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INTRODUCTION

This overview is a sequel to the publication "HIMDXS Prevention in Estonia in 2004 and
2005" and it presents the activities and resultafight against HIV and AIDS in Estonia
from 2006 to 2007. Particular attention is paidthie extensive foreign funding program
implemented over the course of four years, whictraased significantly the available
resources in the field of HIV in Estonia. The mag terminated in September 2007.

The overview begins with a report on the curretiagion of HIV transmission in Estonia.
This is followed by the presentation of the asdedatructures and the Global Fund to Fight
AIDS, Tuberculosis and Malaria. The fifth chappgovides an overview of the activities
aimed at different target groups in the framewadrkhe four year Global Fund program, as
well as the main results of the activities and igsigherformed in 2006 and 2007. The sixth
chapter includes texts compiled by many of the wiggions providing services in the field of
HIV on the developments in their organisationshia light of the experience gained from the
Global Fund program. The collection concludes vatsummary of the main achievements
and challenges of recent years in the fight ag&figtand AIDS in Estonia.

We would like to express our gratitude to all tle®meration partners who have made their
contributions to preventing HIV and supporting plediving with HIV and AIDS in Estonia.



1. TRENDS OF HIV TRANSMISSION IN ESTONIA

A major change in the registration of new caselIdf infection in Estonia took place in the
second half of 2000 when an epidemic spread affieetion was discovered among injecting

drug users (IDU).

From 2005 to 2007 the numben®iv infection cases has remained

relatively stable with over 600 discovered casesypar (see Figure 1). As at the end of 2007,
a total of 6,364 HIV infection cases had been tegtsl in Estonia and AIDS had been
diagnosed in 191 cases. 0.9 per cent of the Estamisidents aged between 15 and 49 are
known HIV infection carriers (6,088 registered aséinfection per 673,431 residents aged
between 15 and 49).

7000

6000 -

5000 -

4000 -

3000 -

2000 -

1000 -
96

486

1960

2859

1474

899

3699

840

4442

743

5063

621

5731

668

6364

633

0 +—

1988-

2000

2001

2002

2003

2004

2005

2006

2007

1999

‘—‘—new HIV cases

total HIV cases ‘

Figure 1: Registered HIV cases 1988-2@®xlrce: WTCH)

By gendey the percentage of women among the new registeasés of infection has
increased significantly compared with the first iyed the epidemic spread of HIV. This
change can be attributed to the fact that the nurobeegistered cases among men has
decreased over the years. This indicator has l&atively stable among women since 2002,
ranging from 232 to 270 new infection cases per {&e Figures 2 and 3).

! Data from

the HIV Reference Laboratory of

the Weallinn Central Hospital (WTCH)

(http://www.Itkh.ee/?id=1070) and Statistics Estofivww.stat.ee) have been used to calculate thevkridlV

prevalence in different population groups.
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Figure 2: Registered HIV cases by gender 2000-29) (Source: WTCH)
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Figure 3: Registered HIV cases by gender 2000-28&#ce: WTCH)

By age groupthe majority of registered HIV infected people @ersons aged from 15 to 24
years — at the end of 2007 this group included 88&rsons, i.e., 62 % of all HIV cases.
1.9% of the total youth population aged 15-24 arewkn HIV carriers (in January 2008 there
were 203,471 inhabitants aged 15-24 in Estoniape mumber of new HIV registrations,
however, has dropped significantly over the yearshis age group. Combining the gender
and age data, the number of discovered infecti@ssdecreased in the groups of men aged
15-19, women aged 15-19, and men aged 20-24. Samease can be detected since 2005 in
older age groups (25-29, 30 and older) (see Figuarsl 5).

These changes have resulted in a decrease of thenpege of persons aged 15-24 years
among the new cases of infection. While in 200Gy tbonstituted 77% of all registered cases
in that year, they only accounted for 38% in 200ihe age group 25-29 years has gained
most in terms of percentage — while 12% of new £asdonged to this age group in 2001, the
percentage has increased to 27.5 % in 2007.
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Figure 5: Registered HIV cases by gender in salemte groups 2000-2007

M = male, F = femalgSource: WTCH)

As at the end of 2007, a total of 778 HIV cases been registered over the years among
pregnant women 46% of these women (n=356) first learned abbeirtinfection during

pregnancy. The number of infected pregnant wormehthe number of new cases of HIV
among them increased rapidly until 2003. From 2@03005 the number of registered cases
has been stable and a small decrease can be detethe two most recent years (see Figure
6). Most of the pregnant women infected with HI\ldrgy to the age group 15-24 years.

The first HIV positive pregnant woman was registere 1993 and the first birth took place in
2000. There have been 467 known births over theseoof eight years. In 25 of these cases
HIV was transmitted from the mother to the infasgd Figure 7). 4% of the infants received

HIV from their mother in 2006, and 2% in 2007.
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Figure 7: Number of infants born to women infecteth HIV 2000-2007(Source: WTCH)

Ida-Virumaa and Tallinn continue to be the mainigeg of the spread of HIV in Estonia —

91% of the new infection cases in 2006 and 200&wegistered in these two regions. The
number of new HIV cases decreased both in Ida-Vaaand in Tallinn until 2005 and has
been stable from 2005 to 2007 with over 300 reggsteases annually in lda-Virumaa and
over 200 cases in Tallinn (see Figure 8). As atahé of 2007, the number of registered
people living with HIV and AIDS (PLWHA) per 100,000opulation was 2,129 in Ida-

Virumaa and 569 in Tallinn. There are 38 known FA\Vper 100,000 population in the rest

of Estonia.
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Figure 8: Registered HIV cases by selected req20€-2007Source: WTCH)

Six AIDS Counselling Cabinetgerform approximately 5% of all HIV tests in Estmnbut
discover about one third of all new infection cag&’% in 2006-2007). The percentage of
injecting drug users among the PLWHA discoveredh®y AIDS Counselling Cabinets has
decreased in comparison to the first years of thdeenic. While IDUs amounted to 90% of
the infection cases discovered in the cabinetDbil2they only constituted about half of the
cases in 2004-2007. This can be attributed tofalee that the absolute number of the
discovered HIV cases among IDUs decreased signtfican the period 2001-2004 while the
number of non-injecting persons diagnosed with Hi¢reased in the same period. The
number of IDUs and other visitors identified as Hiwsitive by the Cabinets has been stable
in the last four years (see Figure 9).

The percentage of injecting drug users among tta vasitors of the cabinets has decreased
as well — during the period 2002-2004 IDUs accodrite 14-17% of the visitors, but 6-9%
in 2005-2007. 2-3% of the visitors of the six All@®unselling Cabinets who are not drug
users are identified as HIV positive, while thegegitage ranges from 19 to 29 among IDUs
(this indicator was lowest in 2004 and highest002).
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Figure 9: HIV cases registered in six AIDS CounsgllCabinets among injecting drug
users and other visitors 2001-2@8durce: NIHD)
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Among prisonersthe first new case of HIV was registered in 2089 the end of 2007 1,463
persons had learned about their infection in a Ipesétution, which constitutes 23% of all
discovered cases. The number of new cases registepenal institutions increased rapidly
from 2000 to 2001, but has been consistently dsorgasince then. The percentage of
persons who learned about their infection in a persitution among all cases of infection
discovered annually in Estonia has shown a steadsedse (see Figure 10).
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Figure 10: Registered HIV infection cases amongqgorers 2000-200Bource:WTCH)

The number of new tuberculosis cases has decraaséstonia — 645 new cases were
registered in 2000 and 408 in 2007. According te Thuberculosis Register the first TB
patient with HIVwas discovered in 1997. The number of TB patierntis HIV has increased
since 2003 and the percentage of HIV positive persomong all cases of TB has increased
(see Table 1). As at the end of 2007, HIV had beegnosed in 183 TB patients. The
majority of HIV cases have been discovered among T patients (n=159, 87% of HIV/TB
cases).

Table 1: Registered HIV cases among TB patient8-P®®7(Source: Tuberculosis Register)

Year Total number of HIV cases
TB cases No % of TB cases

1997-1999 1574 2 0.1
2000 782 2 0.3
2001 798 7 0.9
2002 648 17 2.6
2003 570 13 2.3
2004 561 22 3.9
2005 501 33 6.6
2006 433 38 8.8
2007 466 49 10.5
TOTAL 6333 183 2.9




2. STRUCTURES FOR IMPLEMENTING INTERVENTIONS

Strategy and expenditures

Estonia has been working in HIV prevention alretafytwenty years. Laboratory diagnosing
of HIV began in the end of the 1980ies and tha M®S Counselling Cabinets were set up.
The first national programme was developed for peeiod 1991-1996. Current work is
governed by the fourth national framework documeiiitich was developed in multisectoral
cooperation in 2005. The general objective ofrthgonal HIV and AIDS strategy 2006-2015
is to achieve sustained decrease in the spread\bfirHEstonia. Individual activities are

designed for various target groups, but the prewitre the following (see Eesti riiklik ...

2005):

- implementing harm reduction measures among injgcmg users;

- preventive activities among young people in riskugrs and their sexual partners;

- ensuring availability of healthcare services toglediving with HIV and AIDS.

Implementation of the strategy is coordinated by tHIV/AIDS Committee of the
Government of the Republic. The committee includeputy secretary generals of the
ministries and other representatives of key puiplgtitutions, as well as representatives of
non-governmental organisations, hospitals, locakeguments, strategy creation work groups
and PLWHA. The ministries involved in the implentsion of the strategy include the
Ministry of Social Affairs, Ministry of Justice, Mistry of Education and Research, Ministry
of Defence, Ministry of the Interior and Office die Minister for Population and Ethnic
Affairs. All ministries prepare annual action ptaand budgets in their government area for
the achievement of strategic objectives. The duteted implementation plan for the
strategy is approved by the governmental Commitidee majority of preventive activities in
the framework of the strategy are implemented tfinothe National Institute for Health
Development (NIHD), a subordinate body of the Miniof Social Affairs. The Ministry of
Social Affairs is the institution that coordinateg activities of different parties.

In addition to state budget an important sourcéuntling from October 2003 to September
2007 has been the Global Fund to fight AIDS, Tublesis and Malaria (GFATM). The
financing of the national strategy from this Fundoainted to 39 million in 2006 and 36
million in 2007 (39% and 22% of the total expendstifor the strategy, respectively). The
programme supported the work of organisations iffepreventive and healthcare services
and developed systems and competence for the oatiah and implementation of activities.

The majority of the national strategy expenditures, more than half in 2006 and 2007 were
payments for the services provided to PLWHA. EHEKmillion of the amounts listed in
Table 2 were paid over two years for the antireted\drugs. 26% of the expenditures are
associated with the provision of services to injgcdrug users and preventive work among
the youth. 65-70% of the national strategy budge®006 and 2007 was spent through the
Ministry of Social Affairs and the National Instieufor Health Development. 25-30% of the
amounts are associated with the expenditures oE#itenian Health Insurance Fund on the
provision of stationary and ambulatory medical dar¢he insured PLWHA and support for
the prevention work among the youth (such as Y&@dhnselling Centres). The Ministry of
Justice is the largest supporter among the renginmimistries, contributing 2-3% of the
funds of the national strategy.

In addition to the ministries, financial contribaris to the field were made in 2006 and 2007
by the Gambling Tax Council, Integration Foundati@viorld Health Organization (WHO),
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United Nations Office on Drugs and Crime (UNODCY Public Health Programme, Nordic
Council of Ministers, some local governments andhassies.

Table 2: National HIV and AIDS strategy implemeidatcosts 2006-2007 (EEK)

(Source: reports of the strategy’s action plan 200@07)

% of
Target group or activity field 2006 2007 Total expenditures
Injecting drug users 15,762,26319,457,762 35,220,025 13.5
Youth 14,603,918 18,493,101 33,097,019 12.7
Sex workers 845,039 1,334,313 2,179,357 0.8
General population 1,873,886 3,115,966 4,989,807 1.9
Prisoners 2,459,903 5,421,375 7,881,278 3.0
Vertical transmission of HI¥/ 34,612 100,752 135,364 0.1
Men having sex with men 538,906 493,000 1,031,906 0.4
Persons at risk due to professign 8,175 760,800 768,975 0.3
HIV testing 3,695,152 4,168,086 7,863,238 3.0
People living with HIV and
AIDS 54,231,462 100,482,357 154,713,819 59.4
Surveillance, monitoring and
evaluation 1,672,108 1,800,907 3,473,015 1.3
Coordination, training of
partners, development of
service$ 3,766,652 5,398,611 9,165,263 3.5
TOTAL 99,492,026161,027,030 260,519,056  100.0

Surveillance, monitoring and evaluation

In Estonia, the longest history of HIV/AIDS datalleotion is associated with passive
surveillance, i.e., registration of new cases o¥ ldhd AIDS diagnoses. This information is
recorded by the HIV Reference Laboratory of the ¥Wedlinn Central Hospital (WTCH) and
the Health Protection Inspectorate.

Since 2003, there have been consistent efforthetnational level to develop studying
different target groups and monitoring the effiagrof implemented activities. The data
provided in this material represents a part of thaisk. Measuring the implementation of
prevention work and studying knowledge, behaviowt ather trends in various target groups
enables specific allocation of resources and ifleation of the required services. The
national HIV and AIDS strategy sets the followingjective for the field of surveillance,
monitoring and evaluation: “Evidence-based planmmthe field of HIV has enlarged”.

The following major studies and questionings ofvier users have been carried out in the
field of HIV:
— Youth:

2 The amount includes expenditures on the trainigpalthcare and social workers. It does not ihelu
expenditures on the services for pregnant womeighnre part of the general healthcare system.

% The expenditures in 2006 do not include the an®fartensuring the availability of safety equipmant
vaccination against hepatitis B in the administafirea of the Police and Rescue Board. Theserambave
been included in the listed expenditures of 2007.

* The amount of 2006 includes only the GFATM prognaercoordination costs; the amounts of coordination
the state budget funding have been divided betwtwar expenditure items. The amount of 2007 inesuall
coordination costs in the NIHD.
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o study "HIV related knowledge, attitudes and behaviamong Estonian youth"
(years of data collection: 2003, 2005, 2007);

o initial and follow-up questioning of school and ational school students, youth
in welfare institutions and conscripts (severalveyrwaves during the GFATM
Program).

Injecting drug users (IDU):

o study "Prevalence of HIV, other infections and risghaviour among injecting
drug users” (years of data collection: 2005, 2007)

0 survey of the first-time and returning visitorssyfringe exchange points (years of
data collection: 2003, 2004, 2005, 2006, 2007);

0 questioning of IDUs and their sex partners visit8igl diagnostic and treatment
services (continuous data collection since 2006).

Sex workers (SW):

o study "Prevalence of HIV and risk behaviour amoeghdle sew workers in
Tallinn" (years of data collection: 2005-2006);

0 survey of the first-time and returning visitorstbe STI diagnostic and treatment
services for sew workers (years of data collect&f}94, 2005, 2006, 2007).

Prisoners:

o study "HIV and drug use related knowledge, attitudad behaviour among
prisoners” (years of data collection: 2004, 2006);

o survey of new and regular members of support grdapsmprisoned PLWHA
(years of data collection: 2004, 2005, 2006, 2007).

Men having sex with men (MSM):

o study "HIV prevalence and risk behaviours among Mi8Mallinn and Harjumaa:
Pilot study using respondent driven sampling" (yefadata collection: 2007);

o study "HIV related knowledge and behaviour amongW\siting gay websites"
(years of data collection: 2004, 2005, 2007).

People living with HIV and AIDS:

o study "Quality of life and discrimination of PLWHWsiting infectionist” (years of
data collection: 2005-2006);

o study "Qualitative research on Access Barriers FtWHA in Estonia and
Kaliningrad” (year of data collection: 2007).

Others:
0 questioning of the visitors of AIDS Counselling @adis (continuous data collection

since 2004);

o some HIV-related questions have been included e kdfannual survey of Health

Behaviour among Estonian Adult Population (the dangpdrawn from the Estonian

residents aged from 15 to 64).

. GLOBAL FUND TO FIGHT AIDS, TUBERCULOSIS AND
MALARIA °

The Global Fund to Fight AIDS, Tuberculosis and & was created in January 2002 to
dramatically increase resources to fight threehef world's most devastating diseases. The
fund operates in a partnership between governmeni$ society, communities and private
sector. GFATM is an independent international geMaw foundation seated in Switzerland.

® The following overview is based on the informatfosm the GFATM website. See
http://www.theglobalfund.org
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The general operating principles of the organisadige the following:

GFATM attracts and disburses financial resourcdgta AIDS, tuberculosis and malaria
in different countries. The Fund does not implem@nbgrams directly; they are
implemented by the organisations and experts dbtia level.

In awarding grants, GFATM gives priority to effa@i proposals from countries and
regions with the greatest need, based on the hidgheden of disease and the fewest
financial resources available to fight these epidem The Fund also supports regions
with emerging epidemics.

The Fund only finances programs when it is asstiratlits assistance does not replace or
reduce the existing sources of funding in a coubttycomplements them.

Both prevention and treatment are funded basedaaily determined needs.

The Fund encourages new partnerships at the leeal, Isupporting shared participation
of different sectors in the development of couingposals.

GFATM uses an independent panel of experts foerevig the proposals.

Grant-making is based on performance — key indisadce identified in cooperation with
the recipient country to measure the progresseptiogram. Local implementation in a
country is monitored by an independent organisatalacted by GFATM.

Key structures of GFATM include:

The Board: decides on the approval of grants. Towrdis supported by four committees.
Secretariat: is responsible for the day-to-day afp@ns of the Fund, incl. monitoring the
progress on national programs and involvement abdo

Technical Review Panel: independent panel of egpidt reviews all grant proposals
received by the Fund and recommends proposalsifidlirig to the Board.

Country Coordinating Mechanism (CCM): multisecto@uncil that submits grant
proposals to GFATM and oversees progress durindgemmgntation after approval of the
proposal.

Principal Recipient: coordinator of the GFATM pragr in the recipient country,
nominated by CCM. The principal recipient is resgible for program planning and
reporting, as well as allocation of resources tifeddnt partners that implement the
activities.

Local Fund Agent: a representation of the Funcherecipient country to oversee grant
performance and verify accuracy of reports.

Partnership Forum: a forum of stakeholders thattsneeery two years to discuss issues
related to GFATM policies and strategic choices.

The international Board of GFATM includes represéimes of donors and recipient
countries, non-governmental organisations, theapeigector and affected communities. Key
international development partners also participatduding the World Health Organization,
the Joint United Nations Programme on HIV/AIDS (US) and the World Bank.

Since the beginning of 2002, the Fund has orgarssedn rounds of proposals. They have
resulted in over 400 programs in 136 countriese fhal amount of accepted grants is USD
5.8 billion (see Table 3). The distribution of qote proposals between different world
regions is shown in Table 4.

The donor contributions to support the work of Buad are voluntary. The group of donors
includes many national governments, large entexprisiternational organisations, etc.
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Table 3: The amounts of GFATM accepted proposaldi®gase categories 2002-2007

Disease Budgeted amount,
billion USD

HIV and AIDS 2.95
Tuberculosis 0.96
Malaria 1.77
Integrated programs 0.15
TOTAL 5.83
Table 4: The distribution of GFATM accepted propgedsy regions 2002-2007
Region Number of %

states
East Asia and Pacific 22 16.2
Eastern Europe and Central Asia 21 154
Latin America and Caribbean 31 22.8
North Africa and Near East 15 11.0
South Asia 9 6.6
Eastern Africa 10 7.4
Southern Africa 10 7.4
Central and West Africa 18 13.2
TOTAL 136 100.0

4. STRUCTURE OF THE GLOBAL FUND PROGRAM IN ESTONIA

Launch of the program

In cooperation between Estonian specialists amileagh expert Estonia submitted a proposal
to GFATM for the implementation of HIV preventiorrggram in September 2002. The
known epidemic spread of the infection had stattenl years earlier and had affected both
Ida-Virumaa and Tallinn. There were 2,859 infegbedsons registered by the end of 2002.
The proposal submitted to GFATM starts with theédwing statement: "Estonia has the most
rapidly spreading HIV epidemic in Europe. The couid to responding vigorously but needs
significant and immediate external investment ikito respond as rapidly and effectively as
possible. Estonia faces an HIV epidemic spreadind0 times the rate in most Western
European countries, yet has less than a thirdeofdbources available to respond.”

At the time of submission of the proposal, work wdase in the framework of the National
HIV/AIDS Prevention Program for 2002-2006, which swv#he third Estonian national
framework document. The 2002 budget of the prograthe Ministry of Social Affairs was
EEK 11.35 million (including supplementary budgethis was complemented by support for
HIV prevention from other sources, such as foumdtati embassies, international
organisations and local governments. By the timeapproaching GFATM Estonia had
launched most of the key initiatives to fight HIMARAIDS, but lacked sufficient financial
and administrative resources for rapid improvemanthe availability and scope of the
services.

The proposal submitted to the Global Fund incluaetivities and objectives in relation to six

target groups — youth, injecting drug users, serkears, prisoners, men having sex with men
and people living with HIV. The funding proposat cdhot foresee activities in relation to
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HIV testing, occupational safety, donors, tubersidoor some other areas, since they had
been covered by other sources of funding or prografrhe desired goal of the program was
to reduce risk behaviour among the abovementiomgulilption groups and to improve the
quality of life of people living with HIV. A sepata objective was to increase the institutional
capacity and cooperation of partner organisation®lved in the implementation of the
program.

