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Background

Sexually transmitted infections (STI) and HIV reman important public health issue in
Europe. Even though in many European countriesréites of STIs have somewhat
decreased in recent years, some vulnerable graepstifh highly affected. For example
in 2008 almost three quarters of syphilis caseswl@gnosed among men and this may
be influenced by the ongoing epidemic among men Wwaee sex with men (MSM)
(ECDC 2010a).

Since 2000, the rate of newly diagnosed HIV caspsnted has more than doubled from
44 per million population in 2000 to 89 per milliam 2008, based on the 43 countries
that have consistently reported HIV surveillancgadduring this period. This is

particularly due to increasing infection rates Ire teastern part of the region. HIV
epidemics in Europe are also largely concentratedng specific populations (ECDC

2010b).

BORDERNETwork is a EU funded (Public Health Prognae) networking project with
13 participating organizations from 8 EU countriasd above 20 collaborating partners,
5 of them from non EU countries. The main goalha project is to improve prevention,
diagnostic and treatment of HIV/AIDS (including odections) and STIs through
bridging gaps in practice, policies and cross-cguaboperation and enhancing capacity
in interdisciplinary response (medical, preventiesearch).

The increase in the rates of newly diagnosed cadedHIlV in some of the
BORDERNETwork partner countries has been the higimethe world in last three to
five years. Especially Estonia and Ukraine haven@gsed massive outbreaks of HIV
among injecting drug users. Figures 1 and 2 pretbentates of newly diagnosed HIV
infections in the eight BORDERNETwork partner caigg. Data is not available for
Austria.

Figure 1. The rates of newly diagnosed HIV infeasigper 100 000 population by country
(Bulgaria, Germany, Poland, Romania, and SlovakuBkp) and year of diagnosis
(2000—-2009) (ECDC 2010b)



Health and
Consumers

’ Executive
’ Agency for

BORDER|NET work
4

3,5 e -
3 //

2,5

P
1,5 -

1
05 | $=——s ON E—

0 T T T T T T T T T 1
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

== Bulgaria ==fe=Germany == Poland

Figure 2. The rates of newly diagnosed HIV infeatigper 100 000 population by country
(Estonia, Latvia, and Ukraine) and year of diaga¢2000-2009) (ECDC 2010b)

120

R
100
VAN

60

0/

20 -

0 T T T T T . . . . 1
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

e=@==[Fstonia e==fll==latvia ==d=Ukraine

In the face of such epidemics the need to scaléHlyp and STI testing and other

prevention services is a continuous need. BORDERMEHR project work package 6

focuses on early diagnostics and its main aim isitensify efforts in early diagnosis of

HIV and STIs for most at risk groups. For theseppses all partner organizations will
design and pilot an intervention (a new model o¥ise provision) to address the barriers
to STI/HIV testing among vulnerable groups.

In order to identify the population groups mostriaed of these services, correctly
address the gaps and barriers in the existing reyated design appropriate intervention,
all partners conducted a short literature reviewhefsituation within their countries. The
current report presents the results of these resvievghort country profiles containing
background information on STI, HIV and co-infecsorepidemiological situation,

vulnerable groups and HIV and co-infections relatedlth services, including testing.
The profiles do not aim to provide a comprehensawalysis but rather key points
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Austria

General overview of HIV situation

The first HIV case in Austria was registered in 398here is no mandatory registration
of HIV in Austria (by doctors), only for AIDS. Thevo main sources of epidemiological
data are the Ministry of Health and the AustriawHIohort Study. The Ministry of
Health publishes AIDS relevant data as well as nbenber of new HIV infections
reported by the testing laboratories. The AustHévi Cohort Study was founded in 2001
and was assigned by the Ministry of Health to ptlevepidemiological data on HIV. It
collects data of HIV-positive patients in seven Hikhics in Austria. Although not all
HIV-positive patients are included in the Austrigtv Cohort Study, it is considered
representative for the situation of HIV in Austria.

There are two different estimations on HIV prevakeim Austria: The Ministry of Health
estimates that about 6,200 to 9,000 people anegliwiith HIV in Austria, and Aids Hilfe
Wien estimates that this number is 12,000 to 15,600f of all HIV-positive people are
living in Vienna, the capital of Austria. According the Ministry of Health, in 2009 507
new cases were registered — this is the data ofdentificated laboratories, meaning that
double testing might be included. The Austrian Got8iudy shows lower numbers —
only 197. The HIV incidence is more or less stadtl@round 500 new infections each
year since 2007, implying that one to two peopletiaet HIV daily. Women account for
one third of all new infections. Whereas in theibemg of the epidemic the main mode
of transmission was homosexual followed by injegtittug use, then nowadays 43% of
all transmissions is due to heterosexual cont@i%y due to homosexual transmission
and 9% are accounted to IDU. Data of the Austriaimoct study shows that the average
age of their patients is 43.7 years and very smaidaoss all federal states. The proportion
of late diagnosis was about 30% in 2009.

At the time of data evaluation 34 participants gdected with HIV due to vertical
transmission, 20 of those were below the age ofld8he years 2001 to 2005 no
newborn got infected due to vertical transmissfoom 2006 to 2009 seven newborns got
HIV — at least two transmissions have been linkedaunseling with HIV denialists.

About 30% of all HIV-positive people in the AustiddlVV Cohort Study originate from
high prevalence countries. Having sex with a peaginating from a high prevalence
country accounts for another 15.5% of all thosedatédd. From 2007 to 2009 11 to 13%
of all new HIV diagnoses were among people whoiwaig from Africa. HIV-positive
people from high prevalence countries have a five$ higher risk to get diagnosed at a
late stage; this risk is similar for an advancexbdbpsis.

By the end of July 2010, 1,268 people were livinthvAIDS. The trend to heterosexual
transmission is also shown in the AIDS statisticsirce 1999 more people who got
infected due to heterosexual transmission werendised with AIDS than due to other
ways of transmission. It is significant that hetsxxual men and women and people
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origination from high prevalence countries areighér risk to get tested HIV-positive in
“late” or “advanced stage of HIV”.

Since the introduction of antiretroviral medicatiorortality due to HIV has decreased
drastically. In the observation period 2002-200fbtal of 75 % of patients were still
alive at six years after the initial diagnosis ofD&. The causes of death are more
diverse, but still 35% die due to AIDS defining et& followed by hepatitis B/C (11.5%)
and non-AIDS-defining infections and non-AIDS-défig cancer (each 8.6%).

Other sexually transmitted and blood borne infectious diseases

Syphilis, gonorrhea, and chlamydia

The incidence of sexually transmitted infections mcreased since 2000, especially in
the MSM community. In 2008 80% of the 551 syphulsses registered were among men.
The cohort study also shows the highest numbéerH\bfsyphilis co-infection among
MSM: out of 304 active syphilis cases 244 were M&out 800 cases of gonorrhea
were registered in 2008.

The most prevalent STI among the general populasi@hlamydia. It is estimated that
around 20% of people in Austria get infected withliabnydia at least once in their
lifetime. Chlamydia is not a notifiable diseasdslestimated that at the point of time
about 5% of all inhabitants of Austria are infected

Hepatitis B and C

In 2009, 672 persons got infected with Hepatiti@Bd 877 with Hepatitis C. Hepatitis is
mainly a problem for IDUs and for people living witllV. Among IDUs the prevalence
of Hepatitis B is between 2 t019% (depending onféledities where the data is
collected) whereas the prevalence of Hepatitis tihadies is between 22 and 60%
percent (once again depending on the facilitiesrevkige data was collected). Different
facilities show a prevalence of chronic HCV amobgs to be between 38 and 75%. All
the data cannot be regarded as representativeprélialence of chronic HCV among
participants of the Austrian HIV cohort study is¥450f chronic HBV it is 3%. Two
thirds of the participants with a chronic HCV ahdee quarters of participants with HBV
are male; 6% of all participants with chronic HCideone third of the participants with
chronic HBV are MSM.

Vulnerable groups

Two main risk groups — men having sex with men pedple originating from Sub-
Saharan Africa — are covered in this section. Altifo Aids Hilfe is also working with
IDUs, prisoners, and sex workers, those target pgoare well served by other
organizations.

Men who have sex with men
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Assuming that 5% of all men in a society are MSWM Austria there would be about
200,000 MSM. There is no data available on demdudcapsince the sexual orientation is
not part of the statistical census. Neverthelessepmesentative study conducted in
Austria in 2007 shows that 63% of MSM are livinghigger cities. About one quarter is
living in places with less than 20,000 inhabitarfike internet is becoming more and
more important — for gaining information as well fas looking for (sexual) partners.

Only 4% have never searched for sexual partneth@imternet. About 10% are regular
visitors of dark rooms.

MSM are one of the best-informed population gromp&ustria. More than two thirds of

the study participants have tested for HIV at leaste. 5.9% of the sample was HIV-
positive; of whom one third tested positive withire two years prior to the study. In the
past years incidences of syphilis, gonorrhea, dhahtydia are increasing among MSM.
62% said that they use condoms to prevent HIV.

Still, a third of all HIV infections in Austria ardue to homosexual contacts, varying
from county to county (e.g. Vienna 45%, Upper Awas0%). Almost 90% of these

cases are Austrian.

» Gay Life and HIV/AIDS in Austria (Aids Hilfe WierVienna, 2009)
854 men took part of this study undertaken by Aitlde Wien, in cooperation with
WZB-Wissenschaftszentrum Berlin. Almost half of therticipants live in Vienna, 7.4%
in Graz, 4.9% in Linz, 2.2% in Salzburg, and thet r85% in places with less than
100,000 inhabitants. Most of the men were Austridmitowed by 5% of Germans. Only
a small number of MSM originating from Non-EU-cories$ took part on the study.
54% identified themselves as gay, 30% as homoset0&b as bisexual, others did not
want to call themselves any of those categories.
When asked how they would describe their sexuaictvithin the last twelve months
prior to the survey, 87% indicated that they had $ex only with men, and 13% had also
had sex with women (some more, some less). Anajytria data from this point of view,
it was shown that they use the same places foruiteny” sexual partners, have about
the same high level of knowledge, etc. Differenaese in sexual practices: receptive
oral sex is less frequent among men having alsonsgixwomen; they visit more often
porn cinemas; the “gay side” in their lives is ofteot known by friends, their working
environment, and female partners. Men who have s#gavith women are more anxious
about risks of infection: 12% think that salivangectious. They also tend to have higher
risk behaviors.

Sub-Saharan Africans

Little is known about Africans from Sub-Saharan moies living or seeking for asylum
in Austria. According to a statistical report ab@2t000 Africans (whole continent) with
a legal status are living in Austria. The Austrkdlv Cohort study shows that 28% of the
cohort participants originate from a high prevakeoountry in Sub-Saharan Africa.
Churches have a great influence on religious Afrscavhich may cause denial of the
HIV-status and affect adherence on treatment reggmeéepending on the beliefs of the
church.

10
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HIV and STI related health care services

About 99% of the Austrian population is covered statutory health insurance.
Depending on the type of employment there are miffe kinds of mandatory health
insurance.

HIV- and STI testing

Austria has the highest per capita HIV-testing matEurope due to a compulsory testing
of blood donations. Testing (partly — dependingtloa provider) and treatment are paid
for by health insurance.

Testing of HIV and STI testing is available at difint service providers in Austria:
general practitioners, laboratories, hospitalsallédDS institutions, etc.

Data privacy and costs are influenced by the serpioviders chosen for the test: At
AIDS Hilfe institutions all tests offered (HIV-Abé&st, HIV-PCR-Test, HIV rapid test,
syphilis screening, HBV and HCV screening) are gnuous and the HIV-Antibody-Test
is also free of charge. All other tests are avéalah cost price. The clients have to pay on
their own. Tests at general practitioners and isplitals are also free of charge but not
anonymous since social insurance pays for it.

Tests can also be made in laboratories. Eitherctodoefers the patient or the patient
himself/herself goes to the laboratory to make ¥-téist. In the first case the test is free
of charge but not anonymous; in the latter casetdbeis anonymous but not free of
charge.

Testing in prisons is voluntary and free of chaeprisoners.

In general, testing in Austria has to be voluntghgre is no opt-out regulation). Pre- and
post test counseling is mandatory but mainly dop@&IS Hilfe Institutions and other
specialized providers and doctors.

Sex workers need to test for different STIs reduléwnce a week) at the public health
department in order to keep their working permissilh a sex worker is tested HIV-
positive, she/he is loses the work permission. Besk is the only profession a person
living with HIV is legally not allowed to work in.

