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Bodily fluids are politically important.
—Peter Baldwin, Disease and democracy (1)

Isolated teams of scientists in research centers in America and Europe risked
their reputations and often their jobs to pioneer early research on AIDS.
—Randy Shilts, And the band played on (2)

Modern epidemiology is oriented to explaining and quantifying the bobbing of corks
on the surface of waters, while largely disregarding the stronger undercurrents that
determine where the cluster of corks ends up along the shorelines of risk.
—Anthony McMichael, “The health of persons, populations, and planets” (3)
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Abstract

Introduction

An estimated 2.4 [1.8-3.2] million people in the WHO European Region now live with HIV, and none

of the Region’s 53 countries have been spared. The epidemic is spreading most rapidly in western

Europe among migrants and men who have sex with men, and in eastern Europe among male injecting

drug users — and increasingly their sexual partners. This doctoral research investigates several aspects

of HIV epidemiology and treatment in the European Region that inform the global commitment to

provide universal access to HIV prevention, treatment, care and support services. Concretely, it aims

to:

e assess two migrant populations’ knowledge of and attitudes towards HIV/AIDS (Paper I), and
evaluate the equity of injecting drug users’ access to HIV treatment in the Region (Paper II);

e track the Region’s two principal HIV coinfections, hepatitis C (Paper 11I) and tuberculosis (Paper
Iv);

e analyse the effect of health care reforms on potential HIV health care providers in Estonia, the
country with the highest HIV prevalence in the European Union (Paper V); and

e measure the impact of individual and societal factors on condom use in young people across the
Region (Paper VI).

Methods

The methods utilised included logistic regression, semi-structured interviews and a nominal group
technique (I, V), multi-country data collection, descriptive epidemiology and policy analysis (II, III,
IV) and multilevel analysis (VI).

Results

The six papers illuminate a range of equity, policy, knowledge and health systems issues.

e Paper I found that in the migrant populations studied, general knowledge about HIV/AIDS, and
condom use specifically, particularly among women, was especially deficient.

e Paper Il showed that for injecting drug users, access to antiretroviral treatment was inequitable,
particularly in eastern Europe.

e Paper III revealed that, in countries where the HIV epidemic is driven by injecting drug use,
coinfection with hepatitis C ranges from 10% to 80%. It noted that, overall, access to hepatitis
treatment is still very limited in Europe due to poor surveillance, high costs and countries’ failure
to recognise hepatitis as a critical health issue.

e Among TB patients tested in 25 countries, Paper IV found that 3.3% were HIV-positive. The
male-to-female ratio of the coinfected group was 2.7:1, with the largest percentage of coinfections
being reported in people aged 25-34 (48%). Though recommended TB/HIV policies have been
implemented in many European countries, the paper emphasised that what is needed most is
strengthened coordination between TB and HIV programmes.

e In Estonia, Paper V showed that the health sector reforms of the 1990s did not take advantage of
its many midwives to address the major HIV epidemic that was emerging.

e Paper VI demonstrated correlations between a variety of individual and contextual variables —
such as alcohol use, predominant national religion and socioeconomic indicators — and young
Europeans’ condom use.

Conclusions

In Europe, where HIV/AIDS is often a high priority and the means to combat it are widely available,
transmission patterns remain misunderstood and the epidemiology has many gaps. That there still exist
“hidden” epidemics, hidden HIV issues and inequitable responses in the European Region today
reflects, in part, the status of the groups most at risk and the poor state of surveillance — of HIV, AIDS
and their comorbidities such as hepatitis and tuberculosis. This, in turn, impedes effective prevention,
treatment, care and support efforts. Research that exposes such blind spots — whether in epidemiology,
policy or implementation — can identify key challenges in responding to this epidemic and suggest
concrete ways to address them.



Abstract (Russian)

Beenenne

Ilo omnenownsiM naHHBIM, OKoNO 2,4 [1,8-3,2] muH. uwenoBek B EBpomeiickom permone BO3

uHpuuupoansl BUY, u Hu oqHa u3 53 crpaH perroHa He nzdexana snuaemun. B 3ananHoit EBporne

SMHUJIEMHS PAcIPOCTPAHSAETCS, B OCHOBHOM, 332 CYET MUIPAHTOB M MYXUHH, NPAKTUKYIOIIUX CEKC C

MyXYMHamMH, B TO BpeMs Kak B Bocrounoii EBpomne nBmxymeil cuioil snUIEMUH  SBISIOTCS

NoTpeOUTeNN HMHBEKIMOHHBIX HAapKOTHUKOB, M, Bce Oojbplle B Ipouecc pacmnpocrpaneHus BUY

BOBJIEKAIOTCS MX CEKCyalbHbIe NapTHepbl. HacTosmias paboTa mcclieyeT HEKOTOpPBIE AacHEKTh

snuaemuonoruu u nedenus BUY-undexmun B EBpomeiickoM pernoHe, KOTOpBIE JIeXKaT B OCHOBE

rII00aNbHON MHUIMATUBBI O00ECHEYECHHs YHHBEPCAJIbHON MOCTYIMHOCTH YCIYr IO HpO(dHIaKTHKE,
nedeHuro u yxoxy npu BUU-unpekunn. B yacTHOCTH, 3a1a4amMu pabOTHI SIBISIOTCS:

e  OmpejeieHUE YPOBHS 3HaHWH WM OTHOMICHUs K mpodiseme BUY/CIIM/la nByx rpymnn MUIpaHTOB
(may4nast craths [), W omeHka paBeHCTBa HoCTymHOCTH JedeHus BUY-undexumu mis
norpedureneil uHbeKUMOHHbIX HapkoTuKoB (IIMH) B Pernone (Hayunas crarss 11);

e y3y4yeHHe JBYX OCHOBHBIX Ko-uHGekimid BUY B Pernone: rematur C (Hayunas craths III) u
TyOepkyie3 (Hay4dHas cTaths [V);

e aHanM3 BIUAHUSA pedopM CHCTEMBI 31paBOOXPAHEHHsS HA MOTCHIHMAIBHBIE BO3MOXKHOCTH
MEIMIUHCKUX pabOTHUKOB B DCTOHMH, CTPaHBI C caMOi BBICOKOH pacrpocTpaneHHocThio BUY-
unpekuu B EBporneiickoM coro3e (HayuHas ctaTbs V),

® OICHKAa BO3JCHCTBUS WHIWBHAYaJbHBIX W COLWANBHBIX (DAKTOPOB Ha HCIOIB30BaHHE
npe3epBaTUBOB MOJIOJBIMU JII01bMU B EBporeiickoM pernone (HayuHas crarbs VI).

MeToabl

Beumn  ucnonb3oBaHBI: METOJ JIOTUYECKOH perpeccuu, MONYCTPYKTYPUPOBAaHHOE MHTEPBBIO U
Meroauka HomuHanmbHbeIX rpynn (I, V), cOop nOaHHBIX IO pa3HBIM CTpaHaM, OIMCaTelbHas
SMUAEMHOOr U, aHanu3 noautuku crpassl (1L, 111, IV), u MHOroypoBHeBEIi anamus (VI).

PesyabTarhl

IIpencTaBneHHbIe HIECTh JOKIA0B Pa3bsCHAIOT P BOIPOCOB CBA3aHHBIX C PABCHCTBOM

JOCTYITHOCTH yCIyT, OJUTHKON, 3HAHUSMU U CUCTEMaMH 37]paBOOXPaHEHHS

e U3 nHayyHolf cratbu | ciemyeT, 4TO B M3yUYCHHBIX TIpyNIIaX MUTPAHTOB OOLIME 3HAHHUA O
BUY/CIIM]/le m ucnonb30BaHUM IIPE3epBATUBOB, OCOOEHHO CpeOH JKCHIIMH OBUIM KpaiiHe
HHU3KHMH.

e Hayunas cratbsa Il cBUAeTenbCTBYeT O HaJMYUMM HEPABEHCTBA B JIOCTYMHOCTH JeueHus BUY-
undexunu i [TMH, ocobenHo B ctpaHax BOCTO4HOW EBpOIIBI.

e I3 nayunoii crateu III ciemyer, uto B Tex cTpaHax, riae ABMXKyIUeH cuioi snuaemun BUY
apistotes [TMH, yposens ko-undekmuu BUY u renatura C cocrasnser ot 10 1o 80%. B nemom,
M3-32 HEJOCTATOYHOIO SIMHUAEMHUOJOTMYECKOTO HA/I30pa, BBICOKOH CTOMMOCTH HPENapaToB s
JIeYeHHs U OTCYTCTBMS IPU3HAHMA CTPAaHAMU IapEeHTEPaJIbHBIX IeNaTHTOB OJHON U3 KIIOYEBBIX
npoGiieM 37paBOOXpaHEHUs, JOCTYIHOCTb JICUCHUs X renaTuToB B EBpome Bce elle J10OBOJIBHO
OrpaHUYCHA.

e Hayunas cratba [V cBUIETENbCTBYET O TOM, YTO U3 MpoTecTHpoBaHHbIX Ha BUY naumenros c
Ty6epkynesoM B 25 crpanax Espomnsl, 3.3% 6bumn BUY-nozutuBHbIMU. COOTHOLIEHHE MYXKUYKH U
JKEHIUH B Tpynmne ¢ ko-uHdekueil cocraBuno 2.7:1. Camblil BEICOKUI ypOBEHb KO-HMHGEKIUH
(48%) Obu1 3aperucTpupoBaH B BO3pacTHOi rpymme 25-34 roga. XoTsS pPEKOMEHIOBaHHBIC
cTpateruu 1o ko-uHpekuun BUY c¢ TyOepkyne3om Obuin BHEApEeHBI BO MHOTUX EBpomeickux
CTpaHaX, HamOojee BaKHBIM M HEOOXOJWMBIM SBISETCS YCHICHHE KOOPAMHALUH MEXITy
nporpammamu 1o BUU-undexuun u rydepkynesy.

e Hayunas craths V mokasan, 4to pedopma cucTeMbl 3apaBooxpaHeHuss 1990-pix B DCTOHHUHU HE
BOCIIOJIb30BaIaCch NIPEUMYLIECTBOM CBOEIO MHOTOYUCIEHHOIO INTATa aKyIIEPCKUX CECTEp, YTOOBI
IIPOTUBOCTOSITH 3HAYUTEIBHO pacTyied BUY-snunemun.

e Hayunas ctates VI neMoHCTpUpyeT, YTO Ha UCIOIb30BAHHUE [IPE3EPBATUBOB MOIOIBIMU JIOJbMU
B EBpone BIUAIOT pa3iuyHble HHAUBUIYallbHblE, CUTyalLUOHHBbIE (YHNOTpeOJIEHUE alKOrojs,
npeobIafaroas pelurus) 1 COlUaIbHO-3KOHOMUYECKHe (paKkTopsl.



