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Preface

The difficulties of living affect everyone. However, for somebody life
is so complicated to become unbearable. For these people, the use of
substances can represent a solution to survive, a cure that step by step
present a ‘bill’ increasingly high.

So, the illusion of integration becomes marginalization accentuated
by an increasing isolation. 

The society of integrated people cannot believe that its rules could
be valid also for those individuals who live on the fringe of society and
are unable to bear the frustrations accepted by the majority. 

For this reason, health services targeting marginalized populations
must be agile and meet the need of most vulnerable, in order to facili-
tate their access to services. 

This strategy not only obeys an humanitarian principle, but has also
a selfish component.

To reach IVDU means to prevent also risk behaviours that can bring
to infectious diseases easily transmittable to the general population in
a epidemiological open system. 

However, scientific evidences sometimes are not sufficient: the stigma
and discrimination toward some individuals are so high that exceed any
logical reasoning, even those frankly utilitarian. In front of stigma, logic
is not enough.

The emotions and malice of “Normals” prevail over the logic.
Because of this, it’s important that the activists who make up the

world of NGOs take the initiative to show to ‘normals’ the validity and
relevance of certain theoretical assumptions. 

This is the topic of the present document, jointly developed by 5
NGOs under the protective and challenging umbrella of the European
Commission.  

If HIV and HCV infections among IVDU fell down in our country and
other places of the world where intelligent and aggressive harm reduc-
tion strategies have been implemented, the merit is also of civil society
organizations such as the ones involved in the project IMPACT. Working
together, besides the collection of a consistent quantity of data useful
to the scientific community, these 5 organizations have produced a “Eu-
ropean added value”, result of exchanges and interrelations among
workers of the involved services, thus contributing to increase the
awareness of all belong to the same country: that of human race.     

Dr. Massimo Barra
Villa Maraini Founder
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Introduction

Background

This publication has been developed in the framework of the project
“Imp.Ac.T. – Improving Access to HIV/TB Testing for marginalized
groups”, co-funded by the European Commission under the Health Pro-
gramme 2008-2013 and implemented by the Foundation Villa Maraini
(project leader) and four associated partners: Foundation De Regeboog
Groep (The Netherlands), Sananim (Czech Republic), OZ Odyseus (Slova-
kia) and Gruppo Abele (Italy).

The general aim of the project was to broaden the access to HIV and
tuberculosis (TB) testing, prevention, treatment and care for marginal-
ized groups such as drug users (DUs) and migrants DUs. 

The specific objectives were: 

• to develop a framework and model to improve the effectiveness of
HIV and TB testing and counselling among DUs and migrants DUs; 

• to increase the percentage of DUs and migrants DUs having access
to HIV and TB testing; 

• to ensure that people living with HIV and TB receive treatment for
both conditions; 

• to promote healthier ways of life and risk reduction among DUs; 
• to assess the effectiveness of street HIV and TB testing in terms of

proportion of new infection identified.

Drug users and migrants DUs have specific needs and encounter spe-
cific challenges in order to get tested and treated. The project has used
outreach work as a tool for promoting a new kind of provider-initiated
counselling and testing, specifically tailored to hard-to-reach groups. 

The project was divided in three main phases: 

1) development of common tools for street HIV and TB testing among
DUs and migrants DUs; 

2) implementation of HIV and TB rapid tests in low-threshold facilities
for DUs and migrants DUs; 

3) comparative analysis and assessment of the effectiveness of such
intervention. 

The first phase has consisted in the exchange of experience and in-
formation among the partners, analysis of main weakness and strengths
of current strategies for HIV/TB testing of risk groups and definition of
key health determinants for monitoring and reporting of new diagnosis
among these target groups. 

The methods used in the second phase has included the conduction of
training sessions for the staff of each partner organization and then, the
provision of HIV and TB tests for DUs and migrants DUs attending low-
threshold facilities in Rome, Turin, Bratislava and Prague. HIV rapid test
and TB clinical screening has been offered in street units, drop-in centres,
needle exchange points, substitution treatment facilities, for a final num-
ber of around 2500 people tested. 
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For the TB suspected cases, a sputum sample has been collected and
sent to specialized clinics for laboratory examination. 

Those resulted preliminary positive to HIV and TB testing have been
referred to specific clinical centres for confirmatory analysis and even-
tually, treatment. 

The third phase has included the analysis of all collected demograph-
ical, epidemiological, clinical and laboratory data from each partner
(number of persons tested, number of HIV and TB-positive, number of
persons receiving treatment after testing) and the assessment of this
kind of intervention in terms of a wider access to testing for marginal-
ized groups and timely identification of new infections. 

Scope and purpose

This publication has been jointly developed by all the partner organ-
izations, on the basis of the experience acquired during the implemen-
tation of the project Imp.Ac.T. It is not intended as a guidelines giving
technical instructions on how to provide HIV and TB testing in low-
threshold services for drug users, but rather as a presentation of best
practices and lessons learned that may help other organizations willing
to carry on similar programmes in their own countries. 

The recommendations presented in this manual were collected
through a self-evaluation process undertaken by the implementing or-
ganizations, during which they were requested to think about and re-
flect on what worked and what didn”t work so well during the planning
and implementation of HIV/TB testing programmes. 

The manual is structured according to the project implementing phases,
starting from the development of study protocol and working tools to the
collection and analysis of all collected data. Moreover, the last two chapters
include a presentation of main results and outcomes, as well as lessons
learned and recommendations for future actions.

We think that this guide manual can represent a useful tool for other
professionals working with most vulnerable groups and willing to im-
plement HIV and/or TB testing programmes. Our aim is to improve
knowledge and information of programme managers and planners,
health care service providers, social and outreach workers about HIV and
TB counselling and testing, in order to strengthen skills and capacities
required to effectively offer such important service to drug users, mi-
grants and other marginalized groups in non-medical settings. 

By using this manual, project operators will gain useful recommen-
dations on the following:

• Development of testing protocol and working tools
• Key elements of HIV and TB testing provision among DUs and mi-

grants DUs:

– approach and recruitment 
– pre-counselling and risk assessment,
– post-counselling for both negative and positive results and risk re-

duction

• Building up of referral system to treatment centres and other
health-care services

• Basic skills on data collection and recording

7
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Chapter 1
Development of common methodology
for HIV and TB testing

Analysis of local situation and national legislation

For planning any kind of projects or activities involving local commu-
nities, the first step should consist in the analysis of the local situation
and local needs. This is even more important when approaching health
and social programmes, thought for improving the well-being and living
conditions of specific groups of people. 

Speaking about HIV and TB testing programmes, the analysis of local
situation should include the collection of information about past and
current trends of the infections among the specific target groups and
the general population, the availability of testing, treatment and care
facilities, as well as the needs and opinions of the selected target groups
about perceived problems and constraints.

Therefore, a good local need assessment requires the collection of
both quantitative and qualitative data. 

The first ones consist of recent data on drug use, incidence/prevalence
of HIV and TB infection among the target groups, access to testing and
treatment by the target group, mortality rate. Examples of tools to col-
lect this kind of information are epidemiological and demographical
records, surveys, reports, provided by both national and local institutions
and international agencies such as EMCDDA (European Monitoring Cen-
tre for Drugs and Drug Addiction), ECDC (European Centre for Diseases
Control), WHO (World Health Organization), UNODC (United Nations
Office on Drug Control), UNAIDS (Joint United Nations Programme on
HIV/AIDS). 

In many countries, the main difficulty that may be encountered at
this stage is the lack of up-to-date and reliable official data on the coun-
try situation. This can be due to the use of not adequate data collection
systems or to the low interest of governments on issues such as drug
abuse and related health diseases. In particular speaking about TB, the
availability of up-to-date data on incidence/prevalence of the disease
among drug users as well as the general population can be very low,
due to the fact that this disease is not considered at the moment a main
public health threat in several European countries. 

As reported by SANANIM, the main problem for them has been “the
lack of information about TB seroprevalence among IDUs in Czech Re-
public, as well as the lack of knowledge and information about TB test-
ing”.

Indeed, before planning the testing methodology for HIV and TB as
well as for other infectious diseases, it is fundamental to collect infor-
mation about the current national legislation on testing procedure, in
order to plan activities which are in line with the national public health
regulations. 
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Our project gives a practical example of the importance of having
such information. The common methodology for TB testing planned
within Imp.Ac.T was not in line with the Czech legislation regulating
the provision of medical services in low threshold services, which
obliges service providers to refer immediately any suspected case of
infectious disease to specialized health centre. Therefore, social serv-
ices are authorized to do only assessment of TB symptoms in low-
threshold facilities, but not sputum smear collection and analysis. It
would have been better if this information was available before the
start of the project, rather than after the beginning. It is important to
choose the project partners based on accurate “baseline” information
of, in this instance, TB and HIV prevalence; as well as local legislation
and local activities (other projects existing programmes aimed at sim-
ilar goals). 

In Imp.Ac.T. the planned TB methodology had to be adapted to the
national rules in Czech Republic. 

In order to cope with the problem of lack of statistical and epidemi-
ological data, it is highly recommended to use other sources of infor-
mation, such as local and national experts that can act as key informants.
They can be local healthcare authority representatives, policy makers,
researchers, managers/directors of low-threshold facilities, with good
knowledge in the field of drug abuse, HIV and/or TB situation in the
country. As reported by SANANIM and Odyseus, what worked well for
them in the collection of data was the “consultation with experts and
National Focal Point” and “discussions with different experts and stake-
holders”. 

The involvement of relevant experts and stakeholders may bring
several advantages not only in terms of new acquired information and
knowledge, but also in terms of technical support and fruitful collab-
oration throughout the project implementation.

As for qualitative data, they consist in opinions, point of views, expe-
riences of key informants and target group members about health be-
haviours, availability and access to testing and treatment facilities, rate
of use of safe lifestyles and preventive measures regarding HIV and TB.
Examples of tools to collect qualitative data include focus groups and
face-to-face interviews. 

Of course, the collection of such kind of information requires trust-
ful and long-lasting relationship with the target group, i.e. drug users.
At this regard, the long experience of the implementing organizations
in working with drug users acquires an added value and represent a
fruitful way to access to a wider and sometimes hidden range of in-
formation concerning the issue analysed. 

“What worked well for us in the collection of information was
the long-term work in this field, since we already had most of the
documents read before/during the project as it is part of self-learn-
ing process, as well as communication with other experts in the
field” (Odyseus).

9
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Development of study protocol and working tools

The development of a testing programme always implies a detailed
planning of procedure and tools to be used. This is even more important
when the programme includes the combined testing of two or more in-
fections and it is planned to be carried out in different contexts and
places.

The study protocol should include a description of participants (num-
ber, eligibility and exclusion criteria), details of the intervention or ther-
apy that participants will receive (schedule of tests, procedures,
medications and dosages), what data will be gathered and how this in-
formation will be handled and assessed. 

The development of a detailed study protocol primarily aims to lay
down the rules for all partners and to ensure that the resulting data will
be significant and reliable.

In addition, it is needed for checking the study’s feasibility and ob-
taining approval of ethical committee(s).

The protocol outline should contain the following points: 

1. Background and justifications.
2. Objectives and research questions.
3. Methods (study design and implementation).
4. Study population (selection, recruitment, sample size).
5. Study procedures and assessment (data definition, data collection,

data handling and analysis).
6. Ethical considerations (respect of privacy, confidentiality, security

of data storage and protection).
7. Project management (participating institutes, responsibilities and

tasks of each partner).
8. Timetable.
(See Annex 1. for the full version of the IMP.AC.T. study protocol)

Referring to HIV and TB testing programme, it is crucial to include in
the study protocol a detailed description of methods and tools used for
testing as well as for data collection. 

As already said, the testing procedure must be in line with the na-
tional legislation of the country where the programme is going to be
carried out, therefore it is highly recommended to involve national
and local experts in the development of the protocol. 

In particular for TB, the selection of the testing procedure should
be discussed with representatives of public bodies and/or TB clinical
centres, since the procedure for testing must follow and respect all
standard for security of participants, service providers and general pop-
ulation. 

According to our experience, during the development of the study
protocol it was very useful “the technical advice of experts from the Na-
tional Institute on Infectious diseases” (Villa Maraini Foundation) and
“the collaboration with medical doctors of a TB clinical centre”
(SANANIM).

In addition, it is advisable to review current international guidelines
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on HIV and TB testing and consult with recognized experts in this field.
This can be done through the setting up of an Advisory Board composed
of representatives of international agencies and relevant national insti-
tutions, willing to provide technical advice on testing methods and tools.
The involvement of such experts can be useful for better understanding
limits and advantages of each testing methodology and identify the one
which is more appropriate for the selected target groups and for achiev-
ing the project objectives. 

Referring to our experience, the consultation with international ex-
perts was extremely useful for the definition of the TB testing method-
ology. Indeed, the first method proposed for detection of TB infection
was the tuberculin skin test (Mantoux), to be provided to drug users
with clinical symptoms of TB. 

However, the consultations with different experts and review of cur-
rent international guidelines raised doubts about the use of Mantoux,
due to its low specificity and high possibility of having false positive or
false negative. Moreover, in some countries such as the Czech Republic
and Slovakia most of the people are vaccinated for TB, therefore would
have resulted positive to the Mantoux test. 

Consequently, it was decided to select a methodology which would
facilitate the detection of active (and not latent) TB infection in drug
users, such as the conduction of clinical screening and sputum smear 
examination.

In order to ensure that the collected data and results of the study will
be significant and reliable, it is fundamental that a single standard pro-
tocol is used by all the implementing organizations. Therefore, the pro-
cedure for testing must be described in details, starting from the
recruitment of target group to the analysis of collected data. 

In particular, it’s important to give a clear definition of the people to
be enrolled in the study, indicating main characteristics, eligibility criteria
and sample size.

Talking about projects targeting drug users, it is recommended to
clarify which typology of drug users are addressed by the study (prob-
lematic drug users, occasional users, users of any kind of psychoactive
substances including alcohol, etc.). 

This represented a critical issue within Imp.Ac.T. From a research point
of view it was necessary to narrow down the study sample from the
broadly defined target group of “drug users and migrant drug users”,
therefore we started out with including only “problem drug users”. Dur-
ing the course of the project, it became clear that this strict definition lead
to exclusion of a large part of usual clients of the services from the project
(alcoholists for Gruppo Abele, sex workers for Odyseus, occasional users
for Villa Maraini). At the end, the problem was solved with a “compro-
mise”: the testing was offered to all clients of the selected low-threshold
services, but the data analysis would focus on problematic drug users. 

Establishment of regular monitoring tools

In consideration of the above, i.e. the difficulty that can be encoun-
tered when developing a common methodology to be used in different

11
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contexts, the set-up of a regular monitoring system acquires a major
value. 

The monitoring should be an on-going process aimed to a continuous
assessment of project implementation in relation to agreed schedules
and indicators. It should be worked out to keep a check of planned ac-
tivities over a period of time, in order to give early warning of possible
problems and difficulties and facilitate timely adjustments and changes.

First of all, the monitoring should be performed using common de-
sign tools such as the Logical Framework Matrix, Milestones table and
Activities lists per work package. 

These are internationally widely used and appreciated methods that
allow to have a clear overview of project objectives, verifiable indicators
(expected changes in variables), producing outputs/deliverables and
methods or sources of information to verify their impact on beneficiar-
ies. 

To make information on progress available right from the early stages
of implementation and throughout the project cycle, indicators need to
be structured, i.e. must be divided in process, output and outcome indi-
cators.

At this regard, it’s important to set up methods for collecting data
and managing project records, so that the data required for indicators
are compatible with existing statistics and are similar in every country
where the project is implemented.

When developing the common methodology for HIV/TB testing, par-
ticular attention should be given to the arrangement of common
working tools for data collection and record-keeping. Within Imp.Ac.T.,
all partners have used the same form for recording the number of peo-
ple contacted and tested (the Response Monitoring Form), and the
same online database for entering the data of people tested. The use
of these common tools has allowed to have comparable data in all the
four project sites, thus facilitating the monitoring of activities and
analysis of the response of beneficiaries to the services provided. 

As reported by SANANIM, “we mostly valued common methodology
on data collection and elaboration, since it allowed data consistency and
comparability”.

In addition to project management tools, a good monitoring system
should also include coordination and proactive collaboration among all
involved parties, final beneficiaries and funding agencies. This can be
ensured through the establishment of regular communication tools,
such as progress reports, audio conferences, meetings, which serve to
report about the level of progress of activities as well as barriers and
problems that might be encountered.

According to our experience, it is more productive to exchange infor-
mation through direct contacts such as meetings and audio calls, instead
of writing reports, because it gives the possibility to discuss and analysis
more in details critical issues and agree on shared solutions and adjust-
ments. 

As demonstrated by our experience, the constant coordination
among all the partners and with the funding agency has allowed to
identify main obstacles in the implementation of activities and find in

Guide Manual on HIV and TB Testing in low-threshold services

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:39  Pagina 12



time the most proper solutions, such as changes of TB testing method-
ology (SANANIM) or modification of the budget (all the partners).

In conclusion, our experience show that the development of a com-
mon methodology to be used by different organizations in different
countries represents a challenging work, requiring adaptation to local
contexts and needs and flexibility in case of unpredicted problems and
obstacles. 

“The development of a common methodology was very chal-
lenging, because it put us in face of strengths and weaknesses in
each countries and cities and allow us to learn each other” (Gruppo
Abele).

13
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Chapter 2
Training courses on HIV and TB
testing in low-threshold services for DUs 

Adaptation of the content to training needs and local
situation 

Generally speaking, the conduction of training courses aims at
strengthening the knowledge of participants on a specific topic and at
building up their technical skills and abilities in order to perform properly
and effectively. 

In the framework of Imp.Ac.T., training courses were conducted with
the aim to ensure that the multi-disciplinary staff of the implementing
organizations were equipped with the necessary skills, knowledge, atti-
tudes and confidence to effectively offer HIV and TB counselling and test-
ing to DUs, migrant DUs and other marginalized groups in low-threshold
services. 

At this regard, the content of the training included not only a detailed
description of methods and working tools for the provision of HIV/TB
counselling and testing, but also key elements for recruitment and fol-
low-up of people tested, as well as information on data collection and
recording. 

Despite the fact that objectives and content of the training courses
were similar in all the four project sites where they have been organized
(Rome, Turin, Prague and Bratislava), they were adapted to the specific
training needs of each organization as well as to the local context where
the testing should have been provided. 

In other words, during the planning of training objectives and content
it was taken into consideration not only the overall knowledge, capaci-
ties and skills to be acquired by participants, but also the existing orga-
nizational, institutional, and human capacity gaps that needed to be
addressed by the training. 

This is important for ensuring that both trainers and participants
clearly understand what they are aiming to. The main risk in not follow-
ing the above-mentioned recommendation is that training might not be
relevant to key aspects of the work of participants and consequently,
lose its effectiveness.

For example, in Prague and Bratislava the training focused in partic-
ular on how to conduct TB testing, since this was a new topic for them
and the staff had very low experience and knowledge about this issue.
Therefore, particular attention was given to the explanation of how to
conduct a TB clinical screening and how to refer suspected cases to TB
clinical centres. 

In Rome, more time was dedicated to the presentation of working
tools such as the Response Monitoring Form and the Questionnaire for
data collection and to the simulation of their use with clients of low-
threshold services. This was very useful for identifying strengths and lim-
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its of such procedure and equipping participants with the necessary skills
and know-how. 

The assessment of training needs, meaning the evaluation of current
capacities and skills of participants on the one hand, and the definition
of what skills and knowledge they need to acquire on the other hand,
it’s a fundamental step to ensure the achievement of the training overall
aim.

Trainers and organising staff are strongly recommended to find out
what range of experience and what level of knowledge participants
might have about the subject of the training, in order to provide a good
balance between old and new information. 

Moreover, it is important to have an understanding of the partici-
pant’s training needs so that these can be adequately addressed during
the workshop.

For organizations with a long working experience with drug users,
topic such as HIV testing and counselling should be part of a long-term
system of continual training, to constantly update knowledge and skills
in line with latest international guidelines and recommendations. In par-
ticular, the provision of pre- and post-counselling both for HIV and TB is
a very sensitive issue which requires specific professional skills and ca-
pacities, as well as a deep knowledge of the topic and all its related is-
sues (medical, social and personal aspects of being HIV and/or TB
infected). For this reason, it is advisable to dedicate enough time to train
staff members on pre- and post-counselling, maybe organizing specific
trainings on this topic. 

As for the conduction of the HIV testing, it is important to provide
service workers with detailed information about the functioning of
rapid test (main characteristics, test procedure, interpretation of results)
and to give a practical demonstration of how to use it. The use of inter-
active approaches will positively affect the learning process of partici-
pants, facilitating the acquisition of practical skills and fostering a more
complete knowledge of the issue. 

As reported by Gruppo Abele, “to make the staff ready for adminis-
tering the testing, you must provide a practical demonstration of the
rapid HIV test and explore together the part of the pre and post coun-
seling, which requires a deeper preparation”. 

With regards to TB testing, when planning the content of the training
course it’s important to verify first of all the general level of knowledge
of participants about TB infection and disease. Indeed, in countries with
low incidence of TB the level of information about this disease is very
poor, since it does not represent a major public health issue. Therefore,
even health care providers may have very basic knowledge about tuber-
culosis and no information about testing methodology and approach.

Making an assessment of the level of knowledge of participants
about TB will allow to identify their training needs and define the train-
ing content according to this. 

In any case, it is always advisable to provide trainees with information
about different forms of TB (latent infection, active disease, pulmonary
TB, etc.) and way of transmission, as well as different methods for test-
ing and TB diagnosis. 

15
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Since the methodology for TB testing used in the framework of
Imp.Ac.T. has been the clinical screening and the sputum analysis, par-
ticular focus has been given to the explanation of how to conduct a clin-
ical screening for TB and how to collect a sputum sample for laboratory
examination. With regard to the clinical screening, it’s indispensable to
explain what are the main risks for TB infection and what are the clinical
symptoms of TB; regarding the collection of sputum sample, it’s funda-
mental to dedicate some time to the presentation of the procedure for
safe sputum collection, cough etiquette and procedures to reduce the
risk of spreading infection through sneezing and coughing.

Finally, in the case of training courses organized in the framework
of a specific programme with the aim to train the operational staff, it
is important to clearly explain participants the project objectives,
planned activities and expected outcomes and results. 

