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ABSTRACT

In response to the rapidly increasing number of new HIV infections in the WHO European Region, the action plan
for the health sector response to HIV in WHO European Region was endorsed at the 66th session of the WHO
Regional Committee for Europe in September 2016. From December 2017 to April 2018, the WHO Regional Office
for Europe collected good practices in implementation of the action plan and compiled them in this compendium.
National health authorities, national and international experts, and civil-society organizations involved in HIV
prevention, treatment and care were solicited to share their practices. The practices exemplify efforts within five
target areas: HIV prevention; HIV testing and treatment; reducing AIDS-related deaths; curbing discrimination; and
increasing financial sustainability of the HIV/AIDS response. This first compendium of good HIV practices in the
WHO European Region includes 52 practice examples from 32 Member States. The compendium is intended as
a resource for relevant stakeholders in the HIV response.
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FOREWORD

The United Nations 2030 Agenda for Sustainable Development calls for leaving no one behind. The WHQO European
Region is the only WHO Region in which the number of new HIV infections is increasing rapidly; therefore, a
vigorous response to the epidemic has never been so crucial. An estimated one quarter of all people living with
HIV in the Region are unaware of their status, while half are diagnosed at a late stage of infection. In addition,
treatment coverage with life-saving antiretrovirals is as low as 28% in the eastern European and central Asian part
of the Region.

As we accelerate progress towards ending AIDS as a public health threat by 2030, it is vital to sustain and
continuously scale up good practices aligned with the action plan for the health sector response to HIV in the WHO
European Region. Endorsed by the WHO Regional Committee for Europe at its 66th session in September 2016,
the plan embodies three organizing frameworks: (i) universal health coverage; (i) a continuum of HIV services; and
(iii) the promotion of a public health approach. Each are to be reinforced by strong political leadership and working
in partnership.

To document and disseminate successful interventions aligned with the action plan, | am pleased to present this
first Compendium of good practices in the health sector response to HIV in the WHO European Region. The
practices are examples of the progress of Member States towards the targets of World Health Organization and
Joint United Nations Programme on HIV/AIDS on HIV prevention, treatment and care, preventing discrimination,
and ensuring financial sustainability. Coupled with the fast-tracked actions for 2020, we encourage Member
States and partners to sustain, replicate and scale up these and other similar good practices.

Dr Zsuzsanna Jakab

WHO Regional Director for Europe

Foreword

vi
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EXECUTIVE SUMMARY

At the 66th session WHO Regional Committee for
Europe in September 2016, all 53 Member States
endorsed resolution EUR/RC66/R9, the action plan for
the health sector response to HIV in the WHO European
Region. The action plan guides Member States in
accelerating their response to the HIV epidemic. Its
goals and targets are in line with the United Nations
(UN) 2030 Agenda for Sustainable Development,
the multisectoral strategy for 2016-2021 of the Joint
United Nations Programme on HIV/AIDS (UNAIDS)
and the WHO Global Health Sector Strategy on HIV,
2016-2021.

In line with implementation of the action plan, the WHO
Regional Office for Europe launched an official call
for good HIV practices in December 2017. National
health authorities, intraregional programmes, national
HIV technical focal points and programmes, Ccivil
society organizations (CSOs), and nongovernmental
organizations (NGOs) responding to the HIV epidemic
were invited to submit exemplary practices. The
narratives were collected over five months from
December to April 2018; compiled and evaluated
against pre-defined criteria by a selection committee
composed of colleagues from AIDS Action Europe,
AIDS Foundation East-West (AFEW), CHIP — Centre

of Excellence for Health, Immunity and Infections,
Rigshospitalet, University of Copenhagen, Denmark,
the European Centre for Disease Prevention and
Control (ECDC), and UNAIDS and WHO; and then
technically reviewed by WHO experts in the Regional
Office.

The compendium includes 52 practice examples from
32 Member States of the WHO European Region:
29 from national HIV programmes and public health
institutes/research institutes; 11 from NGOs and CSOs;
eight from ministries of health (MoHs) and/or ministries
of justice (ModJs); and four from intraregional initiatives.
The proportions of Member States contributing to the
practice examples by parts of the Region were: 80%
in eastern Europe; 47% in central Europe ; and 52% in
western Europe.

The submissions are categorized according to the
strategic directions of the action plan as: (i) information
for focused action; (i) interventions for impact; (iii)
delivering for equity; (iv) financing for sustainability;
and (v) innovation for acceleration. This compendium
is the first WHO Regional Office for Europe project to
consolidate good HIV practices in the Region.

Compendium of good practices in the health sector response to HIV in the WHO European Region



INTRODUCTION

Background

In line with the action plan for the health sector
response to HIV in the WHO European Region and
in collaboration with WHO country offices, the WHO
Regional Office for Europe has provided HIV technical
assistance and guidance towards reaching targets in the
following areas: HIV prevention, testing and treatment;
AIDS-related deaths; reduction of discrimination; and
reaching financial sustainability of the HIV response.

Primary areas of technical assistance have included: (i)
implementing WHO and UNAIDS guidelines and tools
related to the joint WHO/ECDC surveillance protocols
to strengthen national HIV strategic information
systems; (i) providing regular updates on evidence-
based guidelines and tools for combination prevention,
testing, antiretroviral therapy (ART) delivery and scale-
up, and comorbidity management; (i) strengthening
national capacities and national strategic plans;
(iv) developing differentiated care models to serve
key populations in the HIV response; (v) facilitating
partnerships and multisectoral collaboration efforts,
including the engagement of civil society and people
living with HIV; and (vi) building the investment case and
transition plan to nationally funded country response
efforts.

Specifically, for low- and middle-income countries in the
Region, ensuring donor funding in addition to domestic
resources is crucial to sustain efforts to end HIV and
tuberculosis (TB). The Regional Office has provided
support to improve the quality of funding applications
from low- and middle-income countries, particularly
to the Global Fund to Fight AIDS, Tuberculosis and
Malaria (GFATM) on addressing HIV and TB effectively.
In July 2017, WHO issued new guidelines and updates
on the management of advanced HIV infection, HIV
drug resistance and transitioning to new antiretrovirals
(ARVs). The Regional Office additionally organized a
master training course on these guidelines for senior
clinicians in 14 HIV priority countries in the Region.

Back to back with the 22nd International AIDS
Conference, the Regional Office, in collaboration with
the Government of the Netherlands, is convening
a Ministerial policy dialogue on HIV and related
comorbidities in eastern Europe and central Asia
(EECA) on 23 July 2018 in Amsterdam. The aim of

the policy dialogue is to fast-track and share good
practices related to implementation of the action plan
within EECA and Baltic countries.

During the high-level meeting, ministers of health and HIV
technical focal points from EECA and Baltic countries
will promulgate innovative and financially sustainable
approaches for the HIV response in their respective
countries. The aims of this compendium are to share
good practices among Member States and advise on
the action points and next steps for scaling up the HIV
response within the Region. The compendium of good
HIV practices also functions to support the monitoring
and evaluation of Member States’ commitment to
implementing the action plan.

HIV in the WHO European Region

The WHO European Region is the only WHO Region
in which HIV is rapidly increasing, so there is an urgent
need to scale up HIV prevention, testing and treatment;
reduce discrimination; and increase sustainable
financing options for a consolidated HIV response. In
2016, an estimated 221 000 people were newly infected
with HIV in the Region and more than 160 000 were
newly diagnosed with HIV (corresponding to a rate
of 18.2 diagnoses per 100 000 population), thereby
continuing the increasing trend of new HIV infections
that has persisted for for the past decade in the Region.
Of these 160 000 newly diagnosed cases, 80% were
diagnosed in the eastern part of the Region, contributing
to the 95% increase in the rate of new diagnoses in this
area between 2007 and 2016 (Figs 1 and 2) (7).

Regional patterns

The WHO European Region is comprised of 53 Member
States. It is socially, politically and economically diverse
and so are the needs of people living with HIV and the
health systems that support them. Some governments
in the Region also face the withdrawal of international
funding from HIV programmes, which creates further
challenges.

HIV remains concentrated in key populations with sub
regional variation. In line with the UNAIDS 2016-2021

' The grouping of countries into the West (23 countries), Centre (15 countries)
and East (15 countries) of the WHO European Region is based on epidemi-
ological considerations and follows the division of countries used in the joint
ECDC/WHO HIV/AIDS surveillance in Europe reports. See the 2017 report for
details (7).
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Fig. 1. Numbers and rates of new HIV diagnoses, WHO European Region, 2016
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Source: ECDC, WHO Regional Office for Europe, 2017 (7).

Strategy (2) and the WHO Global Health Sector Strategy
on HIV for 2016-2021 (3), key populations at higher
risk of HIV (hereafter referred to as key populations) are
defined as those groups of people most likely to be
exposed to or to transmit HIV and whose engagement
is critical for a successful response. In the European
Region, key populations include people living with
HIV, people who inject drugs, men who have sex with
men (MSM), transgender people, sex workers (SW),
prisoners and migrants (4).

Although recent data suggest decreasing trends in a
handful of European Union (EU)/European Economic
Area (EEA) countries, transmission due to sex between
men remains high or is increasing in many western
and central European countries, while heterosexual
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and transmission related to injecting drug use (IDU)
predominates in eastern European countries (7). Just
over half (51%) of people newly diagnosed with HIV in
the WHO European Region in 2016 were diagnosed
late,>2 and an estimated one quarter of HIV-positive
people remain undiagnosed across the Region. WHO
recommends that all those diagnosed with HIV initiate
ART immediately regardless of their CD4 cell count
(5). However, in 2016 only two thirds of countries in
the Region had policies which provide treatment
irrespective of this measurement. The interregional
variability of the HIV epidemic in eastern, central and
western Europe is described in the following sections

(1).

2 Defined as a CD4 count of below 350 cells/mL at the time of HIV diagnosis.
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Fig. 2. Rate of new HIV diagnoses, WHO European Region, 2007-20162
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@Based on data from 51 countries (Turkmenistan and Uzbekistan were excluded because of inconsistent reporting during the period).

Source: ECDC, WHO Regional Office for Europe (2017).°

The east

In 2016, 128 079 persons from 13 eastern European
countries were newly diagnosed (out of 160 453 for the
whole Region). In this part of the region, heterosexual
contacts and injecting drug use remain the main
reported modes of HIV transmission. High numbers of
AIDS cases confirm that late HIV diagnosis, delayed
initiation of ART and low treatment coverage remain
major challenges. Data also suggest that most of the
new diagnoses originated from within the reporting
countries and that those infected abroad are infected
in neighbouring countries within central and eastern
Europe. Scaled-up efforts are urgently required to provide
the full range of packages of HIV prevention, testing
and treatment services, including bolstered efforts to
reduce discrimination and stigma for all key populations
and the general population. This depends on political
commitment in the Region, as well as a comprehensive
shift from international to domestic funding for the HIV
response.

