

the value of data related to drug use and abuse consists in the assistance that the data provide at 

all levels at which relevant health decisions have to be made. 

Drug abuse information is collected in order to inform current policies regarding interdiction, 

prevention and treatment by: 

• Identifying existing drug use patterns-types of drugs available and types of drugs used by 

whom and in what ways. 

• Detecting new drugs being used or new methods of using existing drugs 

• Monitoring changing trends in drug using patterns over time, over geographic area and 

across population groups. 

Although drug abuse is becoming an increasing problem for many countries, it is largely the 

more affluent developed countries that have acquired the most experience in addressing the 

problem. Probably the most important lesson learned by those countries is that to understand 

their drug abuse problems and to be more efficient in addressing those problems, a multisource 

integrated drug information system is essential.  Such a system, if well designed, not only will 

provide information on the types of drugs being used and the characteristics of those using them, 

but also will generate questions for other more focused studies to provide information that would 

serve to plan effective prevention and treatment programmes. 

5. Objectives 

The objectives of this study may be grouped into three areas: (i) generating evidence and 

knowledge related to drug use; (ii) drawing on this evidence for advocacy work around rights of 

PWID; (iii) providing support, through the study, to PWID. 

5.1 Knowledge generation 
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The overarching research objective of this study is to gather baseline reference point that will 

enable the SACRO Harm Reduction Programme and its partners to determine and programme 

the needs and appropriate interventions for People Who Use Drugs in Swaziland. Accordingly, 

the aims are to: 

a) conduct a needs assessment and safe spaces for People Who Use Drugs in Swaziland  

b) conduct research on the HIV prevalence among People Who Use Drugs in Swaziland 

5.2 Advocacy 

The research will be used to enhance broader advocacy initiatives by SACRO. The partners 

leading the research aim to use the data to advocate for: 

a) the review of legislation in order to provide an enabling environment for delivering Harm 

Reduction and drug treatment services that will be accessible to People Who Use Drugs; 

b) state to introduce needle exchange and methadone substitution therapy programmes for 

people who inject drugs 

c) establishment of a state own Drug treatment and Prevention Programme 

5.3 Support to study participants 

Finally, a key objective of this study is the involvement of People Who Use Drug in the 

implementation of the recommendations of this research. To this end, this study aims to: 

a) assist in the establishment of a Harm reduction and Drug Treatment Services; and  

b) develop and implement an organisational training plan to enable staff to develop the 

knowledge and skills to provide competent health risk assessments, smoking cessation, 

harm reduction / health promotion advice and prevent drug and HIV related deaths. 

 

6. Study Methodology 

Following a desktop review of the available literature, this exploratory empirical study will 

employ a qualitative approach to better understand experiences of PWID. 

The study will seek to develop and help the understanding of: 

• Drug consumption among the general population 

• Drug consumption among the youth population 

• High-risk drug abuse 
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• Service utilisation for drug problems 

• Drug related morbidity 

Qualitative data will be used: 

(i) to better understand the population of interest in terms of demographic characteristics, 

and to identify and map locations where the target population could be reached), 

(ii) to monitor selected behaviours and access to prevention services among groups at highest 

risk for HIV infection. 

(iii)To pursue the following questions: 

• how has drug injection impacted on the lives of PWID?;  

• What are the needs of PWID? 

• What are the experiences of PWID 

7. Study population 

The focus of the study will be the two major cities in the country, Mbabane and Manzini as well 

as the intervening towns of Matsapha and Ezulwini.Each potential participant will be asked to 

complete a screening questionnaire to determine whether they use drugs or not, and to establish 

their age. This questionnaire will be used to screen eligible participants from the pool of potential 

participants recruited by seeds through their network. The final sample size will be influenced by 

the number of participants that consent to participate in the study, as well as the quality of the 

data captured. 

8. Study procedure 

Systematic sampling and data collection among hard-to-reach and “hidden” populations have 

always been a major challenge for social scientists.  There are concerns about the willingness of 

individuals from marginalized, hard-to-reach, hidden groups to provide information to survey 

interviewers, especially about the type of sensitive matters that define their marginality: it can be 

argued that the same social characteristics and constraints that hinder access to these individuals 

may also impair their willingness or ability to answer survey questions.7  The problems of having 

an unavailable sampling frame and an unknown residential distribution are pervasive in research 

on irregular migrants and other hard-to-reach populations. 

