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INTRODUCTION

This report presents the results of Phase 2 afidystonducted in the context of the project
'Mental Health Care of People Living with HIV/AID@VAIDS). The study was carried out
in 10 Central and Eastern European EU countriedgaBia, Czech Republic, Estonia,
Hungary, Latvia, Lithuania, Poland, Romania, Slozsaknd Slovenia. The study was a
continuation of the first phase of the researchgatpwhich was aimed at the identification of
the needs and barriers in the area of mental heatthfor people living with HIV/AIDS, as
well as the provision of a preliminary assessmdnthe system of mental health care for
people living with HIV/AIDS in the countries parpating in the project. The aim of the
second phase research study was to provide a fuldseription of mental health care for
people living with HIV/AIDS, based on a questiomeastudy conducted in care-giving

institutions and organisations identified in thestfiphase of the study.
Aims:

The objectives of the second phase of the study werndentify mental health services in
facilities providing care for people living with MIAIDS and to provide a description of
different aspects of the functioning of individdactilities in the countries participating in the
project. It included structural and organisatioisalies related to the services provided, such
as accessibility and scope. There was a speciahasigpon mental health components in care
and employment of mental health professionals.c8iral and organisational issues also
included financing and co-operation with other itagions. All these aspects are recognised
as having a substantial impact on the accessillitg quality of mental health care. The
identification and description of available sergcallowed for the provision of a brief
overview of the development of mental health carepeople living with HIV/AIDS in the

different Central and Eastern European countriescgzating in the project.
Methods and Procedures:

The phase 2 research of the MAIDS project was based questionnaire study. Within a
framework describing legal and financial systemsmail questionnaire The MAIDS
Questionnaire for Services) was elaborated and mailed to care-giving insting. Its scope
included issues related to accessibility of sesviflecation, hours and days of operation),

human resources (staff and its background), ses\poavided, utilisation of services (number
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of clients, and use of different services), co-afien with other services (networking) as well
as financing issues. THdAIDS Questionnaire for Services was developed to be completed
individually by all facilities: institutions, orgaations and others providing health care for
people living with HIV/AIDS in the countries parigating in the study.

Facilities were identified in the 1st phase of titeject and were listed by each country's
project partner in the questionnai@uitline of a Report on Infrastructure and Financing

(questions Al, A2, A3). Institutions and organisafi selected for the study were:
- Centres providing antiretroviral therapy (ARV) amddther treatment after HIV exposure;
- Diagnostic and consultation services providing Hegsting;

- Organizations, institutions and other services liog mental health care and support for
people living with HIV/AIDS.

The questionnaire was sent to the partner cenrésnglish and translated into their country's
language. In the next step, partners were askedritact all identified facilities individually
and present them with information on the study #rel questionnaire to be filled in. The
guestionnaire was developed to be sent by e-mdiltarbe completed individually by the
facilities’ representatives. Sending e-mails seetodok the easiest and most convenient way
to collect the questionnaires. However, the instoacfor partners specified that if more
convenient, questionnaires could be also deliveard collected in different ways, for
example: by fax, post or personally. Questionnatdd also be completed through a phone
or face-to-face interview. The alternative formdithihg in the questionnaire were established
to collect as many questionnaires as possibld)eas tvere many concerns about the response
rate in countries participating in the project. ihorease the response rate, researchers were
asked to contact identified facilities and thejpresentatives as many times as necessary and

to develop with them the most convenient way difhfij in the questionnaire.
Identified facilities and collected questionnaires:

The number of identified facilities, collected qtiesnaires and response rate varied from
country to country. In total, 340 facilities werdentified and 146 questionnaires were
collected (see Table 1.). The overall responsewag43%. The highest response rate and the

highest number of questionnaires collected wereaiobtl in Latvia: 46 questionnaires
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collected from 47 identified facilities (98% resyse rate). Another country with a very high
response rate was Estonia (95%), with 18 questimsecollected from 19 facilities
identified. The lowest response rate was in Romalilaquestionnaires collected out of 74
identified facilities. A low response rate (19-20%)d a low number of questionnaires
collected were also noted in Slovakia (5 questioesafor 26 facilities) and Lithuania (6
guestionnaires for 30 facilities). The lowest humbkquestionnaires collected was noted in
Hungary. Only 3 questionnaires were collected th€ne total number of identified facilities

was also very low in Hungary: only 6, so the resggorate reached 50% there.

Table 1. Number of identified facilities, collectedjuestionnaires and response rate

Country How many fa_c_ilities How many questionnaires Response rate
were identified were collected

Bulgaria 34 11 32%
Czech Republic 12 9 75%
Estonia 19 18 95%
Hungary 6 3 50%
Latvia 47 46 98%
Lithuania 30 6 20%
Poland 80 29 36%
Romania 74 11 15%
Slovakia 26 5 19%
Slovenia 12 8 67%

Total: 340 146 43%

In most countries participating in the project, thejority of the questionnaires were
completed and sent back by the facility’s represtereg (see Table 2.). It total, 97 out of 146
were collected this way (66%). The only exceptioaswlatvia where 30 out of 46
guestionnaires (65%) were collected by phone imervand 7 (15%) by face-to-face
interview. In other countries questionnaires ca#ddoy phone or face-to-face interview were

infrequent.
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Table 2. Method of collecting questionnaires

C_ompleted . thg Total number of
facility’s representative| Phone | Face-to-face . i
(and sent back by e-ma| interview | interview | duestionnaires
fax or other) collected
Bulgaria 11 X* 0 11
Czech Republig 6 1 2 9
Estonia 16 0 2 18
Hungary 1 0 2 3
Latvia 9 30 v 46
Lithuania 5 1 0 5
Poland 26 3 0 29
Romania 10 0 1 11
Slovakia 5 0 0 5
Slovenia 8 0 0 8
Total: 97 35 14 146

*Bulgaria reported 10 questionnaires completed liyne interview but they were not sent to the cowatibn
centre and therefore could not be included inrport

The project partners specified reasons given bylittas which refused to fill in the
guestionnaires. In most countries, among the measans given were lack of time and
personnel and lack of required data. Partners teghdhat many facilities did not provide any
reasons for their refusal or simply did not respoadhe attempts to contact them. Most
partners also reported that in the majority of sasaciliies promised to fill in the
guestionnaire or find time to give a phone intawibut in the end never did, in spite of many

reminder phone calls and e-mails.
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Accessibility of facilities: location and opening burs

Location of facilities:

The number and location of facilities providing\sees for people living with HIV/AIDS is
an important issue, often underlying a problem cafeasibility of mental health care for this
group. Table 3. presents the location of three gypk facilities specified in the study.
Unfortunately, because of the low response ratanany countries, it is impossible to
conclude on the sufficiency of facilities numberdatheir regional distribution within

countries. It is also impossible to make any consparbetween countries.

It general, it can be noted that in all countriesstrfacilities were located in the capital cities
(see Table 3.). For example, in Hungary - all thoedlected questionnaires were from
Budapest. In Poland 45% of facilities which comgdethe questionnaire were located in the
capital city, in Romania and the Czech Republis filgure was 55%. There were also more
diverse types of facilities operating in countriegipitals, usually including all three types
specified in the study. It has to be noted thaaalify could be included in more than one
category, and this is why the total number of faes in one location does not always equal

the sum of facilities from different category tyg@evided in a given location.