In conclusion, the definition of the content of a training course on
HIV and TB testing should take into account the following aspects: train-
ing needs of participants (what skills and knowledge they need to ac-
quire); local situation and context where the testing will be performed;
specific objectives and methodology of the planned testing programme. 

“Trainings are very important for increasing the knowledge,
skills and professionalism of the staff. Any similar project should
be accompanied by series of trainings” (Odyseus).

Criteria for selection of participants

The selection of participants for a training course is a key issue, since
the approach in which the content of the training is delivered may be
different depending on whether the audience consists of social workers,
psychologists or counsellors, nurses or other health professionals. 

Talking about training courses on HIV/TB testing in low-threshold
services for drug users, the audience may be composed by all the above
mentioned professionals, having each of them a specific role in the test-
ing provision. 

The criteria for selecting participants should be then based first of all
on the specific context where the testing will be provided and on the
methodology which will be used.

If the testing is going to be offered to drug users clients of low-
threshold services, it is fundamental to involve in the training course so-
cial and outreach workers, since they have a main role in the approach
and recruitment of people for testing. 

On the other hand, the typology of the testing methodology is im-
portant for defining the need of involving in the training medical doc-
tors, nurses or other health professionals.

In some countries such as Slovakia, the HIV rapid test should not be
necessary provided by health professionals, but can be administered also
by social workers, while in other countries such as Italy this is not al-
lowed. Consequently, the training on how to administer the testing must
necessarily involve doctors or nurses if they are the only professionals
allowed to provide it. 
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Of course, motivation is a key element that must be taken into serious
consideration when selecting participants for a training. Participants
must be interested in the subject and must see a pragmatic benefit of
attending that specific course to improve their skills and performance.
A highly motivated participant is a trainee who learns what is taught in
the training course and implements properly the knowledge acquired.

This is particularly important when attending a training course on
HIV and TB testing and counselling, due to the complexity and high sen-
sitivity of this issue. Participants must be sure of their willingness to work
in this kind of programmes, since it requires high level of motivation
and commitment. At this regard, it is always advisable that trainers try
to assess the personal capacities and attitudes of participants towards
this specific topic, in order to avoid any kind of prejudices and stigmati-
zation. 

An advantage is if the trainees are already experienced workers
(preferably if ex-drug users), so they do understand the language and
daily reality of the target populations and do not have unrealistic ex-
pectations (e.g.: people returning for the sputum results within the
week, as meanwhile they could be imprisoned or other situation can
change their priorities in life). 

In the case of training courses organized with the aim to train the
staff that should be involved in the implementation of a specific project,
such as the case of Imp.Ac.T. it is highly recommended to select people
that certainly will be the ones carrying out the activities. This will ensure
the achievement of training objectives and guarantee that the new
knowledge and skills acquired by participants will be used properly and
effectively. 

In conclusion, participants should be selected according to their will-
ingness to participate, their affinity with the subject discussed, their in-
terest in being involved in HIV and TB testing programmes. Moreover,
it is important that the selected trainees have the right knowledge, skills
and attitudes for the training; otherwise, although scheme and contents
are well-designed, the training may not meet its objectives.

Criteria for selection of trainers

Trainers play a critical role in any training program, since they are the
key to effective learning; therefore, they must be chosen carefully in
line with local needs, cultures and available resources. 

Competencies and skills are the basis upon which trainers should be
evaluated and selected.  When talking about training courses on HIV
and TB testing among drug users, these competencies must include a
thorough knowledge and understanding not only of HIV/AIDS and TB
infection, pre and post counseling, testing methodologies, but also of
drug addiction and harm reduction programmes for drug users. This
knowledge is particularly important if the training course focuses on the
provision of testing in low-threshold services, such as in the case of our
project, since a relevant part of the training should include the method-
ology for outreach approach and recruitment of clients, as well as for
their follow-up and referral to health care services. These topics cannot
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be properly treated if the trainers do not have a long working experi-
ence in the field of drug abuse.

Therefore, for the conduction of training courses on HIV/TB testing
among drug users, it is advisable to select as trainers the following spe-
cialists: psychologists/social workers (for the modules on counselling);
health professionals (for the modules on HIV rapid test and TB clinical
screening); social workers (for the modules on recruitment and motiva-
tion of clients to testing).

On the other hand, the complexity and multifaceted aspects of drug
use and correlated HIV and TB infection requires a multidisciplinary team
of trainers with different personal and professional background, in order
to provide participants with multiple approaches, ideas and solutions. 

This is highly recommended when the training course includes topics
such as the collection and management of personal data of clients. In
these cases, it would be very useful to have in the team of trainers a per-
son with specific competencies and knowledge, such as a researcher, able
to provide participants with adequate information and skills. According
to our experience, the involvement in the training course of a researcher
able to train participants on how to conduct interviews and question-
naires with drug users for data collection would have avoided the raising
of conflict of roles among social workers during the carrying out of test-
ing activities. 

As reported by Gruppo Abele, “during the training course we missed
to dedicate a specific time on the issue of conflict of roles for social
workers while acting as interviewers”.

Also the training skills should be taken into account, when choosing
for the trainers. The content of the training is one important segment,
however ability to train other people requires different set of skills.

If the selection of trainers from its own organization is good in terms
of a deep knowledge of the target group and a better understanding
of the staff training needs, an active and balanced involvement of dif-
ferent stakeholders as external trainers can have several benefits. Main
stakeholders are to be considered other civil society organisations, public
health institutions, local, national and international authorities. 

On the one side, they can bring a fruitful contribution to the improve-
ment of skills and capacities of trainees, thanks to their knowledge and
expertise. On the other side, the dialogue with stakeholders might lead
to a fruitful share of opinions and ideas, and can contribute to improve
cooperation and strengthen networks and professional alliances.

As reported by SANANIM, “one of the main benefit of the training
was the establishment of cooperation with the doctors from tuberculosis
clinic, because she presented new information and we discussed on how
to facilitate the access to health care services for our clients”. 

In conclusion, the development of a proficient learning group of par-
ticipants requires the organisation of a strong team of trainers with dif-
ferent and complementary knowledge, skills and professional
experience. It will give an added value to the training and promote a
deeper understanding of the overall issue.
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Chapter 3
Provision of HIV and TB counselling
and testing 

Description of the methodology

The implementation of testing programmes requires the definition and
compliance with a detailed procedure, indicating all the steps to be fol-
lowed from the recruitment of clients to the communication of test results. 

Within the project Imp.Ac.T., the procedure for HIV and TB testing
was clearly described in the study protocol jointly developed by all the
partners before the starting of the testing phase, and was followed in
all of the four project sites. 

The first step consisted in informing clients recruited for testing
about the aim of the project, the procedures of testing and data collec-
tion, the aspect of anonymity and privacy. At this regard, they were pro-
vided with information leaflets on HIV and TB infection, and those
accepting to be tested were asked to give the informed consent (written
or verbal, according to the local rules). 

Before the testing, all clients received pre-counselling in the form of
individual talk with a counsellor/psychologist. During the pre-counselling
or while waiting for the HIV rapid test result, a questionnaire was ad-
ministered to the client, with the aim to collect data on lifestyles behav-
iours, health conditions and history of HIV and TB testing. 

The testing consisted in the provision of HIV rapid test with blood
specimen by finger stick (DETERMINE HIV 1-2) and a clinical screening
for TB. The clinical screening was conducted by an health professional
(doctor or nurse) and aimed to identify suspected cases on the basis of
the presence of TB symptoms (prolonged cough, fever, chest pain,
breathlessness, loss of weight, fatigue) and/or TB risk factors (prove-
nience from countries with high TB prevalence, close contacts with per-
sons known or suspected to have TB, persons with reactive HIV rapid
test, persons infected with HIV or with other medical risk factors).

Those individuals with one or more clinical symptoms or with other risk
factors were considered suspected cases and were requested to give a spu-
tum sample to be sent to clinical centres for laboratory examination.

The communication of test results was always accompanied by post-
counselling. 

For those with reactive HIV results, a follow-up appointment was
scheduled at dedicated health care services for confirmatory blood test. 

As for TB, in case of positive result of the first sputum sample the staff
arranged a follow-up appointment to the clinical centres for the collection
of a second sputum sample and further diagnostic workup for TB; in case
of negative result, a second sputum sample had to be collected and only
in case of positive result the client was referred to clinical centres.
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As for the project partner SANANIM, since the national legislation
obliges service providers to refer immediately any suspected case of in-
fectious disease to specialized health centre, they conducted the TB clin-
ical screening for identifying suspected cases, but instead of collecting
a sputum sample in their low-threshold facilities, they referred the sus-
pected cases directly to specialized health facilities for further examina-
tion (X-ray).

According to our experience, having a step-by-step description of the
procedure to be followed during the testing provision is very useful. In
particular, it helps to clearly define roles and tasks of each staff member
and avoid conflict of roles or overlapping. 

The implementation of an HIV and TB testing programme in low-thresh-
old services requires the involvement of different professionals, each of
them with a specific role: outreach/social workers for approaching, inform-
ing and motivating the target group to get tested; psychologists/counsel-
lors/social workers for providing pre- and post-counselling; doctors/nurses
for administering the HIV rapid test and TB clinical screening. 

This definition of roles is important for ensuring the good quality of
the provided services and facilitating collaboration and team work.

Volunteers can be also involved in this kind of programmes, but it is
important to bear in mind that they cannot replace professionals in the
provision of services such as counselling and testing. Moreover, it is fun-
damental that they receive specific training on drug use and related in-
fectious diseases, in order to get a comprehensive knowledge of the
topic and have a better work performance. 

As reported by the outreach workers of Villa Maraini, “a specific
training should be done for volunteers, in particular regarding the ap-
proaching and recruitment of clients, in order to make their work more
effective and valuable”.

Of course, when offering the testing to drug users in low-threshold
facilities such as street units, it is not always easy to follow step-by-step
the indicated procedure, due to the specific characteristics of the clients
of this kind of services. 

For example, the distribution of informative leaflets should be ac-
companied or replaced by the verbal explanation of aim and procedures
of testing, because a high percentage of approached clients would rarely
read the leaflets.

For clients who are in a hurry and don’t want to waste much time, it
might be necessary to speed up the procedure, for example administer-
ing the questionnaire while waiting for the HIV test results. 

In conclusion, it is always recommended to be flexible and ready to
adapt the work to particular needs, situations and circumstances, as far
as the pre- and post-counselling will not be left out or minimized.

Criteria for selection of locations for testing

Generally, the selection of places for implementing activities depends
on the specific target groups to whom the project is addressed. In other
words, each organization selects the places/services where the specific
target groups can be found.

Guide Manual on HIV and TB Testing in low-threshold services
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For the provision of testing programmes among marginalized groups
such as problem drug users, the selection of places must inevitably take
into consideration all the so called “low-threshold services”. 

The term “low-threshold” is used to describe a setting which aims to
facilitate drug users” access to social and health services delivery. To
lower the threshold of access, such agencies choose specific locations
and opening hours, require little bureaucracy, often no payment, no
need to have official documents and are not linked to an obligation of
the client to be or to become drug-free. They target current users,
“hard-to-reach” groups, high-risk groups among drug users and exper-
imental users. They can play an important role for the delivery of “sur-
vival-oriented” services to problem drug users, like shelter, hygiene,
food, sterile injecting equipment and medical care. They increasingly de-
liver treatment services as well.

They are core settings for disseminating health promotion messages
and increasing safer use information and skills among those who use
drugs either experimentally or in a dependent or problematic way1.

Typically, low-threshold services include street units, needle-exchange
points, drop-in or contact centres, night shelters, substitution treatment
programmes, etc. 

Within Imp.Ac.T., the places selected for the provision of testing have
included all these types of facilities, managed by the implementing or-
ganizations as well as by other local organizations/institutions. In Rome,
the testing has been offered in all the low-threshold services managed
by Villa Maraini Foundation (drop-in centre, street units, clinical centre
for substitution therapy) and in two public centres for substitution
treatment. In Turin, testing has been provided in the drop-in centre of
Gruppo Abele and in mobile unit and night shelters managed by other
local organizations. In Bratislava, it has been offered in the mobile unit
of Odyseus and in a night shelter for homeless managed by the organ-
ization DEPAUL Slovensko. In Prague, testing has been offered in all
the low-threshold facilities of SANANIM (outreach unit, contact centre
and substitution programme) and in two other facilities managed by
another local NGO (contact centre and methadone substitution pro-
gramme). 

The collaboration with other local services and facilities is useful
for enlarging the number of potential beneficiaries and facilitating
the access to testing to high-risk groups of drug users such as home-
less. It is highly recommended to select places where the testing has
never been offered, or is not provided on a regular basis, in order to
reach people who most probably have never been tested or may pre-
fer to get tested in non-medical settings. 

In addition, the cooperation with other local low-threshold services
can bring benefits also in the long-term, promoting the set up of net-
works and referral system which facilitate the access of drug users to
the required care, support and treatment programmes. 

Of course, these networks are highly effective and fruitful if the coop-
eration among local actors is well-functioning and supported by a joint
willingness to cooperate. This is not always easy to reach, in particular
when talking about the cooperation with public health services, which
may have different opinions and methods of working with drug users.
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As experienced by Villa Maraini, “very few public centres for substi-
tution treatment were willing to cooperate. It seems that NGO’s are still
seen as threat and competitors and not as potential partner”. 

Recruitment of clients/target groups for testing

The selection of places for the provision of testing should take into
consideration the importance of having adequate tools and resources
for approaching and recruiting clients for testing. In fact, the recruit-
ment of target group members is a crucial step in the implementation
of testing programmes and can represent a major problem if not done
in the most adequate way.

When talking about testing programmes targeting drug users and
other marginalized groups, it is highly recommended that they are firstly
approached by outreach and/or social workers of the low-threshold fa-
cilities, who will offer them the possibility to be tested explaining the
benefits and advantages of such service. 

During the approaching and recruitment phase, staff members can
use the “Motivational interviewing” method, combining elements of
empathy and negotiation with the aim to improve patient’s motivation
toward knowing his/her own health status. 

The role of social workers is fundamental, because they represent the
link between the target group and the health-care services, being their
relation with clients based on trust and confidence. Consequently, they
can better than others motivate drug users toward testing and other
safer behaviours.

As reported by Odyseus, one of the problems they had during the re-
cruitment of clients was due to the presence of a nurse, who was a new
staff member and not known by the regular clients of their service. 

“The nurse was a stranger for many people and it took time for peo-
ple to start trust in her”.

On the contrary, in Turin the presence of a medical doctor for the
provision of HIV and TB testing has facilitated the approaching and re-
cruitment of clients, who saw it as a good opportunity to have a me-
dical screening and receive reliable information about the two
infections. As reported by Gruppo Abele, “people reacted very positi-
vely to the presence of a doctor, since it gave them the feeling that
their own health status was taken into serious consideration and used
this opportunity to ask for information and recommendations on their
health”.

The selection and approach of the target groups should be com-
pletely random. Information about the provision of testing should be
widely disseminated in the involved low-threshold services, through an-
nouncement on notice-board and distribution of informative leaflets
among the clients. It is important to assure that information about HIV
and TB testing possibilities will reach a wide spectrum of target group
members, in order to raise personal interest in being tested.

According to what experienced during Imp.Ac.t. even if all the above
mentioned conditions are respected, the recruitment of drug users for
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testing can be very problematic. This is mainly due to the particular work-
ing conditions in low-threshold services and to the specific characteristics
and needs of the target group.

The offering of testing in mobile street units, for example, can be af-
fected by weather conditions, since during winter time the number of
clients decreases significantly, and when the temperature is too cold
(below 0° C) or too hot (above 30° C), the provision of testing in a van
can be problematic. 

Moreover, the provision of testing on a regular basis can be affected
by several unforeseen events/circumstances such as the lack of workers,
the unexpected close down or unavailability of some facility, the diffi-
culty in hiring medical staff for the administration of TB testing.

“Not all spots (facilities) do have one specific person, being re-
sponsible for the testing. This should be changed” (SANANIM).

“The target group of DU’s is unattractive and not many nurses
like to work with and for this group” (Odyseus).

On the other side, it’s necessary to bear in mind the specificity of our
target group, i.e. drug users attending low-threshold services. This in-
cludes problem drug users and “at-risk” groups among regular and oc-
casional users, such as sex workers, homeless, illegal migrants, alcoholics.
Motivating these clients toward testing is very hard, because they have
other priorities and needs: they are in a hurry and don’t have enough
time for getting tested, being desperately looking for money and drugs
or in need to take drug immediately; they can be under the influence
of drugs and not in the condition to give their consent to testing; they
are afraid of getting tested because they have engaged in risk behav-
iours; they want to avoid presence on the street because of fear from
police. 

To cope with these problems, a solution can be the use of rewards
and incentives such as phone cards, food or food tickets, etc.. As ex-
perienced in Turin, Bratislava and Prague, giving incentives to clients
has been a useful tool to increase their motivation and willingness to
get tested, as it was important to have certain sample size within lim-
ited time of the study. Even the simple provision of a cup of coffee/tea
and some biscuits, as did the social workers in Rome, helped to ap-
proach people and motivate them to dedicate some time to their own
health.
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Moreover, it is recommended to increase the spreading of informa-
tion about testing among the target group, distributing informative ma-
terial or writing dedicated articles on magazines or newsletter
distributed in the low-threshold services. 

“We have carried out different PR activities towards clients – e.g.: ar-
ticles in the monthly magazine INTOXI” (Odyseus).

Pre- and post-counselling for HIV and TB

According to CDC, HIV prevention counselling and information is still
recommended in all settings, including non-medical services, for persons
at high risk for HIV2. 

On the other hand, WHO recognizes that in some settings providing
pre-test information, rather than more extensive pre-test counselling
(including HIV prevention counselling) may be justified in order to make
pro-actively offering HTC feasible3.

This makes clear that HIV counselling encompasses two components:
provision of information and prevention counselling. Despite the setting
where the testing is provided, all clients should receive information
about HIV testing (clinical benefits and potential risks), HIV infection
(way of transmission and prevention), meaning of test results (services
available in case of either a negative or a reactive test result, confiden-
tiality and respect of privacy in the treatment of test results).

Providers must also inform clients that they have the right to decline
the test and that if the test result is reactive, disclosure to contacts who
may be at risk will be encouraged.

In case of HIV rapid test provided in non-medical settings, it’s impor-
tant to give clients a clear explanation of the test procedure and test re-
sults. The counsellor should explain that the rapid test has the same
specificity and sensitivity of other analysis on whole blood, and as in
other type of tests there is the possibility of having false positive; there-
fore, any HIV-reactive result must be confirmed by other tests.

On the other side, if the client has had risk behaviours in the last three
months and the test result is negative, it is fundamental to recommend
a re-testing since the period between the infection and production of
antibodies is asymptomatic and lasts on an average for 2 to 12 weeks
(so called “window period”).

However, safer drug use and safer sex behaviours should be always
stressed, no matter what the result is.

Prevention counselling is intended as a more interactive process of
assessing risks, recognizing specific behaviours that increase the risk for
acquiring or transmitting HIV, and developing a plan to take specific
steps to reduce these risks. In HIV prevention counselling, the counsellor
focuses on assessing the client’s personal risks or circumstances and help-
ing him/her to set and reach a specific, realistic, risk-reduction goal.

According to CDC Guidelines, “prevention counselling is a risk-reduc-
tion process that might involve only one or more than one sessions”4. 

Traditionally, in the pre-test counselling the focus is on risk assessment,
in order to make the person aware of the risks he/she could have encoun-
tered and the eventuality of having a reactive result; while the set up of
strategies for risk reduction is done in the post-test counselling, when pro-
viding the client with test results. 
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When offering HIV counselling to drug users, it’s important to focus on
drug-related risk behaviours, encouraging clients to identify the drug use
behaviours that put them at increased risk for acquiring HIV and under-
stand the reasons why they continue to engage in them. The counsellor
should also explores previous attempts to reduce these risks and support
clients in their successes and efforts. 

In addition, when providing HIV counselling and testing to socially
marginalized groups such as drug users and migrants, it is fundamental
to make the clients aware of the legal regulations related to HIV disclo-
sure in respective countries and the potential risks of knowing his own
HIV status (e.g.: as discrimination, abandonment or violence).

For example, in Slovakia it is mandatory to disclose the HIV status to
health care workers in case that the contact with blood is required (like
in dentistry, surgery, etc.), otherwise the person can be prosecuted under
the criminal code. However, the disclosure of HIV status very often re-
sults in denying the services to the person. 

Regarding the pre-counselling on TB, our experience showed that in-
formation about this infection is very low, particularly among young
people, since it is considered a disease of “the past” and it’s not per-
ceived as a current health issue. Therefore, the pre-counselling should
focus on the provision of basic information about TB (different forms of
TB, difference between latent infection and active disease), as well as
on the benefits (clinical and preventive) of early diagnosis of pulmonary
TB, treatment possibilities and legal consequences.

At this regard, it’s very important to reassure the client that TB is cur-
able, stressing the importance of early diagnosis of tuberculosis as a tool
to prevent the worsening of the disease and the spread of the infection
to others.

Referring to our specific target group, it is important to explain
clients the link between drug use and TB, as well as between TB and
HIV, in order to make them acknowledge the risks and understand the
reason for the offering of TB testing. 

The pre-counselling for TB should be a fundamental step for motivat-
ing the target group toward testing and if needed, treatment and care.

Post-test counselling must always be an integral component of the
HIV testing process. Everyone undergoing HIV testing must be coun-
selled when their test results are given, regardless of the result5. The
same applies when TB clinical screening and testing is provided.

Post-test counselling is important both in case of reactive or negative
result, because it aims not only to help the client understand and cope
with the test result, but also to provide the client with any further infor-
mation required, and if necessary referring the client to other services. 

In case of a HIV-reactive result, it’s fundamental to clearly explain that
the result has to be considered “preliminary positive” and that there is
the need of laboratory confirmation from the whole blood sample to
have the definite diagnosis.

However, it is recommended that clients with high-risk behaviours
are informed about the probability that the confirmatory test will be
positive and receive the necessary support to acknowledge and cope
with this information, as it is a very stressful moment. 

At this regard, it is desirable that, where possible, the counsellor who
provided pre-test counselling also provides post-test counselling. In this
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way, the counsellor has already established a relationship with the client,
and can better evaluate the likelihood of a reactive result on the basis
of the risk assessment conducted during the pre-counselling. 

As for TB, in case of a positive evaluation of the clinical screening, it’s
important to explain the need for additional testing, such as the sputum
examination and X-ray. Only in case of a positive result of these analysis
the diagnosis can be confirmed and the client must be provided with
detailed information about treatment possibilities and the importance
of starting and completing treatment. 