                                                 
7Agadjanian, V. andZotova, N. (2012).Sampling and surveying hard-to-reach populations for demographic research: A 

study of female labour migrants in Moscow, Russia. Demographic Research.V. 26, 5, pp. 131-150 

http://www.demographic-research.org/Volumes/Vol26/5/DOI: 10.4054/DemRes.2012.26.5 

http://www.demographic-research.org/Volumes/Vol26/5/
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Participants who complete the screening questionnaire will be invited for the Focus Group 

Discussion and later offered a return fare& refreshments to cover the cost of their time, expenses 

and inconvenience. 

9. Data Management 

All hard-copies of transcripts and tape-recorded interviews (written to CD and password 

protected) will be stored in a locked cabinet for five years. Electronic copies of interviews and 

transcripts will be password protected and only authorised staff will have access to them. The 

electronic copies will be deleted after five years and the hard copies will be shredded and 

recycled. 

No identifying details will be stored with the data. These will be kept separately in a locked 

cabinet in one of the project researcher’s offices. 

10. Adverse Event Reporting 

Potential risks and risk minimization: This research is sensitive and involves individuals who in 

many contexts are marginalised and stigmatized. To offset this risk, trained counsellors from 

partner organisations will be immediately available to counsel individuals when required, or 

facilitated referrals will be made to community-based organisations where partner organisations 

do not have the expertise. 

Potential interviewees will be informed of the proposed use and dissemination of the data and 

they will be assured about confidentiality with the information (see informed consent form, 

appendix 2). 

Participants will only be enrolled if they provide explicit informed consent which will outline 

that they are free to withdraw their participation in the study at any time.  

Expected benefits and benefit-maximization: It is the research aim to use the data to advocate 

forthe review of legislation in order to provide an enabling environment for delivering Harm 

Reduction and drug treatment services that will be accessible to People Who Use Drugs. This 

research will inform the development of an advocacy strategy to address rights literacy and 

sensitization on forced sterilisations of women living with HIV. 

11. Statistical Analysis 
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The screening questionnaire (appendix 3) will be used to record individuals who report use of 

injecting drugs. The semi-structured interview (see appendix 4) will be used to explore 

experiences of PWID. Both instruments will be piloted prior to the implementation of study.  

Audio-recorded interviews will be transcribed and non-English interviews translated. Translated 

transcripts will be back translated by a second researcher to ensure data validity. 

The research team will develop a framework for coding the data in consultation with partner 

organisation, SACRO. Transcripts will be entered into Nvivo (qualitative data management 

software) to facilitate the coding and analysis of data. Data will be analysed using thematic 

analysis (Braun & Clarke, 2006) to identify emerging themes and issues across interviews. 

Key themes emerging from the data will be prioritized, discussed and debated at a research 

workshop with partners. This workshop will help to consolidate themes that are relevant for 

local, district and international advocacy. 

12. Quality assurance, monitoring & safety 

The Consultant will collaborate with and report to the project organisation (SACRO) over the 

duration of the assignment and the representatives of SACRO will function to steer and monitor 

the project, hence assuring quality. Relevant data safety measures are described in the protocol as 

they will be applied. 

13. Ethical Issues 

Stakeholder consultation: A consultation will be held with key stakeholders including PWID, 

advocacy groups and representatives from the Ministry of Health, to inform them about the 

study, describe the study to them and get their inputs and feedback about the study. 

Informed consent:  Informed consent will be obtained from all potential participants (see 

Appendix 1). Potential participants will be assured that they can refuse to take part or that they 

can withdraw from the study at any point  

Reimbursement: Participants completing the structured questionnaire which will take 20 

minutes to fill out; will be offered refreshments as an incentive. Participants in the semi-

structured interview which may take 45min- 1hour to complete, will be offered bus fare and 

refreshments as compensation for their time. 

Confidentiality : Each participant will be assigned a code that will be recorded on their interview 

transcripts. No identifying information will be used in published reports and academic 

publications. 

Only the research team will have access to the data. Audio-tapes and transcripts will be stored 

safely (in a locked cabinet) and electronic documents will be password protected. 

14. Finance and resource use 
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SACRO will pay (i) the consultant, Dr.Qandelihle G. Simelane, an amount of E18, 000.00 for 

the assignment; application Fees to Swaziland Ethics Committee (E500) and these represents the 

direct costs.  Meetings and other communication costs are not included in this amount. 