3aka04enne

B Espome, rne 6opsba ¢ BUY/CIIN/Jom 3a4acTyro SBISETCS NPUOPUTETOM, H TAE BBIICISIOTCS
OrpOMHBIE CpeJcTBa Ha OOpbOy ¢ Hell, 3aKOHOMEPHOCTH Iepe/laul Bce ellle IOHMMAIOTCs He Beeraa
HPaBUJIBHO, a B SMHJEMHUOJIOIMYECKOM IIIaHE CYIIECTBYET MHOro Ipo6enoB. CeronHs cyliecTBOBaHHE
B EBpomeiickoMm Permone “ckpbITHIX” 3MuAEMHH, CKpPBITBIX INpoOneM, cBs3aHHBIX ¢ BUY, n
HECOOTBETCTBYIOIIICE ~ PEAarHpOBaHME  YACTHYHO  OTPaKAaeT  HEJAOCTATOYHOCTb  CHCTEMBI
SMHUIEMHONIOTHIecKoro Hansopa 3a BUY-undexnueit, CIIM[JoM U codeTaHHBIMH HHQEKOUSIMHU C
BUUY, takuMm Kak remaTHTHl M TyOepkyie3. DTo, B CBOIO O4epelb, MPEMATCTBYyeT 3(P(EKTHBHOMY
IpPEeNOCTAaBICHUI0 yCIyT IO MNpoQuIaKTUKe, JICUCHUIO, yXoly u mnopaepxkke. lccienoBaHus,
BBIABJIAIONIME IpoOenbl (OyAb TO B OONACTH 3MUAEMUONOTHM, IOJUTUKH WM BHEIPEHUS), MOTYT
MIOMOYb B ONpEJETICHHHN ITIABHBIX NPOOIEM B IIPOTHBOCTOSHUN SMUAEMHHU U MOACKA3aTh KOHKPETHHIE
IYTH JUIA UX PELICHHUS.
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Preface

That HIV/AIDS would transform the fabric of life for tens of millions of people around the
world was unthinkable when I was growing up. Yet even in Europe, where HIV/AIDS is
often a high priority and the financial means to combat it are available, transmission patterns
remain widely misunderstood and the epidemiology has many gaps. That is why in many
cases it can be described as a hidden epidemic. An estimated 2.36 [1.8-3.2] million people (4)
now live with the infection in the WHO European Region, where none of the 53 countries
have been spared. And though this figure is low compared to that in the worst-affected area,
the southern parts of sub-Saharan Africa, it represents an alarming and unprecedented
increase in new cases in just a few years.

In particular, the accelerating spread of HIV in eastern Europe poses one of the region’s most
critical public health challenges. In the last 10 years, three countries in eastern Europe,
including Estonia — now a member of the European Union — have gone from a few reported
cases to an estimated prevalence greater than 1% among people aged 15-49. For the
vulnerable and the marginalised, the rates are much higher — and rising. Yet authorities across
Europe appear to know how HIV is transmitted and which behaviours are associated with
transmission. So why does this infection continue to spread?

While the nature of the virus itself — its long incubation period and its shadowy residence in
our vital fluids — is partly responsible, much of the problem can be ascribed to government
intransigence, public ignorance and the criminalisation of risky behaviours, compounded by
poverty, social exclusion, and political and economic turmoil, both at home and abroad. For
those who are already infected, the prognosis has improved considerably. Thanks to
combination antiretroviral therapy, many HIV-positive residents of the Region can now lead
almost normal lives. The WHO/UNAIDS 3 by 5 Initiative — named for its goal of having
three million additional people on highly active antiretroviral therapy by the end of 2005 —
strove to scale up access to this life-saving treatment. The target for the European Region was
to enrol another 100 000 people. While this target was met, the treatment gap in the Region
continues to grow because of the growing number of people acquiring HIV and AIDS,
especially in eastern Europe.

With the 3 by 5 Initiative over, now is the time to survey the situation and consider how to
best move towards the larger goal of universal access to HIV prevention, treatment, care and
support. The six articles here seek to contribute to this effort by using evidence-based analysis
to illuminate some key aspects of where Europe has been and where it is heading.

Good co-authors are priceless, and I was lucky to work with so many brilliant ones from
around the world. Thank you for your contributions to the articles: Annemarie Bollerup,
Lucica Ditiu, Martin Donoghoe, Irina Eramova, Emmanuelle Godeau, Himedan M Himedan,
Jerker Liljestrand, Srdan Matic, Simona Merkinaite, Mahnaz Moghaddassi, Stine Nielsen,
Mette Olsen, Vibeke Rasch, Jim Ross, Priya Shete, Céline Vignes, Per-Olof Ostergren and
Lise Rosendal @stergaard.

My many thanks to opponent Rifat Atun, the dissertation committee (Elizabeth Cantor-Graae,

Jens Lundgren and Sven-Axel Mansson) and the dissertation committee chair, Solve
Elmstahl, who have had the thankless task of reading this entire dissertation. And to Dan
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Meyrowitsch and Mike Ross, the evaluators of the midterm exam in September 2006, for your
constructive criticism and encouragement.

Several colleagues at the World Health Organization (Andrew Ball, Dany Berluteau Tsouros,
Silviu Ciobanu, Andrei Dadu, Vera Ilyenkova, Ted Karpf, Ulrich Laukamm-Josten, Lars
Moller and Vivian Rasmussen) and my former interns there (Natalie Cartwright, Nick
Giordano, Vera Klopprogge, Maiken Mansfeld, Ole Norgaard, Ida Vase and Fiona Wong)
supported my work concretely or inspired some of its thinking. Thank you.

Vicky Claeys of the International Planned Parenthood Federation and Gunta Lazdane of
WHO were my key partners in the EU Sexual Awareness for Europe (SAFE) project that
provided the early impetus for this research.

Anette Agardh, Johan Lind, Elena Lirakis and Ditte Martensson in the Social Medicine and
Global Health Programme at Lund University helped me navigate university administrative
procedures, ensuring that I had a place to sit and teach and ultimately defend my work.

I have also benefited from many constructive and inspiring conversations with experts in the
field. Besides the aforementioned, they have included Henrik Arildsen, Yusef Azad, Tony
Barnett, Henrique Barros, Vanja Berggren, Jamie Bridge, Ton Coenen, Susan Cowan, Matt
Curtis, Nikos Dedes, Kim Fangen, Mika Gissler, Charles Gore, Brian Gushulak, Sue Holden,
Lital Hollander, Dyfed Huws, Rick Lines, Smiljka de Lussigny, Douglas MacPherson, Martin
McKee, Luis Mendao, Lisa Power, Richard Saltman, Shona Schonning, Nina Schwalbe,
Raminta Stuikyte, Johanne Sundby, Matt Weait and Peter Wiessner.

For master’s training in 2002—03 and continued support, thanks are due to colleagues Ib
Bygbjerg, Flemming Konradsen and Vibeke Rasch at Copenhagen University, and to the
students in my Health in Central and Eastern Europe course (Copenhagen University) and
Health Policy course (Lund University) for engaging discussions and questions, many of
which this dissertation has taken up. I am also grateful to Philippe Mayaud at the London
School of Hygiene & Tropical Medicine for an inspiring, innovative course on STIs that
served as the starting gun for this and other work.

Finally, my heartfelt thanks to three people who have guided my work in many ways:

e Misha Hoekstra, for careful, critical feedback on all my work.

¢ Srdan Matic, the regional adviser of WHO Europe’s STI/HIV/AIDS Programme, friend
and colleague, who provided direction for my understanding of the epidemic in Europe.

o Jerker Liljestrand, who initiated this project and taught me that research should lead to
action and through the years has led the way. I cannot thank him enough for his dedication
to my research, his guidance on how to teach and his support in personal matters.

And for inspiration to close this chapter in my life, little Hannah Liv.

Jeffrey V. Lazarus
Copenhagen, 1 February 2008
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Introduction

Today, more than 25 years after the first cases were registered, HIV is recognised as a global
emergency demanding the attention of not just health, but every public sector. Each year it
kills millions of people and infects millions more. It has been declared an international
security threat (5) and described as a long-wave event with global repercussions (6, 7)). That
is why it is high on the public health agenda of many countries and why combating it is one of
the eight Millennium Development Goals (8, 9), agreed on by all countries, and a top priority
in bilateral and multilateral development aid.

Most of the world’s new HIV infections are transmitted sexually. However, within
populations, there exist many people who have been infected in other ways, i.e. through
nosocomial means, contaminated blood supplies, vertical (mother-to-child) transmission and
non-sterile drug injection equipment. Except for vertical transmission, in sub-Saharan Africa,
these modes of nonsexual transmission and how to address them have often been under-
addressed (10—12). Most countries in the European Region (see Table 1), on the other hand,
are making good progress towards eliminating transmission through the first three of these
nonsexual routes (13, 14), but transmission by non-sterile needles and syringes remains a
major problem in eastern Europe. In western Europe, heterosexual transmission, primarily
within migrant populations, has increased. Injecting drug users (IDUs) and migrants are two
of the most important marginalised and often “invisible” populations that this dissertation
addresses.

Two other problems that Europe faces are first, high levels of HIV coinfection with hepatitis
B and C (particularly C); and second, increasing HIV coinfection with tuberculosis (TB). Data
on hepatitis infection rates and strategies to address it are sparse. This is especially true for
HIV coinfection with hepatitis B and C, which have been described as the most dangerous
“silent killers” of our time (75). Because the hepatitis C virus (HCV), like HIV, can cause a
latent illness, and because it is about 10 times more infectious than HIV, many of those
infected with HCV remain undiagnosed. And owing to the particular efficacy of shared
injecting equipment as a transmission route for HCV, it is estimated that after five years of
sharing injecting equipment, most IDUs are infected (16). A recent review of the situation in
17 European countries confirmed that this infection pattern was indeed becoming more
common (7). Hepatitis B and C can lead to cirrhosis, liver cancer and ultimately, liver failure
and death. Now that an increasing number of HIV-positive Europeans are on combination
antiretroviral therapy that enables them to live much longer, hepatitis has become one of their
major causes of morbidity and mortality.

Among people living with AIDS, TB coinfection is associated with a higher morbidity and
mortality; and among people living with TB, HIV coinfection is associated with increased TB
transmission to the general population (78). While TB/HIV arose in eastern Europe during a
period of rapid health system transition, it has appeared in equal or greater numbers in the
well-functioning health care systems of western Europe, such as those in France, Italy,
Portugal and Spain. As with HIV/hepatitis, data on TB/HIV are limited, as are national
strategies to address it.
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Table 1. Member states of the WHO European Region

Western Europe Central Europe Eastern Europe
1. Andorra 24. Albania 39. Armenia
2. Austria 25. Bulgaria 40. Azerbaijan
3. Belgium 26. Croatia 41. Belarus
4. Denmark 27. Cyprus 42. Estonia
5. Finland 28. Czech Republic 43. Georgia
6. France 29. Hungary 44. Kazakhstan
7. Germany 30. Malta 45. Kyrgyzstan
8. Greece 31. Montenegro 46. Latvia
9. Iceland 32. Poland 47. Lithuania
10. Ireland 33. Romania 48. Moldova
11. Israel’ 34. Serbia 49. Russian
12. Italy 35. Slovakia Federation
13. Lichtenstein 36. Slovenia 50. Tajikistan
14. Luxembourg 37. The former Yugoslav 51. Turkmenistan
15. Monaco Republic of Macedonia 52. Ukraine
16. Netherlands 38. Turkey 53. Uzbekistan
17. Norway
18. Portugal
19. San Marino
20. Spain
21. Sweden
22. Switzerland
23. United Kingdom

* Geographically distinct from the other member states in the Region, Israel is usually grouped with
western Europe in WHO statistics.
" Note that eastern Europe is thus defined as the 15 countries of the former USSR.