It has to be stressed that in a number of particigacountries, inhabitants of capital cities
constituted substantial proportion of their totalpplations. Moreover, prevalence of drug

abuse in capital cities is usually much higher thational averages.

In Latvia, where the response rate (98%) and nurobewllected questionnaires was the
highest, 46 facilities for people living with HIVIRS which sent back the questionnaire were
located in 21 cities and towns covering all regiohd.atvia. It was noted that 24% of these
facilities were located in the capital city Riga.BEstonia, the second country with a very high
response rate (95%), there were 18 facilities gmtah 7 cities and towns; 44% of these

facilities were located in the capital city - Tabi.
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Table 3. Type of facilities providing services fopeople living with HIV AIDS and their location in
countries participating in the project.

Country

Location (city/town)

Type of facility, institutions/organisations proind:

ARV or other
treatment after
HIV exposure

Diagnostic and
consultation ser-
vices: HIV testing

Mental health
care and suppo
for PLHA

Total
number of
rtfacilities in
location

Bulgaria

Blagoevgrad

Burgas

Pernik

Sofia

Varna

Veliko Turnovo

Vidin

Vratsa

olPlolk |k lolalas

||k (kWO O |0

N N

Total

1

o

=
=

Czech Republic

Brno

=N

Ceske Budejovice

Plzen

Prague

Total

Estonia

Kohtla-Jarve

Narva

Paernu

Paide

Tallinn

Tapa

Tartu

N | [0 [P |k [WI[N]|O |0 |~ (kN

Total

1

[ee]

Hungary

Budapest

Total

Latvia

(cont. on the next
page)

Bauska

Cesis

Daugavpils

Dobele

Jekabpils

Jelgava

Jurmala

Kekava

Kuldiga

Liepaja

Ogre

Olaine

Rezekne

ok Prlpll ool PPl loRPlolale P

NN P W WININIINIINEFEIINFPFPIWWw

Riga

[
=

Salaspils

o |

o (N |k OOk OO0 |0 C|F (P (kP |OCININ|O|F | IN|F|IFP (P IFPIWIN |O (O |-

= 01 (PP |OFRPIIN|IFP|IP[PO|IO|kP OOV |O|O |01 |O|O |k |O|jlW|Ww|OC|O|O|O|O |0 |O |k |d|F |k |k

=




A

Table 3. Continuation

Mental Health and HIV/AIDS

Country

Location

ARV or other
treatment after
HIV exposure

Diagnostic and
consultation ser-
vices: HIV testing

Mental health
care and support
for PLHA

Total

(cont. Latvia)

Saldus

Talsi

Tukums

Valmiera

Ventspils

Vienibas

Pl e s [

O |O|O|N |O |Oo

R ININ W

Total

20

[
~

N
o

Lithuania

Alytus

o

Kaunas

Kedainiai

Vilnius

Total

Poland

Bialystok

Chorzéw

Cztuchéw

Gdaisk

Gorzow Wielkopolski

mOOOANHOI—\

Jelenia Goéra

Kielce

Krakow

£ 6dz

Pozna

Stupsk

Szczecin

~lol”|© |~ |o

Rl RN Rkl |w ]~ |~ |-

Warszawa

N

(=Y
w

Wroctaw

N

Zgorzelec

O IN |W |k |k |O|O |0 |F |F |k |k |O|l0|0|0 |O |O |O |O (O |0 |- |k |Jo |o |o

P |O N |O |0 |k |k |O |0 |0 |0 |k |kIPrFk|jo W |- |O |-

=

Total

[E=Y
w

'—\
N

N
©

Romania

Bucuresti

Cluj

N |O

lasi

Targu Mures

Total

N

11

Slovakia

Bratislava

Liptovsky Mikulas

Total

Slovenia

Celje

o |” ol

RSk o [N o]k |o

O |k |O |k |O |O|IN |- |

Y R EEES
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Kranj

Ljubljana
Total 0

Accessibility: Working time and operating hours

Facilities’ operating days and hours determinerthecessibility for patients and clients. The
important issue here is not only how long they epen, but also arrangements related to
working time flexibility which makes it possible tese services outside usual working hours.
Such arrangements allow patients and clients tothmseservices without interference with

their professional tasks and other everyday aw#/itThis aspect is especially important for
people living with HIV/AIDS.

Table 4. presents reported opening days and hibgtsows how many days and hours a week
facilities are open. Table 5. shows the accessibilf facilities outside usual working days

and hours: on weekends (Saturdays or Sundayshahe evening (after 18:00).

Table 4. Operating hours: opening days and hours week

No How many days a week is facility ope How many hours a week is facility open?

country |data

less than 5| 5 days a wee| more then § |ess than 1§ from 16 to 30| from 31 to 45 more then 45
Bulgaria 0 0 100% 0 0 9% 82% 9%
Czech ) 0 22% 67% 11% 22% 11% 44% 22%
Republic
Estonia 67% 0 22% 11% 0 6% 17% 11%
Hungary 0 1 (33%) 2 (67%) 0 2 (67%) 0 1 (33%) 0
Latvia 9% 9% 61% 22% 9% 37% 35% 11%
Lithuania | 17% 0 67% 17% 0 17% 33% 33%
Poland 7% 38% 24% 31% 34% 21% 10% 28%
Romania 0 0 73% 27% 0 0 55% 45%
Slovakia 0 1 (20%) 3 (60%) 1 (20%) 60% 1 (20%) 0 (20%)
Slovenia 0 25% 63% 13% 25% 50% 13% 13%

Total: | 13% 14% 53% 19% 16% 22% 31% 18%

11
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In most countries, more than half of the facilitiggich completed the questionnaires were
open 5 days a week (see Table 4.). The exception ibePoland, where only a quarter of
facilities were open 5 days a week, while about 408te open less than 5 days a week and
30% more than 5 days a week. In Estonia, 67% olitfas did not provide information on
opening hours, therefore it is difficult to formyaconclusions on operating hours of facilities
there. In Bulgaria, all the facilities which comigé the questionnaire were open 5 days a
week. Facilities open 5 days a week are usuallydgem Monday to Friday. And this is the
case in Bulgaria, were all facilities reported t® dpen 5 days a week and none to be open

during the weekend (see Table 5).

The highest percentages of facilities reportede@ppen more than 5 days a week were found
in Poland (31%) and Romania (27%) (see Table 4larfel also had the highest percentage of
facilities which reported to be open less than ysdaweek (38%). In two countries: Bulgaria
and Hungary, no facilities reported to be open nmbam 5 days a week. And in 3 countries:
Bulgaria, Lithuania and Romania, no facilities repd to be open less than 5 days a week. In

the same countries, no facilities reported to bendpss than 15 hours a week.

The highest number of opening hours a week wagtegpby facilities in Romania (see Table

4.). 45% of them reported to be open more thanotbsha week and the rest of them stated
being open no less than 31 hours. In Bulgaria, 82%acilities reported to be open between

31 and 45 hours a week. The highest numbers diti@eiwhich reported to be open less than
15 hours a week were seen in Slovakia (60%) ananddl34%).

