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1 Introduction 

1.1 Aim and structure of the sustainability plan 

The general aim of INTEGRATE Sustainability Plan is to assess each Country context, to provide a description of the 

deliverables that should become part of an integration process in each Country health policies/system, and to 

provide information useful for the construction of a following Roadmap aiming at a concrete inclusion of INTEGRATE 

results in the national policies/systems. 

INTEGRATE Sustainability Plan aims at: 

1. Providing appropriate policy guidance and ensure the sustainability of the activities in selected countries, 

building on existing policy processes, identifying barriers and possible ways to overcome them: short 

Country profiles of the health systems and health policies that improve linkage to care and barriers for 

integration of sustainability in the countries where different activities will be piloted are included. 

2. Identifying, through a stakeholders consultation, key actors (institutions and bodies) responsible for health 

policy planning, existing strategies and ongoing policy developments relevant for national HIV, hepatitis, 

STIs and TB: identified bodies have knowledge about policies, coordination mechanisms and plans that 

countries have put into place in order to address the sustainability issues of national responses, and are in 

a position to guide national policies. 

3. To allow for more effective national level advocacy through an overview of the cost-effectiveness of piloted 

activities based on existing studies and publications. 

After a brief overview (section 2) of the pilot actions, countries and partners involved in this sustainability plan, 

this document has its core in section 3 “Country profiles and sustainability recommendations”. This section is 

structured country by country. For each Country, an introductory profile of the local health system is described, 

followed by specific insights on each pilot action foreseen in that country: 

• Pilot outputs 

• Pilot partners; 

• WP lead partner 

• Report of stakeholder consultation 

• Identification of key actors 

• Comments and recommendations for a roadmap definition and implementation 

 
The purpose of the stakeholder consultation was to identify those actors (called "key actors") who may have a 
concrete role in the discussion, definition, implementation of a more concrete Roadmap for the integration of 
Integrate pilots/actions in the national policies/systems of that Country. “Key actors” therefore identified and 
mentioned in this Sustainability Plan are people who have a knowledge of the system and the relevant processes 
(decisions, policies, budgets, implementation) and/or have a role in these processes and can help us to build a 
concrete roadmap according to your local system. 
 
In the Stakeholders Consultation reported here, partners interviewed the national stakeholders to collect more 
information relevant to the topic and to identify the Key actors which should be interviewed and involved in the 
second phase of WP4, the definition and implementation of a Roadmap.  
 
Every Pilot Action section has its own final comments and recommendations for a Roadmap construction for the 
integration of INTEGRATE results and deliverables in the Country health processes. 
 

http://www.integrateja.eu/
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All dissemination, news and updates regarding the pilot and outputs from the pilots will be published on the 
INTEGRATE website (www.integrateja.eu) and when relevant in the INTEGRATE newsletters which are promoted 
both inside the INTEGRATE Consortium and externaly.  

1.2 Towards an Integrate Roadmap 

This Sustainability Plan is the background for the definition and implementation of the Roadmap that will have to 
be followed to facilitate the concrete and real integration of deliverables and results of the Joint Action into 
national policies, action plans, and/or clinical guidelines in Pilot countries. 
 
The Roadmap that will follow will involve: 
 

• General principles; 

• Stakeholders consultation with key actors; 

• Country specific recommendations for concrete activities to be undertaken. 

2 Pilot actions and WP partners involved 

Pilot actions and partners involved in the Sustainability Plan assessment and Roadmap definition are the following: 
 
➢ Provider Initiated (P.I.) Testing – Guidelines Review (linked to WP5) 

o CHIDPVB (Romania); VULSK (Lithuania) 
 

➢ HIV home Testing/Sampling (linked to WP5) 
o NVSPL (Lituania); LILA (Italy); FVM (Italy); ARCIGAY (Italy); UCD (Ireland) 
 

➢ Integration of Testing Data (linked to WP6) 
o IPH (Serbia); ICO (Spain); SMU (Slovakia); NAC (Poland); TAI (Estonia); NIJZ (Slovenia) 
 

➢ Novel prevention strategies (linked to WP7) 
o LILA (Italy); FVM (Italy); ARCIGAY (Italy); RPLC (Lithuania); ULAC (Lithuania) 
 