HIV - an epidemiological overview

Western Europe

Following early peaks in newly diagnosed cases of HIV in 1983 (among men who have sex
with men (MSM)) and 1987/1988 (among IDUs), the new diagnosis rate in western Europe
entered a period of relative decline and stability (719), but in some groups and countries it is
once again increasing (20). The declining trend in the annual HIV cases from 2005 to 2006
(see Fig 1) is biased by the fact that Italy and Spain did not report all their cases to the
European Centre for the Epidemiological Monitoring of AIDS (EuroHIV) in 2006." In 2005,
these two countries had reported 1460 and 952 HIV cases, respectively. Across western
Europe the trend in the number of new cases varied from country with no consistent overall
pattern from 2005 to 2006. For example, the annual number of HIV cases reported declined in
Belgium, France, the Netherlands and Portugal, but increased in Germany and the United
Kingdom.

The number of people infected through heterosexual contact increased markedly in 2001 and
2002. However, this rise does not illustrate a spread of HIV into the general population, as
most of these cases were diagnosed in individuals migrating from countries with generalised
epidemics — mainly countries in sub-Saharan Africa — where the infections were probably

' Spain and Italy are the two only countries in Europe without a national HIV reporting system.
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acquired (21). Western European countries experiencing such increases included Belgium,
Denmark, Germany, Ireland, Sweden, Switzerland and the United Kingdom (21). In addition,
the annual number of new cases reported for homosexual and bisexual men in western Europe
more than doubled from 2001 to 2006, with 35% of the 2006 cases occurring in the United
Kingdom alone.

Following the introduction and widespread use of highly active antiretroviral treatment
(HAART) in the countries of this subregion, AIDS cases and AIDS deaths declined sharply in
the mid- and late 1990s (22) and continued to fall, albeit with a noticeable levelling off after
1998 (23). Recent increases in AIDS rates in some western European countries raise some
important concerns, again, particularly about the vulnerability of migrants.

Fig 1. Newly reported HIV cases by European subregion, 1989-2006
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Source: Adapted from the European Centre for the Epidemiological Monitoring of AIDS, 2007 (13).

Central Europe

The overall rates of both newly diagnosed HIV infections and AIDS in central Europe remain
relatively low and unchanged in recent years. Around 37 000 HIV infections were reported in
this area as of the end of 2006. Almost two thirds of all cases are in Romania and Poland, two
of the biggest countries in this subregion. In 1999-2006, central European countries reported
15 873 cases of AIDS, and in 2002—2006, 7533 AIDS deaths (73). Trends of newly reported
HIV cases and AIDS deaths have stabilised over the past decade, while the numbers of
reported AIDS cases have declined slowly in the last six years. To date, this part of Europe
remains the one least affected by the pandemic. However, high levels of risk behaviour
coupled with low levels of HIV knowledge and poorly developed prevention and treatment
services in some central European countries create the conditions for potentially devastating
HIV/AIDS epidemics (24).
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Eastern Europe

During the transition years that began with the dissolution of the USSR, eastern Europe
underwent dramatic social and political changes, often entailing severe economic and social
hardships that affected vulnerable populations the most (25). For example, in the Russian
Federation, the European Region country with by far the largest number of reported HIV
cases, it is estimated that the gross domestic product (GDP) fell by roughly 12% in real terms
in 1991 and continued to decline until 1995, while inflation rose to treble digits in the same
period (26).

However, the HIV epidemic in eastern Europe was still in its early stages, with very few
reported cases of HIV until 1994. This changed in early 1995, when the first major outbreaks
of HIV were reported among IDUs in southern Ukraine (27). Most of the people living with
HIV (PLHIV) in Europe are now from countries in eastern Europe. Here, overall rates of
newly diagnosed HIV infection increased dramatically between 1995 and 2001, mainly
among IDUs (24). In many eastern European countries, more than 80% of reported HIV cases
are among IDUs. The rates of newly diagnosed HIV cases in Estonia, Latvia, the Russian
Federation and Ukraine are among the highest in the world. However, there are serious
surveillance issues related to case follow-up and deaths not related to AIDS among PLHIV. It
is telling, for instance, especially given the limited availability of HAART there, that the
Russian Federation reported cumulative totals through December 2006 of over 369 187 HIV
infections, but only about 3253 AIDS cases and 2454 AIDS deaths (73).

In 2002 and 2003, the number of new HIV diagnoses in eastern Europe declined (20), to
increase again each year from 2004 to 2006 (see Fig 1), when 59 866 new cases were reported
(13). Reported cases greatly underrepresent the number of actual cases (28—30). Two other
characteristics of this subregion are important to remember. First, eastern Europe has the
highest incidence of TB and multidrug-resistant TB in the European Region — and TB is by
far the most common indicative disease for AIDS. Secondly, more than a third of all eastern
Europe’s PLHIV and more than half of its IDUs living with HIV are estimated to be
coinfected with hepatitis C (37-33).

Addressing risk groups and vulnerable populations

Recently, the global mantra for HIV prevention and treatment has been to integrate efforts in
these fields with existing reproductive health services, such as antenatal care or sexually
transmitted infection (STI) clinics. This approach makes good sense in areas with weak health
systems where HIV transmission is primarily sexual in nature, e.g. sub-Saharan Africa, where
prevention quite appropriately focuses on interventions such as promoting condom use (34,
35). However, in eastern Europe, where the number of reported HIV cases has been
increasing more rapidly than in any other region of the world, the situation requires a much
different response — one that prioritises those most at risk for HIV infection and not just those
traditionally considered most vulnerable to it, such as youth, women and children (see Box 1)
(36, 37).

Elsewhere (39), | have examined with two colleagues the nature of HIV transmission in the
15 countries of the former USSR and the implications for HIV prevention efforts there. As
part of our effort to promote an evidence-based response to the epidemic, we also addressed
the assumptions that in Europe, HIV is primarily transmitted sexually, that the epidemic is
“feminised” and that HIV affects young people in particular (40—2) — all of which we have
demonstrated to be misconceptions.
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Because injecting drug use is so widespread in many countries of eastern Europe, and because
it plays such a prominent role in HIV transmission there, effective HIV control requires
measures well beyond those aimed at reducing sexual transmission. Such initiatives seek to
reduce the harm that drug users bring on themselves from drugs and from the equipment used
to administer them. They include most notably opioid substitution therapy (OST) and needle
and syringe exchange, which have both been shown to be an essential part of successful HIV
prevention and care programmes for IDUs (43—46).

Box 1. UNAIDS definitions of vulnerability and risk

Vulnerability. “Vulnerability results from a range of factors that reduce the ability of individuals
and communities to avoid HIV infection. These may include: (i) personal factors such as the lack
of knowledge and skills required to protect oneself and others; (ii) factors pertaining to the quality
and coverage of services, such as inaccessibility of services due to distance, cost and other factors][;
and] (iii) societal factors such as social and cultural norms, practices, beliefs and laws that
stigmatize and disempower certain populations, and act as barriers to essential HIV prevention
messages. These factors, alone or in combination, may create or exacerbate individual vulnerability
and, as a result, collective vulnerability to HIV.”

Risk. “Risk is defined as the probability that a person may acquire HIV infection. Certain
behaviours create, enhance and perpetuate risk. Examples include unprotected sex with a partner
whose HIV status is unknown[,] multiple

Source: UNAIDS, 2007 (38).

While some potential clients for these harm-reduction services may also be in contact with
reproductive health care services, e.g. pregnant IDUs, the vast majority will not. Clearly,
sexual and reproductive health services should refer clients to such programmes when
relevant. But the feasibility of integrating harm-reduction services with other HIV prevention
efforts is currently untenable in eastern Europe, given not only the nature of the epidemic
there but also the resistance from governmental officials, health care providers and some
groups in the general population to harm-reduction programmes throughout much of the
region (47—49). This situation is especially unfortunate given IDUs’ unmet reproductive
health and HIV prevention and treatment needs as well as the increasing onward spread of
HIV from IDUs to their sexual partners (50-52).

At the same time, in western Europe, where 34 336 out of 122 086 (28%) newly diagnosed
cases from 2002 to 2006 were among MSM (13), it is inappropriate for HIV prevention
strategies to focus primarily on the general population, young people or female sex workers —
and the reproductive health services designed for these cohorts. Such services should target
their HIV efforts to inter alia migrant groups and STI efforts to the general population.

In a review of recent progress on the Dublin Declaration on Partnership to Fight HIV/AIDS in
Europe and Central Asia (53), the chapter on vulnerable and at-risk groups recommended
inter alia that every country:

e incorporate into the national HIV policy/strategy comprehensive surveillance systems
to identify and support vulnerable populations and risk groups, drawing attention to
people who are members of more than one group, such as homosexual migrants;
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e audit existing legislation and regulations for obstacles to the development and
utilisation of HIV prevention programmes — such as restricting them to people born or
officially residing in the country — and remove them; and

e act to counter the stigma experienced by vulnerable populations and risk groups,
including what they experience from health care providers (36).

Universal access to prevention, treatment and care

In signing the Dublin Declaration in February 2004, the countries of the European Region
committed themselves to providing universal access to effective, affordable and equitable
HIV prevention, treatment and care. Since then, progress in treatment coverage has been
substantial (54). The number of patients receiving antiretroviral therapy increased from

282 000 in the middle of 2004 to approximately 435 000 by the end of 2007. However,
treatment gaps in many eastern European countries are still immense — and increasing. That is
especially true in the two countries with the greatest unmet need, the Russian Federation and
Ukraine, where IDUs face major difficulties in obtaining treatment. Yet it is also a problem in
western Europe, where many migrant populations do not receive the treatment or prevention
services they need (55-56).

In 2005, following the commitment by Group of Eight (G8) members at the summit in
Gleneagles and, subsequently, governments at the UN World Summit, the latest and most
visionary of the many often-fragmented approaches to the epidemic has been the commitment
to provide universal access to HIV prevention, treatment, care and support services by 2010
(57). For coverage to be universal, however, these services cannot just be technically
available. They have to be distributed equitably and actually reach the marginalised groups
who are most at risk for infection. Otherwise, the effort will only widen prevalence gaps
within and between countries and fan the flames of the pandemic, as the people who need
these services most are the ones who can do the most to retard — or accelerate — transmission.

This vision of universal access, for Europe as well as Africa, is now firmly planted on the
world’s health and development agendas, while the current deadline for realizing it, 2010, is
much more ambitious than those of the Millennium Development Goals (58). The six papers
in this dissertation address several key aspects of achieving universal access in Europe,
focusing particularly on priorities in the health system, as established by WHO.