The centre
Although lowest in terms of the absolute numbers
of people diagnosed with HIV, this part of the region

3The grouping of countries into the West (23 countries), Centre (15 countries)
and East (15 countries) of the WHO European Region is based on epidemi-
ological considerations and follows the division of countries used in the joint
ECDC/WHO HIV/AIDS surveillance in Europe reports. See the 2017 report for
details (7).

experienced the largest relative increase in new HIV
diagnoses over the last decade, with increases reported
in all countries (142% increase from 2007-2016 (7)).
Transmission is predominantly through sexual contact
between men; far more men are affected than women
in this sub region than in any other (four out of every five
person newly diagnosed are men).

The west

26 602 people were newly diagnosed in the 23 countries
of western Europe.* For countries in the EU/EEA and
in western Europe, sexual transmission between men
remained the predominant transmission mode in 2016,
followed by heterosexual transmission (@among whom
61% were migrants), together accounting for 74% of
all new diagnoses for infections where the transmission
route is known. Emerging data from western Europe
suggest that, in addition to MSM, a significant proportion
of migrants, even those originating from high HIV-
endemic areas, acquire HIV after arrival in the EU/EEA
portion of the West (6-8).

Action plan for the health sector response to
HIV in the WHO European Region

The action plan for the health sector response to HIV in
the WHO European Region is an implementation plan

“A total of 6.2 per 100 000 population (not adjusted for reporting delay); 6.5
per 100 000 population (adjusted).

Compendium of good practices in the health sector response to HIV in the WHO European Region



for adapting the WHO Global Health Sector Strategy
on HIV, 2016-2021, to the epidemiological, social and
political contexts of the Region (Table 1) (4). It ensures
that the Region can achieve the global goal to end
AIDS as a public health threat by 2030, which the orld
Health Assembly adopted by consensus in May 2016.
The action plan continues the momentum generated
through both the 2030 Agenda for Sustainable
Development and Health 2020, the Region’s policy for
health and well-being. It builds on the lessons learned
from the first European action plan for HIV/AIDS 2012—
2015 by providing a roadmap for the next phase of the
HIV response and suggesting fast-tracked actions to
reverse the HIV epidemic in the Region (4). Region-
specific fast-track targets for 2020 are broken down
into those focused on (i) prevention, (i) testing and
treatment; (i) AIDS-related deaths; (iv) discrimination;
and (v) financial sustainability.

Both the action plan and this compendium of good
HIV practices are structured around the following five
strategic directions:

1. Information for focused action: know your HIV
epidemic to implement a tailored response.

2. Interventions for impact: all people should
receive the full range of HIV services that they need.

3. Delivering for equity: all people should receive the
services they need, which should be of sufficient
quality to sustain an impact.

4. Financing for sustainability: all people should
receive the services they need without experiencing
financial hardship.

5. Innovation for acceleration: change the course
of the response to achieve ambitious targets.

Table 1. Outline of the action plan for the health sector response to HIV in the WHO European Region

ltems Description

Vision (2030)
discrimination

Goal (2030)

Targets (to be achieved  Prevention:
by 2020)

prevalence countries)

Zero new HIV infections, zero AIDS-related deaths, and zero HIV-related

To end AIDS as a public health threat in the European Region by 2030

@ reduce new HIV infections by 75% (or an appropriate numerical target for low-

® reduce MTCT to <2% in non-breastfeeding populations and <5% in breastfeeding

populations

@ reduce the rate of congenital syphilis and the rate of child HIV cases due to
MTCT to <50 per 100 000 live births

Testing and treatment:

® 90% of people living with HIV know their HIV status

® 90% of people diagnosed with HIV receive ART

® 90% of people living with HIV who are on ART achieve viral load suppression

AIDS-related deaths:

@ reduce to below 30 000 (contributing towards reducing global AIDS-related

deaths to below 500 000)

® reduce TB deaths among people living with HIV by 75% (or an appropriate
numerical target for low-prevalence countries)

MTCT: mother-to-child transmission. Source: ECDC, WHO Regional Office for Europe, 2017.
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Intersectoral collaboration for a
comprehensive response

The burden of HIV and its risk factors primarily fall on
society’s most vulnerable and marginalized people; this
is often due to a common range of social and economic
determinants (9). Factors such as lack of a supportive
legal environment, stigma and social exclusion, poverty,
homelessness, violence, addiction, food insecurity, low
education, mental health complications, unemployment,
and lack of access to social support can dramatically
impede HIV response efforts. The social determinants
of health are outside the direct control of the health
sector but play a vital role in HIV infection and the ability
of people living with HIV to seek treatment and care.
These factors also affect the exposure and vulnerability
of people to other communicable diseases, such as TB
and viral hepatitis, thus highlighting the advantage of
addressing coinfections in an integrated manner.

The number of TB/HIV coinfections emerging in the
WHO European Region increased from 13 000 to
34 000 from 2007 to 2016 (a 260% increase) (10).
In the eastern and central parts of the Region of the
Region, approximately 40% of people living with HIV
are coinfected with hepatitis C virus (HCV), while in
western and central Europe, approximately 10.5%
are coinfected (77). For these reasons, the epidemics
cannot be addressed by the health sector alone.
Hence, deliberate action to address the multisectoral
nature of the social, economic and environmental
determinants of health is crucial to (i) strengthen the
response to HIV and end AIDS by 2030; and (i) put
people at the centre of HIV prevention, treatment and
care, in line with the call for leaving no one behind
and the Sustainable Development Agenda. To this
end, within the framework of the Regional ‘UN SDG
Issue-based Coalition on health and wellbeing for all
at all ages’, the Regional Office led a multi-stakeholder
consultation with 14 Regional UN partners to build a
shared consensus on intersectoral collaboration to end
HIV, TB and viral hepatitis. As a result, the ‘UN Common
Position Paper on Ending HIV, TB and Viral Hepatitis
Through Intersectoral Collaboration’, endorsed at the
Regional UN System Meeting on 9 May 2018, calls
upon all agencies within the regional UN system to
address the epidemics determinants, with bolstered
collaboration within and across sectors. The common
position aims to accelerate implementation of evidence-
based technical assistance tailored to the local context
of Member States, ensuring that those especially at risk
are not left behind and preventing the epidemic from

affecting the resilience of individuals and communities.
By embedding multisectoral considerations within all
five strategic directions, the action plan for the health
sector response to HIV in the WHO European Region
builds on the indivisible nature of the SDGs and on the
multisectoral UNAIDS 2016-2021 strategy on the fast-
track to end AIDS. These recognize that to end the
epidemics we must pursue progress across the entire
spectrum of human rights (civil, cultural, economic,
political, social, sexual and reproductive) for all.

Selection criteria for good HIV practices in
the WHO European Region

The examples presented are the joint work of the
authors listed for each practice.® This compendium is
not intended to highlight every strong practice in each
Member State: a selection committee made up of key
partners reviewed the submissions to ensure that the
quality and conditions of the shared practices meet
pre-defined criteria (Table 2).

Good practices in the response to HIV in the WHO
European Region may include comprehensive
combination prevention strategies for people at risk
of acquiring HIV infection with a priority focus on key
populations, including harm reduction interventions
such as opioid substitution therapy (OST), needle and
syringe programmes (NSPs); comprehensive condom
and lubricant programmes; diversified HIV testing
services, including testing by lay providers, HIV self-
testing and assisted partner notification; pre-exposure
prophylaxis (PrEP); prevention and management
of coinfections; a “treat all” approach® and other
evidence-informed interventions. Reducing stigma and
discrimination and eliminating laws and policies that
hamper access to, and uptake of, crucial HIV prevention
and treatment services for key populations will help to
facilitate further progress in the HIV response. National
health authorities, including national HIV programmes,
MoHs, Mods or any other relevant responsible
government organization, partner organizations, and
NGOs responding to HIV in the Region were invited to
submit examples of good practices through an open
call and submission form available in both English and
Russian.

5 Submissions were received from Regional partners and research conglom-
erates; national governments (e.g. ministries of health, ministries of justice);
national HIV programmes (public health institutes, HIV/AIDS centres); imple-
menting partners; NGOs; and CSOs.

6 The “treat all” approach means that ART should be initiated in all children,
adolescents, pregnant and breastfeeding women, and adults living with HIV,
regardless of WHO clinical stage and with any CD4 cell count. WHO intro-
duced the “treat all” approach in its consolidated guidelines (5).

Compendium of good practices in the health sector response to HIV in the WHO European Region



Table 2. Selection criteria for good practices for the prevention and control of HIV in the WHO European Region

Criterion Description

Must address one of the targets or areas of intervention of the action plan for the
health sector response to HIV in the WHO European Region, as outlined above

Relevance?

Sustainability?
Efficiency?

Ethical appropriateness?
Equity/gender

Effectiveness

Possibility of scale-up
Partnership

Community involvement

Political commitment

Must be implementable or able to be maintained over an extended period of time

Must produce results with a reasonable level of resources and time

Must respect the current rules of ethics for dealing with human populations

Addresses the needs of vulnerable populations and/or gender (identity) in an

equitable manner

Must work, and achieve results that have been measured

Can be scaled up to a larger population

Involves satisfactory collaboration between several stakeholders
Involves participation from the affected communities

Has support from the relevant national or local authorities

@ Required.
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STRATEGIC DIRECTION 1.
Knowledge for focused action

The COBATEST Network

Submitted by: Fernandez-Lépez, Laura'? | Conway, Anna' | Reyes-Uruefia, Juliana' | Klavs, Irena® | Kustec, Tanja® | Serdt, Mojca® |

Casabona, Jordi'? | COBATEST Network Group

'Agencia de Salut Publica de Catalunya (ASPCAT) “Public Health Agency of Catalonia”, Barcelona; 2Consortium for Biomedical Research in
Epidemiology and Public Health (CIBERESP), Madrid; *National Institute of Public Health, Ljubljana, Slovenia

Background

In 2016, 29 444 people were newly diagnosed with
HIV in the EU/EEA part of the WHO European Region,
corresponding to a rate of 5.9 per 100 000 population
(1). To measure the continuum of HIV care in Europe,
it has been recommended to measure four stages
according to the 90-90-90 targets advocated by
UNAIDS: (i) the estimated number of people living
with HIV (i) the number/proportion of these who are
diagnosed; (i) the number/proportion of these who
on ART; and (iv) the number/proportion who are virally
suppressed. In order to reach the 90-90-90 targets,
the first step is critical (i.e. by 2020, 90% of all people
living with HIV will know their HIV status). Nevertheless,
testing rates among key populations are below 50% in
many EU/EEA countries. New strategies are required
to expand targeted HIV testing services, focusing on
reaching the most affected population groups in local
and national epidemic context(s). Community-based
voluntary counselling and testing (CBVCT) services
have been recognized as a good model to expand
access to HIV testing, especially for key populations.