15. Dissemination of Results and Publication policy 

The consultant will draft and publish a written research report documenting the findings will be 

disseminated amongst other things through oral presentations at advocacy/awareness meetings, 

and it will also be published in a peer reviewed journal. 
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17. Appendices 

SCIENTIFIC AND ETHICAL APPLICATION FORM  

Name and Status of Principal Investigator(s): 

(Please underline responsible Investigator where appropriate) 

Dr.Qandelihle G. Simelane 

P. O. Box 5875 

Manzini 

Swaziland 

Email: qandelihle@gmail.com 

Tel.: +268 7604 3002 

Dr.S’lungile Kindness Thwala 

P.O. Box C690 

Hub Manzini 

M200 

Email: sskthwala@uniswa.sz 

Tel.: - (+268) 7624-8937 

 

Institution/Department: SACRO 

Swaziland Association for Crime Prevention and the Rehabilitation of Offenders 

Plot 1239/40, Trelawny Park 

Manzini, Swaziland 

P. O. Box 3230, Manzini 

Swaziland 

email: sacromanziniandmbabane@yahoo.com 

 

mailto:qandelihle@gmail.com
mailto:sskthwala@uniswa.sz
mailto:sacromanziniandmbabane@yahoo.com
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Title of Investigation  

Baseline Study of the SACRO Harm Reduction Programme in Swaziland, funded by the 

ARASA to Fight AIDS and Tuberculosis 

SECTION A: INVESTIGATORS  

 

SECTION B: PARTICIPANTS  

B1. Vulnerable Groups 

Will participants be knowingly recruited from one or more of the following vulnerable groups? 

 

B2. Chaperoning Participants 

A.1 Do Principal Investigator have a previous experience of, and / or adequate 

training in, the methods employed?  

Yes 

V  

No 

A.2. Will data collectors / students be under the direct supervision of an 

experienced Principal Investigator? 

Yes 

V  

No 

A.3. Will data collectors / students be expected to undertake physically invasive 

procedures during the course of the research? 

Yes No 

V  

A.4. Are researchers in a position of direct authority with regard to participants Yes No 

V  

B1.1 Children under 18 years of age Yes No 

V  

B1.2 People over 65 years of age Yes No 

V  

B1.3 Pregnant woman Yes No 

V  

B1.4 People with mental illness Yes No 

V  

B1.5 Prisoners/ Detained persons Yes 

 

No 

V  

B1.6 Other vulnerable group (please specify: HIV Positive women) Yes 

V  

No 
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If appropriate , studies which involve vulnerable participants, taking physical measure or 

intrusion of participants’ privacy: 

 

Section C: Methodology/Procedures 

Please indicate whether the proposed study: 

B2.1 Will participants be chaperoned by more than one investigator at 

all times? 

Yes No 

V  

N/A 

B2.2 Will at least one investigator of the same sex as the participant(s) 

be present throughout the investigations? 

Yes 

V  

No N/A 

B2.3 Will participants be visited at home? Yes No 

V  

N/A 

C1.Involves taking bodily samples Yes No 

V  

C2.Involves invasive methods of collecting bodily fluids Yes No 

V  

C3.Involves procedures which are likely to cause physical, psychological, 

social or emotional distress to participants 

Yes No 

V  

C4.Expose participants to distress and painful memories Yes 

V  

No  

C5.Prescribe intake of substance additional to daily diet or other dietary 

manipulation/ supplementation 

Yes No 

V  

C6.Involve testing new equipment Yes No 

V  

C7.Involves pharmaceutical drugs Yes No 

V  

C8. Involve use of radiation which exposes participants to ionizing radiation –

e.g. X-rays. 

Yes No 

V  

C9.Involves use of hazardous materials Yes No 

V  

C10. Involves methods of contraception Yes No 

V  
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C11. Involves genetic engineering Yes No 

V  
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Section D: Observation / Recording 

 

Section E: Consent and Deception 

 

E1. Informed consent 

 

Ensure all participants complete a consent form; please enclose the consent form with the 

research proposal to SEC. 

*Note: where it is impractical to gain individual consent from every participant, it is acceptable to 

allow Individual participant to òopt outò rather than ñopt inò. 

 

For children under the age of 18 or participants who have impairment of understanding or 

communication: 

D1. Does the study involve observation and /or recording of participants? Yes 

V  

No 

D2. Will those being observed and/ or recorded be informed that the 

observation and/ or recording will take place? 

Yes 

V  

No 

E1.1.Will participants give informed consent* freely? Yes 

V  

No 

E1.2 Will participants be fully informed of the objective of the investigation and all 

the details disclosed? 