➢ Partner notification (linked to WP7) 
o IPMN (Romania); KEELPNO (Greece); LILA (Italy); UCD (Ireland) 

http://www.integrateja.eu/
http://www.integrateja.eu/
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3 Country profiles and sustainability recommendations 

3.1 Lithuania 

3.1.1 Country Profile 

Structure and funding of the National Health System 

During the 1990s, core health legislation was adopted in Lithuania. The Health System Law 1994 (Parliament of the 
Republic of Lithuania, 1994) described the structure and the main principles of the national health system. The health 
system consists of governance institutions (the government, ministries and municipalities, as well as other specialist 
governance and control bodies), providers of health-care services, and health system resources and services. In the 
late 1990s, Lithuania moved away from a system funded predominantly from local and state budgets to a mixed 
system, predominantly funded by the NHIF through the national health insurance scheme and based on compulsory 
participation. 

The Ministry of Health is a major player in health system regulation. In the 1990s, many health administration 
functions were decentralized from the Ministry of Health to the regional authorities. Municipalities became 
responsible for organizing the provision of primary and social care, and for public health activities at the local level. 
They also own some primary care centres, the majority of polyclinics and small-to-medium sized hospitals. 

The private sector is very limited in providing inpatient care, but plays a substantial role in other areas, such as 
primary care and dental care. Over the past decade, the NHIF has also increasingly been contracting private providers 
for specialist outpatient (or ambulatory) care. 

Nowadays the health system is mainly funded through the National Health Insurance Fund (NHIF), which virtually 
covers the entire resident population. The scheme is based on compulsory, largely employment-based contributions. 

Main actors of the health system relevant for the topic 

- Ministry of Health. The Ministry of Health is a major player in health system regulation through formulating 
health policy, setting standards and requirements, licensing providers and health professionals and approving 
capital investments. It also governs the NHIF, which is subordinated to the Ministry. Other major functions of 
the Ministry of Health include drafting legal acts, licensing, implementing state policy in subordinated 
institutions, formulating and implementing health strategies and programmes, international collaboration, 
analysing and disseminating information, and handling patients’ complaints. In addition, many institutions 
subordinated to the Ministry of Health have been established in order to carry out regulatory and governing 
functions. 

- National Health Board. Among the national level institutions in charge of health policy implementation, the 
National Health Board, which is subordinated to parliament, plays the most active role. The board consists of 
representatives of municipal health boards, universities, nongovernmental organizations (NGOs) and public 
health professionals and it coordinates public health policy areas. The Municipal Health Boards implement 
health policy at the local level. 

- State Health Care Accreditation Agency (SHCAA). This agency is mainly engaged in licensing health-care 
providers and professionals (with the exception of dental services) and public health institutions, laboratories 
and pathology services; it also has a role in the assessment and control of medical devices. Other functions, 
such as organization of HTA, participation in creation of policies related to the quality of services and 
equipment, have been less developed 

- Centre for Communicable Diseases and AIDS. CCDA is the public health authority and is responsible for HIV 
surveillance in the whole country. CCDA is the manager of the State Information System for Communicable 
Diseases and their agents 

 

Organization of care at the local level 

http://www.integrateja.eu/


 

      

 Page 8 of 78 

www.IntegrateJA.eu  

The care for HIV infected patients is provided by infectious diseases specialists in six main centres in Lithuania (which 
are evenly distributed in the country), although, formally, all infectious diseases specialists in Lithuania and internal 
medicine specialists in hospitals of republican level are accredited to prescribe antiretroviral therapy.  

The specialised care for viral hepatitis is provided by gastroenterologists and infectious diseases specialists, also in 
five main locations in Lithuania.  

The hospitals of tuberculosis and Sexually Transmitted Infections are attributed to Pulmonology and 
Dermatovenerology departments and separated from Infectious Diseases centres/departments. 

Vilnius University Hospital Santaros Klinikos (VULSK) integrates all specialized centres for the care of HIV, HCV, HBV, 
STI and TB as well as the Centre of Family Medicine.  

Organization of testing at the local level 

The “background HIV testing” in Lithuania consists of PI testing in clinical settings, on demand testing in clinical 
settings and nongovernmental organizations, routinely proposed testing to pregnant women, patients with 
tuberculosis, sexually transmitted diseases, patients in substance abuse treatment centres and correctional facilities. 
Only the specialists, not the GPs, can order screening tests for HIV, hepatitis and STIs covered under NHIF. 