Five strategic directions

WHO’s HIV work for the period 20062010 is structured around five strategic directions,
each representing a critical area where the health sector must lead if countries are to make
progress towards universal access. Within each area, WHO is concentrating its efforts on a
limited number of priority health sector interventions. These interventions form the core
elements of what is termed the Model Essential Package (59). Each strategic direction and its
related priority interventions, adapted to the European context, are described in Box 2. The six
studies in this dissertation specifically address Strategic Directions 2 (Paper I), 3 (Papers 11,
IIT and IV), 4 (Paper V) and 5 (Paper VI). Together with colleagues, I have recently addressed
the first direction, specifically the issue of stigma and discrimination, elsewhere (60—62).
Further, work on optimal testing is ongoing, as was attested to at the conference HIV in
Europe 2007: Working Together for Optimal Testing and Earlier Care, which I co-chaired
(63-65).
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Box 2. Strategic directions for WHO to help national health sectors achieve universal
access to HIV prevention, treatment, care and support by 2010

Strategic direction 1: Enable people to know their HIV status.

e Work with countries to develop normative guidance on voluntary and confidential counselling
and testing.

e Ensure human rights and reduce the stigma and discrimination experienced by PLHIV.

Strategic direction 2: Maximize the health sector’s contribution to HIV prevention.

e Promote harm reduction for injecting drug users including needle exchange and opioid
substitution therapy in both civilian and prison settings.

e Support evidence-based prevention of sexual transmission of HIV and other STIs including
support for the sexual and reproductive health of PLHIV.

o Integrate services for preventing mother-to-child transmission of HIV (MTCT) into perinatal
care services and virtually eliminate MTCT and congenital syphilis.
Prevent HIV transmission in health care settings.

e Assess and develop new prevention technologies and approaches such as vaccines,
microbicides and pre-exposure prophylaxis.

Strategic direction 3: Accelerate the scale-up of HIV treatment and care.

e Ensure equitable access to HAART.

Develop and promote comprehensive treatment and care protocols for the European Region.
Prevent and manage opportunistic infections and comorbidities such as hepatitis B and C.
Link HIV and TB services.

Promote care, including palliative care and decent care, that encompasses treatment
preparedness.

Strategic direction 4: Strengthen and expand health systems.

e Define universal access coverage levels.

e Promote national HIV strategic planning and management in harmony with the UNAIDS Three
Ones principles (one agreed-upon framework, one coordination mechanism and one
monitoring and evaluation plan).

Improve procurement and supply management processes.

Develop and manage human resources through inter alia trainings at the three European
knowledge hubs — harm reduction in Vilnius, second-generation surveillance in Zagreb and
treatment in Kiev.

e Develop strategies for sustained financing.

Strategic direction 5: Invest in strategic information to guide a more effective response.

e Monitor, evaluate and report on progress towards meeting the actions in the Dublin Declaration
on Partnership to Fight HIV/AIDS in Europe and Central Asia, including HIV/AIDS and STI
surveillance.

e Improve surveillance of HIV drug resistance and side-effects through an annual report and
database.

e Conduct operational and other relevant research.

Source: Adapted from WHO, 2006 (59).

19




Aims

This doctoral research seeks to investigate specific HIV trends in the WHO European Region,
and to consider how the results obtained can contribute to the goal of universal access to HIV
prevention, treatment, care and support services. Concretely, the aims are fourfold:

1. to assess key aspects of two groups showing the Region’s greatest recent increase in
newly reported HIV cases: migrants (two cohorts’ HIV/AIDS knowledge and
attitudes) (Paper I) and IDUs (the equity of their access to HIV treatment) (Paper II);

2. to assemble new epidemiological data to track the two principal HIV coinfections in
the Region, hepatitis C (Paper IIT) and tuberculosis (Paper IV), and to review national
and international efforts to combat them,;

3. to investigate the rapid reduction of a key group of health care providers, midwives, in
Estonia, the EU country with the highest prevalence of HIV (Paper V); and

4. to measure the impact of individual and societal variables on condom use in one group
commonly thought to be especially vulnerable to HIV: young people (Paper VI).
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Research design and methods

The methods employed for the six papers include extensive multi-country data collection,
descriptive epidemiology and policy analysis (II, ITI, IV) and quantitative analysis with a
sample size large enough to be statistically significant for the population studied, whether for
a single country (I, V) or more than one (VI). Qualitative methods were also used to
supplement the quantitative analysis in two papers (I, V).

Setting

There are six WHO regions covering 193 member states. The WHO European Region is
diverse, encompassing 53 countries and stretching from the Atlantic to the Pacific (see Table
1). It includes most of the countries around the Baltic, Mediterranean, Black, Caspian and
Aral seas. Its least populous countries, including Andorra, Iceland and Monaco, count their
populations in the thousands, while the most populous, the Russian Federation, Germany,
Turkey and France do so in tens of millions.

Methodologies

Quantitative methods

Paper II utilised three standardised surveys conducted by WHO Europe, each evaluating a
range of indicators relating to HIV/AIDS treatment and care in the member states of the
European Region.” The surveys were conducted between January 2003 and July 2005,
collecting data as of 31 December 2002, 31 June 2004 and 31 December 2004, respectively.
The purpose of these surveys was to monitor progress towards achieving universal access to
treatment and care for PLHIV, as well as to monitor access of particular groups to essential
HIV prevention, treatment and care services. Particular emphasis was placed on IDUs, as
IDUs comprise the main group of PLHIV in most eastern European countries and contribute
significantly to HIV/AIDS figures in many central and western European countries. Each
survey provides point-in-time measurements of progress in treatment scale-up, particularly the
level of access for IDUs.

Paper VI focused on the 18 countries and subnational entities in the Region for which there
were data on bullying, alcohol use and condom use available from the Health Behaviour in
School-aged Children (HBSC) survey. The paper also considered eight national (or
subnational) variables (residence, Human Development Index (HDI) rank, GDP per capita
rank minus HDI rank, Gini coefficient, Gender-related Development Index, predominant
religion and HIV prevalence). Three consecutive multilevel logistic regression models were
applied (crude national/subnational and school variance in condom use; gender-adjusted
variance; and with all variables adjusted for each other).

Odds ratios (ORs) with corresponding 95% confidence intervals were calculated for all binary
variables and p-values for the four continuous variables by using a stepwise logistic
regression trend test. The school effect, intra-school correlation (a measure of the degree of
similarity among the outcomes from members of the same school), national/subnational effect
and intra-national/subnational correlation were reported for all binary variables, as were the

2 At the time, before the division of Serbia and Montenegro into two, the Region had 52 members.
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variance and standard error. MLwiN Beta version 2.00 and SPSS version 12.0.1 were used to
perform the analyses.

Quantitative and qualitative methods

For Paper I, a 78-item questionnaire divided into five thematic sections was given to 192
purposively selected Sudanese and Somalis of both sexes, aged 18—49, who had lived in
Denmark for at least one year. The questionnaire sought to explore the knowledge, attitudes
and practices of Somali and Sudanese immigrants to Denmark with respect to HIV/AIDS and
condom use. It was administered in Arabic and Somali at four locations around the country,
including the capital. The significance of the variables was tested with chi-squared tests and,
where frequencies were less than five, Fisher’s exact test. The responses were supplemented
by 13 semi-structured interviews.

The material and methods of Paper V were diverse, also combining quantitative and
qualitative approaches. Data were obtained by sending a pretested 32-question Estonian
language questionnaire, based on an agenda developed through semi-structured interviews, to
all midwives in Estonia. A nominal group technique, a variation of the Delphi technique, was
then employed with 20 key stakeholders to determine the extent of their agreement with the
questionnaire’s major findings. It was followed by participants’ anonymous ranking, on a
self-administered written form, their degree of agreement with each of 10 key statements,
which were also based on the findings of the midwife questionnaire.

Descriptive epidemiology and policy analysis

Paper I1I, drawing on the new WHO European clinical protocols for the management of
PLHIV coinfected with hepatitis B or C (66), reviewed current policies and data on HIV
coinfection with HBV/HCYV in eastern Europe, and presented stakeholder recommendations
for better hepatitis C services.

Paper IV collected and analysed reported cases of TB/HIV from the 25 most affected member
states of the WHO European Region. WHO TB or HIV focal points in each country were also
asked whether they had implemented health policies covering the collaborative TB/HIV
activities recommended by WHO (67), and what its main achievements, obstacles and needs
were in addressing TB/HIV coinfection.

Ethical considerations

For Paper I, written and oral explanations of the study were provided to the informants in
Arabic or Somali before they gave oral consent to participate in the study. The explanations
emphasised that participation in the study was voluntary, anonymous and confidential. The
data for Paper III was originally collected to highlight the situation in Europe for World
Hepatitis Awareness Day 2006, which I co-organized at WHO, and to advance the
HIV/hepatitis coinfection agenda in Europe. For Paper V, as part of my close collaboration
with the Estonian Association of Midwives, I agreed to return to the country to present the
study results at the Estonian Association of Perinatology annual conference, which I did in
October 2003. For Paper VI, approval to use data from the Health Behaviour in School-aged
Children (HBSC) survey was sought from the editorial board and principal investigators and
received. The HBSC has a standardised protocol that requires that specially trained personnel,
teachers or school nurses administer the questionnaires in classrooms. Questionnaires were
distributed during ordinary class hours. Students were informed that participation was
voluntary, and that responses would be treated as anonymous.
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Results

The results of the six papers can be loosely grouped into two broad categories, though many
of the studies fit into both: inadequate aspects of prevention efforts for vulnerable groups —
the first a failure in outreach, the second a need to determine a clearer picture of what is
correlated with prevention behaviour (I, VI), and health system failings (II, III, IV, V).
Inequity is another major cross-cutting issue, showing up particularly in papers I, II, III, IV.

More detailed results are presented for each paper on the following pages.

Inadequate aspects of prevention efforts

Knowledge of HIV prevention was significantly lacking among the migrant groups
studied in Paper I. Knowledge about condom use was found to be particularly deficient.
Most strikingly, one third of the women reported never having seen or heard of a condom,
and almost half never having received information about condoms.

Paper VI looked at the complex interrelationship between preventive behaviour and the
environment and correlated a number of individual and contextual variables with young
people’s condom use, such as alcohol use, predominant national religion and national
development and economic indicators.

Health system failings

IDUs access to HIV treatment was found to be inequitable (Paper II), notably in eastern
Europe, where it is particularly difficult for them receive treatment.

Paper 111 showed that HIV/hepatitis C coinfection is a major hidden epidemic in the
European Region, due in part to low awareness and poor surveillance (Paper III).

In Europe, where TB is not generalised, both TB and HIV tend to be concentrated in the
same high-risk populations, such as IDUs, prisoners, homeless people and migrant
populations. Health systems rarely move beyond vertically structured systems in
addressing TB, especially, as Paper IV discovered, TB/HIV coinfection.

A health system that does not capitalise on the abilities of its health care providers can
miss crucial opportunities to diagnose, treat and care for PLHIV. In Estonia, Paper V
showed that the health sector reforms of the 1990s did not adequately utilise the capacity
of its midwives in the middle of a major emerging HIV epidemic.
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HIV and migration (Paper I)

The majority of this study’s 192 Somali and Sudanese respondents were married and had
lived in Denmark for 1 to 10 years. Women represented 57% of the Somali respondents, but
only 17% of the Sudanese respondents. More than half of the Sudanese respondents had
completed university, versus only 13% of the Somalis.