Yes 

V  

No 

E1.3 Will participants be fully informed of the data collected? Yes 

V  

No 

E1.4. Will consent be obtained (either in writing or by some other means)?  Yes 

 

No N/A 

V  

E1.5 Will consent be obtained from parents or other suitable person? Yes No N/A 

V  
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E2 Deception 

 

If yes complete the Deception section below. 

 

Section F: Withdrawal 

 

Section G: Storage of Data and Confidentiality 

E1.6 Will they be informed that they have the right to withdraw regardless of 

parents /guardian consent? 

Yes 

 

No N/A 

V  

E1.7 For investigations conducted in schools, will approval be granted in advance 

from the Head-teacher and /or the Director of Education of the appropriate 

Local Education Authority 

Yes No N/A 

V  

E1.8 For the detained persons, members of the forces, employees, students and 

other persons judges to be under duress, will care be taken over gaining 

freely informed consent? 

Yes No N/A 

V  

E2.1 Does the study involve deception of participants (i.e withholding of 

information or the misleading of participants) which could potentially harm 

or exploit participants? 

Yes No 

V  

E2.2 Is deception an unavoidable part of the study? Yes 

V  

No 

E2.3 Will participants be debriefed and the true object of the research revealed at the 

earlier stage upon completion of the study 

Yes 

V  

No 

E2.4 Has consideration been given on the way that participants will react to the 

withholding of information or deliberate deception? 

Yes 

V  

No 

F1. Will participants be informed of their right to withdraw from the investigation at 

any time and to require their own data to be destroyed? 

Yes 

V  

No 

G1.Will all the information on participants be treated as confidential and not 

identifiable unless agreed otherwise in advance, and subject to the 

requirements of law? 

Yes 

V  

No 
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Section H: Incentives 

 

Please sign the declaration below, 

 

Declaration 

I have read and completed the SEC application form. I confirm that the above named 

investigationcomplies with ethical principles and guidelines of professional bodies 

associated with my research discipline. 

 

Signature of Principal Investigator:  

 

Signature of Data collector (if appropriate) …………………………………………………... 

Signature of Head of Department/ Institution…..…………………………..…………………… 

 

G2.Will storage of data comply with Government Data Protection Act? Yes 

V  

No 

G3.Will any video/audio recording of participants be kept in secure place and 

not released use by third parties? 

Yes 

V  

No 

G4.Will video/audio recordings be destroyed within a specified period as 

stated in government procedures after completion of the investigation? 

Yes 

V  

No 

H1.Have incentives (other than those contractually agreed, salaries or basic 

expenses) been offered in to the investigator to conduct the investigation? 

Yes No 

V  

H2.Will incentives (other than basic expenses) be offered to potential 

participants as an inducement to participate in the investigation? 

Yes No 

V  
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Date                                                                                        …………/…………/..………….. 

Upon approval or disapproval of the proposal the SEC representatives shall indicate the outcome 

of the decision and sign as indicated below. 

 

Signature of SEC Chairperson……………………………………………………………… 

 

Signature of SEC Secretary ……………………………………………………………… 

 

Signature of SEC Member as appropriate………………………………………………………... 

 

Date                                                                                          …………/…………/………… 
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Appendix 1: Informed Consent Form 

SACRO LETTER HEAD  

Study Information Sheet and Informed Consent Form 

The Swaziland Association for Crime Prevention and the Rehabilitation of Offenders 

(SACRO), with support from ARASA is engaged on a research study that aims to Fight AIDS 

and Tuberculosisand contribute to the reduction the number of People Who Use Drug either 

dying from drug-related or contracting blood-borne virus (HIV inclusive) infections.. 

We are inviting you to participate in this study. The information in this document is meant to 

help you decide whether or not to take part. Please feel free to ask if you have any queries or 

concerns. 

What are the objectives of the study? 

This study aims to contribute into the reduction the number of People Who Use Drug either 

dying from drug-related or contracting blood-borne virus (HIV inclusive) infections. 

How is the research being done? 

To determine if you are eligible to participate, you will be asked to complete a brief 

screeningquestionnaire on whether you injectwith drugs. If your responses indicate that you do, 

you will be invited to participate in the interview. If you are not eligible to participate, the 

information obtained from you during screening will not be included in this study and will be 

shredded to protect your privacy. 

If you are eligible, you will be asked to share your experiences of injecting drugs through a 

detailed interview.  

Why have I been approached? 

You have been identified as a person who may be able to assist in the study because of your 

participation in an HIV positive women’s support group. You need to be HIV positive, over 18 

years of age, have had a sterilisation, and feel okay to talk about your sterilisation experience in 

order to fill in the screening questionnaire. 