Special services for vulnerable groups

» General population, uninsured people. Aids Hilfe institutions in Austria offer
several testing services anonymously and theréfsteance coverage is not
necessary. In case a person tests positive intAilés they are referred to
specialists. Aids Hilfe offers psychological suppior concerned persons, their
relatives, partners and friends. Additional sos&lvices and leisure activities are
offered.

» Sex workers. There are two organizations (NGOSs) in Vienna whersocial
services and support for sex workers but do n@rathy health services. Sex
workers need to register and test for several @€kkly at the local public health
departments. The examination is free of charge.

* Men who have sex with men. There are no special health care services for MSM
although there are some doctors (especially in Magrvho are specialized in
MSM health. Those doctors recommend HIV and STirgsas part of health
examinations.

11
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* Sub-Saharan Africans. There is an institution caring for asylum seel®rsno
special health services are available for Sub-SahAfricans.
» Prisoners. In Austrian prisons HIV and STI testing is volutand free of charge

for prisoners. The Federal Ministry for Justicalso paying for treatment if
necessary.

References

* Austrian Ministry of Health. Available at: http:Avwv.bmg.gv.at/

« 17" Report of the Austrian HIV Cohort Study. Availalse
http://www.ages.at/ages/gesundheit/mensch/hivaidsesterreich-2010/

* “Gay Life and HIV/AIDS in Austria”, Results from Rearch and practical
Projects (only available in German) published bgsAiHilfe Wien based on
Bochow, M./Schmidt, A.J./Grote,S: Gay Men and A2@97. Available at:
http://www.wzb.eu/bal/ph/pdf/SMA-2007_gesamtberipdf
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Bulgaria

General overview of HIV situation

Since 1986, when HIV case registration startedhm ¢ountry, to the end of 2009, a
cumulative total of 1,109 HIV cases have been teggd in Bulgaria. The annual number
of newly registered HIV cases increased from 50004 to 171 in 2009. From the total
number of registered cases in the period 1986—2dthBa known route of transmission,
66% are heterosexual, 21% are injecting drug usei$,10% are MSM. 17 cases (2% of
all cases) were infected through transfusion obtland blood products, last such cases
were registered in 1996. Children infected by thmothers constitute only 1% of all
casesSince 2004, there has been an increase in the mwhb#V cases among IDUs.
In 2009 only, their number was 74 (43% of the totamber of cases in 2009). The
annual share of newly registered HIV cases amon®INt&s also risen to 19% of the
total number of cases for 2009. The distributiortled newly registered HIV cases in
2009 by age groups indicates that half of the caseamong young people aged 15-29
years. The youngest person registered in 2009-ie&6 old, while the eldest is 66 year
old. Geographical distribution of registered HI\sea indicates that the majority of them
are concentrated mainly in large urban areas as,SBfovdiv, Burgas, Varna and
Pazardzhik.

Vulnerable groups

Injecting drug users

Survey results for the period 2004-2008 indicatearease in HIV prevalence among
IDUs — from the baseline 0.6% in 2004 to 7% in 206&he end of 2008, the percentage
of IDUs who report having an HIV test and knowihgit results indicated more than 2.5
times increase (from the baseline 17% in 2004 & #82008).

There is a very strong negative influence on thigeagh work with IDUs in Bulgaria
related to the change in Penal Code in 2004 andlibbshment of the so-called “single
dose” article, which decriminalized the simple mssson of drugs for the IDUs. At the
moment, every possession of non-medical drugsinsir@lized, which has led to hiding
of the target group, formation of “shooting gaksi, using in small hidden hard-to-reach
groups, combining drug dealing with drug usingjdapcrease of the population of IDUs
in prisons and mixing of injecting drug users frdifferent parts of the cities. All these
factors in many other cities and countries have ¢audributed to an acceleration of the
HIV epidemic among IDUs and similar epidemiologitraind is observed in Bulgaria.

Sex workers

In the end of 2008, the percentage of SWs who tegdraving an HIV test and knowing
their results was 58%, which indicates a tenderfcgignificant increase compared to
baseline data for this group in 2004 — 35%. Thislémcy could be explained by active
provision of prevention services with the suppoft NGO implementing outreach

13
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activities and VCT centres. Studies conducted gu#f04—-2008 indicate that the low
HIV prevalence among SWs has been preserved signtfy below the point of
concentrated epidemic — 0.6% in 2008. At the same s$yphilis prevalence among SWs
has also stayed stable, being 10% in 2008.

Men who have sex with men

The percentage of MSM who had received HIV teghalast 12 months and knew their
result was 42% in 2008 which is a 1.5 times in@dasompared to 2006. This is the
result of the active provision of free-of-chargeoaymous HIV counselling and testing
for most-at-risk groups. IBBS survey results fag theriod 2006—2008 indicated that HIV
prevalence among MSM has increased but still reesabelow the point of concentrated
epidemic — from 0% in 2006 to 3% in 2008.

HIV and STI related health care services

In Bulgaria ARV treatment and monitoring of theatment is free of charge for all
PLHIV. At the end of 2009, 327 PLHIV were receiviARRV treatment, out of them 223
men and 3 children under the age of 15 years of @bere are three NGOs which
provide psychosocial support to PLHIV.

In the country there is a functioning network of d@é&ntres for voluntary VCT in 15
largest cities. They provide testing to all, inchgl young people, unemployed and
people with low socioeconomic status. The serviggs provided by medical
professionals — doctors, laboratory assistantsasyiand psychologists.

Barriers to HIV testing among Roma people

In October 2010 in the Health-Social Center of HESIEE the Roma neighborhood
“Fakulteta” in Sofia a focus group was held invalyinine young men aged 16-25 years
with Roma origin. No one was an injecting drug usdéirof them were MSM. They had
low level of education and all were unemployed. 8avhthem had families with wife
and children and at the same time they had freqoedtiple sexual partnerships both
with women and men. All of them offered sexual sms (mostly paid) but some were
ashamed of that and did not declare it openly.

Participants thought that they had good awarenesH\b and STI related issues. They
received information from the Health-Social Centef HESED in the Roma
neighborhood and also from other men who had beened there; there were no other
sources of information. Participants were inter@stemore information about condoms
and the reliability of condoms to prevent infecBobecause some people think that
condoms did not prevent infections 100%. They gaheconsidered themselves to be in
danger of contracting HIV or any other STI, espicid drunk. Gays were considered
especially risky partners, because they have séix many people, women were not
considered so risky, and steady partners wereansidered risky at all.

All participants had tested for HIV or STIs and yhenew where to get tested. They
considered testing easy, because they knew whege &md because testing was free of

14
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charge. Opportunities for treatment were considevdze adequate and participants knew
where to go for treatment should they need it.

References

* UNGASS 2010 Country Progress Report, Bulgaria. ke at:
http://www.unaids.org/en/dataanalysis/monitoringtoyprogress/2010progressre
portssubmittedbycountries/bulgaria_2010_countrygmss_report_en.pdf
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Estonia

General overview of HIV situation

The first HIV-case in Estonia was registered in 898 1988-1999, the cumulative
number of registered HIV-cases in Estonia was 96ir the 2¢ half of 2000, there was
a substantial rise in the number of new HIV cases &lso continued in 2001. Starting
from 2002, the number of officially registered case@s decreased; in 2010, 372 new
cases were registered (Health Board). All in ajl,the end of 2010, 7,692 HIV-cases
have been reported in Estonia.

In 1988-1999 HIV-infection spread in Estonia maithyough sex (both homo- and
heterosexual). Since 2000, the infection has beanlyntransmitted through the sharing
of contaminated syringes. In past years there @reesndications of possible increase in
sexual transmission. For example according to tli#SAcounseling centers (ACC) IDUs
accounted for 90% of new HIV-cases in 2001, 6692003 and 54% in 2007, and 48%
in 2009 (6). At the same time the absolute numbédiagnosed HIV-infections among
clients who are not IDUs have not increased (aedribrease of the proportion relates to
the decrease of absolute numbers of IDUs diagnegbadHIV).

In 2000, the explosive spread of HIV-infection aced in North-Eastern Estonia, in a
county called Ida-Virumaa which is bordering Russiederation. New HIV cases
registered in this region accounted for 92% ofcaies in 2000. In comparison with the
year 2000 the proportion of HIV-cases diagnosetlanth Estonia (capital Tallinn and
surrounding area — a county called Harjumaa) irsg@aconsiderably in 2001-2002. In
2009 46% of all new cases (n=189) were diagnosétbimth-Eastern Estonia and 36% of
all new cases (n=150) in capital city Tallinn. Tinember of new HIV-cases per 100,000
population was 110 in North-Eastern Estonia andh3Ballinn in 2009. The rate of new
cases in other regions of the country is less th@arper 100,000 population (Health
Board, Statistics Estonia).

The majority of HIV cases have been men but th@gnmon of women has increased in
recent years (due to the decrease in the numbmenfbeing infected). In 2000, women
accounted for 20% of all new cases registered dutirat year, in 2007-2009, the
proportion of women among new cases has been adid The mean age of the newly
diagnosed cases is increasing. Among new casé¥ih 2% but in 2009 only 56% were
younger than 30 years of age.

HIV is quite common in Estonian prisons. The firdw HIV-case in a prison was
registered in May 2000. That year, 80 prisoner$ WitV were detected (20% of all new
HIV-cases registered that year). In the followireags the proportion of prisoners among
newly diagnosed HIV-cases increased (for exampl20@3 32% of all new cases were
diagnosed within prison system). Since 2004, thapgrtion of prisoners among new
HIV-cases has decreased being 16% in 2009 (Hea#rd}. Most prisoners have been
infected before imprisonment (Ministry of Justice).
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Other sexually transmitted and blood borne infectious diseases

Sexually transmitted infections

The incidence of sexually transmitted infections daclined in recent years. In 2008 79
cases of syphilis were diagnosed all across thatop(6 cases per 100 000 population) —
11 out of them (14%) among people aged 15-24 (&sgasr 100 000 population) and 24
(30%) among people aged 25-34 (13 cases per 10pd@f@ation). The most common
STI is chlamydia. In 2008 2,182 cases were diaghodé3 cases per 100 000
population) — 1,323 out of them (60%) among peagled 15-24 (650 cases per 100 000
population) and 621 (28%) among people aged 25-3% (cases per 100 000
population). The number of chlamydia cases amonglies in both age groups is several
times higher than among males (Health Board).

Hepatitis B and C

The dramatic increase in injecting drug use in gbpulation aged 15-29 years in the
early 1990s led to an increased incidence for betatitis B and C. Between 1992 and
1998, there was a marked increase in the ratespdtitis B (6/100,000 in 1992 and
34/100,000 in 1998) and hepatitis C (0.4/100,000982 and 25/100,000 in 1998). Since
2002, the incidence of both hepatitis B and C hesahsed, being (respectively) 3.3 and
2.7 cases per 100,000 inhabitants in 2007. Fron6 194il today, IDU is the most
frequent risk factor identified among youth, acdig for more than half of all new
hepatitis C cases (Health Board).

Vulnerable groups

Injecting drug users

Injecting drug use started to increase in 1990s. firkt reports describing IDU outbreak
and the size of IDU population in Estonia are basedield reports and expert opinions.
They describe about 10,000-15,000 IDUs in Estompiarspnal communication, N.
Kalikova). In 2004 the estimated number of IDUsHstonia is 13,800 and the adult
injecting drug use prevalence rate 2.4% (Uuskul720Injecting drug use problem is
the severest in North-Eastern region of the couatrg in capital city Tallinn. HIV
prevalence among IDUs recruited Tallinn in 2005 wd%o (Platt 2006). In 2007 HIV
prevalence among 350 IDUs recruited in capital diglinn was 48% and in Kohtla-
Jarve 59% (a city in North-Eastern Estonia). Hega€ prevalence was even higher —
90% in Tallinn and 76% in Kohtla-Jarve (L6hmus 2008

Sex workers

Sex workers (SW) in Estonia work mainly in the ¢alpcity Tallinn. Many SWs are
soliciting their clients through independent adigémt on the Internet and in newspapers
and tend to be organised in small groups in a defide. There is also prostitution in few
big brothels, on the hotels/bars and on the stidet.number of SWs has degreased last
years due to recent economic recession and poffoetsein closing down brothels.
According to the estimations of the organisatiofierimg services to SWs, the number of
SWs could be around 1,500 (19). A study in Tallohetected 7.6% HIV-prevalence
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among a group of SWs (n=191) in 2006. As the priiporof people co-infected with
both HIV and hepatitis C was low, there is a reasoassume that at least some of the
HIV cases had been transmitted sexually (UuskuCG820

HIV and STI related health care services

STl and HIV testing in Estonia are considered tdéalth care services and thus they can
be provided only by health care institutions thavé respective licenses and properly
trained personnel.