The study showed that the majority of the respondents (64.5%) have little knowledge about
HIV/AIDS in general, and almost a half (46.3%) have little knowledge about the modes of
HIV transmission. Moreover, young people in this study knew strikingly less than those older
than 24.

While there is a significant gap in knowledge about HIV/AIDS between Somali women and
men (p<0.001), this was not the case with the Sudanese (see Table 2). However, both
Sudanese men and women knew significantly more than their Somali counterparts.

Education, sex and nationality were positively associated with knowledge about HIV/AIDS,
though length of residence in Denmark was not. Less than half of both men and women
scored more than 70% on the knowledge portion of the questionnaire, and the Sudanese
respondents knew more than Somali ones. Men had a more negative attitude towards
condoms than women, but greater knowledge about them. One third of the women reported
never having seen or heard of a condom, and almost half had never received information
about condoms. Both sexes preferred receiving such information from the TV or friends
instead of family doctors or HIV-positive individuals.

Of the 13 participants who participated in the qualitative component of the study, none
reported being afraid of HIV/AIDS; they did not consider condoms relevant; and they would
not modify their current behaviour because they believed that they were “not involved in risky
behaviour” such as “homosexuality and prostitution”. As one participant put it, “The condom
is for illegal sexual relations, which are not acceptable to me as a Muslim”. None of the
participants mentioned risk factors like multiple partners or needle sharing.

Table 2. Level of knowledge about HIV/AIDS, by sex among Sudanese and Somali migrants

Level of knowledge about HIV/AIDS, by sex, among Sudanese

Level of Female Male
knowledge n (%) n (%)
High (%) 9 64.29 45 64.29
Low (%) 5 35.71 25 35.71
Total (%) 14 100.00 70 100.00
Did not respond 0 1

Level of knowledge about HIV/AIDS, by sex, among Somali
Level of Female Male
knowledge n (%) n (%)
High (%) 3 4.92 10 21.74
Low (%) 58 95.08 36 78.26
Total (%) 61 100.0 46 100.0
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HIV and injecting drug users (Paper II)

Table 3 presents the data on the number and proportion of IDUs among all reported HIV
cases in Europe and compares that with the number and proportion of IDUs receiving
HAART at two points in time: December 2002 and December 2004. All figures were adjusted
for unknown transmission routes. All three subregions demonstrate inequities in access to
treatment for drug injectors at both points in time, with only a relatively small improvement in
access between 2002 and 2004. Regional and national comparisons reveal that inequities in
IDU access to HAART are worst in eastern European countries.

Only 15 of the 53 countries (29%) were able to provide data on the number of current
injectors initiating HAART. These data show great variation in the proportion of IDUs

receiving HAART who were currently injecting when they initiated HAART.

There are very few data on the degree to which IDU recipients of HAART also received OST.
Only 18 countries were able to provide data on the number of people on HAART who also
received OST by December 2004. In 10 of these countries, this number was zero. In the
remaining 8 countries, the proportion of IDU HAART recipients ranged from 6% in Latvia to
100% in Malta, where the only IDU receiving HAART was also receiving OST. Relatively
high proportions of IDUs on HAART were also on OST in Serbia and Montenegro and in

Slovenia.

Table 3. IDU access to HAART in the WHO European Region, 31 December 2002 and
31 December 2004

End 2002 End 2004
Subregion Data Reported HIV Reported IDUs | Reported HIV ~ Reported IDUs
reporting cases, IDUs on HAART cases, IDUs on HAART
period (% of total (% of total (% of total (% of total
(number reported cases  reported PLHIV | reported HIV ~ reported PLHIV
of with known with known cases with with known
reporting transmission transmission known transmission
countries) routes)* routes on transmission routes on
HAART) routes)* HAART)
West a(8) n/a n/a 55 705 (36%) 33329 (38%)
b (5) 4 698 (9%) 805 (4%) 5065 (7%) 1 056 (4%)
Centre a(9) n/a n/a 626 (11%) 199 (3%)
b (5) 519 (39%) 121 (21%) 562 (34%) 180 (22%)
East a(l2) n/a n/a 209 913 (83%) 1 044 (24%)
b (9) 47 867 (73%) 15 (14%) 65 313 (74%) 739 (52%)
Total a(29) n/a n/a 266 244 (64%) 34 572 (35%)
b (19) 53 106 (45%) 941 (5%) 70 940 (43%) 1 975 (6%)

* For countries without consistent national HIV case-reporting systems (Austria, Italy, Serbia and
Montenegro, and Spain) reported AIDS cases were used. Data source: EuroHIV, 2004 (68).

a (n): all countries reporting HAART data at the end of 2004 (number of reporting countries).
b (n): countries reporting HAART data both at the end of 2002 and the end of 2004 (number of

reporting countries).
n/a: not applicable.
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HIV/hepatitis coinfection (Paper III)

This study reported on testing availability, treatment cost, and prevention and treatment
availability for both hepatitis B and C in the European Region. It also gathered epidemiologic
surveillance data for the two diseases from the countries of the former USSR, as shown in
Table 4. HBV prevalence rates are estimated to be as high as 10% in the general population of
four of these countries and 5% in the Russian Federation, the most populous of the countries
studied. While HCV national prevalence data is lacking for most countries, it is estimated to
be more than 6% in Georgia and about 2% in the Russian Federation. In the six countries that
reported, HCV among PLHIV ranged from 10% to 80%.

Most countries in the European region were found to lack official treatment guidelines for
HCV, especially for HCV/HIV coinfection. Where such recommendations do exist, they tend
to exclude IDUs from treatment. Treatment of hepatitis C with drugs such as pegylated
interferon and ribavirin is not widely available, and where it is, it is extremely costly for the
average patient (up to US $24 000 per patient per full course). Other effective drugs, such as
adefovir (for hepatitis B) and tenofovir (for HIV/HBV coinfection), are still not licensed in
many countries of the Region, particularly in eastern Europe, in contrast to lamivudine (for
HIV/HBYV coinfection), which is generally available.

Table 4. HBV and HCV epidemiological data for eastern Europe*

Country HBV HBV HCV HCV % of PLHIV
prevalence incidence, prevalence incidence, with HCV
2005 (per 2005 (per coinfection
100 000 100 000
population) population)
Armenia 8% 2.7 — — 67%
Azerbaijan 8% 33 — 1.4 —
Belarus 2% 11.2 (acute) 1.4% 60.6 (all types) 76%
Estonia 3% 9.5 (2004) — 9.4 —
Georgia 2%** or 7.1 6.7% (2003) 4.1 (acute), 59%
11%%** 17.9 (chronic)
Kazakhstan 10% 11.7 (2004) 3.1 1.4 (2003) —
Kyrgyzstan 10% 10.0 — 4.1 80%
Latvia 3% 9.0 (2004) — 4.8 —
Lithuania 3% 4.1 — 2.0 —
Moldova 10% 9.6 4.9% 3.1 —
Russian 5% 10.4 2.0% 4.5 24%
Federation
Ukraine 2-3% 1.2 (2004) — — 10%
Uzbekistan 10% 11.4 (2004) — — —

—: either no data are being collected, no surveillance is being done or the data are otherwise
unavailable.

* Tajikistan and Turkmenistan are not included in this analysis due to lack of data.
** hepatitis B surface antigen (HBsAg)
*#% hepatitis B core antigen (HBcAg)
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TB/HIV coinfection (Paper 1IV)

Twenty of the 25 most affected countries in the European Region reported registering a total
of 6925 TB/HIV cases in 2005. Among TB patients, 3.3% of those tested were found to be
HIV-positive, up from 2.1% in 2004. The male-to-female ratio of TB/HIV cases was 2.7:1,
with the greatest proportion of coinfections among people aged 25-34 (47.8%), followed by
those aged 35-44 (25.3%). While recommended TB/HIV policies have been implemented in
many of these countries, the greatest remaining unaddressed need was strengthened
coordination between TB and HIV programmes.

The reported incidence of TB/HIV in Europe is also increasing. The Region is home to a high
level of uncontrolled TB in the general population, including multidrug-resistant TB, and an
HIV epidemic that emerged rapidly. There is a potential threat of a major dual epidemic, as
the two infections are capable of fuelling each other.

Reported prevalences of TB/HIV coinfection in Europe are still low, though that is partly due
to poor case surveillance that does not monitor the overlap between the two infections.

Table 5 shows that, of the countries who responded to the question, 9 (43%) had a national
body responsible for coordinating TB/HIV activities, 8 (36%) had a national plan for
collaborating TB/HIV activities, 10 (42%) had a national surveillance system to monitor HIV
among TB patients, and 13 (57%) had a national estimate of HIV prevalence among TB
patients in 2005, ranging from 0.2% in Lithuania to 15.4% in Portugal.

Table 5. TB/HIV prevalence and mechanisms for collaborating national TB and HIV
responses in the 25 most affected countries of the European Region, 2007

National estimate ~ National body National plan for National

for the prevalence  responsible for collaborative surveillance system

of HIV in TB coordinating TB/HIV for the prevalence of

patients, 2005 TB/HIV activities  activities HIV in TB patients
Armenia No Yes No No
Austria 0.7% No No No
Azerbaijan 15% Yes Yes Yes
Belarus No No No Yes
Belgium No — No No
Bulgaria No Yes Yes No
Estonia No Yes Yes Yes
France No — — No
Georgia No Yes Yes No
Italy Yes No No No
Kazakhstan 0.3% No No No
Kyrgyzstan Yes No No Yes
Latvia 3.8% Yes No Yes
Lithuania 0.2% No Yes Yes
Moldova 2.4% No Yes Yes
Portugal 15.4% — — Yes
Romania 0.6% No No Yes
Russian

Federation 1.6% Yes Yes Yes

Spain 5% — — No

27



Switzerland 4% No No No

Tajikistan — Yes Piloting Piloting

Turkey No No No No

Turkmenistan — No No —

Ukraine No No No No

Uzbekistan No Yes Yes No
—: No data.
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HIV and human resources (Paper V)

In analysing Estonia’s health systems data at a time when the country had Europe’s highest
rate of reported HIV cases, the rapid reduction in the number of midwives stood out,
especially as the decline was much more rapid than the decline in the Estonian fertility rate,
was more substantial than in any other European country and the country was restructuring
the role of midwives and other health care personnel.

Of the 366 questionnaires sent out to every midwife in Estonia in early 2003, 274 (75%) were
completed and returned. The mean age of the responding midwives was 39.8. Forty-nine per
cent delivered babies and 56% provided antenatal care, meaning that almost all of them did
only one or the other, with just a few doing both or something else completely.

For each variable in Table 6, the first category was defined as the baseline; ORs in the
baseline categories were accordingly 1, and other categories were compared to the baseline.
The results show that there was no statistically significant association between job satisfaction
as a dependent variable and the independent variables of age, nationality, plans to work
abroad, interest in more responsibility, or involvement in postpartum care and counselling, as
measured by chi-square tests supported by crude and adjusted ORs. There was, however, a
significant association between job satisfaction and salary. Further analysis showed that the
Russian midwives earned less than their Estonian counterparts; 60% were in the lowest salary
category, versus 37% for the ethnic Estonians.