12
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Table. 5. Accessibility outside usual opening daysd hours: facilities open
on weekends and in the evening

no Is facility open:
Country data on weekends in the evening ?
(Saturday or Sunday| (after 18:00)

Bulgaria 0 0 18%
Czech Republic 0 11% 22%
Estonia 67% 17% 28%
Hungary 0 0 1 (33%)
Latvia 9% 22% n/a
Lithuania 17% 17% 17%
Poland 7% 31% 66%
Romania 9% 18% 36%
Slovakia 0 1 (20%) 1 (20%)
Slovenia 0 25% 25%

Total: | 14% 20% 29%

In relation to opening time flexibility, it can bted that accessibility outside usual working
hours is not very high in any country (see Table B total, 20% of the facilities which
completed the questionnaire reported being opemglany day of the weekend, and 29% in
the evening. The highest percentage of facilitgsnooutside usual working hours was seen in
Poland: 31% of facilities reported to be open orkemnds and 66% after 18:00. In Romania
there was quite a high percentage of facilitiesnoipethe evening: 36%. In other countries,
the number of facilities reporting to operate adgsusual working hours was rather low.
Facilities from Latvia and 67% of facilities fronstnia did not specify their opening hours

in the evening.
Mental health care personnel

Part two of the questionnaire was related to mamalth specialists employed by facilities
providing care for people living with HIV/AIDS. Fdites were asked to specify the

background of their personnel working in the aréanental health care. Table 6. presents
numbers and percentages of facilities employingtatdrealth specialists. Table 7. presents
the numbers and percentages of facilities emplogthgr specialists (from the area of general

health care and social assistance) who work withes related to mental health care.

13
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Table 6. Personnel of mental health care in faciiiégs: mental health specialists

numbers and percentages of facilities employingp¥ihg specialists in relation to mental healthecar

country: PEIE LS PEEEENTE M ppsf/)(/:(r:]r(])ct)rlloe?:;i/st therg\sgit(/:;iggcialist thS(Sr(:Si-st
Bulgaria 1 (9%) 1 (9%) 3 (27%) 3 (27%) 1 (9%)
Czech Republic 5 (56%) 3 (33%) 3 (33%) 0 2 (22%
Estonia 3 (17%) 2 (11%) 8 (44%) 1 (6%) 0
Hungary 0 0 0 0 0
Latvia 1 (2%) 7 (15%) 16 (35%) 1(2%) 2 (4%
Lithuania 2 (33%) 2 (33%) 2 (33%) 1 (17%) 1 (179%)
Poland 11 (38%) 1 (3%) 17 (59%) 14 (48%) 1 (3%
Romania 1 (9%) 0 9 (82%) 1 (9%) 2 (18%
Slovakia 0 0 0 0 1
Slovenia 1 (13%) 0 0 0 0

Total: 25 (17%) 16 (11%) 58 (40%) 21 (14%) 10 (7%)

In general, it can be noted that only about 50%eWices in all countries employed any

mental health specialist, however the percentaged/aignificantly from country to country.

The highest rate was in Romania: 82%, it excee@®é4 &lso in Bulgaria, the Czech Republic

and Poland.

Psychologist/psychotherapist was mentioned mosinodis the mental health care specialist

employed in all countries (see Table 6.). In totl% of the facilities which filled in the

guestionnaire had such a specialist among theiff. slehe highest percentages of

psychologists/psychotherapists were reported bilittes in Romania (82%, 9 facilities),
Poland (59%, 17 facilities) and Estonia (44%, 8litees).

In relation to psychiatrists, only 17% of all fands reported employing such specialists
among their staff. The only exception where moentb0% of facilities reported employing
a psychiatrist was the Czech Republic (56%, 5ites). In Poland 38% of facilities (11) had

such a specialist on their staff. In other coustoaly a few facilities employed psychiatrists.

In several countries, just a few facilities repdrimploying a mental health specialist. In

Hungary, Slovakia and Slovenia none of the faesitreported having a psychologist or

14
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psychotherapist among their staff. None of the ehfacilities in Hungary reported any
employed mental health care specialist. Slovakiad 8lovenian facilities reported one
specialist each (in Slovakia one out of 5 fac#itieported employing a socio-therapist, in

Slovenia one out of 8 facilities employ a psychsir

In most countries, facilities reported having spbsis from the area of general health and
social welfare who worked in mental health care sunoport (see Table 7.). In general, more
facilities employ such specialists than they ddgssionals with a mental health background.
Overall, 47% of facilities reported employing nosyphiatric doctors, 45% non-psychiatric
nurses and 39% social workers. All of these spistsalvere engaged in activities related to
mental health care and support in their facilités.especially high number of facilities with
general health care specialists was reported ionigs{72% of facilities have non-psychiatric
doctors, 83% have nurses). The highest numberacdities with social workers engaged in

mental health care and support were reported hubiia (67%) and Bulgaria (55%).

Table 7. Personnel of mental health care in faciligs: other specialists

numbers and percentages of facilities employinipfdhg specialists
in relation to mental health care:
Other doctor . .
. . Non-psychiatric nurse Social worker
Country: (non psychiatrist)
Bulgaria 5 (45%) 2 (18%) 6 (55%)
Czech Republig 5 (56%) 4 (44%) 2 (22%)
Estonia 13 (72%) 15 (83%) 7 (39%)
Hungary* 1 0 0
Latvia 20 (43%) 31 (67%) 18 (39%)
Lithuania 2 (33%) 2 (33%) 4 (67%)
Poland 15 (52%) 11 (38%) 13(45%)
Romania 4 (36%) 0 5 (45%)
Slovakia 3 0 2 (40%)
Slovenia 0 0 0
Total: 68 (47%) 65 (45%) 57 (39%)

*percentages not calculated due to low numbers

15
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Facilities in all countries also indicated that fpssionals from other backgrounds were
engaged in providing mental health care. Among thare pedagogues, special pedagogues,
educators (Bulgaria, Latvia, Poland); group faaibrs (with non-specified background:
Romania); HIV consultants and counsellors (with-specified background: Estonia, Czech
Republic, Latvia, Poland); outreach workers (witlonspecified background: Czech
Republic, Latvia); peer educators (Estonia, LatMifthuania, Romania); public health
specialists (Slovenia); networkers (Poland); legaperts and lawyers (Poland, Slovakia,

Romania); economist (Hungary).
Services provided in 2009

In the third part of the questionnaire facilitieer& asked to specify services provided for

people living with HIV/AIDS. The results from thpart will be presented in 5 parts:

1) Services related to HIV testing and consultatiams established procedures of

referral;

2) Treatment related to HIV/AIDS: antiretroviral thpya treatment after HIV exposure
and somatic health care;

3) Professional mental health care for people livintp Wi lV/AIDS;

4) Professional addiction treatment for people livmith HIV/AIDS,;

5) Support groups for people living with HIV/AIDS attakeir families and partners.
HIV testing and consultations and established procires of referral

Table 8. presents the numbers and percentagesilitida providing services related to HIV
testing and counselling and the numbers and pexgestof facilities which developed
established procedures of referral to mental healihe. In general, in all countries
participating in the study, 105 facilities (72%)oeted providing HIV testing, whereas 110
(75%) said they provide HIV counselling beforetsesnd 103 (71%) provide HIV
counselling after tests (regardless of whetherdsalt is positive or negative). Around 50%
of the facilities reported having established pdages of referral to mental health care: 78
(53%) for people with HIV and 70 (48%) - for peopiéth emotional and psychological

problems.