How long will the research procedures take? 

The screeningquestionnaire that will help us learn if you are eligible to participate, will take 

approximately 15 minutes to complete. The interview exploring your experiences as an HIV 

positive woman who was pressured/ forced into sterilisation, will take 45-1 hour. It is possible 
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that the researchers may contact you again to ask for follow-up or confirmation questions or to 

give you feedback on the process. 

What are the risks associated with participating in this study? 

There are no physical risks related to participating in this study. However, the subject being 

discussed is very personal and may ask you to reflect on unpleasant memories while responding 

to questions. Should you feel you need to talk to a trained councillor about your experiences, a 

councillor will be available to counsel you right away if you need it, or you will be referred to 

community-based organisations for assistance where partner organisations do not have the 

expertise. This will be of no cost to you or other participants. 

How will being part of the study help me? 

You will not benefit directly from being part of this study. However your contributions will help 

us to understand more about how and why people are inducted into drug use and how this 

impacts on their lives. The research will be used to enhance broader advocacy initiatives by 

SACRO. 

What will happen with the research? 

If you agree to being recorded, we will record your interview using a digital recorder, but this 

recording is only for our own records, so that we can get an accurate record of what is said. The 

recording will only be used to write down our discussion, but your name and identifying 

information will not be included. Both the recording and the written record (transcripts) will be 

stored in a safe place. Only research staff will have access to it. Nobody outside the project will 

be given your name or identifying information without your permission. Your name and other 

identifying details will not be stored with the written records (transcripts). The data will be kept 

for 5 years then destroyed. 

A report will be written on the findings of the research that will be provided to you, and your 

support group if you choose for this to happen. In addition, academic papers may be written. 

These papers will not include your name or any other identifying information. Your identity will 

be kept confidential at all times unless you provide the researchers with written permission to let 

legal partners know your identity. You might be invited to participate in advocacy activities that 

are aimed at improving the rights of women living with HIV in this area. 

Will I be paid to par ticipate in this study?  

In order to ensure our time with you does not cost you money, you will receive refreshments if 

you are asked to complete the screening questionnaire and you will receive money for 

participating in the interview to cover your expenses and inconvenience. Refreshments will be 

provided during the interview. 

Will my interview be kept confidential? 
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You have the right to keep your identity and that of your organization private. This right will be 

protected. The researchers will not tell anyone that you were part of this study. All study 

information will be identified only by individual participant code numbers and will be kept 

confidential in locked file drawers in the researcher’s offices. Your data will be available to 

study staff only. Your identity will be kept confidential at all times unless you provide the 

researchers with written permission to disclose your identity to legal partners.  Interview written 

notes and recordings may be sent via email to other study staff, but the emailed information will 

not contain any names or identifying. Study results will never be reported with any individual 

names. 

What are my rights? 

Your participation in the study is entirely by your own choice. No one can force you to 

participate. You are free to choose not to participate, or to decide to stop participating at any time 

and nothing bad will happen to you and your organization and you will not be prejudiced in any 

way. If at any time in the study you feel uncomfortable or wish to stop your participation, you 

may do so. 

If the researcher infringes my rights-what should I do? 

This study has been approved by the Swaziland Ethics Committee. The Ethics Committee’s 

commitment is to make sure that no one is harmed as part of the research. 

If you have any questions about your rights as a research participant, or any complaints you can 

call the Swaziland’s Research Ethics Committee. Their contact details are: 

Ms BabazileShongwe: 2404 7245/24045469 or email:babazileshongwe@gmail.com . 

If you have any questions about the study now or in the future you could also contact SACRO 

Director MrDesmondMaphanga Cell: 76155427 or email: 

sacromanziniandmbabane@yahoo.com or MrSibusisoMahlalela on email 

sibusiso.mahlalela1@gmail.com, Cell: 7624 3248. 

 

You will be given a copy of this consent form to keep. 

 

mailto:babazileshongwe@gmail.com
mailto:sacromanziniandmbabane@yahoo.com
mailto:sibusiso.mahlalela1@gmail.com
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Documentation of Consent 

 

I, ___________________________________________________ (full names of participant) 

confirm that I understand this consent form and the nature of the study and agree to take part in: 

The screening questionnaire  

The interview, if I am eligible  

 

I understand that I can withdraw from the study at any time. 

 

SIGNATURE OF PARTICIPANT                                                        DATE 

 

__________________________          _____________________________ 

 

Consent for digital recording 

 

I, ____________________________________________________ (full names of participant) 

have been informed that the researchers wish to digitally record my interview. I voluntarily 

consent to the tape-recording of the interview. 