All the ORs were close to the adjusted OR, showing that there was no confounding effect
between variables. The significant association between work satisfaction and salary began
above EEK 45 000 (€2876), which 21.2% of the respondents earned. The ORs show a
positive linear association between job satisfaction and salary.

According to one midwife, salary had not always been associated with satisfaction:

You have to consider that at the beginning of the *90s we had good motivation. We wanted to build
up something, start a new Estonia.... At this point the salary wasn’t so important because we all
had bad situations. We all knew that we had to start and do something, but now, today, salary is
important, because what we have seen is that for some people the best is never coming and for
others it comes extremely quickly and it doesn’t always depend on professional skills.

One participant in the group discussions of the results elaborated, stating, “Most health care
professionals are dissatisfied because of the changes in the health care system”. Another
added, “Most of the midwives like their job [profession], but dissatisfaction is the result of an
unclear role and future...”.

Table 6. Crude and adjusted odds ratios (ORs) between job satisfaction and other variables for
midwives in Estonia, 2003

Variable Satisfied (reference group) vs. non-satisfied
Crude OR (95% CI) Adjusted OR (95% CI)
Age (years)
<40 1.00 1.00
>40 1.00 (0.63—1.68) 0.72 (0.39-1.30)

29



Ethnicity
Estonian
Russian

Salary (EEK* per year)
<35 000
35 00045 000
>45 000

Planning to work abroad
No
Yes

Involvement in postpartum care
No
Yes

Interest in more responsibility
No
Yes

1.00
0.93 (0.51-1.69)

1.00
1.75 (0.99-3.09)
4.66 (2.26-9.64)

1.00
1.35 (0.57-3.17)

1.00
0.75 (0.29-1.92)

1.00
0.78 (0.48-1.29)

1.00
0.98 (0.48-2.00)

1.00
1.90 (0.99-3.59)
4.90 (2.18-11.20)

1.00
1.20 (0.59-3.90)

1.00
0.99 (0.33-2.95)

1.00
0.88 (0.49-1.58)

* EEK 100 = €6.40
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Condom use and young people (Paper VI)

Out of 28 306 participants from the reporting 18 European countries or subnational entities,
the number of students who had had their sexual debut was 5918 (21%). Almost all (98%) of
those who had had their sexual debut were aged 14.5 to 16.5. The study identified school-
related factors (intra-school correlation) that explained 7.0% of the total variance in their
condom use and national/subnational factors that accounted for another 5.8%.

There was a significant association between condom use and biological sex, alcohol
consumption, predominant national religion and national HIV prevalence in the empty model.
In the full model, there was in addition significant association between condom use and
national Human Development Index ranking, GDP per capita, Gini coefficient and Gender-
related Development Index.

Table 7 sets out the factors found to correlate with condom use among sexually active
adolescents in the countries studied. For example, where Catholicism did not predominate,
there was a significantly greater likelihood of not using a condom. And in countries with
“high” HIV exposure (prevalence >0.4%) at the end of 2001 — Estonia, Latvia, Portugal and
Spain — there was significantly more condom use among the young people studied than in
countries with low exposure. Finally, whether the students lived in western or eastern Europe,
and whether or not there was an adequate sexuality education system in place nationally,
revealed no significant variation (not shown in table).

Table 7. Factors associated with condom use in sexually active European adolescents

Number who do not use P-value
condoms (%)

Gender* P<0.000
Boys 706 (22.6)
Girls 910 (32.6)
Alcohol* P<0.025
Low use 1 189 (26.6)
High use 412 (29.7)
Bullying behaviour** P<0.679
No 1296 (27.2)
Yes 305 (27.8)
National religion®** P<0.000
Roman Catholic 721 (23.5)
Other Christian 895 (31.6)
National HIV prevalence*** P<0.005
High 188 (23.2)
Low 1428 (28.0)

* significant in the empty and gender-adjusted models
** significant in the gender-adjusted model
**%* significant in the empty, gender-adjusted and full models
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Discussion

When the HIV epidemic hit western Europe in the early 1980s, central and eastern Europe
were almost completely spared. Prevention efforts, including harm reduction and the
promotion of consistent condom use, stabilised the epidemic in western Europe in the early
1990s and kept prevalence rates relatively low and incidence rates low but steady. Men who
have sex with men continue to be the main risk group there today, along with recent migrants
from sub-Saharan Africa and other high-prevalence areas.

In the mid-1990s, after the break-up of the USSR, the number of new HIV cases reported in
eastern European countries began to increase exponentially. The epidemic in these countries
has been driven primarily by injecting drug use and is rapidly spreading to the sexual partners
of IDUs (52). In this part of the WHO European Region, prevention and treatment efforts are
still woefully inadequate. Meanwhile in central Europe, the low prevalence and incidence
rates remain stable, despite the presence of activities that promote HIV transmission,
including sex work and injecting drug use.

This dissertation seeks to approach the HIV epidemic in Europe from a broad variety of
perspectives: biomedical, social, cultural, economic and political. The six articles here explore
several of the key challenges the Region faces in combating HIV: helping developers of
prevention efforts target migrants (I) and young people better (VI); increasing treatment
access for IDUs (II); charting the extent of the European epidemic’s two most significant
coinfections (III, IV); and capitalising on the experience and abilities of midwives (V), as
discussed in the following sections.

As noted below and in the articles themselves, several methodological challenges and data
limitations arose in the course of the research, and they should be considered carefully before
applying or generalising the results.

Affected groups

Papers I and II focused on migrants and IDUs, respectively, because of the increase in newly
reported HIV cases in these two groups during the last seven years. However, these trends
should not overshadow the fact that in western Europe, men who have sex with men are still
the most affected group when measured by reported cases. With incidence rates for MSM still
high, particularly in the United Kingdom (69), prevention activities targeting them in western
Europe must be renewed, reassessed and revised where appropriate. Meanwhile, MSM
transmission in eastern Europe appears to be greatly underreported (70-71). In 2006, for
instance, 7410 new MSM cases were reported in western Europe (excluding Italy and Spain)
and just 190 in eastern Europe. Yet in the same year, the number of “other/undetermined”
cases in eastern Europe was 12 766 out of 35 225 reported cases total (36%), versus 2938 out
of 16 167 (18%) in western Europe (13), and the number of such cases that are ascribable to
MSM activity is no doubt significant in eastern Europe, given the high level of stigma there
(72-73).

Case reporting will always represent only a portion of a country’s true incidence, and to be
reliable it requires an effective national surveillance system, including well-coordinated
reporting of notifiable infections and diseases. Despite our best efforts, Papers III and IV were
not able to report data for all indicators in every country studied, as can be seen in Tables 4
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and 5 above in Results. The large number of HIV cases in Europe with undetermined
transmission routes was a particular problem for Paper II on IDUs, as noted in Table 3. These
reporting gaps can often be explained by factors outside the health system, such as stigma,
discrimination or fears of prosecution, whether for transmitting HIV, using illicit drugs or
even homosexual activity.” It is no surprise that countries with repressive drug control laws
are less effective in controlling and preventing HIV transmission (75) or in providing HIV
treatment to people who use drugs (76). Sex work is another activity that is often criminalised
and involves high risk for HIV, particularly when it overlaps with injecting drug use, and one
major review of sex work in Europe recently called on HIV researchers to investigate the
effects of decriminalising it (77). Not only does criminalisation drive the epidemic
underground due to fears of incarceration, but it can also exacerbate the stigma and
discrimination experienced by affected groups, whether MSM, IDUs, sex workers or all
PLHIV (61, 78, 79).

Migrant populations

While research has clearly shown that an increasing number of people who test positive for
HIV are migrants, particularly in western Europe (217), it was not until late 2007 that the
European Union made the health of migrants a political priority. Recognising that the EU was
home to some 40 million legal migrants in 2005 (8% of the total population), including
migrants moving among the 27 EU member states, the Portuguese Presidency of the EU
addressed all aspects of migrant health, particularly HIV. At a conference of national AIDS
coordinators in October 2007, preceded by a June meeting of community activists on the same
issue (80), experts from every country in the European Region were invited to Lisbon to
discuss issues ranging from the health status of migrants to targeted HI'V prevention,
treatment and care. Participants confirmed that certain migrant populations, primarily from
high-prevalence countries, are disproportionately affected by HIV and AIDS, and called on
countries “to look for consensus and convergence in their approaches to policies and
strategies for prevention, control and treatment” of HIV among migrants (55).

The elevated prevalence of HIV among specific migrant populations is not a new issue. But
how to address it while respecting ethical, political and human rights as well as evidence-
based public health practice remains unclear (§/-83). A recent European seminar on the issue
found criminal prosecutions for HIV transmission disproportionately affected migrant
communities (84). The authors of a seminal work on health and migration point out that
exclusionary principles designed to prevent the importation of communicable diseases are not
sufficient and leave mobile populations especially vulnerable to the effects of the infections
they may be carrying (85). This observation is clearly true with regard to HIV (13, 86).
Nonetheless, many of the 104 countries that still have special regulations for the entry and
residence of people with HIV are European (87) — in spite of the fact that every country in the
Region has committed to “fight social and legal exclusion, including travel restrictions” (88).

Given this situation, it is surprising that few scientific studies have examined migrant
knowledge, attitudes and practices with respect to HIV/AIDS and sexuality in either Denmark

3 In the European Region, only Turkmenistan and Uzbekistan still criminalize homosexuality
explicitly. For example, Article 120 of the 1994 Uzbek criminal code states that “voluntary sexual
intercourse of two male individuals — shall be punished with imprisonment up to three years” (74).
However, homosexuality is also implicitly criminalized in many countries, where the general
population or law enforcement officials attach a strong stigma to it.
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or western Europe as a whole. Paper I focused on Somali immigrants in Denmark, who are
the largest group of African immigrants in the country, and Sudanese immigrants. While the
latter group is much smaller, the rapidly increasing incidence of HIV in Sudan (89) makes
them an important group to study, since in western Europe many migrants who have HIV
acquired it in their native country. The results — that the women knew significantly less about
the modes of HIV transmission than the men, and that both the Somalis and the Sudanese
appeared relatively uninformed about HIV and uninterested in it — suggests that preventing
HIV transmission in these groups after they have entered western Europe poses a serious
challenge that needs to be addressed.

These groups’ HIV knowledge contrasted starkly with the general population’s. For example,
the vast majority of Danes aged 15—19 know how HIV is transmitted and how they can
protect themselves against it, with more than 80% understanding that the safest form of
penetrative sex requires a condom. They also attribute their knowledge of sexuality and HIV
to primary school (90), unlike the migrant groups studied. Of course, studies on migrant
cohorts are not always applicable to migrants in neighbouring countries or even to different
migrant groups in the same country. It should also be noted that, as with two recent studies on
HIV in Denmark (91, 92), our study did not specifically address same-sex sexual relations
among migrants, a topic that should be investigated in future studies.