Moreover, in presence of any suspected case of TB, it’s highly recom-
mended to explain the way of transmission of TB and provide the client
with basic information and skills on cough etiquette and how to protect
household members from getting infected.

Of course, as already said above, it must be taken into account that
the provision of pre- and post-counselling in low-threshold services re-
quires high skills and competencies, to keep up to standards of provision. 

In particular, when offering the counselling and testing in mobile
street units, the space is limited and most of the clients are in a hurry.
Therefore, it’s fundamental that the counsellor has adequate capacities
and experience, in order to create a confidential atmosphere, under-
stand quickly the specific needs of each client and provide him/her with
the most suitable information and support. 

Counsellor has to be also ready to cope with the crisis situation in
case of reactive result, to have time to offer client enough safe space
for digesting this news. In some cases one session (including pre-test
counselling, test and post-test counselling) can take as much as 40 min-
utes. Sometimes the clients need just time to cry and have chance to step
out of the unit without clear marks of the result (not crying, being able
to answer questions from other clients, etc.).

“We ask clients about their own emotions and thoughts, help
them to map their support network (interpersonal and psycholo-
gical) and ideally create a short-term plan of what will be done in
the following hours. If needed, we provide client with aftercare”
(SANANIM).

Conditions for respect of privacy and confidentiality

The study protocol of any testing programme on HIV and TB must
necessary foresee a set of conditions that ensure the respect of privacy,
confidentiality and security during the all implementation phases. This
means that a number of organizational procedures must be followed
during the collection, storage, use and disposal of personal identified
data and other information. 

In line with all international guidelines, the testing should be con-
ducted only after obtaining informed consent of clients. The emphasis on
the voluntary nature of the test and the right to decline it, is particularly
important when targeting marginalized groups such as drug users and
migrants; informed choice is central to create a climate of confidence and
trust between the person being tested and the service providers. More-
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over, it’s important to stress that declining the test will not affect the reg-
ular access to services.

The informed consent can be given verbally or in writing, depending
on the national legislation of each country. In Bratislava, the informed
consent was requested verbally in order to respect the anonymity of
clients, while in Rome and Turin it was given in writing, but always re-
specting the anonymity of people tested (no documents or real names
were requested). 

Moreover, the informed consent, as well as the pre- and post-coun-
selling, should be given individually away from clients or staff not in-
volved in the testing, in order to ensure privacy and confidentiality.

In such kind of programmes, maintaining the confidentiality of client
records is critical. Providers should develop written protocols for record
keeping that address transport of client records to and from outreach
venues and storage in a safe place. 

At this regards, it is highly recommended to use codes to identify
clients rather than personal names. Within Imp.Ac.T., each client was
recorded with a code, reported in the following items: 

1) Informative leaflets and informed consent form; 
2) HIV rapid test, TB clinical screening form and eventually, container

with sputum sample;
3) Questionnaire for data collection and risk assessment;
4) Referral paper for the clinical centre, in case of reactive test result.

Moreover, each client was registered manually on a separate file with
a personal code (for example name/nickname and date of birth), accord-
ing to the coding system normally used by each organization. The combi-
nation of these two coding systems has facilitated the identification of all
people tested, particularly important in case of follow-up testing and
communication of sputum examination results, while ensuring respect of
privacy and anonymity.

This was not done in all cities. In case anonymity could not be guar-
anteed, this was communicated clearly to the clients before they under-
take the tests.

All the personal data of people tested under the project have been
stored anonymously in a structured online database. The access to data
was allowed only to the project staff.

1 EMCDDA Meeting report “Data-collection at Low-threshold services for Drug Users:
Tools, Quality and Coverage”, 2004 http://www.emcdda.europa.eu/html.cfm/index
5778EN.html.

2 Revised guidelines for HIV Counseling, Testing and Referral (CDC, 2001)
http://www.cdc.gov/hiv/topics/testing/resources/factsheets/rt_counseling.htm.

3 Scaling up HIV testing and counseling in the WHO European Region as an essential
component of efforts to achieve universal access to HIV prevention, treatment, care and
support, Policy framework (WHO, 2010) http://www.who.int/hiv/pub/vct/hiv_testing_
counseling/en/index.html.

4 Revised guidelines for HIV Counseling, Testing and Referral (CDC, 2001)
http://www.cdc.gov/hiv/topics/testing/resources/factsheets/rt_counseling.htm.

5 Scaling up HIV testing and counseling in the WHO European Region as an essential
component of efforts to achieve universal access to HIV prevention, treatment, care and
support, Policy framework (WHO, 2010) http://www.who.int/hiv/pub/vct/hiv_testing_
counseling/en/index.html.
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Chapter 4
Follow-up of clients and access to treatment
and care for HIV and TB

Cooperation with clinical centres and other
health-care facilities

Any HIV and TB testing programme should include a referral system,
which ensure access of tested individuals to specialized care and sup-
portive services. 

Indeed, efforts to increase access to and uptake of HIV testing and
counselling must be accompanied by equal efforts to ensure access to
integrated treatment and care for people resulted positive to testing. 

This is of particular importance when the target groups are margin-
alized and vulnerable populations such as drug users and migrants. In
this case, the testing services can act as a bridge between hard-to-reach
groups and health care institutions, reducing the gap between them
and facilitating the access to treatment and care for marginalized peo-
ple. 

A good referral system should take into account the multiple needs
of clients; people tested should receive appropriate referral for compre-
hensive care measures, according to their identified needs. 

HIV reactive cases and TB suspected cases must be referred to spe-
cialized medical centres for confirmatory test and further diagnostic
workup (sputum smear examination, X-ray, blood tests), evaluation of
immune system function and screening, treatment and prophylaxis for
opportunistic infections. In addition, co-infection with HIV, TB and
other communicable diseases (e.g. STDs and hepatitis) should be taken
into account and properly checked.

When implementing a testing programme, it is fundamental to es-
tablish close collaboration with clinical centres providing HIV and TB di-
agnosis, treatment and care, in order to set up a referral system to these
centres for people undertaking the testing. 

Once there is not continuous long-term cooperation, specific agree-
ment (written or verbal) should be made between the low-threshold
service providing rapid testing and the medical centres specialized on
HIV and TB. These centres should act as the clinical reference centres for
all identified suspected cases and should ensure the provision of all re-
quired examinations for HIV and TB, as well as treatment and care to
those individuals referred there by the low-threshold service. 

The agreement should be based on clients needs and on the resources
at disposal of the clinical centre. In every collaborating facility there
should be a referent person willing to collaborate intensively with the
low-threshold service. 

In Imp.Ac.T., a collaboration with clinical facilities was set up in each
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of the four cities. Clinical centres were involved in confirmatory testing
and treatment of HIV reactive and/or TB positive drug users. They were
also asked to be involved in the development of the testing methodo-
logy, in particular for TB. According to consultations with medical doc-
tors from the collaborating clinical centres and other TB experts from
the project Advisory board, it was decided to not provide the tuberculin
skin test, but instead the clinical screening and the sputum examination
or X-ray.   

Therefore, it is highly recommend that collaborating clinics (and espe-
cially experts on TB) are involved in the project development as well, on
a structural basis. 

According to our experience, resistance of health facilities toward
signing written agreements is often faced, due to bureaucratic reasons
or to mistrust of the work of non-governmental organizations. In these
cases, it is recommended to refer to institutions that know the activity
of the organization and have already collaborated in other projects, or
to count on personal contacts between the medical staff of the low-
threshold service and the health facilities. 

Even in case of informal agreement, the procedure of referral should
be clearly defined in the overall study protocol and followed by all the
involved clinical centres. 

Within Imp.Ac.T., the client referred to the clinical centre was given
a “referral paper” indicating the date of HIV rapid test provision and
the preliminary test result. 

Moreover, in Rome the referral paper included also a summary of the
risk assessment conducted during the counselling, with the aim to pro-
vide the medical staff with additional useful information about the
client. 

The referral paper reported the same client’s code recorded in the in-
formed consent form, the questionnaire and the HIV/TB test, in order
to allow the identification of the patient while respecting privacy and
anonymity. 

The good cooperation with clinical centres is very important to
facilitate initial contact between drug users and health facilities.
In many cases, it is necessary to provide clients with assistance in
accessing services, such as setting up appointments and offering ac-
companiment or transportation. The appointment can be sched-
uled by the staff of low-threshold services according to the working
hours and availability of the clinical centres. At this regard, having
a referent person in the clinical centres who can assist in the sched-
ule of appointments is highly advisable and would allow the refer-
ral system working smoother. At the same time, it is also
recommended to have a person in the low-threshold facilities that
can accompany drug users to the clinic and assist in setting up good
contact with medical doctors. 

In addition, the establishment of good collaboration with low-threshold
services may bring health service providers to change their attitudes to-
ward marginalized populations and modify the rules of access to services,
adapting them to the specific situations and condition of such people.

29

Guide Manual on HIV and TB Testing in low-threshold services

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:39  Pagina 29



30

As experienced by SANANIM, “the TB clinic modified the entry crite-
ria: now it is not required an ID card and health insurance company
card”. 

The set up of a referral system with clinical centres is useful also for
the exchange of data between the service providing testing and the clin-
ical centres providing diagnosis and treatment. The exchange of infor-
mation should be regular and constant and will serve to monitor the
number of confirmed positive cases and the number of people entering
into treatment after the testing. At this aim, the clinical centres should
record the persons referred there by the testing service using the code
indicated in the referral paper. This will ensure the exchange of data re-
specting the privacy and anonymity of clients and according to the in-
ternational legislation on data protection.

The information to be exchanged between clinical centres and test-
ing services should include not only the number of confirmed diagno-
sis for HIV and/or TB and the number of people entering into
treatment, but also the number of early infections (person infected
in the last 6 months) identified through the Avidity test. 

Avidity is a measure of the strength of the binding between im-
munoglobulin G antibodies and the corresponding antigen, a property
that increases over a period of months in newly acquired infections. HIV
antibody avidity testing provides a reliable method for identifying re-
cently acquired HIV-1 infection. 

This information is important for monitoring the dynamics of the epi-
demic and transmission networks, and it can serve to develop more spe-
cific public health intervention programs. 

Within Imp.Ac.T., referral to follow up testing and/or treatment wor-
ked very well in some cities, but not everywhere. The level of collabora-
tion was not as high as intended.  In Rome, the clinic provided follow
up and avidity testing data to the project partner, but in other cities this
was not done. Even though a good collaboration was achieved in most
cities, the communication regarding clients and data could be impro-
ved.

Besides clinical centres for HIV and TB diagnosis and treatment, it is
important to establish a good cooperation also with other health-care
facilities. Drug users have multiple needs that can be addressed through
referral to other supporting services, such as STI treatment, opiates sub-
stitution therapy, night shelters, employment agencies, legal services,
child care, etc.

Addressing these needs can help clients access and accept medical
services and adopt and maintain safer health behaviours.

Motivation of clients toward treatment and care

Motivation is an important first step toward any action or change in
behaviour. People generally will not perform desired behaviours unless
or until they are motivated to do so.

As already said in the previous chapter, motivating drug users to-
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wards testing, treatment and care is not so easy and requires specific ef-
forts. 

Within Imp.Ac.T., the approaches used for motivating clients to access
treatment and care have acted both on external and internal motiva-
tion. 

External motivation refers to the offering to clients of incentives or
rewards, such as food vouchers in Prague and Bratislava, and phone
cards in Turin.

Internal motivation implies the use of methods such as counselling
and motivational interviewing, which aim at strengthening the client’s
intrinsic motivation for change.

This approach assumes that drug users are responsible for changing
their own behaviours and is designed to support them to reflect upon
their own situation and move toward positive behavioural changes.
Clients of low-threshold services are usually in the phase of ‘negation’
(not only of health risks); therefore, it is crucial for the workers to con-
front drug users with health issues and discuss their responsibility to-
ward themselves and others. 

For the majority of people, the disclosure of his/her own HIV positive
status represents a stressful moment and for somebody it can be a real
shock. In these cases, people are not ready to cope with this new infor-
mation and think clearly about what they need to do.

Therefore, the service providers should have the capacity to under-
stand this feeling and establish a relation of confidence and trust that
support and encourage clients toward personal responsibility.

According to what experienced during the project Imp.Ac.T., in many
cases drug users require time to get the necessary motivation toward
treatment and care. So, it is important to offer constant support and
counselling, stressing the benefits of early access into treatment and
care for themselves and their environment.

“To motivate some of the clients resulted HIV “preliminary pos-
itive” to go to the clinical centre for confirmatory testing and
treatment, we had to talk with them several times, encouraging
them to do it any time they came to our services” (Villa Maraini).

For those clients who don’t have any contact with health services and
have some resistance toward referring to medical centres, it can be very
useful to offer a practical assistance such as the schedule of appoint-
ment, accompaniment or transportation to the clinical centre. If people
are offered to be accompanied by a worker of the low-threshold serv-
ices, they accept more easily to go to clinics for confirmatory testing.

One of the main problems encountered within Imp.Ac.T. has been
the low motivation of clients toward TB diagnosis. The majority of
clients identified as suspected cases and requested to give a sputum sam-
ple for examination, didn’t come back for taking the results and giving
a second sample. In Prague, a high percentage of clients with “positive”
TB clinical screening didn’t go to TB clinic for further diagnostic check-
up, as indicated. The reason is that drug users don’t perceive TB as a
major health problem and have very low information about this infec-
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tion. Therefore, they do not consider the possibility of being infected
and don’t care about the need of medical examination. 

As reported by SANANIM, “DUs are not afraid of TB; clients have no
direct experience with TB, because of low prevalence of TB in Czech Re-
public”.

Conditions for ensuring follow up of clients

Health-care service providers should work to remove barriers to ac-
cessing services and make them responsive to client needs and priori-
ties.

In fact, one of the condition for ensuring access to and adherence to
treatment and care is that clients find services accessible and acceptable.
Research has indicated that referrals are more likely to be completed if
services are easily accessible and tailored to client specific needs.

When talking about public health services, this can require a modifi-
cation of working rules and procedures, such as the extension of open-
ing hours, the schedule of appointments and provision of test results in
a shorter time, and so on.

In consultation with clients, the service providers should assess and
address any factors that make the follow-up difficult (e.g., lack of trans-
portation or child care, work schedule, cost), and assist the clients to find
a solution for these problems.

As already said above, many clients resulted “preliminary positive”
to testing within Imp.Ac.T. have been accompanied to the clinical centres
by the workers of the low-threshold services, and this solution has con-
tributed to increase the motivation of clients toward referral. 

However, besides the motivation, it is important to ensure that the
clients do not encounter any barrier in the access to clinical centre.

As reported by Villa Maraini, “a clinical centre gave the appointment
for the confirmatory testing after one week, and after a month for the
testing results. This can represent a problem for our clients”.

In addition to this, it is important to take into account that some
clients can have difficult living conditions which make problematic the
follow-up and adherence to treatment. For example, they can be home-
less or without a stable accommodation, can be arrested and sent in
prison for some time, can move to other places far from the referred
clinical centre.

At this regard, it is highly advisable to make an assessment of client’s
needs and constraints and offer support and assistance through referral
to appropriate social and health-care facilities. 

Of course, it is recommended to refer clients to services close to the
one providing the testing, in order to facilitate their monitoring and fol-
low-up.
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Chapter 5
Data collection and analysis

Introduction

Projects in which a large number of people are tested for infectious
diseases like HIV or TB offer a great possibility for data collection and
research. Research results of methodologically sound implementation-
based studies provide a lot of insightful knowledge and can be a strong
tool for influencing policy. The impact of these kind of projects is not
only experienced by those involved directly, but can also be shared with
policy makers, researchers, politicians and other parties; on a national
or international level. 

In Imp.Ac.T., it was decided that the data collection would be done
by the staff of low-threshold services of the partner organisations.
One of the main advantages of involving social workers as interview-
ers is that they are used to working with the target group. They are
in touch with the target group, even hard-to-reach clients, and they
(usually) have learned conversation skills that are tailored to the tar-
get group. Having social workers as interviewers can bridge the gap
that exists between (most) researchers and clients of low threshold
services.

Since the first aim of projects like this is usually to improve the living
conditions of a chosen target group, it is important that (1) research ac-
tivities are embedded in the implementation and in the normal social
work activities in a way that does not disturb the relationship between
client and social worker; (2) research methods have been chosen care-
fully, while taking target group, available knowledge, skills and re-
sources into account; (3) at least one and preferably more researchers
are involved in the project; and (4) adequate channels to disseminate
results to a wider public are available. Furthermore, it is also highly rec-
ommended to (5) involve social workers, outreach workers, as well as
representatives of the target group in the development of research
tools, if they are going to do (part of) the data collection. 

Use of a questionnaire to systematically
collect data

Two questionnaires were developed within Imp.Ac.T. The first one
was the main questionnaire which was administered the first time a par-
ticipant was tested. The second one was a follow up questionnaire which
was administered whenever participants came back for follow up testing
(after at least 3 months after HIV testing with a negative result, or when-
ever TB symptoms were present). 
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In terms of content of the questionnaires, most of our items were in
line with the Drug Related Infectious Diseases key indicator (Standard
Table 9) of the EMCDDA1.

For the format of the questionnaire, examples were used of a ques-
tionnaire of the RIVM and Spallanzani2. 

The questionnaire was adapted and shortened multiple times after
reviewing it with the implementing partners and with members of the
advisory board3. Afterwards, the questionnaire was piloted with 44 pilot
participants (target group members). 

The main questionnaire consisted of 9 sections (see Box 1). Routing
logic was developed in a way that questions that were not applicable
could be skipped. For instance, if a participant would answer the ques-
tion “Have you injected drugs in the last 4 weeks?” affirmatively, the
following 2 questions regarding injecting drug use “in the last 12
months” and “ever” could be skipped. 

Box 1 - SECTIONS AND VARIABLES OF THE
MAIN QUESTIONNAIRE

A.  Recruitment: date of interview, place of recruitment, city of implemen-
tation.

B.  Social Demography: gender/sex, year/month of birth, housing situation,
homelessness, migrant status, level of education, work situation.

C.  Drugs: onset of drug use, injecting drug use (last 4 weeks, last 12 months,
ever), drug use last 4 weeks (which drugs), IDU last 4 weeks (which
drugs), needle sharing (last 4 weeks, last 12 months, ever), reason to
share needles, sharing cotton, wool, filter, spoon, flushing water or other
items (last 4 weeks, ever).

D.  Prison: Imprisonment ever, nr of times in prison since onset drug use, IDU
in prison, number of people in cell last time.

E.  Sexual partners: sexual intercourse last 12 months, with (1) stable part-
ner, (2) casual partners, (3) sex workers, or (4) as a sex worker, number
of partners, condom use with each of these type of partners, IDU of sta-
ble and casual partners, diagnosis of STD.

F.   HIV testing: ever tested before, ever offered test before, reasons not to
be tested, reasons to take test now.

G.  TB testing: TB vaccinated, ever tested before (which test), ever offered test
before, reasons not to be tested, reasons to take test now.

H.  Remarks participant
I.   Remarks interviewer

Based on experiences in the piloting of the questionnaire, it was de-
cided to make some minor textual changes to the questionnaire and add
an extra introduction to the section on sexual behaviour. In this intro-
duction participants were made aware of the explicit and private nature
of the questions, they were told why these questions were necessary,
and confidentiality was again emphasized. Participants were again told
that they had the right to refuse to answer questions. Finally, it was ex-
plained that all questions concerned the last 12 months and that sexual
intercourse meant vaginal or anal intercourse only.
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In the piloting of the questionnaire, it was measured how much time
the administration of the questionnaire took. Questionnaire administra-
tion time varied from 8 to 17.7 minutes (mean 14.6 minutes). After the
pilot, the section with questions regarding sexual behaviour was still con-
sidered too long and sometimes intrusive in two of the four cities; whereas
in the other two cities it was not considered too long or intrusive. This
could be related to local characteristics of the target group (sex workers
might respond differently to these kind of questions than older alcoholic
homeless people) and/or the attitudes or culture within local service
providers.

The follow up questionnaire consisted of the same 9 sections that are
mentioned in Box 1, but was slightly different in content and question
formulation. A lot of the demographic questions did not need to be re-
peated in the follow up. Risk behaviours were measured either “since
the last interview” or only “last 4 weeks”, so that changes in behaviour
compared to the first interview could be measured. In the sections for
HIV and TB testing questions were added regarding intentions to get
tested in the future (”would you go to the clinic for follow up testing?”,
“why not?”) and perceived risk behaviour change since the last inter-
view.

Database

Since a large number of data would be collected and entering paper
data into excel or SPSS would take a lot of time, it was decided to make
use of an online database. The project leading organisation developed
a database which could be entered by all the partners from the project
website. This database was a system in which questionnaire data could
be entered one by one. There was no routing logic4 in this questionnaire,
and each answer had to be filled in by mouse click or open entry. Three
out of four partner organisations filled out the questionnaires on paper
after which the data were entered in the online database. For these or-
ganisations it was not possible to use a laptop with internet during the
questionnaire administration, so they could not make use of an online
survey tool.

One partner organisation wanted to make use of an online survey
tool with direct data-entry, since they had the possibility to use a com-
puter with internet connection during the interview administration.
When using an online survey tool, the questionnaire is not administered
“paper-and-pencil” but computer-assisted, and data are entered into a
database immediately on the spot. 

Since the project database had some disadvantages in terms of direct
data entry (no routing logic, questions in English), this partner organi-
sation developed its own online application using a free open source
program called LimeSurvey, under supervision of the researcher. We ex-
perienced that this survey tool had a number of advantages over the
other database (see Box 2); however, it should be noted that using an
online survey tool is not always possible or preferred, especially not
when collecting data “on the streets”. 

Administration of questionnaire
in Turin
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Box 2 - USING AN ONLINE SURVEY TOOL:
ADVANTAGES AND DISADVANTAGES

• Time saving: data are immediately entered into the database while they
are being collected, therefore they do not need to be entered again after
the interview.

• Mistake-resistant and limited missing values: no questions can be left unan-
swered, only those questions that are relevant are asked (routing logic de-
termines which question is the next), no data-loss or mistakes in between
questionnaire administration and data entry.

• User friendly: Routing logic determines which question should be an-
swered next, therefore the interviewer does not have to check the routing
while doing the interview, and can focus more on the participant.

• Developing the online survey can lead to more involvement with the data
collection; thereby increasing commitment and responsibility of the part-
ner organisations. 