16
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Table 8. Numbers and percentages of facilities prading HIV testing and consultations
and having established procedures agferral to mental health care

Country: . Established procedure of referral to mental
HIv counselling health care:
HIV test
ests before test after test (regardles for people with HIV for people with emotional
tofthe result) peop and psychological problems

Bulgaria 8 (73%) 10 (91%) 10 (91%) 7 (64%) 5 (45%)
Czech o o o o 0
Republic 8 (89%) 8 (89%) 7 (78%) 6 (67%) 6 (67%)
Estonia 16 (89%) 16(89%) 14 (78%) 12 (67%) 10 (56%)
Hungary* 2 2 2 2 1
Latvia 31 (67%) 31(67%) 31 (67%) 35 (76%) 35 (76%)
Lithuania 6 (100%) 6 (100%) 5 (83%) 3 (50%) 3 (50%)
Poland 20 (69%) 21 (72%) 20 (69%) n/a n/a
Romania 6 (55%) 7 (64%) 7 (64%) 8 (73%) 5 (45%)
Slovakia 4 5 5 3 2
Slovenia 4 (50%) 4 (50%) 2 (25%) 2 (25%) 3 (38%)

Total: | 105 (72%) 110 (75%) 103 (71%) 78 (53%) 70 (48%)

*percentages not calculated due to low numbers

The highest number of facilities providing servicekated to HIV testing and counselling was
seen in Latvia, where 31 (67%) of the facilitiepared providing HIV tests and counselling
before tests and after tests, regardless of thdtrés relation to established procedures of
referral to mental health, the highest number &edhighest percentage of such services was
noted in Latvia, where 35 facilities (76%) reporteaving established procedures both for
people with HIV and for people with emotional anslyghological problems. The highest
percentage of facilities which reported providing/Hesting and counselling services was
noted in Lithuania, where all 6 facilities whichngpleted the questionnaire provide HIV
testing and pre-test counselling, while 5 of thdso g@rovide post-test counselling. A high
percentage of services providing HIV testing andnselling was also seen among facilities
which completed questionnaires in the Czech Repubid Estonia (89%: HIV testing and
pre-test counselling, 78%: post-test counsellinghe highest percentage of facilities
providing pre and post-test counselling (regardlefsthe results) was reported in Bulgaria
(91%, 10 out of 11 facilities).

It can be noted then in 4 countries: Czech RepuBlstonia, Lithuania and Slovenia, some
HIV testing services provided counselling only 8V positive clients, not for all tested

regardless to the test result, as recommended $ guadelines.
17
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Treatment related to HIV/AIDS: antiretroviral thera py, treatment after HIV exposure

and somatic health care

Table 9. presents the numbers and percentages coitida which reported providing

treatment related to HIV/AIDS such as antiretrovtterapy, treatment after HIV exposure
and somatic health care. Overall, in all countpagicipating in the study, 24 (16%) facilities
that completed the questionnaire reported providimiyetroviral therapy, 30 (21%) treatment

after HIV exposure and 38 (26%)% somatic healtle sarvices.

Table 9. numbers and percentages of facilities prading treatment related to HIV/AIDS

Treatment related to HIV/AIDS:
Country: Antiretroviral therapy| Treatment after Somatic
(ARV) HIV exposure (EXP) health care

Bulgaria 2 (18%) 1 (9%) 1 (9%)
Czech Republic 4 (44%) 6 (67%) 7 (78%)
Estonia 4 (22%) 4 (22%) 7 (39%)
Hungary* 0 1 0
Latvia 3 (7%) 7 (15%) 7 (15%)
Lithuania 0 0 3 (50%)
Poland 7 (24%) 7 (24%) 10 (34%)
Romania 3 (27%) 3 (27%) 2 (18%)
Slovakia 1 1 1
Slovenia 0 0 0

Total: 24 (16%) 30 (21%) 38 (26%)

*percentages not calculated due to low numbers

The highest number of facilities which reportedvalong antiretroviral therapy was found in
Poland (7, which constitutes 24% of the facilitieBich completed the questionnaire). The
highest percentage of facilities which completed tuestionnaire providing antiretroviral
therapy was seen in the Czech Republic (4 faalité4%). In Hungary, Lithuania and
Slovenia none of the facilities participating inetlstudy reported providing antiretroviral

therapy, in Slovakia, there was only one suchitgcil

The highest number of facilities which reportedvidong treatment after HIV exposure was
noted in Poland (7 facilities); the highest peragetwas seen in the Czech Republic (67%).
In Lithuania and Slovenia there were no facilitidsich reported providing such services, in

Bulgaria, Hungary, Lithuania and Slovakia there was facility in each country.

18
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Poland also has the highest number of facilitiegwheported providing somatic health care
services (10 facilities). The highest percentage again seen in the Czech Republic (78%).
In Hungary and Slovenia no facilities reported jpdowy somatic health care, in Bulgaria and

Slovakia only one facility did so.
Professional mental health care for people living ith HIV/AIDS

Table 10. presents the numbers and percentagesicoitiés which reported providing
professional mental health care services for petipleg with HIV/AIDS. These include
consultations and pharmacological treatment pravidg a psychiatrist, consultations and

counselling provided by a psychologist, and indinaidpsychotherapy and group therapy.

In general, the highest percentage of facilitiesctwvhcompleted questionnaires reported
psychological consultations and counselling (42#%%pag the professional mental health care
services they provide. This was followed by psytridaconsultations and pharmacological
treatment (28%), individual psychotherapy (18%) graup therapy (10%).

The highest numbers of facilities which reportedvihg psychiatric consultations and
psychiatric pharmacological treatment in the sooiptheir services were found in Poland (13
facilities) and Latvia (11 facilities). The highgstrcentage of facilities providing psychiatric
consultations and pharmacological treatment wasdhat the Czech Republic (78%). In
Hungary and Slovakia, none of the facilities whotmpleted the questionnaire reported such
services. In Slovenia there was only one suchifgcil

The highest number of facilities which reportedvpdong psychological consultations and
counselling were noted in Latvia (19 facilities)daRoland (17 facilities), and the highest
percentage of facilities providing such servicesenseen in the Czech Republic (67%),
Poland (59%) and Bulgaria (55%). In Hungary andv&haa there were no facilities which
reported providing such services.
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services for people living with HIV/AIDS

Consultations, .
. Consultations an o
pharmacological . Individual Group
counselling
treatment - psvchologist psychotherapy therapy
Country: - psychiatrist psy 9
Bulgaria 2 (18%) 6 (55%) 4 (36%) 3 (27%)
Czech Republig 7 (78%) 6 (67%) 6 (67%) 2 (22%)
Estonia 4 (22%) 5 (28%) 2 (11%) 0
Hungary* 0 0 1 0
Latvia 11 (24%) 19 (41%) 1 (2%) 0
Lithuania 2 (33%) 1 (17%) 2 (33%) 2 (33%)
Poland 13 (45%) 17 (59%) 7 (24%) 4 (14%)
Romania 1 (9%) 5 (45%) 4 (36%) 3 (27%)
Slovakia 0 2 0 0
Slovenia 1 (13%) 0 0 1 (13%)
Total: 41 (28%) 61 (42%) 27 (18%) 15 (10%)

*percentages not calculated due to low numbers

Individual and group therapy were reported lessrothan counselling. The highest numbers
of facilities which reported providing such sensgcerere seen in Poland (7 facilities), the
highest percentage of such facilities in the CZeepublic (67%). Group therapy was rarely
reported. The highest numbers of facilities prawidgroup therapy were reported in Poland
(4 facilities, 14%), Bulgaria and Romania (3 fa@k, 27% in each of these countries). In

Estonia, Hungary, Latvia and Slovakia none of emlities reported providing such services.
Specialised addiction treatment for people living vih HIV/AIDS

Table 11. presents the numbers and percentagasilitiés which reported providing services
related to addiction treatment for people livinghwiHIV/AIDS. These included consultations
and counselling provided by addiction therapistglividual psychotherapy, group therapy

and methadone programmes.