Description of the good practice

COBATEST isanetwork of CBVCT services created inthe
context of the HIV-COBATEST (HIV Community-Based
testing practices in Europe) project (72). This network
was established in 2009 by scaling up the Catalan DEVO
network with the purpose of sharing similar procedures
for monitoring the activity of CBVCT services across
Europe to promote HIV testing, early diagnosis, and care
for hard-to-reach groups. The CBVCT services in the
COBATEST Network were heterogeneous in terms of
size and capacity, and of the key populations they treat.
Some were targeting MSM, people who inject drugs or
SW, while others were treating the general population or
a mixture of key populations.

A standardized protocol to monitor HIV testing
activities in the network has been defined, including
standard data collection instruments and procedures
to homogenize the monitoring and evaluation of HIV
testing activities at the community level (Guidelines
for data collection for monitoring and evaluation
of CBVCT for HIV in the COBATEST Network) (73).
The Core Indicators to Monitor Community-Based
Voluntary Counselling and testing (CBVCT) for HIV:
guidelines for CBVCT services, developed by HIV-
COBATEST and aligned with ECDC, UNAIDS and
WHO recommendations, are being used to monitor
and evaluate CBVCT screening activity in the network
(14). Members of the CBVCT services network share
a common data collection tool and a database
enabling the comparative analysis of global data.
Alternatively, participating CBVCT services unable to
use the common data collection form may collect data
through their own data entry system and then submit
a minimum dataset or return aggregated COBATEST
core indicators.

Evidence of impact/efficacy

Geographical scope

Currently the network comprises 48 CBVCT services
from 21 different countries (Austria, Bulgaria,
Croatia, Cyprus, Czechia, Denmark, France,
Germany, Hungary, ltaly, Latvia, Lithuania, Poland,
Portugal, Republic of Moldova, Serbia, Slovenia,
Spain, Switzerland, the former Yugoslav Republic of
Macedonia and Ukraine). Efforts are being made to
include other eastern European countries and the
Russian Federation.

Analysis of HIV testing data

According to the data submitted in the different
formats, the total number of people tested for
HIV with a screening test in 38 CBVCT services/
networks in 2016 was 72 916. A high proportion of
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the individuals tested were MSM (44.7%, including
male SW), compared with heterosexual men (23.8%)
and heterosexual women (22.3%). Of the total number
of individuals tested, about 35% were first-time testers.
Repeat testers had a higher percentage of reactive tests
(2.0%) compared with first-time testers (1.1%).

For 2016, the proportion of clients with reactive
screening HIV test results varied from 0% to 8.4% (mean
1.8%; median 1.3%) among individual CBVCT services/
networks. The percentage of reactive screening tests
was particularly high among transgender people, with
an overall rate of 8.4% (the rate decreased from 9.6%
in 2014 to 6.8% in 2016). Those considered foreigners
have a higher percentage of reactive screening tests
(2.3%) compared with non-foreign-born  people
(1.4%). Regarding the transmission group, the highest
percentage of reactive screening tests is for male SW
(at 6.4% overall; decreased from 7.8% in 2014 10 5.7%
in 2016), followed by people who inject drugs (3.3%
overall; increased from 0.7% in 2014 to 9.1% in 2016)
and MSM (2.8% overall; ranging between 2.6% to 2.9%
during 2014-2016).

The standardized data collection and data entry system
allowed more detailed analysis of the data collected by
CBVCT services using the COBATEST common tools
(i.e. data collection and data entry tools). In 2014, 20
CBVCT centres from the COBATEST Network used
the common data collection tools; the number of sites
increased to 25 in 2015 and to 29 in 2016. The total
number of tests performed during the 2014-2016
period increased by roughly a quarter, and data from
more CBVCT sites were included in the analyses as they
began to use the common tools. Over this period, the
percentage of confirmatory tests improved from 63.0%
to 90.0% and percentage of reactive screening tests
that were linked to care increased from 43.0% to 79.9%.

Rapid tests were used in 98.1% of cases (rapid blood
tests, 73.9%; rapid oral tests, 24.2%), with most
performed in CBVCT offices (88.3%). HIV testing
in outreach activities represents just 11.7% of the
total number of tests performed but reaches a higher
proportion of key populations (20.1% of people who
inject drugs, 13.3% of female SW, 11.9% of MSM and
7.5% of male SW).

It is crucial to know the number of tests performed
and the HIV prevalence among those tested to assess
progress towards achieving the first objective of the
90-90-90 target (i.e. by 2020, 90% of all people living

with HIV will know their HIV status). The indicators are
also important to enable CBVCT services to evaluate
the effectiveness of their model. The results indicate that
CBVCT services are successful in diagnosing previously
undiagnosed HIV-infected individuals in key populations,
especialy among MSM and male SW, transgender
people and people who inject drugs.

The analyses found a high percentage of first-time
testers (35.4%), showing increased potential for
CBVCT services to reach people who have never been
tested. Those first-time testers are mainly men, young,
heterosexual and non-foreign born, although a non-
negligible percentage are MSM (24.4%) and foreign
born (29.6%). Once a CBVCT service has reached those
first-time testers, it is important to use the opportunity to
encourage regular HIV testing.

Data impact

The information collected through CBVCT services
strengthens the case for integrating community-based
service delivery models into HIV strategic investments.
The data are an important source of information to
ensure quality services along the HIV care cascade. The
monitoring and evaluation results from the COBATEST
Network prove the feasibility of collecting standardized
data from CBVCT services in different countries across
Europe, as well as demonstrating the usefulness of such
data (15-17).

Within Europe, the COBATEST Network has stimulated
the process of developing indicators to monitor
HIV testing at the community level, which are being
incorporated into various ECDC documents and guides
(18).

Sustainability

The COBATEST Network and analysis of the data
collected on monitoring and evaluation indicators will be
essential for selecting which CBVCT indicators should be
included in the Dublin Declaration monitoring process,
which measures the progress of the HIV response of
each country, thus allowing better assessment of the
HIV care cascade and improving the effectiveness of
CBVCT services across Europe.

The COBATEST Network was implemented within the
framework of the European HIV-COBATEST project,
with co-funding from the Executive Agency for Health
and Consumers under the EU Public Health Programme
(Grant Agreement no. 2009-12-11) and grew and
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continued to operate within the Operational knowledge
to improve HIV early diagnosis and treatment among
vulnerable groups in Europe project (Euro HIV EDAT) (79),
with co-funding from the Consumers, Health and Food
Executive Agency, acting under the powers delegated
by the European Commission (Grant Agreement no.
2013-11-01). The Network also receives a grant from

the pharmaceutical industry to increase the Network,
develop a specific website and logo, improve the data
entry system, and organize a strategic meeting. The
Network has now also been included in AIDS Action
Europe’s Operating Grant, thus providing additional
ongoing finances.

GERMANY. From pills to patients: an evaluation of data sources to determine

the number of people living with HIV who are receiving ART

Submitted by: Schmidt, Daniel' | Kollan, Christian' | Stoll, Matthias ? | Stellbrink, Hans-Jurgen® | Plettenberg, Andreas* | Fatkenheuer, Gerd®
| Bergmann, Frank® | Bogner, Johannes R’ | van Lunzen, Jan® | Rockstroh, Jurgen® | Esser, Stefan'® | Jensen, Bjorn-Erik '' | Horst, Heinz-
August'? | Fritzsche, Carlos'™ | Kiihne, Andrea’ | an der Heiden, Matthias' | Hamouda, Osamah' | Bartmeyer, Barbara' | ClinSurv Study Group

"Robert Koch Institute Berlin; 2Medical University Hannover; $ICH Study Centre Hamburg; “iFi Hamburg; SUniversity of Col ogne; éCharité
Uiversity Medicine Berlin; "University Hospital Munich; 8University Clinic Hamburg Eppendorff; °*University of Bonn; "°University of Essen;
"University of DUsseldorf; “University of Kiel; *University Hospital Rostock

Background

This practice describes a study aimed to determine
the number of people living with HIV and receiving
ART between 2006 and 2013 in Germany.
Antiretroviral drug prescription data (APD) reported
by billing centres for pharmacies were used, along
with treatment data from a long-term observational
multicentre cohort study with HIV-positive patients
(ClinSurv HIV cohort). The APD are reported by
billing centres for pharmacies covering around 99%
of nationwide pharmacy sales of all individuals with
statutory health insurance in Germany (~85%) (20).
Exactly one thiacytidine-containing medication (TCM)
with either emtricitabine or lamivudine is present in all
antiretroviral fixed-dose combinations. Emtricitabine is
only approved for the treatment of HIV and lamivudine
is approved for the treatment of HIV at a dose of
300 mg once daily or 150 mg twice a day.” Thus, each
daily dose of TCM documented in the APD represents
one person per day receiving ART. ART has been
documented for an average of 86% of ClinSurv HIV
cohort patients; the medication history of this cohort is
well documented. The observed study population (i.e.
the ClinSurv HIV cohort) represents more than 20% of
all HIV patients treated in Germany (217). In this study,
the ClinSurv HIV cohort was only used to determine
the corresponding proportion of non-TCM (7%) and
treatment interruptions (2%). The proportion of non-
TCM ART regimen days in the ClinSurv HIV cohort
was used to determine the corresponding number of
individuals in the APD.

7 Lamivudine is also approved for the treatment of hepatitis B (although no

longer recommended by WHO),, but with a daily dose of 100 mg for persons
not infected with HIV.

Description of the good practice

This surveilance method represents the first
comprehensive approach to estimating the number
of people living with HIV who receive ART using the
different existing and available data sources in Germany;,
with APD as the main source.

The steps used to calculate of the number of people
living with HIV and with experience of ART are as
follows.

1. Identify a data source (e.g. nationwide, regional or
local prescription data or cohort data) containing
the prescribed or administered drugs against HIV
(or another infection).

2. Determine the representativeness of the source
data to determine the proportion of those not
covered by the source data (important for
subsequent extrapolation).