• Provides an opportunity to become familiar with building a data moni-
toring system for other purposes (the partner organisation is still using
this system for monitoring other data). 

• Computer-assisted interviewing requires a computer with working inter-
net connection (and table and chairs), which is not always possible in out-
reach work. 

• Creating the online survey in a program (limesurvey, surveymonkey,
NetQuestionnaires, etc.) requires some time and dedication of someone
willing to learn programming online surveys in the development phase of
the project. Most of these programs are easy to use though, and do not
require specific programming or technical skills. 

Apart from the questionnaire, also test results were entered into both
databases (see Box 3). All data could be exported to SPSS. The two data-
bases were merged on the basis of unique respondent codes, which con-
sisted of 2 letters (city code) and 4 numbers (an extra “O” was added
for Out-of-target-group cases). 

Box 3 - TEST RESULTS SECTION

HIV rapid test successful (yes or no)
HIV rapid test result (reactive, negative, invalid)
Confirmatory HIV test result (reactive, negative)
Presentation for HIV treatment (date)
Avidity test results (early or late infection, and date)
TB risk assessment result (negative or positive)
Sputum 1 and 2 collected (yes or no, and date)
Result sputum 1 and 2 (negative or positive, and date)
Confirmatory TB test results (negative or positive, and date)

Response Monitoring Form
People who want to participate and people who do not want to

participate in these kind of projects might constitute different
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groups, for example in terms of demography. These differences might
be related to self-selection, or possibly selection from the person
doing the recruitment. To be able to do a response analysis in which
so-called “responders” are compared to “non-responders”, a re-
sponse monitoring form (RMF) was used. On the RMF, a few details
of every person who was approached for the testing were recorded:
(1) gender, (2) country of origin, (3) age, (4) eligibility for the project,
(5) eligibility for HIV testing (for TB, people were always eligible to
get screened), (6), willingness to participate, and (7) if not willing,
reason not to participate. 

The RMF was not only used as a method to monitor response, but
also as a recording aid for the eligibility check. Indeed, the selection and
recruitment of clients for testing was done according to clear inclusion
and exclusion criteria, identified during the development of the study
protocol (see Box 4). 

Box 4 

INCLUSION CRITERIA

- Problem Drug Users, i.e. injecting drug user or with a long duration/regular
use of opioids, cocaine and/or amphetamines.

- Clients of low-threshold facilities for DUs (drop-in centres, night shelters,
outreach/street units, centre for substitution therapy.

- Being over 18 years of age.
- Able to understand the purpose and procedures of the testing.
- Able to give their informed consent (written or oral).

EXCLUSION CRITERIA

- Being under 18 years of age.
- Not understanding the study’s purpose and procedures and therefore un-

able to give informed consent (because under the effects of drugs or for
language barriers).

- Being tested for HIV in the last three months.
- HIV positive (only for HIV test).

The definition of the target group was important from a research
point of view, since it allowed to define the sample size and charac-
teristics. However, during the carrying out of testing, the selection of
clients on the basis of eligibility criteria raised some problems and eth-
ical issues, since it implied the exclusion of a consistent number of peo-
ple attending the low-threshold services (alcohol users, occasional drug
users, sex workers). Therefore, during the implementation phase it was
decided to enlarge the testing to all the clients of the involved facili-
ties, but maintaining “problem drug users” as the main sample of the
study/research. 

The experiences with response monitoring were divided. Most part-
ners agreed that it was a lot of work and that it interfered with the
“normal” social work/ outreach work activities. Also the copying of the
RMF details into an excel sheet, was demanding and created a lot of
extra workload. Future projects aiming to do a similar intervention are
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advised to carefully weigh the pros and cons of using response monitor-
ing in their research, as it might be counterproductive in terms of sup-
port of the research element of the project. 

Combining data collection with intervention:
“role switching”

In Imp.Ac.T., it was decided to combine the questionnaire with the
testing and the counselling into one single session. After informing par-
ticipants, receiving informed consent and pre-test counselling, the HIV
rapid test was administered and the TB screening (including testing if
necessary) was done. The questionnaire was either administered before
the test, or in the waiting time (approximately 15 minutes) for the HIV
rapid test result. After the questionnaire, the test results were given and
post-test counselling was done. 

Combining research activities with testing, counselling and “regu-
lar” social work requires specific skills and effort of the people re-
sponsible for the data collection. In the case of Imp.Ac.T., social and
outreach workers, psychologists/counsellors, doctors and nurses were
responsible for the recruitment, counselling, testing and interviewing
(data collection). The workers needed to switch from their usual role
to their role as Imp.Ac.T. “recruiter”, counsellor, and interviewer. For
example, motivating people to enrol in the project or dealing with
the emotional situation after receiving positive test results, required
different skills and attitudes compared to administering the question-
naire. It can be difficult for social workers to do the interviews, as
certain questions would not be asked in a counselling session or reg-
ular client contact.Some questions might be experienced as “unnat-
ural” to ask because the social workers already know the answer.

Others might be experienced as rude because they would never ask
the question in regular client contact. On the other hand, talking
about delicate issues like risk behaviours in the counselling, could also
enhance the relationship between social worker and client, and this
has been reported by at least one of the partners. 

In Imp.Ac.T. we tried to ease the transition between roles in two ways.
First, workers were trained on how to provide a clear instruction to the
participant before the questionnaire (see Box 5). Second, the changing
of roles was addressed in the training sessions, where workers had to
practice using the instruction and the questionnaire.

Box 5 - INTRODUCTION TO THE QUESTIONNAIRE

“When I start asking you the questions, I am an interviewer and not the so-
cial worker/ nurse anymore. I have a different role than usually. This means:

• That I will ask the questions as if I don’t know anything about you.
• That the things that you tell me here, will not be recorded in any file of

the service, and will remain within these four walls (figuratively speaking).
Everything you say is totally confidential.

• That some of the questions are quite formal, long, and not “the way we
usually communicate”. It is important that I ask the questions the same
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to everyone, as they are formulated on paper here. If you do not under-
stand the question, please indicate this to me.

• That some answers require a simple yes or no, and others are more open
questions. However, there is not really time to discuss things, it is a struc-
tured interview. But if you have questions or want to discuss things further,
we can discuss this after the interview. 

• Last but not least: there are no good or bad answers. Please be honest in
answering the questions.”

Despite the above mentioned preventive measures, the switching of
roles between social worker and interviewer was sometimes experi-
enced as problematic. More specifically, in one of the four cities, the
role switching was perceived as a “role conflict” between research and
social work. This conflict is described here, as well as lessons to be
learned.

For the social worker, to listen and help clients is the most important
and most rewarding aspect of his or her work. Tasks like providing basic
needs, counselling, medication, company, will always come before fill-
ing in a form, preparing a report, or administration of a questionnaire;
even though the social worker knows that research could ultimately
improve the situation of the client in a more structural way. 

For the researcher involved in these kind of projects, to “help”
these clients of low threshold services is also a strong motivation for
his work, but on a different level: to collect information that is useful
in order to get a clear picture of these target groups on a wider scale
(for instance, European), and ultimately, to improve the situation, if
needed. 

The social worker and the researcher have the same goal, but dif-
ferent perspectives. Their work demands different roles but are each
valuable in their own way. The different perspectives can be polarized
on scales, for example; (1) helping individuals directly on the spot, ver-
sus helping larger groups of people, maybe, in the future; (2) providing
help versus asking for participation; (3) showing empathy versus being
more neutral/distant; (4) trying to get people in the project that need
it most, versus random recruitment; and (5) trying not to reopen old
wounds with those who have already suffered, versus getting as much
information as possible, also on sensitive issues.

When these differences are overemphasized and gaps are not
bridged, this could lead to resistance or mistrust regarding the data
collection among social workers. This could be counterproductive, pos-
sibly leading to lack of attention, omissions or mistakes. This is a risk
that should not be underestimated. Adherence and compliance to re-
search protocols can be reached only if the alliance between re-
searchers and social workers is firm and both parties are convinced of
the usefulness of the tools used and benefits that will come from them.
Furthermore, the social workers have to be prepared to take up a role
that is normally not part of their work. They made a choice to be a so-
cial worker, not to be involved in research; however within pro-
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grammes like this, the social workers are the supporting pillars of the
data collection. This should be acknowledged, discussed, and re-
warded. 

After signalling the problems with the role switching in one city,
specific actions were taken. First, it was decided to do extra focus
groups with staff members, to identify possible problems in the project
implementation and develop extra training to deal with these. Role
playing was used to train the interviewers further. Furthermore, the
interviewers were called to an additional meeting to discuss the con-
flicting roles (social worker versus interviewer). 

For future projects, a number of considerations should be taken into
account with regard to role switching (see Box 6).

On the one hand, the social workers/ outreach workers are experts
in terms of possibilities and limitations in the daily practice of working
with the target group. On the other hand, research activities usually re-
quire following a fairly rigid protocol, which is not always easy; there-
fore it is crucial that the people involved with data collection are
supporting it.

Box 6 - ROLE SWITCHING - LESSONS TO BE LEARNED

• Be fully aware of the fact that social workers cannot “turn off” their
knowledge of their clients and do not want to jeopardize their relation-
ship of trust with these clients. In the case of collecting of highly sensitive
data, it could be difficult and would need specific attention.

• Acknowledge the fact that social workers are experts in terms of possi-
bilities and limitations in the daily practice of working with the target
group. In order to achieve involvement and compliance with the re-
search protocol from the workers, they need to support the research pro-
tocol, but also feel supported by the project management and involved
researchers. 

• When developing the indicators, it is advisable to involve social workers,
target group representatives and researchers, so that feasibility of the
methods in practice is clear at the outset of the project.

• For each location, it could be helpful to set up an alliance between a social
worker/ local project leader and a researcher, who are both responsible
for the implementation and the data collection at the site. 

• Training of staff should preferably be done by one of the main re-
searchers, first-hand, not second-hand; preferably together with a social
worker, and include multiple role playing sessions. 

• After the pilot phase, the data collection should be monitored regularly
by the researcher. It is important that not only the actual database entry
is monitored, but also the experiences of the interviewers with the data
collection. 

• In case of problems with conflicting roles, have extra focus groups among
the interviewers, so that problems will become clearly defined, and actions
can be chosen. 

• The culture within organizations seems an important factor in how re-
search activities are perceived and fulfilled. In some organizations, a
(slightly) negative attitude towards research exists, based on earlier expe-
riences, expectancies regarding involvement of the government, or other
ideas regarding data collection and privacy. It is important that this is ad-
dressed; that actions are taken to “boost” the image of research activities;
and that negative reactions are curbed. 
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• Use experiences of interviewers to improve the data collection tools
(shorten questionnaires, adapt wording, etc), if possible.

• It seems a good idea to show to the social workers how much their work
for the data collection is appreciated, as this may also enlarge their in-
volvement. They usually do not receive extra credit or salary for it, even
though the work requires a different mindset and extra effort. A reward
in the form of a gift, social event, or other expression of appreciation
could be helpful in order to increase support.

Use of pre- and post-intervention focus groups

Why focus groups?

Within Imp.Ac.T., a qualitative pre- and post-intervention measure-
ment – in the form of focus groups – was chosen as the most appropriate
method to show behavioural change and changes in experiences. Quan-
titative methods could not reveal all the possible barriers and bottle-
necks in the implementation in an accurate manner, since it was unlikely
that all possible problems would be foreseen and captured in questions
at the outset of the project. 

Focus group interviewing is particularly suitable for gaining insight
into people’s shared understandings of a specific subject, exploring peo-
ple’s knowledge and experience by using group interaction. It can be
used to examine not only what people think, but also how they think
and why they think that way5. 

In Imp.Ac.T., focus groups could provide a lot of relatively detailed
information on the knowledge about TB/HIV and attitudes toward test-
ing and treatment, both before and after the project. The focus group
data could give more depth to the questionnaire data regarding HIV
and TB testing. Furthermore, one of the focus groups was used to eval-
uate the project by participants. 

What is a focus group?

A focus group is a group of individuals selected and assembled by re-
searchers to discuss and comment on, from personal experience, the
topic that is the subject of the research6. Focus groups are not the same
as a group interview; the interaction between the participants is what
distinguishes focus groups from group interviews. Group processes can
help people explore and clarify their views, in their own vocabulary7. A
focus group usually consists of six to ten people who are selected to
meet together and discuss their views and ideas on one or two topics. A
facilitator, or moderator, leads the group and guides the discussion. This
is a task that should not be underestimated. It requires good prepara-
tion and a complex set of skills, since the level and quality of the mod-
eration will affect the quality of the interaction between participants8.
An assistant-moderator or observer may observe non-verbal signals,
keep track of time, record the discussion, listen actively if topics are cov-
ered enough or if the level of the discussion should be deepened. The
observer can also make or assist with making the focus group report,
based on the transcript of the recorded discussion. 

41
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Limitations and benefits

It is important to remember that the data of a focus group can lack
the depth of the information from an individual interview, but the in-
formation may be broader in content and can be elaborated on with
others. The moderator has less control over the data produced than in
one-to-one interviews or quantitative studies9. Also, it should not be
assumed that the individuals in a focus group are always expressing
their own views; they might be expressing the “group view”, they are
speaking in a specific context, within a specific culture. An important
benefit of focus groups is that they can provide the opportunity for
target group members to be valued as experts, to be given the chance
to work together with researchers, which can be empowering to many
participants. 

Training and focus group manual

In Imp.Ac.T., social workers were trained to moderate and observe
the focus groups, thereby increasing their expertise and skills and in-
volving them in the research. All partners in Imp.Ac.T. had already
gained experience with the use of focus groups before. A training ses-
sion of half a day was organized by Gruppo Abele for all moderators in
one of the project meetings. A short manual was developed which con-
sisted of a list of preparatory activities, the sampling strategy (selection
of participants), the topic list, instructions for discussion moderation, de-
briefing/ education session, and the reporting format. Some general
rules for the moderation of the discussion are mentioned in Box 7. Note
however that this is not a full list of instructions for focus group moder-
ation. For more information on focus group moderation, see for exam-
ple Cronin (2008).

Box 7 - SOME INSTRUCTIONS FOR FOCUS GROUP
MODERATION IN IMP.AC.T. PROJECT

1. Main topics are introduced with OPEN questions. Do not introduce the
questions or elaborate on them, because you might guide the partici-
pants that way. Keep it short and don’t explain or provide examples like
“for instance, what kind of symptoms…”. 

2. Subtopics are only introduced if they don’t come up in the discussion.
Wait with posing subquestions until after approximately 10-15 minutes
of discussion.

3. Make sure that you do not talk about Imp.Ac.T. before the discussion has
ended. The participants should not know anything about Imp.Ac.T. until
the discussion has ended. This is crucial!

4. Do not provide information yourself within the focus group session.
There will be a short education session at the end of the focus group.

5. Avoid interpreting the participants directly: “so, actually you are saying
that…”. Don’t do this, you are steering the participant this way.

6. When closing a topic or subtopic, summarize in a few sentences what has
been said, and ask if you have understood it correctly. Then introduce the
new topic.

7. The observer should make basic notes on a print-out of the reporting for-
mat, e.g., non-verbal signals, important remarks or inconsistencies. How-
ever, do not make notes of the whole meeting since you will miss the
non-verbal signals.
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8. The observer should also take note of what’s happening in terms of
power dynamics, hypo- and hyper representation of participants, leader-
ship level of participants. Some of the information should be reweight
in terms of this.

Topic List

Within Imp.Ac.T., 4 focus groups per implementing city were held, so
data from in total 16 focus groups were gathered. The construction of
the focus group content as well as the topic lists was done together by
all involved partners in one of the project meetings, supervised by the
project researcher and evaluator. Two of the four focus groups were
held before the implementation, and two after implementation. Focus
group 1 was about TB and focus group 2 was about HIV (knowledge of
symptoms, transmission, protection; and access to testing and treatment
facilities). Focus group 3 was held with participants who did not take
part in the project. Knowledge on TB, HIV, Access to TB and HIV testing
and treatment, and experienced change in knowledge and access to fa-
cilities (since the start of the project) were the main topics of focus group
3. Focus group 4 was held with participants who were tested and inter-
viewed within Imp.Ac.T. The same topics were discussed as in focus
group 3, completed with an evaluation of Imp.Ac.T. Target group mem-
bers could participate in a focus group only once. A summary of the
topic list including subtopics, example questions and example follow up
questions was provided (and will be available to others). Each focus
group ended with a short debriefing and education session. 

Reporting

Focus groups were recorded (audio). Participant characteristics were
noted (anonymously) by the observer. For practical reasons (constrained
time and resources) we could not transcribe every word that had been
said in the focus groups. The person who was responsible for writing
the report (either the moderator or the observer) was asked to use a
standard reporting format. This format required that for each subtopic
(1) the most important information was summarized in the participants”
vocabulary, in such a way that all expressed views were reported, the
level of agreement between participants was clear, without interpreta-
tion of the author; (2) personal observations could be added in square
brackets; (3) literal quotes were transcribed including the participant
characteristics and the timing in the digital recording. 

The experiences with the focus groups as well as the reporting on
them were largely positive. It was sometimes difficult to find enough
participants, especially for the focus group in which people who had not
taken part in Imp.Ac.T. were interviewed. Moreover, it was sometimes
difficult to remember which clients had been tested within the project
and which clients had not, and in some cities, most clients of the facilities
had been tested in Imp.Ac.T. Furthermore, at least in one of the cities it
was sometimes difficult to moderate focus groups with clients who were
under the influence of drugs and/or having (severe) mental health pro-
blems. A lesson to be learned is that exclusion criteria for focus group
participation might be more clearly defined. Despite these difficulties,
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all partner organisations had done a good job at collecting the focus
group data and the overall experiences were very good.

Data analysis

Data reduction and analysis in these kind of projects should be done by
a researcher or someone familiar with statistical methods. In Imp.Ac.T., all
quantitative data were cleaned, merged, transformed and analysed using
SPSS 18. All syntax was saved so that analyses were replicable. Descriptive
analyses were done, and if possible, epidemiological measures were cal-
culated (incidence, odds). When possible and informative, group differ-
ences were compared using either Chisquares, T-tests or Analysis of
variance (ANOVA). Results were considered statistically significant when
p<0.05. 

1 Various authors, edited by L.Wiessing (2006). Protocol for the implementation of
the EMCDDA key indicator Drug Related Infectious Diseases (DRID), downloaded from
the website: www.emcdda.europa.eu/themes/key-indicators/drid.

2 The questionnaire was used within the project “Feasibility of an outreach program
of HIV rapid testing among marginalized people living in Rome, Italy, implemented by
the National Institute for Infectious diseases “L. Spallanzani” and Fondazione Villa
Maraini o.n.l.u.s. in 2010.

3 Dr. Enrico Girardi of L. Spallanzani, Dagmar Hedrich of EMCDDA, and especially
Lucas Wiessing of EMCDDA provided a lot of helpful feedback, for which we are very
thankful.

4 Routing logic refers to the possibility to skip questions and jump to other questions
based on the answers of the respondent.

5 Kitzinger, J. (1995). Introducing focus groups. British Medical Journal, 311, 299-302.
6 Powell, R.A., & Single, H.M. (1996). Fucus groups. International Journal of Quality

in Health Care, 8(5), 499-504.
7 Cronin, A. (2008) Focus Groups. In: N. Gilbert (Ed.), Researching social life. London:

SAGE Publications Ltd.
8 Morgan, D.L. (1988) in: Gibbs, A. (1997). Focus Groups. Social Research Update, 19. 
9 Gibbs, A. (1997). Focus Groups. Social Research Update, 19. 

Guide Manual on HIV and TB Testing in low-threshold services

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:39  Pagina 44



45

Guide Manual on HIV and TB Testing in low-threshold services

Chapter 6
Results

Response

In total, 4,855 persons have been approached, of which 2,352 have
been interviewed, resulting in a total response rate of 48%. Response
rates were very different in the four cities: 53% in Rome, 75% in Turin,
45% in Prague, and 27% in Bratislava. The main reasons for those not
willing to participate, were no time/ in a hurry, no interest, HIV tested
before, and fear of the results (to a lesser extent). 

In total, 2,352 persons had been interviewed, of which 2,191 were tar-
get group members – (problem) drug users – and 157 were out-of-target
group individuals from Rome and Bratislava, no (problem) drug users.
In total 221 participants came back for follow up testing and a follow
up interview, 21 persons came back for a second time, and 1 person for
a third time (see Table 1). 

Table 1 - Sample size. Number of participants (PDU, ever IDU, recent IDU, non-
PDU) interviewed and re-interviewed (follow up)

Quantitative results from the questionnaires
Socio-demographic characteristics

Target group members were significantly younger (mean age = 34.3)
than the out-of target group individuals (mean age = 38.7)1. Non-target
group people were significantly more often homeless (53%) than target
group members (43%) and also less often unemployed (55%) than target
group members (67%)2. So, the out-of target group was slightly older,
more often homeless and less often unemployed. This is not unexpected
since a large out-of target group of participants in Bratislava were sex

Rome Turin Prague Bratislava Total

Problem Drug Users (PDU;
target group)

571 570 869 181 2191

Ever IDU (lifetime)
Recent IDU (12 months)
Active IDU (4 weeks)

466
422
393

460
417
325

844
801
713

173
169
159

1943
1809
1590

Not target group (non-PDU’s) 57 0 0 100 157

Main Questionnaire: total
interviewed & tested

628 570 869 281 2352

Follow up questionnaire
(retested participants)
Follow up 1
Follow up 2
Follow up 3

25
2
0

32
0
0

124
9
0

40
10
1

221
21
1
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workers (therefore not unemployed), and a large part of the out-of-
target group participants in Rome were homeless people. Almost 74%
of all participants were male. Regarding age, homelessness and migrant
status, differences between the four cities were quite large and signifi-
cant. As far as migrant status, 13 percent of participants were migrants,
but this was also quite different between the four cities, ranging from
3% in Bratislava to 25% in Turin. Therefore, it seems not justified to
speak of “one target group” as a whole, as the target group seems to
be slightly different in each of the four cities. Socio-demographic char-
acteristics of the Imp.Ac.T. participants are displayed in Table 2. 

Drug use characteristics

Of the target group participants, 90% had ever injected drugs (82-
85% in Italy and 98 % in Czech Republic and Slovakia), 84% had injected
drugs in the last 12 months (recent IDU) and 73% had injected drugs in
the last 4 weeks (active IDU; 60% in Turin, 69% in Rome, 83% in Prague
and 90% in Slovakia), see also Figure 1.

