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Background

Sexually transmitted infections (STIs) are a magpablic health problem in Europe.
Many European Union countries saw dramatic redostia the incidence of many acute
STls in the late 1980s. These decreases coincidddtihe emergence of the global
HIV/AIDS pandemic, and have been attributed to pajon-wide behavioral
modification in response to HIV campaigns duringtttime (Fenton 2004).

STls are known to have a direct effect on HIV traission, especially those with genital
ulceration — such as syphilis and HSV-2. STIs amgue in the infectious disease world
as they are completely dependent on behaviorabfador transmission (except for
mother-to-child transmission). Worldwide STI inambe is highest in adolescents and
young adults. Not only is the absolute number aiiaépartners important, but the type
of sexual partner also contributes to potentiakatibn risk. The constellation of an in
individual's sexual partners, and their partnerartpers, constitute a sexual network.
Persons with serial partners are less likely teaptSTIs than persons who have multiple
concurrent sex partners (Nelson 2007).

Even though in many European countries the rate3Tétd have somewhat decreased in
recent years, some vulnerable groups are still Iigiffected. For example in 2008
almost three quarters of syphilis cases were dsggh@among men and this may be
influenced by the ongoing epidemic among men wdacelsex with men (ECDC 2010a).

Several vulnerable groups are at increased risknfectious diseases, including STls,
HIV and viral hepatitis. For example, infectiousehses are among the most serious
health consequences of injecting drug use and eath fo significant healthcare costs
(EMCDDA 2010). Sex workers as well are at increasetk for HIV, sexually
transmitted infections (STI) and other sexual amtaductive health and rights problems
(Lafort 2010). Sex between men is the most prontimode of HIV transmission in
several Western European countries.

Across Europe the number of people infected witlV KHbntinues to rise, and the
problem of late diagnosis has been described inyroanntries (ECDC 2010b).

Considering these issues, scaling up STI and Hé\ing and other related health services
is critical to reduce the number of people unavedrtheir infections and prevent further
transmission.

HIV testingis often used as an umbrella term to refer to ketting and counseling
services. HIV testing is the gateway to treatmeate, and prevention (Makhlouf 2007).
It is an integral component of HIV prevention andrec strategies worldwide.
International guidance stresses that HIV testind eounseling (HTC) must meet the
needs of most-at-risk and vulnerable populationsvalf as expand beyond clinical
settings and involve civil society and communitys&ad organizations in providing the
HCT services (ECDC 2010b, WHO 2010).
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Efforts to increase access to and uptake of HTCt rnedailored to different settings,
populations and client needs (WHO 2010). It is pgaesto modify health services to
make them more responsive to clients’ needs anfénereces and hence promote the
utilization of testing. Improving the quality ofsing and counseling services can lead to
significant increases in rates of testing (Makhl2007).

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 goalh& project is to improve prevention,
diagnostic and treatment of HIV/AIDS (including odections) and STIs through
bridging gaps in practice, policies and cross-cquoboperation and enhancing capacity
in interdisciplinary response (medical, preventioesearch.) Work package 6 (WP6)
focuses on early diagnostics and its main aim isitensify efforts in early diagnosis of
HIV and STIs for most at risk groups based on humgints and gender equity and to
decrease the number of those unaware of theirtiofestatus. One task in the framework
of WP6 was to assess the good practice level of ¢tivhseling and testing services. For
these purposes “Self-Assessment Checklist for \talyn Counseling and Testing”
developed by International Planned Parenthood B&darwas used. The current report
presents the results of the self-assessment anthatines the main findings.

The project Bordernet tackled the issue of qualityHCT counseling in its first phase,
the current assessment is being conducted undeollbe up project Bordernetwork,
which devotes a special area of cooperation ory ¢diN/STI diagnosis among most at
risk groups.



Health and
Consumers

’ Executive
Agency for

BORDER|NET work

Methods

The assessment was conducted between Septembearad 2pril 2011.