GFATM accepted the Estonian proposal and the agremas signed in September 2003.
The program was divided in two phases — the filsase lasted from October 2003 to
September 2005 and the second phase from Octoloér te0September 2007. NIHD was
nominated as the Principal Recipient and coordmaitéhe program. The preparatory period
of the program ended in the beginning of 2004, i start of service provision to various
target groups, covering more than ten areas ofigctiOver four years Estonia received EEK
135.86 million — EEK 50.45 million in the first pgoam phase and 85.41 million in the
second phase.

Structures associated with the program

The structure of the Estonian GFATM program coesisif the following:

- Country Coordinating Mechanism;

- Principal Recipient — National Institute for Healllevelopment;

- Implementing institutions — non-governmental orgations (NGO), private limited
companies, hospitals, prisons;

- Local Fund Agent — Pricewaterhouse Coopers.

A precondition of disbursement was establishmerat Gbuntry Coordinating Mechanism that
brought together representatives of governmenttties) non-governmental organisations
and private sector working in the field of HIV. @lstonian CCM was the official submitter
of the proposal to the Global Fund as well as thetye that nominated the Principal
Recipient. The main functions of CCM during theogmam period included approving
Estonia's four-year proposal and the updated peddos phase 2, overseeing the program
performance and approving quarterly reports, makumggestions for changes in the program
implementation. The work of CCM was organised by Binistry of Social Affairs and the
chairman of CCM was the Minister of Social Affairfhe membership of CCM has changed
over the four years — the last panel had 24 membelsding eight representatives of NGOs,
nine from the governmental sector, two local goweent representatives, two from the
private sector, two from the academic sector and ogpresentative of a multilateral
international organisation.

The program was administrated by NIHD as the subatd entity of the Ministry of Social

Affairs responsible for the implementation of vaisonational public health strategies. The

Institute had four full-time positions for the pragh: Program Manager, Financial Manager

and two analysts. The main functions of the PpakcRecipient included:

- Organisation of public procurements to identifytabie service providers and suppliers
(of syringes, condoms, etc.);

- Conclusion of contracts with the service providarsd suppliers and overseeing the
performance of contracts;

- Development of an operational and financial repgrigystem and monthly collection of
data from the service providers;

- Verification of eligibility of the expenditures gkrvice providers;

- Compilation of quarterly reports for CCM and GFATM;

- Preparation of the proposal for phase 2 of the narg
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- Analysis of program performance, organisation al/eys among the target groups and
external evaluations;

- Organisation of trainings for partner organisatjons

- Publication of the program activities and studyuhess

- Planning of program termination and transition a@e&ynmental funding.

The following activities in specified target groupere carried out in the framework of the

program:

- Youth: educating school and vocational school sttgJeconscripts and young people in
social welfare institutions, awareness raising gidine peer education method, media
campaigns. The activities for the youth were eariout by a total of 8 NGOs during the
program period. Additionally, NIHD was involved ithe organisation of the media
campaigns.

- Injecting drug users: syringe exchange and methadabstitution treatment. Services to
IDUs were provided by 4 NGOs, 3 private limited qanies and 3 hospitals.

- Sex workers: services for diagnostics and treatnoérgexually transmitted infections
(STI), counselling and day centre services. Oneapeilimited company and two NGOs
were implementing those activities.

- Prisoners: lectures and consultations, supportpgrdor PLWHA. Activities were carried
out by one NGO and two prisons.

- Men having sex with men: information centre sersi@nd distribution of safe sex
supplies in clubs and bars. These activities warged out by one NGO.

- People living with HIV: healt monitoring for the ®ns without health insurance,
procurement of antiretroviral (ARV) drugs, psyclazisl support services. Services to
PLWHA were provided by 4 hospitals and 6 NGOs.

A total of 27 organisations participated in the kvof the program over the four years. Some

organisations provided several services simultasigou

The program included large volume central procuremef syringes and needles, skin
disinfectant swabs, condoms, lubricants, methadom@ge test kits, various information
materials and ARV drugs.

The international business consultation companygelmaterhouse Coopers served as the
GFATM Local Fund Agent. They exercised the follagifunctions to protect the interests of
GFATM:

- Approval of the services and supplies procureméart;p

- Auditing the program work and random verificatidrttee accuracy of collected data;

- Verification of eligibility of the expenditures &fIHD;

- Review and approval of the quarterly operational fimancial reports.

Finances

The priority target groups in the Estonian GFATMgnmam were injecting drug users and
people living with HIV. 67% of the total prograrmédncing was used for the services for
these target groups (see Table 5 and Figure 1¥).ndjority of the amounts disbursed for
PLWHA were used to pay for the ARV drugs.
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Table 5: Distribution of finances by program ye&EK (implementation)Source:NIHD)

Target group or field Year 1 Year 2 Year 3 Year 4 OTAL
Youth
it 5,356,370 2,824,300 3,740,440 4,134,650 16,055,760
(objective 1)
Injecting drug users 6.290,130| 6,577,780, 9,213.150| 12,300,730 34,381,790
(objective 2)
Sex workers 683,080| 703,480 705200  918.760| 3,010,520
(objective 3)
Prisoners 982,450| 663,970 755,880 868530 3,270,830
(objective 4)
Men having sexwith men | ) o) 260 759.370] 5443000 503820 3,232,250
(objective 5)
People living with HIV-and | - ¢ ;o5 aa|  g.841.130 11,350,350 31,579,040 56,876,400
AIDS (objective 6)
Coordination, audits, partner
training 2,866,100 3,836,890 2,220,540 4,619,590 13,543,120
(objective 7)
Monitoring and evaluation 590,830| 2,940,210 588,500 1,374,300, 5,493,840
(objective 7)
TOTAL 23299 600 27,147,130 29.118.360 56299420 135864510
60
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40
30 25:525:2 27,6
201 16,2
13,3
10 92 a3 43 8,0 7.0
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0 T I ‘ ‘ I:h_
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Figure 11: Distribution of expenditures betweeneghiyes in two program phases (%)

(SourceNlIHD)

17



5. RESULTS OF ACTIVITIES AND STUDIES

5.1. Injecting drug users

The use of drugs among Estonian youth has beepasitry year by year. According to a
survey among school students aged 15-16, 7% oydhth in this age group had tried some
illegal drugs in 1995, 15% in 1999, 24% in 2003 &0&6 in 2007 (Allaste 2008:21). In the
population group 18-69, the percentage of people hédwe tried illegal drugs at least once
has increased from 6% in 1998 to 14% in 2003 (€akl 2005:22).

The number of injecting drug users in Estonia sthtb increase in the 1990ies, accompanied
by higher level of hepatitis B and C infectioRsom 1992 to 1998 the number of new cases
of hepatitis B per 100,000 population increasedtisnes (from 5.8 to 33.9 cases) and the
number of hepatitis C cases increased sixty tirfresn(0.4 to 25.2 cases) (source: HPI). An

upsurge in the number of registered HIV cases\@bin the second half of 2000.

Successful prevention among injecting drug useosilshinclude the following elements (see

UNAIDS 2007:46):

— Sufficient coverage of the target group and goaalability of sterile injecting equipment
(including in prisons);

— Auvailability of high-quality voluntary drug treatme programs (in particular substitution
treatment with methadone or buprenorphine, for gptajn

— Promotion of condom use and ensuring constantatihil of condoms;

— Auvailability of treatment and care services for §THIV, AIDS and tuberculosis;

— B hepatitis vaccination for IDUs and their sex pars;

— Enabling services associated with reproductivetheptevention and reducing the risk of
mother to child transmission for female IDUs anchéée partners of IDUS;

— Creating safe environments for information disttibn (e.g., counselling phone lines, low
threshold centres);

— Training medical professionals to reinforce thecpca and increase efficiency of the
work with IDUs;

— Education of law enforcement staff to reduce hanasd of IDUs in the vicinity of the
prevention and treatment locations;

— Elimination of legal barriers that restrict accasgrevention and treatment services.

The estimated number of injecting drug users iroilatis 13,800 persons (Uuskiila et al
2005a). HIV prevention focuses on harm reductioatagies. Harm reduction is based on the
interventions to reduce health risks associatedh wharing of injecting equipment (like

spread of HIV and other infections, mortality fratrug use) and to improve the health and
social coping of drug users (see WHO 2005a, WH@& 2004). The syringe exchange system
enables to provide counselling together with stemljecting equipment and condoms. In
addition to stationary syringe exchange points (SB&treach work is also important to reach
the persons and groups who do not find the serwcesheir own. For that purpose the
employees of syringe exchange go to the gatheoogtibns of drug users. In substitution
treatment the drugs injected by opioid addictssatestituted with orally administered medical
product to reduce the abovementioned risks as agetiombat illegal drug use and criminal
behaviour. In Estonia the national strategy foresaéstitution treatment with methadone.
STI diagnostic and treatment services are offesd®Us and their sex partners since 2006.
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According to the Estonian National HIV and AIDS &#&gy for 2006-2015, the strategic
objective in connection with this group is as fello "The number of drug injectors has
decreased and the spread of HIV among the IDUsaha@nstant declining tendency.” The
sub-objectives include reduction of risk behavioudrug injection and sexual relations and
increasing the number of opiate-injecting drug sisesubstitution treatment.

GFATM PROGRAM, 10.2003-09.2007

The Estonian proposal submitted to GFATM in 200gl&ixs that the group of injecting drug
users is particularly important for prevention lne tight of the progression of HIV epidemic
in Estonia. According to the agreement signed ipt&aber 2003 between GFATM and
NIHD, a commitment was made to expand significattiy scope of existing harm reduction
services during the four-year program.

Syringe exchange

First syringe exchange pilot project started iroBgt in 1997. Prior to launch of the GFATM
program in 2003, there were four organisations ipling syringe exchange services in 18
syringe exchange points, including 5 in Tallinn,iftAda-Virumaa and 1 in Laane-Virumaa
(source: HIV/AIDS-i Ennetamise...2003).

The volume of the syringe exchange services ineteagynificantly during the four years of
GFATM program and one new organisation were adddle service providers. The relative
importance of outreach has increased greatly ientegears. By the end of the GFATM
program (September 2007), there were five actigamsations with a total of 26 SEPs,
including 7 stationary points and 19 outreach teamms Tallinn and 19 in Ida-Virumaa. The
service providers were: Narva Rehabilitation Centoe Drug Users and Alcoholics

(NRCDA), NGO “We Help You”, Convictus Estonia, AlDiformation and Support Centre
and Ltd Corrigo.

The attendance at syringe exchange points and uhwer of distributed equipment items
have increased rapidly during the GFATM programaqaer The number of first-time visitors
has been relatively stable: 2,552 in the first y@a449 in the second, 2,737 in the third and
3,164, the most, in the fourth year of the progriearly 193,000 visits in total were made to
the SEPs during the four program years, includio@®@2 first-time visits. The volume of
syringe exchange in Ida-Virumaa accounted for 65%llovisits while Tallinn had 35%.
Approximately 4.49 million syringes, 1.77 millionomdoms and 158,742 pieces of
information materials were distributed to the targeup in the framework of the GFATM
program (see Figures 12 and 13). On average, ¥0ii2Zges and 4 condoms were give out
during one visit. IDUs returned 2.46 million usedisges to SEPs, i.e., 55% of all syringes
distributed. The number of returned used syrirgesalso increased over the years.
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Figure 12: Number of visits to syringe exchangedmnjions in different program years
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Figure 13: Number of syringes and condoms distedun different program years

The activity reports to GFATM highlighted the numbef first-time visitors and distributed
syringes. The expected program results with regarftst-time visits have been exceeded.
The expected result with regard to the number oinggs distributed to drug users was
achieved to the extent of nearly ninety per cem (Sigures 14 and 15).
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Figure 14: Planned and achieved number of firsetuisits to the SEPs by program years,
cumulative indicator
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Figure 15: Planned and achieved number of disedbsyringes by program years,
cumulative indicator

Methadone treatment

Provision of methadone treatment to opioid addict&stonia started in 1998. Several new
providers of methadone treatment joined the exgstmganisations during the GFATM
program. In September 2007, there were six orgaomsathat operated in eight methadone
clinics — Narva Treatment Center of Abuse, Ltd @urr Clinic “Aasa”, Health Center
“Elulootus”, Wismari Hospital and West-Tallinn CesitHospital. Substitution treatment with
methadone is available in Tallinn, Narva, Sillamaéhvi and Kividli. Dispensing of the
medicinal product is accompanied by counsellingydényous specialists (psychiatrist, medical
professional, social worker) and treatment decsime made by a treatment commission.

The number of drug users receiving methadone tezatimas multiplied during the four years

of the GFATM program (see Figure 16). Nevertheldss, service still reaches only a small

part of IDUs and the objective of the four-year graom in terms of the number of treated

persons could not be achieved — the intended targetto have 840 drug users in treatment
by the end of the program.
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Figure 16: Number of methadone treatment patientsfierent program years

21



GFATM program objectives

The achievement of objectives for reducing riskéwebur of IDUs were measured by two
indicators and the data was collected through ssreé the visitors of SEPs. The objective
for the 2007 survey round, i.e., the end of the GMAprogram, was to achieve a situation
where 86% of the returning visitors of SEPs repottsharing syringes in the last month and
83% report condom use at last sex (see Table @®.fif$t objective was achieved and the
percentage of IDUs who used condom was slightlyelotivan expected.

Table 6: Injecting drug users' risk behaviour iatliics 2003-2006

Indicator Baseline
2003 2004 2005 2006 2007
first-time returning | returning | returning | returning
visitors visitors visitors visitors visitors
Percentage of IDUs visiting syringe
exchange who did not share syringes 52 80 75 89 89

with others in the last four weeks

Percentage of IDUs visiting syringe
exchange who used a condom 51 79 72 80 78
during last sex

ACTIVITIES IN 2006-2007

In addition to the abovementioned five organisatjdhree low threshold centres (in Tallinn,
Kohtla-Jarve and Paide) and Tapa AIDS Preventiah Brug Counselling Centre are also
involved in the syringe exchange system. Thereadotal of 30 SEPs in Estonia, including 8
in Tallinn, 20 in Ida-Virumaa, 1 in LAane-Virumaadal in Jarvamaa. After the termination
of the GFATM program syringe exchange is suppottedugh NIHD from the funds
allocated to the national HIV and AIDS strategy.

The services of the low threshold centres werenfied from the state budget in both years.
The relative importance of syringe exchange inlthve threshold centres is currently rather
limited and the main purpose is to offer drug usawanselling, social services (such as
washing opportunity) and basic medical services Tdur centres (including Tapa) were
visited more than 20,000 times in 2006-2007.

A total of nearly 1.62 million syringes in 2006 a2d million syringes in 2007 were
distributed to the target group through the 30 SEPde the respective numbers of condoms
were 0.54 and 0.75 million.

After the GFATM program funding of the methadoneatment is also drawn from the state
budget and coordinated by NIHD. The six afore ¢ismaedical organisations provided
methadone treatment to 602 drug users at the eBd0& and to 673 drug users in December
2007. Additional to that is the treatment provided a charge at Wismari Hospital and
WTCH. The Estonian Psychiatric Association havartetl to develop new treatment
guidelines for opiate addiction (the activity conigs in 2008).

A new service was introduced in 2006 — STI diagooand treatment for IDUs and their
partners, since HIV can be transmitted outside ftbm IDU population through their sex
partners. This service is provided by Ltd Corregzd Narva Hospital in Ida-Virumaa and
includes the following activities:

— Patient examination and diagnosing for STls;
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— Ambulatory treatment of STIs and follow-up examioajf

— Testing for HIV, hepatitis B and C;

— Referring the patients to an infectionist or anotecialist as necessary;

— Diagnosing pregnancy;

— Counselling on safe sex, pregnancy and infectitaesages.

The respective cabinets were visited 1,213 timeZ0®6 (including 639 first-time visits) and
2,817 times in 2007 (including 906 first-time vigit

The skills of the relevant specialists have beepraved and international cooperation
developed through two external projects. An EstoniLatvian, Lithuanian, Finnish and
Bulgarian joint project for "Expanding Network f@oordinated and Comprehensive Actions
on HIV/AIDS Prevention among IDUs and Bridging Ptgtion" was launched in the summer
2006 with financing from the EU Public Health Praqgpme (2003-2008). The project
objective is to prevent the transmission of HIV abder infections from high-risk groups to
bridging population (e.g., partners of IDUs) by remsing awareness and decreasing risk
behaviour. The Estonian project partner is NIHDuriDg the period 2006-2007 several
network meetings took place and low threshold amheeduction services were developed
(Estonian specialists visited training in Latvia danLithuania, local government
representatives learned about low threshold sesdaeing a study trip to Finland, the service
logo was developed, etc.). A study of the spreaHlIdf, other infections and risk behaviour
of IDUs and their partners was conducted duringgpeng and summer 2007 in Estonia,
Latvia and Lithuania (data analysis will be cometein 2008). In Estonia it was a follow-up
to the 2005 data collection and 700 IDUs from halland Kohtla-Jarve were questioned. A
training on the stigma and discrimination assodiatéth HIV and AIDS was organised in
Estonia at the end of 2007 for NGO representafiges Bulgaria and the Baltic countries.

A 4-year project of the United Nations Office onugs and Crime (UNODC) was launched
in Estonia, Latvia and Lithuania in 2006. The ahjee is to create a favourable environment
for better implementation of HIV prevention andecaervices for IDUs and in prison setting
in the participating countries. In 2007 a rapidemsment of the Estonian methadone
treatment was carried out by a foreign expert (DSkbata from Lithuania), employees of
drug addiction treatment centres participated irseminar in Riga on the substitution
treatment and the Estonian specialists receivedingaon methadone treatment services in
Lithuania. The experts of UNODC patrticipated ie #xternal evaluation of fighting HIV and
AIDS in Estonia in the end of 2007 and beginning20608 (see Chapter 7). A call for
proposals was announced in the end of 2007 andujygorted projects will be implemented
in 2008.

STUDY RESULTS

Survey of syringe exchange visitors

Data has been collected from first-time and retgnvisitors of SEPs and comparative
analyses have been carried out since 2003. Egatting drug user who visits a SEP for the
first time is asked to fill out a questionnaire.et&ning visitors are questioned once a year
during one month period. A quota sample is compdeparately for each participating SEP
for that purpose. Data collection is based on astiprenaire formed in cooperation between
NIHD and four service providers (Convictus EstoidDS Information and Support Centre,
NGO ,We Help You®, NRCDA). The size of the sampie2007 was 1,511 first time visitors
and 399 returning visitors (see Lohmus and Trunz0aB).
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General indicators

Over three quarters of the IDUs who visit SEP ae:m@and the average age of visitors is
approximately 25 years.

Nearly 90% of the visitors are non-Estonians (nyoRtlissians). Half of both first-time
and returning visitors do not work or study anduawdone tenth are employed.

29% of the first-time clients have been injectingg$ for up to one year, 37% for 2-4
years and as many for 5 or more years. 55% ofetuening visitors have injected drugs
daily during the four preceding weeks and 34% taoiee so several times a day.

73% of the returning clients inject opiates andf haject stimulators. The most
widespread drugs are amphetamine and heroine. v&rage 1.6 different substances
were injected during the four weeks preceding thdys

The average age of the SEP visitors has increagédd years during the five years of
surveying. The number of employed clients incrdasetil 2006. The frequency of
injecting drugs increased until 2005 among retugmiisitors.

Service use
Most of the clients of syringe exchange also takale syringes for their peers.

60% of the returning visitors have used the syrisgehange service for longer than a
year and 54% have visited SEP at least once a duzékg the preceding four weeks.

The drug users get many syringes during one vigit the preceding month, half of the

returning visitors received more than 10 syringe®me visit while 31% received 6-10

syringes. The relative importance of secondarynggr exchange is high — 89% of the
returning clients have taken syringes for theirrpee the preceding four weeks and 58%
have done so in all or most visits.

92% of the returning visitors have brought backdusgringes to SEPs in the preceding
month and 81% have done so in all or most visits.

The length of the total time period when SEP wasted has increased continuously
during the survey years (except in 2006). Compuai#id previous survey years, the visits
to the SEPs became less frequent in 2007 and ltteszeemportance of secondary syringe
exchange increased (see Figure 17). The numbegriofyes given to the visitors during

one visit has been increasing since 2005. Theafteturn of used syringes to SEPs
increased until 2005.
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Figure 17: Returning clients who took syringestfagir peers in the preceding four weeks,

2003-2007 (%)

Knowledge and behaviour

The majority of SEP visitors do not share syringth other drug users and the level of risk
behaviour has decreased over the years.
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— A large majority of both the first-time and returgi visitors are aware that the risk of
contracting HIV can be reduced by using a condomnduevery sexual intercourse and
that HIV can be transmitted by sharing syringe®%f the first-time visitors and 93%
of the returning visitors gave correct answersdth lguestions.

— 76% of new clients and 89% of returning clientsorégd never sharing syringes when
injecting drugs during the preceding four weeks.he Tlevel of risk behaviour is
significantly lower among returning SEP visitorscomparison to first-time visitors. The
percentage of drug users who did not share syrigges among the first-time visitors
during the period 2004-2006 and among returningors in the years 2004 and 2006.
Compared with the first survey round in 2003, tleecpntage of IDUs who do not share
syringes has increased by 26% in case of retuvisigprs and by 16% in case of new
visitors (see Figure 18).

— Nearly one fifth of first-time and returning visigdid not have sex during the preceding
four weeks and half had one sex partner. 7% oféhening visitors had sex in exchange
for money or other benefits in the preceding foeeks.