Many countries are still unsure about how to react to the increase in HIV cases among
migrants, though the severity of the problem naturally varies. In a follow-up study to Paper I,
we found that the number of cases acquired in Denmark by heterosexual transmission from
people from high-prevalence countries had not increased from 1990 to 2005 (93). While this
bodes well for Danes, the number could still be lower, and the problem remains a grave one
for most of Europe. An alternative approach to reaching migrants is to reach them before they
migrate, e.g. by supporting the achievement of the Millennium Development Goal of halting
and reversing the spread of HIV by 2015 (8), a key mechanism for addressing HIV in high-
prevalence countries — and therefore a necessary measure for reducing HIV in Europe. Future
research should also address how entry bans such as HIV-related travel restrictions affect not
just prospective migration, but also existing migrants’ interactions with the health system in
their host country, particularly for undocumented migrants in countries where HIV testing is
becoming routine. How much does fear of deportation influence their utilisation of health care
services?

Injecting drug users (IDUs)

In Europe, awareness about the spread of HIV through injecting drug use is high in contrast to
other parts of the world. For example, UNAIDS did not seriously acknowledge its
contribution to the epidemic in Africa until 2002 (94). Yet interventions to prevent the spread
of HIV through contaminated needles and syringes are just as inadequate in many European
countries (46, 95), despite a wealth of evidence supporting their efficacy (44, 45). Paper 11
presents data on the number and proportion of IDUs among all reported HIV cases and
compares that with the number and proportion of IDUs receiving HAART at two points in
time. In spite of the limited data reported for many countries, and that not all PLHIV are in
need of treatment, Paper II revealed that IDUs have inadequate access to treatment, and that
the situation is most apparent in eastern Europe. New target setting guidance for IDUs has
been developed to compare countries’ progress towards universal access to HIV prevention,
treatment and care (96). If countries take ownership, as the authors suggest, of what are
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sometimes perceived as politically motivated coverage targets, it should help remedy the data
deficiencies noted in our study, as will a closer assessment of treatment needs for all PLHIV.

One of the biggest obstacles to effective health policies for IDUs is opposition from the
government, the medical profession and prison officials to certain evidence-based
interventions, most notably harm-reduction programs such as OST with methadone or
buprenorphine. Coverage by these targeted interventions is woefully inadequate in eastern
Europe, where the prevailing treatment model is that of abstinence.

The organization of the health care system is particularly problematic for addressing HIV in
general and IDUs specifically (97). In eastern Europe, treating injecting drug use is the
province of specialised medical doctors know as narcologists. Narcologists, who focus on
alcoholism, smoking and drug addiction, rarely, if ever, get involved in HIV work, which is
strictly the province of AIDS specialists, who in turn have little contact with venero-
dermatologists (STI specialists), TB specialists and so on. The prevailing philosophy is that
clinical decisions should be based on the training, opinions and instincts of senior physicians,
rather than evidence-based medicine (49). (One of many efforts to change this approach is a
new HIV clinical protocol from WHO that specifically targets IDUs in Europe (98).)

While reaching IDUs in western European prisons is important, reaching them in eastern
European prisons is particularly critical (99, 100) (an aspect not covered in Paper II), as HIV
prevalence there is much higher than in the outside population (701) — in no small degree due
to the criminalisation of drug injecting — and IDUs face added risks and vulnerabilities in
prison, notably high TB levels, coerced sex and other forms of violence.

Another shortcoming of Paper II is that it narrowly focused on treatment issues and did not
address the overlap between IDUs and sex workers or coinfections among either group.
Interventions to reduce the sexual risk behaviour of drug injectors and their partners are also
critically important (52). By the same token, future HIV surveillance efforts should explore
whether, in countries with an HIV epidemic driven by injecting drug use, it is possible to
detect an epidemic of sexually transmitted HIV at an embryonic stage. In such countries,
where it is typically young men who get infected by using contaminated injecting equipment,
the natural course of development will inevitably lead to an increasing number of women
becoming heterosexually infected. That will not indicate that the epidemic has become
generalised; it is merely the natural spread of HIV that is not blocked by condom use or
diminished by the treatment of STIs.

However, an independent sexually transmitted HIV epidemic would go beyond the women
infected by male IDUs. The first sign of such an independent HIV transmission cycle would
therefore be more and more men getting infected with HIV who do not have HCV (a proxy
marker for injecting drug use) or HBV (a proxy marker for male-to-male sex), or who claim
that they are infected by a woman who does not inject drugs (they may know).

The idea of looking for early signs of an HIV epidemic that shifts transmission modes in this
way has not been widely understood or applied, and current surveillance rarely involves the
use of proxy markers, or in-depth interviews with men who became infected by an unknown
transmission route or claim to have become heterosexually infected. The high proportion of
eastern European men with an “unknown transmission” route, discussed above, calls for such
measures in order to identify epidemiological changes and enable targeted interventions
before the virus establishes itself in new populations.
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Closer examination of available data may in fact give us more information than we currently
claim to have, and instituting some sentinel sites to look into the transmission routes of male
PLHIV may also clarify the situation. Ultimately, the issue of partner management in HIV
and STI prevention still needs to be better addressed in Europe — and abroad (102).

Young people

After girls and women, young people in general are often the population targeted most for
HIV prevention interventions. In Europe, however, the age group most affected by HIV is not
young people (see Table 8). Action 8 of the Dublin Declaration on Partnership to Fight
HIV/AIDS in Europe and Central Asia, signed 24 February 2004 (53), states that by 2005, at
least 90% of European youth (those aged 15 to 24) should have access to relevant HIV
information, education and services. As part of the process of monitoring progress on
Declaration commitments, WHO and UNAIDS recently reviewed data on young people and
HIV from the 53 countries of the European Region. They encountered major problems in both
the quality and consistency of data collected. For example, different countries disaggregate
their data into different age groups. Each country has different priorities for their young
people and does not always disaggregate their data by risk group or target the component risk
groups explicitly, such as young MSM, young IDUs or young male sex workers. Although it
is accepted that early school-based sexuality education is one important prevention solution,
many members of the main youth risk groups do not attend school regularly, if at all, and they
suffer from huge gaps in support, information and education where they are most needed (36).

A major goal of sexuality education is to promote safer sex (703), and Paper VI looked at the
impact of individual and contextual factors on young Europeans’ self-reported condom use.
The study found that both alcohol use and national variables like predominant religion, GDP
and even HIV prevalence were associated with condom use. The findings should be
interpreted with caution, as self-reported condom use is not a reliable indicator of true
condom use, which may have been much lower. Nonetheless, the paper raises important
issues, as few youth interventions take either the individual or group-level variables it found
to be significant into account.

Such “ecological” approaches have in general been slow to influence public health practice in
addressing risk behaviours (104). This is in part due to the so-called ecological fallacy,
described as a logical fallacy inherent in making causal inference from group data to
individual behaviours (7105) — a methodological challenge that Paper VI faced. In analysing
the predominant national/contextual variables, we did not correlate them directly to individual
respondents. This approach means, for example, that although Catholicism may have been the
predominant religion in a given country, it is possible that none of the sample population from
that country came from Catholic families. Nevertheless, as Sharon Schwartz has noted, one of
the common fallacies in thinking about the ecological fallacy is that “individual models are
more perfectly specified than ecological-level models” (105). She argues, for example, that
ecological studies can avoid certain confounding variables in survey studies, such as recall
bias, response bias and “nay-saying”.

Yet researchers and policy-makers often fail to acknowledge the relevance of group-level
variables and context, be it local, national or social-historical (3). The prevailing approach has
been to help young people cope with risk environments by trying to change their attitudes and
behaviours, for instance by promoting abstinence or the use of contraception, treating young
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Table 8. HIV diagnoses by age group in the European Region, 2006 and cumulative

Age at diagnosis New Cumulative
(years) diagnoses* % diagnoses*** %
Western Europe
Male <15 85 1% 2 409 1%
1524 1190 7% 16 769 9%
25-49 12 462 77% 135472 76%
50+ 2 308 14% 20 046 11%
Unknown 122 1% 4439 2%
Total 16 167 19%** 179 135 22%**
Female <15 121 1% 2095 3%
1524 1165 14% 12 966 17%
25-49 6469 75% 54 038 71%
50+ 795 9% 5075 7%
Unknown 41 0% 1 868 2%
Total 8 591 10%** 76 042 9%**
Central Europe
Male <15 18 1% 2343 13%
1524 177 13% 3252 18%
2549 872 66% 9361 51%
50+ 115 9% 1071 6%
Unknown 133 10% 2226 12%
Total 1315 2%** 18 253 2%%**
Female <15 17 4% 1721 23%
1524 96 21% 1923 25%
25-49 275 60% 2563 34%
50+ 36 8% 294 4%
Unknown 36 8% 1120 15%
Total 460 1%** 7621 1%**
Eastern Europe
Male <15 252 1% 1472 0%
1524 6207 18% 138 353 40%
2549 27 597 78% 175365 51%
50+ 1126 3% 5352 2%
Unknown 43 0% 22 505 7%
Total 35225 41%** 343 047 43%**
Female <15 173 1% 941 1%
1524 9834 40% 79 879 50%
2549 13 985 57% 65228 41%
50+ 637 3% 2 680 2%
Unknown 8 0% 10 586 7%
Total 24 637 28%** 159 314 20%**
Total European Region**** 86 912 100% 806 258 100%

* No data were reported from Italy or Spain.
** Refers to the proportion (rounded up) among the total number of cases in the European Region.

**% Cumulative totals from the beginning of reporting through 31 December 2006. Unadjusted for
reporting discrepancies in Austria, France, Italy, Spain, Romania, the Russian Federation and Ukraine.
The real total figure is 1 024 975.

**** Includes cases with unknown sex.
Source: European Centre for the Epidemiological Monitoring of AIDS, unpublished data, 2007.
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people like “irresponsible pleasure-seekers” (106, 107). This model fails to adequately
address how environmental factors such as religious norms, family values or limited access to
condoms also influence attitudes and behaviour, or how certain individual behaviours, such as
the use of alcohol or other drugs, may themselves be responses to environmental conditions.
Accordingly, the most important steps in preventing HIV and improving the sexual and
reproductive health of young Europeans are to address professional and ideological opposition
to harm reduction, comprehensive sexuality education and the use of contraception
(108—-110), and to remove legal barriers requiring parental consent for adolescents to get an
HIV test, receive OST or have an abortion (7/1). Resistance comes from key stakeholders
across the Region — including religious leaders, politicians, health care providers (e.g.
narcologists), parents and the mass media — who need to understand the evidence base behind
such interventions. Another important priority is to ensure up-to-date, accurate information on
e.g. contraception use, for otherwise, as Paper VI noted, it is impossible to monitor what is
working.

Hepatitis

The decision to address HIV coinfection with hepatitis B and C (III) was based on the very
high estimated prevalence levels in Europe and the dearth of hard data on the topic. Even
though HIV/hepatitis coinfection rates of 70-90% have been reported among HIV-positive
IDUs in some eastern European settings (712), most countries in Europe have not bothered to
obtain reliable estimates of hepatitis prevalence. Public awareness is also low, in part because
hepatitis often presents no symptoms, and the vast majority of infected people are thus
unaware of their status (/7). Untreated, HCV causes chronic infection in about 70% of those
infected, and in these chronic cases, cirrhosis has been estimated to eventually develop in 10—
20% over 20 to 30 years (113). It is already the most common cause of chronic liver disease
and the most common reason for liver transplants in some European countries, and morbidity
and mortality from hepatitis C are rising and expected to continue rising in the coming
decades. Further, progression of liver-related disease is accelerated in individuals coinfected
with HIV and hepatitis C virus (114).