Rapid HIV testing is performed at low threshold centres. Recently the legislation has been updated allowing 
distribution of  rapid self-tests at low threshold centres either, however this practice is very limited yet. There are 
11 low threshold centres, mainly providing services to intravenous drug users.  

In case of TB suspicion, GP can prescribe performance of chest X-ray.  All other TB diagnostic and confirmatory tests 
are performed by pulmonologist.  

Screening tests for HIV, Hepatitis and STIs can be prescribed/ordered by the specialists (infectologists, 
gynaecologists, dermato-venerologists, gastroenterologists etc.) and is covered by NHIF.  There are plans at the level 
of Ministry of Health to make it possible for GP to perform HIV test covered by NHIF in a few years.   

All HIV cases tested positive in Lithuania are required to be confirmed at HIV reference laboratory – the National 
Public Health Surveillance Laboratory.  

Health information 

Health information concerning HIV/hepatitis/TB/STI is managed by: 

- the e-health services and information exchange system (no specialised register for HIV, hepatitis and STI); 
- data of the Lithuanian Tuberculosis Registry; 
- system for financial management and health insurance (SVEIDRA) administered by the NHIF; 
- data of the pharmaceutical control system; 
- epidemiological surveillance data of the Centre for Communicable Diseases and AIDS. 

In the future, the integration of all databases to e-health services is foreseen. 

3.1.2 Pilot Action: Provider initiated testing and specialty guidelines review 

A. Pilot outputs 

Develop and pilot provider-initiated testing toolkit (in Lithuanian) to increase testing and linkage to care in 

health care settings.  

Review of specialty guidelines in Lithuania to examine the which extent the national guidelines and non-

HIV specialty guidelines recommend HIV testing in HIV Indicator Conditions. 

 

B. Pilot Partners 

Vilnius University Hospital SANTARIŠKIŲ Klinikos - VULSK  

http://www.integrateja.eu/
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C. WP Lead Partner 

Region Hovedstaden/CHIP - CHIP 

 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders: 

1. Jurgita Pakalniškienė - Chief Specialist of the Epidemiological Surveillance Division; Ministry of Health of the 
Republic of Lithuania; Public Health Surveillance department  

2. Edita Bishop - Head of Primary Care Coordination Division; Ministry of Health of the Republic of Lithuania  
3. Sonata Varvuolytė, MD, PhD - Head of Lithuanian Society of General Practitioners  

 
According to Dr. Pakalniškienė and Dr. Bishop, there are various types of specialty guidelines with different 
application “strength”: 

● Lithuanian Medical Norm  by specialties; 
● Direct regulations enacted by Ministry of Health of the Republic of Lithuania as legal acts (mandatory 

format) ; 
● Methodical recommendations published by Lithuanian Centre of Communicable Diseases and AIDS 

(recommendable format); 
● Guidelines issued by clinical specialties and professional societies  (recommendable format); 
● Guidelines issued by a health care institution for local use in the frame of quality management system 

(mandatory or recommendable format adapted in this institution). 
 

Guidelines enacted as legal acts are: 

● Legal act “Procedure for HIV testing” enacted by the Minister of Health of the Republic of Lithuania on Nov 
16, 2010 No. V-991 describes groups of people where HIV test is recommended and includes following ICs: 
AIDS defining conditions, other situation that by the opinion of a prescriber can be related to another 
immunodeficiency situation (without specification) and primary HIV infection (acute retroviral syndrome). 
Other situations in this act for which HIV testing is recommended concern risk factors/groups. 
Testing after ICs is not free of charge but there is planning to make It free of charge by 2020. 

● Legal act “Procedures for prophylactic testing for HIV of patients with tuberculosis” enacted by the Minister 
of Health of the Republic of Lithuania on Jan 1, 2009, No. V-374, of mandatory format;  

● In HCV diagnosis and treatment guidelines, enacted by the Ministry of Health of the Republic of Lithuania 
on May 18, 2016, No V-621, association with HIV mentioned, but testing not recommended.  

There are no other guidelines written by different institutions recommending testing for ICs related conditions. 