3. Classify each drug combination according to
whether it includes marker substances (i.e.
substances typically used for treatment of a
particular disease) or a drug that should not
be not given simultaneously. Regarding ART,
marker substances for TCM are emtricitabine or
lamivudine, representing one person treated per
day (or the relevant period). Determine the number
of (standard-) units — generally pills, but can also
be an injection pen or packages.

STRATEGIC DIRECTION 1. Knowledge for focused action
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4. Determine the defined daily dose (DDD) for the

drugs and apply a drug/unit factor, if necessary. For
the two TCM marker substances administered as
pills, the DDD for adults is 300 mg for lamivudine
and 200 mg for emtricitabine. On the European
market, lamivudine is also available in a dose of
150 mg, which is given twice daily and is therefore
half a DDD; thus, a factor of 0.5 must be included.
If other dosages are available in other countries,
they must be converted according to the DDD.

5. Choose the smallest or most useful unit of time

to observe a period. Observation over time does
not mean tracking the same population over
time: new people will initiate treatment and others
will leave due to death or migration (denominator
problem).

6. Calculatethe DDD forthe TCM marker substances

(or the respective marker substances) over time
(each DDD of TCM represents one person per day
receiving ART). This gives the number of people
living with HIV receiving TCM (Fig. 3, red line).

7. The proportion of persons not covered by the
data source should be added to the total and
extrapolated to obtain the number of people
living with HIV and treated with TCM in the whole
country (Fig. 3, blue line). As most (~95%) ART
regimens and all ARV fixed-dose combinations
contain TCM, with the ongoing use of fixed-dose
combinations this will provide a close estimate of
the number of treated people living with HIV in the
country. This is true for industrialized countries,
as well as for developing countries, where there
could be less drug variety.

8. If a factor for the proportion of ART regimens that
do not contain TCM can be determined, then
this proportion should be added to the total and
extrapolated to provide the number of people
living with HIV and receiving ART (including TCM
and non-TCM ART regimens) in the country
(Fig. 3, green line). Data from cohorts or similar
sources can be used for this step.

9. If the proportion of persons who are interrupting
treatment can be determined (e.g. from cohort
data), this proportion should be added to the total
and extrapolated to give the number of people

living with HIV and with experience of ART in the
country (Fig. 3, green line).
10. Owing to the observed seasonal variation in our
data, the trend line was smoothed by negative
binomial regression with a quadratic time trend
(Fig. 3, purple line) (22). This is assumed to be
unnecessary in most settings.

This surveillance method can also be applied to
other infections treated with a variety of drugs or
combination therapies. It is important to identify the
marker substances or regimens on which to base
calculations of the DDD for a treated person per day or
packages for a treated person per month/quarter. The
approach may lead to overestimation of the number of
people receiving continuous ART by including patients
receiving only short-term ART. This might be relevant
in cases where therapy was discontinued early in a
quarter or where patients have received post-exposure
prophylaxis (PEP); however, PEP would only contribute
to a potential overestimation of approximately 200-233
patients in total.

Evidence of impact/efficacy

The methodological approach of calculating the
number of individuals based mainly on unambiguous
TCM drug treatment provides a simple and appropriate
surveillance method for assessing the second 90-90—
90 target of the continuum of HIV care ( Fig. 4; column
3, people on ART).

The analyses indicate that the number of people living
with HIV in Germany and receiving ART has increased
over time at an average rate of around 2900 persons per
year. Most ART regimens (93%) in the cohort included
TCMs with ongoing use of fixed-dose combinations.
Based on these results, the future number of people
receiving ART could be estimated based on TCM
prescription data alone, assuming that treatment
guidelines will not change with respect to TCM use in
ART regimens.

This surveillance method can also be useful to estimate
the number of people living with HIV and those
receiving ART in other countries and settings. In other
settings with fewer available ARVs, the proportion of
ART containing TCM is even higher and the estimation
would therefore be more accurate. The main data
source was APD for patients with statutory health
insurance, which covers ~85% of German residents.

Compendium of good practices in the health sector response to HIV in the WHO European Region



Fig. 3. Step-by-step calculation of the number of people living with HIV with experience of ART
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In other countries or settings with a different structure
of the health care system, other sources can be used
such as: national surveillance data; drug prescription
data of national registries, where available; data from
special HIV prescription programmes; or private health
insurance data for countries with a lower proportion of
statutory health coverage. The methodology can be
adapted for different investigations or medications. For
example, it was recently assessed and is now used for
the surveillance of hepatitis C treatment in Germany
(23). By expanding this approach, the authors also

successfully determined treatment levels for those
receiving OST or treatment for HCV infection, HIV, or
TB in German prisons (24).

Sustainability

The Robert Koch Institute, including its work on
developing this surveillance method, is funded by the
Federal MoH. The study is repeated annually to estimate
the number of people living with HIV receiving ART and
the HIV prevalence and measure the continuum of HIV
care in Germany.

IRELAND. An evaluation of HIV case-based surveillance and change in the

national surveillance case definition

Submitted by: O’Donnell, Kate' | Igoe, Derval' | Giese, Coralie 2°

"HSE Health Protection Surveillance Centre; 2Ministry of Solidarity and Health, France; ®European Programme for Intervention Epidemiology

Training (EPITET), Health Protection Surveillance Centre

Background

From the early 1980s to the end of 2016, a total of
8341 people were diagnosed with HIV in Ireland (25).
Since 2000, the rate of HIV has varied between 7.0 per
100 000 population and 10.7 per 100 000 population,
with approximately 10 new diagnoses per week in
2016. HIV case-based reporting was introduced in
Ireland in mid-2002, thereby improving surveillance.
HIV was made a notifiable disease (mandatory
reporting) inthe countryin 2011 and wasincludedin the
national computerized infectious disease surveillance
system in 2012. In 2013, the HIV surveillance focal
point in the National Virus Reference Laboratory
(University College Dublin) found that some people
diagnosed with HIV were not notified because they
did not have the required confirmatory testing for two
separate samples (according to the nationally agreed
laboratory protocol). These were either cases with an
anti-HIV serological positive result and subsequent
viral load tests with undetectable viral loads or
cases with only one antibody-positive result and no
subsequent tests. Although the number of cases in
these categories was small between 2009 and 2012,
the number increased significantly in 2013 and action
was needed. In addition, although it took time for the
enhanced information to be collected and entered
into the computerized infectious disease surveillance
system, the length of the delays in notifying new HIV
diagnoses and in providing enhanced surveillance
data for HIV prior to the evaluation was unknown.

Description of the good practice

In an effort to assess national HIV reporting, an ECDC
EPIET Fellow (on the field epidemiology path (26))
based at the Health Protection Surveillance Centre
(HSPC) undertook a surveillance system evaluation,
working closely with the HIV/sexually transmitted
infection (STI) surveillance team at the HSPC and the
surveillance focal point at the National Virus Reference
Laboratory. The aims of the evaluation were to describe
the surveillance system, focusing on the key attributes
of sensitivity and timeliness. Prior to commencing
the evaluation process, a protocol was reviewed
and approved by key stakeholders involved in HIV
surveillance. This included the national Public Health
STI/HIV Special Interest Group and the HSPC national
HIV/STI operational surveillance group, representing
public health, surveillance scientists, laboratory and
clinical specialties. The evaluation followed the United
States Centers for Disease Control and Prevention
(CDC) guidelines for evaluation of public health
surveillance systems (27) and the ECDC handbook
on data quality monitoring and surveillance system
evaluation (28), along with the WHO guideline on
evaluating a national surveillance system developed by
the UNAIDS/WHO Working Group on Global HIV/AIDS
and STI Surveillance (29).

Steps of the surveillance system evaluation
® Describe the national HIV surveillance system
based on: (i) a review of documents at the HSPC
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(including surveillance reports, computerized
infectious disease surveillance system database
reports, the HIV surveillance form, standard
operating procedures, surveilance guidelines and
other strategic documents) and (i) semi-structured
interviews with National Virus Reference Laboratory
staff in charge of surveilance. The evaluator visited
the Department of Public Health in the East Region
and met the staff in charge of HIV surveillance.

® Estimate sensitivity by analysing new HIV diagnoses
that were not notified in 2013 by the National Virus
Reference Laboratory because they did not fit
nationally agreed laboratory criteria for reporting.

® Measure the median (and range) time intervals in
HIV surveillance steps and identify possible ways of
reducing or eliminating them.

Insights from the evaluation

® The sensitivity of the system (measured by comparing
National Virus Reference Laboratory data with
notification data) was 82%; underreporting of new
HIV diagnoses was due to the two-sample notification
threshold required by the nationally agreed reporting
procedures. A total of 71 (18%) diagnoses in 2013
detected by the National Virus Reference Laboratory
were not notified in the computerized infectious
disease surveillance system because they did not fulffil
the criteria for notification; in comparison, 334 cases
were notified in the computerized infectious disease
surveillance system in 2013. Twenty-three (32%) of
the non-notified cases had only one sample with
positive serology results. No additional information
is available on the profile of these patients, but it is
assumed that there may have been a delay in the
second sample being sent; alternatively, some
patients may not have accessed care or may have
moved outside Ireland after their first diagnosis in
the country. Forty-eight (68%) of the non-notified
cases had one sample with positive serology results
and an undetectable viral load. Most of these cases
were persons who had transferred care from another
country.

® Based on the available data, overall HIV surveillance
in Ireland is timely for trend monitoring and fits
within the CDC and national standards of timeliness
(28,30), although recent standards are not available.
The system is able to identify new diagnoses within

approximately 19 days overall (delay from first
positive test to confirmation to notification in the
computerized infectious disease surveillance system).
Eighty-one per cent of enhanced surveillance forms
were completed within six months of diagnosis
confirmation. It was therefore concluded that a
reliable trend analysis could be undertaken after six
months and that the interval between testing of the
first and second samples (median: 10 days) could
be eliminated if the system moved to a one-sample
threshold for notification.

@ Formal surveillance objectives were not documented
prior to the evaluation and the system lacked
harmonized procedures across the country.

Actions subsequent to the evaluation

® The national HIV surveilance case definition was
changed (in 2015 for one region and in 2016 for
all other regions) to improve sensitivity: all new
diagnoses were notified following confirmatory
testing of a single sample.

® To improve quality, the timing of national
epidemiological reports was changed to account for
the delay in receiving the majority of enhanced forms.
As a result, annual epidemiological reports are now
produced six months after the end of each calendar
year.

® New surveillance objectives were agreed on with
stakeholders.