In all countries participating in the study the mwequently reported service in this field was
individual therapy (39%), followed by consultatiorsd counselling provided by an

addiction therapist (31%), methadone programme%j2thd group therapy (19%).
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The highest numbers and percentages of facilitigsclw reported addiction therapist
counselling were seen in Poland (13 facilities, #3td Latvia (11 facilities). None or only

one facility providing such services were repoitetiungary, Slovakia and Slovenia.

The highest numbers of facilities providing indiwad psychotherapy for people with
psychoactive substances dependence were notedtun L@2 facilities) and Poland (8
facilities). The highest percentage of facilitiesyding such services was noted in the Czech
Republic (44%). In Hungary and Slovakia there waoefacilities which reported providing
such services.

Table 11. numbers and percentages of facilities pvading addiction treatment for people
living with HIV/AIDS

Consultations, Individual Group

Country: counselling psychotherapy | psychotherapy EHERTS

— addiction therapig - addiction - addiction programmes
Bulgaria 2 (18%) 4 (36%) 2 (18%) 2 (18%)
Czech Republic 3 (36%) 4 (44%) 0 0
Estonia 5 (28%) 4 (22%) 4 (22%) 3 (17%)
Hungary* 1 0 0 0
Latvia 3 (T%) 12 (26%) 3 (7%) 9 (20%)
Lithuania 2 (33%) 2 (33%) 2 (33%) 0
Poland 13 (45%) 8 (28%) 6 (21%) 5 (17%)
Romania 1 (9%) 2 (18%) 2 (18%) 1 (9%)
Slovakia 0 0 0 0
Slovenia 1 (13%) 3 (38%) 0 0

Total: 31 (21%) 39 (27%) 19 (13%) 20 (14%)

*percentages not calculated due to low numbers

The highest number of facilities providing indivadupsychotherapy for people with
psychoactive substances dependence was found andPd6 facilities). In remaining
countries the percentage of facilities providinglsservices was high. In the Czech Republic,
Hungary, Slovakia and Slovenia there were no ftasliwhich reported providing such

services.

The highest numbers of facilities providing methaeloprogrammes with some special
arrangements or specially designed for peoplediviith HIV/AIDS were reported in Latvia
(9 facilities) and Poland (5 facilities). In the €&h Republic, Hungary, Lithuania, Slovakia

and Slovenia there were no facilities which repbpeoviding such services
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Support groups for people living with HIV/AIDS and their families and partners

Table 12. presents the numbers and percentagesicoitiés which reported providing
different types of support groups for people liviwgh HIV/AIDS, their families and their
partners, as well as for people with mental disrde people dependant on psychoactive
substances.

Tab 12. numbers and percentages of facilities proding support groups
for people living with HIV/AIDS and their families and partners

Support groups
Country: for different for families / foro%e:spﬁhdo?c?ir\]/iar for peop_le with
groups of PLHA| partners of PLHA substances mental disorders

Bulgaria 2 (18%) 2 (18%) 4 (36%) 1
Czech Republic* 1 0 0 0
Estonia 5 (28%) 4 (22%) 3 (17%) 0
Hungary* 2 2 1 0
Latvia 7 (15%) 9 (20%) 9 (20%) 0
Lithuania* 1 2 1 1
Poland 10 (34%) 9 (31%) 9 (31%) 2
Romania 7 (64%) 4 (36%) 0 0
Slovakia* 2 0 0 0
Slovenia* 0 0 1 1

Total: 36 (25%) 32 (22%) 28 (19%) 5 (3%)

*percentages not calculated due to low numbers

Overall, about 20-25% of facilities in all counsieeported running three types of support
groups within their services: for different groupispeople living with HIV/AIDS, for their
families and partners, and for people dependamisyshoactive substances. Support groups
for people with mental disorders were provided éy facilities, only 5 in all countries (3%).
Most frequently, facilities reported groups for pepliving with HIV/AIDS (25%), followed

by groups for their families and partners (22%)pj8ut groups for people dependant on

psychoactive substances were reported by 19% dédildies.

The highest number of facilities running all typessupport groups was found in Poland: 10

facilities providing such services for differentogps of people living with HIV/AIDS, 9
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facilities providing support groups for their farmeg and partners, as well as 9 facilities
working with people dependant on psychoactive suizsts and 2 facilities working with
people with mental disorders. Another country whilgh numbers of facilities providing
support groups was Latvia: 7 facilities with groujes people living with HIV/AIDS, 9
facilities working with families and partners of qme living with HIV/AIDS, and with
people dependant on psychoactive substances. g§hedtipercentage of facilities providing
such services was seen in Romania: 64% of thatfesiprovided support groups for people
living with HIV/AIDS and 36% for their families anglartners.

Support groups for people with mental disordersewmovided by few facilities and only in 4

countries: Bulgaria, Lithuania, Poland and Slovenia

Facilities in several countries also reported rogrdifferent types of support groups such as
support groups for MSM (Estonia), support groupslf@BT-s (Lesbians, Gays, Bisexuals,

Transgenders, Latvia) and for IDU-s (Injecting ®riusers, Latvia), support groups for sex
workers (Slovakia).

In all countries, facilities also specified diffatetypes of services related to mental health

care and support provided within their activity. &ing them there were services such as:
» psychological support in crisis interventions (Zikia);
* HIV counselling help-line (Czech Republic, Romartiatvia, Poland),
* internet counselling (Czech Republic, Poland);
» counselling for PLHA partners and relatives (CzBe&public);
» consultations for co-dependent persons (Latvia);
» psychological counselling provided by non-profesals (Slovakia);
* peer-to-peer consultations (Estonia, Latvia, Slajen

* mentoring and coaching for newly diagnosed with HACV (Hepatitis C virus) or
HBV (Hepatitis B virus) (Romania);

» various forms of art therapy such as paintingatiee(Romania).
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The facilities reported also services related wa@ssistance:

social assistance (all countries except HungarySladenia);

» personal assistance for people living with HIV/AID&zech Republic);

» legal advocacy (all countries except Slovenia);

» legal advocacy for foreigners (Poland);

e vocational and occupational programmes (Latviaaia Romania);

« accommodation for homeless people living with HNBS (Czech Republic, Latvia).

In several countries facilities also specified gy related to prevention (Hungary, Latvia,
Poland, Romania), including educational and infdimeaprogrammes for different groups
such as school children and young people (Romapiggon inmates (Latvia) and injecting
drug users (Latvia).