Sample and setting

All BORDERNETwork project partner organizations i see Appendix 3) involved in
WP6 identified relevant services providing HIV ceetling and testing in their region
and invited them to participate in the self assesgnof services. The criteria for
selecting organizations were rather wide and bhgigscluded only provision of HIV
testing to HIV risk groups and/or general populatio

| nstruments

For assessing the HIV counseling and testing sesviand collecting background
information on services and clients, the followingtruments were used:

1. For assessing the good practice level of HIV colimg@nd testing, the “Self-
Assessment Checklist for Voluntary Counseling agsting” was used. This self-
assessment checklist is based on the Code of Gaatide for NGOs
Responding to HIV/AIDS (more information can beriduat www.hivcode.org
and has been developed by the International PlaRasehthood Federation (The
guestionnaire is included in Appendix 1). The Cmlimtifies accessible and
confidential services as one of the key princigkeBICT. The instrument has
been designed to help assess the degree to wieidrghnization is successfully
implementing good practice on this principle. Thestions are designed to be
thinking points/guidelines to help service provil&r identify areas that are
already at a ‘good practice’ level, and areastiead to be developed and
strengthened. The checklist contains two main @est+ focusing on organization
preparedness and service provision, with two amdrssubsections, respectively.
Responses are categorised as ,Yes, we undertakedhnk/activity”,

»Insufficient, in preparation, or being considerggNo, we’ve not yet tackled this
work/activity”, and ,Not relevant to our work"“. Theis no formalized scoring
process for this assessment. It is suggested kodbthe questions that were
answered ‘no’ or ‘insufficient’ to, and then selaceas that are most relevant for
the organisation to improve upon in the short-teftrthe end of each subsection
there is space to write actions needed to suppentaspective activities.

2. In order to collect background data on the profifethe services (populations
served, mobile or stationary services, number sibteonducted, etc) and clients a
short semi-structured questionnaire was used (dpedl by the project lead
partner NIHD). Data was collected for years 2008 8009 (two years prior to
the assessment). The questionnaire is includegpeAdix 2.
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Both instruments were self-administered, possibldilt in in electronical format, and
recommended to be filled in by a team of peopledlly involved in organizing and
providing HIV counselling and testing in their onggation. Both instruments were in
English and no time and resources were availalteatslate it into national languages.
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Results

Participants

The total number of organizations participatingnireight countries was 17 (five from
Latvia, four from Germany, three from Estonia, dn@m Austria, Bulgaria, Poland,
Romania, and Slovak Republic each).

Profile of services and clients

Seven organizations provided services for genaplilation, including HIV risk groups,
the rest focused on more specific target grougs &=x workers, injecting drug users,
Roma people, or men who have sex with men). Thebeurof clients served per year
ranged from 6-11 to 5,500-5,600 (in 2008-2009)08srall 16 organizations the mean
number of clients tested for HIV per year was 984general, a larger number of clients
were served in organizations providing testing enegal population. Some smaller
services, where less than 30 clients per year tested, focused only on one target group
— for example men who have sex with men or injgctirug users and their partners.

Most services were stationary, but four organizetialso provided mobile services for
some specific HIV risk group (for example for seariers (female and transgender) and
their partners, and injecting drug users). Persommuded most commonly medical
doctors and nurses, in some organizations alsalseorkers and/or a psychologist.

In ten organizations HIV rapid testing was avakalihe rest provided only blood tests
(usually ELISA method with confirmatory Western Blorhe waiting time for receiving
test results for HIV blood tests ranged from 1-2sd®@ 10-14 days (most commonly 7
days). Besides HIV testing, 14 organizations alsvided testing for hepatitis B and C
markers, five tested for syphilis, and three orgamons provided testing also for other
STls (chlamydia, gonorrhea, etc).