— 44% of new clients and 62% of returning clients wiaal sex in the last month reported
always using a condom. 66% of first-time visitaral 78% of returning visitors reported
doing so during last sexual intercourse. The le@felondom use is much higher among
returning visitors. The condom use indicator o$tftime clients decreased in 2007. It
has remained stable over the years in case ohietuvisitors (see Figure 19).
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Figure 18: SEP visitors who did not share syringgeeceding four weeks, 2003-2007 (%)
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Figure 19: SEP visitors who always used a condopreceding four weeks, 2003-2007
(% of those who have had sex)
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— 47% of the first-time visitors and 43% of returnimgitors have been tested for HIV in
the last year. 77% of returning visitors have tak#V tests during their lifetime (the
first-time visitors were only asked about the Batmonths).

— The calculation of the total score of risk behavimas based on both injection and sexual
behaviour. Most of the IDUs who come to syringehange for the first time (52%)
belong to the intermediate risk level. Drug usardow risk level dominate among the
returning visitors, accounting for 58%. In compango first-time visitors, the group of
returning clients includes more IDUs with low lewadl risk behaviour and less persons
with intermediate or highest risk behaviour. Conrepawith the two earlier survey years,
the aggregated level of risk behaviour among SERovs has decreased during the period
2005-2007 in both visitor groups and has stayduletsince 2005.

— SEP visitors with adequate knowledge about HIV gnaission exhibit less risky
behaviour in drug injection and sexual relations.

5.2. Youth

Over the years most cases of HIV in Estonia hawn lsBscovered in the age group 15-24.
Persons in this age bracket constitute 63% ofegiistered HIV cases (as at the end of 2007).
According to an Estonia-wide youth survey, onehfiftf the young people aged 14-15 and
nearly a half of the people aged 16-18 had expeetisexual intercourse. The young people
with sexual experiences in their teen years havee sexual partners and casual relations than
adults (see L6hmus and Trummal 2007), but theivesland attitudes are in developing
phase.

In order to prevent the spread of HIV from injegtuirug users to their sex partners and youth

with high risk behaviours, the interventions shoudlitus on improving knowledge,

developing attitudes and reducing risk behaviouomgnyouth. Prevention work among

young people is a broad field and the target giewgry large. Interventions can be divided

in three main groups: communication of knowledgeysvhow the infection is and is not

transmitted, methods of protection), creation of anvironment for safe behaviour

(availability of condoms, etc.), access to highiquaealthcare services (counselling, testing,

treatment) (Harro and Rudutel 2004: 87-88). Accaydito UNAIDS recommendations

successful prevention should include the follonahgments (UNAIDS 2007:58):

— Include gender, sexuality, reproductive health, HtWug use and life skills issues in
school curriculum. Ensure access to comprehessixeducation.

— Involve parents and adults in school-based awasemas prevention activities.

— Organise prevention based on the peer educatidmochet

— Ensure access to youth friendly health servicesHidcounselling and testing.

— Address sex issues through campaigns. Promotecpidilate.

— Outreach to young people out-of-school, childred adolescents involved in sex work,
street youth.

In Estonia, the prevention measures for youth aceded mainly on raising awareness and
developing attitudes through training, peer edocatactivities and campaigns. Youth
counselling and testing services are availablel8i@ounselling centres that perform tests for
HIV and STIs and offer treatment for STIs if ne@ygs According to the Estonian National
HIV and AIDS Strategy for 2006-2015 the strategigective for this group is as follows:
"The incidence rate of HIV among young people atg&9 has constantly decreased.” The
sub-objectives include improvement of knowledgts $kills and attitudes of young people
aged 10-29 and reduction of risk behaviour in seselation among the youth aged 15-29.
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GFATM PROGRAM, 10.2003-09.2007

In 2003, i.e., before the start of the GFATM pragraHIV prevention measures included

thematic courses in schools, special education adshg/outh counselling centres, etc.

Training was provided to peer education instruct@msl some campaigns were organised.

The number of young people receiving HIV relatedd asexual education increased

significantly in the framework of the GFATM prograand more organisations were involved

in the implementation. The following main actiesi were developed under the objective for

the youth:

- educating students of grades 5-12, vocational d&todents and conscripts;

- educating young people in children's homes andakeetlfare institutions, as well as
school children with special needs (state schools);

- training peer educators and implementing preveniiork using peer to peer method;

- media campaigns to promote condom use.

Training

Education on HIV prevention was provided to thedstis of grades 5-12 by the Estonian
Sexual Health Association and one session lastgédnhdurs. The factual lecture on HIV
transmission and safe sex was combined with digmsspractical exercises and games to
improve the knowledge and skills and develop atésiof the young people. The content of
the educational program varied depending on agee sessions took place during school
periods and also at summer youth camps. Educatssions were organised throughout
Estonia in the first program phase while the secphdse focussed on two regions —
Harjumaa and Ida-Virumaa. A total of 66,201 studenf grades 5-12 participated in the
sessions over four years. 42% of them were fromuHea, 33% from Ida-Virumaa, 7%
from Central Estonia, 13% from South Estonia andffs¥h West Estonia.

Preventive education to vocational school studevds provided during the four GFATM
program years by the NGOs AIDS Prevention Centr&j-AlIDS Association, Kersti Volu
Training Centre and Ida-Virumaa Psychological Assise Centre. The education session for
one group lasted three ours and covered the fallgwopics: HIV, AIDS and STIs, safe sex,
social activities and skills to reduce risk behavid_ectures were combined with group work,
exercises and discussions. Each organisation haeloged their particular education
programs and methods. Similarly to regular schoetkjcation to vocational schools was
provided throughout Estonia in the first phase led GFATM program, focussing on the
young people in Harjumaa and Ida-Virumaa in theosdcphase. A total of 15,373 young
people in vocational schools participated in thesgms. 49% of them were studying in
Harjumaa, 42% in Ida-Virumaa and 9% in other paftSstonia.

Additionally Anti-AIDS Association provided inforntian to conscripts, young people in
social welfare institutions and orphanages and gopeople with special needs in state
schools. Conscript education was provided throughize duration of the GFATM program
while young people in social welfare institutionsdastate schools received information
during the second phase. The following topics wereered during the three-hour sessions
all over Estonia: risk of contracting HIV througbxsial behaviour and drug use, safe sex,
assertive behaviour, etc. Interactive methodscamdlom use training were used here as well
to reach the youth. In total 1,362 conscripts, @,y8ung people in welfare institutions and
1,386 state school students participated in theitigs during the program.
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The most active year of educating was the secondram year (10.2004-09.2005) when
nearly 33,000 young people from all over Estonigigigated in the trainings conducted by
different organisations. Approximately 88,500 ygureople received education on HIV and
safe sex during the four years (see Figure 20).
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Figure 20: Number of young people that particigatetrainings in different program years

The expected targets in terms of the number of atddcyouth in total were achieved during
the program (see Figure 21).
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Figure 21: Planned and achieved number of younglpesmiucated in different program
years, cumulative indicator

Change in knowledge

Several pre- and post-training surveys were comduat the framework of the described
education sessions during the GFATM program. Rii@ihg questioning took place
immediately before the sessions and follow-up wasdacted two months after the sessions.
The survey aimed at evaluating the acquisitionnmividedge on the topics covered.

The results indicate that the school student (gr&d&2) knowledge on HIV was better two
months after the sessions than it had been beforease of vocational school students,
improvement of knowledge was noticeable in fourtled five survey rounds (the results
varied by different organisations that provided th@ucation). A positive change was
registered after the sessions also in case of dpts@nd young people in social welfare
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institutions. The knowledge indicator included fivaifferent questions about HIV

transmissioff. The biggest change towards the positive was emhie with regard to the

question whether a person can get HIV from a mdésdute. Discounting this question, the
level of knowledge of vocational schools and coipssrdid not show any significant

difference after the session compared with thetyaieing level. The results indicate that a
session of a few hours is less efficient in impngvihe level of knowledge of older youth
than it is in school students.

In case of school students, most survey roundsatell that the percentage of young people
without any misconceptions regarding potential grarssion of HIV in every-day contacts
increased after the sessions. The questions adled possible infection by swimming in the
same pool, using the same tableware and toilet@gihg.

In addition to the pre- and post-training questignin education sessions, the Estonia-wide
youth survey of 2005 enabled to compare the clage¢dhad passed the training sessions in
the framework of the GFATM program with those tlatd not. The analysis indicated
efficiency of the interventions. The students oddgs 5-12 who had received respective
education had better knowledge about on HIV trassion, fewer misconceptions about the
spread of HIV through every-day contacts and molerant attitudes towards PLWHA (for
further details see Trummal and L6hmus 2006).

Prevention through peer education

Application of the peer education method startefistonia in the second half of the 1990ies.
The GFATM program added to new organisations to ftekel of peer education work.
Activities took place in two stages. During thesfiprogram phase three organisations were
engaged in the training of new peer educators.nfgivior Tomorroworganised six-day
workshops in North and Central Estonia. The workshaere structured by topics (such as
relations between men and women, sexuality, safe seug addition, prostitution,
HIV/AIDS) and interactive methods were used to emage the young people to
communicate and cooperate with each other. The-lAetv and Soul Care Foundation and
NGO Partners for Local and Regional DevelopmeniRP).used a similar four-day training
plan. Anti-Liew and Soul Care Foundation prepgoedr educators in North and Northeast
Estonia, while PLRD organised courses in South \Ales$t Estonia. The courses provided
information on HIV, STIs, means of protection, sakx and the risks of drug use, and
instructed the participants in peer to peer methoéldotal of 441 young people passed the
training courses.

The main task of peer educators in the second pifabe GFATM program was to establish
contacts with peers to discuss the issues of Higsl safe sex and other related topics, and
to offer new knowledge. Contacts with peers wengght at school, among acquaintances,
organised prevention events, etc. By the endeptiogram, the network of peer educators of
the three organisations included 278 persons arl 28eer contacts were made during the
second program phase (counselling contacts andgypeople that participated in the events).
The expected outcome of the program was achieved.

® The following knowledge questions were posed: 1) €person reduce the risk of getting HIV by using
condom every time they have sex? 2) Can the rigk\gftransmission be reduced by having sex withyarie
uninfected faithful partner? 3) Can a person gét bly using a syringe used previously by someone?ed§ Can
a person get HIV from mosquito bite? 5) Can a hgdtoking person have HIV?
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Change in knowledge

Pre- and post-training survey was conducted infits@ework of peer educator training as
well. Preliminary questioning took place immedipteefore the training and follow-up was
conducted six months after the training cycle (amganisation conducted follow-up
immediately after training due to the specific matof their activity). The peer educators
were evaluated in terms of acquisition of knowledgd skills and changes in attitudes.

The percentage of young people with correct knogéeldad increased after training in case
of all three organisations (but in this case asl,viké aggregated increase in the level of
knowledge was caused primarily by the knowledgé mhasquitoes do not spread HIV). In
case of two of the three organisations, the trgirhad improved the knowledge of young
people about methods of preventing STIs and pepe¢o methods. The percentage of young
people with tolerant attitude towards PLWHA incregssignificantly in case of all three
organisations.

The detailed results of the pre- and post-trainfugveys of mass education and peer
education training in 2004-2005 are provided in plblication "HIV/AIDS Prevention in
Estonia in 2004 and 2005" (Trummal and Lohmus 2006)

Campaigns

A media campaign "For Love!" for young people adéd24 was organised in the first phase
of the GFATM program by the Estonian Sexual Hedl#isociation and it consisted of three
stages. The first phase included promotion of GgmpTV adverts and posters (in Estonian
and Russian TV channels, posters in Tallinn, Tarid Narva) and a charity concert with
Estonian and Russian pop artists in Tallinn inrgp004. This was followed by condom use
promotion events in the nightclubs of three cibesthe World Aids Day in December 2004.
The events were accompanied by a thematic TV pnognawo TV channels. The campaign
was concluded in May 2005 with a social art exiobit‘For Love!” in Tammsaare Park in
Tallinn.

Armastuse terviseks!

\

furoop®

" — —_— f——
lihtsalt pandav saab kergelt kitte maitseb kui maasikas
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The campaign activities in the second program phasee organised by NIHD. Media
campaigns had the same message in both years -ndDparticipate in a lottery, use a
condom!" In 2006 the target group were young pe@ged 19-29 and in 2007 youth aged
16-24 all over Estonia. In spring 2006, campaigsters were presented in Tallinn and
Rakvere and in two towns in Ida-Virumaa. The T\pakas presented in three channels and
the radio clip in five channels. Estonian as vasllRussian media channels were included. In
May 2007, posters were presented in bus stops raidei public transport in eight towns
(Tallinn, Rakvere and 6 towns in Ida-Virumaa). €Nps were shown in an Estonian and a
Russian TV channel. The campaign website www.hiwae up in both years (and is still
working today) and several Internet portals for iygypeople presented ads with a link to the
campaign website. In both years an open-air evastavganised on AIDS Victims Memory
Day in May in Tammsaare Park, Tallinn.

IGA PAEV, SAAB/EESTIS
2 INIMEST; HIV-NAKKUSE

e
od@a

ARA OSALE LOOSIMISES
KASUTA KONDOOMI

www.hiv.ee

Condoms and information materials were distributethe young people during all described
activities (education sessions, peer to peer diesyicampaigns). A total of 198,325 condoms
and 99,508 information materials were distributadrdy the program period.

GFATM program objectives

The objective of the youth work of the GFATM progravas to arrive in 2007 at a situation
where 85% of the young people aged 15-24 has ¢dtnewvledge on HIV transmission and
60% always use condoms at casual sex. The achiewevhebjectives was measured in an
Estonia-wide survey (see below the section on {BRekults’). The level of condom use of
young people did not change significantly during #urvey years and the associated target
was not achieved (see Table 7).
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Table 7: Status of youth work indicators of the GIMAprogram

Indicator 2003
Baseline 2005 2007
Percentage of young people aged 15-24 with correct 53 81 82

knowledge on HIV transmission

Percentage of young people aged 15-24 who reported
always using a condom with casual partners during 46 48 50
last 12 months

ACTIVITIES IN 2006-2007

In addition to GFATM program measures, the intetigrs in 2006 and 2007 were aimed at
training teachers and family doctors, organisatbgouth projects, provision of counselling
on sexual and reproductive health and testing seffar persons without health insurance.

Specialist training

During 2004 and 2005, specialists in the field pred a guideline for the teachers on “Sexual
Education for the® and & School Levels”. The authors of the book used dhiisleline to
train Human Science teachers from all over Estamad 262 teachers participated in these
courses in 2006-2007. Additionally lecturers frosorth Estonia Regional Hospital and
WTCH provided training on HIV and tuberculosis tb71lmedical workers from schools in
Harjumaa and Ida-Virumaa in 2007. The training searfor teachers and medical workers
were organised by NIHD.

Youth activities

Education of school students, vocational schoalestts, conscripts, young people in welfare
institutions and state schools was organised infrimaework of the GFATM program until
the end of September 2007. In the fourth quarteR@®7, youth education was mainly
financed from the state budget through NIHD. Afee end of the GFATM program the
education of conscript was transferred to the Mipisof Defence. Activities were
implemented by the NGOs Estonian Sexual Health é&iason, AIDS Prevention Centre and
the Anti-AIDS Association. The participation numbevere 17,554 young people in 2006 and
22,705 in 2007.

Funding of peer education activities was taken dvem the GFATM program by the
Ministry of Education and Research. InformationklV prevention and drug use is also
provided to the students of special education dshivo Tapa, Puiatu and Kaagvere — the
respective resources have been included in thedtsid§ these schools.

NIHD organises an annual Competition of Health Rotbom Projects "TEIP" in the
framework of the national HIV and AIDS preventiamasegy. The competition is meant for
basic and secondary school students in two agggrdi2-15 years and 16-18 years. The aim
of the competition is to recognise health-conscioeisaviour and it encourages young people
to write projects on how to make the behaviourn&irt peers and younger students healthier.
The winning projects from the last year are implated in the beginning of each year. The

" Calculated on the basis of three questions: h)a@person reduce the risk of getting HIV by usingtondom
every time they have sex? 2) Can the risk of HAnamission be reduced by having sex with only one
uninfected faithful partner? 3) Can a person gé&t bly using a syringe used previously by someone?elghe
wording of two knowledge questions was modifie@095 to make them more understandable. This inflee
the major increase in the indicator level in 2008émparison to 2003.
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13 projects implemented in 2006-2007 focussed pit$osuch as nutrition, physical activity
and sports, smoking, mental health and positivethg, first aid, etc.

NordFest, a concert of five Nordic rock bands, t@bkce in Tallinn in August 2007. The
event was organised and supported by the DanisédiSk; Norwegian, Finnish and Icelandic
embassies, NIHD, Hansapank, Radio Mania, PataigfrFinnish Institute, Danish Cultural
Institute and the Nordic Council of Ministers. Téate income from the concert was donated
for the production of the educational film 'Die Yau2'. The educational HIV film for young
people aged 14-19 was finished in November. Time fises many elements from popular
culture, employs only young actors and does notiiregany additional expert instruction.
The film pictures a normal meeting of two young jpleoand the subsequent events. This
project was organised by NIHD. In addition, theduction of the film was supported by the
Nordic Council of Ministers and Hansapank. The fisndistributed primarily in the internet.

Estonia has 18 youth counselling centres belonigirtge Estonian Sexual Health Association
and offering individual sexual and reproductive ltteaounselling and HIV and STI testing
for young people of up to 24 years. Since 2007ingds without charge also for young
people without health insurance — the servicepai@ from state budget through NIHD. The
services of insured persons are paid for by therlizt Health Insurance Fund. A total of
27,763 visits to the centres were made in 200628856 visits in 2007 (see Table 8). 544
young people without health insurance visited tbetes in 2007. The attendance at youth
counselling centres has been increasing with eaah -y the number of visits per year is by
more than 6,700 higher than in 2002.

Information for the youth is available in severawportals (e.g., www.amor.ee, www.hiv.ee,
www.terviseinfo.ee) and 15 county information armimselling centres for the youth offer
also information on HIV among other services.

Table 8: Main indicators of youth activities in 32007

Activity Responsible institution Results in 2006-207
Training of teachers NIHD in cooperation with the 262
authors of the guideline
Training of medical workers| NIHD in cooperation with 117
of schools lecturers from North Estonia
Regional Hospital and WTCH
Educating school and Estonian Sexual Health 22,705

vocational school students, | Association,

conscripts and young peopleAnti-AIDS Association,

in social welfare institutions| AIDS Prevention Centre,
Kersti VOlu Training Centre

Prevention through peer Living for Tomorrow, 18,459 peer contacts
education Partners for Local and Regiona
Development,

Anti-Liew and Soul Care

Foundation
Youth counselling centre Estonian Sexual Health 56,419 visits
services Association
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STUDY RESULTS

In 2007 NIHD conducted the third round of the syrtidIV related knowledge, attitudes and
behaviour among Estonian youth” (see L6hmus andniiral 2007a). Data were collected
with questionnaires during the survey team visitshe schools (persons aged 10-18) and by
mail (persons aged 19-29). A simple random same @stablished in the strata of the
general set. The size of the sample in 2007 wa&l4young people aged 10-29.

Knowledge and attitude

The knowledge level of youth increases remarkalitly age.

- The percentages of people with correct knowledgklldhtransmission were 6% of 10-13
year olds, 22% of 14-15 year olds, 32% of 16-18 y#ds and 36% of 19-29 year olds
(gave correct answers to all five knowledge questidhe questions are presented in the
footnote in section 5.2). Discounting the questamout HIV transmission through
mosquitoes, which caused much confusion, the ntgjofi young people gave correct
answers to the remaining four questions. The lef’/&nhowledge is very low only in the
age group 10-13 (see Figure 22).

- 7% of 10-13 year olds, 26% of 14-15 year olds, 43946-18 year olds, 45% of 19-24
year olds and 50% of 25-29 year olds do not hayer@aconceptions about potential HIV
transmission through every-day contacts (gave cbamswers to all four statements about
swimming in the same pool, sharing tableware detonugging).

- 6% of 14-18 year olds, 14% of 19-24 year olds an®h bf 25-29 year olds had correct
knowledge on reducing the risk of mother to chi@nsmission (gave correct answers
concerning caesarean section, use of medicationbegastfeeding). The young people
aged 10-13 were not asked this question.

- 22% of 10-13 year olds, 17% of 14-15 year olds, 4#%6-18 year olds, 69% of 19-24
year olds and 79% of 25-29 year olds had correctM@dge on STI prevention methods.
The age group 10-13 was offered three answer apti@ondom, avoiding sex,
contraception pills; while the older age groups @ options: condom, contraception
pills, coitus interruptus and intrauterine spiral.

- 7% of 10-13 year olds, 27% of 14-15 year olds, 46f%6-18 year olds, 39% of 19-24
year olds and 44% of 25-29 year olds expressedattiattitudes towards PLWHA (gave
tolerant answers to five statements).

- During the school classes students have heard raboait issues of puberty and
harmfulness of drugs. The children aged 10-13 gat the following topics were less
represented in schools: necessity of condom usks, 8TV and AIDS. According to 14-
18 year olds there has been less information onadlgxransmitted infections.
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Figure 22: Youth with correct knowledge on HIV tsamssion by age groups
(%, indicator calculated on theibas four questions)
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Sexual relationships

School students exhibit a higher degree of saf@webr in casual relationships than young

adults.

- 22% of 14-15 year olds, 47% of 16-18 year olds, 88%9-24 year olds and 98% of 25-
29 year olds have had sexual intercourse during ltfegime.

- Among the youth who have experienced sexual intesey more than half of 14-15 year
olds, approximately a third of 16-18 year olds,2year olds and one fifth of 25-29 year
olds have had more than one sexual partner iratelR months (see Figure 23).

- 43% of 14-15 year olds, 37% of 16-18 year olds, 2f%9-24 year olds and 19% of 25-
29 year olds had casual partners in the 12 monttegding the survey (among the youth
who have had sexual intercourse during their hfie.