 

SIGNATURE OF PARTICIPANT                                                        DATE 

 

__________________________            ______________________________ 
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Consent toSwaziland Association for Crime Prevention and the Rehabilitation of Offenders 

(SACRO)reading my story 

 

I,____________________________________________________ (full names of participant) 

have been told that theSwaziland Association for Crime Prevention and the Rehabilitation of 

Offenderscould read my story to see whether my rights have been infringed. I voluntarily give 

my permission for them to read my story and contact me if needed.  

 

SIGNATURE OF PARTICIPANT                                                         

DATE_____________________________________________________________ 

 

Countersigned by person obtaining consent 

 

I, __________________________________________________ (full names of researcher/ 

person obtaining consent) have discussed the research with this participant, and in my opinion, 

this participant understand the benefits, risks and alternatives (including non-participation) and is 

capable of freely consenting to participate in this research. 

 

SIGNATURE OF PERSON OBTAINING CONSENT                                                 DATE 

 

__________________________            ______________________________ 
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Appendix 2: Screening questionnaire 

Note: This instrument may be refined and adapted after it is piloted.  

SACRO on a research study that aims to understand the experiences of women living with HIV 

in Swaziland who have been pressurised, persuaded or forced into sterilisation. 

We are looking for people to participate in this study. If you are interested in participating, we 

invite to complete this screening questionnaire. We will use your answers to find out if you meet 

the criteria that we have set for participation in the study. If you meet the criteria, you will be 

invited to participate in an interview. If you do not meet the criteria, the information obtained 

from you during screening will not be included in this study and will be shredded to protect your 

privacy. 

Thank you for agreeing to assist us. 
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years 
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Appendix 3: Semi-structured Interview Guide 

Note: This instrument may be refined and adapted after it is piloted.  

The Focus Group Discussion Guide 

The discussion will begin with introductions and interactions to assure the discussants 

of their rights and the ethical attendant issues.  The purpose of the study will be 

explained to them, with particular emphasis on the confidentiality with which the 

information shared will be treated.  More especially that it will not be shared with 

agencies of the law, and not all will be published.  The fact that the project is part of the 

SACRO Harm Reduction programme intended to provide Drug Treatment, Mental 

health and reproductive Health programmes will be brought to their attention so that 

they realise that they will be direct beneficiaries. 

a. Induction 

¶ How does it happen? 

¶ Who is responsible? 

¶ Can we describe the contexts in which it happens? 

¶ Generally, at what stage (age) does it occur? 

¶ What is the contribution of poverty? 

¶ What made you gravitate takes drug injection? 

b. Sources of drugs and the Supply Chain 

¶ Who provides? 

¶ How are they distributed? 

¶ Which drugs are easy to get? 

¶ Which drugs are scarce? 

¶ Are there any particular drugs that are preferred by young users, 

female users or wealthy users? 

c. Injection 

¶ Sources of needles 

¶ Meeting places 

¶ Needle and syringe sharing activities:  how are needles shared; who provides the 

needles in the network and who keeps them, for how long does the needle/ syringe 

get used? 

d. What challenges do you face as IDUs/ PWID? 

¶ Personal 
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¶ Health 

¶ Social 

¶ Stigma 

V How often do you experience stigma 

V Share your experiences of stigma 

¶ Criminality and prison experiences 

V How often are you bothered by agencies of the law, police? 

V How many have served prison sentences for the habits? 

V Does injection exist inside prison, and if so, how common is it? Please 

share experiences? 

¶ What would you wish people knew about PWID? 

e. Sexual and Reproductive Health Rights 

¶ Has the habit affect your health, and if so, how? 

¶ Have you attended VCT…? 

¶ Disease conditions associated with habit: mental, emotional? 

¶ STIs 

¶ Hepatitis 

¶ VCT and HIV testing 

¶ What challenges do you face in accessing sexual and reproductive health services? 

Please describe your experiences of getting tested for HIV? 

¶ Prompts: 

i. Why did you decide to get tested? 

ii. When did you get tested? 

iii. Where did you get tested? 

iv. Why did you go to the healthcare facility when you were tested? (specifically 

to test for HIV or for some other reason, e.g. pregnancy)  

v. How did you feel about the service you received from the healthcare 

professionals when you were tested?  
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• Did they provide you with sufficient information about being tested? 

• Did they maintain confidentiality about your test result? 