It is useful to contrast the staggering ubiquity of HBV and HCV, with an estimated 350
million cases of chronic hepatitis B and an estimated 130 million of chronic hepatitis C (115),
with an estimated 33.2 [30.6-36.1] million individuals living with HIV worldwide (716). In
2006, there were an estimated 2—4 million HIV/HBV coinfections in the world and 4-5
million HIV/HCV coinfections (717). In the context of the HIV epidemic, hepatitis
coinfection is a major issue, particularly in Europe, where so many of the cases are due to
contaminated needles and syringes. The reverse is not the case; most people with hepatitis in
Europe do not have HIV nor the behaviours that lead to HIV transmission. Research on
hepatitis, therefore, has multiple constituencies, with the vast majority having no link to HIV.
Sharing contaminated drug injection equipment is now the main cause of hepatitis C in
Europe since regular blood screening was implemented shortly after the discovery of HCV in
1989. Earlier, the principal causes of hepatitis B and C transmission included transfusion with
contaminated blood or blood products; vertical (mother-to-child) transmission at birth; and,
particularly for hepatitis B, sexual contact — the latter still a priority issue in Europe.

It should be noted that the estimates gathered in Paper III are unreliable, in part due to the lack

of accurate HCV prevalence figures for IDUs (32). For instance, a recent study showed this
figure to be very high in the Russian Federation (54—70%) (118), indicating that the figure of
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24% for PLHIV with HCV (see Table 4) significantly underestimates the extent of the
coinfection there.

The burgeoning hepatitis crisis throughout the European Region is largely due to limited
access to prevention measures, diagnostic tests and/or treatment in most of the 53 constituent
countries, particularly in eastern Europe. Limited surveillance of hepatitis B and C in these
countries’ general populations, as well as among their haemodialysis patients and hard-to-
reach risk groups such as IDUs and sex workers where hidden hepatitis epidemics might
easily lurk, makes it especially difficult to estimate disease burden accurately. In many parts
of the Region, the high cost of technology is a particular barrier, limiting access to the
serologic and molecular assays that are critical to not only the diagnosis of hepatitis B and C,
but also the management and treatment of liver disease.

The aetiology of chronic liver disease in Europe is typically excessive alcohol consumption,
viral hepatitis (B and C) or obesity. For western European PLHIV coinfected with HCV or
HBV, the most frequent causes of death are related to liver disease — more often than AIDS-
defining infections. This trend, in which hepatic disease as well as cardiovascular disease and
pulmonary disease are now rapidly replacing AIDS-defining illnesses as the major cause of
death in PLHIV, is well established (77/9). And in a major cohort study on the death rate from
liver-related disease in patients with HIV, it was found that in patients with similar CD4 cell
counts, longer exposure to combination antiretroviral therapy was associated with an
increased death rate from liver-related disease (720). This trend represents a striking change
in the aetiology of HIV-related deaths, which previously were due primarily to opportunistic
infections rather than to comorbidities.

Future studies, coupled with better surveillance, are needed to address hepatitis and
HIV/hepatitis coinfection throughout the European Region, developing, for example, better
estimates of prevalences and undiagnosed cases. Additionally, the burden of treatment costs
for individual countries needs to be assessed and ultimately reduced.

Tuberculosis (TB)

As with HIV/hepatitis coinfection, there are few reliable data on the extent of TB/HIV
coinfection or European policies to address it. Paper IV (and a factsheet based on it (121))
provided key background information for a European ministerial forum on TB in October
2007 (122) on one aspect of TB: coinfection with HIV. The declaration of the forum noted
that “TB is the most prevalent cause of illness and mortality in people living with HIV/AIDS,
and few countries address TB/HIV coinfection in a comprehensive manner.” (7123)

And while the declaration called on European ministries of health to “strengthen...
collaboration between TB and HIV programmes,” several leading researchers on public health
in Europe have lamented the “failure of researchers to acknowledge the importance of the
contextual environment in which the [TB] programmes (often vertical and externally
supported) are implemented such that lessons are not drawn, mistakes are replicated and
sustainability is not assured” (124). While the approach in Paper IV was to examine TB/HIV
coinfection by surveying the 25 most-affected countries in Europe in order to glean new data
on its extent and health policies that address it, rather than to assess, monitor and evaluate
particular programmes as the researchers cited above suggest, we did gather information from
each country on its main achievements, obstacles and needs in addressing TB/HIV.
Nevertheless, it should be noted that there were substantial reporting gaps and data were often
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reported to us by individuals from the same organisations that provide national estimates and
which often have vested interests in the data they supply. Moreover, in Table 5 above, two of
the countries that reporting having a national estimate for the prevalence of HIV in TB
patients, did not release the figure.

Monitoring and evaluation will be needed in addition to new research to assess whether or not
the 18 high-priority TB countries in Europe are reaching the six targets set out in Box 3,
which are presented in detail in the Plan to stop TB in 18 high-priority countries of the WHO
European Region, 2007-2015 (125) and other goals described there such as ensuring that
100% of TB patients receive HIV counselling and testing.

Box 3. TB objectives for high-priority TB countries in the European Region

e Expand DOTS (directly observed treatment, short course) coverage to 100% of TB patients in
eastern Europe;

e Increase case detection rate of new infections to at least 73%;

e Cure at least 85% of detected new infectious TB cases;

e Provide treatment according to internationally recommend guidelines to 100% of multidrug-
resistant TB cases;

e Reduce the prevalence of TB (all forms) to 188 cases per 100 000 population;

e Decrease the mortality rate of TB (all forms) to 16 deaths per 100 000 population.

Source: Plan to stop TB in 18 high-priority countries of the WHO European Region, 2007-20135,
2007 (125).

The rapid emergence of TB/HIV in eastern Europe calls for health policies that strengthen
collaboration between existing TB and HIV control programmes, rather than the development
of new programmes, something that has been promoted for years by the TB/HIV Working
Group of the Stop TB Partnership, for example (126). The European Framework to Decrease
the Burden of TB/HIV (127) sets out the rationale for effective collaboration between national
HIV and TB programmes. It identifies five strategic components — political commitment,
collaborative prevention, intensified case-finding, coordinated treatment and strengthened
surveillance. As Paper IV found, though individual countries have adopted many of WHO’s
recommended policies to address TB/HIV, the close collaboration of HIV and TB efforts is an
outstanding challenge in most of the Region. Such collaboration in prison settings was not
studied.

In addition to the linkages between TB/HIV, imprisonment and poverty, one significant topic
that the paper did not address is the link between HIV and multidrug-resistant TB, which may
have great epidemiological significance in Europe. The rapid spread of HIV in eastern Europe
coupled with a high level of resistant TB poses a special challenge to the TB situation in the
European Region. TB patients in some countries of the Region, such as the Baltic states and
Russia, are 10 times more likely to have multidrug-resistant strains than TB patients in the
rest of the world (728). And the spread of HIV into parts of central Asia and eastern Europe
where TB drug resistance is more common makes the prevalence of MDR-TB/HIV
coinfection there likely to increase (78).
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Health care providers: midwives
In an interview published in 2000, the WHO European Regional Director stated:

Nurses and midwives are the largest single group of health professionals in Europe. We need to
fully utilize [them] if we are to tackle the serious public health challenges of our time such as
ageing, AIDS, chronic illness, and care for homeless and migrant populations (729).

Then in August 2002, the six WHO regional advisers on reproductive health held a global
meeting in Copenhagen to discuss the effects of health sector reforms on sexual and
reproductive health (730). At the meeting, a senior World Bank adviser called on participants
to remain vigilant about the impact of such changes, and to gather their own evidence on how
reforms may or may not improve both health system performance and reproductive health.

That was the genesis of Paper V, on health sector reforms and reproductive and sexual health
in Estonia, specifically with respect to the role of midwives. As a country that was preparing
to accede to the EU (which it did in 2004), and the country that had recently experienced the
world’s highest percentage increase in newly reported cases of HIV (a 124-fold in 1999—
2001) (see Fig 2), Estonia was faced with reforming its post-Soviet health care system and
preparing to meet EU standards.

In many EU countries, midwives have played an important and sometimes leading role in

providing antenatal and postpartum care and other reproductive health services. With its high
prevalence of STIs and abortions — four times the EU average — it appeared at first glance that

Fig 2. HIV incidence per 100 000 in the European Region
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Estonia should be taking more decisive action to stem the decline. Yet instead, the country’s
1998 family medicine reform transferred responsibility for antenatal care from obstetrician-
gynaecologists and midwives to the new family doctors.

For Paper V, we conducted the first national survey of midwives and a stakeholder analysis of
the current national situation that laid special emphasis on the survey results. In-country
interviews, a 32-question survey and two stakeholder group discussions were employed to
illuminate some of the issues facing this small former Soviet republic. While it did not
address HIV specifically — and while the main finding, that job satisfaction was associated
with salary, was not adjusted for working hours, working experience or education — the
findings remain relevant for the other two Baltic states, other countries facing high HIV
incidence rates or reductions in midwifery, EU policy-makers and donor organisations. Like
other commemorative efforts to highlight reproductive health challenges, the article was
written to coincide with the 10th anniversary of the International Conference on Population
and Development, which called for universal access to reproductive health services (170).

The study raised awareness about the decline in the number of midwives in Estonia and their
changing and often uncertain role when the findings were presented at a national perinatal
conference, and responsibility for antenatal care was later partially restored to midwives, in
keeping with similar developments in other EU health systems. Unfortunately, the midwifery
trends the paper describes can still be seen elsewhere, such as in Moldova. It highlights the
difficulties of reforming the health sector in the countries of the former USSR, particularly in
developing a flexible, responsive health system. For instance, despite an Estonian policy
shifting responsibility for antenatal primary care back to the midwives, and despite a
European Directive permitting trained midwives to carry out most antenatal care roles
autonomously, a follow-up study has shown that Estonian midwives themselves do not now
all agree on their role, e.g. that they should have responsibility for all aspects of antenatal care
(132).

The subsection above on IDUs identified an over-reliance on specialists as one of the failures
of the Soviet “Shemasko” health system model. Paper V showed how these autocratic,
hierarchical systems failed to stimulate stakeholder initiative in either the health care system
or the community at large. Modelling health system dynamics to reflect their complexity and
context is a sorely overlooked analytical approach (733). It is not just Estonia and other
eastern European countries with high HIV prevalences that could benefit from such an
exercise.

As noted, Paper V would have benefited from HIV-specific questions in the survey and
follow-up discussions. For example, we could have asked midwives and the other key
stakeholders about developing an HIV subspecialisation for midwives that included antenatal
care for HIV-positive women and reproductive health counselling for specific HIV risk
groups. It would also have been important to determine their interest in working with HIV
internationally, and creating, for example, a European HIV