- 69% of 14-15 year old youth, 75% of 16-18 year o6 of 19-24 year olds and 37% of
the oldest group reported using a condom thetfire they had sex.

- Among the youth who had casual partners, 56% oi34ear olds, 58% of 16-18 year
olds, 45% of 19-24 year olds and 39% of 25-29 yéds reported always using a condom
at sex with this partner in the last 12 months%f 14-15 year olds, 77% of 16-18 year
olds, 68% of 19-24 year olds and 64% of the oldestip reported using a condom at their
last casual sex.

- The aggregated risk behaviour score indicates8h#t of 14-15 year olds, 81% of 16-18
year olds, 69% of 19-24 year olds and 74% of tlestl respondents behave in a risk-free
manner in their sexual relations. This high peragatamong the school students was
partially also caused by the fact that large pérthe respondents had not yet had sex.
High risk behaviour is characteristic of 5-6% ohagol students (14-18) and 11-12% of
young adults (19-29).

- 3% of 14-18 year olds, 21% of 19-24 year olds aBfth ®f 25-29 year olds have taken an
HIV test in their lifetime.
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Figure 23: Young people who had sex with more thraa partner in the last 12 months
(% of people who have experienaedial intercourse)

The knowledge on HIV transmission and level of tatee towards people living with HIV
has increased in 2007 in the age group 25-29 inpaoison to previous survey year. The
percentage of young people able to identify comeethods for reducing the risk of mother to
child transmission of HIV has increased in all ag@ups compared with 2005. The
comparison of 2003 and 2005 indicated a signifigalarger number of positive changes in
terms of knowledge, beliefs and attitudes of thetlydhan the above results. No statistically
significant changes have occurred in two most reservey years in any of the age groups in
relation to sexual partners, condom use (see Fzdirer HIV testing.
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Figure 24: Young people who always used a condaim e@sual partners in the last 12
months by age groups in 2005 &lFrA% of people who had casual partners)

5.3. Sex workers

The magnitude of prostitution started to increagpidly in Estonia after restoration of
independence in the middle of 1990ies. This phemameés most widespread in Tallinn and
places related to prostitution are apartments/fgit@uses, nightclubs/hotels, saunas/massage
parlours and to some extent also the street cor(&reet, highway, etc.). Prostitution
frequently occurs under disguise of legal areasativity and registered businesses. The
number of sex workers in Estonia is difficult ts@ss — according to expert opinions, it could
be around three thousand (see Pettai et al 2004j Hklik ... 2005). There is also some
limited extent of male prostitution in both homadaheterosexual form.

SWs have many sex partners and protecting thigttgmup from HIV is beneficial for them
and has potential benefit for the general poputatfo successful harm reduction strategy for
this target group should include elements relate@ducation, increasing self-confidence,
prevention, healthcare, security and protectionhofman rights. Effective interventions
include peer education, teaching negotiationssskifisociated with condom use, tips for safe
sex work in street setting, health and safety dunde for brothels, ensuring availability of
male and female condoms, healthcare services (iticpar high-quality STI testing and
treatment), synergy of prevention, healthcare avmak support, instigating self-assistance
organisations, review of legislation (to enable Hpvevention and safe behaviour), etc.
(Rekart 2005, UNAIDS 2007:55).

Today sex workers in Estonia are offered primarly and STI diagnostic and counselling
services with distribution of safe sex equipmend aratment for STIs. According to the
Estonian National HIV and AIDS Strategy, the stgateobjective for this group is as follows:
"The spread of HIV infection among sex workers hasincreased and the spread of sexually
transmitted infections has decreased." The subetbgs include increasing the knowledge of
SWs on HIV transmission and life skills required flemanding condom use, as well as
decreasing risk behaviour in sexual relations wfignts.
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GFATM PROGRAM, 10.2003-09.2007

Testing and counselling services have been proumldus target group by a centre in Tallinn
since 1994. The same centre offered the servicéls before and during the GFATM
program. According to the agreement made in 20£i&/déen GFATM and NIHD, Estonia
undertook to enable access to voluntary testingiowa consultations, information and
condoms to sex workers during the four-year peridd. the framework of the GFATM
program the Health Centre "Elulootus" offered oppoties for free gynaecological
examinations, HIV and STI testing, treatment folsSiT required, thematic counselling, safe
sex equipment and information materials to sex exkn Tallinn. The healthcare services
were supplemented by a day centre (offering psywdual support), which was supported
from GFATM funds during the first two program yeafhe volume of healthcare services
increased somewhat over the four years. The cevdrevisited during this period 3,370
times, including 1,314 first-time visits.

In the third year of the program the company Meidisflso offered healthcare services to sex
workers during a brief period. This was done inrection with a study enabling participants
to undergo gynaecological examination and testongSTIs in a clinic. The clinic received
89 visits, including 43 first-time visits.

Estonia reported to GFATM the number of first-timsitors of healthcare services on a
guarterly basis. The target was to offer servioek 350 new clients and the actual number of
first-time visitors over the four program years Ia357 (see Figure 25).

A counselling centre ATOLL of NGO Lifeline was opahin Tallinn at the end of 2005. The

main objective of the organisation is to integnatemen involved in prostitution in the labour

market, but they also provided consultations onsSHIV, safe sex and other related topics,
distributed condoms, lubricants and information enats both in the centre and during
outreach activities in the framework of the GFATrbgram. NGO Lifeline counselled 984

visitors in total during the third and fourth pragr year.

The number of safe sex equipment items distribiedhe two organisations by program
years is presented in Figure 26. A total of 144,d66doms, 126,616 lubricants and 11,579
information materials were distributed to the targeup. On average 33.2 condoms and
29.1 lubricants were distributed per on contadi{to the centre, street counselling).
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Figure 25: Number of visits to healthcare servicesex workers by program years
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Figure 26: Number of condoms and lubricants digted to sex workers by program years

GFATM program objectives

Achievement of objectives for reducing risk behaviof sex workers was measured by two
indicators, collecting data through surveys of\lsitors of healthcare services. The objective
of the program was that by the 2007 survey roused, @nd of the GFATM program, 95% of
returning visitors of healthcare services wouldae/use a condom during sexual intercourse
with a client in last four weeks. This objectivasvachieved (see Table 9).

Table 9: Risk behaviour indicator of sex worker§£22006

Indicator Baseline
] 2004 2004 | 2005 | 2006 | 2007
Irst-time . . . .
. . returnlng returnlng returnlng returnlng
visitors .. .. .. ..
visitors visitors visitors visitors
Percentage of sex workers reached
with healthcare services v_vho 77 78 94 96 96
always used a condom with a
client in the last four weeks

ACTIVITIES IN 2006-2007

After the end of the GFATM program the abovemergtbimterventions have been funded
from the state budget through NIHD. The testing aaunselling services of Health Centre
"Elulootus" were visited 979 times in 2006 (inclngi468 first-time visits) and 1,199 times in
2007 (including 418 first-time visits). NGO Lifek offered counselling on safe sex, STls,
etc. to SWs on 572 occasions in 2006 and 382 awtssn 2007. 91,699 condoms, 72,515
lubricants and 6,618 information materials havenbaistributed to the target group in these
two years.

The incidence of STIs among the returning visitofshealthcare services is significantly

lower than among first-time visitors. Data on 2RI#7:

- Syphilis was discovered in 1.4 % of first-time tass and in two returning visitors (0.2
%);

- Gonorrhoea was diagnosed in 7.2 % of the first-tunsgors and one returning visitor;

- Chlamydia was found in 17.2 % of the first-timeitass and 0.7 % of returning visitors;

- Trichomoniasis was diagnosed in 12.6 % of the-firse visitors and 1.4% of returning
visitors.
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39.1 % of the first time visitors and 17.2 % ofureting visitors had candidiasis. HIV was
discovered in 9 first-time visitors (1% of new dls) and one returning visitor over the two
years.

STUDY RESULTS

Surveys of the visitors of healthcare services

Data collection among the first-time and returnimgitors of healthcare services and
comparative analysis was carried out in 2004-2097 Health Centre "Elulootus™” in
cooperation with NIHD. During a year all first-timasitors who came to the centre were
questioned and returning visitors were surveyeteagear during two or three months (in
both cases participation was voluntary). In 200 @analysis included data on 137 first-time
visitors 79 returning visitors (see Lohmus and Tmah2007b).

General indicators

— The average age of the visitors of healthcare sesvis 28 years and more than three
quarters are from non-Estonian ethnic backgrouee per cent of the visitors are men.
The biggest proportion of sex workers has seconddugation. More than half of first-
time visitors have a child or children.

— Before becoming involved in prostitution, 46% oé thirst-time visitors lived in Tallinn,
52% elsewhere in Estonia and a few per cent livedther countries. At the moment of
the survey 65% of the respondents lived in Taland 19% abroad.

— 12% of first-time visitors and 18% of returning s had used drugs during the six
months preceding the survey.

— The average age of first-time visitors has incrdaseer the two last survey years. In
2007 the centre received more visits from persons did not live in Tallinn and were
not living in the capital (lived elsewhere in Estoror abroad) before they became
involved in prostitution (see Figure 27).
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Figure 27: Place of residence of first-time visstat the moment of the survey,
2004-2007 (%)

Involvement in prostitution

The majority of first-time visitors have been invetl in prostitution for more than a year.

— 72% of the first-time visitors have been dealinghwsex work for over a year and one
guarter for up to one year. 56% of first-time t0s$ are paid for sex in a club or bar, 25%
in a private house or apartment, 10% in a massageys or sauna, and 4% work on the
streets. Compared with 2006 the percentage of 8kiésare paid for sex in a club or bar
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has increased in 2007 and the number of those vdnk i massage parlours and saunas
has decreased.

— 51% of first-time visitors have received payment $ex abroad. The percentage of such
SWs has increased in the last two years.

Use of the services

A large part of the service users are long-terniors.

— 92% of the returning visitors of Health Centre 'lBbtus" have been visiting the centre
for longer than one year.

— 86% of the first-time visitors have been testedHdV in their lifetime. All respondents
had been tested among returning visitors (the sesvof the centre also include testing for
HIV). 4% of the new visitors and almost all retungn visitors had taken an HIV test
during three months preceding the survey.

Knowledge and condom use

The percentage of sex workers who report alwaysgusicondom with the customers is very

high.

— All returning visitors and nearly all first-time sitors knew that the risk of getting HIV
can be reduced by always using a condom duringasartercourse and HIV can be
transmitted through injection with a syringe usee@vpusly by someone else. The
majority of the first-time visitors did not know wther a healthy-looking person can have
HIV, but all returning visitors gave an affirmatiamswer to this question. 22% of first-
time visitors and 99% of returning visitors gavereot answers to all three knowledge
guestions.

— 97% of new visitors of the centre and 100% of mat visitors were aware that only a
condom can prevent contracting STIs.

— 96% of both first-time and returning visitors algaysed a condom with clients during the
preceding four weeks. 97% of first time and 100%edéirning visitors used a condom at
last sex with a client.

— The returning visitors are more frequent lubricasérs than the first-time visitors. 35%
of the new visitors of the centre had not usedoaidant during the preceding month while
only 1% of the returning visitors gave the samenaans

Study on female sex workers

The study conducted in 2005-2006 in cooperatiowé&en NIHD, NGO Lifeline, University
of Tartu and Finnish National Public Health Indtwsed structured interviews to collect data
from female SWs in Tallinn. Saliva samples werblected from participants to determine
the presence of HIV antibodies. 227 persons ppatied in the study. A convenience sample
was used (see Trummal et al 2006).

General indicators

Nearly one half of the women had had partners wliandt pay for sex in the last month.

— The average age of the participants was 29.5 yedtsthe biggest part belonging to the
age group 20-24. 81% are Russian, 13% Estoniar6#ndepresent other ethnic groups.
49% of sex workers did not have any citizenship.

— 66% of the respondents had secondary or vocatee@dndary education. 30% of the
participants had basic or lower level education.

— 27% of the women lived alone and 7% reported liwintp a husband or partner. 47% of
the SWs had also partners who did not pay for se¢Re last four weeks (mostly one such
partner). 59% of the women had children and 3®#dliwith their children.

— 43% of the respondents had used alcohol severaktanweek during the preceding four
weeks. 66% of the participants had tried or usedslin their lifetime and 44% had done
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so in the last month (mostly by smoking). 11% W@isShad injected drugs during the last
four weeks.

Involvement in prostitution

The biggest proportion of the respondents workthermpremises of a business (private house,

apartment, massage parlour, etc.).

— 35% of the interviewed women had got acquaintelwmman or a man who invited them
to sex work. In 29% of the cases this opportunitgswpresented to them by an
acquaintance already working in the sex busin258s of the interviewees had responded
to newspaper or internet adverts.

— 23% of SWs have been involved in prostitution atsside Tallinn (mostly in Parnu,
Tartu and Ida-Virumaa) and 10% have been paidéwradroad (mostly in Finland).

— In the last four weeks, the majority of the respantd have established contacts with
clients on so-called 'business premises'. A large pf the participants advertised
independently their own phone numbers or e-mairestes (see Table 10). 58% of the
interviewees used more than one method to estatsistact with clients.

— 21% of SWs received an income of up to EEK 5,00Qh& last month. The largest
percentage (38%) of the interviewees received aonme in the range of EEK 7,501-
10,000. 33% of the participants had other incomecas in addition to prostitution, i.e.,
they were employed, and 8% were studying. 51% ef ridspondents had to support
someone else from their income.

— In addition to money, 7% of the respondents hadived drugs, 16% things and 4% food
in exchange for sex during the time being involvadprostitution. On average, the
participants were paid for sex for the first tinte¢lee age of 21 years.

Table 10: Methods of establishing contacts witbrdk in the last four weeks

Method n %
Private house, apartment, sauna/massage parlausuginess 113 50,4
Independently advertised phone number or e-matiesdd 90 40,2
Hotel, bar, restaurant, nightclub 79 35,3
Harbour, street, highway 25 11,1
Through taxi driver 43 19,2
Other 10 4,5
Knowledge

Half of the respondents did not know that only camd are effective means to prevent STls.

— 62-72% of the respondents mentioned increased ellisqvaginal discharge and itching
genitals as symptoms of STIs in women. More th@xnientioned sores on genitals and
pain in the lower abdomen. Symptoms found in thed eggion were least mentioned. 7%
of the respondents did not know any symptoms o 8Tivomen.

— 52-64% of the SWs were able to mention dischargen fpenis and painful urination as
symptoms of STIs in men. Over 1/3 mentioned itclongores in the genital region. 11%
of the participating women did not know any malepyoms.

— 46% of the participants gave correct answers téoal questions concerning methods for
preventing STIs and knew that only a condom caugureinfections (see Table 11).

— 53% of the respondents gave correct answers fivaltjuestions on HIV transmissién.

® The following questions were posed: 1) 1) Can a@ereduce the risk of getting HIV by using a cando
every time they have sex? 2) Can a person get Kl¥sing a syringe used previously by someone €s€an
a healthy-looking person have HIV? 4) Can HIV tansmitted from a pregnant woman to the newborn®ah)
a pregnant woman with HIV do something to redueeribk of transmitting the infection to the newb®drn
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Table 11: Answers to the question: Can a persotegrbim/herself against getting STI by ...

Method Yes No Do not
know
n % n % n %
using contraception pills? 23 10{2 181 80.5 21 9.3
using a condom? 191 853 29 12.9 il 1.8
interrupted intercourse? 29 129 17 746 P8 125
using intrauterine spiral? 14 6.2 172 76.8 38 17.0

Sexual behaviour

Half of the SWs reported always using a condommdukiaginal, anal and oral sex with a

client.

— The average sex worker had received payment fofreex 11 customers (range 0-35) in
the last 7 days.

— More than three quarters of the interviewees regoglways using a condom during
vaginal or anal sex in the last four weeks (seaifeig28) and more than 90% used a
condom during last sexual intercourse. The levalasidom use was lower in case of oral
sex — more than one fifth of the women had not uisatithis type of sex in the preceding
month. 48% of the study sample reported alwaysguaicondom with the clients during
vaginal, anal and oral sex in the last four weeks.

— 41% of the respondents had always or mostly uslkedchnt during vaginal intercourse
with the clients in the last four weeks. The sanagcator was 52% in case of anal sex.
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‘I:Ivaginal intercourse @anal intercourse M oral intercourse ‘

Figure 28: Frequency of condom use with clientsraudifferent types of sex in the last
four weeks (% of persons who Heerespective type of sex)

Use of the services
One third of the SWs had never taken an HIV tedtlass than one tenth tested positive for

HIV.

— 61% of the respondents had health insurance.

— Most study participants get their condoms fromoaiesbr pharmacy.

— 36% of the SWs admitted that they had had onewvarabesymptoms of STIs (presented in
the questionnaire) in the last four weeks. 16%hefpgersons who gave this response had
not done anything about the symptoms (see Table 12)

— 64% of the women reported visiting a gynaecologistlermatovenerologist in the last
year.
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— 71% of the sex workers had been tested for STthariast 12 months, 11% more than a
year ago and 9% had never been tested. (Oned&htiot remember when they were last
tested.)

— 57% of the respondents had been tested for HIVhenldst year and 9% had been tested
more than a year ago. 35% of the studied womembwaer taken an HIV test.

— Of 207 saliva samples collected during the study i¥6, 8%, turned out to be HIV
positive. Three persons were already aware tlegt\rere HIV positive.

Table 12: Response to STl symptoms in the last\ieaks
(% of those who had STI symptoms)

Response n %
Visited a gynaecologist or dermatovenerologist 14 1.92
Visited the AIDS Counselling Cabinet 2 3.1
Started to use condoms 21 32.8
Temporarily suspended sex work 19 29.7
Asked for medication directly from pharmacy 25 39.1
Asked advice from acquaintances 10 15.6
Did not do anything 10 15.6
Other 4 6.2

In order to compare different types of prostitutidhe participants were grouped in three
categories depending on whether they establishethcts with customers 1) on commercial
premises (private house, apartment, sauna, magsageur of a business), 2) through
privately advertised phone number or e-mail addrdssn public places (hotel, nightclub,
street, etc.). The sex workers who establishedomuest contacts on commercial premises
reported higher level of alcohol use in comparisorother categories. They also had the
fewest number of sex partner who did not pay fo; bad relatively lower health insurance
coverage and higher percentage of those who hadtbsted for STIs and HIV. The group of
sex workers who establish customer contacts thromglependently advertised phone
numbers or e-mail addresses included more resptsadro have sex partners who do not
pay for sex, lowest percentage of women offeringlaex and highest percentage of
respondents who always used a condom with the rmestorhe category of respondents who
establish contacts with clients in public placeduded more persons who had used drugs;
they had the fewest number of customers in theskagtn days, highest percentage of women
who had experienced sexual violence, higher levabk behaviour during sexual intercourse
with a client (see Figure 29) and higher percentd#geomen who had experienced symptoms
of STIs in the last four weeks.
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Figure 29: Respondents who reported always usoandom with clients in the last four
weeks by the type of sex and aategf prostitution (%)

5.4. Prisoners

The first new HIV infection (as firstly discoverad the prison) was registered in Estonian
prison in May 2000. The cases of infection discedein prisons accounted for 21% of all
new HIV cases registered in 2000. By the year 20@8 percentage of prisoners among
registered new cases increased to 32%. Afterythat this percentage has been decreasing
(see Chapter 1). A total of 489 HIV infected prismhad been registered in Estonia by the
end of 2007. This is less than a fifth of the ltotamber of prisoners, which was 3,456 at the
end of 2007 (source: Ministry of Justice). Estdmag five prisons.

Healthcare services and HIV prevention in prisot®utd be compatible with the
interventions and services implemented in the wiggpulation, complementing them and
being available in the prison system. The implet@gmprevention measures should address
the particular nature of risk behaviour in prisonkjch is connected with syringe sharing and
unprotected sex (Bollini 2001:9-18, UNAIDS 1999:4The necessary elements of
interventions include (UNAIDS 1999:5-6, WHO 200518,7JUNAIDS 2007:53):

— Access to voluntary testing for HIV together wittepand post-test counselling.

— Access to ARV treatment, as well as treatment fids &nd tuberculosis (TB).

— Provision of information and training to prisoneamd the prison staff on HIV
transmission and methods of prevention in the presiting.

— Provision of clear information on the types of babar that can lead to contracting HIV.
Availability of condoms, including condoms for ars&x between men, and distribution of
condoms before release from prison.

— Provision of information to the prisoners on theks associated with drug use and
injection equipment sharing. Availability of sterisyringes, needles and skin piercing
equipment.

— Encouraging imprisoned drug addicts to enter dmagtinent programmes during the
period of imprisonment. Ensure continuation of raelttme treatment in the prison system
for persons who received this treatment before isopment.

— Removal of legal barriers and reform of prison suie enable access to HIV prevention
and care services in the prison system.

° There were no differences between types of putisth with regard to the condom use during anal se
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The range of HIV interventions in Estonian pris@isthe end of 2007 included voluntary
HIV testing with counselling as well as trainingdamforming prison staff and prisoners.
Condoms are available in certain restricted coonsti Persons with HIV have access to
health monitoring at an infectionist and treatmiémtecessary. Prisoners sentenced to more
than seven months in prison are vaccinated agdiegititis B. Prisoners undergo
examination for tuberculosis upon arrival and T&tment is ensured to everyone who needs
it. Support group services are available to cosvietth HIV. By the end of 2007 opiod
substitution treatment and syringe exchange were available in the prison system.
According to the Estonian National HIV and AIDS &é&gy for 2006-2015 the strategic
objective for this target group is: "HIV transmmmsihas not occurred in detention institutions
(including temporary detention institutions).” Thkab-objectives include improvement of
knowledge on HIV transmission among convicts anctaasing the number of prisoners
reached with healthcare and social services.