Self-Assessment Checklist for Voluntary Counseling and Testing

In the following sections general overview of tlesponses by sections and subsections
(based on the questionnaire) is given. Not all oiggtions answered all the questions,
therefore responses do not add up to 16 in eveylesiquestion. Most organizations
answered the questions in English. In Estonia twgamizations were helped with
translation to Estonian and for all five participgt organizations of Latvia the online-
tool was available in national language.
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A. Organization Preparedness Assessment

This section helps to identify whether the orgatmsahas a system in place to assess the
community’s need for VCT and the organisation’s am@afy to provide the relevant
services.

A.1 Community Assessment

* Eight organizations out of 17 had conducted a tdiesurvey before initiating the
HCT services. Two organizations answered they @tk dt insufficiently, and
seven had not yet tackled this activity.

* Ten organizations had the relevant information reigg HIV/STI data available,
three reported that this information was not sidfit, and the rest four had no
such data available.

A.2 Organisational Capacity

Policy and guidelines

* 14 organizations considered creation of an enabéingironment for quality
services, including HCT, to all people to be partooganization’s vision and
mission. Two organizations considered this notvai¢ to their situation and one
did not consider it to be a part of their visiordanission.

* 14 organizations have policies and/or guidelines HOT which emphasise
voluntary and non-coerced counselling and testimgnfidentiality and
accessibility to all people without discrimination.

* 14 organizations follow national government repatrequirements. For two
organizations this is not relevant and one hasaubded this activity yet.

* In all 17 organizations women are able to receimefidential HCT without the
presence ocknowledge of their spouse.

Staff

14 organizations have adequately trained staff tovige and support
comprehensive HCT. Two organizations have markedt tstaff training
insufficient. One organization has not tackled dusvity.

» 13 organizations have identified training faciltithat can provide HCT training
to selected staff.

* 11 organizations undertake meeting(s) with staffwinich community needs,
epidemiological data, policy/law, resources andf'stapinions are discussed.
One organization reported that they have donssiiffitiently, four organizations
have not done it at all (the same four organizatioid not have relevant
information regarding HIV/STI data available).
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Facilities

13 organizations have enough private space in fheilities that can be used to
ensureclients privacy and confidentiality, three consitlezir space insufficient.

In 13 organizations the facility has private anduse storage space that can store
clients’ personal information, in three there issufficient space, and one
organization did not consider this issue relevant.

16 organizations consider their recording and repgisystem used by the HCT
staff to be confidential. One organization consedethis insufficient.

15 organizations have the required electricity,ning water and waste disposal
system for successful HCT services. Two organimatioonsider their systems
insufficient.

16 organizations have reliable suppliers for thevigion of HCT services (HIV
test kits and other necessary supplies). One oceresid their suppliers
insufficiently reliable.

Adequate and sustainable supply of fraecessible condoms is ensured in 15
organizations. One organization has not tacklesldhbtivity yet.

Finance

13 organizations considered their funds to proadeé sustain HCT services to be
sufficient, and 4 — insufficient.

B. Service Provision Assessment

This section assesss whether the organisation ysienss in place and provides high
quality VCT services.

B.1. Access to services

11 organizations have clear signs to show theit@ciinic location on access
streets and/or outside the clinic building. Fougamizations considered their
signs insufficient and for one it is not relevant.

Ten organizations have marked that there is araecdrto the building discreetly
located to avoid embarrassment of clients. Thremarorations have not tackled
this yet, for two it is insufficient, and for onetrelevant.

In eight organizations there are guiding signsdating the location of different
examination rooms and other facilities inside tlaeility/clinic itself. Two
organizations have not tackled this yet, for fdusiinsufficient, and for two not
relevant.

12 organizations consider their clinic working h®wonvenient for different
target groups, four organizations — insufficientpnvenient, and one considered
this aspect not relevant to their work.

In nine organizations there is a list of serviced aost/fee charges of services
clearly displayed for all clients to see, in onganrization this is insufficient, four
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had not tackled this activity yet, and three orgations considered this is not
relevant to their work.