Evidence of impact/efficacy

The purpose of the evaluation was to increase the
sensitivity and timeliness of the national HIV surveillance
system in Ireland via a change in the national surveillance
case definition. This resulted in a large increase (28%)
in notifications of HIV in 2015, followed by a smaller
increase in 2016 (5%; Fig. 5). The change from the
requirement for testing two separate samples to a single
sample also eliminated the delay in waiting for the second
sample. This change, undertaken in collaboration
with the National Virus Reference Laboratory and
other surveillance partners, resulted in more accurate
and reliable information for action. The National Virus
Reference Laboratory estimated that of the notifications
in 2015 (n = 483), at least 50 (10%) were the direct
result of this change to the case definition.
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Fig. 5. Notifications of HIV, Ireland, 2003-2016
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The evaluation resulted in better documentation of
the national HIV surveillance system, including the
preparation of formal objectives.?

Sustainability

The change of case definition will continue without the
provision of any additional resources. The evaluation
was undertaken by the EPIET Fellow as part of her

8 The full report of the evaluation is available (31).

training and the work of HSPC staff and the report
were funded from existing resources by HSPC (Health
Service Executive). The findings and recommendations
of the evaluation also provided an impetus to proceed
with plans for electronic reporting of HIV and STls from
clinics. Funding was secured for building an STI/HIV
module within the computerized infectious disease
surveillance system; this is due to be piloted later in
2018.

POLAND. Estimating the HIV viral suppression rate: a national study

Submitted by: Parczewski, Milosz'| Leszczyszyn-Pynka, Magdalena' | Witak-Jedra, Magdalena' | Siwak, Ewa? | Gielniak, lwona? | Burkacka,
Ewa? | Pulik, Piotr? | Horban, Andrzej?1° | Witor, Adam?® | Muller, Karolina® | Zasik, Ewelina® | Grzeszczuk, Anna* | Janczarek, Matgorzata*
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Gasiorowski, Jacek’ | Szetela, Bartosz” | Bocigga-Jasik, Monika® | Skwara, Pawet® | Jabtonowska, Elzbieta® | Wojcik-Cichy, Kamila® |
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"Pomeranian Medical University in Szczecin; ?Hospital for Infectious Diseases in Warsaw; ®Regional Hospital in Chorzéw; “Medical University
of Bialystok; *Medical University of Gdansk; ®Nicolaus Copernicus University — Ludwik Rydygier Collegium Medicum in Bydgoszcz; "Wroclaw
Medical University; Jagiellonian University Medical College; ®Medical University of £6dZ; "®°Medical University in Warsaw; ''Regional Hospital

in Zielona Gora; "“Medical University Lublin; University of Warmia and Mazury in Olsztyn; "“Regional Hospital Opole

Background

In Poland, approximately 0.1% of population is infected
with HIV, with more than 21 000 diagnosed cases
as of January 2017. The country has seen a shift in
transmission over the past decade: from transmission
primarily from injecting drug use to sexual transmission
between men, with high rates of HCV coinfection.
Immediate initiation of ART irrespective of CD4 count
leading to virological suppression is considered the
most effective treatment option to preserve immune

system function; it also decreases the risk of AIDS-
related morbidity and mortality, may reduce the
likelihood of onward transmission and limits drug
resistance. Initiation of ART regardless of CD4 cell count
is recommended by all major treatment guidelines
worldwide, including those of the Polish Scientific AIDS
Society (32). Since 1996, unrestricted, free-of-charge
coverage has been available for all EU-registered ART
medications and combinations, as well as for genotypic

STRATEGIC DIRECTION 1. Knowledge for focused action
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drug resistance, HIV viral load and CD4 cell assays. Al
ARVs and single-tablet ART regimens approved in the
EU are purchased centrally based on orders from 16
local HIV treatment centres (and one primary centre for
ART distribution for the prisoner population).

Description of the good practice

To assess the national rate of virological suppression
in Poland, a study was undertaken of a random
selection of 50% of all patients at treatment centres in
the country. The study aimed to estimate the national
virological suppression rate, defined as HIV-RNA
viremia of <560 copies/ml or <200 copies/ml.

Cross-sectional data on ART efficacy were collected
for 5152 patients (56.92% of total national number of
treated cases from 14 of the 17 HIV treatment centres.
The data were nationally representative: two smaller
clinical centres did not participate but the largest centres
randomly selected approximately 50% of their patients.
Inclusion criteria were ART adherence for at least six
months, with at least one virological measurement in
2016 after the period of ART adherence. Exclusion
criteria were patients who did not report to the HIV
clinic for at least six months, did not adhere to ART or
did not have an HIV-RNA measurement at least once
in 2016. The researchers estimate that approximately
15-20% of cases were excluded (1200 persons). Loss
to follow-up resulted from loss of medical insurance,®
migration or the patient’s wish to stop treatment
(<5% of cases). Fifteen HIV patients resulting from
vertical transmission and four haemophilia patients
were excluded from the final analysis owing to the
small sample size. Data were disaggregated by age
at HIV diagnosis, sex, date of HIV diagnosis, route
of transmission, history of HCV coinfection based on
anti-HCV serology results (anti-HCV positive/negative),
history of AIDS (via medical records), baseline viral load
(from entry to care), and the baseline, nadir and latest
CD4 cell counts. The date of diagnosis was assumed to
be the date of the positive recorded HIV test following
western blotting, immunoblotting or positive serum
HIV-RNA confirmation. As the time of seroconversion
was often unavailable, acute HIV infection data were

¢ Since 2018, Poland requires all those receiving ART to have access to
health insurance (at a cost of approximately €80 per month) (33).

not collected. The latest CD4 cell count was taken
from the last value recorded in the medical records and
the transmission route was self-reported. Collected
ART data included drug classes for the current (or
last) treatment and their drug combinations. Data
on ART history was not collected. Engagement of
people living with HIV with loss of medical insurance,
their decision to stop treatment and the motivation of
patients for regular follow-up and viral load testing/
monitoring were the primary bottlenecks to assessing
the national virological suppression rate. In addition,
data from the prison population were missing owing
to lack of consent by the prison management. A lack
of collected data on the number of people living with
HIV emigrating from Poland also affected the ability to
make conclusions regarding viral suppression for this
section of the migrant population.

Evidence of impact/efficacy

Virological suppression at the viral load threshold of
<50 copies/mL was observed in 4672 (90.68%) and
of <200 copies/mL was observed in 4934 (95.77%)
individuals. For the viralload threshold of 200 copies/mL,
higher rates of viral suppression were only associated
with a baseline CD4 cell count of at least 200 cells/
yl. In this study of people who are highly adherent to
ART, the proportion of virologically suppressed patients
(90.68%) proved to be in line with the 90-90-90 target,
and specifically the last viral suppression target of 90%
in the nationally representative sample. Virological
suppression rates depend on baseline patient
characteristics, which should guide individualized ART
decisions.

Sustainability

This study was funded by the Polish Government.
However, some patients are becoming uninsured,
and thereby losing the right to free ART and HIV-
RNA monitoring. This needs to be considered a key
risk when aiming for the UNAIDS 90-90-90 targets
in the country. Member States choosing to adopt a
similar nationally representative study may consider the
limitations of this Polish experience in developing an
adapted protocol that may also work closely with the
prison population, the migrant population or those key
populations where the burden of HIV is highest.

Compendium of good practices in the health sector response to HIV in the WHO European Region



UNITED KINGDOM. HIV surveillance beyond viral suppression: monitoring of

quality of life and patient experience with a national HIV patient survey
Submitted by: Kall, Meaghan' | Auzenbergs, Megan?| Brown, Alison | Kelly, Carole' | Delpech, Valerie'

"Public Health England; ?Watipa

Background

The United Kingdom has an HIV population of around
100 000, concentrated in men who have acquired HIV
through sex with other men, as well as in men and
women originating from sub-Saharan Africa (46% and
24% of all persons living with HIV, respectively). HIV
care and treatment are provided for all free of charge
through the National Health Service. In 2016, 93% of
persons living with diagnosed HIV were on ART and
virally suppressed. The success of HIV treatment has
reduced the HIV mortality rate; as a result, the United
Kingdom has an ageing HIV cohort, with over one in
three aged over 50 years.

Description of the good practice

Public Health England, the national public health
institute  responsible for HIV surveillance, has
developed and implemented a novel self-reporting tool
to routinely monitor the quality of life and experiences
of people living with HIV, the Positive Voices survey. A
representative sample of people accessing HIV care
was invited to partake in the survey to ensure that
findings were generalizable and comparable with the
general population aimed to invite a representative
sample of people accessing HIV care to ensure that
findings are generalizable and comparable with the
general population. The pilot phase of the survey
was conducted in 2014 using a National Institute for
Health Research grant. An advisory group of clinicians,
social scientists, commissioners, survey experts and
people living with HIV was established to guide the
project. In the formative research phase, qualitative
methods (i.e. focus groups, group interviews and
structured observations) were used with HIV patients
and health care staff to assess the acceptability and
feasibility of various survey approaches, such as the
use of incentives (a shopping voucher), survey formats
(paper and electronic), survey length and recruitment
approaches (face to face, text and email). To achieve
a representative sample, the survey used an existing
national HIV surveillance cohort (from the HIV and
AIDS Reporting System) as a sampling frame to
randomly select patients to invite to participate. Patient
confidentiality and anonymity was of paramount
importance; this approach ensured no other patient

identifiers were collected. Pre-selected patients were
assigned a unique six-letter survey identifier that had
dual purpose: (i) as a logon to the online survey to avoid
duplicate or fake responses; and (i) as a means to link
survey data to clinical and demographic data in the HIV
and AIDS Reporting System. This linkage provides a
unigque opportunity to assess the relationship of patient
experiences and needs with their clinical outcomes.
The questionnaire was populated with validated
survey questions and instruments, such a quality
of life instrument (EQ-5D-5L) and a depression and
anxiety scale (General Health Questionnaire (GHQ-12),
generic patient-reported experience measures to allow
comparison with the general population and pre-tested
using cognitive interviews with HIV patients. Ethical
approval was obtained.

Evaluation of the 2014 pilot (involving 777 participants
from 30 clinics) of an electronic, clinic-based self-
completion survey showed high acceptability and
feasibility overall but disproportionately low response
rates among women, younger people and people of
non-white ethnicity. Through an iterative consultation
with the advisory group review of the qualitative and
quantitative data, a final protocol was developed; this
included the choice of both paper and online response
formats; the option of face-to-face, email or postal
recruitment; a recruitment period of up to eight months;
and a £5 unconditional shopping voucher incentive.
Postage paid envelopes were provided for patients to
complete and return the paper survey outside of the
HIV clinic.