Drug use patterns of active drug use (in the last 4 weeks) were quite
different for the four cities. In Rome, heroin was by far the most popular
drug (83%) followed by cannabis and cocaine on a shared second place
(both 50%) alcohol (31%), and benzodiazepines (18%). Other drug use
was low (0 to 5%). In Turin, the pattern of drug use was more diffuse.
Cocaine was the most used drug (77%, often injected), followed by one
footstep by heroin (72%), then alcohol (33%), methadone (30%), ben-
zodiazepines (26%), and cannabis (24%); use of other drugs was low (0
to 5%). The difference between Rome and Turin in drug use might be
partly related to higher methadone use in Turin, which could explain
the low use of heroin. In Prague, heroin use was the lowest, only 15%.
However, a lot of other drugs were used in Prague, with pervitin
(metamphetamines) as the most used drug (78%), and mostly injected
(75%), followed by cannabis (50%), buprenorphine (47%), alcohol (23%)
and benzodiazepines (22%). In Bratislava, drug use was mainly centered
around pervitin (95%) and heroin (95%), and to a small extent cannabis
(15%). Use of other drugs was quite low (0 to 8%). Drug use character-
istics are displayed in Table 3 and Figure 2.
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Table 2 - Socio-demographic variables (n, % in brackets) per partner city and for all four cities in Imp.Ac.T. project

Rome Turin Prague Bratislava TOTAL

PDU
(n=571)

Non-PDU
(n=57)

Both
(n=628) (n=570) (n=869) PDU

(n=181)
Non-PDU
(n=100)

Both
(n=281)

PDU
(n=2191)

Non-PDU
(n=157)

Both
(N=2352)

Gender
Female 99

(17.3)
6

(10.5)
105

(16.7)
113

(20.0)
282

(33.1)
79

(43.6)
25

(25.5)
79

(37.3)
574

(26.5)
31

(20)
605
(26)

Transgender 2
(0.4)

1
(1.8)

3
(0.5)

3
(0.5)

2
(0.2)

0 0 0 7
(0.3)

1
(0.6)

8
(0.3)

Male 470
(82.3)

50
(87.7)

520
(82.8)

448
(79.4)

567
(66.6)

102
(56.4)

73
(74.5)

175
(62.7)

1589
(73.2)

123
(79.4)

1712
(73.6)

Age category*
18-24 79

(13.9)
6

(10.5)
85

(13.6)
35

(6.3)
181

(21.0)
21

(11.7)
15

(15.2)
36

(13)
317

(14.6)
21

(13.5)
338

(14.5)

25-34 175
(30.8)

17
(29.8)

192
(30.7)

127
(22.9)

486
(56.3)

95
(53.1)

27
(27.3)

122
(43.9)

884
(40.8)

44
(28.2)

928
(39.9)

35-44 206
(36.3)

20
(35.1)

226
(36.2)

233
(42)

147
(17.0)

52
(29.1)

20
(20.2)

72
(25.9)

639
(29.5)

40
(25.6)

679
(29.2)

45-54 95
(16.7)

11
(19.3)

106
(17)

139
(25)

41
(4.8)

8
(4.5)

20
(20.2)

28
(10.1)

283
(13.1)

31
(19.9)

314
(13.5)

55+ 13
(2.3)

3
(5.3)

16
(2.6)

21
(3.8)

8
(0.9)

3
(1.7)

17
(17.2)

20
(7.2)

45
(2.1)

20
(12.8)

65
(2.8)

Living situation
Homeless** 108

(18.9)
8

(14.0)
116

(18.5)
305

(54.4)
450

(51.8)
85

(47.0)
75

(75.0)
160

(56.9)
949

(43.4)
83

(52.9)
1032
(44.1)

Migrants
Born in other
country

90
(15.9)

13
(23.2)

103
(16.5)

141
(25.3)

51
(5.9)

5
(2.8)

3
(3.0)

8
(2.9)

288
(13.2)

16
(10.3)

304
(13.0)

undocumented 37 6 43 79 14 n.a. n.a. n.a. n.a. n.a. n.a.

Education level
no school 9

(1.6)
0 9

(1.4)
17
(3)

1
(0.1)

3
(1.7)

0 3
(1.1)

30
(1.4)

0 30
(1.3)

primary 46
(8.1)

8
(14)

54
(8.6)

125
(22.2)

391
(51.2)

102
(56.7)

31
(32.3)

133
(48.2)

665
(32.0)

39
(25.5)

704
(31.5)

secondary 282
(49.6)

25
(43.9)

307
(49)

325
(57.6)

354
(46.4)

74
(41.1)

59
(61.5)

133
(48.2)

1036
(49.9)

84
(54.9)

1120
(50.2)

higher 201
(35.3)

20
(35.1)

221
(35.3)

68
(12.1)

15
(2.0)

1
(0.6)

6
(6.3)

7
(2.5)

285
(13.7)

26
(17.0)

311
(13.9)

other 31
(5.4)

4
(7.0)

35
(5.6)

29
(5.1)

0 0 0 0 60
(2.9)

4
(2.6)

64
(2.9)

Work situation
employed 163

(28.6)
14

(24.6)
177

(28.2)
39

(6.9)
124

(14.7)
14

(7.8)
17

(17.0)
31

(11.1)
340

(15.7)
31

(19.7)
371

(16.0)

unemployed*** 321
(56.3)

34
(59.6)

355
(56.6)

392
(69.1)

634
(74.9)

103
(57.2)

52
(52.0)

155
(55.4)

1450
(67.0)

86
(54.8)

1536
(66.2)

other**** 85
(14.9)

9
(15.8)

94
(15.0)

135
(23.8)

85
(10.0)

63
(35.0)

31
(31.0)

94
(33.6)

368
(17.0)

40
(25.5)

408
(17.6)

Note that subcategories do not always add up to total number of respondents in the category, this is due to missing values.

* Mean age (SD) per city: Rome 36.1 (9.5); Turin 39.5 (9.0); Prague 30.4 (7.4); Bratislava 34.7 (10.4).
** Staying on the streets or in a hostel without a steady address for one week or longer
*** This includes small groups of students and economically inactive (pensioners)
**** Category includes undeclared work and sex work (large percentage of sex workers in Bratislava).
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HIV and TB related risk behaviours
Through sharing of needles or other items (cotton, wool, filter, spoon,

flushing water etc) the HIV virus can be transmitted. Needle sharing be-
haviour was very different in the four implementing cities, as can be seen
in Table 3. Active needle sharing was relatively high in Bratislava, 28%
(compared to 7 to 13% in the other cities). The main reasons for sharing
needles were “withdrawal symptoms”, “sharing with partner”, and “nee-
dle exchange not open”. 

More than half of the participants had ever been in prison, of which
25% had injected drugs in prison (see Table 4). The percentage IDU in
prison was highest in Prague and lowest in Bratislava. As far as number
of people in the cell (risk factor for TB transmission), Prague had the
highest average number of people in prison cells (9.8) and Turin the low-
est (2.6). However, it should be noted that these averages are estimates
reported by the participants who had been to prison.

As far as sexual behaviour (see Table 5), most participants had had
sex with stable partners in the last year (73%), but only 10% always used
condoms with their stable partner and 74% never did this. Almost half
of the participants had had sex with casual partners; 28% always used a
condom with their casual partners. Sex workers used condoms more
often (43% always, 20% never), and clients of sex workers also (56% al-
ways, 18% never). In Bratislava, 39% had been doing sex work, as op-
posed to 6% in all other three cities. 

HIV Test results
In total, 2,292 rapid HIV tests were done successfully, resulting in 20

reactive results and 2272 negative results (see Table 6). Of these 20 re-
active results, 5 were confirmed positive, 1 turned out to be negative
(false positive), and 14 were up until October 2012 unconfirmed (partic-
ipants have not yet been to the clinic). 

Figure 2 - Drug use last 4 weeks
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Rome
(n=571)

Turin
(n=570)

Prague
(n=869)

Bratislava
(n=181)

TOTAL
(n=2191)

Injecting drug use

never injected 103 (18.1) 84 (15.4) 20 (2.3) 4 (2.3) 211 (9.8)

ever injected 466 (81.9) 460 (84.6) 844 (97.6) 173 (97.7) 1943 (90.2)

last 12 months 422 (74.2) 417 (76.7) 801 (92.7) 169 (95.5) 1809 (84.0)

active IDU: last 4 weeks 393 (68.9) 325 (59.7) 713 (82.5) 159 (89.8) 1590 (73.1)

Drug use last 4 weeks

heroin alone 472 (82.7) 408 (71.6) 134 (15.4) 171 (94.5) 1185 (54.1)

cocaine alone 283 (49.6) 437 (76.7) 23 (2.6) 3 (1.7) 746 (34.0)

heroin + cocaine 12 (2.1) 53 (9.3) 3 (0.3) 0 (0) 68 (3.1)

heroin + met (pervitin) 1 (0.2) 2 (0.4) 23 (2.6) 7 (3.9) 33 (1.5)

refined coke 5 (0.9) 14 (2.5) 0 (0) 1 (0.6) 20 (0.9)

fentanyl 0 (0) 2 (0.4) 11 (1.3) 2 (1.1) 15 (0.7)

methadone 36 (6.3) 175 (30.7) 104 (12.0) 4 (2.2) 319 (14.6)

buprenorphine 6 (1.1) 30 (5.3) 406 (46.7) 1 (0.6) 443 (20.2)

other opiates 12 (2.1) 18 (3.2) 43 (4.9) 4 (2.2) 77 (3.5)

amphetamines (speed) 14 (2.4) 14 (2.5) 14 (1.6) 2 (1.1) 44 (2.0)

metamphetamines (pervitin) 4 (0.7) 1 (0.2) 658 (77.7) 171 (94.5) 834 (38.1)

benzodiazepines 101 (17.7) 147 (25.8) 190 (21.9) 3 (1.7) 441 (20.1)

ecstacy 21 (3.7) 16 (2.8) 23 (2.6) 1 (0.6) 61 (2.8)

ketamine 29 (5.1) 13 (2.3) 6 (0.7) 0 (0) 48 (2.2)

GHB/GBL 2 (0.4) 1 (0.2) 0 (0) 2 (1.1) 5 (0.2)

other pills 10 (1.8) 11 (1.9) 16 (1.8) 9 (5.0) 46 (2.1)

cannabis 284 (49.7) 134 (23.5) 432 (49.7) 27 (14.9) 877 (40.0)

alcohol 175 (30.6) 186 (32.6) 196 (22.6) 14 (7.7) 571 (26.1)

other 1 (0.2) 10 (1.8) 33 (3.8) 6 (3.3) 50 (2.3)

Injecting drug use last 4 weeks

heroin alone 363 (92.4) 344* 116 (16.3) 99 (62.3) 922 (58.0)

cocaine alone 163 (41.5) 305 4 (0.6) 0 (0) 472 (29.7)

heroin + cocaine 7 (1.8) 43 2 (0.3) 0 (0) 52 (3.3)

heroin + met (pervitin) 0 (0) 2 17 (2.4) 7 (4.4) 26 (1.6)

refined coke 0 (0) 1 0 (0) 0 (0) 1 (0.1)

fentanyl 0 (0) 0 10 (1.4) 2 (1.3) 12 (0.8)

methadone 4 (1.0) 3 23 (3.2) 0 (0) 30 (1.9)

buprenorphine 1 (0.3) 7 356 (49.9) 0 (0) 364 (22.9)

other opiates 3 (0.8) 2 28 (3.9) 3 (1.9) 36 (2.3)

amphetamines (speed) 0 (0) 2 6 (0.8) 0 (0) 8 (0.5)

metamphetamines (pervitin) 0 (0) 0 577 (80.9) 145 (91.2) 722 (45.4)

benzodiazepines 6 (1.5) 4 6 (0.8) 0 (0) 16 (1.0)

ecstacy 3 (0.8) 0 5 (0.7) 0 (0) 8 (0.5)

segue

Table 3 - Drug use risk factors (n, % in brackets) per partner city and for all four cities in Imp.Ac.T. project
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We managed to reach 413 people who had never been tested for
HIV before (19%). Especially in Bratislava, a large percentage of never-
tested persons (35%) were reached. 25 Persons had been included in
the project, even though they had been found HIV positive before.
These persons were included in the project because they were eligible
for TB screening. 

An important finding is that most of the reactive cases were found in
Italy (18 out of 19, 9 in Rome and 9 in Turin). In Bratislava, one case was
found and in Prague one false-positive case (confirmatory diagnosis ne-
gative). Of the 14 unconfirmed cases we do not know if there were any
false positives, but we consider this unlikely based on the high sensitivity
and specificity of the Determine rapid test method. 

Of the 19 HIV positive cases, 12 were male, 5 female and 2 transgen-
der. The mean age was 37 years. There were 9 homeless HIV positive
cases, 4 migrant and 17 unemployed or “undeclared worker” HIV posi-
tive cases. Only 3 of the HIV positive cases had never been tested before. 

Of the 19 HIV positive cases, 18 had ever injected drugs, 16 in the
last 12 months and 15 in the last 4 weeks (active IDU). Drugs used in
the last 4 weeks by these HIV positive cases were heroin (12) and co-
caine (11) as well as cannabis (7). Only 1 out of 19 had shared needles
in the last 4 weeks (5 ever). As far as sexual risk factors, 8 out of 11
cases never used a condom with their stable partner, and 2 out of 8
never used a condom with casual partners. Among the 19 infected
participants, there were 3 sex workers. 

We were not able to analyze differences between the HIV reactive
group and the rest of the group, the number of HIV reactive cases was
too small. However, at first sight, the HIV reactive group does not seem
to differ substantially from the general target group population.

ketamine 6 (1.5) 1 4 (0.6) 0 (0) 11 (0.7)

GHB/GBL 0 (0) 0 0 (0) 1 (0.6) 1 (0.1)

other pills 0 (0) 1 0 (0) 5 (3.1) 6 (0.4)

cannabis 3 (0.8) 7 4 (0.6) 3 (1.9) 17 (1.1)

alcohol 3 (0.8) 9 2 (0.3) 0 (0) 14 (0.9)

other 0 (0) 5 11 (1.5) 0 (0) 16 (1.0)

IDU Needle sharing
ever 150 (38.2) 162 (49.8) 518 (72.7) 123 (77.4) 953 (60.0)

Last 4 weeks 43 (10.9) 22 (6.8) 90 (12.6) 44 (27.7) 199 (12.5)

At follow up: last 4 weeks 3 (12.0) 2 (6.3) 18 (14.4) 10 (25.0) 33 (14.9)

Nr 1 reason for needle sharing Needle
Exchange not

open

Withdrawal
symptoms

Sharing with
partner

Withdrawal
symptoms

Withdrawal
symptoms

segue: Table 3 - Drug use risk factors (n, % in brackets) per partner city and for all four cities in Imp.Ac.T. project

Note that the number of answers do not always add up to the total number of interviews. Missing values (‘don’t know’ and “refusal’) have not been included
in the table.
* Since this number is higher than the number of active IDU’s in top of table (due to missing values?), no percentages for IDU substances could be calculated

for Turin. 
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Follow up of patients with HIV reactive results

Five HIV reactive cases in Rome were accompanied to the clinic for
confirmatory testing. Avidity testing was done for four cases, one is still
awaiting results. Three infections appeared to be early infections (infec-
tion less than six months ago), and one infection was an late infection
(infection longer than 6 months ago). 

Table 4 - Prison (n, % in brackets) per partner city and for all four cities in
Imp.Ac.T. project

Table 5 - Sexual contact risk factors (n, % in brackets) per partner city and for
all four cities in Imp.Ac.T. project

As far as treatment, three out of five cases in Rome have started fol-
low up testing or treatment. One person has started HAART medication.
For one other person who had an acute HIV infection, HAART was not
required, but this person has starter regular visits and examinations.

Rome
(n=571)

Turin
(n=570)

Prague
(n=869)

Bratislava
(n=181)

TOTAL
(n=2191)

Prison

ever been in
prison

300 (52.7) 352 (62.0) 360 (41.5) 121 (67.2) 1133
(51.9)

IDU in prison 33 (11.0) 108 (30.4) 139 (38.6) 9 (7.4) 289 (25.4)

Average
number of
people
in cell (SD)

4.7 (4.0) 2.6 (5.5) 9.8 (10.0) 8.4 (8.1) 6.1 (7.0)

Rome
(n=571)

Turin
(n=570)

Prague
(n=869)

Bratislava
(n=181)

TOTAL
(n=2191)

Sexual contact
last 12 months 503 (88.4) 380 (67.0) 734 (84.6) 154 (85.1) 1771 (81.1)
stable partner 384 (76.3) 240 (62.8) 545 (74.1) 120 (78.4) 1289 (72.7)

casual partner 242 (48.3) 166 (43.9) 390 (53.1) 57 (37.5) 855 (48.4)

as sex worker 32 (6.3) 24 (6.3) 44 (6.0) 59 (39.1) 159 (9.0)

as client of sex worker 41 (8.2) 33 (9.1) 32 (4.4) 19 (12.7) 125 (7.2)

Condom use
stable partner: always 35 (8.4) 37 (15.0) 39 (7.2) 20 (12.4) 131 (9.6)
stable partner: never 329 (78.7) 172 (69.6) 404 (74.1) 111 (68.9) 1016 (74.1)
casual partner: always 91 (34.1) 50 (29.8) 88 (22.7) 22 (24.7) 251 (27.5)
casual partner: never 42 (15.7) 48 (28.6) 58 (14.9) 15 (16.9) 163 (17.9)
as sex worker: always 10 (33.3) 5 (15.6) 25 (56.8) 36 (49.3) 76 (42.5)
as sex worker: never 13 (43.3) 7 (21.9) 8 (11.0) 8 (11.0) 36 (20.1)
as client of sex worker:
always

33 (73.3) 15 (44.1) 20 (64.5) 8 (30.8) 76 (55.9)

as client of sex worker:
never

7 (15.6) 2 (5.9) 8 (25.8) 7 (26.9) 24 (17.6)

Diagnosed with STD within
last 12 months

22 (4.4) 41 (11.0) 28 (3.8) 10 (6.5) 101 (5.7)
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Another person is still awaiting confirmatory and avidity testing results,
but showing up at visits. As far as the other two infected persons (a
couple), one of them has been arrested, and the other did not show up
at the clinical centre for follow up appointment. Up until now, contact
with these two persons has been lost.

The data of the follow up of HIV reactive cases in Turin were not avai-
lable at the moment of writing. In Bratislava, contact with the one HIV
reactive case was unfortunately lost up until now (his mobile phone was
not working anymore). 

Unfortunately we were not able to analyze behavioural or demogra-
phic differences or main determinants regarding late or early presenta-
tion for testing, and regarding late/ early access to treatment, due to
the small number of cases.

TB Test results

All participants in the project were screened for TB symptoms and
risk-factors. For 106 participants, the result of the screening was positive,
which meant that these participants should be tested for TB. In Prague,
the 46 participants that qualified for TB testing, were referred to the
clinic for x-ray. Of 9 people the result of this clinical testing was negative,
of the other 37 participants the results are still unknown, see Table 6. In
the other cities, sputum was collected of 55 participants. We succeeded
to collect a second sputum sample with 6 participants. All sputum sam-
ples were sent to the lab. Results were negative in all cases. 

However, one case of latent TB was found among the HIV reactive
cases that were referred to the clinic for follow up. In our project TB
screening, this person had not been deemed eligible for sputum testing,
since he was taking antibiotics for bronchitis. When he was examined
at the clinic, three sputum samples were collected, all were negative.
However, quantiferon blood test revealed that prophylactic TB medica-
tion was required. 

Attitudes and behaviours regarding HIV and TB testing

Attitudes and behaviours regarding HIV and TB testing were meas-
ured both qualitatively (in the focus groups) and quantitatively (in the
questionnaires). In the questionnaires, questions regarding testing his-
tory were asked first. For HIV, 79% had been tested before. For TB, quite
a large percentage was vaccinated (49%) or possibly vaccinated (not
sure, 26%); furthermore 53% had ever been tested before. Again, quite
large differences between the four cities were observed. The main rea-
sons for participants not to get tested before, was “I don’t think I’m in-
fected”, and in the Italian cities, “other priorities (e.g., need to take
drugs)” was a good second reason. Participants indicated that the main
reason to get tested now, was “The test was offered to me, I did not
have to go after it myself”; in Bratislava and Turin a good second reason
was “the test is free of charge”. 

The participants that were re-interviewed and re-tested, indicated
that their main reason for doing so was “I was reminded by social
workers/nurses” (Turin and Rome) or “I calculated that 3 months had

Guide Manual on HIV and TB Testing in low-threshold services
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passed since the last test” (Bratislava and Prague). Participants pre-
ferred being retested within Imp.Ac.T. over getting a test at the reg-
ular facilities, because it was easier for them in terms of access.
Relatively small groups indicated that they were not comfortable to
go to the regular facilities for follow up HIV testing (13%) or TB test-
ing (10%) because of their drug use (13 persons) or because they did
not think they would become infected (9 persons). The latter reason

Rome
(n=571)

Turin
(n=570)

Prague
(n=869)

Bratislava
(n=181)

TOTAL
(n=2191)

HIV

Rapidtest successful 563 545 849 179 2292

HIV rapid 
test reactive

9 9 1 1 20

Not tested because al-
ready HIV positive*

2 21 1 1 25

Confirmatory HIV
diagnosis

Positive 4 1 0 0 5

Negative 0 0 1 0 1

Started treatment 3 Not yet - Not yet

Newly diagnosed HIV
infections **

among Active IDU
(in last 4 wks)

5/393 9/325 0/713 1/159 15/1590

among Recent IDU’s
(12 months)

6/422 9/417 0/801 1/169 16/1809 

Among PDU’s
(target group)

9/571 9/570 0/869 1/181 19/2191

TB

TB screening positive 30 8 46 22 106

TB screening
negative

536 543 809 157 2045

Sputum 1 collected 23 10 0*** 22 55

Sputum 2 collected 1 0 5 6

Result sputum 1 pos 0 0 0 0

Result sputum 2 pos 0 0 0

Result sputum 1 neg 23 8 22 53

Result sputum 2 neg 1 0 5 6

Confirmatory TB
diagnosis

Positive 0 0 0 0 0

Negative 0 2 9 0 11

Not reached/
don’t know

0 3 34**** 0 37

Table 6 - Test results per partner city and for all four cities in Imp.Ac.T. project

* Not every participant in project was tested for HIV. Some participants were HIV positive but were eligible for
TB-testing, and were included in the project for that reason.