In seven organizations there is a system in placen@ble clients who cannot
afford to pay to access HCT services. In three romgadions this is insufficient,
one has not dealt with this yet, and for the resbgyanizations it is not relevant.
Three organizations have procedures in place tmdieally assess and review
the cost of services in accordance with clientdlimgness and ability to pay, five
have not tackled this yet, two have not dealt whils sufficiently, and seven did
not consider this relevant to their work.

In 12 organizations there are the systems in placensure that HIV positive
clients are treated in a non-discriminatory wayr (fexample, complaint
forms/client exit interviews/checklists for staffjn two organizations these
systems are insufficient, and three have not taclies yet.

In 14 organizations staff members who are trainednformation, education,
counselling and testing are always present andadlaiduring opening hours. In
three organizations this is insufficient.

B2. Client-Centeredness

In 11 organizations thenis a comfortable waiting area in the facility, ima the
waiting area is insufficient, and one consideres tiot relevant to their work.
Reliable lighting system is in 15 organizationsohre it is insufficient and needs
improvement.

Gender equity in the staff has been ensured in dfanzations. In two
organizations it is insufficient, two have not thek it and for one it is not
relevant.

In 12 organizations staff is trained to providdaiad services to different groups
without discrimination, in one it is insufficierdnd two have not tackled this.

In 14 organizations there is a system in placentuee that clients are treated with
respect and dignity and are not discriminated. e @rganization this is
insufficient, and one has not tackled this issue ye

In 13 organizations written materials (poster, letaf and flipchart) are available
in the local language(s). Audio-visual materialgléo, TV) are available only in
three organizations.

In 16 organizations all people receive their tessutts face-to-face with a
counsellor in a private space.

In 12 organizations people who receive an HIV-pesitest result are encouraged
to ask and encourage their partner(s) to access $¢@ijces, in three this is not
done and one organization considered this not aeketo their work.

Three organizations provide ‘contact tracing’ (therson receiving an HIV-
positive result informs staff at the facility ofipr sex partner(s), and staff contact
these and encourage them to test, without the perdwm tested HIV-positive
having to take on this responsibility). One consedetheir activities in this area to
be insufficient. Ten organizations have not yetkleed this activity, and one
considered this not relevant to their work.

10
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B.3 Privacy, Confidentiality and Informed Consent

» 15 organizations have a private room for counsgléind related clinical services.
One organization considered it insufficient, anddoe it was not relevant.

* In 15 organizations women and young people arengilie option of doing their
HIV test and receiving their results without themission or presence of a family
member, in two organizations this option is insuént.

* In 14 organizations there is a standardised rekeeging system where forms are
kept confidentially according to national governtanstandards. In one
organization it is insufficient, in one it has roen tackled yet, and for one this is
not relevant.

* In 15 organizations there are procedures in placensure that HIV test results
are only reported to the client. In one organizatioere are no such procedures,
and one organization considered this not releuattigir work.

* Five organizations schedule and carry out healtica&tibn talks and sessions for
clients on a regular basis. In six organizations #ctivity is insufficient, five
have not tackled this, yet, and one organizatiomsictered this not relevant to
their work.

* Ten organizations have procedures in place to ensamplete information is
given to each client during counselling sessionsainlanguage that they
understand, according to guidelines (checklistsgopf guidelines distributed to
all service providers/assessment of service pros)dén five organizations these
procedures are insufficient and one has not tadklisdactivity yet.

* 14 organizations have procedures in place to enthatthe client has given
voluntary and informed consent before the testadggomed. For one this is
insufficient and one has not tackled this actiyi#y. For one this was not relevant.

B.4 Safety and Supply Management

» There are reliable supplies of clean water in aoizations. In one organization
it is insufficient.

» 15 organizations consider their facility to be dedawo organizations consider
this aspect insufficient.

» Sufficient and well organized storage space is i atganizations. In two
organizations that it is insufficient, one has tawkled it yet and for two it is not
relevant.

* In 15 organizations all equipment is maintainedgood working condition. In
two organizations it is insufficient.