GFATM PROGRAM, 10.2003-09.2007

Prior to and during the GFATM program, the actestin the field of HIV were governed by
the Action Plan for HIV/AIDS Prevention in the Gaomenent Agencies of the Ministry of
Justice 2002-2006. HIV primary diagnostic labs evepened in seven prisons in 2003 and
5,226 HIV tests were made in that year in the pigsdn addition training courses were
organised for prison staff and prisoners. The &gdt-help group for PLWHA was established
at the end of 2002 in Murru Prison by ConvictusoBt.

According to the contract signed in 2003 betweerAG#® and NIHD the obligation of
Estonia was to offer prisoners counselling andirtgsthealthcare services, training,
information, condoms and disinfectants. HoweJe, dctual program took a different shape,
because several measures (such as testing anthdaealtservices) were funded from the
budget of the Ministry of Justice.

In the framework of the GFATM program Convictus dfsa expanded its activities with
regard to support groups, distribution of inforroatiand counselling to all prisons in 2004.
While there were 7 support groups in prisons infits¢ quarter of 2004, the number had risen
to 21 by the end of the program. The activitieshaf support groups were targeting mainly
HIV infected prisoners to discuss the following ittgpin group work and training: HIV and
other infections, drug use, safe behaviour, rightBLWHA, etc. Group work sessions took
place once a week in each support group. In addiEmious manual activities were organised
to facilitate communication between the prisonerd development of tolerant attitude. A
total of 767 prisoners have been involved in supgooup activities during the GFATM
program period (many were released during thiopri

Convictus Estonia also offered individual considtas in all prisons to persons under
preliminary investigation and convicts, and orgadisnformation sessions to distribute
information on HIV and develop discussion. A todél2,905 consultations took place over
four years and 11,111 contacts were made in infobomaessions, with the second and third
program year being the most active (see Figure 30).
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Figure 30: Number of prisoners participating iromhation sessions and consultations
in different program years

Counselling before and after HIV testing was supgabin Tartu Prison in the first program
phase (until September 2005). A total of 2,588nselling sessions took place in connection
with testing. 54,273 condoms were distributed irsqgrs through the GFATM program by
Convictus Estonia and the Central Pharmacy of Rsiso

The reported indicators under this objective ineligh addition to the number of persons in
support groups also the number of contacts withtdhget group in information sessions and
consultations. The expected target was achieves=lRgjure 31).
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Figure 31: Planned and achieved number of contatitsprisoners in different
program years, cumulative indicgto

There was no objective connected with prisonersravpeogress should have been measured
through survey data in the GFATM program.

ACTIVITIES IN 2006-2007

The Ministry of Justice is responsible for healtlecaand social services in detention
institutions. Each prison has its own medical depent and stationary medical care is

1011 the first and second program year the indicetoiudes only contacts through lectures; in thedthind
fourth year it includes contacts through lectunes eonsultations.
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provided in the Tallinn Prison Hospital. PLWHA ataced in prisons under general terms.
All prisoners have access to voluntary counseling testing service at their arrival in prison
and subsequently. The total number of HIV testslania prisons was 7,116 in 2006 and
4,202 in 2007 (the number of tests decreased ifT 280a result of the reduced number of
prisoners).

In addition training courses on HIV and AIDS, STégexual behaviour, drug use and other
related topics are organised consistently for pris@ff. At the end of 2007 free condoms
were available to prisoners from the medical depants of prisons and from the NGO
working in prisons. Condoms could also be purchdsed prison shops. The number of free
condoms distributed was 13,766 in 2006 and 14,62007.

After the expiry of the GFATM program in SeptemB&07, Convictus Estonia continued its
work in Estonia prisons, supported from the buadehe Ministry of Justice. The number of
contacts with the target group in consultations srfidrmation sessions was 4,242 in 2006
and 2,798 in 2007. 409 prisoners belonged to stgpoups at the end of 2007.

STUDY RESULTS

Surveys of the members of support groups

From September 2004 to September 2007 Convictusitasand NIHD organised continuous
questioning of all new members of prisoner supgooups and the regular members were
questioned once a year during one month (partiopaivas voluntary). All who had
participated in the activities of a support groap &t least one month by the time of the
survey were questioned as a regular member ofujweost group. The size of the sample in
2007 was 107 new and 110 regular members (see LHSandiTrummal 2007c¢).

General indicators

— The average age is 24 years in case of new sugmp members and 27 years in case of
regular members. Approximately three quarters efréspondents are non-Estonians (the
majority are Russian).

— On average, the new members of support groups éea imprisoned for 1.3 years by the
time of the survey.

— Regular members of support groups have higher leaéml self-assessment score than
new members.

Knowledge

Regular members have better knowledge on redubmgigk of mother to child transmission

of HIV than new members.

— 50% of the new and 52% of the regular members gareect answers to all five
questions on HIV transmission and there are noifgignt differences between the two
groups.

— In comparison to new members, the regular suppaipy members have significantly
better knowledge on the methods of reducing theaisnother to child transmission (see
Figure 32). 26% of the new and 57% of the regulamimers gave correct answers to all
questions in this category.

— The knowledge on safe sex equipment, such as maldesnale condoms, extra strong
condoms, lubricants and rubber dams has improvedifisantly among the regular
members in comparison to new members.
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Figure 32: Members of support groups who gave coaeswers to statements on

reducing the risk of mother to dhilansmission (%)

Attitude
Many support group members have heard derogatomgries in prison in relation to being
HIV positive.

The attitude towards PLWHA does not differ among raand regular members. 43% of
new and 56% of regular members believe that an kiécted guard may continue
working in the prison. 58% of new and 67% of regunembers agree that an HIV
infected convict should not serve the sentenceseparate department.

51% of the new members of support groups have heardgatory remarks related to
being HIV infected from fellow prisoners and 38%rfr prison staff. In comparison to
2005 the percentage of people who have heard derggamarks from fellow prisoners
has decreased in 2007.

Support group activity
Nearly two thirds of regular support group memletend all group meetings.

The main reason for joining a support group wasntish to get more information on HIV
and AIDS.

63% of regular members have participated in allpsupgroup meetings in the last six
months and 30% have participated in most meetings.

Regular members are generally fairly or very sigtistvith the support group work. The
work of the support group leaders was also higpjyreciated.

Regular members had the opportunity in their qoastires to list the services that would
contribute to better coping with HIV in the prissetting in addition to support groups. In
response, medical services and healthy nutritiore weost frequently mentioned.

Survey of convicts

In 2006 NIHD, Ministry of Justice and Convictus &t conducted the second survey
among Estonian convicts. The first data collectmwk place in 2004. A random sample was
established by prison departments or sectionsa Batection was based on self-administered
questionnaires. The size of the sample was 80Vidsr(see Lohmus and Trummal 2006).

General indicators

The majority of the sample consists of men — 88&oaen and 12% women. The average
age of the respondents is 30 years. 45% of theiasrare Estonians, 50% Russians and
5% represented other ethnic groups.

37% of respondents have basic education, 18% sacpeducation and 23% vocational
education.
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The average number of served sentences among mheysd prisoners is 2.6 and they
have spent an average of 6 years in prison. Sgivia current sentence, an average
respondent had been in prison for 3 years by the &f the survey.

23% of the prisoners have gotten a tattoo in thsoprduring 12 months preceding the
survey. 11% of them mentioned that no disinfectavegre used at last tattooing.

Use of addictive substances

One fifth of the convicts have injected drugs irsn.

71% of the convicts had smoked every day during l#sé four weeks. 18% of the
respondents had used alcohol in the last monthtlaaid percentage has decreased in
comparison to 2004.

33% of the convicts know fellow prisoners who hanied or are currently using drugs.
58% of the convicts have used drugs in their hifietiand 35% have done so repeatedly.
34% of the respondents who admitted drug use duhielg life (n=608) have used drugs
also in prison. 63% of such prisoners have ingectrugs (n=129, i.e., one fifth of all
prisoners who answered to the questions on drug aseé nearly three quarters by
smoking (see Figure 33). Substances most often usgdthe convicts are
marijuana/hashish and amphetamine. 26% of theonelgmts who had injected drugs in
prison had shared injecting equipment (syringedleedilter, container, etc.) with other
prisoners in the last four weeks.

In comparison to 2004 the number of convicts whib bt know any fellow prisoners
who used drugs has increased and the number ofct®who reported using drugs in
prison has decreased in 2006.

taking pills 45,4

injecting 62,7

inhalation | 28,4

smoking 70,8
\ \
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Figure 33: Methods of drug use in prison (% of @misrs who admitted drug use in prison)

Knowledge and attitudes

More than half of the convicts have misconceptiabsut potential HIV transmission in
every-day contacts.

47% of the convicts gave correct answers to all uestions on HIV transmission.
13-14% of the convicts believe that a person canHié¢ by sharing the same washing
room or toilet, eating from the same tableware wyding with PLWHA. In total 41% of
the respondents did not have any misconceptions.

85% of the convicts knew that condom use helpgdéggnt contracting STls. 45-58% are
aware that intrauterine spiral, interrupted interse and contraceptive pills are not
methods of STI prevention. 32% of the convictsegagrrect answers with regard to all
four proposed methods. The percentage of resptsadeith correct knowledge has
decreased in comparison to 2004.
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— According to the aggregated indicator, 17% of thiewvicts have tolerant attitudes towards
PLWHA, i.e., gave tolerant answers to all five stagénts. The statements used are
presented on Figure 34.

— 76% of the participants know someone who has HMI@S. Thos convicts have also
more tolerant attitudes towards PLWHA.

— Convicts with correct knowledge on HIV transmissimd without any misconceptions
are significantly more tolerant to PLWHA.
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sentence in a separate department | 494

agree to communicate with HIV infected

: | 72,7
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Figure 34: Convicts who are ready to have contaitts PLWHA (%)

Sexual relations

A quarter of the convicts have had sexual intere@uluring their time in prison and the level

of condom use is very low.

— 25% (n=192) of the convicts have had sexual intes® during their time in prison and
20% have had sex in prison during the last 12 nsnth

— 71% of the convicts who had sex in prison in thet tavelve months had intercourse with
a main partner, 54% with a casual partner and 4&¥%anpartner of the same sex.

— Less than fifth of the convicts reported alwayshgsa condom when having sex in the
prison in the last 12 months (see Figure 35).

— 3% of the prisoners indicated that they have beecetl to have sex against their will
during the time in prison.
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Figure 35: Convicts who used a condom by diffecatégories of partners
(% of those who had sex in prisatithe respective type of partner)
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Prevention activities

One third of the convicts are not aware that fie@doms are available in prison.

— 76% of the respondents have been tested for HIVhduheir imprisonment. 73% of
them had taken the test during the last 12 mongiieré the survey. The percentage of
persons tested in prison has increased in compaias?004.

— 69% of the convicts were aware that free condomsaailable in prisons.

— 58% of the convicts who had sex in prison in thet jeear marked that they did not need
condoms. One fifth of the remaining respondentset@ways or mostly been able to get
condoms when needed (see Figure 36).
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Figure 36: Frequency of getting condoms (% of theke have had sex in
prison in the last 12 months aadenneeded condoms)

5.5. Men having sex with men

Studies of different countries indicate that 3-684he adult male population have had sexual
intercourse with a person of the same sex duriep lifetime (see e.g., Smith 1998, Diamond
1993; there are also higher estimates). Accordingtatistics Estonia the size of the Estonian
male population aged 20-64 was 388,951 men in Jar3@8. Calculating five per cent of
this figure would give a hint that more than 19,@@It men in Estonia could have had sex
with another man. According to the 2007 youth eyn8.3% of 14-18 year old and 1.2% of
19-29 year old men who have experienced sexualcmiese had sex with a person of the
same sex in the preceding 12 months (separate latabry study report: Léhmus and
Trummal 2007a).

Potential for rapid spread of HIV in the populati@hMSM is high if the level of practising

safe sex during anal intercourse is low. Accordm@ NAIDS guideline, preventive measures

for MSM should include the following elements (44€AIDS 2007:49):

— Access to condoms and water-based lubricants.

— Auvailability of quality treatment for STIs and sares related to HIV (such as counselling
and testing). Availability of hepatitis B immunigan.

— Availability of specific targeted information onguention and risk reduction.

— Safe opportunities to seek information, such asptedne hotlines and centres for the
target group.

— Training of healthcare providers to avoid discriating against MSM.

— Empowerment of sexual minority communities to ggptte in social and political life.

— Access to medical and legal assistance for boysvaemwho experience sexual coercion
or violence.
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— Auvailability of information, prevention and carergiees to female partners of MSM.

Preventive interventions for Estonian MSM in theldi of HIV are coordinated by the Gay
and Lesbian Information Centre. Information is wlgtted on site in the centre as well as by
phone and e-mail. Free condoms, lubricants amatnrdtion materials are available in the
centre and in seven gay-oriented clubs, bars andasa Separate testing services and STI
treatment opportunities have not been developedi®M — this target group can use the
same testing locations as the general populatiee (Bhapter 5.6). The objective of the
National HIV and AIDS Prevention strategy is: "Hivansmission among MSM has not
increased.” The sub-objectives include increasing knowledge of MSM on HIV
transmission, promoting positive attitude towardadom use and reducing risk behaviour in
sexual relations.

GFATM PROGRAM, 10.2003-09.2007

Before the start of the GFATM program only a fedessex information leaflets published in
the 90ies were targeted at MSM. One gay sauna iimigopened in 2001) distributed
condoms to its visitors. An information centre gaxual minorities operated in Tallinn from
1995 to 1996 but it was closed down after discamatiion of funding. According to the
agreement between GFATM and NIHD Estonia underttmolopen a centre for the target
group and distribute information and strong condtoglSM.

The Estonian Gay League founded the Gay and Ledlifmmmation Centre (GLIC) in
Tallinn in the framework of the program in June 200he Centre was used to distribute
information on sexuality, safe sex and other topicthe target group, to protect the rights of
homosexual persons, deal with questions of paretitsContacts with the target group were
established on site in the Centre, as well as mnerand e-mail. The website www.gay.ee
was established to provide comprehensive informatioFree condoms, lubricants and
information materials were distributed in the cemand in all gay-oriented clubs, bars and
saunas (seven locations in total).

The Centre received a total of 3,565 visits durihg GFATM program years and made
14,886 phone and e-mail contacts with the targaig(see Figure 37). Men constituted more
than half of the visitors of the Centre. 458,55@0dmms, 450,200 lubricants (see Figure 38)
and 76,640 information materials were distributethe target group. The second year turned
out to be the most active year of the program. Jdleme of safe sex equipment distributed
to the target group was somewhat reduced in thenslegrogram phase (since October 2005),
because the results of the external assessmefi0ml@d to the decision to increase the share
of work with IDUs and PLWHA in the program.
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Figure 37: Target group contacts with GLIC in diéiet program years
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Figure 38: Number of condoms and lubricants disted to MSM in different program years

The quarterly reports to GFATM indicated the numbiecontacts at GLIC (visits plus phone
and e-mail contacts) and the planned target ware\aath (see Figure 39). The number of
condoms distributed to MSM, sex workers and priserveas reported to GFATM as one
aggregated figure. Nearly 0.66 million condoms waistributed to these target groups during
the entire program duration and 94% of the degsmegkt was achieved (see Figure 40).
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Figure 39: Planned and achieved number of targetpgcontacts at GLIC in
different program years, cumulaiivéicator
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Figure 40: Planned and achieved number of condastrsbaited to MSM, prisoners
and sex workers in different paogryears, cumulative indicator

GFATM program objectives

Two objectives were established in the frameworthefprogram and progress was measured
through a survey of MSM who visit gay websites. Tdesired target by the end of the
program was a situation where 75% of MSM have cbrkaowledge on HIV transmission
and 65% have used a condom at last anal sex withl@ partner. The target with regard to
condom use was not achieved and this indicatorré@sined at the same level during all
survey rounds (see Table 13).

Table 13: Status of indicators on knowledge arkibehaviour of MSM in 2004, 2005, 2007

Indicator Baseline
2004 2005 2007

Percentage of MSM visiting gay websites with

; 53 85 81
correct knowledge on HIV transmission
Percentage of MSM visiting gay websites who
used a condom during last anal sex with a mal 45 54 47
partner F

ACTIVITIES IN 2006-2007

After the end of the GFATM program in September 20thancing of the interventions for
MSM has continued from the state budget throughDNIH he number of visits to GLIC was
965 in 2006 and 890 in 2007. 57% of the visitoeravmen. Information was offered by
phone or e-mail on 7,871 occasions over the twasy@s6% of these contacts were with
men). The numbers of condoms and lubricants diged in seven gay clubs, bars and

* The number of condoms distributed to SWs wasemarted in the first program year and therefoee th
planned figure is not shown.

12 Calculated on the basis of three questions: 1)a0aerson reduce the risk of getting HIV by usirpadom
every time they have sex? 2) Can the risk of HAnamission be reduced by having sex with only one
uninfected faithful partner? 3) Can a person géat bly using a syringe used previously by someone?el$he
wording of two knowledge questions was modifie@095 to make them more understandable. This inflee
the major increase in the indicator level in 2008émparison to 2004.
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saunas were 99,400 condoms and 106,550 lubrican®06 and 131,700 condoms and
142,100 lubricants in 2007.

STUDY RESULTS

Survey of website visitors

There have been three survey rounds among MSM velited gay websites — in spring 2004,
autumn 2005 and autumn 2007. All MSM who visited 8elected Estonian and Russian
website during the data collection period (from twwahree months) had a possibility to fill
out a questionnaire. The survey uses a convensarople and the size of the sample in 2007
was 361 (see Lohmus and Trummal 2007d). The questire was prepared in cooperation
between NIHD and Estonian Gay League.

General indicators

- The average age of the responding MSM is 30.5 ye®% of the respondents are
Estonians.

- The majority of the sample has either higher oosdary education — 40% and 27%
respectively.

- 66% of MSM who filled out the questionnaire live Trallinn or Harjumaa. Tartumaa
(including Tartu city) came third, being represenby 14% of the respondents.

Knowledge

The majority of MSM know that HIV and STIs can bartsmitted by anal as well as oral sex.

- MSM were posed five questions on HIV transmis§i@nd 58% of the respondents give
correct answers to all the questions. Similarlyotber target groups the knowledge
indicator is most affected by the question on tla@gmission of HIV through mosquito
bite. When this question is disregarded in catouta, 79% of the respondents give
correct answers to the remaining four questions.

- 79% of the respondents are aware that HIV and $dldd be transmitted by anal
intercourse as well as by oral sex.

- 87% of MSM who visit gay portals feel positive abeondom use, i.e., they agreed to all
three statements on the necessity of condom usagnal relations and talking about
condom use with a casual partner. MSM with corigziwledge on HIV transmission
and on the possibility to contract HIV/STIs duriagal and oral sex are more positive
attitudes towards condom use.

Sex partners

One fifth of the MSM had female sex partners inlts six months before the survey.

- 74% of MSM had anal sex with a male partner ingtezeding six months.

- On average MSM have had 4.3 male partners andral/sgx partners in the last six
months.Two thirds of the respondents had anal sex in &lsé $ix months with a main
partner, more than half with a casual partner andenthan one tenth with a partner who
was paid for sex with money or by some other méses Figure 41).

- 20% of MSM had sex with a female partner during gshemonths preceding the survey
(the average number of partners was 1.87% of the respondents who had sex with a
female partner had a main female partner, 51% badasth a casual partner, and 24%
with a female partner who was paid for sex with eyoar otherwise.

13 Same questions were used in the pre- and postrigajuestionnaire of youth, see Section 5.2.
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Figure 41: Types of male anal sex partners indasedix months (%)

Condom use and testing for HIV

Nearly half of MSM do not always use a condom isuzd relations.

25% of the respondents who had anal sex with a maie partner in the last six months
reported always using a condom, while 54% of MSMdusondoms every time during an
anal intercourse with casual partner.

Of the respondents who had paid for sex (n=50)ga8/& an answer to the question about
condom use. 57% of them reported always usinghdar in the last six months.

In case of female sex partners, 18% of the respuadeith a main female partner and
48% of MSM who had casual female partners repatedys using a condom with these
partners in last six months.

The total score of risk behaviour among MSM wasculated on the basis of five
components associated with condom use, casualeparamd partners who were paid for
sex (both male and female partners). The grougsgondents contained equal share of
MSM with O risk level (no elements of risk behauvipand low risk level. One fifth are
MSM with high risk level behaviour in sexual retats (see Figure 42).

50% of the questioned men have been tested fordtldast once in their lifetime and
27% took the test in the last 12 months.
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Figure 42: Distribution of MSM by risk levels (%)

Study of MSM

NIHD in cooperation with Estonian Gay League anceaperienced external expert (Lisa G.
Johnston) conducted a pilot study among MSM inifialand Harjumaa using the respondent
driven sampling (RDS) method in 2007. Data werdected with a self-administered
guestionnaire and participants were asked to gik#oad sample to be tested for HIV,
syphilis and hepatitis B. This method of recruitinghat could theoretically give a
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representative sample of hidden and hard to readett groups did not work in case of
Estonian MSM population. 59 men were recruitedirdurthe three-month (April-June)
survey period which was below the expected samipke sThe analysis indicated that the
inefficiency of the RDS recruitment method couldvédbeen due to the high level of
occupational engagements in the target group, goahtisfactory level of income, lack of
interest in the offered testing opportunity and uxes, secrecy of some MSM (with a female
partner or wife) and unwillingness to present thelies as MSM (see further Trummal et al
2007).