National scale-up of the survey was made possible by
a further grant; recruitment for Positive Voices 2017
ran from January to September 2017 in 73 HIV clinics
in England and Wales (serving half of all people with
HIV in care). Overall, 4422 responses were obtained
(51% response rate), resulting in a highly representative
sample of people living with diagnosed HIV (Fig. 6).
Data quality was high, with good internal and external
validity, high item-response rates and over 97% of
respondents submitting a fully completed survey.
Weighting has been applied to further improve the
reliability of the population estimates.

STRATEGIC DIRECTION 1. Knowledge for focused action
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Fig. 6. Representativeness of the Positive Voices survey sample compared with the national United Kingdom
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Positive Voices participants (n=4,416)

aAged over 18 years in England and Wales.

The Positive Voices pilot and 2017 surveys provide
proof of concept that high-quality patient-reported
information can be collected at a national level to create
a powerful bio-behavioural dataset that can be securely
linked to surveillance and clinical data (e.g. ART uptake
and viral suppression). Employing robust formative
research methods and a flexible, iterative approach
and ensuring community and expert involvement was
crucial to the success of the survey.

An example of the outputs is given in Fig. 7, showing
the met and unmet needs of participants in the previous
12 months. Despite excellent clinical outcomes for HIV
care, a high level of need for social and welfare services
was reported, with help in dealing with loneliness or
isolation being the single greatest unmet need among
people living with HIV (80% of people reported that
this had not been met).These findings have important
implications for future service provision and planning.

Evidence of impact/efficacy

For the first time in the United Kingdom, the Positive
Voices 2017 survey data has provided an understanding
of the overall well-being of people living with HIV and

All people accessing HIV services (n=87,432)

their experiences of the NHS during a time of significant
changes in the delivery of health and social care
services. While the initial aim was to provide knowledge
to inform patient-centred care and the inclusion of
patient experience measures in local and national
quality standards, the survey has attracted much wider
interest and the data are used by a broad range of
stakeholders. For instance, the data have been used at
the local and regional levels for HIV service evaluations
and strategic needs assessments, and civil society
for government policy briefing advocacy reports. The
findings have been presented at national meetings and
call for greater integration of HIV care with other health
services, as well as greater support from peers and third
sector organizations. Several manuscripts are planned
for publication, including quality of life among people
living with HIV compared with the general population,
mental health and depression and the prevalence of
comorbidities among people living with HIV. These will
also form the basis of modelling and health economics
work to assess future health needs and costs. Finally, a
community-led co-analysis of the survey data informed
by workshops with people with HIV who took part in
the survey is under way.
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Sustainability

The Positive Voices programme costs around £100 000
per year, including costs for three staff members, survey
consumables and incentives (the per response cost is
£67, very low for a probability survey). The success of
the survey was possible owing to significant up-front
investment for the formative research and pilot study;
however, subsequent running costs are kept low by
using the HIV and AIDS Reporting System as a sampling

frame and automating the process. The novel design
approach and methodology have been adapted and
applied to a survey of attendees of sexual health clinics
in the United Kingdom. The European Commission has
provided funding through the INTEGRATE Joint Action
(34) to adapt the Positive Voices method to survey
HIV and HCV-infected patients across Europe. Public
Health England aims to repeat the survey every three
years.

Fig. 7. Positive Voices 2017: population prevalence of the need and unmet need for specific services?®
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HIV RELATED SERVICES
Peer support
Disclosure support
Support managing LTC
Information - living with HIV
HIV treatment advice
Adherence support

HEALTH SERVICES
Drug detox or maintenance
Chemsex support
Stress management
Smoking cessation
Alcohol counselling/treatment
Weight management
Drug counselling
Advice regarding sex life
Psychologist or counsellor
Home health services
Family planning

SOCIAL & WELFARE SERVICES

Loneliness or isolation
Career skills and training
Childcare services
Financial advice
Employment advice
Legal advice
Relationship advice
Meal or food services
Immigration support
Domestic violence services
Housing support
Benefit claim support

0%

Unmet need
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43%
39%
33%
13%
7%
6%

60%
55%
55%
54%
53%
52%
48%
40%
39%
38%
31%

75%
68%
67%
66%
65%
64%
63%
61%
60%
54%
50%
49%

b Percentage need: the proportion of persons who stated that they had needed a specific service in last year; percentage unmet need; of those who had a need,
the proportion who could not access the specific service in the last year.

LTC: long-term condition.
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Interventions for impact

ARMENIA. From prevention to Elimination of Mother-to-Child
transmission of HIV: the EMTCT project

Submitted by: Grigoryan, Samvel' | Papoyan, Arshak' | Ghukasyan, Gayane?

"National Centre for AIDS Prevention (NCAP); 2WHO Country Office Armenia

Background

Before 2001, no prevention of mother-to-child
transmission (PMTCT) of HIV (PMTCT) services were
provided in Armenia. Pregnant women had low access
to provider-initiated HIV testing and counselling and
to ART, and prophylaxis for HIV-positive mothers and
newborns was not available. Prenatal services for
pregnant women and during childbirth required out-of-
pocket payment due to weak regulatory frameworks,
lack of trained personnel, tests and ARV drugs, and
low state and donor investment. Before 2005, less than
10% of pregnant women were tested for HIV.

Description of the good practice

Under the Armenian Elimination of Mother-to-Child
Transmission of HIV (EMTCT) project, the new
comprehensive PTMCT system provides women with a
free-of-charge package of medical services, including
HIV testing and counselling; ARVs for pregnant women,
mothers and children; free delivery of milk formula;
and perinatal and child health protection services
until age 7 years. Starting from 2016, HIV test kits for
pregnant women and milk formula for infants born
to HIV-positive mothers have been purchased from
state budget allocations. Laboratory infrastructures,
laboratory equipment and information technology
requirements were established with support from the
GFATM. Furthermore, personnel were trained and a
countrywide PMTCT network was established. The
training programme covers HIV testing strategies and
algorithms; HIV laboratory diagnostics; HIV confirmatory
testing; laboratory diagnostics for opportunistic
infections; CD4 cell count, viral load monitoring; and
qualitative and quantitative polymerase chain reaction-
based laboratory quality assurance. Supply chain
management was also established at the national level,
including forecasting, procurement and distribution of
ARVs, HIV test kits, formula and consumables needed
for early HIV detection among children. Annual external

audits/quality control by the National Centre for AIDS
Prevention were instituted in all HIV testing laboratories,
with on-site technical assistance. This allowed Armenia
to pass the external laboratory assessment, as part of
WHO/UNAIDS validation of elimination of MTCT of HIV.

From 2010, training and retraining of health care
workers on HIV/AIDS has been institutionalized via
introduction of a HIV training course into the National
Institute of Health platform. This course became part
of the credit system of advanced training for health
care workers. In addition, the National Monitoring and
Evaluation Framework was established to coordinate
the effective collection, analysis, aggregation and use of
data and indicators (in alignment with WHO guidelines)
related to prevention and treatment activities, including
PMTCT services.

Evidence of impact/efficacy

The number of HIV tests performed among pregnant
women has sharply increased since 2004 (Fig. 8).
Since 2012, testing sites have been available in all
antenatal clinics and more than 95% of pregnant
women (over 40 000 women) have been tested. More
than 200 women benefited from the PMTCT services
and gave birth to HIV-free children. Since 2007, no
HIV cases have been registered among children born
to HIV-positive mothers who received PMTCT; since
2014, the MTCT transmission rate has remained
below 2% (Fig. 9).'° The practice additionally led to
a revision of the Law of the Republic of Armenia on
HIV/AIDS Prevention in 2009, in which mandatory HIV
testing for pregnant women was replaced with health
care provider-initiated HIV testing and counselling
(including for children born to HIV-positive mothers).
The National Institute of Health training programme
©The MTCT rate for HIV in non-breastfeeding populations in Armenia were

1.78 per 100 000 population in 2014, 1.25 per 100 000 population in 2015
and 1.36 per 100 000 population in 2016.
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Figure 8. Armenia’s certificate of validation. ©UNAIDS

has resulted in the provision of trained personnel in
all antenatal clinics and laboratories countrywide,
including obstetrician—gynaecologists, nurses and
assistants, focused on strengthening PMTCT capacity,
counselling and testing, patient management, and
laboratory diagnostics. These trained personnel also
understand legislative issues and the need to reduce

stigma and discrimination for people living with HIV.
In April 2016, WHO and UNAIDS experts performed
a validation mission for the elimination of MTCT to the
country; the certificate for validation was awarded on 7
June 2016 (Fig. 8).

Sustainability

The EMTCT project is sustained by collaboration
between the Department of Maternal and Child
Health Care of the MoH, the National Centre for
AIDS Prevention and the Institute of Reproductive
Health, Perinatology, Obstetrics and Gynaecology.
The programme is fully funded by the Republic of
Armenia, except for procurement of some ARVs under
the GFATM grant. Complete coverage with ARVs for
PMTCT is expected after implementation of the current
National AIDS Programme. Technical assistance is
provided by UNAIDS, the United Nations Children’s
Fund (UNICEF) and WHO.

Fig. 9. Testing coverage and vertical transmission rates, Armenia, 2005-2017
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AZERBAIJAN. The influence of harm reduction programmes in prisons
Submitted by: Rafael ibrahim Oglu, Mehtiev | Elnur Rovshan Oglu, Mamedov | Natavan Faig gizi, Alikhanova

Main Medical Department of the Ministry of Justice

Background

The spread of HIV infection in prisons is a particular
concern in Azerbaijan. In 2007 and 2011, a range
of integrated bio-behavioural studies (IBBS) were
conducted to assess HIV prevalence among key
populations, including surveys among inmates.
Comparative analysis of the survey results shows an
increase in the prevalence of HIV infection among
inmates from 2.9% (n = 1000) in 2007 t0 5.8% (n = 400)
in 2011. In 2011, the Knowledge, Attitudes and
Practices (KAP) survey on HIV/AIDS was conducted
in 12 correctional institutions. The survey found that
only half of respondents knew that HIV is transmitted
both sexually and through contaminated needles
and syringes. NSP and OST were not implemented
among inmates because the necessary regulatory
framework was lacking. Strengthening the expansion
and improvement of HIV prevention interventions was
the main task of the Main Medical Department (MMD) of
the ModJ of Azerbaijan.