 In all the 17 organizations medical waste is priypdrandled according to
guidelines.

* In 16 organizations there are protocols/guidelirmsilable on infection
prevention (IP), HIV testing and counselling, pesposure prophylaxis (PEP),
and logistical management. One organization consitdé¢heir protocols to be
insufficient.

11
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In 10 organizations the protocols are visibly disield in order for staff to follow
the protocols when performing their tasks. In thoeganizations it is insufficient,
three have not tackled this and for one it is etgvant.

Staff is trained in logistic management as necgssarlO organizations. Four
organizations considered this training to be insight, one has not tackled it yet,
and two considered it not relevant to their work.

Stock of supplies is adequately monitored in 12 apizations. In two
organizations monitoring is insufficient, two cashesied this not relevant, and one
did not know.

Three organizations have systems in place to folipvelients and to track down
dropout clients. Four considered their system tinbafficient, five did not have
such system and, three organizations did not cen#iiis relevant to their work.

B.5 Staff Competency to Deliver Services

14 organizations have periodical staff meetingdisguss and update information
related to the service, three considered their imgeto be insufficient.

14 organizations have staff that is trained on esurrinformation, education,
counselling and testing procedures. In three omgdioins training is insufficient.
14 organizations have policies and guidelines onTl H@cluding procedures,
client flow, price, counselling, education, testirgnd referral available and
accessible to all staff. In two organizations itinsufficient and one has not
tackled it yet.

11 organizations have procedures in place to eralstaff is using the materials
listed above, in four these procedures are coreidieisufficient and two have no
such procedures.

In 16 organizations staff is trained on issues tagjnga and discrimination in
relation to the HCT service. One has not tacklés| gret.

In 16 organizations documents related to HIV epidéogy and STI prevalence
are available and accessible to all staff. Onenleasackled this, yet.

In 12 organizations staff members are trained twide clients with appropriate
information about HIV prevention, including infortian about all contraceptive
options and pregnancy choices. In three organistitnis activity has been
insufficient, and two have not tackled this, yet.

B.6 Monitoring and Evaluation

10 organizations have supervision/monitoring plaat is used regularly. Three
organizations recognize that it is insufficient,eth have not tackled this activity
and for one it is not relevant.

In eight organizations staff is trained on supeovidnonitoring. Four
organizations consider it to be insufficient, thheeve not tackled this yet, and one
considers it not relevant.

Service statistics is collected and analysed pmadlgh and findings shared with
staff members in 13 organizations. In two it is eansufficiently, and two
considered it not relevant to their work.

12
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13 organizations report data to the national gawemt as required. One has not
done it yet, one organization has done it insudhdly, and two consider it not

relevant to their work.

There are systems to gather client and providexsdlback on service delivery
(i.e. suggestion box, client’'s exit interview, atlehal surveys etc) and they are
used to bring changes to the service in seven agi@ns. In five organizations

it is insufficient, four organizations have not Kbexl this activity yet, and one

considered it not relevant to their work.

B.7. Collaboration with Other Care and Support Sernices

With 13 organizations there are no care and suggovices provided in the same
facility (for example, antiretroviral (ARV), sexugltransmitted infection (STI)
management, the prevention of mother to child trassion (PMTCT), etc). In
two it is insufficient and two have not tackledstlyet.

13 organizations agree that there is a referraesysn place to other care and
support services (for example, PMCT, opportunisiiafections, ARV,
tuberculosis, STIs, mental health, income genaga#iativities, food aid), two
have not tackled it yet, one has done it insuffitie and for one it is not relevant.
In 14 organizations the services are linked to eupgroups for PLHIV (either
inside or outside the clinic/facility), in one ® insufficient, and two have not
tackled it yet.

There are PLHIV, both men and women, involved inTH€&rvice delivery as
counsellors, peer educators, etc only in four omgdions. In five organizations
this aspect is insufficient, and eight have noklexat yet.