The collected data were analysed with respondewmtrisampling analyses tool (RDSAT), a
special data analyses program that weighs theatmtgproduces assessments (representative
in case of effective RDS recruitment) with 95% ddehce interval. The main results were
the following:

— Most MSM involved in RDS study were young men ieiti20ies and 30ies and half of
them were Estonians. The study sample had a goesel & education and most
participants were employed or studying. Nearly @3he respondents received higher
net income than the average for the Tallinn/Harjamegion in the last month.

- 79% of MSM identified themselves as homosexual #rarest stated that they were
bisexual or had not defined their sexual orientatio

— 1.5% of the sample reported using drugs in theftastweeks. None of the participants
had injected drugs in the preceding six months.

— Nearly 90% of MSM had visited gay websites, gays|ubars or saunas in order to find
new contacts in the last six months.

— 2/3 of the patrticipants had had sex with at leastmale partner in the last six months and
the average number of partners was 4.6. One téits™ had paid for sex in the last six
months and 2% stated that a male partner had lpaind for sex.

— 1/3 of the respondents have had sex with a womainein lifetime and the data weighed
by RDSAT indicated that none of the participantd Bax with a woman in the last six
months (however, n=2).

— One fifth of MSM used a condom the first time thegd sex. 42% of the respondents
who had anal sex with a casual partner reportedy@wsing a condom with such partner
in the last six months.

— 69% of MSM have been tested for STIs and 65% hakentthe HIV test. The venous
blood samples collected during the study indicaled one participant had HIV and none
of the MSM had syphilis or hepatitis B.

The study reached primarily younger and more adh&M who are willing to talk openly

about their sexual orientation. For example, thea of the internet survey included a

greater number of older men, more MSM with femaldrners and those who had never been

tested for HIV.

5.6. General population and HIV testing

The age range from 15 to 49 years is considereadeaptively the most active (WHO and

UNAIDS 2000:20). According to information from tlesd of 2007, 1.3% of Estonian men
and 0.5% of women in the age group 15-49 are knmwre HIV infected (in January 2008,

the total Estonian population included 332,348 med 337,270 women in the age group 15-
49).
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Accessing the general population creates the emviemt for more targeted HIV prevention
measures to promote behaviour change and stigraatred (UNAIDS 2007:45). The general
development of healthy behaviour should emphastséeast the following interrelated
elements: public debate in the society/communitgintaining and developing the discussion,
offering information and training, reduction ofgtias and discrimination in connection with
HIV, promotion of services and means (Eesti riiklik005).

HIV testing and counselling service is one of théliventions designed for the general
population as an important bridge with other préiwenand healthcare services. The
important areas of work include: ensuring avaligbiof quality counselling and testing

services and increasing demand for such servigesigh campaigns, creation of a referral
system from testing to other healthcare and sosklvices, reduction of stigma,

discrimination and risk behaviour (see FHI 20014l £003).

All county governments in Estonia have establisthed) prevention or health councils. Some
local governments (e.g., Tallinn City Governmengpgoarticipate actively in the planning of
prevention and support the work of local organtsei Two campaigns are organised
annually — a media campaign for the youth to prentmndom use in May and a campaign
for general population with a charity concert inMdmber-December. The latter of the two
focuses on various topics. The objective for teeagyal population in the Estonian National
HIV and AIDS Strategy for 2006-2015 is as follow§he knowledge of the general
population on HIV transmission and the skills teess the risk to get infected have increased
and negative attitudes towards PLWHA have decreased

In Estonia HIV testing is provided by all medicasiitutions as wells as specialised cabinets.
The objective of the national strategy for 2006204: "Availability of HIV testing and
counselling service has increased."

ACTIVITIES IN 2006-2007

No activities for general population took placehe framework of the GFATM program.

County prevention and health councils

Systematic HIV prevention at county level startad2D02 when most county governments
prepared development plans for several years andtgdevel activities received support

from the funds of the national programme. Courdyegnments are allocated resources for
health promotion also from the funds of the natiodaig use prevention strategy and
cardiovascular disease prevention strategy.

Drug prevention or health councils have been estadd at all county governments and they
include representatives of local governments amgrosations as well as specialists in the
field. The content of activities and target grougan vary in different counties, but the
majority of work is dedicated to informing the lbcgouth and general population and
increasing the competence of local specialistsureigd3 shows the distribution of funds
allocated from the HIV and drug use preventiontsgy by different activity categories in

2006-2007. These funds have been also used foe sher preventive interventions to

reduce the use of other addictive substances (asichicohol or tobacco products) among
youth or promote other healthy life choices.
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Figure 43: Distribution of amounts allocated to mtves under the HIV and drug use
prevention strategy in 2006-20%) (Source:NIHD)

The Tallinn City Government is among the most actocal governments and in 2006-2007
their activity was based on the Action Plan forvergion of the Spread of Drugs and
HIV/AIDS in Tallinn 2003-2007. A Drug Use and A®DPrevention Committee has been
established at the Social Welfare and Health Carpaliment of Tallinn to prepare action
plans and oversee the implementation. The actian i3 used to support the work of the
local organisations in the field of HIV and drugeugrevention. The cities of Tartu and
Parnu, fir instance, are also allocating some messuo this field.

Campaigns and other activities

The first prevention campaigns in Estonia were oisgd in 1992-1993 and they provided
general information to the public on HIV and waysHIV transmission. In addition to
condom use campaigns for the youth, NIHD in codjpamawith Association Anti-AIDS
organised a charity donation campaign "When Mathbfilk is Dangerous” in December
2006 to collect funds for buying breast milk sutbgés for the newborn babies of HIV
infected women. The campaign clips were broadcastéioree TV and eight radio channels.
In addition posters were displayed in offices, cd®pensing machines and web pages of
Hansapank all over Estonia. EEK 317,000 worth afiadions were received through this
campaign.
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KUl EMAPIIM
ON OHTLIK...

Emaplim vbib olla eluohtilk. Niiteks kul emal on HIV.
Siis on hiidasti tarvis rinnaplima asendajat.
Et laps jiliks terveks. Me saame aldata.
Me saame aastas padsta sada last. See on suur asi.

At the end of 2006, NIHD organised a direct mailaagnpaign "If you have a slightest doubt"
to explain the Estonian adult population the needé tested for HIV. A total of 182,629
envelopes with an Estonian or Russian leaflet atwbrapanying letter were sent to the
residents of different Estonian regions (the lstiere anonymous)A campaign organised
at the end of 2007 also called the people to takétests. The campaign clips were played
in three TV channels, six radio channels and adwedre also displayed in cash dispensing
machines of Hansapank. A traditional concert wakl he Tallinn Charles Church on
December % in both years to honour the World AIDS Day. Weallewn Estonian artists
performed at both 2006 and 2007 concert, campaigssage for the end of the year was
presented and the concerts were shown live in Estdalevision.

The Healthy Estonia Foundation was establishechénnhiddle of 2006. The foundation
offers an opportunity for employers to carry oairiing events and information campaigns on
HIV at the workplace. The organisation aims toolwe the private sector as an active partner
and attempts to draw funding for the prevention kvamong company employees from
companies themselves. In 2006-2007 the HealthgnisstFoundation provided training to
1,620 employees in 13 companies. A coalition "@ames Against HIV" was created by
five companies in 2007.
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The topic of HIV and AIDS has been also discussedes2006 in the framework of the
Network for Workplace Health Promotion, coordinateg NIHD (the network has 61
members). In 2006 40 employers received trainimgdtvV and workplace and information
materials on were also distributed to the netwoeknbers.

HIV testing

HIV testing in Estonia began in 1987 and the fimétcted person was discovered a year later.
Today, blood samples for HIV testing can be takesix AIDS Counselling Cabinets, Tapa
AIDS Prevention/Drug Counselling Centre, 18 youblirtselling centres all over Estonia and
all healthcare establishments. HIV testing is meffie to women who register their
pregnancies, persons taking tuberculosis or ST tasd prisoners. The testing of donor
blood and transplant organs for HIV is mandatorgoading to the Regulation No. 121
(31.10.2003) of the Minister of Social Affairs. Thealyses are made by primary laboratories
in the larger medical establishments and the HIVeRace Laboratory at WTCH. The
number of persons tested for HIV has been incrgaser the years (see Figure 44). 0.5% of
all tested persons in 2006 and 2007 were HIV pasiti
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Figure 44: Number of persons tested for HIV in 2@007 (Source: WTCH)

The AIDS Counselling Cabinets are located in Ngwader Narva Hospital), Kohtla-Jarve
(under Ida-Viru Central Hospital), Tartu (under fbatJniversity Hospital), Parnu (under
Parnu Hospital) and Tallinn (in WTCH and AIDS Pretiten Centre). Testing in the above
mentioned cabinets and Tapa AIDS Prevention/DrugnSelling Centre is funded from the
national HIV and AIDS prevention strategy. The ioabs offer free testing for HIV and
syphilis. The opportunity to test for hepatitis BdaC was added in November 2007. The
visitors are counselled on the issues of testimgctions and risk behaviour. Some cabinets
also do field trips to vocational schools, syrimyehange points, etc.

The number of HIV infection cases discovered in@@@d 2007 in the counselling cabinets
(including the Tapa Centre) accounted for 38-39%albfcases discovered in Estonia.
Approximately 4-5% of all visitors turn out to bd\Hpositive. This percentage is highest in
the cabinets located in Ida-Virumaa (see Table 14).
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Table 14: Number of tests and HIV cases discoveredunselling cabinets
2006-200@ource:NIHD)

% of HIV
No of HIV | positives of all
No of visits No of tests positives tests

Cabinet 2006 | 2007 | 2006/ 2007 2006007| 2006 | 2007
West Tallinn Central
Hospital 2,101 2,007 1,951 1918 75 41 38 21
AIDS Prevention Centre 26
(Tallinn) 1,528 | 1,888 1,479 1,843 51 1.8 | 28
Ida-Viru Central Hospita
(Kohtla-Jarve) 265 276 265 276 44 24  16.6 8.7
Narva Hospital 1,126 964 929 818 111 108 11.9 13.2
Tartu University Hospita|] 1,081 1,506 619 689 D A4 .30 0.6
Parnu Hospital 190 247 171 221 2 0 1.2 0.0
Tapa AIDS
Prevention/Drug
Counselling Centre 496 685 253 372 2 11 0.8 3.0
TOTAL 6,787| 7,572 5,667 6,137 262 289 4.6 3.9

Other target groups

Donors No cases of HIV infection have been registered gtoiia in connection with
transfusion of donor blood, organs or tissues. Eefdonating blood donors undergo a
medical examination and fill out a questionnairettogir health and behaviour. The blood of
all donors is tested for HIV, hepatitis B and C anber infections (Eesti riiklik... 2005).
Over the years a total of 95 HIV infected donorgehbeen discovered (as at the end of 2007).
The objective of the national strategy is: "Safetly the transfused donor blood and
transplanted organs and tissues to the recipieehssired.” The measures to achieve this
objective include increasing the knowledge of denon HIV and AIDS, application of
modern HIV diagnostic methods and ensuring trair@ng in-service training of the medical
staff.

Persons at risk due to professigmedical and social workers, police and rescueiafs,
prison officials, etc.)No cases of HIV infection through occupational \dtti have been
registered in Estonia. Persons at risk due to pstde@ are people whose day-to-day
professional duties entail contacts with potentiaifectious bodily fluids and the associated
materials. The employers are required to ensurapational safety and training according to
established regulations. The Estonian Associatfoimfectious Diseases has developed HIV
diagnostic and treatment guidelines, which inclukgtructions for preventing infections
transmitted through blood and other bodily fluidsdaprecautions after a potentially
dangerous occupational contact (Eesti riiklik... 200®reventive treatment after contact is
available to persons at risk due to professioncofding to the Estonian National HIV and
AIDS Strategy for 2006-2015, the objective for thésget group is as follows: "No HIV
transmission has occurred in the course of ocoompatiwork.” The activities for achieving
this objective include ensuring quality trainingpdrsons at risk due to profession, ensuring
availability and use of necessary protective egeipirat workplaces and creating a unified
system for the registration of contacts. A largepprtion of the work belongs to the routine
system of training and ensuring availability of essary equipment. In addition, NIHD
organised a training on "HIV and Work Environmefat 135 social workers and lawyers and
issued an information publication on the risksiafessional work in 2007.
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STUDY RESULTS

Study of adult population

According to the 2006 study of Health Behaviour amdEstonian Adult Population (see

Tekkel et al 2007), 22% of men aged 16-64 and 12%amen in the same age group had
had casual sexual partner in the preceding 12 rsor@4% of men and 20% of women who
had had casual sex reported always using a cond@% of all respondents in the age group
16-64 knew that the risk of getting HIV can be reghli by always using a condom during sex
and 91% were aware that HIV can be transmittedutttonjection with a used syringe. More

than half of the adult population knew that HIVhist transmitted by sharing a toilet or eating
from the same tableware with an infected persoesslthan half would agree to work in the
same collective with a person living with HIV anadwid not stop buying food from a store

where a salesperson is infected (see Figure 45).
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Figure 45: Persons in the age group 16-74 who garrect (light columns) or tolerant
answers (dark columns) to the psagl statements (%)

Survey of the visitors of AIDS cabinets

Since 2004 the six AIDS Counselling Cabinets ussstionnaires to collect data on the socio-
demographic indicators, risk behaviour and possillge of infection of the visitors. In 2006
the questionnaires were filled out on 5,216 cliemtsich accounted for 83% of all visitors
(see L6hmus 2007; the analysis of data from 200I7b&idone in 2008). The collection of
data and analysis is organised by NIHD.

General indicators

- 55% of all visitors of the cabinets in 2006 are nagrd 45% are women. 67% of the
visitors who discovered to be HIV positive are men.

- The largest age group among the visitors is youegple aged 20-24 (29%) and the
average age 28 years. The age distribution ofethhdso where discovered to be HIV
positive is shown on Figure 46.

- In case of 48% of the visitors Russian was usethadanguage of counselling. The
counselling was done in Russian in 92% of all cashsre the HIV test turned out
positive.

- 54% of the respondents are employed, 22% study, stlithy and work and 13% do not
study or work. The lastly mentioned indicator 8/8among persons who tested positive
for HIV.
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3% of the clients reported being homo- or bisexudlis indicator is 5% among men. 1%
of the persons who tested positive for HIV are heorobisexual (n=2, both male). 19%
of the infected persons did not report their sexuedntation. In the group of all visitors,
4% did not report their orientation.
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Figure 46: Age distribution of HIV infected persatiscovered in the counselling

cabinets (%)

Sexual relations and drug use

The percentage of persons always using a condomoagual partners was very low among
cabinet visitors and most of IDUs had shared swsng the last month.

76% of the cabinet visitors reported having sexwitcasual partner in the last 12 months
and 5% with a partner who was paid for sex. 1% hexkived payment for sex
themselves. Considering only the group of HIV pesitrespondents, 55% of them had
had casual sex, 7% had paid for sex and 2% had/egcpayment for sex.

7% of the persons who reported having casual partimethe last year always used a
condom in these occasions (the same level of conggemwas reported in the group of
HIV infected persons). 53% of the persons who padl for sex and 14% of the
respondents who had received payment for sex iegpattvays using a condom.

9% of the visitors stated that they have injectedgs in the last 12 months. This
indicator was 52% among those who tested positivélfV.

20% of all visitors who had injected drugs and 1&fpersons who were diagnosed to
have HIV had never shared syringes or needles. &9%# injecting visitors had shared a
syringe in the last month and 75% of HIV positiidJs had done so.

Prior testing and suspected route of transmission

Nearly half of persons tested positive for HIV begk that they could have been infected
through sharing of injecting equipment.

48 % of the visitors of the six cabinets had takarH|V test before. 67 % of the persons
who tested positive for HIV had been tested before.

A large majority (81%) of the visitors of AIDS calets believe that they might have been
infected through sexual intercourse. Nearly twoes less respondents among the HIV
positive group expressed the same belief (see &I

9% of all visitors stated that their possible inige might have been associated
(exclusively or inclusively) with injecting drugsThe same indicator was 46% among
HIV infected persons.
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Figure 47: Suspected route of HIV transmission anasitors of AIDS cabinets who
where diagnosed HIV positive (%)

5.7. People living with HIV and AIDS

By the end of 2007 a total of 6,364 cases of HI\femegistered in Estonia and AIDS has
been diagnosed in 191 cases. The needs of PLWHADbeametermined through four
interconnected elements (see FHI 2001b):

— Medical needs like treatment and the associatedrnrdtion. Such services include
monitoring the health condition, timely diagnogmsevention of tuberculosis and other
opportunistic infections, AVR treatment, palliatieare, nursing.

— Psychological needs, such as emotional supporthith element the organisations for
PLWHA play a very important role in psychologicakgstance and support (by specialists
and peers).

— Socio-economic needs associated with job loss,eas®d medical expenses, special
nutrition and related issues. In this respect @ropounselling and assistance are
important, for instance, to preserve family incomeegreate community support networks.

— Needs associated with human rights and legal neBHgVHA often need legal assistance
to defend their rights and solve vital problems.

The needs for services change as the HIV infegirogresses.

In Estonia regular health monitoring of PLWHA israd out by infectionists who also
prescribe antiretroviral treatment if necessaryalthemonitoring and AVR treatment is free
of charge to everyone, including persons withowltheinsurance. Psychosocial support and
counselling is offered to the infected persons tait relatives in respective support groups.
According to the Estonian National HIV and AIDS &#&gy for 2006-2015, the strategic
objective for this group is: "Quality of life of pple living with HIV and AIDS has
improved.” In order to achieve this, it is planriedncrease the proportion of PLWHA who
receive medical and welfare services, psychologicahselling and social support.

As at the end of 2007 25 children had got HIV frimir mothers in Estonia. This accounts
for 5% of all children born to HIV infected women=467). The United Nations Population
Fund emphasises the importance of following measuce reduce the risk of HIV
transmission from mother to child (UNFPA 2002:19):

— Providing access to testing services;
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— Providing access to appropriate antenatal, safevedgl and post-delivery care and
treatment;

— Avoiding unnecessary interventions during pregnancy

— Supplying reproductive health commodities (suchfemale and male condoms, STI
testing and treatment, safe delivery equipment).

All pregnant women in Estonia have health insurasmeer since 12 week of pregnancy and
can use free medical services (including preverAVR treatment for HIV infected women).
Women who register their pregnancy are recommenddadke an HIV test in addition to
other tests and if the fist test is negative, @agpest is recommended after th& 8geek of
pregnancy (Procedure for Testing and Treatment ndéctious Diseases and Infection
Carriage in Pregnant Women, Minister of the So&i#irs Regulation No. 118, 31.10.2003).
According to pregnancy monitoring guidelines of Estonian Association of Gynaecologists,
HIV testing is recommended also to women decidmdhave an abortion (Eesti riiklik...
2005). The objective of the national strategy isf@®ws: "Vertical transmission of HIV
infection has decreased."

GFATM PROGRAM, 10.2003-09.2007

The Estonian proposal to GFATM in 2002 stated twatimportant barrier to ensuring
healthcare services for PLWHA is poor availabibifyfree services to persons without health
insurance (who constitute a significant portionndéécted people). A commitment to improve
availability of healthcare and support services|uding ensuring free health monitoring for
PLWHA with and without health insurance, was madethe framework of the GFATM
program.

Healthcare services

Free high-quality three-component ARV treatmentsilable to Estonian patients since
2001. As of 2004, AVR treatment is provided byrfbospitals (previously only by WTCH):
West Tallinn Central Hospital, Ida-Viru Central Hbitel, Narva Hospital and Tartu
University Hospital, which were also supported fr&@RATM funds. The program covered
most of the costs of ARV medication and providedding for health monitoring of
uninsured PLWHA by infectionists.

The number of uninsured persons registered at gpitabwith an infectionist was 189 by the
end of the second year, 376 by the end of the yywal and 532 by the end of the fourth
program year (the number of registered personsnwaseported in the first year). However,
significantly less uninsured PLWHA than expectecdcted an infectionist during the
program (the expected number of patients was 70).increase in persons receiving ARV
treatment is shown by quarters on Figure 48 (thialer also includes HIV infected pregnant
women and infants who received treatment). Théscosmedication were not drawn from
the GFATM program funds before the fourth quarfe2@04.
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Figure 48: Quarterly number of patients on ARV tm@ant from 10.2004 to 09.2007

Support services

Support services to PLWHA were provided in the fearark of the GFATM program by
NRCDA, Ltd Corrigo (as of 10.2005) and NGO "We Hefpu" (as of 06.2006) in Ida-
Virumaa and ESPO Society, AIDS Prevention Centm&il(09.2005), Convictus Estonia
(since 10.2005) and the Estonian Network of Pedpleng with HIV (as of 11.2006) in

Tallinn. Several organisations added support sesvior PLWHA and their relatives into
their range of services and a new organisatiorgritast Network of People Living with HIV,

was created during the GFATM program period.

55 persons belonged to the support groups by tdeoérnhe first quarter of 2004 and 198
persons by the end of the program. The activitieshe support groups included group
sessions according to the principles of self-helpepanied by specialist advice, individual
consultations and workshops on various topics egietor PLWHA. In the second program
phase the organisations started to offer informagiod counselling also to these PLWHA and
their relatives who were not members of supportugso A total of 2,858 counselling
sessions with persons who did not belong to a stigpoup took place in the second program
phase. The target of GFATM program was achievett wegard to the number of support
group members.

The agreement between GFATM and NIHD did not contmy indicators associated with
surveying of this target group.