** Based on rapid test results and confirmatory results, if available; no reactive/positive HIV test result before.
*** No sputum testing in Prague (legal constraints).
**** In Prague TB suspect cases were referred to the clinic for thorax; follow up was difficult. 
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was also the main reason for people not to go to the clinic for follow
up TB testing (81 persons). Nevertheless, 72% indicated that they
would go to the regular facilities for follow up HIV testing. Not sur-
prisingly, the intention to continue TB testing was much lower (22%).

Regarding behaviour change, 23% indicated that their behaviour re-
garding HIV risks (condom use, needle sharing) had changed “a lot” or
“completely” since the first interview (in which they also had received
counselling and education on risk prevention). Another 14% indicated
their HIV risk behaviour had changed “a little”. The other 60% felt their
HIV risk behaviour had not changed at all. This could be due to the fact
that a lot of participants had already been tested for HIV before and a
lot of drug users that are clients of the low threshold centres are familiar
with HIV through other health programmes. For TB, 78% indicated their
knowledge of TB infection had not changed at all since the first inter-
view. This is surprising, because in the focus groups it became apparent
that knowledge on TB was not rich among the target group, and that
the education session was most welcomed (see next paragraph). 

At follow up, not only attitudes regarding testing were measured,
but also actual risk behaviour (only for HIV). At first follow up, needle
sharing had slightly decreased in Turin and Bratislava, but slightly in-
creased in Rome and Prague. Since the number of participants answer-
ing this question was low (33 persons), and follow up time was
relatively short (a couple of months after the first interview), this find-
ing is not reliable and cannot be interpreted. As far as sexual behaviour
and condom use, no significant differences between first and follow
up measurement have been found. 

Qualitative results from the focus groups

In total, 16 focus groups were held (4 in each city) with a sum total of
115 participants (see Table 7). It was sometimes quite hard to find partici-
pants and circumstances were not always ideal. For example, some focus
group sessions were held in the open air or in a car. Despite strict instruc-
tions (and after consultation with the researcher), 4 focus groups were
held with less than 6 participants. In those instances, it had been impossi-
ble to find more participants - let alone try to get a representative balance
in the sample - even after trying to reschedule another focus group ses-
sion. In three cases, the number of participants was more than 10. Findings
from all focus groups were considered valuable and therefore taken into
the analysis. Participants were mostly male (76%) and on average 35.7
years old. In total 24 migrants (21%) took part in the focus groups. 

TB knowledge 

Most participants considered TB to be “a disease from the past”
which has been eradicated. Knowledge on symptoms, transmission and
protection was in general low to moderate, usually only one or two
participants of the focus groups had some knowledge through second-
hand experience. Participants mostly did know that it’s an infection of
the lungs and that it involves coughing. 
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Table 7 - Focus group characteristics 

Rome Turin Prague Bratislava TOTAL

Focus group 1:
TB knowledge and
access to TB testing
and treatment

Number of FG
participants

11 6 8 4 29

Number of males 10 6 4 3 23 (79%)

Number of migrants 3 4 0 0 7 (24%)

Mean age 38.0 29.5 28.8 43.0 34.4

Focus group 2:
HIV knowledge and
access to TB testing
and treatment

Number of FG
participants

12 11 7 4 34

Number of males 9 9 4 3 25 (74%)

Number of migrants 3 6 1 0 10 (29%)

Mean age 38.7 36.6 25.1 43.0 35.7

Focus group 3:
HIV and TB -
non Imp.Ac.T. participants

Number of FG
participants

5 8 4 6 23

Number of males 5 7 2 5 19 (83%)

Number of migrants 0 0 1
(Slovak)

0 1 (4%)

Mean age 35.4 41.1 33.5 23.8 34.0

Focus group 4:
HIV and TB - Imp.Ac.T. par-
ticipants 

Number of FG
participants

8 7 6 8 29

Number of males 8 5 5 2 20 (69%)

Number of migrants 3 1 2
(Slovak)

0 6 (21%)

Mean age 37.3 44.0 38.7 33.5 38.2

Total of all focus groups

Number of FG
participants

36 32 25 22 115

Number of males 32 (89%) 27 (84%) 15 (60%) 13 (59%) 87 (76%)

Number of migrants 9 (25%) 11 (34%) 4 (16%) 0 24 (21%)

Mean age 37.7 38.0 30.9 34.3 35.7
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“What do you know about TB? – Nothing. […] It is pulmonary
disease, no?” (BR)

“ Something is expectorated. Blood is expectorated.” “The per-
son is breathing hardly.” (BR)

In Prague, knowledge seemed slightly more advanced, the conversa-
tion progressed to a deeper level of trying to understand how the virus
works: 

“If I am right, there are more kinds of TB. One of them is open,
[…] one is worse and one is moderate, if I remember it well… the
open one is incurable maybe.” (PR)

“ It comes up to break-up of pulmonary alveoli, during the rapid
stage of coughing it also comes up to coughing up blood.” (PR)

Some people confused transmission routes with those of TB (sexual
transmission is often mentioned), and some people thought TB is a
symptom of HIV. A few individuals showed richer knowledge because
they knew people who were treated for TB, but most participants had
incorrect or incomplete information about TB transmission and how to
protect themselves against the virus.

“I remember one case when I was in jail, but I wasn’t concerned
about it. If you don’t have sex or exchange needles you are also
safe from TB, isn’t it?” (TU)

“I don’t know how to protect [myself from TB], maybe with the
tuberculin skin test…” (RO)

“I think, person can catch from someone else, but it can also be
induced by the environment.” (BR)

“Avoid people with dirty hands.”(PR)
“This vaccination has some limited time when it works. Then

you need to get a new one.”(PR)
“I’ve heard it can be cured, by eating more fat food, milk, and

the dogs fat is healthy for it, it is on sale in pharmacies.”(BR)

In all TB focus groups, questions were asked by participants about TB.
Moderators were instructed not to answer any questions during the
focus group and refer to an education session at the end of the focus
group. Reasons for lack of knowledge on TB were attributed to lack of
education or interest: 

“Yes, I also think that information is very low, it’s not considered
a serious problem, there is no risk perception.”- “It’s not only a
question of being drug users or not, the point is having a general
medical education or not…” (RO)

“ You have no reason to be interested. Why? Until I’m not af-
fected, I don’t care.” (BR)

Furthermore, in several focus groups questions were asked regarding
other infectious diseases, such as hepatitis (Rome, Prague, Turin) or
syphilis (in Prague). Participants expressed more interest in talking about
these other infectious diseases.

Guide Manual on HIV and TB Testing in low-threshold services
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Access to TB testing and treatment

Access to TB testing is most often not considered a problem, people
know where to go (general practitioner, hospital). Barriers to healthcare
are sometimes attributed internally: 

“If you have a strong motivation there are no problems. – Yes, I
think there are no problems both for Italians and foreigners.” (RO)

“Illegal migrants are at risk because they don’t like to go to hos-
pitals.”(TU)

“…little bit of aloofness, phlegmatic..” – “Man want to be
tested, but he postpones, still delays and then he realizes that he
put it off for three months.” [What’s the reason for this?] “Nature
of the guy, who had to arrange his business, he doesn’t arrange
anything, I will do it tomorrow type, just postpones.”(PR)

However, also some more general institutional obstacles in getting
healthcare are mentioned, like bureaucracy and the long procedure for
testing, but also feelings of being discriminated against are expressed:

“The doctor tells you to make the test and then you need to
make a long bureaucratic procedure to get it. When I did the test
and went for the result, the doctor that was there did not want to
read me the result because he was not specialised in TB, so I needed
to wait some other days in order to get it…If I was infected I would
have infected other people.”(RO)

“If you will not pay, you do not get [treatment], you can even
die.”- “It is about the approach. There are doctors and
doctors.”(BR)

“When a doctor finds out I am a drug user, he tries to postpone
the examination. It happens in […] hospital. I was lying with 40
degrees fever for 5 hours in the corridor.” (PR)

“During the communist era we [drug users] were treated like
non-human beings. Things are different now, but some people are
still the same.” (PR)

Quite a few participants have been tested, either with TST (mantoux)
or x-ray; it sometimes was a condition to enter a night shelter or a reha-
bilitation centre, or they were tested in prison, or they took part in a
contact screening around a TB positive case. However, even people who
were tested did not know a lot about TB or the test:

“When I did the TST, they used a syringe and then a bubble
came out on my arm. Is it possible that it happened because I had
occasional sex with a girl?” (RO)

As far as access to treatment, the fear of treatment in isolation (for
those that know about quarantine) is mentioned sporadically; some par-
ticipants are afraid of withdrawal symptoms. No other new barriers are
mentioned for access to treatment. 

HIV knowledge

For HIV, knowledge on symptoms, transmission and protection was
on average relatively rich, certainly in comparison to knowledge on TB.

57
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Some participants showed low levels of knowledge, but they were al-
most always corrected by other participants. Participants commented
that drug users are often more aware of risks than the general popula-
tion. 

“You can get it through infected syringe and unprotected
sex.”(RO)

“New generations medicines are enough strong to eliminate in-
fection… Not really to eliminate, but allowing infected person to
live quite normally, without taking too many risks. Of course you
have to follow therapy strictly.” (TU)

“The ones who have it, should be isolated, when they find it
out. So they wouldn’t walk out.”- “It is not like that, that you can
catch it by holding hands.” (BR)

“You have to take precautions. That means… transmission is
through blood, seminal fluids, so sperm, but not trough spit or
sweat, while many people who don’t know maybe they are also
afraid of that.”(TU)

“You feel safe just because you take pills and you don’t shoot
up? But don’t you have sex? Are there no risks in your life?”(TU)

In Prague, the discussion became more technical, about the virus at-
tacking white blood cells. However, the level of knowledge seemed
lower with some participants in Prague than in the other cities (for ex-
ample, transmission through saliva was mentioned), but this might also
be due to the fact that three participants were mental health patients
and three participants were obviously intoxicated during the focus
group on HIV.

Access to HIV testing and treatment

Barriers to HIV testing were mostly attributed to themselves: they
felt that members of the target group who do not get tested for HIV
might be scared; the fear of being infected was the main reason ac-
cording to most participant, or the opposite: the underestimation of
risk. Also shame and indifference were mentioned in each focus group,
as well as other priorities (getting drugs). 

“What could be the reasons why people don’t want to get
tested?”

“Because they are afraid! Or they don’t care.”(RO)
“[…]but I am not coming [to get tested] at present, because I

am afraid that something will be diagnosed.” (PR) 
“You feel ashamed to go to test and you are afraid to be posi-

tive.” (TU)
“If you care about yourself, you can wait [15 days to get the test

result]. The point is that drug users don’t love themselves, don’t
respect themselves.”(RO)

“I was afraid of what people can think…”(TU)
“lack of time.”(BR)
“If you are an active drug user and must choose between going

to the hospital for taking the results [of the HIV test] and going to
buy drug and use it, you choose drug!”(RO)
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Most people agree that the barriers are mainly in the people, while
institutional barriers are less important. In Bratislava (but not in the
other cities) institutional barriers were mentioned in the form of (per-
ceived) stigmatisation of drug users as far as HIV testing and treat-
ment. 

“They are afraid, how they will be accepted by doctors, if they
accept them or not.”(BR)

“Drug users do not have place to stay. ID cards, health care insur-
ance cards[…], the approach to drug users should be totally differ-
ent. They start to scream on them and the person run away.” (BR)

“[…]if there would be such an organisation, which would help
him to take over his stuff […], to go to doctor with him and can
speak in the name of that person. Some people don’t know how
to formulate it. “(BR)

Change in knowledge, behaviour and attitudes

After implementation, focus groups were held with (1) people who
were tested within Imp.AcT. and (2) people who were not tested in
Imp.Ac.T., in order to identify possible changes in behaviour, attitudes
and knowledge. Obviously, the Imp.Ac.T. participants would have had
education about HIV, TB, testing and treatment as part of the coun-
selling. The focus group with participants who had not been tested
within Imp.Ac.T. could show if attitudes, knowledge and behaviours had
been changed in the year of implementation, irrespective of taking part
in the project or not. 

The knowledge, attitudes and behaviours of non-Imp.Ac.T. partici-
pants seemed more or less the same before and after implementation,
in all cities, and this was similar for HIV and TB. Participants that took
part in Imp.Ac.T., also agree that the level of information has not
changed so much from last year, but some think there should be more
education and/or talking about HIV and/or TB. 

“What I know today is the same I have known a year ago”(TU)
“I’ve had the possibility to talk more deeply with the doctor, I’m

less concerned about HIV because I know a little bit more about it
now.”(TU)

“Only from such institutions [low threshold centres] or from
leaflets [I have gotten information].” (PR)

Evaluation of Imp.Ac.T. project by participants

The testing was evaluated as very positive in Bratislava, Rome and
Turin. In Turin and Prague the incentives were mentioned specifically as
a positive thing (phonecard or meal ticket). 

“It was good, at least for me, if I have not find it maybe I would have
delayed the HIV test more, and now I know more about TB.” (TU)

“It’s very good. Considering the life we do, if I know that I’m not ill I
try to be more careful.”(RO)

“And it’s also good that it’s a rapid test, so you don’t spend 10-15
days with fear and anxiety.”(RO)

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:40  Pagina 59



60

Guide Manual on HIV and TB Testing in low-threshold services

The most prevailing criticism on Imp.Ac.T. was that HCV was not
tested, this was mentioned in all cities (in Prague and Bratislava they did
offer HCV testing, but not as part of Imp.Ac.T.). Other comments were
the following: 

“It is bad to start [a project like this] and then stop [again]”. (TU)
“Only the questions of that form were boring, you asked always

the same things… But I think they are useful for statistical data.”
(RO)

“Still [you should] draw their attention to it [HIV and TB test-
ing]!”. 

1 Test results from F,T, or Chisquare tests will not be mentioned in this chapter, but
will be published elsewhere and can be delivered on request. 

2 Analysis have not yet been double checked at the time of writing. Minor changes
in percentages reserved to the author
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Chapter 7
Conclusions

The Imp.Ac.T. Project interviewed and tested nearly 2350 people, of
which nearly 2200 problematic drug users (PDUs). This on itself is already
a success and provides us with new and vital information on the situa-
tion of DUs in Europe, the HIV and TB prevalence and incidence rate
among DUs and the (perceived) barriers for DUs to access HIV and TB
testing, treatment and care. 

The specific approach within Imp.Ac.T. has been that low-threshold
services – and to be more specific social workers, psychologists and
nurses/doctors – were responsible for the implementation of activities,
which included the recruitment, the pre- and post-counselling, the in-
terviewing and recording of data as well as the TB and HIV testing pro-
cedure. This was a unique approach which offered the opportunity to
reach a large number of target group members and collect a rich
dataset. 

The present guide manual describes the most relevant parts of the
project and gives guidance and support to other service providers in ini-
tiating similar interventions. 

The most important conclusions and lessons learned within Imp.Ac.T.
are described in this chapter. 

Preparation of the project: core principles
and lessons learned 

Baseline assessment

An adequate project preparation should include a baseline assess-
ment, i.e. an analysis of the local situation and a needs assessment. 

This assessment should be carried out before the project is initiated
and before the partners are selected. A thorough baseline assessment
enables the implementing organizations to develop a realistic working
plan. 

In Imp.Ac.T., desk research was done and needs were assessed in the
preparatory stage of the proposal; a more thorough baseline assessment
was done after the start of the activities. In hindsight, we believe it
would have been better if the baseline assessment would have been
done more thoroughly before the start of the project. 

The baseline assessment should be based on international, national
and local epidemiological and demographical data (e.g. prevalence and
incidence of HIV and TB), as well as expert consultation (including policy
makers, service providers, researchers, epidemiologists and target group
representatives).

All the Imp.Ac.T. partner organizations seemed to have difficulties to
collect epidemiological data and information in regard to the TB preva-
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lence and incidence rate, both among the general population and drug
users in particular. It was assumed that TB is a major problem among
DUs, based on general European findings that proportions of TB-HIV co-
infections range from 2 to 15% in the EU1.

However, in the participating cities TB did not seem to be a big prob-
lem among the target group. The baseline assessment did not provide
conclusive information, and a pilot project like Imp.A.c.T. could provide
more insight into TB prevalence among drug users.

During the project implementation, it is resulted that hepatitis C is
considered a major health problem among drug users (in particular in-
jecting drug users). This finding should be taken into account when
planning other similar interventions among this target group: besides
HIV testing and counselling, also the testing for hepatitis C should be
provided.

Active and early involvement of relevant local partners 

The involvement of additional local partners at an early stage is es-
sential. Additional partners can be the clinical centres, health services,
laboratories and other low threshold services, which might cooperate
with the implementing organizations. 

Involving these additional partners at an early stage will improve the
methodology of the project, the practical collaboration on the local
level, as well as the commitment of these partners to reach the planned
objectives and results. Furthermore, it will contribute to facilitate the
access of clients to treatment and care, namely the follow-up, which
proved to be problematic in most of the participating cities.

Imp.Ac.T. involved 4 implementing organizations, all of them respon-
sible for the carrying out of activities in their city. Additional local part-
ners were involved, such as clinical centres for HIV and TB and other
low-threshold services for drug users. They provided input during the
development of the testing algorithm and the study protocol, particu-
larly regarding the definition of TB testing methodology. However, more
involvement of the collaborating partners would have been beneficial
to the project.

Additional expertise would have been useful, especially because there
was only a small group of medical experts available during the meetings. 

Involvement of additional experts 

Besides the involvement of national experts and collaborating part-
ners, who can support the implementation on the local level, it is im-
portant to involve also international experts.

Imp.Ac.T. set up an Advisory Board with various international experts,
all of them with specific expertise in different areas. All partner organ-
izations considered the input of the Advisory Board as useful, but it was
also mentioned that more involvement would have been desirable. 

Development of the project methodology
and the study protocol 

The development of a detailed and comprehensive methodology
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and study protocol is essential. The methodology should be based on
the review of existing evidence and should take into account specific
needs of the target population as well as potential limitations of the
service providers, which provide the testing. In addition is important
to be aware of legal boundaries and to set up a supportive local net-
work, which is involved in the planning and implementation of the
project. 

Within Imp.Ac.T., it was managed to develop a methodology to
which all partners could comply (except some changes in the Czech Re-
public, where it was not possible to do sputum tests and referral to x-
ray was the proposed method for TB-testing). Although the partners
were satisfied with the methodology, it did take a long time to develop
it. It might have been possible to speed up this phase, if the methodol-
ogy had been developed only by medical experts in cooperation with
the health professionals and social workers working in low-threshold
services. 

Project monitoring tools 

To ensure an effective and measurable intervention it is essential to
develop and establish regular monitoring tools. This will enable the proj-
ect coordinators to monitor the progress in the activities implementa-
tion and to evaluate them properly.

Imp.Ac.T. established a framework matrix and activity lists, which sup-
ported the evaluators and the coordinators in monitoring the project
progress. In addition, output and outcome indicators were determined,
to enable the researcher to develop tools for data collection (e.g., test-
ing behaviour and attitudes toward testing and treatment of the target
group), thereby assessing results of the project. 

The monitoring tools were complemented by evaluation interviews,
organised after 1 year and after two years This additional method pro-
vided useful information on the progress of the project and gave insight
about perceived barriers and problems. We started out with three-
monthly process evaluation forms, but this was too time-consuming and
not informative enough. Therefore we decided to change the evalua-
tion method from questionnaires to qualitative interviews, and this
proved more useful for us. It is important that process is monitored and
the coordinator is aware of the activities in all locations, however this
does not need to be formalized in three-monthly forms. Regular check-
ups by e-mail and skype combined with more in-depth qualitative inter-
views seem to be more efficient. 

Training 

The training of staff members was an essential part during the prepa-
ration phase of Imp.Ac.T. All partners contributed actively to the content
of the training manual. Partners trained their staff in regard to the de-
veloped common methodology, the recruitment of clients for the test-
ing, the follow-up, as well as the data collection and recording.

The training content was the same for all partners, but all partners
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adapted their training to the local and organisational needs (after con-
sulting with the project coordinator).

The experience within Imp.Ac.T. has shown that it is extremely impor-
tant to organise regular team meetings, to monitor the needs of the
workers and to offer regular and continuous training. 

Some workers experienced major problems in combining their work
as social worker with the role as interviewer and data collector (see
chapter 5 for a description). This particular issue has been addressed in
specific training sessions, which were scheduled during the implemen-
tation phase. 

Implementation of HIV/TB testing:
core principles and lessons learned

The implementation started after the development of the study pro-
tocol, the establishment of data collection tools and the training of the
staff members. 

The implementation phase included the recruitment, the counselling
and testing, the follow-up and the data collection and recording. 

Recruitment

The recruitment was carried out by the outreach workers in low-
threshold settings. Although it has not been investigated, it might have
been useful to involve DUs as peers for the recruitment and to see if this
approach would have increased the final sample size and the motivation
of PDU's to enrol in the project. Existing evidence could plead for such
an approach in the future2 3. 

Three partners decided to give incentives and rewards (phone cards
and food tickets) to increase the motivation of DUs to enrol in the proj-
ect. All of them reported an increased motivation among the partici-
pants, which leads to the assumption that incentives work well for this
particular target group. 

It has to be acknowledged that low-threshold settings are strongly
affected by external factors, such as the weather and the presence of
police on the streets. All partners reported external factors, which cre-
ated additional barriers for the recruitment of participants. The Slova-
kian partner for example had to deal four times with the deliberate
destruction of their mobile unit. It is therefore advisable to include po-
tential barriers in the very beginning as part of the baseline assessment.
In some countries it might also be useful to include the police as collab-
oration partner. 

Counselling and testing 

All Imp.Ac.T. partners stressed that it has been important to include
TB in the project, because knowledge on TB was very poor among our
target group. Partner organizations also admitted that they learned a
lot about TB and could increase the awareness and the knowledge
about the disease among their workers and the target group. However,
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no active TB was found (only one case of latent TB). It could be the case
that TB is very low in prevalence among the target group in the partic-
ipating cities, or the methodology could have been insufficient in order
to detect TB. In the first case, this is good information and a positive
outcome. If our testing method (screening + sputum) has not been good
enough in the sense that TB positive cases were missed, this would have
been a missed opportunity. Unfortunately, we cannot be 100% sure that
we did not miss TB positive cases, especially not TB latent cases. 