Description of the good practice

The types of activities included educational activities
on HIV prevention and harm reduction; theatre
performances; an educational documentary; the
establishment of “health rooms” in selected penitentiary
settings; condom distribution programming; improving
laboratory capacities for HIV testing (including HIV testing
in parallel with screening for TB); and continued policy-
related debate towards implementation of those NSP and
OST programmes agreed by all stakeholders. With the
participation of WHO experts, cycles of HIV prevention
training and harm reduction programmes in prisons
were provided to 180 medical and 440 nonmedical
staff of penitentiary institutions throughout the country.
Additional training on VCT for HIV and sessions on
treatment and ART have also been conducted since
2011 by leading staff of the Republican HIV/AIDS
Centre. To increase HIV awareness among inmates, a
documentary film was produced by leading specialists
in the MoH and ModJ on HIV transmission, prevention
and treatment. An annual theatrical performance was
used to highlight issues of drug use, HIV transmission
and alcohol use. Related health information materials
including brochures and booklets have also been
prepared, published and distributed.

Health rooms were set up in all 23 of the country’s
penitentiary institutions, where inmates, including
people living with HIV, can receive qualified assistance
from psychologists and other multidisciplinary
psychosocial support from specialized NGO staff.
These health information and support sessions help in
raising awareness on HIV transmission and care and in
promoting healthier lifestyles among inmates. In 2012,
a condom distribution programming was launched
in all Azerbaijani penitentiary institutions. To further
identify HIV-positive inmates, a special HIV laboratory
facility was set up in 2013 in the penitentiary treatment
institution to perform all necessary tests (including
enzyme-linked immunosorbent assays (ELISAs), CD4
cell counting and viral load monitoring), with the aim
of bringing testing and treatment monitoring services
closer to the needs of people living with HIV and of
reducing delays in confirming test results. Provider-
initiated VCT for HIV is offered when inmates apply for
health care assistance, during hospital treatment and
periodically among at people who inject drugs. This
includes annual voluntary HIV testing and an information
campaign in parallel with TB screening. Furthermore, a
medical consultative commission has been established
to link those diagnosed with HIV to ART and care, in
line with WHO recommendations.

Evidence of impact/efficacy

The rate of new HIV infections among inmates in
Azerbaijan showed a decreasing tendency between
2010 and 2017, despite increasing HIV testing rates
(Fig. 10). The decrease coincides with the implemented
health interventions and improved access to HIV testing
and ART coverage. The IBBS and KAP surveys will be
repeated in 2018 to monitor the achievements.

Sustainability

Costs related to laboratory testing, ART and the
publication of healthinformation materials are covered by
the MMD of the ModJ in Azerbaijan. The support provided
by NGOs, the provision of multidisciplinary psychosocial
services through health rooms in penitentiaries, other
health information and educational activities, including
theatrical performances on health issues, along with
condom distribution programmes require financial
support from the national HIV programme and existing

STRATEGIC DIRECTION 2. Interventions for impact



donors. The plan for 2018-2021 is to support the work
of NGOs and other preventive activities in penitentiary
institutions using the national GFATM grant funds.

Despite this, increased national allocations to cover HIV

prevention programmes in penitentiaries will be needed
to support this model of care.

Fig. 10. Testing coverage and HIV diagnoses among inmates (% of total inmates), 2010-2017
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AZERBAIJAN. |soniazid preventive therapy among prisoners living with HIV

Submitted by: Rafael ibrahim Oglu, Mehtiev | Elnur Rovshan Oglu, Mamedov | Natavan Faig gizi, Alikhanova

Main Medical Department of the Ministry of Justice, Azerbaijan

Background

WHO estimates the risk of TB among HIV-infected
people is to be 16-27 times greater in people living
with HIV than in those without HIV infection (70). For
HIV-infected inmates, this risk is much higher owing
to additional factors associated with living in a closed
setting. The benefits of isoniazid preventive therapy
(IPT) among HIV-infected persons with latent TB
infection have been known since 1998. In 2012, WHO
re-examined the body of evidence on IPT initiation and
recommended that HIV-infected people with latent
TB infection should receive a six-month course of IPT
every five years as an effective method of preventing
active TB. Evidence for the benefits and harms of 36
months versus six months of IPT was reassessed by

WHO in 2015 and the following recommmendation was
made:

In resource-constrained settings with high
TB incidence and transmission, adults and
adolescents living with HIV, who have an
unknown or positive tuberculin skin test
status and among whom active TB disease
has been safely ruled out, should receive at
least 36 months of IPT. IPT should be given
to such individuals regardless of whether
or not they are receiving ART. IPT should
also be given irrespective of the degree of
immunosuppression, history of previous TB
treatment, and pregnancy (35).

Compendium of good practices in the health sector response to HIV in the WHO European Region



The penitentiary institutions of Azerbaijan comprise 19
correctional institutions, three pre-trial detention centres
and two medical institutions, one of which is specialized
for treating TB patients. In 2012, an agreement was
reached between the MMD and the Republican AIDS
Centre to fully transfer authority for the diagnosis,
registration, treatment and monitoring of HIV-positive
inmates to the MMD. All medical documentation for HIV-
infected individuals was transferred to the institutions of
the penitentiary sector; this allowed the registration of
HIV-positive inmates and preparation of special health
care cards. Health care unit personnel received special
training in the Republican AIDS Centre on the national
algorithms for diagnosis and treatment and monitoring
of HIV infection. In addition, a laboratory facility was
established at the Medical Facility of the MMD by
the end of 2013 to bring HIV diagnosis and infection
monitoring closer to the needs of people within the
penitentiary institution. One of the first actions was
the introduction of IPT as the most effective method
of preventing the development of active TB in people
living with HIV.

Description of the good practice

The Order on the prevention of TB among HIV-infected
persons from the inmate contingent was issued in
2013. Training courses have been conducted for
health care staff in the penitentiary sector, based on
the latest WHO recommendations. Two mobile medical
teams were created: each included a TB specialist, an
HIV/AIDS specialist and an inspector from the MMD.
In accordance with internal protocol, all HIV-infected
persons who do not receive IPT are screened for TB
using the an MTB/RIF assay twice per year. Results
are recorded in health care cards and are available to
the doctors of the mobile teams. In autumn and spring
each year, these teams of doctors visit all penitentiary
institutions and conduct a clinical examination of people
living with HIV using a condensed screening algorithm
based on identification of the four main symptoms
of TB: persistent cough, fever, weight loss and night
sweats. If any one of these symptoms is detected,
sputum samples are taken and sent for diagnostic

testing. In the absence of clinical and laboratory
confirmation of active TB, the medical team prescribes
IPT to the HIV-infected person and recommends further
supervision by the medical staff of the relevant health
care unit. Administration of a daily dose of isoniazid
plus pyridoxine is documented on the prescription
sheet. An electronic database of HIV-positive persons
was created in the MMD, enabling the frequency of viral
load testing and linkage to ART and IPT to be tracked.

Evidence of impact/efficacy

The number of patients with TB/HIV coinfection
decreased by half (from 71 to 30 patients) from 2012 to
2017, coincident with implementation of an integrated
approach that includes a wide range of activities
for the early detection and treatment of active TB
and for the diagnosis and treatment of HIV-positive
persons to prevent TB among people living with HIV.
In addition, from the end of 2013 to 2017, 763 HIV-
infected persons were linked to IPT."" Furthermore,
a decrease in the number of new HIV infections was
observed, despite an increase in coverage with HIV
testing among inmates from 46% in 2012 to 71% in
2017. The proportion of patients in whom latent TB
infection progressed to active TB was lower compared
with WHO data on the probability of developing TB
among people living with HIV (Table 3). WHO estimates
that the risk of TB in individuals infected with both
Mycobacterium tuberculosis and HIV is much higher
than for those without HIV infection (at 5-10% risk per
year and 5-10% lifetime risk, respectively) (36).

Sustainability

This practice is based on the necessary legislative
framework and is fully implemented without donor
support: it is fully funded from the budget of the
MMD of the ModJ. The practice has demonstrated its
effectiveness and will continue following updates by
WHO on recommendations for TB screening and TB
preventive treatment for people living with HIV.

" Breakdown by year: 261 in 2013, 160 in 2014, 132 in 2015, 130 in 2016
and 89in 2017.
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Table 3. Annual risk of TB among people living with HIV receiving IPT in Azerbaijani prisons, 2013-2016

Year of IPT First year after Second year after Third year after Fourth year after
IPT IPT IPT IPT

2013 3.7% 5.6% 2.9% 3%

2014 3.7% 5.6% 2.9% -

2015 3.6% 4.2% - -

2016 4.1% - -

BELARUS. Introduction of HIV self-testing

Submitted by: Grankov, Viatcheslav' | Hlinskaya, Iryna? | Rusanovich, Anna?

"WHO Country Office Belarus; ?National Centre of Hygiene, Epidemiology and Public Health

Background

Although the annual number of new HIV cases has
been increasing in Belarus, the annual rate of increase
in HIV diagnoses declined significantly from 23.6% in
2013-2015 to 3.3% in 2016-2017. According to the
National Centre of Hygiene, Epidemiology and Public
Health, HIV incidence in 2017 was 25.9 per 100 000
population, prompting the urgent need to increase
early detection through testing and diagnostics.
Although the country offers universal HIV testing and
counselling in health care facilities and through social
organizations working with key populations, one-third
of the estimated number of people living with HIV in
Belarus are unaware of their status.

Description of the good practice

Active discussion on introducing self-testing for
HIV began immediately after the release of the
WHO Guidelines on self-testing for HIV and partner
notification in December 2016 (37). Participants in
the discussion included representatives of the MoH,
patient organizations, NGOs, doctors, international
partners [UNAIDS, UNICEF, the United Nations
Population Fund (UNFPA), the United Nations
Development Programme (UNDP)]. After making the
decision to implement this practice, the preparatory
work was launched, including an information
campaign in the media. Since 1 May 2017, Belarus
has implemented self-testing for HIV via rapid saliva
tests sold in pharmacies. A pilot programme was
initiated in the Homiel region, which has the highest
HIV prevalence in the country (Homiel, 521.4 per
100 000; Belarus, 202.3 per 100 000). The self-
test was introduced in the capital city, Minsk, on 9
September 2017. Currently, this practice has been

introduced country-wide. As of 1 February 2018, the
test costs 5.75 rubles (less than US$ 3).

The MoH of the Republic of Belarus, with support from
UNAIDS and UNICEF, conducted a national information
campaign, entitled “Concerns even those who are not
concerned”, in an attempt to reach those who may be
infected but may have little personal concern about HIV.
The main objectives of the information campaign were
to facilitate voluntary rapid HIV testing among different
age groups of the population; attract the attention of
central and regional media; ensure the support and
participation of the heads of executive authorities;
and change stereotypes in different target groups.
The most effective PR activities included talk shows,
press conferences, touring the country accompanied
by mass media representatives, participation in local
events organized by executive power bodies, and
regular coverage of the information campaign. An
important component in achieving the goals and
objectives of the campaign was the involvement of
Belarusian and foreign celebrities and artists.