The majority of health care services are financgd\lational Health Insurance Fund.
There are some exceptions regarding HIV, STl and seEBrvice funding which are
described below. Private health insurance in Eatanvery limited.

All people who pay social tax, have national heaiurance. Besides that all children up
to age 18, all pregnant women, all retired peopld aome other small groups have
national health insurance. Around 4% of the totapylation does not have national
health insurance — mostly adult people with nollgga

HIV testing and treatment

HIV testing in Estonia is de-centralised and canpbavided by any GP or specialist
doctor. In case the person has national healtlranse then HIV testing is free of charge.
Besides that there are special Anonymous AIDS Galintgs Centers (ACC) in 8 bigger
towns and this testing is free of charge for athgde. ACCs provide testing to anybody
(including foreigners and people who have no inscea and they have special focus on
risk-groups (for example they provide testing inisye exchange programs).

ARV and specific health care services for peoplinwilV are centralised and provided
by infectious diseases specialists who see patierfisbigger cities. These services are
covered through Estonian Health Insurance Fundtfose who meet the criteria for
insurance and through the state budget for those wh not have insurance.
Antiretroviral treatment is provided in the samedtions and is free of charge for all in
need of it.

STI testing and treatment

STI testing is also de-centralise@utpatient clinics in practically all towns in Esta
provide STI services. These services are free afgehfor all people who have national
health insurance. These services are not anonyriibese are also some private clinics
where people can go anonymously but usually they ha pay fully for these services.
GPs can also test and treat people with STIs lmiigmot a very common practice.

Special services for general population and vulnetde groups
» Sex workers.There are two organizations in capital city Tallthat provide free
of charge and anonymous health care services deflat&8TI and HIV testing for
SWs.
* Injecting drug users. There are two organizations in North-Eastern Hattimat
provide HIV testing and STI services for IDUs arteit sexual partners
(anonymously and free of charge). They provideirigsbvf sexually transmitted
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infections and HIV, counselling on safe sex, STdsntraception, and also
outpatient treatment of some STIs (syphilis, triclomiasis).

* Youth aged up to 24 yearsThere are 18 youth counselling centers in Est(atia
least one in every county) that provide HIV coulsgl and testing, STI
counselling, diagnostics, and treatment, counggliom safe sex and family
planning issues for young people up to 24 yeaegyet Services are free of charge
for all clients. The work of youth counselling cerg is coordinated by the
Estonian Association of Sexual Health and finanta@ugh National Health
Insurance Fund and National Institute for Healtivédepment.

* Prisoners. Estonian prison system has its own health caréices; which are
financed through the Ministry of Justice. HIV andll $esting and treatment are
available in all prisons and are free of charge dbrprisoners. HIV and STI
testing are voluntary in prison system and prissman receive these services any
time during the imprisonment.

Hepatitis testing and treatment

In all the above-mentioned services also hepdited C testing is offered. In case the
screening test is positive then the person is bsuveferred to either infectious diseases
specialist or gastroenterologist (the latter sdeepts in the bigger out-patient clinics all
across the country) for further diagnosis and tneait. Treatment is free of charge only
for those people who have national health insurance

Barriers to HIV testing among IDUs

Barriers to testing have been addressed in twegi®j In HIV rapid testing piloting in
2008 participants in one syringe exchange progragapital city Tallinn (n=200) cited
the following reasons for not having testing earligo time (21%), have not had an
opportunity (14%); have not thought about it (13%fraid that name will be reported
(5%); afraid of the results (5%). Few people alsentioned other reasons (Ruutel et al
2008). From the different perspective — in a stagiyong HIV-infected people who
reported IDU (n=52) participants reported fear afial consequences (79%), fear to find
out they may have a serious disease (73%), antdemng aware of HIV risks (60%) as
the main possible reasons why PLHIV do not geetestr HIV earlier. Only a few cited
poor knowledge of testing places (10%) and nobbdyght that financial constraints are
reasons for not testing. These results revealetl Hitd-infected IDUs consider the
knowledge of testing sites to be high among thegrp. The financial issues were also
not considered as major barriers. Lack of testiras ihought to be more related to
personal barriers (low risk perception, fear ofsegquences) (Ruutel 2011).
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Germany, Region of Brandenburg

The Federal State of Brandenburg is one of 16 é&ates in Germany. Brandenburg
adjoins the Federal States of Mecklenburg-WestemedPania, Saxony, Saxony-Anhalt
and Lower Saxony. Since 1990, Brandenburg is a phirthe Federal Republic of
Germany. Before it was part of the German Demacaépublic and divided into three
districts. An important fact is that Brandenburgleses the capital of Germany Berlin,
so the region Berlin-Brandenburg is an importantrapolitan area with around 6 million
inhabitants. In addition to that, Brandenburg isaled on the polish border and is a
relevant transit lounge from Eastern to Westerroger

General overview of HIV situation

The first HIV case in Germany was registered in2LBBFrankfurt/Main, in the Federal
Republic of Germany. For Western Germany, the HigéAsurveillance started in 1982
(AIDS-case registry) and continued its efforts witie blood donation screening (1985)
and the reporting obligation for HIV positive testults.

Reliable data for Brandenburg is available sinc@319This time before, there is no
reliable data available. Physicians in the GDR wegd the first HIV case in 1985 and
registered the first Aids death in 1986. In 1998 Hederal State of Brandenburg takes
part in the surveillance activities of the RobedeK-Institute. From 1993 to 1997 the
number HIV positive diagnosed people increased Igl¢®2 cases in 1993/ 21 cases in
1997) and regressed in 1999 (4 cases). But simceillennium, the number of diagnoses
of HIV increases again. In 2009 47 new cases wagistered, and in 2010 until thé& 1
December 46 cases. The Robert-Koch-Institute et#sn&10 cases of HIV in
Brandenburg. 418 cases are reported by the sawedisystem of the RKI. Because of
the proximity to Berlin it is difficult to separatbe reported cases in to the Federal State
of Brandenburg and the Federal State of Berlinfh®o estimated number of infected
persons is eventually much higher. With 2.507.#0tabitants the percentage of people
living with HIV and Aids (418 reported/610 estimateases) is 0,024%. There are 17
reported and 24 estimated HIV positive personslper000 population.

Men are the largest group of people with HIV. 70%486f HIV positive persons are male.
The infections especially spread through homosekuatcourse. About 41, 6% of the
HIV-cases in Brandenburg are related to the groupM8M, 18, 2% are related to
heterosexual persons and 17, 7% to persons forrh prgvalence countries. An
interesting point is the fact, that the most cagddlV in the target group of persons from
high prevalence countries are female (male: 27 opsfsfemale: 46 persons). The
infection via intravenous drug use is insignificéht 9% of all diagnoses). The most HIV
positive men are between 20 and 59 years old anduarage age of men with HIV lies
between 26 and 45. While HIV positive woman areveen 20 and 39 years old. The
average age of new diagnosed women lies betwean®34 years.

Geographically the most cases were registered engtieater cities of Brandenburg
(Potsdam, Cottbus, Brandenburg/Havel and Frank{@ter)). With 56 positive
diagnosed persons is Potsdam the city with the pagple living with HIV/Aids.
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Other sexually transmitted and blood borne infectious diseases

Syphilis

The incidence of sexually transmitted infectionsBrandenburg is relatively low. In
2009 were 28 cases (1.12 per 100.000) of syphisignised, in 2010 until the first of
December 25 (1.0 per 100.000) cases. The targapgrbMSM is represented with 13
persons (0.5 per 100.000) in 2009 and 9 persoB§6 (&r 100.000) in 2010.

Hepatitis A, B and C

Cases of Hepatitis are not stringently connectedh&éouse of intravenous drugs, but
rather to sexual contacts. Cases of Hepatitis 2000: 31 (1.24 per 100.000) and in 2010
until 15.12.2010: 18 persons (0.7 per 100.000). iimmber of cases of Hepatitis B in

2009 was 16 (0.6 per 100,000) and in 2010 (until2y 17 persons (0.7 per 100,000).
Hepatitis C is the most prevalent type of Hepatiith 76 infections in 2009 (3 per

100,000) and 67 infections in 2010 (2.7 per 100,00 15.12.).

Vulnerable groups

MSM

MSM are the most prevalent target group. About 40% out of 418 PLHIV) of HIV
positive persons are men, who have sex with othar. mihe majority of MSM lives in
the bigger cities of Brandenburg and on the eddgeolin. This group is very mobile and
dynamic, in fact they get to know each other viatcltooms and hence they arrange
sexual contacts. Especially the metropolitan afe8eslin becomes important for the
search for sexual contacts. The number of HIV pasinen continues to rise since 2001
(2001: 12; 2002: 10; 2003: 12; 2004: 11; 2005: 2@)6: 14; 2007: 21; 2008: 17; 2009:
18; 2010: 21). In 2009 the DAH (Deutsche AIDS-Hjle®nducted a special campaign on
counseling and testing for MSM, called IWWIT (“leteil3 was ich tu”, means: | know
what I'm doing), so it isn’t really clear, if th@drease of testing or the sexual behavior
caused the higher number of registered infections.

Persons from high prevalence countries

The group of foreigners, especially from Africa aB@stern Europe, is the other
important risk group. Often they infected themsslue their origin countries. With 3
persons in 2001 and 11 positive diagnosed peop2®1® the group of people, who are
coming from high prevalence countries, is the ngwetving risk and target group. With
the ratio of 2.6 percent of the whole populatioBnandenburg, the group of foreigners is
an overrepresented group in the field of HIV nevedatons (ca. 25% of all new
registered cases of HIV in 2010).
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HIV and STI related health care services

HIV and STI testing in Brandenburg and Germany weamrevided by regional health
services. All health care services are financedhgy national health care system — a
health care insurance. STI testing is offered hyn@éologists who bill their costs at the
health care insurance. HIV testing is provided égional Public Health Departments,
doctors and regional NGOs.

HIV testing and treatment

HIV testing in Germany is offered by regional astothe regional Public Health
Departments, doctors and laboratories. The PubdialtH Departments are financed by
the regional administration and are often connettedther health care services beside
HIV counseling and testing. They offer also couimgebf pregnant women etc. The HIV
testing in the regional Public Health Departmerakes place anonymously and
voluntary, it is free of charge. Doctor’s officesdalaboratories couldn’t make the HIV
testing anonymous, because of billing the healsluriance agencies (the doctors get the
health-ID with the name and the contacts of théepst In the regional Public Health
Departments the anonymisation of HIV testing opmeyatia encoded data the patient
offers. In Brandenburg there are 27 regional Pubéalth Departments, who are offering
their services mostly twice a week.

STI testing and treatmentis performed by dermatologists. The offers ararfoced by
the national health care system. These servicesem®f charge, but not anonymous,
because the dermatologist bills his costs at taélhensurance of the patient.

Migrants and illegal foreigners

Migrants are included in the national health cargesn via the welfare agency and the
German social welfare Law for asylum seekers. Byvaily who is registered as asylum
seeker is included.

lllegal foreigners are covered too. They have poretheir presence to the administration
of the local community and get the testing andttneat financed by the welfare agency,
but only when serious symptoms are present.
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Latvia

General overview of HIV situation

In Latvia, data on the morbidity of HIV/AIDS is detted and analyzed by the
Infectology Center of Latvia

HIV/AIDS cases in Latvia have been registered sib@87. First cases were related to
men, who got the infection through homosexual adstaFirst heterosexual HIV case
was registered in 1990. In 1997 the situation ckdnghen HIV infection penetrated and
increased sharply among injecting drug users.