Harm reduction programmes and measures were alsdiamed by facilities in several
countries (Czech Republic, Latvia, Lithuania, Pdjanncluding among others syringe and

needle exchange (Latvia, Poland) and outreach anogies (Czech Republic, Lithuania).
Number of patients and clients in 2009

The next part of the questionnaire was relatedhé¢onumber of patients and clients that used
facilities’ services within the period of one yed@able 13. presents the results from facilities
which completed the questionnaires and providedrinétion on client numbers. In total,

32% of the facilities did not provide informatiom ¢he number of patients and clients, in

some countries more than 50% of them did not peositcth information.

Table 13. Number of patients and clients in facilies in 2009

Patients and clients

Country: - —

HIV negative HIV positive HIV status unknowr Total
Bulgaria 310 427 (58%) 0 737
Czech Republic 7914 1 440 (7%) 12 529 21781
Estonia 9171 657 (6%) 1206 10 866
Hungary - 26 - -
Latvia 1973 2 403 (25%) 5159 9535
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Lithuania 620 82 (11%) 52 754
Poland 16 892 3 550 (16%) 2016 22154
Romania 50 1416 (93%) 50 1516
Slovakia 1270 240 (6%) 2374 3881
Slovenia 11 508 4241%) 1 11715
Total: 49 708 10 283 (12%) 23 387 82 939

The highest numbers of patients and clients witHI¥ positive status were reported by
facilities in Poland and Latvia. The highest petages of patients and clients with a HIV
positive status were noted in Romania, where taslireported that more than 90% of their
patients and clients were people living with HIVDX8, and in Bulgaria, where the figure was
58%. Higher percentage of HIV positive patients icaicate more specialised services which
are targeted for this group. However, because ofymaissing data on the number of patients

and clients, it is difficult to draw conclusions tire functioning of facilities in this area.
Financing of services in 2009

Part five of the questionnaire was related to fawag of services. Table 14. presents sources
of financing for health care and mental health c&@®ices in the facilities which participated
in the study. Respondents were asked to includthailt sources of financing, from a list of
the following categories: the National Health Fumétional and regional budgets, local
community or municipality budgets, non-national me&s (e.g. UE grants and other funds),
donations and fundraising, facilities’ own economagativity, insurance companies. Table 14.
shows the numbers and percentages of facilitiesiwimarked these sources to be one, or the

only source of financing for them.

Overall, the most frequently reported source ddrficing of health care and mental health care
was national health funds. 46% of the facilitigsated receiving funds from this source. The
highest percentages of facilities which mentionlkd hational health fund were noted in
Latvia (74%) and Slovenia (63%). In relation toioa&l and regional budgets as well as local,
municipal and community budgets, 35-36% of all lfaes reported receiving funds from
these sources. The highest percentages were séstoima (83% national and regional, 56%
local), Lithuania (50% national and regional, 508edl) and Poland (59% national and

regional, 45% local).
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The situation regarding non-national sources, siscfor example EU grants, is interesting. A
similar percentage reported benefiting from suchrees as from two other categories:
national/regional budgets and local budgets (3696Wwever, it is important to note that half
of the facilities which reported such funding wérem Latvia, the country with the most
facilities in the study and also with a high petegie (59%) of facilities reporting non-
national financing. Other countries with a high gqeerttage of facilities reporting such
financing were Lithuania (67%) and Romania (45%). dther countries, it seems that

facilities did not use such funds very often.

Donations and fundraising was a category mentidne@6% of all facilities. The highest
percentages of facilities mentioning this categogye seen in Romania (45%) and Slovenia
(38%). Facilities' own economic activity and finarg from insurance companies were two
categories with the lowest percentages (respeygtit® and 8%). However, insurance
companies were specified as a source of financngd96 of facilities in the Czech Republic
and by 2 out of 5 facilities in Slovakia. It haskie noted that it is related to these countries

health care system.

Table 14. numbers and percentages of facilities repting different sources of financing

Source of financing of health care and mental hezdte

National National/ Local (community/ | Non-national Donations/ Own economic| Insurance
Country: Health Fund | Regional municipality) (e.g. UE grants) | Fundraising activity companies
Bulgaria 1 (9%) 6 (55%) 1 (9%) 2 (18%) 1 (9%) 0 0
Czech Republi¢c 3 (33%) 1(11%) 2 (22%) 3 (33%) 2 (22% 2 (22%) 78%)
Estonia 6 (33%)| 15 (83% 10 (56%) 6 (33%) 2 (11%) (2%n) 0
Hungary* 0 2 2 0 2 0 0
Latvia 34 (74%) 0 17 (37%) 27 (59%) 10 (22%) 1(2% 0
Lithuania 1(17%)| 3 (50%) 3 (50%) 4 (67%) 2 (33%) 0 0
Poland 12 (41%) 17 (59%) 13 (45%) 2 (7%) 10 (34%) 0 1
Romania 2 (18%) 1 (9%) 1 (9%) 5 (45%) 5 (45%) 1Y9% 0
Slovakia* 3 3 1 1 1 3 2
Slovenia 5 (63%) 3 (38% 3 (38%) 2 (20%) 3(38%) (38%) 1
Total: 67 (46%)| 51 (35% 53 (36%) 52 (36% 38 (26% 15 (10%) | 11 (8%

*percentages not calculated due to low numbers

Facilities from a few countries also specified &iddial sources of financing, including
governmental agencies, international funds andrisg#ons, private sponsor donations and

organisation membership fees.
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The data presented in Table 14. show that senfmepeople living with HIV/AIDS are
funded from variety of sources. In fact, in all otnies numerous funding agencies support
health care of that target group. Table 15. prastrd average percentages of financing by
source per country.

A diversity can be noted in the percentage shafenancing sources. It seems that in
Bulgarian and Estonian facilities the main source$inancing were national, regional and
local budgets. In the Czech Republic an importantree of financing was the insurance
companies (on average, it constituted more thah d¢fakthe budgets of facilities which

completed the questionnaire).

It is interesting to note that non-national sounaese the most important source of financing
in Romania (43% of facilities’ budgets) and Lithiai(32%). Such financing was also very
important in Latvia (36% of facilities’ budgets)here only a slightly higher percentage of

funding came from the National Health Fund (38%).

Table 15. Average percentages per financing souraethe facilities’ budgets, per country

Country: National Natipnal/ Locgl _(cor_nmunity/ Non-national Donatiqn;/ Ow_n'economic Insuranqe
Health Fund | Regional municipality) (e.g. UE grants) | Fundraising | activity companies
Bulgaria 3% 60% 9% 8% 0 0 0
Czech
Republic 12% 4% 6% 4% 0 1% 53%
Estonia 19% 61% 5% 4% 6% 0 0
Hungary 0 42% 10% 0 0 8% 0
Latvia 38% 0 20% 36% 1% 6% 1%
Lithuania 2% 20% 21% 32% 1% 1% 0
Poland 31% 21% 19% 1% 1% 5% 1%
Romania 18% 1% 9% 43% 0 11% 0
Slovakia 41% 22% 3% 3% 1% 4% 26%
Slovenia 37% 9% 9% 8% 17% 6% 0

In the facilities in Poland, Slovakia and Sloverig most important source of financing was
the National Health Fund. In Poland, an importdrare of the facilities' budgets also came
from national, regional and local sources, andlov&kia from national and regional sources

and insurance companies.
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Co-operation with other facilities, organisations ad institutions

In part six of the questionnaire facilities repdrten their co-operation with other services,
organisations and institutions in relation to cfepatients and clients with HIV/AIDS. The
facilities specified all their co-operation contweind the scope of their collaboration, as well
as its frequency and communication methods usedeTi6. shows how many facilities co-
operated with other services, institutions and migations, and how many contacts they had.
Table 17. presents the frequency of contact wiéir tbo-operation partners. The next aspect
of co-operation was methods of communication witkirt partners. Table 18. presents the
most frequent methods of contact with their co-apen partners reported by facilities which

completed the questionnaire.