ACTIVITIES IN 2006 AND 2007

Infectionists are working in hospitals in Tallinbarva, Kohtla-Jarve, Tartu and Parnu.
Approximately 3,500 PLWHA have been registered wiflectionists, which is slightly more
than half of all registered infected persons. AR¥atment is provided in four of the
abovementioned cities (not in Parnu). After thd ehthe GRATM program, the purchase of
ARV medication and health monitoring of PLWHA witlitchealth insurance is funded from
the state budget. 772 people were receiving AR¥tinent at the end of 2007. After the end
of the GFATM program public funds are also useddatinue the work of support groups
and counselling of infected persons.
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Case management

In order to improve the availability of appropridtealthcare and social services for PLWHA,
a system of case management is being developedas antervention through the Ministry
of Social Affairs. The first steps in this diremtiin 2006-2007 have been associated with the
development of the case management concept, tganrfiiapecialists and offering the hospital
infectious disease departments resources for emmgl@pcial workers. The provision of case
management service started in 2007 at WTCH, Ida-Zentral Hospital and Narva Hospital.
A total of 948 PLWHA were counselled in 2007, irdihg 354 new clients (the total number
of visits was 1,366). The responsibilities of thase management specialist include
overseeing the provision of services required byWPIA, their integration into normal life
and information exchange. The main objective oEgaanagement is referral of people to the
services, support and other resources adequatéhdoneeds of that person and to offer
targeted assistance based on the individual (HIW&I juhtumikorraldussisteemi
kontseptsioon 2006).

Tuberculosis prevention

HIV is the main known risk factor of getting actitutberculosis after being infected with TB
and TB is globally one of the main causes of miytalssociated with HIV. The percentage
of tuberculosis patients among PLWHA has been giigincreasing in Estonia in recent
years and TB is among the main causes of deatha@®IDS patients (see the respective
statistics in Chapter 1).

The Estonian TB prevention strategy follows all WoHealth Organization recom-
mendations (see WHO 2006). All persons with a suspiof TB have access to free medical
services required for confirmation of diagnosis aatbsequent treatment. The expenses are
covered from the budget of the Health InsurancedFan the resources of the National
Tuberculosis Control Program. Being a group witighened risk of infection, PLWHA are
recommended to attend medical examination onceragrevhen any symptoms develop. TB
diagnostic and treatment is carried out by traipeltinonologists. TB treatment is started in a
stationary department and continued in the ambuyldtorm as direct observation treatment
where the patient should visit the local cabinetataily basis.

In order to develop cooperation on HIV and TB preaian between Estonia, Latvia and
Lithuania, a project supported by WHO was launcime@005 on scaling up treatment and
care for HIV/AIDS and tuberculosis patients andedexating prevention within the health
system. A national and regional work group has loeeated in the framework of the project,
the funding of TB and HIV prevention, treatment andre has been mapped and
recommendations made to improve the system. Guoekelior cooperation between TB and
HIV prevention programs have been drafted in 20862007 and training has been provided
to medical and social workers. The project fundgehldeen used to develop and implement
the case management system for PLWHA in order dibiteie patient movement within the
system where medical services associated with Hid @B are provided by different
institutions. Recommendations have been made forawing the work of the TB Register.

Services for pregnant women

105 children were born to HIV infected pregnant veonin 2006 and 91 children in 2007.
HIV was transmitted from mother to child in 4% (n=4nd 2% (n=2) of the cases
respectively.In addition to ordinary measures applied for HIferted pregnant women in
the healthcare system, a charity campaign "Whermenstmilk is dangerous" was organised
in December 2006 to collect money for buying breask substitutes for the infants of HIV
infected women (as the breast milk of an infectedh@ar can be a route of HIV transmission).
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The breast milk substitutes purchased for the dahatoney were distributed in the middle of
2007 in Narva Hospital, Ida-Viru Central HospitadadWTCH. Additionally, a training course
was organised in 2007 for employees of NGOs wharadaily contacts with HIV infected
women.

STUDY RESULTS

17 individual interviews with PLWHA and 3 focus gminterviews with the representatives
of education and healthcare sector and employers eanducted in the first half of 2006 in
the framework of a qualitative study project finaddoy UNDP. The objective of the study
organised by NIHD was to map the experiences agke&clusion among the PLWHA and

to assess the attitude of service providers andoyens towards people living with HIV and

AIDS. A similar data collection was also carriett ;m Kaliningrad.

The main results of the interviews in Estonia aéodows (see UNDP 2006):

- The interviewed PLWHA were afraid that their stataght be revealed. They feared
losing the job or not getting the required services

- PLWHA did not see any reason to make their HIV pesistatus known in the education
system or labour market. The found that emplogezanot yet prepared to tackle the issue
of HIV. They provided examples of discriminationsasiated with HIV in school
environment, medical institutions and workplace.

- The limited knowledge of medical staff on HIV andDS and failure to observe the
appropriate safety requirements was highlightech gsoblem by PLWHA. However,
some interviewees were also satisfied with the nadiervices provided to them.

- Interviewed people found that PLWHA would need mseevices that are not designed
specifically for risk groups.

- Both individual and focus group interviews indightbat in addition to the stigma arising
from HIV positive status, the infected persons aseribed certain patterns of behaviour
(e.g., drug use, sex work). Many educational araltheare workers and employers who
participated in the focus groups expressed an atmwys attitude towards PLWHA.
Nevertheless, they considered that integratiomfafcied people in the labour market and
education environment was necessary.

- The interviewed representatives of educationaloseahd employers had had very few
contacts with PLWHA. They found that schools ardchers would need additional
training and instructions in connection with pregas and communication with students
who have HIV.

- Even though the interviewed medical workers hadenkmowledge of the clinical aspects
of HIV, they expressed similar fears and steredyipeconnection with PLWHA as the
representatives of other professions. Medical keisr expressed confusion and
dissatisfaction about the confidentiality requirenseassociated with HIV. They also
talked about limited use of precautionary measir@sedical institutions.

- The interviewees of the focus groups found thatciimeent HIV prevention methods are
insufficient.
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6. EXPERIENCES OF SERVICE PROVIDERS IN THE LIGHT O F THE
GLOBAL FUND PROGRAM

CONVICTUS ESTONIA

Convictus Estonia, NGO located in Tallinn, was fded in 2002 and has four principal areas
of work: syringe exchange, support services for Hi¥ected drug users, counselling of

prisoners and support services for infected prissgnarganisation of specialist lectures and
training courses. In the framework of the GFATM gnaam the organisation provided syringe
exchange services, arranged support groups, cdingseind lectures in prisons and

established support groups for PLWHA outside prisetting.

Syringe exchange

The stationary syringe exchange point of Convidigsonia was opened in October 2003.
Syringe exchange programs have been the mostieffeatervention to restrict the spread of
HIV. The idea is to ensure easy availability ofrigesyringes to drug users and to remove
used syringes from circulation. In addition, syengxchange enables to establish contacts
between healthcare services and injecting drugsuser

The syringe exchange work of Convictus Estonia Ibesn continuously expanding since
2004, since the opening hours and locations of haduction facilities should be adequate
and convenient for the clients. The work scheddlSEPs is based on the daily rhythm of
clients and the service providers guarantee comtigldy and anonymity of clients. In
addition to stationary syringe exchange, the oggiun has used support from the GFATM
program to work also in three outreach teams. l&yénd of the four-year program, the
number of SEP visitors had increased to 2,300 perswith one third of them being regular
clietns. Convictus Estonia distributed a totalOo84 million syringes to the target group
during the program and the SEPs received approglynas,200 visits.

In addition to syringes, condoms and informatiortemials, the target group is also offered
consultations on different aspects of drug addigtidlV, STIs, and other health issues and
clients will be referred to other services if nesay. For outreach work Convictus Estonia
recruits young people who have had personal expegewith this problem — former drug
users or drug users on substitution treatment.

Work in prisons

“Prisoners have a right to protect themselves agaldlV infection. Prisoners living with
HIV/AIDS have a right to maintain and promote the#alth.”

(Dublin Declaration on HIV/AIDS Declaration in Paoiss in Europe and Central Asia, 2004)

Prison is the most harmful environment for humaalthen our society. With imprisonment a
person does not only lose his/her freedom, but edspes into contact with several risks —
violence, drug use, infections. The state is nipieaid legally responsible for preventing the
spread of HIV among prisoners and prison staff fondthe care for the infected. Prison
setting and general society are connected vesset® sooner or later prisoners will return to
the society. Every action (or inaction) in prisamgh regard to HIV/AIDS, tuberculosis,
hepatitis and drug use is in the end reflectethénhealth of the general population.

Convictus Estonia works in prisons since the eng0ff3 and the main objective is to provide
psychosocial assistance to HIV infected prison8tgport groups in Estonian male, female
and youth prisons were established in January 260vthe financing from GFATM. A total
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of 767 persons participated in the work of the supgroups over the four program years.

Most members of support groups are persons who Iese infected recently and many have
a long history of drug addiction. In support grotpe members learn new concepts, such as
the quantity of helper cells and immune systemwel as the names of medical conditions
and medications. Convictus Estonia offers assistdoc solving psychosocial and socio-
economic problems. Any medical issues are solvexbaperation with prison doctors. A very
important topic is equal rights of the people lyiwith and without HIV. One of the
important aspects of group work is a roundtablé émables everyone attending to express
their concerns on an equal basis. Doctors, mindigials, volunteers, journalists and NGO
representatives sit together with prisoners. Tlekshop gave the infected prisoners an
opportunity to compare the answers of differentcgiists, take part in the discussion and
express opinions about discrimination and supprPLWHA on the prison territory and in
the general society.

Convictus Estonia does not view convicts as persatis a history, but as persons with a
future. Everyone should have an opportunity for aglt to trust. “Every saint has a past and
every sinner has a future.” These words of Oscatd&Vare the epigraph of prison
conversations.
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AIDS INFORMATION AND SUPPORT CENTER
AND HEALTH CENTRE “ELULOOTUS”

NGO AIDS Information and Support Centre was essdeld in 1994 and in 2001 it was

supplemented by the Ltd Health Centre “ElulootuBhese organisations operating in the
capital participated in the GFATM program with thangrojects: syringe exchange, methadone
substitution treatment and medical services for wexkers. The abovementioned services
were developed already prior to the GFATM programd ¢he organisation was among the
first in Estonia that implemented many of the maderevention methods (counselling and
testing of sex workers started in 1994, syringeharge and methadone treatment in 1997).

The syringe exchange points received nearly 79)8iis and 0.6 million syringes were
distributed over the four years of the GFATM pragra 120 persons were provided
methadone treatment at the end of the program ¢Bdyar 2007). STI diagnostic and
treatment services were visited on 3,370 occaslpnsex workers during the GFATM
program. The following positive developments weosiced during the program period:

— The four-year funding provided confidence and apasfunity to plan activities ahead for
longer than one year at a time.

— The support from the GFATM program exceeded thell@f previous discontinuous
funding from different sources by 3 or 4 times. isTanabled to multiply the volume of
work accomplished.

— In the beginning of the program representativesdifferent organisations developed
unified service delivery guidelines for all sengcen cooperation with NIHD, which
harmonised the method for implementing activitié®weer the country.

— Development of progress indicators, collection amalysis of respective data enabled
quantitative and qualitative comparisons with otbrgranisations.

AIDS Information and Support Centre and Health @efiElulootus” established an efficient
network for drug users, ranging from street workurtselling and syringe exchange to
methadone treatment, rehabilitation and re-soeitiis. The same principle is applied to sex
workers — they have access to psychosocial sugporidrug addiction treatment in addition
to medical services and safe sex education. Unfatély, the successful day centre for sex
workers was funded by GFATM only in the first tweays.

Provision of the same services will continue in fileire and a rehabilitation system for drug
users will be developed. A planned new area of vimtkeatment and rehabilitation of female
opiate addicts to prevent HIV transmission from imeotto child.

NGO “WE HELP YOU”

The non-governmental organisation “We Help You” weatablished in Ida-Virumaa in 2003
to provide services to injecting drug users — girexchange and support services for
PLWHA. Further development of the organisation a&xgansion of activities was made
possible by the GFATM program, which enabled tovite full scale of counselling and
syringe exchange services. The National Institisle Health Development played an
important role in successful coordination and impatation of the program.

The number of visits to syringe exchange has midtpduring the program period. Contacts
were established with 1,500-1,700 injecting drugrsisn the Ida-Virumaa region. The SEPs
of NGO “We Help You” received around 132,700 visihsring the four-year program and
1.34 million syringes were distributed. The workthathe support groups for PLWHA stared
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in June 2006 and 21 persons participated in th@aumgroups by September 2007. Staff
recruitment has been an important considerationttferorganisation. In order to achieve
better contact with the target group and establisist, the persons working in syringe
exchange are mostly former drug users or drug usersubstitution treatment. Work with

them requires a special attitude. Much attentsopaid to work with HIV infected clients —

motivating them to see an infectionist and seeklpsgocial support.

ESTONIAN SEXUAL HEALTH ASSOCIATION

The objective of the Estonian Sexual Health Assmria(ESHA), founded in 1994, is to
improve the reproductive and sexual health of eligde in Estonia. The organisation arranges
training courses for young people and specialsisrsees the work of counselling centres all
over Estonia, provides internet counselling, orgasistudent conferences and thematic youth
competitions.

During the four years of the GFATM program eduaati®essions on HIV/AIDS were

provided to the students of grades 5-12 (over Estdaring the first phase and in Ida-

Virumaa and Harjumaa during the second phase).utA®9,200 students in total participated

in the sessions. This was the first project athsacale for ESHA and it helped the

organisation to find many new lecturers. The orgatmdn has received positive feedback

from schools on the trainings and lecturers and A®Hoften invited back to talk about the

broader issues of sexual health to the studenteeStudent comments on the lectures:

- | liked that the lecture was not simply a talk, mdluded, for example, a demonstration of
how to put on a condom and other stuff.

- The lecture made me think. | liked that the discus®/as very simple and open.

- It was an interesting and nice lecture. The leatulid not blush at all. Love is cool!

- Everything was explained to the younger studentsvels | learned how AIDS is not
transmitted.

In addition to lectures, a student conference “Eove!” was organised in each year to

conclude the annual theatre festival and grant @svior the competition of study papers and
creative work. This gave the students an oppongubpituse their knowledge on sexual health
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and HIV/AIDS. As continuity is very important irdecating the youth on the issues of HIV
and AIDS, the organisation wants to continue prisgjduch trainings in the future.
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ESTONIAN ANTI-AIDS ASSOCIATION

Estonian Anti-AIDS Association was founded in 199The organisation is seated in Tallinn
and provides education using interactive methodpm@vention of HIV/AIDS and use of
addictive substances (drugs, alcohol, tobaccoptmg people in schools, vocational schools,
welfare institutions, youth summer camps and mmitl over Estonia.

A total of 9,500 conscripts, young people in wedfarstitutions, orphanages and state schools
and students of vocational schools received edutamn HIV/AIDS in the framework of the
GFATM program. The employees of the associati@o @rovided training to the staff of
orphanages (190 persons in total) outside the fname of the GFATM program. The
training materials of the Anti-AIDS Association lebeen updated during the GFATM
program according to the specific nature of différ@rget groups; cooperation and contacts
with different institutions and organisations int&8a have been expanded. Provision of
training courses in the framework of this extengpregram has been an instructive and
interesting experience for the Association in teroismanagement, organisation and the
content of work. Constructive cooperation with otN&Os has also been greatly developed —
lecturers from other NGOs have been participatmthe projects and Anti-AIDS Association
has taken part in the projects and discussionstiuéroorganisations. This has expanded
organisation’s vision and added to the bank of agpee. In the framework of the GFATM
program the Anti-AIDS Association evaluated theeefiveness of youth education (increase
in knowledge) through pre-and post-training survégs the first time. This provided
confidence that the work of the organisation creatal benefit.
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In conclusion, the employees of the associatiod flmat the number of young people who
have participated in the several-hour training isessis fairly large. Young people had an
opportunity to think about sexual problems, safiedveour and drug use. A current challenge
according to the Anti-AIDS Association is that HpYevention at the NGO level is based on
short-term projects. The issue of continuous yadhbcation is very important and should
find a permanent solution at the national level ibgluding these topics in the school
curricula. In HIV prevention generally more attemnti should be paid to PLWHA and

increasing tolerant attitude.

AIDS PREVENTION CENTRE

NGO AIDS Prevention Centre started its work in 2008e main areas of work of the
organisation include education of youth, adults alifierent specialists, counselling on
HIV/AIDS, testing and support for the PLWHA. Thamuiple of the Tallinn-based centre is
to have ‘open doors’ for everyone.

In the framework of the GFATM program the AIDS Reation Centre educated vocational
school students in North Estonia and used the GFAOMs to organise support groups for
HIV infected women in the first phase of the pragraThe first support group for women in
Estonia was created (not drug users) and it indwte persons. The project resulted in the
creation of a new organisation LIGO (Life Is Goi@m) on the initiative of HIV infected
women themselves. The AIDS Prevention Centre densithe creation of the support group
for women a very necessary initiative and the plaject enabled to test the effectiveness of
the idea and involvement of different specialist$ie role of group therapy was particularly
significant — women could admit without shame ttity had HIV and discuss the ways of
coping with it.

The organisation had already done some occasioodd with vocational schools, but this
activity became now consistent in the GFATM progrperniod and a total of 7,016 young
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people participated in training sessions from JanAA04 to September 2007. Working with
the young people in vocational schools for such eaxtended period was a valuable
experience, because this target group tends to Ibavenotivation for learning. The number
of sexual contacts in this group is relatively hagid drug use is an important issue to cover.
Cooperation with vocational schools improved cdesiy during the program period.

An important benefit highlighted by the organisatiwmas the first experience of project
management gained by several employees in the Wwarkeof the GFATM program, which

enables them to spend more time on planning iriutuge, avoid mistakes, etc. It would be
important to continue developing and motivating tteam in the future to involve

professionals in their respective fields with skitb work with different target groups and
methods. The organisation today feels more empalvarel able to implement different
projects.

KERSTI VOLU TRAINING CENTRE

Kersti VOlu Training Centre is a private school mgimg in Johvi since 2002. The Centre is
an educational institution specialised in in-sesviaining, retraining, language studies and
economic education. In the framework of the GFATNMbgsam the centre provided
educational sessions on HIV/AIDS to the vocatiosahool and upper secondary school
students in Ida-Virumaa and a total of 1,521 yopegple participated in these trainings from
June 2006 to September 2007.

The sessions of the centre combined lecture witkractive methods, such as role plays,
feedback theatre, solving of practical assignmerts, According to the information
provided on the feedback sheets, the young peopke fairly good knowledge on HIV
transmission. Nevertheless, they stated that sdobational events are necessary and useful.
In addition, the students mentioned that their rathand fathers do not have sufficient
information on this topic. The young people sugggshat education should be provided to
middle-aged persons and the younger age group4 izars, as well. Nearly all students
stated that the topic is very interesting and thksp try to get information on these issues
themselves through press and media.

NGO LIVING FOR TOMORROW

NGO Living for Tomorrow, located in Tallinn, wasunded in 1999. The organisation offers
youth workshops on sexual education and organisakhhweeks for school students, works
with peer education methods and contributes tdigie against human trafficking.

In the framework of the GFATM program organisatipnepared peer educators and
administered a network of educators in North andt@é Estonia. The network included 34
peer educators by the end of the program and théyrtade approximately 13,200 prevention
contacts with their peers.

Living for Tomorrow believes that their most sigoént result in the GFATM program
period since 2004 has been achievement of consisientheir work. Participation in such
long-term program enabled to demonstrate that stersty leads to better planning of work
and improved performance measurement. While tisé ffhase of the program was used to
train new peer educators, the second phase wasatiedlito administering the existing
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educators’ network. This was a new responsibititthe work of Living for Tomorrow and
provided a good opportunity to introduce certainovations. Another certain benefit of the
GFATM program was improvement of project managenskilts from preparing a public
procurement proposal to reporting. This practicglegience serves as a good asset for future
participation in various programs.

New youth groups in Tallinn, Rakvere, Rapla anddPavere educated in the framework of
the program and spontaneous youth own initiativesewsupported. One of the most
interesting initiatives was a study on alcohol Hlality, conducted by young people

themselves. The results were shocking even foirtiiators of the study, because alcohol
was frequently sold to minors without age verificat In addition, the young people had the
opportunity to demonstrate their skills and knowedn one of the favourite projects of the
organisation — Health Week for students of gradds There were also numerous events
where the organisation participated with their tentinformation desk. One of the more
interesting initiatives was organisation of youtkclange programs with Sweden and
Ukraine. A self-development group ‘Meeting’ was amgsed as a new pilot project, enabling
the young people to work with their inner feelings.

The GFATM program provided the employees of Livileg Tomorrow the opportunity to
feel that they are capable of further developmemnt ean implement large-scale measures.
The organisations would like to continue the alyeddveloped activities and move forward
in implementing the new developments of recents/eBine team of Living for Tomorrow has
had strong cooperation and the organisation wakédtb thank all young people who have
constantly encouraged and motivated them and eshéblearn from the youth.
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NGO PARTNERS FOR LOCAL AND REGIONAL DEVELOPMENT

NGO Partners for Local and Regional Development araated in 2001 and this Tallinn-
based organisation works in youth and specialisicaion and development activities to
contribute to the sustainable development of regjion

In the framework of the GFATM program the organmatprepared peer educators and
administered a network of educators to reduce bethkaviour of the youth and increase the
knowledge on HIV in the regions of South and Westokia. The network included 78
educators by the end of the program and the peecatats made approximately 4,092
prevention work contacts with their peers. The GWMAprogram confirmed the principle of
PLRD that work with the youth provides young peopiéh educational and developmental
experiences and improves their coping in a demiacsatiety. The team of PLRD followed
the principles of open youth work according to whibe young people have a right to make
different choices, receive support from parents iasttuctors, develop an ability of critical
assessment and analyse the surrounding world t@ mgkt decisions for themselves and
others.