Latvia so far belongs to the countries in the ELerehHIV infection rates are high. HIV
infection rate in Latvia in 2008 was nearly thrameds higher as that in the EU: 157.6 per
million populations as compared to 60.6 per millfmpulations in the EY At the end of
2010 4,888 HIV cases had been registered in thaetgoand 952 were AIDS casesn
the end of 2010 data showed the lowest number (@7d¢wly registered HIV cases per
year since 2001

HIV infection is distributed unevenly through thegrons of Latvia. Riga, the capital and
the largest city in Latvia (706,413 inhabitantshegt 01.12.2010.) appeared to be a central
scene of HIV spread and drug use. Riga and themegiiow the highest HIV prevalence
figures (408 cases per 100,000 residents in 2@a3he end of 2010 3,630 HIV cases (as
of Deceénber 31, 2010) had been registered in tpaataRiga (514 cases per 100,000
resident

HIV infection by transmission routélfhe majority of people living with HIV is male

IDUs who were infected through sharing of needlas syringes. IDUs clearly dominate
in the current Latvia's epidemic and account for.388 of all registered cases,
heterosexual transmission — 21.1%, homosexual riias®n 4.4 %, mother-to-child

transmission — 0.8%, and unidentified transmissiérb%. Since 2001 the number of
newly diagnosed HIV cases among IDUs and the ptmpoof IDUs among new cases
have decreased graduélly

In 2001 there were 665 cases registered as a @&sliMJ (82%), in 2005 — 114 cases
(38%), in 2007 — 141 cases (40%), and in 2009 -€a&ks (27%). While in Latvia

transmission through injecting drug use is the gitang route for HIV spread, it has been
declining, and heterosexual transmission increasligintly. It seems likely that so far
most of the heterosexual spread is affecting “bniggroups” — sex partners of IDUs,
sex workers and clients — rather than the genepilatior.

YInfectology Center of Latvia http://www.lic.gov.lv

> UNGASS 2010:4

% Infectology Center of Latvia http://www.lic.govibocs/268/HIV/Kumulativi.pdf

* UNGASS 2010:4

® Infectology Center of Latvia http://www.lic.goviblocs/268/HIV/IntensivoAbsolutotabula. pdf
°® UNGASS 2010:11

"TUNGASS 2010:13
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HIV infection by age and gendeAt the outset of HIV epidemic during 2000-2001,
males were more affected. However, over the cooirsecent years, infection is moving
into female population, and in 2009 females conted 60% of cases found among
people 15-24 years (in 2001 there were only aceoufdr 24% of HIV positive cases).
Similar trend is seen among people older than 25syé€senerally, since peak in 2001 the
number of new HIV infections detected among merhaaar has declined, whereas the
number of new infections detected among women gaah has remained more or less
static.

Other sexually transmitted and blood borne infectious diseases

Sexually transmitted infections

Registered cases of syphilis and gonorrhea haveeassd in last 4 years. In case of
syphilis it has decreased from 19.2 cases per Q0(QOpulations in 2005 to 7.6 cases per
100,000 populations in 2009 and from 30.1 case4@@)/000 populations in 2005 to 19.1

cases per 100,000 populations in 2009 in case mdrgooea. At the same time cases of
chlamydia infection have increased from 31.6 ped,Q00 populations in 2005 to 49.8

per 100,000 populations in 2009.

In 2010 there were 1588 STI cases registered. Antbegn — 66% (1042 cases) —

chlamydia infection; 22% (357 cases) — gonorrhéa; (834 cases) — syphilis; 4% (55

cases) — genital hergles

Hepatitis B and C

Since 2001, stabilization is observable in the nabtyp of hepatitis B and C; however, an
increase in the incidence of injecting drug usexs lbeen observable since 2005. For the
moment this trend is difficult to explain unequiedlg, as this is the first time such an
increase has been observable since 2001. One afiplancould be the fact that
opportunities for testing for hepatitis B/C are reesing; and users, thanks to the
operation of harm reduction programs and infornmatwailable in the mass media are
possibly undertaking testing for these infectiormerfrequently.

In Latvia in 2008, acute hepatitis B was registef@d140 persons (103 men and 37
women). Of the 140 persons, 31 persons (29 mer2amomen) were identified as drug
users, comprising 22.1% of the total. The total hamof persons infected with acute
hepatitis B has slightly reduced in comparison v@®7; however, the number of drug
users has increased by 10%. Acute hepatitis C agistered for 116 persons (64 men
and 52 women). Of these, 21 persons (all men) wiermified as drug users, comprising
18.1% of those infected. The incidence of acuteatigp C in 2008 has increased by 13
cases as compared to 2007, while among drug udes remained rather statfle

There were registered 123 acute hepatitis B cas609 (140 in 2008). 43 (35.0%) of
infected were those of women and 80 (65.0%) — rB81(26.8%) were infected through

8 Infectology Center of Latvia http://www.lic.goviladex.php?p=7793&pp=108448&lang=258#sti
% The Centre of Health Economics Latvia 2009:48
9 The Centre of Health Economics Latvia 2009:48—49
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injecting drug use. Chronic hepatitis B was ideatifto 73 persons, from which 3 cases
were related to use of common drug injecting eqeipih

There were 91 persons reported to be infected actite hepatitis C in 2009 (116 in
2008). 23 (25.3%) among them were infected by usinms. Chronic hepatitis C was
identified to 1,271 persons, from which 112 (8.8&@re injecting drug users. There is
high amount of cases where the mode of transmissionidentified — 36.3% (n=33) in
case of acute hepatitis C and 77.2% (n=981) in ehskronic hepatitis &.

Vulnerable groups

Injecting drug users

It is estimated that there were 18,000 drug usefisatvia™>. This estimate covers year
2008. Four source capture-recapture method wasarsgthe number of heroin users in
Riga capital city for 2008 was estimated to be 3,085% CI 3,913-10,164). By taking
into account national drug situation, e.g. the waajority of problem drug users in Latvia
are injecting drug users, a large proportion ofrsisgre amphetamine injectors, a
proportion living outside Riga city, extrapolatiohcentral estimate was carried out. The
suggested number of problem opiate and/or amphetamsers in Latvia would be
around 18,000, of which 12,000 are heroin usersneSother extrapolation from this
figure suggested the number of “problem drug userd’atvia might be in the range of
19,000-24,000.

In Latvia until now two general population surveymed specifically at assessing illegal
drug use among 15—-64-year-old population have baemed out. The first study was
conducted in 2003, while the second one — in 200@é.sample sizes for the survey were
4,534 and 4,500, respectively. Both surveys folldwenilar methodology and sampling,
thus the results are comparable. The national ptipal survey carried out in 2007
(n=4,500) shows that 16% of population aged 15-@&4ltried some illegal drugs in their
lifetime. The level of the illegal drug use durilagt year or last month prior to the survey
is considerably lower in comparison with usage @véhe lifetime — accordingly 6% and
2%. Compared to the national population survey 003 the part of drug-trying
inhabitants has grown by 4% (from 12% to 16%). Mhave tried illegal drugs twice
more often than women.

Within the 2009 cohort study, problem drug usenestes by applying Police multiplier
method were carried out. The multiplier used ingh&ly was according to self-reports of
being brought for drug testing among interviewedgdusers, while the data source used
was positive drug tests carried out at the Riga i&toh and Psychiatry Centre.
According to the cohort data, the police had bro@h2% of interviewed drug users to
the drug tests at least once in the previous 12tmsprwhile Riga Addiction and
Psychiatry Centre data suggests 1,879 individual® wested positive for heroin or other

" The Centre of Health Economics Latvia 2010:31

2 The Centre of Health Economics Latvia 2010:31

13 Centre of Health Economics (CHE) (2010). 2010 &l Report (2009 data) to the EMCDDA by the
Reitox National Focal Point. Latvia: new developtsetrends and in-depth information on selectedess
Riga: The Centre of Health Economics
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opiates, cocaine and/or amphetamines. Thus acgpriinthe Police multiplier the
estimated number of problem drug users in Rigasamiunding areas was 7456

HIV prevalence surveys took place since 2001 am@igs in capital city Riga, using
LTCs services for recruiting respondents. So, nyalifliCs clients were enrolled in the
status samples. Respondent driven sampling (RD8)adelogy was introduced in 2007.
The prevalence rates estimated from special bicébgsurvey has increased and
remained high and relatively stable (13.7% in 2001% in 2002; 22% in 2003; 26% in
2005; 22.6% in 2007), notwithstanding, that newiggdosed and reported HIV cases
related to IDUs have substantially declined sing@2.

Prisoners

HIV and other infections (TB, STIs, and HCV, HB\§ significant problem in Latvian
prisons.

There were about 7,000 people in 12 prisons in 2009

In 2008, a total of 628 HIV positive persons weegistered in Latvia's places of
incarceration, which is 58 inmates more than in7202 new cases of HIV infection
were registered within prisons as compared withné@@ent cases in 2007. In 2002 and
2003 the HIV prevalence indicators were slightlghar, at 766 and 803 respectively. In
2008, there were 103 incarcerated persons in tigSAphase — a slight increase as
compared with 2007 when 97 in AIDS phases were irsgrtheir sentence. By
comparison, there were only 23 inmates registenethe AIDS phase in 2002, but by
2003, the total had already risen td'59

1,155 cases or 25% of all newly diagnosed HIV célesl,614) are being reported from
prisons by December 31, 2009. This rate may betduke large scale testing being
performed for this population, since HIV test isitioely offered to all people entering
the prison system. However, it is still unclear Wiee the HIV infection had been
contracted before or during detention and imprisemtmHIV prevalence among all
prisoners is about 6.6%.

Based on data from Ministry of Health for 2008—20@%ppears that there are a total of
400-450 PLWHA in prisons. Of these 85% are men 5% are women. Almost all
(95%) of people living with HIV in prisons have #tory of injecting drug usé

Men who have sex with men

Two surveys on HIV prevalence among MSM were cdraet in the 1990’s. The survey
implemented in 1997 recruited 207 MSM from one heantre and gay night clubs in
Riga. The prevalence of infections was: HIV 2%; hsiip 8.3%, and hepatitis C 3.9%.
Another survey was done in 1998 among 242 MSM in gaht clubs in Riga and
Liepaja and found the HIV prevalence had increasdi¥s™.

In 2008, an anonymous cross-sectional study wadumed in Riga. Using time and
venue based sampling 252 MSM have been recruitddjaestioned. The proportion of

1 The Centre of Health Economics Latvia 2009:31
15 UNGASS 2010:11

1 UNGASS 2010:26

" The Centre of Health Economics Latvia 2009:47-8
18 UNGASS 2010:27

9AIDS Prevention Center of Latvia data

27



’ Executive

q Agency for

’. Health and
Consumers

BORDER|NET work

participants older than 25 years was 48%. The ptigpoof participants tested for HIV
before was 61.9%. Prevalence of HIV in the group w®.

Sex Workers

Several surveys on HIV prevalence among CSW weree do the past in Riga- the
capital of Latvia. Data showed that there was 1 Hidsitive case from total 196
respondents in 1998 (0.5%). Since then HIV prewaehas increased to 16.8% (17
respondents) in 2004 (total 109 respondents). Theeatence could be even higher in
2004 because of there was used self-report methogstimate HIV prevalence. The
previous survey in 2002 showed that self-reporvgence is 3% less than data from
saliva tests showed (13% vs. 16%). The main trasson way was common use of
syringeé™.

Ethnic minorities

No special HIV/AIDS surveys for national minoritiésd been carried out in Latvia,
however, in 2009 assessment of IDU scene in Vdaispne of the biggest cities of
Latvia (43 088 inhabitants in Ventspils) was perfed (granted by UNODC project
"HIV/AIDS prevention and care among injecting drugers and in prison settings in
Estonia, Latvia and Lithuania"; Project Number: XB2H). This included small bio-
behavioural investigation. Unexpectedly amongespondents (n=195) 50% were Roma
(n=97). 23% of all Roma participated in the surwegre detected HIV positive
notwithstanding, similar proportion was observedoag Latvians (24%) and Russians
(25%). It should be noted that education level agnalh respondents was extremely low
— elementary and incomplete elementary education664% of respondents. Good
knowledge about HIV/AIDS was declared only for 28.6ut insufficient for 86.4%.

HlVand STI related health care services

In Latvia, health care services are covered thradghlth Payment Center. In order to
receive health care services free of charge, pd@ple to register to a family doctor.

HIV testing

Any medical institution in Latvia can provide HI\édting. Only persons with medical
education can perform testing. HIV testing in Lati$ voluntary. VCT is now widely
available at a range of health facilities. It isndatory for health staff to offer HIV test to
all TB patients, pregnant women, persons from mgk groups (IDUs, CSW), STI
patients, and prisoners at entry to prison system

For vulnerable groups- IDUs, MSM and sex worker¥ k#sting (HIV test and related
counselling) is free of charge only in Low threshoknters (LTCs) (4 sites in Riga and
15 sites in other cities). LTCs have no status etlical institution, but it is requirement
to have a medical professional working there.