The TB testing methodology was a point of critique. None of the dis-
cussed and suggested methods seemed to be ideal, and we dedicated
several meetings to discussing them with experts and with the partners.
Finally, it was decided to conduct a clinical TB screening, followed by a
sputum smear collection (in suspect cases). The main problem which was
finally encountered with this methodology was the collection of a sec-
ond sputum smear. Participants did not show up for a second test, which
reduces the reliability of the final testing results. This applies as well to
the adapted methodology in the Czech Republic, where suspect cases
were directly referred to the hospital for an X-Ray (due to legal obliga-
tions). They mostly never showed up. Another problem was that the
screening for symptoms had to be done by a medical doctor or a nurse,
which sometimes meant that new people had to be hired by the partner
organisations, which took some time. 

Ideally, a mobile X-Ray would have been the most advisable, but tak-
ing into account the costs of such an intervention, this was not an op-
tion. The TB skin test has also been discussed, but was rejected, as many
participants have been vaccinated (without knowing) and would also
not return for being checked for the results. After consultation of several
experts, we decided to test for active TB and not latent, and chose the
method that was considered the best, least costly and most efficient.
The question remains whether we made the right choices in developing
TB testing methodology.

Regarding HIV testing, the use of the HIV rapid test worked well, but
it is recommended to use other methods for confirmatory testing as
well, such as the blood analysis on the spot or the use of a second rapid
test for confirmation4. In this way, clients do not need to come back for
follow up or be referred to other health centres, with the risk to get lost
for follow up. 

The multi-professional approach was beneficial for the project and
the target group. Different professions could support each other and
provides specific complimentary expertise. 

Selecting places for testing where people never have been tested be-
fore, will increase the notion and the effectiveness of this intervention.

Follow-up

It has been one of the major problems during the project to ensure
follow-up. Therefore, one of the most important recommendations
should be to cooperate closely with other local partners. It is not enough
to involve them during the course of the activities. They should also be
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part of the planning and preparation phase to become more committed
to the project and the target group; this might increase their flexibility
and willingness to offer tailored services to marginalized groups such as
DUs. 

Anyway, the project has showed that motivating drug users toward
their own health status requires specific efforts and skills. It is a process
that implies long time, constant assistance and support, and real com-
mitment from the service providers.

Data Collection 

The data collection within Imp.Ac.T, has been embedded in the regular
services of the partner organizations. It was an important project principle,
that the research activities should not intervene with the practical work
too much, but rather be complementing to it – as a logical extension of
the regular activities, providing research data. 

This also means that the research methods had to fit to the working
conditions and to the target group. All the partners were clear about it:
the research element should be beneficial for the (future) work and the
target group. Project partners did not want to collect data, without hav-
ing practical added value. 

The combination of research and practice worked well, although it is
obvious that it has not always been unproblematic. Some outreach
workers seemed to have problems with combining their work as social
workers with the role of interviewer. This again pleads for decent train-
ing and cooperation among staff members. It is also advisable to have
a researcher at the spot, who could support workers and supervise the
data collection more closely.

Within Imp.Ac.T. several data collection tools were used. The data of
the questionnaires were recorded in an online database, which could
be accessed by all partners (only their own data could be modified). The
online survey tool which has been used by the Czech Republic only, en-
abled the workers to fill in the data directly at the spot, without having
double work and risking loss of data. 

The Response Monitoring Form was considered to be very time-con-
suming and some workers experienced it as quite disturbing for the
overall working process. It is therefore questionable, if such a tool
should be used in the future, even though it has clear benefits (see also
chapter 5). 

Results and conclusions

It is evident that Imp.Ac.T. managed to test a large number of DUs
on HIV and TB. It can also be assumed that the provision of low-thresh-
old testing has been useful and effective for hard-to reach groups: al-
most 20% of the people tested in the framework of Imp.Ac.T. were
never tested before for HIV. 

We have found 19 HIV reactive cases, of which 15 were active IDU’s.
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For active IDU’s, the newly diagnosed cases within the project reached
1%. If this would reflect real incidence in terms of percentage of new
infections within our target group (and there are good reasons to do
so), these data are quite alarming. Only one HIV positive case was found
in Bratislava, none in Prague; the largest group (18 participants) came
from Italy. 

Although TB might not be a problem among DUs in the four partici-
pating cities, it has been useful to collect these data. There was a lack
of knowledge and information and the project created more evidence
and more awareness about TB among outreach workers and the target
group. Furthermore, experience has been gained in using our testing
methodology, which is useful knowledge for future projects. 

The target group rated the project as positive. They were satisfied
and happy about the services, although many of them considered Hep-
atitis C as more important, which might give an idea for future actions
in the field. 

Those, who were not tested, reported that they had no time (mainly
due to their drug addiction) or that they were afraid of the testing re-
sult. It is interesting that most of the respondents did not complain
about barriers to access. If they did so, they often ascribed barriers to
themselves. Some reported bad attitudes among the medical staff in the
clinics, which made them feel stigmatised. 

Recommendations for future actions

The most important recommendations for future projects can be sum-
marized as followed:

• A thorough project preparation is essential. Baseline assessment and
partner choice should be evidence based and/or experience based, be-
fore the outset of the project. It is advisable to involve researcher(s)
and/or an advisory board at an early stage when indicators and research
questions are still being developed. Also, local partners (clinics, labs)
should be involved in the development of the project, since they are es-
sential in lowering thresholds in access to follow up testing and treat-
ment on a more structural basis. Also, they have a lot of knowledge on
what is possible and what is not, in terms of testing and communication
about results etc. 

• The methods of testing and research should be tailored to the tar-
get group and the people performing the tests, the counselling and the
data collection. Good training of workers is crucial. There should also
be monitoring or supervision so that problems with data collection, role
conflicts or other issues can be identified in an early stage and actions
can be taken. 

• Methods of testing and research should be developed with experts,
that is: researchers, medical experts, social workers, and preferably also
members of the target group. Input of all these experts is important.
However, in order to have a more efficient development of methods,
experts from the collaborating clinics could have been responsible for
deciding on testing methods. 
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• Peer involvement in the recruitment phase could be useful. Using
incentives could also be good for getting more participants for follow
up testing (increasing incentives).

1 WHO Report 2009 – Global tuberculosis control.
2 Broadhead, R.S., Heckathorn, D.D., Grund, J-P., Stern, L.S., et al. (1995). Drug users

versus outreach workers in combating AIDS: Preliminare results of a peer-driven inter-
vention.

3 www.peerinvolvement.eu.
4 HIV Testing Algorithms: A Status Report, Association of Public Health Laboratories

and The centers for Disease control & Prevention, April 2009.
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Annex I
The study protocol

Study protocol

Project leader
Villa Maraini Foundation 

Project partners
Gruppo Abele (Italy), SANANIM (Czech Republic), Odyseus (Slovakia): in charge
of developing common methodology and implementing HIV and TB testing.
Foundation Regenboog Groep (The Netherlands): in charge of project evalua-
tion and assessment of main determinants.

Duration
24 months (September 2010 - November 2012); testing phase: 13 months

1. BACKGROUND AND JUSTIFICATIONS

HIV/AIDS and TB infections remain one of the most important communicable
diseases in Europe, associated with serious consequences, persistently high costs
of treatment and care, significant number of deaths and shortened life ex-
pectancy. EU Member States have committed themselves towards the goal of
universal access to comprehensive HIV prevention programmes, treatment, care
and support by 2010. As for tuberculosis, EU countries are increasingly recog-
nising the aggregation of cases among particular vulnerable populations and
understanding the need of developing a better insight into the TB/HIV co-epi-
demic. Undeniably, diagnosing persons who are HIV infected is a prerequisite
to the provision of treatment, care and support, but there is evidence that many
opportunities are being missed to diagnose HIV and TB infections in EU, partic-
ularly among most-at-risk groups.

Case reporting data show that between 2000 and 2007 the annual rate of
HIV infection in EU has almost doubled, from 39 to 75 per million populations.
This general data considerably understates the true figure because a large pro-
portion of HIV infected persons – ranging from an estimated 15% to over 50%
in EU – are unaware of their infection, and therefore do not benefit from treat-
ment and may transmit HIV to others, unknowingly. Late diagnosis represents
a public health challenge, since it increases risk of morbidity and mortality, risk
of more opportunistic infections, such as tuberculosis, risk of onward transmis-
sion. The proportion of TB cases with positive HIV serostatus in EU range from
2% to 15%. At this regard, the WHO recommends to develop a better insight
into the TB/HIV co-epidemic and enhancing surveillance of TB among vulnera-
ble populations. Immigrants from resource constrained settings have incidence
rates of TB 10 to 30 times higher than those recorded in Europe. This is why
this disease is re-emerging as an important challenge to public health in Europe. 

Studies show that testing high risk patients for TB and HIV may favour timely
identification of these infections and timely access to care. In Netherland, as a
response to a doubling of TB cases among illicit drug users and homeless per-
sons a comprehensive targeted screening program was introduced in 2002.
Three years and 8 months after the introduction of periodic mobile screening,
the annual number of TB cases among illicit drug users and homeless persons,
and their proportion of the total number of TB cases, had declined by approx-
imately 50% and reached pre-out-break incidence level. 

The approach needed to increase effective testing of DUs and migrants DUs
is to consider the specific needs of these target groups and combine testing offer
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with low-threshold drug services, as indicated in all main existing testing guide-
lines. Indeed, the main reason for which many DUs and migrants DUs have never
been tested is the lack of contacts of these target groups with the care system,
due to their marginalized life styles and their mistrust in the health services. 

Harm reduction programmes and low-threshold facilities are recognized as
important points for entering into contact with “hidden” and “hard-to-reach”
populations of drug users, and are considered essential for delivering basic
health and social care. The availability of testing in street units and drop-in cen-
tres will offer to drug users, including migrants DUs, an easy possibility to be
tested without the need of going to specific health services. 

Moreover, there is a need for standardised reporting and analysis of new HIV
and TB diagnoses among these groups and for developing specific indicators to
monitor stigma and access to testing and care. A standardised data collection sys-
tem will contribute to obtain a reliable overview of the trends of the two epi-
demics at national and subsequently, at European level and a more rigorous
evaluation of case detection and treatment outcomes of TB and HIV patients.

2. OBJECTIVES 

1. To develop a framework and model to improve the effectiveness of HIV
and TB testing and counselling among DUs and migrants DUs, based on a new
kind of provider-initiated counselling and testing, specifically tailored to hard-
to-reach groups.

2. To increase the percentage of DUs and migrants DUs having access to HIV
and TB testing, promoting early recognition of HIV and TB disease and timely
entry into care. 

3. To facilitate access to treatment and care for most marginalized and risk
groups, promoting a close cooperation among organizations working with
drug users and public health care services.
4. To promote healthier ways of life and risk reduction among drug users and

migrants DUs, through pre and post counselling and easier access to health
centres. 
5. To assess the effectiveness of street HIV and TB testing in terms of pro-

portion of new infection identified. 

2.1 Specific research questions

1. What is the percentage of early identification of new cases of HIV and TB
and timely entry into care?

2. What are the main determinants that contribute to a late or early diag-
nosis and enrolling into care, treatment, prevention and support services?

3. What are the barriers to access HIV and TB testing, care and treatment?
4. Which legal frameworks (laws, regulations) create main additional barri-

ers?
5. What are the main risk behaviours for HIV and TB among these two target

groups? 

3. METHODS

3.1 Study design

The project consists of three phases:

1. Development of common tools for street HIV and TB testing among PDUs.
Methods and means:

a) Organization of workshops/seminars in order to (1) exchange experience
and information among the project partners, and (2) analyze weaknesses and
challenges of current HIV and TB testing strategies.

b) Development of training courses for multi-disciplinary staff (doctors, social
workers, psychologists) working in low-threshold services for PDUs.

c) Identification of specific indicators/determinants for monitoring and re-
porting of new diagnosis among these target groups. 
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2. Implementation of HIV and TB rapid tests in low-threshold facilities for
PDUs. Methods and means:

a) Training courses for the staff of the partner organizations in the four dif-
ferent locations.

b) Data collection: clients are requested to fill in a questionnaire for collect-
ing data on lifestyles, behaviours, health conditions, history of HIV and TB test-
ing. All these data will be entered in an online database and analysed. 

c) Actual implementation: provision of testing (among 700 and 1000 HIV TB
tests per city), counselling and referral to clinical centres for confirmation of
results and treatment.

d) Follow-up: A follow-up appointment will be scheduled at dedicated
health care services for confirmatory diagnosis of those individuals that result
HIV-reactive and TB positive. 

e) Treatment: All collaborating clinics offer HIV and TB treatment therapy.
Within this project only treatment entry will be measured, since the project pe-
riod is too short to effectively measure adherence. 

3. Analysis and assessment of effectiveness of the intervention, as well as
dissemination of the results. Methods and means:

a) Analysis of all collected demographical, epidemiological, clinical and lab-
oratory data from each partner (number of persons tested, number of HIV and
TB-positive, number of persons received treatment after testing).

b) Assessment of short-term impact of the intervention (as far as this is pos-
sible within the current set-up without control group and without quantitative
pre-intervention measurement).

c) Publication of guidelines for best practices dissemination.
d) Organization of a final conference for presenting project results and out-

comes.

3.2 Implementation of HIV and TB rapid testing
in low-threshold facilities for DUs

Before starting the testing uptake, each organization will conduct a training
course for its own team, using the manual jointly developed by all the partners.
The project staff will be composed by psychologists, doctors, social and outreach
workers, for an average number of 15 persons per partner. Training will address
the following key areas: ensuring an ethical process for obtaining informed
consent, protection of confidentiality and privacy, conduction of pre and post
counselling, conduction of focus group and questionnaire among the target
groups for data collection, testing provision, patient referral to treatment serv-
ices. Representatives of the collaborating partners (clinical health centres) will
also participate at the training; this will offer an opportunity to raise awareness
about stigma and discrimination frequently reported in health-care services to-
ward drug users and migrants, in order to reinforce their adherence to appro-
priate standards of practice. 

The trained staff will then carry out HIV and TB tests among PDUs (problem-
atic drug users, including migrants) attending low-threshold services managed
by each partner organization. The team will be composed by doctors or nurses
(for testing uptake), psychologists and outreach workers (for pre and post-coun-
selling, data collection and referral to health centres). 

The target groups will be provided with information leaflets on HIV and TB
infection, the aim of the project, the procedures of testing, the aspect of
anonymity and privacy. Those accepting to be tested will be asked to give the
informed consent (written or verbal, according to the local rules) and will be
offered HIV rapid test (DETERMINE HIV 1-2) and a clinical screening for TB. 

Before the testing, pre-counselling will be provided by a counsellor in the
form of individual talks. The pre-counselling will include the following infor-
mation: reasons why HIV and TB testing and counselling is being recommended;
clinical and prevention benefits of HIV and TB testing and the potential risks;
services available in case of either an HIV/TB-negative or an HIV-reactive and
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TB positive test result; confidentiality of the test and respect of privacy in the
treatment of test result; right of the patient to decline the test; encouragement
of disclosure to other persons who may be at risk of exposure to HIV and TB, in
case of an HIV-reactive or TB positive test result. 

During the pre-test counselling or while waiting for the HIV rapid test result,
a questionnaire will be administered to the client, in order to collect data on
lifestyles behaviours, health conditions and history of HIV and TB testing. 

All individuals undergoing the testing will receive post-test counselling, re-
gardless of the test result. For those with reactive HIV results, a follow-up ap-
pointment will be scheduled at dedicated health care services for confirmatory
blood test. 

As for TB, a clinical screening will be conducted by the project staff in order to
identify suspected cases with TB symptoms (prolonged cough, fever, chest pain,
breathlessness, loss of weight, fatigue). 

From those individuals with one or more clinical symptoms or with other risk
factors (HIV-positivity, contacts with TB infected patients, etc) a sputum sample
will be collected and sent to clinical centres for analysis. The sputum sample
will be handled with care in order to avoid any risk of infection for the staff, so
the patient himself will spit the sputum sample in a sterile container following
the instructions of the staff. 

In case of positive result, the staff will arrange a follow-up appointment to
the clinical centres for the collection of a second sputum sample and further
diagnostic workup for TB, according to WHO suggested protocols.

In case of negative result, a second sputum sample will be collected as soon
as possible and only in case of positive result the client will be referred to the
clinical centres.

As for the project partner SANANIM, since the national legislation obliges
service providers to refer immediately any suspected case of infectious disease
to specialized health centre, they will conduct the clinical screening in their cen-
tre and then, will accompany the suspected cases directly to specialized health
facility for further examination (X-ray and sputum examination).

The identified HIV and TB positive cases will receive the most appropriate
treatment for HIV and therapy for TB in the clinical services involved in the proj-
ect as collaborating partners. Specific agreement (written or verbal) will be
made between each partner organization and its collaborating partners, in
order to facilitate access to treatment to the project target groups.

Moreover, the staff will arrange specific follow-up visits or referrals to other
services as appropriate (STI treatment, family planning, antenatal care, opiates
substitution therapy).

4. STUDY POPULATION

The project target two specific groups: drug users and migrants drug users liv-
ing in Rome, Turin, Prague and Bratislava. With the term drug users we intend
“problem drug users” according to the definition of EMCDDA: “Problem drug
use is defined as injecting drug use or long-duration/regular use of opioids, co-
caine and/or amphetamines”. Taking into account the fact that at the moment
other substances are mostly used among the selected target group, also people
that use benzodiazepines will be considered eligible for the project.

Migrants are defined as first generation migrants independent of their na-
tionality, including both illegal and legal migrants. 

Inclusion criteria

Participants will be eligible for screening when they meet all of the follow-
ing criteria:

– Problem DUs, clients of the low-threshold facilities managed by the leader
and partner organizations. 

– Being over 18 years of age.

Guide Manual on HIV and TB Testing in low-threshold services

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:40  Pagina 72



– Able to understand the study goal, purpose and procedures involved.
– Having given their informed consent.

Exclusion criteria

Participants will be excluded from screening when one of the following ap-
plies:

– Being under 18 years of age.
– Not understanding the study’s purpose and procedures and therefore un-

able to give informed consent (because under the effects of drugs or for lan-
guage barriers).

– HIV positive (only for HIV rapid test).
– Being tested for HIV in the last 3 months.

4.1 Recruitment

The selected groups will be recruited among drug users and migrant drug
users attending low-threshold services (drop-in centres, needle-exchange
points, street units) managed by the partner organizations in the above men-
tioned four European cities.

The clients of these services will be firstly approached by the outreach and
social workers, who will offer them the possibility to be tested for HIV and TB.
The selection and approach of the target groups will be completely random. 

All the people approached, including both those willing and those unwilling
to participate at the testing, will be recorded in a Response Monitoring Form
which will include the gender, age, country of origin and reason for refusal.

Those accepting to be tested will be asked to give the Informed Consent
(written or verbal, according to national rules), after having read the Informa-
tive leaflets on HIV and TB with clear explanation of the procedure for testing
and the respect of anonymity and confidentiality.

If they are unable to understand the consent form and the objectives of the
intervention, they will be excluded by the study. 

4.2 Sample size

Each partner organization will conduct from 700 to 1.000 HIV tests and 1.000
TB screening/tests. This number has been estimated according to the time re-
quired for conducting pre and post counselling and test uptake (around 20-25
HIV tests and 20-25 TB tests per week, for an average total number of 1000
tests per year). 

The indicated sample size is intended as contacts and not as single individ-
uals, because participants with high risk behaviours for HIV may be re-tested
after 3 months. This means that the number of individuals being tested will
range from a minimum of 250 to a maximum of 1000 per each city.

5. STUDY PROCEDURES AND ASSESSMENT

5.1 Data definition

Data that need to be collected within the project serve to give a baseline
measurement which can be compared with a post-intervention measurement
and show behavioural change and changes in experiences among the target
groups.

The data collected will be both quantitative and qualitative.

Quantitative

– number of people tested for HIV and TB, 
– number of HIV and TB positive cases detected, 
– number of early infections detected, 
– number of positive persons receiving treatment after testing, 
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Qualitative

– experienced access to HIV and TB testing, 
– experienced access to confirmatory diagnosis and treatment of HIV and TB, 
– experienced effectiveness of outreach based HIV and TB testing, rate of

use of safe lifestyles and preventive measures regarding HIV and TB.

Main Outcome measures

– Number of PDUs and migrant DUs tested for HIV and TB once or more in
the last year and proportion of notified TB and HIV cases among those un-
aware.

– Proportion of HIV and TB positive individuals receiving treatment and care
for these two diseases.

– Percentage of PDUs and migrant DUs among those eligible who adopt
safer lifestyles and HIV and TB preventive measures.

– Assessment of key determinants of late presentation for testing and care
and the ones of timely diagnosis and entry into care for these two risk groups.

5.2 Data collection

At the beginning of the intervention, demographical, epidemiological and
clinical data on the target groups will be collected, in order to have a basic
overview of local characteristics of target groups and services available in all
the cities involved in the project. 

This data will be collected through: 

– review of official epidemiological data on drug use, HIV and TB infection; 
– interviews with selected experts/key-informants; 
– focus groups with target group members. 

Before the start of the intervention, 2 focus groups with target group mem-
bers will be conducted in each of the participating countries, in order to collect
baseline information on risk behaviours for HIV and TB, testing behaviours, ac-
cess to testing, care and treatment. At the end of the intervention, other 2 focus
groups will be conducted in each city, and the information collected represent
the post-intervention measurement to be compared with the baseline one. 

During the implementation phase, additional demographical, epidemiolog-
ical and behavioural data on the target groups will be collected through a ques-
tionnaire, that will be administered to the people tested while waiting for the
test results or after the screening. 

This data include information about lifestyles, risk behaviours, health con-
ditions, history of HIV and TB testing, access to health-care services, as well as
personal data such as education level, relationship status, employment, housing
condition.

In case all participants take only one test per year, 4.000 questionnaires will
be collected. However, if a large part of participants gets retested within the
project, the number of collected data files will decrease. 

5.3 Data handling 

Each client will be recorded with a personal barcode, which will be indicated
on the following items: 

1) Informed consent form.
2) Questionnaire for data collection.
3) HIV rapid test.
4) Clinical screening form/ Container for sputum sample.
5) Referral paper for the clinical centre, in case of reactive test result.

Moreover, each individual will be registered manually on a separate file with
a personal code (for example name/nickname and date of birth), according to
the coding system normally used by each organization. This will allow clients to
know their own codes and will facilitate the identification of those individuals
who may lost their barcode, since the result of sputum smear is not immediate.
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All data of the persons enrolled in the project will be stored anonymously
in a structured database using a single entry.