The principal activity of the first phase of the &RV program was to find young people in
the regions of South and West Estonia who wouléetp pass the preparatory training cycle
that would enable them to help their peers witkh bghaviour problems. The training resulted
in a network used in the second program phasesistgseer educators in organising events
and training courses in line with the program otiyes. Active supervision was carried out
throughout the program (to improve the knowleddd|ssand abilities of peer educators to
communicate on the topics of HIV/AIDS, STIs, sada&,ssexuality, drug use, etc.) in order to
avoid situations where young educators harm thamselby taking on too many
responsibilities.

A review of the entire period of activity enableshighlight keywords that helped to prevent
major setbacks in the work with the youth. The mwsportant keywords were trust,
tolerance, openness and equality. The most valuabldt of the project in the assessment of
PLRD was establishment of an active youth teamtigtigr consisting of the members of
Youth Against Drugs (YAD), that would continue twerk on youth health promotion. In the
future the members of PLRD would like to focus ampexvising and helping these young
people. In doing that they would like to act asesusors and transfer the technical work of
maintaining the network, communicating with youthdaorganising events to the already
established youth team. This is the best methodléoeloping the sense of responsibility in
the youth, sharing experiences and ensuring rigkntatity of the “youth to youth”
movement.

Work with the GFATM program has given members ofRBLa great deal of additional
knowledge on infectious diseases, problems of HIB& and their potential consequences
for Estonia as a country with small population. TPIeERD team already uses the acquired
knowledge in other projects, sharing informationh@althy behaviour and motivating people
to care for their health.

ANTI-LIEW AND SOUL CARE FOUNDATION

The Anti-Liew and Soul Care Foundation was esthblisin 2000. This Tallinn-based
foundation offers psychiatric assistance, promotental health maintenance principles,
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implements social and preventive projects. In tf@nework of the GFATM program
organisation carried out prevention work througlerpeducation in North and Northeast
Estonia. The network included 165 young educabgrthe end of the program and the peer
educators had made approximately 10,700 contatistingir peers.

The Anti-Liew and Soul Care Foundation believest tine GFATM program encouraged
Estonian people to talk openly about the epidemithile the existence of epidemic was
denied in the society in the first four years, #Hreval of GFATM support funds required
recognition of the epidemic spread of the infectiororder to utilise the foreign assistance.
This demanded a broader analysis of the Estoniaatiin.

The program provided the Anti-Liew and Soul Caraiftation an opportunity to contribute
their skills to fighting the spread of the epidemi®enial of the actual situation of infection
was felt also during peer educator trainings. fumdation believes that the final objective
of youth motivation and future supervision was moimpletely understood in the first
GFATM program phase. This shortcoming was overcomé¢he second phase of the four-
year program and measures were focussed on aisgdewl objective. An important result
was development of precise methodology and pulbicabf a specific manual for peer
educators. The project helped to establish a nalkihted team that was able to pass on the
acquired knowledge and skills to the youth.

According to the Anti-Liew and Soul Care Foundatitre question on how to motivate the
general population to behave in a risk-free maramgl how to communicate the necessary
knowledge in Estonia as a whole will remain an intgoat issue also in the future.

ESTONIAN NETWORK OF PEOPLE LIVING WITH HIV

The Estonian Network of People Living with HIV waseated at the end of 2005. The

objective of activities in the framework of the GH#® program was to develop the

consultation system at Merimetsa Infection CentreTallinn and supporting PLWHA

according to the principle “from equal to equalasks:

— to motivate PLWHA registered at Merimetsa Infecti@entre and needing ARV
treatment to start the treatment;

— to offer social support to HIV infected patients;

— to establish two support groups for the PLWHA &t liffection Centre;

— to train volunteers and specialists of the cabinet;

— to offer HIV infected drug users training on cheatiaddiction;

— to organise treatment regime training for patients.

One support group for drug users and another fosops who had been infected through

sexual intercourse had been established by theoktite GFATM program. PLWHA and

their relatives were counselled on 463 occasiomxstr&ning courses were organised.

The cabinet provides opportunities for both indinatland group consultations. Consultants
are themselves PLWHA, establishing a link betweatiepts and doctors. The consultants
regularly visit patients in stationary treatmentwasl. Counselling offers emotional support,
assistance in coping with the diagnosis and degellop ability of patients to solve their day-
to-day issues. The responsibilities of a constitaiude establishing initial contact with the
client, identification of the problems, enquirieseferral to consultations and giving
information on different services provided by thabinet. All communication between
cabinet staff and client remains confidential. Thent is approached without preconditions
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as a person with individual characteristics. Tirajnis provided on HIV/AIDS, ARV
treatment, hepatitis and problems associated wiciion. The majority of participants in
lectures include stationary hospital patients aappert group members. The participants
support and encourage each other, share knowledbexgperiences.

The following activities have proven to be succelssf practice:

— a patient journal, which was welcomed by both pasieand doctors, was developed with
the support of the GFATM program,;

— training of specialists from among PLWHA to work time cabinet on the basis of the
“from equal to equal” method,;

— contacts with Tuberculosis Clinic and other orgatims for social inclusion;

— strong cooperation with the medical staff of thesgital and application of the “patient-
consultant-doctor” principle.

There is a need to open similar cabinets for piagidocio-psychological support to PLWHA

also at other hospitals of infectious diseasessiortia.

ESPO SOCIETY

The ESPO Society created in 1993 in Tallinn is fire non-governmental organisation in

Estonia that brings together PLWHA who are not diagrs. The ESPO Society is also open

to relatives of PLWHA, as well as everyone who sarfgour goals. The principal activities

of the ESPO Society in the framework of the GFATMgram were the following:

— Continuation of work based on the day centre anceasing the number of members. The
ESPO Society had 41 members by the end of thegerio

— Professional counselling of PLWHA and their familgembers and relatives. 814
consultations had been provided by the end of tbgram period.

— Organisation of group discussions and workshopswdgkshops were organised during
the period).

— Distribution of condoms and lubricants.

The most positive experience of the organisatios masning a day centre for PLWHA and

their relatives, which is the only centre of thiak This is a place where people can turn to

in order to find solutions to difficult situatioremd find new friends who would understand

the feelings and experiences of people living witlv and AIDS. The ESPO Society

publishes a quarterly newsletter PLUSS. The ndteslprovides information on the work of

support groups for PLWHA, on the issues of AVR tingant, etc. The newsletter is printed in

2000 copies and it is distributed in hospitals, pgup groups, prisons, AIDS Counselling

Cabinets, etc.

The organisation expects to continue working tormap the quality of life of PLWHA,
reaching a growing number of persons in need. plales foresee training of activists, fight
against stigma and discrimination against PLWHA,. @b conclusion, the ESPO Society
would like to thank Global Fund for the support dragbes for fruitful cooperation with public
institutions to achieve the common goals for HIMD& prevention and treatment in Estonia.
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7. SUMMARY OF THE DEVELOPMENTS AND CHALLENGES IN
THE FIELD

The following overview is based on two externallaation reports:

— From 2002: "Report of a WHO/EURO Mission to Estori@ evaluate Estonia’s
HIV/AIDS Program”.  Evaluators: Martin Donoghoe, liLaKhotenashvili, Ulrich
Laukamm-Josten, David Rivett, Zaza Tsereteli.

— From 2008: “Evaluation of Fighting HIV/AIDS in Esi@”. Evaluators: Roger Drew,
Martin Donoghoe, Agris Koppel, Ulrich Laukamm-Jast€laudio Politi, Signe Rotberga,
Anya Sarang, Heino Stover.

At first the chapter presents the problematic issughlighted by the 2002 evaluation. This

is followed by a description of developments in thésequent years and the challenges

according to the 2008 evaluation report.

Injecting drug users

The WHO 2002 evaluation report highlighted that toeerage of IDUs with existing harm
reduction interventions in Estonia is clearly irf&iént to prevent continuous transmission of
HIV in this group and from there on to their sextpars. Between 20-30% of the target
group are reached by syringe exchange programnaesray a few people receive methadone
treatment. The coverage of the services shoulddssively scaled up.

In the subsequent years, the coverage of syringdhaexgge programmes has strongly
increased. In 2003 SEPs were visited approxima®dys00 times and around 283,000
syringes and 152,000 condoms were distributed ug dsers. In comparison, the number of
visits in 2007 had multiplied by eight times (ardu©93,000 visits) and the number of
distributed syringes was two million, which is seviatmes more than four years ago. The
number of condoms distributed to IDUs in one yeas multiplied by five. According to the
survey of SEP clients, the importance of secondgringe exchange has increased, i.e., most
visitors of syringe exchange take sterile injectaggipment also for their peers (see Section
5.1). In addition, much attention is paid to outteavork where the employees of SEPs go to
the gathering places of drug users.

According to the calculation based on the 2006nggiexchange data, between 66-76% of
IDUs come to syringe exchange at least once inaatguand between 40-46% more than
once in a quarter. According to the external eatadun report prepared in 2008, the coverage
of needle and syringe exchange programmes is godad@mparable to the best achieved in
other European countries. The number of syrirdjegibuted per IDU per year (117 in
2006) is close to reaching levels, which have shtavbe effective. However, the coverage
of the service should be extended to other areaaddition to Tallinn, Ida-Virumaa and
Laane-Virumaa to ensure the required geographidadiay.

The number of persons receiving methadone substitthierapy has also multiplied in recent
years, but around 700 persons receiving methadaagrtent is still an insufficient result

considering the total number of persons who woutemptially need this service. The most
recent external evaluation report states additipniaht coverage of HIV testing among IDUs

is relatively good according to the 2005 study, duhajor concern is that many infected drug
users do not attend for medical services and doeoeive ARV treatment.

The risk behaviour associated with injecting hasrel@sed among IDUs. During the five
years of surveys among SEP clients (2003-2007) pdreentage of drug users who share
syringes has decreased both among returning \8siiod first-time visitors of SEPs. Sharing
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other injecting equipment appears more problemadiccording to the 2005 survey of IDUs
in Tallinn and Kohtla-Jarve, 71% of the respondéras not shared syringes or needles in the
last month. However, the percentage of those wdtb riot shared any injecting equipment
(syringes, needles, water, filter, container, fAmatding) was only half of that — 38%
(Uuskula et al 2005b).

The number of registered new HIV cases has deaeager the years particularly in the
group of men aged 15-24, which has been the magettayroup in the work with IDUs.
Nevertheless, the HIV prevalence among IDUs is Jagh — according to the study in
Tallinn and Kohtla-Jarve, more than half of the Dld these cities are infected (Uuskiila et
al 2005b). Today it is very important to developerventions to prevent HIV transmission
from injecting drug users to their sexual partners.

Youth

The 2002 evaluation report states that there appgedre a skills deficit in schools in Estonia
in the delivery of health education, including saixand HIV education. Much reliance in
health education for youth is put on NGOs, but rttativities tend to be uncoordinated,
which results in inefficient use of the existingoarces.

The situation in the school system was similarha énd of 2007. The new version of the
national curriculum that would include the necegdaalth education modules for different
school levels has not yet been developed. Someilbombns have been made to the in-
service training of teachers. During the four geafrthe GFATM program NGOs carried out
an extensive mass education programme for gradel Secational schools and youth in
other institutions. However, organisations outglie school setting have been able to reach
only a small part of the large target group, thivdies are organised on a non-recurrent basis
and do not achieve a sustained impact among theniast youth. The 2008 external
evaluation report recommends introduction of the oarriculum as speedily as possible and
contracting NGOs with the funds of the Ministry Btlucation and Research to continue
providing education to young people in the meantime

The habits associated with safe sex have not chaogr the three survey years (2003, 2005,
2007) and half of Estonia young people aged 15@4at always use a condom in casual
relations (see Section 5.2).

Sex workers

The WHO 2002 external evaluation report states thatcoverage of programmes for sex
workers seems to be insufficient. The coverag8Tfdiagnostic and treatment service has
somewhat improved during the GFATM program periad ane more service provider has
been added to counsel the target group. The furafitige services for sex workers continues
from the state budget for the first time after é&mel of the GFATM program.

The external evaluation report from the beginnirig2608 highlights the limitations in
geographic scope as the main current problem. Boghnisations working with the target
group are located in Tallinn, but sex workers canatso found in Parnu, Tartu and Ida-
Virumaa.

More than three quarters of the respondents irstineey of female sex workers in Tallinn in
2005-2006 reported always using a condom with tiemtcin last four weeks. The level of
risk behaviour is higher among the SWs who estadétiscontacts with the clients in public
places (hotel, nightclub, street, etc.). 8% of shevey participants were HIV positive. The
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percentage of SWs always using a condom is neadyhandred among the visitors of STI
diagnostic and treatment services (see Section 5.3)

Prisoners

According to the external evaluation of 2002, ppodjects are required for syringe exchange
and free drug areas in prisons and training ofoprigfficials and inmates should be
continued. The condoms and lubricants should beereadily and discreetly accessible.

In the meantime, the number of prisons and inma#ssdecreased as a result of the prison
system reform and camp-type prisons are graduelyaced with cell-type prisons. There
have been major changes towards improvement adstrfrcture and medical services. The
2008 evaluation report mentions extensive HIV tggtprovision of vaccination for hepatitis
B to all prisoners, provision of training for prisers and staff, existence of NGO support
groups for PLWHA in prisons, etc., as strengthshef prison system. Similarly to the 2002
report, the identified shortcomings include avallgbof condoms and lubricants only under
strictly regulated conditions and lack of harm mchn programmes (such as opiate
substitution treatment and syringe exchange) in ghson system. A major problem is
discontinuity of the required services when a pensmves from freedom to an arrest house,
then to a prison and back to freedom.

In comparison to 2004 study data the percentageoovicts who had used (any) drugs in
prisons had decreased by 2006. The 2006 datactoiieindicates that one fifth of the
prisoners (who answered this question) have injedtags while in prison and one quarter of
them had shared injecting equipment in the lasttmom\ quarter of the convicts have had
sex during their time in prison and the percentaighose who always used a condom is very
low (see Section 5.4).

Men having sex with men

The team of the 2002 external evaluation statetierreport that the response with regard to
MSM is adequate for the current situation. Howetee proposed extended response in the
GFATM proposal should be supported, because ofptitential vulnerability of the MSM
population. A Gay and Lesbian Information Centaswstablished in Tallinn in the first year
of the GFATM program and many free condoms andidabts have been distributed to the
target group over several years in gay clubs, #adssaunas.

The latest evaluation report states that MSM haasanable access to services, even though
many of these services (such as HIV testing ort&&tment) are not specifically targeted at
this group. Specific services for MSM exist onty Tallinn and the response should be
extended also to Tartu, for instance.

The survey of MSM who visit gay websites indicathdt nearly half of the respondents do
not always use a condom in casual relations witle maal sex partners and this indicator has
not changed over the three survey rounds (2004,Z2MD7) (see Section 5.5).

People living with HIV and AIDS

The 2002 evaluation report states in connectioh #althcare services for PLWHA that one
hospital in Tallinn is the only institution in Esii@ responsible for monitoring and treating the
HIV infected people. Treatment is free to everyohat health monitoring of uninsured

PLWHA has not been covered — only Tallinn City Goweent enables free service for
uninsured persons. The number of organisationsinffesupport services for PLWHA is
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insufficient and cooperation between national HINB& program and tuberculosis program
IS weak.

Today, infectionists monitor the health of PLWHA five cities and ARV treatment is
available in four hospitals. The number of reaipgeof ARV treatment has increased from 44
in 2002 to 772 in the end of 2007 (this include¥ khfected pregnant women and infants
receiving treatment). The provision of the serviees financed for several years from the
GFATM program to enable free health monitoring torinsured PLWHA and financing
continues from the state budget under the natistmategy after the end of the program. In
order to improve the availability of appropriatealtecare and social services, a system of
case management is being developed. In the frarkesvdhe project launched in 2005 and
aiming to improve cooperation between HIV and tabkrsis prevention specific guidelines
have been developed, training provided to medicdlscial workers, etc.

However, it should be noted that significant partttee infected people have not reached
infectionist and the coverage of ARV treatmentnsuifficient. Large part of the PLWHA
who do not attend the healthcare services aretingedrug users. Many people living with
HIV and AIDS have also contracted hepatitis B orbDi free hepatitis treatment is not
available to uninsured people. The expenditureshealthcare services for PLWHA are
constantly increasing, posing a great challengbadealthcare system.

There is a significant number of organisations tiate also started to offer support services
for PLWHA in conjunction with other services. Howes, the total membership of support
groups only amounts to slightly over two hundred\MA. The team of the latest external
evaluation highlights that the connection of theialoservices offered by the NGOs with the
healthcare system is weak and needs developindfer&it services required by PLWHA
(such as ARV treatment, treatment for TB and SDigiate substitution treatment) are
provided by different organisations in differencdtions. This creates a need for better
integration of services, which would improve theirailability for the target group. The
system of case management could be beneficialisnréispect, but it is still in the stage of
development. More attention should be paid to stigma and discation experienced by
PLWHA (and IDUs in particular), since it reduceteatlance for services.

Surveillance, monitoring and evaluation

The 2002 evaluation report states in connectiotn wibnitoring and evaluation that there
have been no studies on prevalence of HIV, the rpesgmonitoring and evaluation is

insufficient and a comprehensive action plan doasexist. Also this field has developed

considerably in recent years. The progress ofuetgions is continuously monitored through
defined process indicators. Regular behaviounadies are conducted in different target
groups of prevention work and first rounds of dat#lection on HIV prevalence on injecting

drug users and sex workers have been completee. elBment of surveillance, monitoring

and evaluation is part of the national HIV and AlBi&ategy document and its annual action
plans.

The 2008 evaluation report highlights the comprehen surveillance system and strong
monitoring of services as the strengths of thadfiélut an important concern is insufficient
data on registered HIV cases. A national systenHWbf data collection needs to be
established quickly to assess the actual transmnissiutes for HIV infection in Estonia.
Large part of data collection in connection withdsés and interventions is coordinated by
the National Institute for Health Development (imf@tion on new HIV and AIDS cases is
registered through other institutions). In conitwvith the expiry of the GFATM program,
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a system needs to be developed where all data &thar parties contributing to HIV
prevention without direct association to NIHD woblel collected in one institution.

Coordination

According to the evaluation report from five yeargo, in 2002 the HIV/AIDS programme
was scattered among several institutions, mostitiet were of low scale and uncoordinated.
In addition, HIV prevention in Estonia was not fitally sustainable — financing of
interventions was short-term, sporadic and inadiegqua

In 2005 an extensive National HIV and AIDS Stratdgy 2006-2015 was developed in
cooperation between many parties and working grotips implementation of the document
is managed by the Government of the Republic. 1@évainistries are involved in the

implementation of the strategy, with the Ministry 8ocial Affairs being the central

coordinating body. The public health strategiestloé Ministry of Social Affairs are

implemented by the National Institute for HealthvBlepment and this institution coordinates
the majority of preventive interventions arisingrfr the HIV and AIDS strategy. The
expenditures on treatment and healthcare servieglnanced through the Ministry of Social
Affairs, Estonian Health Insurance Fund and healdaastitutions.

Funding in the field has substantially increaseddcent years as a result of the GFATM
program and after the end of the program the ise@&overage and cost of the services are
financed from the state budget. The managemethiedbur-year GFATM program and other
parallel developments have significantly increagetl public sector coordination capacity in
the HIV field and the capacity of service providéos planning and management of their
services. The number of service providers hasasad and cooperation between sectors has
improved. The private sector has also become maodved in HIV prevention.

The 2008 evaluation report states that the rol¢ghef Governmental Commission and the
Ministry of Social Affairs in managing the fight aigst HIV and AIDS should be
strengthened. Other ministries involved in the lengentation of the strategy still need to
develop their administrative capacity in the fiefdHIV. Many skills of the service providers
need developing as well (such as risk managemeswurce planning, etc.). It is important
that the NGOs and other service providers themsetake leadership in developing the
capacity of the sector.

In conclusion, it is possible to state that manyantant developments have taken place in
fighting HIV and AIDS in Estonia in the last fiveegrs — coverage of the main services has
increased and the administrative capacity of tlgamisations has improved. Some positive
signs can be detected in reducing the risk behawabthe main target groups. Ensuring good
availability of the healthcare services for peolkng with HIV and AIDS, integration of
different types of services and prevention of Hfensmission from injecting drug users to
their sex partners continue to be challenges f@future.
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Abbreviations

AIDS
ARV
CCM
ESHA
FHI
GFATM
GLIC
HIV

HPI

IDU
MSM
NGO
NIHD
NRCDA
PLRD
PLWHA
RDS
RDSAT
SEP
STI

SW

B
UNAIDS
UNDP
UNFPA
UNODC
WHO
WTCH

Acquired immune deficiency syndrome
Antiretroviral

Country Coordinating Mechanism

Estonian Sexual Health Association

Family Health International

Global Fund to Fight AIDS, Tuberculosis avdlaria
Gay and Lesbian Information Centre

Human immunodeficiency virus

Health Protection Inspectorate

Injecting drug user

Men having sex with men

Non-governmental organisation

National Institute for Health Development
Narva Rehabilitation Centre for Drug Addietsd Alcoholics
Partners for Local and Regional Development
People living with HIV and AIDS

Respondent driven sampling

Respondent driven sampling analyses tool
Syringe exchange point

Sexually transmitted infection

Sex worker

Tuberculosis

United Nations Programme on HIV/AIDS
United Nations Development Programme
United Nations Population Fund

United Nations Office on Drugs and Crime
World Health Organisation

West Tallinn Central Hospital
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