“ Dudareva, S., Karte, A. (2008) HIV/AIDS knowledge and sexual riskhagiour among MSM in Latvia
L AIDS Prevention Center of Latvia data
2 UNGASS 2010:9
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HIV and STI treatment

One of the largest treatment institutions for itifacs diseases is the Infectology Center
of Latvia, which is subordinate to the Ministry Health. The aim of the Centre is to
provide informative support to state administratimstitutions and the public, and
methodological and organizational support to thenisfry of Health in the formation
implementation of infectology policy, and to progidhighly qualified and high-quality
specialized outpatient and inpatient secondarytarttary level medicinal assistance to
persons suffering from infectious diseases (inclgdiare diseases, HIV/AIDS, sufferers
from sexually transmitted or parasitic diseases)] & also undertake the specific
prevention of, and research into infectious disgase

Till the end of 2009, treatment was available dnlynfectology Center of Latvia. Since
2010 treatment is decentralized. HIV-positive p#iecan receive Highly Active Anti-
Retroviral Treatment (HAART) even if they do notvieafamily doctor. At the end of
2010 (31.12.2010.) 508 patients were on HAART @u4888 HIV/AIDS patients) 46
prisoners and 235 IDUs among tHém

Prophylactic antiretroviral (ARV) treatment for HI\infected women during the
pregnancy as well as for their newborns is avaldbte of charge (Regulation of the
Cabinet of Ministers No 611, 07.25.2006).

Financing of services

HIV testing in the general health care system itviaas free of charge; however patients
should pay for pre- and post-test counseling. Retiecontribution in Latvia is 3.00 LVL
(approx.4.2 EUR).

LTCs are financed partly by government and locahauties. Government pays for the
medical equipment (syringes, needles, test kits).etcocal authorities pay all
administrative costs.

Latvian prison system has its own health care sesyiwhich are covered by the Ministry
of Justice (except medicaments for treatment ofamB HIV/AIDS, which are paid from
the State budget funds foreseen for health care).

Hepatitis C treatment is not free of charge. Stampensation for the treatment needed
medicine is 75 %.

STI screening

Syphilis screening is available for donors. Pregnaomen are tested on syphilis and
Chlamydia. Screening for these groups is free afgd STI treatment in Latvia is not
free of charge, except of treatment in stationarinfectology Center of Latvia.

Barriers related to accessing HIV/STI VCT serviceamong high risk groups

Injecting drug usersAlthough the majority of those living with HIV werinfected
through injecting drug use, less than a third afsthreceiving ART have a history of
injecting drug use. Along with the official reasohlow coverage of ART among IDUs —
the insufficient adherence to treatment processrethis evidence of other significant
barriers to IDUs in receiving ART both in the commity and, particularly, in prisons.

% The Centre of Health Economics Latvia 2009:62
2 Infectology Center of Latvia http://www.lic.gov/tblocs/268/HIV/atsk3_Decembris_2010.pdf
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These barriers include stigmatizing attitudes ddltmestaff and very limited access to
opioid substitution treatment (OSY)

Prisoners.lt is still unclear whether the HIV infection hdmken contracted before or
during detention and imprisonment. In principleispners are entitled to free HIV and
TB treatment. However, they are requested to payfuh price for certain types of care
and drugs, including treatment of opportunisticedses. Although ART is available in
prisons to those in need, it appears that very(&out 5% of PLHIV in prisons) receive
this, in practice.

Reasons for relatively low uptake of ART in prisarg varied, including limited funds
for ART and a lack of knowledge among HIV infectgisoners. There are also problems
with availability of support services required t®A. Financial issues mean that, in 2009,
HIV testing on entry into the prison system waspsmsled. Services for IDUs, such as
the provision of methadone and/ or sterile injegtequipment, are not available in
Latvian prisons. Moreover, prisoners face intenaptin their methadone because of
arrest and non-availability of methadone in thenamal justice system.

Money available for health care in prisons systar2009 has been reduced from 2008
levels because of the financial crisis, and thesgm$ system will no longer have
earmarked funds for health. As a result, HIV préwmen activities in prisons are
fraz%mentary but harm reduction activities (neediginge exchange) are not available at
all™.
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Poland and the Podkarpackie Province

The Republic of Poland is a country located in @driEurope between the Baltic Sea in
the north and the Carpathian and Sudeten Mouniithe south. From the east it borders
with Ukraine and Belarus, north east of Lithuama &om the north and the Kaliningrad
Russian Federal Republic, most of the northern 8agnof the Polish Baltic Sea coast
sets, with the Germans from the west and southeofOzech Republic and Slovakia. The
total area of the country is 322,575 kmz. Polanthésninth largest country in Europe and
68" in the world. The population was 38.46 million penin 2010 (sixth largest in the
EU and 34 in the world in terms of population). 61.8% of thepulation is urban and
the population density is 124 per km2. Polish matlity was declared by 95.6% of the
population (Census 2002).

The Podkarpackie Province is a region with an afe&’.8 thousand kmz2 (5.7% of Polish
territory). The population size is 2.1 million ifhitants and 41% of population in urban.
Carpathian is the most advanced in the south-eggimn. In the east it borders Ukraine
(Lviv circuit and the Transcarpathian region), amthe south Slovak Republic.

General overview of HIV situation

In Poland, the first HIV case was diagnosed in 188fl the first AIDS case in 1986. At
that time, the problem affected only people addicte intravenous drugs and
homosexual men. The largest increases in incidestes of HIV infections and AIDS
cases occurred in Poland in 1989 to 1990. Thenobserved rates increased several
times. In subsequent years, declines were obsarvedcorded infections in absolute
terms (for example, between 1990-1993 from 809 sc&ase400 cases). These results
caused that in Poland an extensive campaign okslanvce was started, including the
promotion of early diagnosis of infections — indhgifor people with high risk behaviors
— by creating a nationwide network of counsellifrge and anonymous testing. Due to
the recognition of common infections in groups nfgladdicts and homosexuals, this led
to stigmatization of drug abuse and homosexualty.first these were erroneously
recognized as the only ways and risk factors aasetiwith HIV and AIDS.

Since 1993, slight increases in the number of @eapfected were observed in
comparison to previous years, maintained with weriemall fluctuations until now
(virtually constant rate of 0.3—0.5 per 100 thouseesidents). A significant change in the
epidemic has been observed since 2000, throughadugk change in trends in risk
behaviors since 2001, particularly increasing redaesong people with risky sexual
contacts, often closely linked with the consumptioh drugs, including alcohol.
Characteristic is also increased number of infestiamong people for whom it was not
possible to identify a clear route of infection.Roland, the implementation of the study
since 1985 to 2010 found HIV infection in 13,926li$to citizens, among whom there
were at least 5,705 infected in connection withuke of drugs, which is approximately
41% of those infected. In the second half of tlghies, the percentage was about 85%.
Now the infection via heterosexual contacts (areb¢hare often associated with alcohol
abuse and drugs) is becoming dominant. Up to 60%ewfly diagnosed HIV infections
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did not contain information about risk behaviordiiet prevents accurate determination
of what is now the dominant route of transmissibris estimated that the number of
people infected with HIV in Poland is 20,000-30,@@®ple. By the end of 2010 a total
of 2,435 AIDS cases have been recorded out of whi€h2 patients have died. In
Podkarpackie Province (about 2.1 million residen#s)total of 217 serologically
confirmed HIV cases have been diagnosed until Deeer2010 — 154 men, 52 women, 4
children up to age of 15, and 7 people with no datalable.

In the Podkarpackie the main age group is 21-3@syéarepresents around 60% of all
cases. 100 people with HIV used or use drugs iatrausly, among them were 21
women. Unfortunately, the number of people with HitMhe registry does not reflect the
scope of the problem, because of the denial optbblem by the people engaging in risk
behaviours, and low testing rates, even anonymest;y. So, the estimated number of
PLHIV in Podkarpackie is 450—600 people. Sincelibginning of registration 65 AIDS
cases have been reported in Podkarpackie Provimddeding 26 deaths.

Other sexually transmitted and blood borne infectious diseases

Sexually transmitted infections

In 2007 in Poland, 915 cases of all forms of syphilere reported, this is 21 cases less
than in 2006 (incidence rate for syphilis in 2002.39 and in 2006 — 2.45 per 1000 000
population). In 2007 694 cases were early sypl8ligss than the 2006 (incidence rate in
2007 was 1.82 while in 2006 — 1.56 per 100 000 [adjzun).

In 2007 488 cases of gonorrhea were reported, wki@® cases more than in 2006 (the
incidence rate was 1.28 per 100 000 population).

Genital warts — in 2007 — 862 cases, which is ®egdess than in the previous year.
Incidence rate was 2.26 per 100 000 populatioroBvzand 2.51 in 2006.

Genital herpes was diagnosed in 193 people, wisictOB cases less than in 2006. The
incidence rate was 0.51 per 100 000 populatiordBv2and 0.78 in 2006.

In 2008 worsening of the epidemiological situatimas observed. The increase in
incidence was confined to gonorrhea. Since 200@rafisant increase in the incidence
of acquired syphilis has occurred. In Poland cbkidare still born with congenital
syphilis and the number of performed serologicststéor syphilis has decreased.

In 2009 the incidence of all infections increas€hdus the total number of syphilis cases
was 707 in 2008 and 1,004 in 2009 (including 12esasf congenital syphilis), the
number of gonorrhea cases increased from 285 tordbi2 same period, and the number
of herpes cases increased from 211 to 684.

The worst epidemic situation, many times exceetlegaverage national incidence rate,
has been recorded in Mazowieckie, with Warsaw,usige. Pokarpacie belongs to the
provinces with a relatively small number of casggnificantly lower than the average
rate nationwide, but in part it may result from thek of research.

Hepatitis B and C

Incidence of hepatitis B has decreased graduallyesthe 1990s, that is, from the start of
wide introduction of vaccination against hepatiisin 2010, there were 1,634 cases, and
the respective incidence rate was 4.28 per 100strali residents. For comparison, in
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2009 1,513, in 2008 1,375, and in 2007 1,523 casm® reported. With the high
coverage of mandatory vaccination against the Viegdatitis B for children and young
people only rarely an acute hepatitis B is diagdasethis population. Currently, it is
assumed that the population under age of 25 is imeniar HBV infection. In 2010, in
Podkarpackie province recorded a slight increaskeamumber of reported cases from 45
in 2009 (incidence 2.14 per 100 thousand) to 6éséscidence 3.19 per 100 thousand
population). The incidence is one of the loweatand.

Hepatitis C trend has been on the same level forynyaars. In year 2010 there were
2,069 cases — the incidence rate was 5.42 per A@@Opulation. For comparison, in
2009 1,932 cases, in 2008 2,393 cases, in 2007 2a=es and in 2006 3,025 cases were
registered. In 2010, in Podkarpackie 41 cases phtitess C were registered, and the
respective incidence rate per 100,000 was 1.92(09 the incidence rate was 1.81 per
100 thousand populations). Based on epidemiologstimates, it is believed, however,
that the number of people infected with HCV in Polas around 750,000. On the basis
of epidemiological interviews it is assumed thgtragimately 80% of registered cases of
HCYV infection are associated with transmission éalth care settings (no proper regime
of sterilization instruments, disinfection of pres®s and equipment, procedures for
operations affecting the continuity of the tissues)

Vulnerable groups

Drug users — addicts and people experimenting witbrugs

The results of the nationwide ESPAD study (Europgeimool Survey Project on Alcohol
and Other Drugs) in 2007 indicated a stabilizattworeven decrease of the problem of
drug use among school children. In 2007, 16% ofested youth (1516 years) reported,
although, contact with marijuana and hashish, anghetamines (4%). Another study
undertaken in 2011 will show whether these trerm#ioue. Prevalence of drug use in
Poland is lower than in other EU countries, exalgdihe use of tranquilizers and
sleeping pills without a prescription (18%). Foesk measures, Poland is among the
countries with the highest prevalence.

The results of studies conducted in 2008 indicthetl the psychoactive substances most
widely used by young people (for 'once in my lif@gre marijuana and hashish (30.5%),
sedatives and sleeping pills without a doctor'someoendation (21.8%) and
amphetamine (9%). Use of the so-called "boost" vadsitted by 3.5% of the
respondents, which is comparable to the hallucinmgenushrooms (3.6%), anabolic
steroids (3.4%) and cough medicines (3.2%). Moreopeevalence of alcohol use in
combination with marijuana and alcohol with tabMtss respectively 17.3% and 12.2%.
Most recent data on drug abuse treatment patienispatient treatment is from 2007:
the stationary units provided treatment to 12,58&@ns, which is a decrease compared
to 2006 (13,198 patients). At the same time in 200890 people were admitted to
inpatient treatment for 'the first time in my lif@/hich also indicates a downward trend
compared to previous year (6,480 persons in 208&and is among the European Union
countries with the lowest availability of substitut treatment — in 2010 this form of
therapy benefited only 2,110 persons which meaatsttbatment was available for 7% of
opiate addicts.