According to Dr. Varvuolytė there are few information sources: direct regulation from Ministry of Health of Republic 
of Lithuania and methodical recommendations from Center of Communicable Diseases and AIDS.  

Regulation, application 

According to Dr. Pakalniškienė and Dr. Bishop, processes leading to guidelines definition are: 

● Directives of European Union transferred to the National legal acts system; 
● WHO directives with an objective for implementation; 
● Clinical specialties and professional societies, specialists consultants in the Ministry of Health, academic 

experts or NGOs initiate issues engendering the creation of a working group in the Ministry of Health for 
question consideration and preparation of a draft of guidelines which further are presented for approval as 
guidelines of mandatory or recommendation format for the authorities of the Ministry of Health. 

 

http://www.integrateja.eu/
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According to Dr. Varvuolytė guidelines definition is the final step in the mutual collaboration process between Health 
Ministry and country universities representatives in certain field and specialty organizations. Sometimes not all 
organizations, representing interests of professionals, whom in future could be affected by newly made decision, 
are involved in this process. Guidelines usually are on recommendation level, i.e. optional, but if this document will 
be approved by Minister of Health, in such case the application of guidelines is obligatory.  

The documents approved by Ministry of Health are available on line, methodical recommendations from Centre of 
Communicable Diseases and AIDS are available on line too.  Ministry of Health informs specialty organizations. There 
are special organized data bases concerning all documentation on-line, i.e. e-savadai. 

Administration of primary health care centres and other units informs their employees, i. e. nurse, physicians and 
etc., about new obligatory documentation from Ministry of Health. 

Updating information and follow new regulations concerning their practical work is direct duty of each physician. 
Discussions about new documents could be organized in workplace, conferences, social media. 

Policy 

According to Dr. Pakalniškienė and Dr. Bishop, the aims defined in “The Action plan for HIV/AIDS and STI Prevention 
and Control 2018-2020” are: 

● to prepare a draft for modification of Lithuanian Medical Norm (MN 14:2005) “General practitioner. Rights, 
duties, competency and responsibility” enabling a general practitioner to test for HIV the patients with ICs 
and risk factors (the deadline - 2018, responsible – Ministry of Health and National Health Insurance Fund 
under the Ministry of Health);  

● to warrant that ICs-guided and risk related (according to epidemiological indications) HIV testing in the 
primary care would be compensated by Compulsory Health Insurance Fund (the deadline – 2020, 
responsible –National Health Insurance Fund under the Ministry of Health). 

 

As far as Dr. Varvuolytė knows, there are no special requirements for regularity of earlier mentioned information 
resources review. She has no information concerning the possible planned revision. The next national general 
practitioners society meeting is going to take place in November 2018. 

Barriers 

According to Dr. Pakalniškienė and Dr. Bishop, barriers to the definition of specialty guidelines 
integration/definition are financial limitations, diversity of different health care specialists opinions and their 
compatibility, habits and inertia.  

According to Dr. Varvuolytė the main barrier for the definition of IC-guided HIV testing is governmental decision on 
Ministry of Health level related to financial issues. Such decision will not bring any political benefit, because this 
pathology still being considered related to people compatible with some kind of marginal living style. The main 
barriers for the application of IC-guided testing are therefore financial issues (this testing is not available free of 
charge in PHC for all patients), guaranty of anonymity, public opinion and stigma in society. 

Opportunities 

According to Dr. Pakalniškienė and Dr. Bishop, opportunities for removing barriers are  the achievement of the aims 
defined in the Action Plan for HIV/AIDS and STI Prevention and Control 2018-2020 and the initiation of revision of 
relevant specialties guidelines with the aim to include specialties related ICs-guided testing: positive examples of 
INTEGRATE pilot projects results and following conclusions and recommendations would facilitate the procedure. 
The health care institutions themselves are responsible for legal acts implementation. Supervision of legal acts 
implementation has been effectuating by the State Health Care Accreditation Agency under the Ministry of Health 
and National Health Insurance Fund under the Ministry of Health 

http://www.integrateja.eu/
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Key actors identified 

Position / Role Name Reason why this person is a key actor 

Minister of Health Aurelijus Veryga 
Political decision about wider access and availability of 
testing 