Overall, it can be noted that 16% of the facilitpgticipating in the study did not report any
co-operation with other services, institutions ggamisation in relation to care of patients and
clients with HIV/AIDS (see Tablel6.). There is aspecially high percentage of facilities
which did not report any such professional contactsthuania (67%) and Bulgaria (45%). A
high number of facilities with no contacts was ateen in Poland, 8 facilities (28%). On the
other hand, all facilities in the Czech Republistdhia, Romania and Slovakia specified at

least one co-operation partner.

Only 13% of the facilities reported co-operatinghwb or more organisations or institutions.
The highest percentages here were noted in Pol¥d (acilities with 5 or more contacts)
and Romania (18%). It was also in these two coesitthat facilities with 3 or more co-
operation partners constituted more than 50% oftthal (55% in Poland and 54% in
Romania). All facilities in the Czech Republic aabnost all in Estonia reported having
between 1 and 4 co-operation contacts.

Table 16. numbers and percentages of facilities amperating with other organisations or
institutions in relation to care of patients and dents with HIV/AIDS

Number of co-operating partners:
Country: None lor2 3or4 5 or more
Bulgaria 5 (45% 4 (36%) 1 (9%) 1 (9%)
Czech Republic D 5 (56%) 4 (44%) 0
Estonia g 12 (67%) 5(28%) 1 (6%)
Hungary* 2 0 1 0
Latvia 4 (9%) 22(48%) 13 (28%) 7 (15%)
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Lithuania 4 (67% 2 (33%) 0 0
Poland 8 (28% 5 (17%) 10 (34%) 6 (21%)
Romania a 5 (45%) 4 (36%) 2 (18%)
Slovakia* 0 3 1 1
Slovenia 1 (13% 4 (50%) 2 (25%) 1 (13%)
Total: 24 (16%) 62 (42%) 41 (28%) 19 (13%)

*percentages not calculated due to low numbers

The results presented in Table 17. are related mnhacilities which reported co-operating
with other organisations and institutions, and shdww often they contact each other. In
general, almost 40% of all facilities contactedrtipartners less than once a month. Facilities

which reported having contacts 3 times a month amesnconstituted 32%.

The most frequent contacts with co-operating pastr(enore than twice a month) were
reported by facilities in Estonia (59%), Bulgar&8%) and Poland (51%). The least frequent
contacts (less than one a month) were reportedabiities in Latvia (70%) and Slovakia

(55%). In facilities in Bulgaria, Estonia, PolanddaRomania, 75% of contacts with their co-

operation partners was at least on the level o @nmonth.

Table 17. Percentage of frequency of facilities’ ewacts with their collaboration partners in
relation to care of patients and clients with HIV/ADS

Frequency of contact Total number of
Country: Less than once a| Once or twice a Three times fa|T:|It|;|es Wg'ch h
month month a month of more | Colaborated wit
other institutions
Bulgaria 24% 24% 53% 6
Czech Republic 45% 15% 40% 8
Estonia 7% 34% 59% 18
Hungary 0% 33% 67% 1
Latvia 70% 27% 4% 42
Lithuania 50% 0 50% 2
Poland 18% 31% 51% 21
Romania 23% 30% 47% 11
Slovakia 55% 9% 36% 4
Slovenia 44% 50% 6% 7
Total: 39% 28% 32% 120
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The results presented in Table 18. are relatedetartethods of contact between facilities and
their co-operation partners. In the questionndmeilities were asked to specify how they
contact their co-operation partners. The three astgg forms of contacts were: e-mail, phone
and personal contact. Facilities could also spetifierent methods. Table 18. shows which

method of contact was most frequently reported.

It can be noted that the form of contact reportexstnoften was personal contact. In fact, it
was most frequently reported by facilities from abuntries. However, in 4 countries
(Hungary, Latvia, Lithuania and Romania) it was atpd by e-mail contact. The facilities

from six countries (Bulgaria, Czech Republic, EsonPoland and Slovakia) reported
methods of contacts with their co-operation pagnigr the same order; most frequent:
personal contacts, second: phone, and third: e-nrailHungary, Latvia, Lithuania and

Romania e-mail and personal contacts came equdirsn place and phone in second.
Facilities from Slovenia reported personal contawtst frequently, e-mail in second place
and phone in third place.

Table 18. Most frequent methods of contact with thie co-operation partners
in relation to care for patients and clients with HV/AIDS

Most frequent method of contact: e-mail, phonespeal contact

Cotintry: 1% choice 2" choice 3" choice
Bulgaria personal contact phone e-mail
Czech Republic personal contact phone e-mail
Estonia personal contact phone e-mail
Hungary e-mail;

personal contact phone
Latvia e-mail:

personal contact phone
Lithuania e-mail:

personal contact phone
Poland personal contact phone e-mail
Romania e-mail:

personal contact phone
Slovakia personal contact phone e-mail
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Slovenia personal contact e-mail phone

Total: personal contact phone e-mail

Among other methods of contacts mentioned by taslithere were: meetings during
seminars, conferences, education and other profedspublic events, traditional postal

correspondence and official letters and reports.

Conclusions and limitations

It has to be noted that one of the limitationsh& $tudy was the modest response rate, which
on average did not reach 50%, and in a few countmas lower than 30%. However, there
were two countries: Latvia and Estonia, where tbgponse rate was especially high and

reached over 90%.

Another limitation of the study was the large vaada in the number of identified facilities for

the research. This could be the result of diffeesnio countries’ health care and social care
systems and countries’ needs, but it could alstheeesult of misunderstanding on the part
of the project partners coordinating the reseanchaich country regarding the procedures for

selecting facilities for the study.

Moreover, response rates indicate what proportioseovices approached, eventually took
part in the survey. We still do not know what wasaverage rate, in other words what
proportion of relevant services were actually apph®d. Therefore inter-country comparison

and conclusions should be cautiously treated.

In relation to accessibility of the facilities itas noted that in most countries the highest
numbers and the greatest diversity of facilitiessvi@und in the capital cities. In general,
facilities were located in larger towns and citi€sich a situation can mean less access to

services for people living with HIV/AIDS outsidergge cities and national capitals.

The facilities from most countries reported thaittoperating days and hours were very close
to the traditional working week days and usual wagkhours. Although the majority of
facilities which completed the questionnaire repdntisually being open many hours a week,
flexibility of opening hours seemed to be a problenmany facilities. Unfortunately, this

means that people living with HIV/AIDS who are fuémployed, may have limited access to
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health care, mental health care and support. Hawéw@an be noted that in several countries
there are facilities which also provide their seeg outside working hours, i.e. in the evening
and during weekends. The highest percentage offagdhies was observed in Poland. It can
be concluded that for some of them, flexibilityagfening hours was possibly a priority, since
the highest percentage of facilities that reportedking less than 15 hours a week was also
found in Poland. It seems that some kind of baldreteveen length and flexibility should be

established to provide better access for clientispatients.