• Did you receive any support (e.g. psychological, medical) after 

received your HIV positive result?  

f. Social Impacts and Sexuality 

¶ Homosexual, heterosexual relationships? 

¶ Are the sexual partners aware of the habits, and if so, are they also in the habit, 

hooked up? 

¶ Has the habit had any negative impacts on your social life and relationships? 

¶ Are there female injectors? (in none have turned up, why not and how can we 

reach out to them?) 

¶ What about young, school going age injectors? Are there any, any females…how 

do they begin and how are they connected? 

g. Help they (IDUs) may seek 

¶ Have you ever thought of stopping the habit? 

¶ Circumstances that led to the thoughts 

¶ Why did you not succeed? 

¶ How would you wish to be helped? 

h. Given the different contexts of induction, how can we avoid more you getting induced 

to taking drugs? 

 

Appendix 4: Questionnaire 

Questionnaire to be completed individually before the start of Focus Group Discussions 

Instructions for completing the questionnaire: 

Please complete the questionnaire by writing in the appropriate response in the box or space provided, or 

circle the number corresponding to the relevant option in each question. 

Section A: Demographic Characteristics: 
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1. Questionnaire Identity Number (QIN): 

(This will be used on the samples collected as part of the biomedical survey) 

2. Date of birth: 

Day Month Year 

   

 

3. Gender Female Male 

1 2 

4. Home Area of Birth 
 

5. Area of Residence 

 

 

6. Birth Order of child in the family 
 

First born Last born Other ( state number): 

 

7. Country of Nationality 

Mozambique 1 

South Africa 2 

Swaziland 3 

Other 4 

8. Number of parents alive: 

Both parents 1 

Mother only 2 

Father only 3 
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9. Parents marital status Married 1 

Both unmarried 2 

Father only married 3 

Mother only married 4 

Separated 5 

Widowed father 6 

Widowed mother 7 

 Divorced 8 

 

10. Living with parents Both full time 1 

 Mother only full time 2 

Father only full time 3 

Step mother full time 4 

Step mother part time 5 

Step father full time 6 

Step father part time 7 

None 8 

 

11. If not living with parents, name the guardian Unrelated guardian 1 

Brother 2 

Sister 3 

 Maternal uncle 4 

Paternal uncle 5 

Maternal aunt 6 

Paternal aunt 7 

Maternal grandmother/ father 8 

Paternal grandmother/ father 9 

12. Do you have children? 
Yes 1 

No 2 

13. What is you marital status? 

Single (no relationship) 1 

Single in a relationship 2 

Cohabitating 3 

Married 4 

Separated 5 

Divorced 6 

Widowed 7 

14. If you have children, how many are they? 

Boys  Girls  

15. Level of education 
No education 1 

Primary School Level 2 

Secondary School Level 3 

High School Level 4 

College Level Education 5 

University education: Certificate 6 

Diploma 7 

Degree 8 

Masters degree 9 
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Section B: Drug Injection Practices 

16. Do you smoke? 
Yes 1 

No 2 

17. If you do not smoke, have you ever smoked? 
Yes 1 

No 2 

18. What year did you start smoking? 

 

 

19. Do you drink alcohol? 
Yes 1 

No 2 

20. If you do not drunk, have you ever drunk alcohol? 
Yes 1 

No 2 

21. What year did you begin drinking alcohol? 

 

 

22. Do you use or take drugs? 
Yes 1 

No 2 

23. If you do not currently take drugs, when was the last time you used or injected with 

drugs? 

Last 4 weeks 1 

Last 6 months 2 

Last 12 months 3 

More than 12 months 4 

24. At what age did you begin injecting? 

 

25. Please indicate the drugs you used and/ or have used. 

Drug I use Once used 

Amphetamines 1 1 

Methadone 2 2 

Morphine 3 3 

Cocaine 4 4 

Heroin 5 5 

Dagga 6 6 

Methamphetamine 7 7 

Others  8 8 

 9 9 

 10 10 

 

26. How do you take the drugs? 

Snorting 1 

Smoking/ chasing 2 

Injection 3 

 

Year: 

years 
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Swallowing 4 

Sniffing/ inhaling 5 

Shelving 6 

Plugging/ rectal ingestion 7 

Shebanging 8 

Other 9 

Please specify: 
 