Centre for Communicable 
Diseases and AIDS 

Saulius Čaplinskas Initiation of change requirement, support and publicity 

Clinical specialties and 
professional societies, NGOs 

 Initiation of change requirement 

Leader of a Working group 
constituted in the Ministry of 
Health 

 Responsible for guidelines preparation for approval 

Director of Insurance Fund Algis Sasnauskas Financial support for testing in PHC 

Vice minister of Health for PHC Lina Jaruševičienė Implementation HIV testing in PHC 

 

B. Comments and recommendations for a roadmap definition and implementation 

Considering the kind of relevant guidelines in the Lithuanian system, a Roadmap should aim at starting a process of 

discussion of a possible new legal act on the integration of specialties related ICs-guided testing: key actors from 

clinical specialties and professional societies and the leader of the above mentioned Working Group should be 

involved in the roadmap in order to agree about the process. 

➢ Considering the recommendation role attributed to the  Centre for Communicable Diseases and AIDS, 

INTEGRATE results about IC-guided testing integration should be discussed with the key actors of that institution 

in order to include them in a possible methodological recommendation. 

➢ Considering that “The Action plan for HIV/AIDS and STI Prevention and Control 2018-2020” already foresees the 

revision of the Lithuanian Medical Norm related to General Practitioners, discussion with the relevant 

stakeholders should be started in order to include IC-guided testing integration in the revision process. 

➢ Considering that the financial issue is often mentioned as a barrier to HIV testing, the Roadmap should include 

activities promoting and reinforcing the above mentioned Action Plan aim related to the coverage of ICs-guided 

and risk related HIV testing in the primary care by Compulsory Health Insurance Fund. 

➢ Considering that both INTEGRATE and the National Action Plan end in 2020, the Roadmap may include activities 

to promote discussion about INTEGRATE recommendations/results among the key actors involved in the 

definition of the next Action Plan 2021-2023, especially about those aims that won’t be reached by 2020. 

 

3.1.3 3.1.3 Pilot action: Self-testing 

A. Pilot outputs 

Develop and pilot HIV self-testing and linkage to care toolkit (in Lithuanian) including recommendations 

for HIV self-testing expansion, monitoring and ensuring linkage to care. 

 

B. Pilot Partners 

National Public Health Surveillance Laboratory - NVSPL  

C. WP Lead Partner 

Public Health England - PHE 

http://www.integrateja.eu/
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A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders: 

1. Jurgita Pakalniškienė - Chief Specialist of the Epidemiological Surveillance Division; Ministry of Health of the 
Republic of Lithuania; Public Health Surveillance department  

2. Algirdas Griškevičius - National Public Health Surveillance Laboratory; Head of the Clinical testing 
department 

3. Jurgita Poskeviciute - Director of Administration, Coalition “I Can Live” , an association of NGOs and experts 
working on the issues related to drug use, including HIV. 

 
Availability of self-tests 

According to Dr. Pakalniškienė and Dr. Griškevičius, home sampling (when samples are collected at home by the 
person itself and sent to the laboratory for analysis) is not available in Lithuania.  For home testing (when patient 
performs rapid test on himself and gets and interprets results by himself too) it is possible to buy HIV and STIs self-
tests in pharmacies or online. 

According to Dr Poskeviciute HIV home tests (on blood) are available for purchase in pharmacies only.  

Regulation, provision and financial accessibility 

According to Dr. Pakalniškienė and Dr. Griškevičius, there is no legislation and no regular practice relevant neither 
to home sampling nor to self-testing. Self –tests for HIV and some other STIs can be purchased in pharmacies or 
online at different costs at out of pocket expenses:  “Insti HIV Self Test” (27.99€), “Syphilis Easy Home Test” (14.99€), 
“Triple panel Test for Trichomonas, Candida and Gardnerella”(34.99€). See also: (http://www.eurovaistine.lt/testas-
ziv-diagnostikai-kraujyje-insti-hiv-self-test-1-vnt.html) 

According to Dr Poskeviciute there is no regulation related to home test and sampling and home tests are not 
covered by any state/municipal programs/insurance. The average price of an HIV home test in a pharmacy is 28€. 