33



Health and
Consumers

’ Executive
Agency for

BORDER|NET work

National data reported to the Sanitary-EpidemialaliStation of HIV infections and

cases of AIDS, including on drug abuse, are derfvath the National Institute of Public

Health — National Institute of Hygiene. Number eported new cases of HIV infection
among drug users in recent years has maintainedraaking trend.

In 2008 there were 809 cases of HIV infectionsotalt including 45 injecting drug users.
In 2009, 689 new infections were reported (outheim 40 among injecting drug users).
Overall, out of all HIV cases since 1985 (n=13,9R(¢cting drug use was reported by
41% (n=5,705). In interpreting these figures thet flhat many reported cases of HIV
infection do not indicate the source of infectidmogld be taken into account. AIDS
among injecting drug users showed a decreasing wenng 2003-2006. In 2007 183
AIDS cases were recorded (in 2006 — 130 casedjudimg 102 among IDUs (in 2006 —
65). In 2008, 161 cases of AIDS were recorded tial tcncluding 66 among IDUs.

Sex workers

It is estimated that in Poland sexual servicesifoney are provided by 18 to 20 thousand
people (although other sources estimate that treaintimber could be even as high as
150-160 thousand people, and that the number ofteagencies is around 15,000). In
agencies providing sexual services besides Pol@hem (72%) women mainly from the
Eastern Europe are working: Ukrainians (19%), Rarssi Belarusians, Bulgarians, and
Moldovans. The research conducted in 2002 showat dker 17% of respondents
providing sexual services did it because of thesipdgy of earning a living and profit,
while 14% desired to raise the standard of thein tives, but the majority (over 60% of
women) worked as prostitutes because of the diffieconomic situation. In addition,
2.8% of respondents declared that they were wor&sgrostitutes as a result of coercion
by others. Only 7% of respondents said that somevotiee family knows or suspects that
they work as prostitutes.

In December 2002 serological testing was perforam@dng a group of 400 prostitutes
from 13 major Polish cities, including Rzeszow, ttepital of Podkarpackie. 9 were
infected with HIV, and in 1,914 the presence ofeation with syphilis, a sexually
transmitted disease. It is noteworthy that fromnime HIV infected patients, six women
came from Wroclaw, the capital of Lower Silesia.

HI1V and STI related health care services

Health care and financing of health services

Health services for the treatment of HIV, STIs dmghatitis B and C are free of charge
for insured persons, funded by the National Hekilithd. According to the act on health
care services financed from public funds uninsyg@gons having Polish citizenship and
residence in the Polish territory, and who meetagerincome criteria, are entitled to

treatment under the same conditions as insuredperafter receiving the decision of the
mayorafter confirmation of entitlement to benefits. Thaeir treatment is paid from the

state budget. Certain groups of people are entitbettee treatment regardless of the
insurance or without having to request supportiogudnents. They include children (up
to 18 years old) and women during pregnancy, childband postpartum. The only

requirement is the possession of Polish citizensinipl residence in Poland. Free
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treatment is also available for those sick or sogaeof being affected with infectious

diseases that pose a threat to public health, asctuberculosis, syphilis, and HIV.

People addicted to illegal drugs and alcohol atéled to free rehabilitation, and people

with mental disorders to free psychiatric treatmé&mn¢e medical care is also available for
people who are deprived of their liberty (arrested convicted).

HIV testing, STI and infections with hepatitis B ard hepatitis C treatment

In Poland, thanks to the activities of the Natio@ahtre for AIDS, 1,929 Consulting and
Diagnostic (PKD) are working, at least one in epabvince. In these places people can
perform free HIV test and get pre- and post-tesinseling. In Rzeszow PKD people can
also test for HBV and HCV infections, as well akested STIs.

In any health care facility, laboratories can perfdilV testing if the patient pays. Free
testing for HIV is available for pregnant womanhegtreferral of a gynecologist-
obstetrician). Treatment of patients with AIDS aARV treatment is carried out in
selected hospitals and outpatient centers in Poland

STI screening can be done in Poland by primary gargsicians (for syphilis) or

dermatologist-venereologists for free. For thisgleacan go to a specialist without a
referral, specialist clinics are located in virtyahll districts, hospital treatment is
available in each province.

Referral for testing for HBsAg can be done by priyneare physician. Other diagnostic
tests for infections with HBV and HCV, including RC can be done by medical
specialists of infectious diseases and gastrodontgroExamination is free of charge for
people with no job and can be performed in any ratooy conducting the diagnostic
serology and PCR. Outpatient treatment is carriedd loy specialist clinics and
gastroenterological disease clinics. Hospital éagrovided by specialized departments,
except that the treatment of hepatitis C is cargatlin selected locations, which have
signed contracts with the National Health Fundthiea Podkarpackie province it can be
done in two hospital wards and infectious LancubiDe.

There are many non-governmental organizations larfdowvorking with the problems of
HIV, STls, hepatitis B and hepatitis C, and theietdd(alcohol, drugs) and sex workers,
people with different sexual orientation, inmatesl geople leaving prisons as well as
children and youth from dysfunctional families. B&lare some examples:

- Society for Threatened People Excluded and SocieluBion "Podwale Seven”

- ETOH Foundation for the Development of Preventidiycation and Therapy for

Alcohol Problems

- Association for Health Promotion and Preventioibotial Risks TADA Szczecin

- Association for Solidarity "PLUS"

- Association for Children and Youth Program “STATION

- Together for the Living with HIV / AIDS "The positt in the Rainbow"

- Pomeranian-Foundation “House of Hope”

- Center for Prevention and Social Education "Umbhbtell

- Association of Volunteers “DA-DU”

- The Association of Volunteers Against AIDS "Be witls"
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Romania

General overview of HIV situation

According to the Report of the Compartment for Monng and Evaluation of the
HIV/AIDS Infection in Romani&, within the Institute for Infectious Diseases Mate
Bals, at the end of June 2010, 16,433 cumulati/AIDS cases were registered. Out of
these, 5,626 persons had died and 562 were replogedo follow-up. The number of
registered PLHIV at mid 2010 was 10,245. UNAf®®stimated that the number of
PLHIV in Romania at the end of 2008 could have ésvieen 12,000-16,000 people. The
number of newly diagnosed cases in 2007-2009 hexs $table (368, 436, and 428 cases
respectively). The same report indicated that 8FBHIV had access to specialized care
and were monitored in one of the nine regionalttneat centers (as of June 2010). Out
of them, 7,306 were receiving antiretroviral treaim

During 2007 to mid 2010 the percentage of caseduatiible to IDU has increased from
0.8% to 2.0%, and the percentage of cases among M8 3.8% to 7.8%. The
percentage of cases due to heterosexual transmisaforemained the same — 75% out of
all newly diagnosed cases.

The data obtained by the surveillance system arelasi to the data from research
conducted in 2009. Thus, the research shows thabg@iUs, HIV prevalence rate does
not exceed 1%, similar to the one among SWs. Atstimae time the prevalence rate
among MSM is over 4.7%. Most of the young girlsected with HIV in childhood
during 1986-1991, are now at the fertile age thghtrexplain the raise in the weight of
the vertical transmission. Thus almost all youngnea infected with HIV as children
during 1986-1991 had been diagnosed, their acoegsetialized services to prevent the
vertical transmission is inequal in the country.eTéexual transmission (hetero and
homo/bisexual) might be assigned to 4 out of 5 mbiggd cases and it had been
registered especialy to young people aged betwBeand 29 years, with a peak among
those aged 20 to 24. The data coroborated with rdselts of the studies on
seroprevalence show that the most probable thertriion is concentrated among MSM
and less among other vulnerable groups as SWs, WUetainees. New infections at
high level are registered also among HIV contdotswhich, the results of the tests made
during the last 2 years show percentages betwesm 80% pozitive tests from the total
number of tests.

The number of infected persons in active medicaleslliance, meaning those who go at
least once a year to one of the regional treatroemiers, raised from 7,591 at the end of
2007 to 8,734 at mid 2010. The number of patientABRT was the highest at the end of
2008 and decreased slightely by mid-2010 (respelgtif,434 and 7,306 people).

27 Availlable on www.cnlas.ro.
28 http://www.unaids.org/en/CountryResponses/Cousinbenania.asp
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With the coverage of ART of about 50% from the rested number of PLHIV
(n=15,000), with 75% of the registered cases (nR24%), and with 83% of the estimated
number of people in need of treatment (n=8,900m&ua is a country with one of the
highest treatment rates in Europe. In 2009 and Ilynast2010, many counties faced
difficulties in financing and ensuring the neednoédicines, that lead to interruption of
treatment for a signifficant number of patients2DB10, over a third of the patients have
faced at least once this interruption, accordintheoestimation of the National Union of
the Organization of People Affected by HIV/AIDS. 8@ counties had this problem in
January 2010, over 15 counties in April and all¢dbanties had problems in ensuring the
continuity of the treatment for all the patients yW@he same year. The intrerruptions
where generally less then two weeks, with some miaes: Neamt and Suceava
counties. Many patients had to go weekly to thephakto get the medicins, that had a
negative influence to the adherence to treatment.

Vulnerable groups

Sex workers

Sex workis a visible phenomenon in Romania, but its hidplert is, perhaps, at least as
important in number. In 2003, WHO was estimated thetween 23,000 and 47,000
women and men were practicing commercial sex in &v&r. During a 3 year periode
(2007-2010), The Romanian Association Against AIBXMRAS), the unique service
provider for this group worked with about 5,900 ss&rkers in 10 counties (Arad,
Baciu, Bragov, Cluj, Constata, Dolj, Isi, Neam, Timis si Bucursti-1lfov). 2,856 of
these persons had been approached in Bucharest.

The vulnerability of the persons involved in themoercial sex towards HIV infection is
often increased by the background of disorganizedilfes, abuse, institutionalization,
but also because women, especially in the poor odies in Romania, continue to be
considered inferior in comparison with men. Witholse right for an opinion and free
choice, women involved in commercial sex are oftbrdient to the men they live with
and accept risk behaviors (unprotected sex, imgatrugs).

Another important factor of vulnerability is that Romania, prostition is illegaf® the
crime character of practicing commercial sex le@dan erosion of capacities of these
women to complain to the public authorities agaithe abuses and agressions they
experience with the clients or other persons inedhin the commercial sex (pimps,
combinators).

The main risks related to HIV transmission that pleesons practicing the commercial
sex are exposed to are related to the unproteetedvih the clients, but mainly with
their partner. A study developed by ARAS in 2006w that the rate in condom use at
the most recent sexual contact, with the client, @so with the ,husband” is 36.2%,

2 presidential Administration, The Presidential Cdtter for the Analisys of Social and Demograficask®, Risks and Social
Inequities in Romania (Administia Prezideriala, Comisia Prezideiala Pentru Analiza Riscurilor Sociaf¢ Demografice, Riscuri
si inechititi sociale in Romania), 2009

® Pénal Code, art. 328. — Prostitution, Law No 63119
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while the rate of constant use of the condom wlithha sex partners (clients and stabile
partner) was only 20%-

Another problem stressed in this study is the greatlence of injecting drug use among
CSW (over 11% declared use of injecting heroin2d04 or 2005). The data registered
by the ARAS outreach teams between 2007 and 20bdv &n increase of this
fenomenon, so that out of 2,856 CSW (men and wortleat) have been beneficiaries
during these three years in Bucharest, 1401 (49 04@6e also injecting drug users.
According to the 2005 study, aproximately 40% & @SW injecting drug users declared
the share of injecting equipment, thus increasimg ttisks of infecting with diseases
transmissible throught blood.

Other vulnerabilities of the CSWs have been widigcribed in the qualitative study
developed by Romanian Angel Appeal Foundation (Begtiy 2010)2.

Among these, it is important to be mentioned tlok laf identity documents that means,

especially for the vulnerable persons, a barieadnessing social and health services.
According to a study, developed by the Faculty $mrciology and Social Assistence

(University of Bucharest) with the support of UNIEE 36% of the persons that practice
the commercial sex don’t have identity papers (@&t or temporary) and 30% don'’t

have even a birth certificate. More recent integptadtudies (bio-behavioral) from 2009

and 2010 are going to be published.