Data on actual attendance to clinical centres by patients referred there by
the participating organizations will be collected by the clinical centres. For those
found HIV positive by rapid test, data on confirmatory testing, clinical evalua-
tion and laboratory evaluation (CD4 cells count and HIV RNA) will be collected. 

For those found positive at TB symptoms screening, data on results of spu-
tum laboratory examination and final diagnosis will be collected. 

6. ETHICAL CONSIDERATIONS

A number of organizational procedures will be followed to ensure the re-
spect of privacy, confidentiality, and security during collection, storage, use, dis-
semination, and disposal of personal identified data and other information,
according to the main international guidelines. 

The testing will be conducted only after obtaining informed consent of sub-
jects, in line with the national legislation of all participating countries and with
the UNAIDS/WHO Policy statement on HIV testing. Informed consent will be
given individually, in presence of a trained health care provider (WHO Guidance
on provider-initiated HIV testing and counselling in health facilities). 

The questionnaires and the tests will be identified with a barcode, in order
to respect anonymity. The informed consent forms and the questionnaires will
be accurately stored in the offices of each partner organization.

Moreover, for ensuring the respect of all ethical and privacy protection prin-
ciples, each partner organization will ask for the approval of the ethical com-
mittee of its own country, according to the legislation and procedures in force
in each country.  

7. PROJECT MANAGEMENT

The organization involved in the project are Villa Maraini Foundation
(Rome), Gruppo Abele (Turin), Foundation Regenboog Groep (Amsterdam),
SANANIM (Prague), Odyseus (Bratislava).

Except the Foundation Regenboog Groep, which will be in charge of the
overall project evaluation and assessment of the outcomes of the intervention,
all the listed organizations will conduct the HIV and TB testing among DUs and
migrant DUs in low-threshold services.

Moreover, each organization will involve in the project as collaborating part-
ner the following clinical institute for treatment and care of infectious diseases: 

– National Institute of infectious diseases “Lazzaro Spallanzani” in Rome.
– Hospital for infectious diseases “Amedeo di Savoia” in Turin. 
– Klinika infektologie a geografickej mediciny FNsP Bratislava a LF UK in Bra-

tislava.
– AIDS centrum FN Bulovka and Azylové centrum Ceské spolecnosti AIDS

pomoc in Prague and specific health facility specialized in TB screening.

These institutes will act as the clinical reference centres of the project, pro-
viding all required examinations and treatment for HIV and TB to those indi-
viduals referred there by the partner organizations. 

The overall project coordination will be conducted by the administrative
staff that Villa Maraini will enrol in the project: the project coordinator, the ad-
ministrative assistant and the financial manager. 

Moreover, during the Kick-off Meeting a Steering Committee with repre-
sentatives of all the partners will be set up. This Committee will be responsible
for ensuring coordination among all the organizations involved and respect of
tasks and obligations of each partners, as defined in the Working Plan.

The coordination activities among the project leader and the partners will
be constant, through regular exchange of email, telephone calls, fax. 

Moreover, the partners will have the possibility to meet and discuss project
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issues during all the meetings which will be organized within the project: Kick-
off Meeting, 1st and 2nd Workshop on HIV/TB testing, 1st and 2nd Experience-
Sharing Meeting, Final Conference.

All the methods and tools to be used for the study will be jointly developed
by all the organizations during these project meetings.

In addition to this, in order for the main partner to better coordinate all the
project activities, every three months each partner will submit to Villa Maraini
and FRG (the partner organization in charge of the evaluation) a technical re-
port of the implemented activities and a financial statement of incurred ex-
penses. These reports will serve to identify possible problems and jointly find
corrective action. 
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The questionnaire for data collection
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Personal code 

A01      �� �� �� for Rome: from RM0001 to RM1000
           for Turin: from TO0001 to TO1000
           for Praga from: CZ0001 to CZ1000
            for Bratislava from: SK0001 to SK1000

A. Recruitment 

A02 Date of interview �� �� 20 ��
day month year

A03      Initials and signature of interviewer ���……………………………….

A04      Place of recruitment
              1         on the street/ open air (outreach worker)
              2         mobile unit for syringe exchange
              3         drop-in center for DU
              4         other (specify) ……………………………..
              99       not known

A05     City of implementation
               1        Roma
               2        Torino
               3        Praha
               4        Bratislava

B. Demography

B01      What is your gender/ sex? (question not always necessary to ask)
              1         man
              2         woman
              3         transsexual / transgender 

B02a    What is your month and year of birth? 

             ��     ����
              day        month

            In case respondent does not know, ask him/her to estimate year of birth don’t know= 99, refuse = 88

B02b    Interviewer: Participant is sure about this, or is it an estimation?
              1.        sure
              2.        estimation

B03      In which city do you currently live?
              1         Prague/ Bratislava/ Rome/ Turin
              2         other (say where)……………………….

    88       refusal
    99       don’t know

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:40  Pagina 77



78

B04      Which housing situation best describes yours (in the last 12 months, most of the time)? 
              1         stable accommodation (owning, renting or staying with family/ friends for unrestricted time)
              2         unstable accommodation (living in a hostel/shelter without a steady address, or on the streets)
              3         in institutions (prison, clinic)
              4         other, specify: ………………………………………………..
              88       refusal
              99       don’t know

B05      Have you been homeless in the last 12 months, that means: staying on the streets or in a hostel without
a steady address for one week or longer?

              1         No
              2         Yes
              88       refusal
              99       don’t know

B06      With whom are you living (most of the time), at the moment?
              1         alone 
              2         with parents
              3         with child(ren) alone
              4         with partner alone
              5         with partner and child(ren)
              6         with friends
              7         other, specify: ………………………………………………
              88       refusal
              99       don’t know

B07      In what country were you born? 
              1         CR/ Slovakia/ Italy  go to question B10
              2         Other, say where (country):
              88       refusal
              99       don’t know

B08      How long have you been living in CR/ Slovakia/ Italy?

�� years 

            if shorter than 6 months, answer is 0

B09      Do you have all the necessary documents and papers to live and work/study in this country?
              1         No
              2         Yes
              88       refusal
              99       don’t know

B10      Are there any specific ethnic groups that you feel you belong to? [e.g., Roma, Sinti?]
              1         No
              2         Yes, specify: ………………………………….
              88       refusal
              99       don’t know

B11      What is the highest level of education that you completed?
              1         never went to school/ never completed primary school 
              2         primary level of education 
              3         secondary level of education
              4         higher education 
              5         other, specify: ……………………………….
              88       refusal
              99       don’t know

B12      What is your current job status?
              1         regular employment 

Guide Manual on HIV and TB Testing in low-threshold services

imp. 21x29,7 9_11CORRETTO:Layout 1  15/11/12  14:40  Pagina 78



79

Guide Manual on HIV and TB Testing in low-threshold services

              2         pupil/ student
              3         economically inactive (pensioners/ housewives, -men/ invalids) 
              4         unemployed
              5         undeclared/unofficial work
              6         other, specify:…………………………………
              88       refusal
              99       don’t know

C. Drugs

C01      How old were you when you started using drugs - we are talking about injecting drug use or regular
            use of opioids, cocaine, amphetamines and/or benzodiazepines. Regularly means 1 day per week or

more. 

            �� years old don’t know = 99, refuse = 88
            never used regularly = 00

            note for translator/ programmer: order C02-C04 changed, also the reference ‘go to question…’has
changed

C02      Have you injected in the last 4 weeks?
            Persist with questioning, watch out for socially acceptable answers.
              1         no
              2         yes   go to question C05
              88       refusal
              99       don’t know

C03      Have you injected in the last 12 months? 
              1         no 
              2         yes   go to question C05
              88       refusal
              99       don’t know

C04      Have you ever injected drugs?
              1         no 
              2         yes
              88       refusal
              99       don’t know

C05a    What drugs have you used in the last 4 weeks? 
            Read out all options. More than one option is possible.

C05b Which drugs you just mentioned have you also injected in the last 4 weeks?
            Persist with questioning about injecting because of the possibility of lying or giving socially acceptable

answers.

             C05a       C05b
             Used     Injected
               01           �01            heroin alone (if in fact Fentanyl, put under 6)
               �02           �02            cocaine alone
               �03           �03            heroin and cocaine together 
               �04           �04            heroin and metamphetamines (pervitin) together
               �05           �05            refined coke (freebase, crack, etc. if refined at home, put under 2 not here)
               �06           06            Fentanyl (‘fake’ heroin)
               �07           �07            methadone 
               �08           �08            buprenorphine (subutex/ subuxon)
               �09           �09            other opiates (palfium, morphine, opium, burgadin, etc.)
               �10           �10            amphetamines (speed)
               �11           �11            methamphetamines (pervitin)
               �12           �12            benzodiazepines
               �13           �13            ecstasy
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               �14           �14            ketamine 
               15           �15            GHB/GBL
               �16           �16            ‘pills’, please specify:...........................................
               �17           �17            cannabis (hashish / marihuana)
               �18           �18            alcohol (‘using alcohol’ = more than 4 glasses per day)
               �19           �19            other substance, please specify:...........................................

NOTE for translator/ programmer: numbers have changed

If respondent has NOT ever injected (C04=1)  go to section D

C06      Have you ever injected with a used syringe or needle from someone else?
            Persist with questioning, watch out for socially acceptable answers.

              1         no   go to C10
              2         yes
              88       refusal  go to C10
              99       don’t know  go to C10

C07      With what frequency did you inject with a used syringe or needle from someone else, in the last 12
months?

              1         never
              2         occasionally
              3         about half the time
              4         mostly
              5         always
              88       refusal
              99       don’t know

C08      Have you injected with a used syringe or needle from someone else, in the last four weeks?
              1         no
              2         yes
              88       refusal
              99       don’t know

C09      Thinking about the last time you borrowed a used syringe or needle, what was the most important
reason?

            Do not read out! Keep asking, but only one answer possible. If respondent says: ‘I did not have a clean
one’, ask further: ‘What was the reason that you did not have a clean one, or could not get a clean
one?’ Tick the most appropriate answer.

              1         too far from needle exchange / machine 
              2         needle exchange not open 
              3         needle exchange machine broken 
              4         someone else did the shot for me 
              5         unplanned shot, so no syringes available 
              6         withdrawal symptoms (ill) so wanted to inject as quickly as possible
              7         I didn’t care (indifference)
              8         sharing with partner
              9         other (give details)  ……………………………..
              88       refusal
              99       don’t know

C10      Have you ever borrowed any cotton, wool, filter, spoon, flushing water or other items that had been
used by someone else?

              1         no   go to section D
              2         yes
              88       refusal  go to section D
              99       don’t know  go to section D
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C11      Have you borrowed any cotton, wool, filter, spoon, flushing water or other items that had been used
by someone else, in the last four weeks?

              1         no
              2         yes
              88       refusal
              99       don’t know

D. Prison

D01      Have you ever been in prison? (Do not include police cells or ‘migrant identification centres’, but do
            include all other forms of detention, such as pre-trial detention, prison, etc)
              1         no   go to section E
              2         yes
              88       refusal  go to section E
              99       don’t know  go to section E

            Now I’d like to ask you some questions about your time in prison.

D02      Since you started using, how often have you been in prison? (Don’t count police cells.)

            �� times don’t know = 999; refuse = 888
            never = 0

D03      Have you ever injected drugs in prison? 
              1         no
              2         yes
              88       refusal
              99       don’t know

D04      The last time you were in prison, how many people were with you in the cell? (at the most)
            This is to assess risk for TB. In case the cell was in some periods shared and in some periods not shared,

do not write 0, even if this was mostly the case. Choose the maximum amount of people that he/she
shared a cell with. If not sure, estimate.

            �� persons

E. Sexual partners

I’m now going to ask you some questions on the sexual partners you’ve had. 
– The questions might be private so please let me know if you feel uncomfortable discussing this with me. As

I said before, what you tell me, will remain within these 4 walls (so to speak). I hope that you understand
that we need to ask these questions, to assess some kind of risk behaviours. If you really do not wish to an-
swer, you can always refuse to answer a question. 

– All the questions in this section concern the last 12 months.
– With sexual intercourse or sex we mean vaginal or anal intercourse only (no oral sex or handjobs). 
– NTERVIEWER: you may say either ‘sex’ or ‘sexual intercourse’, as you prefer. The vaginal/anal part does not

have to be mentioned, unless participant has forgotten. The ‘last 12 months’ part is often forgotten, so keep
reminding the participant if necessary.

E01      Have you had any sexual intercourse in the last 12 months?
              1         no   go to section F
              2         yes
              88       refusal  go to section F
              99       don’t know

E02      Now we will ask you some questions about sex with one or more stable partners in the last 12 months.
Have you had sexual intercourse with one or more stable sexual partner in this period?

            (do not include casual partners or sex in change for money, drugs or other benefits)
              1         no   go to question E05
              2         yes
              88       refusal  go to question E05
              99       don’t know  go to question E05
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E03      How often did you and your stable partner(s) use a condom during sex (in the last 12 months)?
            (do not include casual partners or sex in change for money, drugs or other benefits)
              1         never
              2         occasionally
              3         about half the time
              4         mostly
              5         always
              88       refusal
              99       don’t know

E04      To your knowledge has/have this/these stable partner (s) ever injected drugs? (not only last 12 months!)
            (do not include sex in change for money, drugs or other benefits)
              1         no 
              2         yes
              88       refusal
              99       don’t know

E05      Now we will ask you some questions about sex with casual sexual partners. Have you had sexual in-
tercourse with one or more casual sexual partners in the last 12 months?

            (do not include sex in change for money, drugs or other benefits)
              1         no   go to question E09
              2         yes
              88       refusal  go to question E09
              99       don’t know  go to question E09

E06      With how many casual partners have you had sexual intercourse in the last 12 months?
            (do not include sex in change for money, drugs or other benefits)

            �� people don’t know = 999; refuse = 888
            none  = 0

E07      How often did you and your casual partner(s) use a condom during sex in the last 12 months?
            (do not include sex in change for money, drugs or other benefits)
              1         never
              2         occasionally
              3         about half the time
              4         mostly
              5         always
              88       refusal
              99       don’t know

E08      To your knowledge has your casual partner(s) ever injected drugs?
            (not only last 12 months!)
              1         no 
              2         yes
              88       refusal
              99       don’t know

E09      During the last 12 months have you had sexual intercourse with people who paid you with money,
drugs or other benefits for the sex (‘clients’)? 

              1         no  go to question E12
              2         yes
              88       refusal  go to question E12
              99       don’t know  go to question E12

E10      With how many ‘clients’ have you had sexual intercourse in the last 12 months? 

              E10a)       ���      Sexual contacts 
                                                             don’t know = 999; refuse = 888
              E10b)                                     none = 0
              1              per week
              2              per month
              3              for the whole year
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E11      How often did you use condoms during sexual intercourse with these ‘clients’ in the last 12 months?
(Take the average for all clients). Persist with questioning because of the risk of socially acceptable an-
swers!

              1         never
              2         occasionally
              3         about half the time
              4         mostly
              5         always
              88       refusal
              99       don’t know

E12      During the last 12 months, have you paid with money, drugs or other benefits for sexual intercourse
with people?

            (This means that you were the client)

              1         no   go to question E15
              2         yes
              88       refusal  go to question E15
              99       don’t know  go to question E15

E13      How many people in the last 12 months did you pay to have sexual intercourse with you?
            (This means that you were the client)

              E13a)       ���      Sexual contacts 
                                                             don’t know = 999; refuse = 888
              E13b)                                     none = 0
              1              per week
              2              per month
              3              for the whole year

E14      How often did you use condoms during these types of sexual contacts in the last 12 months?
(Take the average for all contacts with sex workers)

              1         never
              2         occasionally
              3         about half the time
              4         mostly
              5         always
              88       refusal
              99       don’t know

E15      Have you been diagnosed with sexually transmitted diseases (STD’s) like syphilis, gonorrhea, herpes,
chlamydia, genital warts or any other sexually transmitted infections in the past 12 months?

              1         no
              2         yes
              88       refusal
              99       don’t know

F. HIV testing

F01      Have you ever done an HIV test?

              1         no   go to question F04
              2         yes
              88       refusal  go to question F04
              99       don’t know  go to question F04

F02       When did you last have a HIV test? (try to estimate at least the year if uncertain date)

             ��     ���� don’t know = 9999; refuse = 8888
           month        year
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F03       What was the result of that test? 
            (If several tests, give result of the last one)

              1         negative
              2         positive
              3         I never got the result
              88       refusal
              99       don’t know

Go to section G if participant has been tested for HIV before. 
Only complete remainder of section F if F01=1, 88 or 99 (not been tested)

F04       Have you ever been offered an HIV Test before (and not taken it)?

              1         no  go to Question F06
              2         yes
              88       refusa  go to Question F06
              99       don’t know  go to Question F06

F05       If yes, by which organisation?

              1        public health service, specify……………………….
              2         service for drug users, specify……………………..
              3         other service, specify: ……………………………
              88       refusal
              99       don’t know

F06       You have never been tested for HIV before. What was the reason for this or what were the reasons for
this?

            IMPORTANT!! DO NOT READ OUT options, but let respondent explain, and tick the most appropriate
answer(s). Do NOT mention possible reasons, but ask ‘anything else?’

            (more than 1 answer possible)

�              1         I don’t think I am infected
�              2         I’m afraid to do the test, because I could be infected
              3         I don’t feel comfortable to go to the clinic, because I use drugs
              4         I don’t feel comfortable to go to the clinic, because I am (undocumented) migrant
�              5         I don’t feel comfortable to go to the clinic, because I am doing illegal things (other than DU)
�              6         I have no health insurance
�              7         It is not something that I think of, I have other priorities (e.g. getting drugs)
              8         I always wanted to get a test, but never got round to it
�              9         It is too much of a hassle 
�              10       other (specify).............................................

F07       What made you decide to have the test now?
            IMPORTANT!! Do not read out options, but let respondent explain, and tick the most appropriate 

answer(s). Do NOT mention possible reasons, but ask ‘anything else?’
            (more than 1 answer possible)

�              1         The test was offered to me, I did not have to go after it myself
�              2         The test is free of charge (even if I don’t have health insurance)
�              3         I will receive a reward for taking part in the study
�              4         The results will be given immediately, I do not have to come back
�              5         I am not really interested in the HIV test, more in the TB test
�              6         I think I could be infected
�              7         I feel more comfortable to do the test in this (familiar) setting
�              8         I feel more comfortable to have the test here, because the fact that I use drugs is not a problem
�              9         I feel more comfortable to have the test here, because the fact that I am (undocumented) mi-

grant is not a problem  
�              10       I feel more comfortable to have the test here, because the fact that I am doing illegal things

(other than DU) is not a problem 
            �  11       other (specify).............................................
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G. TB testing

These questions are about the TB test.

G01      Have you ever been vaccinated for TB?
            Make sure that participant does not confuse vaccination with Mantoux skin test
              1         no
              2         yes
              88       refusal
              99       don’t know

G02      Have you ever been tested for TB?
              1         no  go to Question G06
              2         yes
              88       refusal  go to Question G06
              99       don’t know  go to Question G06

G03      When did you last have a TB test? (try to estimate at least the year if uncertain date)

             ��     ���� don’t know = 9999; refuse = 8888
           month        year

G04      Which kind of test or tests did you have? If necessary, explain testing methods
            (more than one answer possible)
              �1        thorax (chest x-ray)
              �2        sputum
              �3        skin test (mantoux)
              �4        blood test
              �5        other (specify):…………………………….
              �88      refusal
              �99      don’t know

G05      What was the result of the test or tests? 
            (If several tests, give result of the last one)
              1         negative
              2         positive
              3        I never got the result
              88       refusal
              99       don’t know

Go to section H if participant has been tested for TB before. 
Only complete remainder of section G if G02=1, 88 or 99 (not been tested)

G06 Have you ever been offered a TB Test before? 
              1         no  go to Question G08
              2         yes
              88       refusal  go to Question G08
              99       don’t know  go to Question G08

G07 If yes, by which organisation?
              1        public health service, specify….
              2        service for drug users, specify….
              3         other service, specify: ……………………………
              88       refusal
              99       don’t know

G08      You have never been tested for TB before. What was the reason for this or what were the reasons for this?
            IMPORTANT!! Do not read out options, but let respondent explain, and tick the most appropriate an-

swer(s). Do NOT mention possible reasons, but ask ‘anything else?’
            (more than 1 answer possible)
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�              1         I don’t think I am infected
�              2         I’m afraid to do the test, because I could be infected
�              3         I don’t feel comfortable to go to the clinic, because I use drugs
�              4         I don’t feel comfortable to go to the clinic, because I am (undocumented) migrant
�              5         I don’t feel comfortable to go to the clinic, because I am doing illegal things (other than DU)
�              6         I have no health insurance
�              7         It is not something that I think of, I have other priorities (e.g. getting drugs)
              �8        I always wanted to get a test, but never got round to it
�              9         It is too much of a hassle 
�              10       other (specify).............................................

G09      What made you decide to have the test now?
            IMPORTANT!! Do not read out options, but let respondent explain, and tick the most appropriate an-

swer(s). Do NOT mention possible reasons, but ask ‘anything else?’
            (more than 1 answer possible)
�              1         The test was offered to me, I did not have to go after it myself
�              2         The test is free of charge (even if I don’t have health insurance)
�              3         I will receive a reward for taking part in the study
�              4         The results will be given immediately, I do not have to come back
�              5         I am not really interested in the TB test, more in the HIV test
�              6         I think I could be infected
�              7         I feel more comfortable to do the test in this (familiar) setting
�              8         I feel more comfortable to have the test here, because the fact that I use drugs is not a problem
�              9         I feel more comfortable to have the test here, because the fact that I am (undocumented) mi-

grant is not a problem  
�              10       I feel more comfortable to have the test here, because the fact that I am doing illegal things

(other than DU) is not a problem 
�              11       other (specify).............................................

H. Remarks

H01      Would you like to add any remarks or additional information that might be relevant to this study?
              1         No
              1         Yes, specify:
                         ..............................................................................................................................................................
                         ..............................................................................................................................................................

Thank you for taking part!

I. Remarks interviewer

I01       Would you as an interviewer like to add any remarks that might be relevant for the interpretation of
this respondents information?

              1         No
              2         Yes, specify:
                         ..............................................................................................................................................................
                         ..............................................................................................................................................................
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Mobile units in Rome

Blood collection by finger stick HIV rapid test 

Adding of chase buffer Waiting for test results
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