Addresses for referral services and support ardadla in 15 organizations, in
two organizations this it is insufficient and ne¢a$e improved.

13
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Discussion and conclusions

Our experience shows that the “Self-Assessment Kliketor Voluntary Counseling and

Testing” is easy to use, covers all the major aspet service provision and quality

issues and is suitable for rapid assessment of ¥WiNintary counseling and testing
services in different settings. The instrument pes a checklist which can be used in
staff discussions to identify areas in need of wmpment. Additional value is the

possibility to use the instrument repeatedly to ioorithe process of developing services.
At the same time the instrument does not coveqtladity of counseling in detail.

There is no formalized scoring process for thiassment. Rather, it is suggested to look
at the questions that were answered ‘no’ or ‘insight’ to, and then select areas that are
most relevant for the organisation to improve upothe short-term.

In general it can be concluded from our assessnmetthe majority of participating
organizations have adequately trained staff, systamd regulations in place, and
sufficient resources to ensure provision of goodlitgpiand confidential HCT services.

There are some common areas where there is motessrneed for improvement
(presented not necessarily in the order of impagan

1. Organizations may benefit from further developmantd implementation of
specific guidelines on counseling and testing pilaces as well as general
management procedures, which should be introducedaaailable to all staff
members. In case there are national guidelines latep it is strongly
recommended to follow these.

2. Provision of regular trainings and supervision &aff members on different
issues, including counseling (both pre- and padt-unseling as well as
behavior change counseling), stigma and discrinanaflraining content should
take into account the needs of specific vulnergbleulations (for example IDUs,
sex workers, mobile populations, and others).

3. Collaboration with governmental organizations (caidemic institutions) working
in the field of HIV epidemiology in order to be wugdd on HIV trends on
regional/national level.

4. Community and target group assessment to identd&gda and increase
accessibility of services. Client perspective stoog taken into account while
planning and providing the services, making sueeservices are developed based
on the target population’s actual needs. This ohetuidentifying and ensuring
appropriate hours of service provision, so they ldidee available at different
times of day. Ensuring the “visibility” of servicesmaking sure that community
is aware of the availability of services. Providemsist also make sure that
services can be easily reached by the target gmembers (close to the places
where they frequent). Ensuring adequate servicelgup meet the needs of all
clients, is essential as well.

14
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Involvement of PLHIV and vulnerable groups in plamgn and provision of

services and ensuring gender equity among staff-r€ach work (especially

peer-driven) has been shown to be very successfuhdreasing access to
services.

Ensuring informed consent and total confidentiabityall information provided by

the clients. Providing adequate pre-test infornmatiad post-test counselling. All
services should be provided on voluntary basis mmdnandatory components
should be used.

Further development and use of information leaflated audio-visual materials
(where appropriate).

Strengthening the monitoring and evaluation of ises; including analysis of
costs related to services provision, and reportiogrelevant governmental
structures. Systematically collecting and analyziolients’ and providers’

feedback on service delivery.

The single biggest benefit of HIV testing is accessreatment (ECDC 2010b).
Further improving linkages with other care and timent providers, including

support groups for PLHIV, is essential. In caseanbnymous services where
follow-up of clients is difficult (if not impossikl), provision of rapid testing and
ensuring the presence of adequately trained staff ames is necessary.

10. Even if partner notification by staff is not manaigtin certain countries, focusing

more on partner counselling and encouraging newvidgribsed HIV-cases to
invite partners to access HCT services, may heliddatify people most at risk
and diagnose HIV earlier.

11. Strengthening collaboration with national stakebotdand ensuring adequate

funding for provision of services, including proing free of charge testing for
those who cannot pay.

12.Not all organizations are able to offer additiotesting besides HIV (for example

STIs, viral hepatitis) which may decrease theiraattveness of services to
clients. In recent years more attention is beind pacreating the so-called “one-
stop-shop” services, which focus not only on HI\M bther co-infections as well.