Injecting drug users

are a big group especially in Bucharest. In 200% National Anti Drug Agency (ANA)
estimed a number of 17,767 injecting drug usershlpmatic use - asimilated aparently
to the cuse of drugs by injectidfh) According to the National Report regarding the
HIV/AIDS situation in Romania, that mentions datdected by UNODC (United Nation
Organization for Drug and Crime), at country level, Romania, 7,334 users have
accessed the Harm Reduction services (needle exghagrams), in 2009. Between
2007-2010 ARAS had approached, within the HIV pnétee progranms, 6,650 IDUs in
Bucharest.

Vulnerability is still high because of the insuféat and lack of sustainable harm
reduction services, lack of treatment for the apidépendence, refusal of most of the
pharmacies to sell syringies, stigmatization ofdneg use in Romanian society, and the
legal framework that according to which the possesf drugs is a crime (even if a
person has a single doze, for own use she canrbshaudl to jail).

15% of the IDUs have a high risk behavior (shamfglready used syringies). At the
most recent sexual contact, only 17% of the IDUdated the use of condom and 13%

% COMMERCIAL SEX, THE PERSPECTIVE OF PUBLIC AND SQ&L HEALTH - ARAS, UNAIDS, with the support of
UNAIDS and the Global Fund for AIDS, TB and Malafiarough the mean of the Ministry of Health) (SEXCOMERCIAL,
PERSPECTIVA DE SNATATE PUBLICA Sl SOCIALA), 2005 — ARAS, UNAIDS, cu sprijinul UNAIDS si Fonliii Global

pentru SIDA, malarie si TB (prin intermediul MS)yww.hivnet.ro.

2 Women Practicing Commercial Sex in Bucuresti: §ifde and behavior with risk of transmission ofMAHepatitis B and C —
qualitative formative research (Femei care pract@aul comercial in Bucuresti: stil de viata si gmrtamente cu risc de transmitere
HIV, hepatita B si C — cercetare calitativa formaji Romanian Angel Appeal, 2009: www.fondulglotmtapoarte-si-studii

% Study Concerning Adolescents with High Risk of HNDS — Faculty of Sociology and Social Assistanaith the support of
UNICEF, 2008 (Studiu privind adolescentii cu rigescut de HIV/SIDA — Facultatea de Sociologie sisfenta Sociala, cu sprijinul
UNICEF, 2008)

% National Report on the situation of drug use (RaNational privind situatia consumului de drogugip09. ANA
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of the IDUs had offered sexual services for mordrygs or other goods.4% of the
IDUs that have participated in the serological dwhavioral study had no kind of
identity papers and 21% of them did not have valzkeat that moment.

The study also revealed that the prevalence of &hng IDUs is 1%, hepatitis B — 5%,
and hepatitis C — 83%.

Homeless people

According to the National Anti—-Poorness Plan, innfRRaia, there are about 15,000
persons that don’t have a home; about 5,000 aBuaharest (Statistics of the MSF —
Medicens Sans Frontieres). Homeless people, edlpabiase that are a long time on the
street, have a significant decrease of the sedastef the interest for their own welness
and these contribute both to their vulnerabilitwaods HIV and other diseses but also to
remaining in the street (they don’t do any efféotghange this situation).

Roma people

According to the National Anti-Poorness Plan, innRmia, census in January 1992
registered 409,723 Romanian citizens that had ifteththemselves as roma/gipsies. The
Roma organizations offered estimations between(0®@ and 3,000,000 people, but
none of this figures have been justified by a cetercalculation methodology. In 1992,
coroborating more methods, a research upon th@-eascnomic life conditions of the
Roma population, its dimensions have been estimadedbout 1 milion people (E.
Zamfir, C. Zamfir, coord., 1993, pp.59-64).

According to the same document, 3,1% of the persbtise Roma minority do not have
any identity documents and 5,7 of those over 14syda not have an identity card.

Lack of legal identity, with effect on exclusionofn any social right, affects a great
number of Roma. They are completly excluded frohotider rights derivated from the
citizen status: social assistance, social ensurguigical participation right, hiring on a
legal job.

The Roma minority in Romania is confronting two gfe risks — one of these affects
the entire population, the other one only one segn@n one hand, all the Roma people
are, directly or not, confronting discriminationn @e other hand, an important segment
of the rroma population leaves at the border ot@mporary society — especialy from the
point of view of participation in organizations, @gpil in childhood, student in youth or
emploee during the adult life.

There are no relevant statistics to prove the peeca of risky behaviors, prevalence of
HIV or STIs infection. There are no medical statstdisaggregated by ethnics, thus is
not possible to reveal vulnerability or the impatHIV/AIDS among Roma people, but
there are recognised some vulnerability elemengt #ppear within the traditional
communities, especially: the tabu associated wattuality (and contraception/condom),
discrimination, rejection of the persons that useyd or practice commercial sex, that are
often rejected by families and community. But, incBarest, there are some areas where
a kind of normalization occured. Towards drug use(statistic manner), the atitudes are

% Survey on serological and behavioral surveillanegarding HIV and viral Hepatitis B and C amongeating drug users in
Bucharest and lifov county, (Ancheta de supraveglserologica si comportamentala vizind HIV si hizgplat virale tip B si C in
rindul consumatorilor de droguri injectabile din dBuesti Si lIifov), Romania:
http://www.politiaromana.ro/BSS_report_studiu_HIMNA.pdf
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replaced by despair and helplessness, felt byahslies with drug using children that
have no access to treatment and help.

HIV and STI related health care services

The HIV diagnostics, health monitoring and treattrisrensured in Romania through 41
Infectious Diseases Hospitals from 41 counties, deycs, and the University Clinics in
the nine Reference Centers of HIV/AIDS, under tberdination of the National Institute
for Infectious Diseases “Matei Bals” from Buchardktader of the National AIDS
Commission of the MoH). The ARV treatment coststfad PLHIV are covered from the
National Program funds, and are being provided fseeharge. Starting from 2001
Romania developed a Plan for Universal access tatiirent and Care Romanian
authorities maintained the focus and commitmentptovide universal access to
treatment, care and social support for peoplediwiith HIV/AIDS.

The number of PLHIV receiving ARV treatment growack year, universal free access
continuing to be ensured through national budged fallocation (37,263,289 euro/2008
and 39,334,177 euro in 2069)All the people in need for ARV treatment haveesscto
it, with the condition of having identification peys.

Testing for HIV services should be available faefrin every district of Romania (MoH
centres in each district capital). The NationalgPaon for communicable diseases covers
the funding for the VCT and PMTCT programs. Thaltoumber of HIV tests performed
in the general population in the framework of thational HIV/AIDS prograrm’ (“on
demand", at the VCT centers) were in 2009 — 118191 tests (out of which 893 were
positive), and in 2010 — 116,427 tests (out of Wh#l8 were positive). The tests
performed among specific target population varieéodows:

e pregnant women (2010 — 110,920; 2009 — 99,767);

* |IDU (2010 — 96; 2009 — 277)

+ SW (2010 - 89; 2009 — 47)

* MSM (2010 —47; 2009 — 24)

* Inmates (2010 — 58; 2009 — 199)
According with the law, the HIV testing should becampanied by pre- and post-test
counseling, yet the availability and quality of #t@unseling is variable around the public
services developed at county level in the countryhe national HIV/AIDS program, as
the trained human resource is more and more migsagrogram developed by civil
society organization Romanian Angel Appeal, whickated 18 VCT centers in 18
counties, unfortunately could not be properly counéid by public health authorities).
Access to HIV testing and pre/post test counsesirigee of charge for all the people who
have identification paper. Access is limited in tbeunties in which there are not
outreach services or other services targeting theevable people, which may connect
them to the VCT centers (outreach services arelablai only in 9 districts and

% http://www.unaids.org/en/dataanalysis/monitoringuoyprogress/
2010progressreportssubmittedbycountries/romaniad 28iuntry

%"The national AIDS Commission, Ministry of Heattitp://www.cnlas.ro/images/doc/date_romania_31de@mif
http://www.cnlas.ro/images/doc/romania_31dec_20df0.p
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Bucharest, from 41 counties). Commercial sex warkeay have difficulties in accessing
VCT as the program or location of the VCT may badequate (for example the VCT
center in one of the big counties is open 8—10 am).

Testing for HIV and counseling may be also provided authorized private service
providers. The service providers must be accredivedoerforming tests by the local
direction for public health. If performed by a ate service provider, the test must be
paid for (pre/post test counseling availability variable, depending on the service
provider).

Unfortunately, HIV rapid testing kits were launchiedoe sold on the pharmacies in 2010
(ARAS was public against this, as the test wasacobmpanied by counseling pre/post
test). The product success on the market was very |

Rapid testing for HIV as well the pre/post test mseling were available within the
projects funded by the Global Fund program (200702@or sex workers, injecting drug
users, people who live in the street, Roma people fdisadvantaged communities,
inmates. In the framework of the mentioned GFATMbgram in Romania, ARAS
provided pre/post test counseling for sex workils, people who live in the street and
roma from disadvantaged communities, in outreactivies (in 9 counties and
Bucharest) and through drop-in centers in BucharBs¢ BORDERNEWork project
also provided support for providing pre/post tesirtseling and testing for HIV, hepatitis
B and C.

MoH registers only the number of HIV tests perfodiaad the population based surveys
did not included questions regarding HIV testing fas (last one was conducted in
2004/2006). HIV testing services are included dtonal level in the antenatal health
services package (free of charge, recommendedrmrajepractitioners}

Barriers to HIV testing among injecting drug users

ARAS organized 3 focus groups where altogether ®afe and 12 male IDUs
participated. All the participants identified theshses as being at risk of getting HIV
because they had shared syringes while using dwagdsthey all knew that this is a
possible way of getting infected with HIV. The m@ijp of participants stated that they
had enough information on HIV and STIs. They hatkreed information, informative
and preventive materials during their sessions thithNGO'’s staff. The information they
felt most in need of were related to treatment tredother ways of transmission besides
sharing syringes.

Access to health care services would be much ed#sidre doctors would be more
accessible. For some participants it is very diffibecause they have no job, no medical
insurance, and no family doctor. There are alasains when people have no identity
papers and they can get only temporary documerdause they don’t have a stable
home.

All the participants answered that they know thatyt can get a free, confidential,
anonymus rapid test for HIV, Hepatitis B&C, syphit ARAS centers. Most had also
done these tests. Two men said they did not wahave a test. They didn’t express the

% http://www.unaids.org/en/dataanalysis/monitoringuoyprogress/
2010progressreportssubmittedbycountries/romania) 28iuntry
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reason for this clearly but they seemed to be dfadifinding out that something was

wrong with them.
All participants knew that there is treatment fdvHand STIs but they did not know the

procedures if they would need HIV treatement.
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Slovak Republic

General overview of HIV situation

In the European Union Slovakia is among the coestwith low prevalence of HIV

infection, and it has the lowest prevalence in @ériEurope. In 2006 a total of 27 (0.5
cases per one million population), and in 2009 taltof 53 new cases of HIV were
registered (1.0 cases per one million populati@®mce the start of reporting, a total of
330 HIV cases have been diagnosed in Slovakia (HGIHO 2010).

Around 125,000 to 150,000 HIV tests per year araedm the health care system.
Overall, in 2006 197,368 tests were performed far-ldlV antibodies, out of which 194
cases were referred to testing because of injedting use. In 2006, one case of infection
by the intravenous drug use took place outsidedkiav(in Portugal) (NRC HIV/AIDS,
2007). It was the third case in country’s histotlye first two cases having been
diagnosed in 1985 and 1986. The most common rafteégansmission are homosexual
and heterosexual contact (both accounting for apmrately 40% of all cases).

Reasons for the low prevalence of HIV in Slovakeavén been proposed by several
experts: e.g. for a long period Slovakia was ismldrom Western countries, like most
countries of the former Soviet Union. After openiofjthe borders the prevalence is
gradually increasing, but not as sharply as in rotioeintries. Immediately after the first
HIV case in 1986 a mandatory testing of blood deneas introduced, and later the
semen, tissues, organs, and breast milk was stéotestreen. At the same time in
Bratislava, Institute of Virology, Slovak Academyf &ciences created the first
specialized department dedicated to the diagndsiIW/AIDS and the first National
Programme for HIV/AIDS in Slovakia was establish&thtional Reference Centre for
the Prevention of HIV/AIDS was established in thenistry of Health, Institute of
Preventive and Clinical Medicine, in 1994 (Stanek@007).