Evidence of impact/efficacy

The self-test for HIV has proven to be popular. By
1 February 2018, pharmacies had sold about 2000
rapid tests and 20 people had sought further medical
assistance after self-testing. Those with positive self-
test results are further tested by rapid blood test or
ELISA followed (for those with a positive result) by a
second ELISA and immunoblotting, in accordance
with current HIV testing policy in the country. Those
with a confirmed positive result for HIV were linked to
the dispensary registration system for further medical
attention and initiation of ART. A hotline telephone
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number is also provided for those who need further
help, including psychological support.

Sustainability

No additional funds from the state budget are required
for this practice. Self-tests are affordable at the price
set by the local manufacturer. Support from the MoH of

CROATIA.

the Republic of Belarus, NGOs, doctors and various UN
agencies facilitated the launch of this practice. As an
area for improvement, the full media campaign may be
continued by Belarus and adapted for key populations
following expansion of the self-test to the entire country
after 2018.
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Background

In the period from 1985 to 2017, 1540 cases of HIV
infection were documented in Croatia, 500 of which
progressed to AIDS, resulting in 265 deaths. Most HIV/
AIDS patients are male (88%). Almost 90% of people
living with HIV in Croatia have been infected as a
result of sexual contact and 5% as a result of injecting
drug use. Since 2013, the average annual number of
reported HIV/AIDS cases has been 100 (range 77—
116), an increase of around 150% since before 2004.
This may be partly explained by a genuine increase
in the number of infections, along with an increase
in HIV testing following the introduction of voluntary,
free and anonymous counselling and testing for HIV
in eight Croatian cities in 2004. The predominant
mode of transmission is sexual contact between men,
representing 64% of all registered cases. In 2016
alone, 84% of all newly diagnosed cases were MSM.
Although Croatia has a low incidence rate of two
cases per 100 000 population, the large increases in
transmission via MSM are worrying. The number of
registered cases of hepatitis C rose steadily during
the 1990s, remained relatively stable at about 400
per year from 2000 to 2007 and has been gradually
decreasing since 2008. The overall prevalence of
HBV and HCV infection is less than 1% in the general
population; thus, Croatia is a low-prevalence country
for these infections. However, estimates of HBV and
HCV infection prevalence in high-risk populations are
higher: 3% for prevalence of HBV infection in people
who inject drugs and 40% for HCV infection (ranging
from 30% to 65%, depending on the study design)
(38).

Description of the good practice

In response to the HIV epidemic, decentralized access
to VCT centres provides an excellent solution of HIV
prevention, especially for youth and adolescents.
Operating within the Croatian Association for HIV and
Viral Hepatitis (CAHIV), CheckPoint Zagreb provides
health education to young people, counselling,
and psychosocial support, along with voluntary,
anonymous, confidential and free testing for HIV
and HCV. The centre provides health care for youth,
counselling and education (e.g. on HBV, HCV, HIV
and HPV vaccination and on STls), testing and early
detection of HIV and HCV, and linkage to care and early
treatment. CheckPoint Zagreb is a valuable addition to
the existing network of 10 VCT centres in Croatia that
collaborates with the National Institute of Public Health
and the University Hospital for Infectious Disease “Dr
Fran Mihaljevic ”. Half of the CheckPoint users in Zagreb
are aged under 29 years (39). Risk factors for youth
may include having multiple partners and unprotected
sexual intercourse and data show that young men and
women in Croatia are increasingly becoming vulnerable
to STls. In addition to youth, CheckPoint Zagreb
attracts older age groups with a sexual risk history such
as previously untested MSM, including those who may
be hard to reach or conceal their sexual orientation.

Those with a positive test result are referred to the
University Hospital for Infectious Disease “Dr Fran
Mihaljevic” for diagnostic confirmation, linked to care and
given information on the benefit of partner notification
(including anonymous options) by counsellors and
two licensed psychologists specialized in psychosocial
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support for people with HIV and STI. These trained
personnel also offer further psychological education,
psychological counselling and other types of support
for people living with these infections and their close
contacts. Quality assurance is of the utmost importance
within  CheckPoint Zagreb. Operational protocols for
testing and counselling services have been designed in
collaboration with experts from the University Hospital
for Infectious Disease “Dr Fran Mihaljevic ” in Zagreb.
Standard operating procedures are implemented in
accordance with Croatian legislation and CDC, ECDC
and WHO guidelines. Testing in accordance with
protocols is conducted externally by doctors and experts
from the University Hospital for Infectious Disease “Dr
Fran Mihaljevic ”, the Croatian Institute of Public Health
and the Croatian Red Cross. The organization and
coordination of activities, implementation of pre- and
post-test counselling and education, recruitment and
motivation of targeted users, quality control (internal
quality control for all working processes of the services),
and results management and monthly/annual reporting
are performed by the Croatian Association for HIV and
Viral Hepatitis (HUHIV) with additional oversight from
the Zagreb City Office for Health. Biannual meetings
are organized for counselling service members to share
their experiences and discuss quality improvement.
Counselling protocols and testing activities are regularly
reviewed and updated in accordance with new
developments in the field. Finally, users are routinely
invited to answer a standardized customer satisfaction
survey, which is then incorporated into programmatic
development efforts.

Evidence of impact/efficacy

Since its establishment in 2013 until the end of 2017,
just over 7000 individuals have received individual
counselling at CheckPoint (Zagreb centre) and over

Table 4. Checkpoint Zagreb Report, 2013-2017

TESTING HIV TESTING HCV TESTING

EDUCATION
Total num- Total num- Total Total
ber of pre- ber of post- | number number
counselling counselling | of tests of people
services services provided | tested for
provided provided HIV
infection
2013 1319 1277 1277 1215
2014 1461 1382 1382 1339
2015 1338 1043 1043 998
2016 1507 975 975 921
2017 1483 981 981 923
TOTAL 7108 5658 5658 5396

5500 people have been tested (for HIV and/or HCV),
an average of 150-200 persons per month (Table 4).
Data show that 80% of CheckPoint users were
recommended for testing based on a risk assessment
(high-quality coverage and screening) and 20% of
all users have had a history of STls when presenting
for testing. More than 50% were informed about
their health status and also directed to specialized
health care services (STl screening, mental health
and psychosocial support, and addiction prevention
support). For those seropositive for HIV and HCV, a
team of doctors specialized in HIV and viral hepatitis
together with CheckPoint counsellors informs users
about further diagnostics and treatment. They also
offer to arrange the first appointment after receiving
patient consent. A paper copy of the test result is
also provided for linking to the hospital system. This
approach provides comprehensive access to health
care for those with positive results, including a high
percentage of individuals that were tested for the first
time (reaching 60-70%).

The number of new cases of HIV and HCV infection
discovered in users of Checkpoint represents about a
fifth of all newly discovered cases in Croatia per year.
Checkpoint Zagreb offers a safe environment where
users feel respected and valued. Moreover, knowledge
and experience gained through the work of the
Zagreb centre (e.g. implementing the system, creating
indicators for HBV/HCV infection modelled on HIV,
access to the users, recognition and screening) have
been included in the draft National Strategy for the
Prevention of Viral Hepatitis in the Republic of Croatia.
Fig. 11 shows the levels of collaboration in CheckPoint
and Fig. 12 shows the interior of CheckPoint Zagreb.

Fig. 11. CheckPoint collaboration levels

Total Propor- Total num- Total Proportion
number tion of ber of number of of HCV-
of HIV- HIV- people HCV- positive
positive  positive tested for positive people
people people HCV people

infection
13 1.07% 1002 6 0.60%
0.67% 1230 14 1.14%
0.90% 738 5 0.68%
17 1.85% 662 18 2.72%
13 1.41% 702 7 1.00%
61 1.13% 4334 50 1.15%
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CIPH: Croatian Institute for Public Health.

Sustainability
Fig. 12. Inside CheckPoint Zagreb

Programmatic success is included in the objectives
and activities of the Croatian National HIV/AIDS
Prevention programme and in the draft National
Strategy for the Prevention of Viral Hepatitis. Moreover,
CheckPoint is included as key priority in network health
services development in the City of Zagreb as part
of the Social Plan for the City of Zagreb 2014-2020.
CheckPoint is also recognized as part of the registry
of valorized programmes of the Croatian Healthy Cities
Network, which aims to systematically evaluate the
effectiveness of current national programmes and
develop recommendations and guidelines for further
improvements in policy and public health activity.
CheckPoint Zagreb is a HUHIV project conducted in
partnership with the City of Zagreb (i.e. the City Office
for Health, the University Hospital for Infectious Disease
“Dr Fran Mihaljevic”, the MoH and numerous partners
and health professionals). Collaborators include the
University Hospital for Infectious Disease “Dr Fran
Mihaljevic”, the Croatian Institute of Public Health, the
Croatian Red Cross and the School of Public Health “Dr
Andrija Stampar”, underscoring the strong intersectoral
and political commitment.

CheckPoint Zagreb has the following funding sources:
City of Zagreb through developing services in health
care and other public health grants, 50%; MoH through
national cooperation programmes with NGOs, 30%;
and additional funding from national and international
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public and private sector organizations, 20%. National
and local stakeholders have also recognized the
importance of the Zagreb centre in helping to overturn
stigmatization, and thus provide additional annual
funding to support the centre’s activities. The annual
financial plan ensures continuous funding and ongoing
funding applications to European structural and
investment funds. Media coverage, including press

conferences, is popular with the interested public.
These conferences are strongly supported by the
City of Zagreb, resulting in enhanced visibility for the
project. Structured interviews and focus groups for
users, ongoing reduction of stigma through enhanced
community-based programmes and outreach, and
implementation  of  programme-designed/derived
partner notification tools may also benefit the practice.

ESTONIA. Providing quality harm reduction services for people who inject drugs
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Background

Estonia is the only country in eastern Europe that has
seen a sustained decrease in new HIV diagnoses over
the last decade: following the 2001 peak, the rate
continued a steady decline throughout 2016 (7). There
are an estimated 3906-9837 people who inject drugs
in Estonia. Injecting drug use is primarily confined
to the capital city, Tallinn (in Harjumaa County), and
north-east Estonia (lda-Virumaa County). According
to cross-sectional studies conducted between 2013
and 2016, approximately 48-66% of people who inject
drugs are also living with HIV. Among those with new
HIV infections, approximately 20% were also injecting
drugs in 2015; the proportion has been stable in recent
years around 17-23% in 2010-2014).

Description of the good practice

A NSP was launched in Estonia in 1997 and now
forms part of the essential harm