Ongoing quality assessment and improvement ofdbing and counseling services in
order to offer high quality services and meet tleeds of clients (which may change
overtime) should be a regular part of the servicanagement. “Self-Assessment
Checklist for Voluntary Counseling and Testing'oise of the tools which could be used
to aid this process.

15
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Annexes

Annex 1. HCT service profile template

Year Number of people | Number of people tested for HIV Number of people tested for Number of people
receiving HIV pre- | (out of those who where counselled)| HIV who returned for their test | receiving post-test
test counselling results counselling

2008

Stationary services
(clinic or drop-in center|

Mobile services
(mobile van or outreach services)

2009

Stationary services
(clinic or drop-in center|

Mobile services
(mobile van or outreach services)

Target population (IDUs, sex workers, MSM, general
population, etc)

Stationary services

(clinic or drop-in center|

Mobile services

(mobile van or outreach services)

Type of HIV test used (ELISA, or rapid test) In case you use ELISA method, please write how ldmes it take to receive the results. In case you
use rapid testing please describe how is confirrgaasting done and what method is used for
confirming the positive results (PCR, ELISA?)

Stationary services
(clinic or drop-in center|
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Mobile services
(mobile van or outreach service

‘S)

Other tests provided (hepatitis B

or C, syphilis, &)

Stationary service
(clinic or drop-in center|

Mobile services
(mobile van or outreach servicg

xs)

Professional providing counselling (nurse, medical

doctor, social worker, psycholog

ist?)

Stationary service
(clinic or drop-in center|

S

Mobile services
(mobile van or outreach servicg

xs)

Professional administering HIV t
doctor, lab technician?)

est (nurse, medical

Stationary service
(clinic or drop-in center|

Mobile services
(mobile van or outreach servicg

xs)

Work time (what days of the week are the services

open, how many hours per day?)

Stationary service
(clinic or drop-in center|

S

Mobile services
(mobile van or outreach service

xs)

g

Executive

Agency for
Health and
Consumers

If it is the same person who provides counsellitegge indicate so
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Annex 2.

List of WP6 partners

’ Executive

q Agency for

’. Health and
Consumers

List of associated partners and contact persons

Organisation
AHW, Vienna (Austria)
HESED, Sofia (Bulgaria)

AISC, Tallinn (Estonia)
AHP, Potsdam (Germany)
SPWSZ, Szczecin (Poland)

POMOST, Rzeszow (Poland)

PAPARDES ZIEDS, Riga
(Latvia)
ARAS, Bucharest (Romania)

PRIMA, Bratislava (Slovak
Republic)
NIHD, Tallinn (Estonia)

Contact Persons
Isabell Eibl

Raina Dimitrova;
Elena Kabakchieva
Jury Kalikov
Alexander Leffers

Contact Details

eibl@aids.at
r.dimitrova@hesed.bg

e.kabakchieva@hesed.bg

aids@tugikeskus.ee

al@aidshilfe-potsdam.de

Matgorzata Ktys-Rachwalska malgorzatakr@wp.pl

Grzegorz Gola
Kristof Kulczycki

Beata Milgrave
Galina Musat;
lulia-Veronica Broasca

Barbora Kucharova

Kristi Ruutel

ENP country partner, involved in the assessment suey

SALUS, Lviv (Ukraine)

Collaborating partners:

LRAC (Ukraine),

Oleksandra Sluzhynska

THBB (Germany),

grzegorzgola@wp.pl

kristof.kulczycki@interia.pl

beata@papardeszieds.lv

galina.musat@arasnet.ro

veronica.broasca@arasnet.ro

barbora.kucharova@agmail.com

barbora@gsm.eurotel.sk

Kristi.ruutel@tai.ee

salus@mail.lviv.ua

LIC (Latvia),

HUMANITARIAN ACTION (Russian Federation), CORRELADN II (Netherlands).
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Annex 3.

’q Executive
Agency for
’. Health and

Consumers

Code of Good Practice for NGOs. Self-Assessment Gikdist for
Voluntary Counseling and Testing
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