Relatively soon programs for prevention of HIV/AlID&re started by NGOs, especially
those working in harm-reduction, and especiallymatislava, which was at the highest
risk because of being a capital city and havinghtighest prevalence of illegal drug use.
Already in the beginning the organization had apasfunity to learn from their more
experienced Western partners and directly benefimf more effective prevention
mechanisms, which had been tested in other cosr{@i@nekova 2007).

On the other hand, the apparently low prevalencg also be caused by low testing
(approximately 100 000 HIV tests per year), as vedl underestimating the overall
problem. Most people do not realize the threahtddtion, in order to protect themselves
or test. Therefore, the currently known number aiVihfected individuals may
represent only the tip of the iceberg (Stanekov@’20
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Other sexually transmitted and blood borne infectious diseases

Other STls
Syphilis — since 1953 the number of cases in ounty has fallen significantly. The last
few cases occured in Roma communities.

Hepatitis B and C
Hepatitis B is problematic in the Roma communitiesastern Slovakia. Hepatitis C is
mainly a problem among IDUs, more than 80% of 1Ddinly infected.

Vulnerable groups

Roma community

It is estimated that the number of Roma peopleadigtuesiding in Slovakia is in between
300,000 to 400,000) people. Marginalized Roma comtias suffer from the increased
incidence of infectious diseases and pulmonaryadise due to poor living conditions.
This is a consequence of insufficient hygiene dradlack of health prevention, the poor
living conditions of the population living in aparént buildings due to the disconnection
of fundamental utilities (heating, water, gas, atectricity) and the unavailability of
sources of drinking water in segregated and renmmtations. The permanent health
threats to the population arising from its polluteonediate environment (epidemics and
sickness affecting a large section of the popufatiats, waste) causes reduced life
expectancy and increases in oncological illneddegh birth rates and the young age of
women giving birth in socially excluded communite®ng with the problem of sexual
crime and prostitution is growing. The incidencellggal drug abuse, especially in the
case of children and teens is increasing in setgddacations.

Injecting drug users
Injecting drug users constitute the next risk grolfpis estimated that there are
approximately 17,000 IDUs in Slovakia. Servicestf@m are provided by five NGOs in
six towns (Bratislava, Trnava, SdieNitra, Banska Bystrica, and KoSice).
The services of the streetwork are the following:
» Information on: HIV, drugs, substitution therapgcml hostels, trafficking, health
service, legislation and police, advocacy
» Distribution of condoms
» Outreach project in 2007 and 2008 on festivalsO®;®,000 HIV, Hepatitis and
Syphilis tests per year) for target groups youtbmid, homeless people and drug
users
Prima is also involved in a network of organizasavho perform outreach testing.

HIV and STI related health care services

HIV- and STI testing
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Testing of HIV and STI testing is anonymous ane foé charge. Testing is provided by
the National Reference Centre for HIV/AIDS and eigtegional Offices for Public
Health. Testing in prisons is voluntary and freelodrge for prisoners.

Only about 60 people receive ARV treatment at tioenent.

REFERENCES

Stanekova D. In National report of EMCCDA. Uraddg4SR. Bratislava 2008.
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Ukraine

General overview of HIV situation

Since the identification of the first HIV case irkidine in 1987 until 2009, a total of
161,119 HIV-cases have been officially registeratbag Ukrainian citizens, including
31,241 AIDS cases and 17,791 deaths caused by Adl@8d diseases. In 2009, 19,840
new HIV infection cases were registered in the tgu(¥3.2 per 100,000 population).
Although the number of newly diagnosed HIV cases bheen growing annually since
1999, reduction in the growth rate has been obdedueing 2006—2009: 16.8%, 10.5%,
7.6%, and 5.7% respectively. It should be noted ttia number of HIV tests in Ukraine
has also increased by 136,000 (4.2%) in 2009 cozdp&r 2008; among them, the
number of tests financed by local budgets increayeimost 146,000 (13.0%).

At the same time, according to results of serundespiological monitoring of HIV-
infected people in Ukraine, the HIV infection raaenong Ukrainian citizens in 2009
decreased slightly compared to 2008, from 1.16%.14%. All the above data indicates
some stabilization of the HIV epidemic situationtire country. According to official
data, every day in 2009 HIV infection was diagnose84 people, AIDS was diagnosed
in 12 people, and seven people died of AIDS-relaiedases. Of all officially recorded
HIV cases among Ukrainian citizens since the begmof the epidemic, 101,182 people
were under medical observation as of 1 January ZR20.9 per 100,000 population)
including 11,827 diagnosed with AIDS (25.8 per D00, population).

It is universally recognized that official data dot reflect the real scale of the HIV
epidemic in Ukraine, particularly the real numbéH®V-infected people. The data only
provide information on people who have been diagdasith HIV and whose data were
entered into the official national register of Hinfection cases. A considerably larger
number of Ukrainians may be infected but are naravef their status.

Updated HIV/AIDS estimates for Ukraine indicate tthgp to 360,000 HIV-infected
people aged 15 and over are living in Ukraine (@3amuary 2010). This figure differs
from official statistics on the number of PLHIV (1,8 19) and under medical observation
in specialized health facilities (101,182) at tlegimning of 2010. The difference between
these indicators proves that only 28%, or everytfoperson living with HIV in Ukraine,
knows his or her HIV-positive status.

During the entire period of epidemiological HIV geillance in Ukraine, the number of
deaths caused by AIDS-related diseases increase209, for the first time compared
with the previous year, the number of AIDS reladledths decreased from 2,710 to 2,591
(from 5.8 to 5.6 per 100,000 population, or by 2)68hich is the first evidence of the
positive impact of large-scale antiretroviral theramplementation in Ukraine. However,
the access to antiretroviral therapy in Ukraindl séimains low. According to recent
estimates, almost 23,000 patients needed ARV tegatnm 2009 whereas 15,871
received it. The percentage of active injectinggdusers on ARV remains limited
(according to 2009 data, only 7.5% of the total bamof those receiving ART were
IDUs) because of insufficient availability of suibstion treatment, and hence problems
with adherence to ART.
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The growth in recent years of the number of HI\keoted people identified due to
clinical indications should also be taken into asdo According to serum
epidemiological monitoring results, almost 22% df positive cases in 2009 were
identified among people examined due to clinicaligations. Of the 4,437 AIDS cases
diagnosed in 2009, 49% (n=2,182) were late diagihose

In 2009, over 77% of HIV-infected Ukrainian citizenvere in the reproductive and
working age (15-49 years). However, the share &f Edses in the 15-24 age group
among all newly diagnosed HIV cases has decreagedrecent years, being 16% in
2006, 15% in 2007, 13% in 2008, and 12% in 2009s Hso indicates some overall
stabilization of the HIV epidemiological situati@mwing to young people’s shift to less
risky behaviours.

There are considerable variations in HIV prevalemetween different regions in
Ukraine. The highest HIV prevalence rates have lmdeserved in the southeast regions
of Ukraine: Dnipropetrovsk, Donetsk, Mykolaiv, Odeand Kherson oblasts, Kyiv and
Sevastopol, and the AR of Crimea (512.7-223.7 gase400,000 population) where this
indicator considerably exceeds the country averdd220.9 per 100,000 population (as
of 1 January 2010).

Parenteral transmission, mainly by sharing injectraraphernalia, was the main HIV
transmission route in Ukraine from 1995 to 20072008, for the first time since 1995, a
change occurred: the percentage of parenteralntias®mn fell below that of sexual
transmission. In 2009, the share of people infebidexual transmission continued to
grow and reached almost 44%. Parenteral transmissicounted for 36%. However, the
HIV epidemic still remains concentrated in mostiak- groups (injecting drug users and
their sexual partners).

At present, the HIV/AIDS epidemic situation in Ukra continues to worsen. According
to the Joint United Nations Programme on HIV/AIDINAIDS), Ukraine is currently
referred to as one of the countries demonstrativeg ighest HIV incidence rate in
Europe and Central Asia.

Vulnerable groups

Injecting drug users

HIV prevalence among IDUs in 30 territorial regidns2008 and 2009 was estimated to
be 22.9% (c.i. 21.9%-23.9%). There are clear ge@bgral differences in HIV
prevalence rates among IDUs. The highest prevaleatas have been observed in
Mykolaiv, Kryvyi Rih, and Odesa; the lowest in Lutsk, Vinnytsia, and Uzhhorod.

Female commercial sex workers

HIV prevalence among female CSWs in 25 territorggions in 2008 and 2009 was
estimated to be 13.2% (c.i. 12.0%-14.4%). HIV plevee in individual cities show
geographical differences in infection rates. Inhsgiies as Dnipropetrovsk, Vinnytsia
and Zhytomyr, HIV prevalence approaches Ukraine/srage. The infection rate in
Donetsk, Kyiv, Simferopol and Mykolaiv is higheratinin other cities. The lowest HIV
prevalence rate is found in Kharkiv, Chernihiv, balod and Chernivtsi.
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The highest probability of HIV infection among FCSW¢ determined by injecting drug
use. For example, HIV prevalence among FCSWs whyg b described as IDUs
according to their behaviours is 42.5% and amongetwho do not inject drugs — 8.5%.

HIV and STI related health care services

In each region of Ukraine there is the AIDS Centenere everybody can be tested for
HIV free of charge. In the small towns people draid of spreading information about
their HIV status, and therefore avoid to perfornVHésting.

Medical examination, treatment, and ART for HIV-pio® people are also free of
charge. Besides all PLHIV are provided with sosmlvices and social protection.

As a result of close cooperation between the Minist Health and its key partners (the
International HIV/AIDS Alliance in Ukraine, the AlWkrainian Network of People
Living with HIV, UNAIDS), AIDS-related mortality isreduced. Better access to
prevention, treatment and care, and higher quadityl intensity of prophylactic
interventions are provided.
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Conclusions

The current report presents the short country leofof BORDERNETwork project
partners containing background information on SHJIV and co-infections

epidemiological situation, vulnerable groups and/Hind co-infections related health
services, including testing. One of the main airhshe review was to identify needs,
including barriers to services, in order to assmstdeveloping STI/HIV services for
vulnerable groups in order to improve access aededse late diagnoses.

In all countries the highest burdens of HIV anddigjs can be found among vulnerable
groups — like IDUs, MSM, Roma community, migrarssyx workers, and others. STls are
also common among general population, especiallyhydlV situation has stabilized in
recent years, after outbreaks in 1990ies and €80@s. In Eastern European countries
(Estonia, Latvia, Ukraine) IDUs constitute the mask group, in Central and Western
European countries MSM and migrants are most &t Hsgher HIV and STI burden
among sex workers can be found in all regions, whidher blood-borne infections
prevalence among those sex workers who also idjegs.

In general, in all countries there are special wizgtions and services for STls, HIV and

hepatitis in place targeting vulnerable groups. nhost cases testing services are
anonymous and free of charge for the clients. Imyn@ountries there are systems for
providing and paying for services also for nonz@tis. On the other hand, treatment is
not anonymous. HIV treatment is free of charge,thigt is not always the case with STI

and hepatitis treatment, where patients oftentilveage to pay for drugs themselves or
must have some form of health insurance.

In many cases services have been started in theeWvark of different projects (both
national and international) which is a threat te sustainability as well as a hindrance to
the expansion and quality improvement.

Another issue is the fragmentation of services ¥, HTI, TB, and hepatitis services are
oftentimes provided by different health professierend organizations, and clients have
to attend different locations in order to get hdlmks do exist between testing and
treatment services, special and general healthcesibut they are not always efficient,
causing confusion in potential clients and delayadcessing services.

Systematic data on access and barriers to seraiwesg vulnerable groups is rather
limited. In Bulgaria and Romania special focus gowere conducted among vulnerable
groups (MSM in Roma neighborhood in Bulgaria andJ$bin Romania) and in some
other countries (e.g. Estonia and Latvia) existitegature was summarized to describe
the main barriers to HIV and STI services. Diffdressues were identified, which are in
accordance with the evidence from across Europe:

- Sociocultural barriers (personal beliefs — feanafes being reported; fear of the

negative attitudes of the health care staff; lask perception);
- Socioeconomic barriers (lack of health insurancegitizenship);
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- Geographic barriers (distance from services);
- Organizational barriers (unconvenient opening howos knowing the procedures
needed to access services).

Together with the findings from the assessmenthef good practice level of HIV
counseling and testing services using “Self-AssessmChecklist for Voluntary
Counseling and Testing” this overview will provide basis for BORDERNETwork
partner organizations for designing an interventioraddress the barriers to STI/HIV
testing among vulnerable groups.
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