It can be concluded that in many countries mengalth care is not sufficiently included in
the health and social care for people with HIV/AIDS most countries employment of
mental health care specialists in facilities wdatneely low. The exception was Romania,
where 82% of facilities which completed the questimre had a psychologist or
psychotherapist among their staff members. Howelierpercentage of psychiatrists was low
or very low in all countries, in general not eveaching 20%. Only in the Czech Republic
did this figure exceed 50%. There is a similar aittn regarding addiction specialists.
Facilities which completed the questionnaire ratharely reported employing such a
specialist, with the exception of Poland where pgeecentage of facilities employing an

addiction specialist was almost 50%.

Most facilities reported that in the area of mert@alth, some help and support was usually
provided by non-mental health specialists, suchh@spsychiatric doctors and nurses and
social workers. This is positive because it meaas the mental health of people living with

HIV/AIDS is taken into account in health care awdial care, but at the same time a lack of
mental health specialists on the facilities’ sta&ms is quite obvious. Such a situation can
lead to people living with HIV/AIDS receiving legsofessional care and support for their

emotional and psychological problems.

It was noted that only about 50% of the facilitiesd established procedures of referral to
mental health care for people with HIV and for peowith emotional and psychological

problems. In relation to patients with HIV/AIDS, ctuprocedures are highly important, as
usually they facilitate admission to treatment augport. Such procedures are especially
important in services providing HIV testing and nseelling, and should be put in place not

only for people with HIV positive results, but aléor people who showed symptoms of
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mental health problems during consultations. Thghdst percentage of services with

established procedures of referral to mental health was observed in Latvia (76%).

In relation to professional mental health care geople living with HIV/AIDS, it can be

noted that in general, the percentage of facilipesviding such services is not very high,
although 42% of all facilities participating in thetudy reported providing psychological
counselling. The Czech Republic is an exceptiomgesi78% of the facilities there reported
having psychiatric consultations and treatmenthairt range of services, and 67% have
psychological counselling and individual psycho#msr. Quite a high percentage of different
services could be also observed in Poland, wheneosil 60% of facilities provided

psychological counselling and 45% provided psycituatonsultations and treatment, as well
as addiction therapist counselling. In five cowgr{Bulgaria, Czech Republic, Latvia Poland
and Romania) there were some special arrangementgexially designed methadone

programmes for people living with HIV/AIDS.

The most rarely reported mental health service gvagp therapy, both in relation to general
mental health and to dependency on psychoactivstautes. This is especially surprising
given the fact that forms of group therapy are Wgumuch cheaper than individual
psychotherapy, and facilities in most countriestip@ating in the study often experience

financial problems.

Support groups are very important forms of menteéltm aid for people living with
HIV/AIDS and also for their families and partneltswas noted that different kinds of groups
were organised by facilities in all countries papating in the study. Facilities mentioned
different target groups, such as sex workers, ME®BT-s IDU-s. However, overall only
about 20% of the facilities reported providing sehnvices. Additionally, an especially low
percentage of support groups was noted for peojile mental disorders. Again, it can be
concluded that mental health aspects are oftenrastiimated or even neglected in care and
support for people living with HIV/AIDS. It is alspossible that in many societies mental
health problems remain a taboo subject, which enévarder to talk about than addiction or

sexual identity, and is therefore only designatesigecialised services.

In relation to budgets and financing of servicelatesl to mental health care, a diversity
between countries can be noted. It can be concltdsdthis is a result of differences in

countries’ financing systems and solutions. It barobserved that in three countries (Latvia,
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Romania and Lithuania), a significant share of fhelities' budgets is made up of non-
national sources such as EU grants and other flinckn therefore be concluded that in some
of these countries financing of mental health darepeople living with HIV/AIDS from
national (central, regional or local) budgets, nmigke insufficient. A positive side of this
situation is that many facilities have the necesséills and knowledge to apply for and use
such funding. This is an expertise which they calidre with other facilities working in the
same field in neighbouring countries, which do se#m to use such funds very often.

Co-operation between facilities significantly inases the effectiveness of their services.
Maintaining close and frequent contacts with otfaeilities operating in the same or related
fields allows the facilities to provide continueddamore complex care for patients and
clients, and to exchange experience and knowledte. practices of facilities which

participated in the study differed significantly terms of co-operation with other services,
institutions and organisations. However, 16% ointheid not report any co-operation with

other facilities. Most of them (42%) co-operatedthwonly one or two institutions or

organisations. There were countries where faglitigported co-operation more frequently,
but it can be concluded that in all countries itnportant to increase co-operation between
facilities in relation to care for people living tWwiHIV/AIDS. The same is true regarding the

frequency of their co-operation.

It was interesting to note that facilities in mosuntries reported personal contact as the most
frequent form of contact, as usually there is dirigethat e-mails and phone contacts have
started to replace traditional face-to-face comstalttis very important that people still prefer
and maintain personal contacts, as this can oftakentheir work more interesting and
efficient. Of course, it is obvious that in manyusations e-mails and phone calls are much
easier and relevant — especially in relation termational co-operations. This could be one of
the reasons why facilities from Latvia, LithuaniadaRomania, which reported using non-
national funds and maintaining contacts with indgignal organisations, reported e-mail

contacts more frequently than facilities from otbeuntries.

Recommendations

On the basis of the conclusions derived form tlseaech study, some recommendations to
increase the effectiveness of functioning of féedi providing care for people living with

HIV/AIDS can be formulated. It has to be remembetbdt the situation concerning
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HIV/AIDS epidemics is very different from one countto another. Therefore, any effort
must be tailored to the special needs of the cmstand communities. A summary of
recommendations based on the conclusions of tlog sgupresented below.

1. Regional spread: in several countries participaitintpe study increasing the regional

spread of facilities for people living with HIV/AIB is an important issue.

2. Working hours: to increase flexibility of openingurs to make facilities accessible

for people living with HIV/AIDS outside usual worlkg hours, including weekends.

3. Specialists of mental health care: increasing eympénmt of mental health specialists
in facilities providing care for people living witHIV/AIDS, especially psychiatrists,
and depending on countries’ needs also a grouprofiegsionals specialised in
addiction treatment.

4. Referral to mental health care: developing guigdirfor facilities in the area of
established procedures of referral to mental healire for people living with

HIV/AIDS and for people with mental disorders.

5. Specialised mental health services: increasingtbpe of mental health care services

in facilities and developing forms of group therapy

6. Support groups: development of support groups éapfe living with HIV/AIDS and
their families/partners and for other target groulpsis necessary to pay special
attention to support groups for people with medisbrders.

7. Financing: facilities specialising in care for peofiving with HIV/AIDS should be
provided with stable funding, including funding fsomatic, mental and social care
and support. Special training in applying for geaanhd other funding, from national,

EU and other sources, should be provided.

8. Networking: increasing co-operation between faesitworking in the area of care for
people living with HIV/AIDS and in the related fad. Supporting projects and
programmes provided by more than one facility. Dgwag system solutions which
enhance co-operation instead of competition betweeiities working in the area of

care for people living with HIV/AIDS and relatectluls.
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Social AIDS Committee — Warsaw, Poland
office_maids@skaids.org

https://mentalhealthhiv.eu
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