27. If you inject with drugs, what drug or drugs do you use? 

Amphetamines 1 

Methadone 2 

Morphine 3 

Cocaine 4 

Heroin 5 

Methamphetamine 6 

Others  7 

 8 

 9 

 10 

28. What was the drug or drugs that you injected the last time? 

Amphetamines 1 

Methadone 2 

Morphine 3 

Cocaine 4 

Heroin 5 

Methamphetamine 6 

Others  7 

  8 

 9 

 10 

 11 

29. How many drugs have you used in the past months (4 weeks)? 

One 1 

Two 2 

Three 3 

More than 3 4 

30. What was the drug or drugs that you injected the past month? 

Amphetamines 1 

Methadone 2 

Morphine 3 

Cocaine 4 

Heroin 5 

Others  6 
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  7 

 8 

 9 

 10 

31. Frequency of injection last month 

Once 1 

Twice 2 

Weekly 3 

Daily 4 

32. If you inject many times a day, how many times do you inject? 

 

33. Are there other individuals you know who inject with drugs (in 

your network) but are not present in this group? 

Yes 1 

No 2 

34. Please state the number of both male and female individuals in your network? 

Female  

Male  

35. Please state the number of both male and female individuals in your network who are 

still attending school (up to form 5)? 

Female  

Male  

36. Would you be willing to refer us to the people in network? 

Yes 1 

No 2 

Section C: Induction to drugs 

37. Who introduced you to drugs? 

 Brother 1 

 Sister 2 

 Mother 3 

 Father 4 

 Girlfriend 5 

 Boyfriend 6 

 Friend 7 

 Other, please name the kind of relationship, e.g. colleague, uncle 8 
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38. At what age did you begin injecting? 

 

39. Were you still at school when you started using drugs? 

Yes 1 

No 0 

40. If you were still at school, what grade or form were you in? 

 

Grade  

Form  

41. Do you have any of the following? 

Body piercing 1 

Body tattoo 2 

42. In the past, have you had treatment for the drugs? 

Yes 1 

No 0 

43. Have you ever been convicted for a criminal offence and sentenced to serve in prison? 

Yes 1 

No 0 

44. If so, what long was the prison sentence? 

 

Years 

 

months 

45. In the past month (4 weeks), have you been involved in the sharing or re-use (after 

someone) of 

Syringes 1 

Needles 2 

Both Needles & syringes 3 
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46. If you do not share, how do you obtain the syringes and needles? 

……………………………………………………………………..……………………

………………………………………………..…………………………………………

…………………………..………………………………………………………………

……..…………………………………………………………………………………… 

47. What part of body do you inject? 

Groin 1 

Upper leg 2 

Lower leg 3 

Upper arm 4 

Lower arm  5 

Other, please where 6 

 

 

Section D: Sexual Reproductive Health rights and Issues 
48. Have you ever had an HIV test? 

Yes 1 

No 0 

49. Did you get results from the HIV test? 

Yes 1 

No 0 

50. If so, did the HIV test yield a positive or negative result? 

Positive 1 

Negative 0 

51. Have you tested for the following in the past 6 months? 

HIV 1 

Hepatitis B 2 

Hepatitis C 3 

TB 4 

52. Aware of people in your network who test for these? 

HIV 1 

Hepatitis B 2 

Hepatitis C 3 

TB 4 

53. Has anyone in your network tested positive for 

HIV 1 

Hepatitis B 2 

Hepatitis C 3 

TB 4 

54. Doyouhave a sex partner?  
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Yes 1 

No 0 

55. What sort of partner do you have? 

Steady partner 1 

Part-time partner 2 

56. How many sexual partners do you have? 

 

57. Do you have a regular partner? 

Yes 1 

No 0 

58. Howmanysexualpartnershaveyouhadinpastmonth (4 weeks)? 

 

59. Last timeyouhadsexualintercourse, was a condomused? 

Yes 1 

No 0 

60. Was a condom consistently used each time you had sex in the past month (4 weeks)? 

Yes 1 

No 0 

61. Have you ever had sexually transmitted infection? 

Yes 1 

No 0 

62. Have you had an STI in the past month (4 weeks)? 

Yes 1 

No 0 

63. Haveyouheardaboutmalecircumcision? 

Yes 1 

No 0 

64. Have you been circumcised? 

Yes 1 

No 0 

65. If you have been circumcised, at what age were circumcised? 

 

 

 

years 
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Section E: The Recruitment 

66. What is your relationship with your recruiter? 

Acquaintance  1 

Friend 2 

Relative 3 

Sex partner 4 

Spouse 5 

 

67. Did the recruiter use excessive pressure during recruiting? 

Yes  1 

No 0 
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Letter from the Health Ethics Committee
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SNAP Letter to the Health Ethics Committee 
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