Policy 

According to Dr. Pakalniškienė and Dr. Griškevičius, with the EU funds, the network of low threshold centres and 
services they provide is likely to be expanded in the coming years in fact the legislation has been updated allowing 
distribution of  rapid self-tests at low threshold centres either, however this practice is very limited yet.  No special 
procedures, provisions, tools for collecting/reporting data and linkage to care concerning home testing/sempling 
are discussed for the time being. 

According to Dr Poskeviciute home testing of sampling is not included in any of the policies or strategic documents 
in Lithuania. No data is collected. No specific linkage to care services for persons who use home tests and sampling 
exist. The only linkage to care service is provided by one NGO in the city of Vilnius thanks to foreign donor funds, 
but it is not specific to persons who use home tests or home sampling. 

Barriers 

According to Dr. Pakalniškienė and Dr. Griškevičius, main barriers to the widespread availability of home 
testing/sampling are lack of information, lack of demand from the community, price of self-tests and lack of a regular 
system connecting all the needed elements (education, financial support, linkage to care, data reporting, 
promotion). Main barrier to linkage to care is the lack of really “guiding” information given with purchased home 
self-test: information for the patient only explains that in case of a positive test result it is important to get a 
confirmatory test in a health care institution and seek for an access to advice, support and treatment. No specific 
information about the specialist profile (GP or infectious diseases), the addresses of the health care institutions and 
the necessary patient’s pathway is provided with self-test. 

http://www.integrateja.eu/
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According to Dr Poskeviciute it is difficult to talk about barriers when there is no regulation and no such service – 
this is the main barrier. In her opinion, this situation exists due to the attitudes of decision makers towards the 
importance of such interventions as well as high stigma towards people at risk of HIV. 

Opportunities for removing barriers 

According to Dr. Pakalniškienė and Dr. Griškevičius, one of the aims defined in The National  HIV/AIDS and STI 
Prevention and Control Programme 2018-2020 is the creation of integrated care model for HIV infected people with 
the task to generate the linkage to care and retention in algorithm. Possible ways for enhancing widespread 
availability of home T/S, linkage to care and data reporting about home T/S could be initiatives and advocacy after 
the results of INTEGRATE pilot projects. 

According to Dr Poskeviciute home testing and sampling should be included into the national Action Plan on HIV 
and STD and funding should be allocated. However, the new term of the plan has been approved for 3 years in early 
2018 without such interventions/funding.  

Key actors identified 

Position Name  Reason why this person is a key actor 

Minister of Health of the 
Republic of Lithuania 

Aurelijus Veryga Supports a direction and takes the final approval. 
He is also proposed because departments within 
the Ministry of Health responsible for epidemiology 
and personal health care are not strong and 
motivated enough to lead any changes. 

Vice-minister of Health Algirdas Šešelgis May raise the question and initialize working group 
in the area under his supervision  

Director of the Centre for 
Communicable Diseases and 
AIDS 

Saulius Čaplinskas Responsible for coordinating the national response 
to HIV 

Director of NGO “Demetra” Svetlana Kulšis The only source of rapid HIV testing and linkage to 
care in Lithuania 

NGOs (“Demetra”, “Noriu gyventi”), pharma and 
pharmacies networks. 

May initialize the process 

 

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that self-tests for HIV and some other STIs are already in the market at out-of-pocket expense and 

that both lack of regulation and lack of detailed information in the test packages are mentioned, a Roadmap 

may initially aim at starting a process for the introduction of more detailed and practical information in the 

packages which are already sold in the pharmacies and/or online. Involvement of different key actors will be 

necessary: NGOs, Minister and Vice-minister, Center for Communicable Diseases and, above all, pharma and 

pharmacies networks selling the tests.  

➢ Considering the mentioned lack of regulation of the market of self-tests, an assessment of what can be legally 

introduced as mandatory may be useful to inform next regulations. 

➢ Considering that distribution of self-tests became legal n some low threshold centers and/or NGOs although 

not widespread, the implementation of the National  HIV/AIDS and STI Prevention and Control Programme 

2018-2020 aiming at creating an integrated care model for HIV infected people may be used as an occasion to 

discuss possible projects of free-of-charge distribution including procedures for promoting and assuring 

linkage to care. INTEGRATE piloting results will be useful. 

➢ Considering that both INTEGRATE and the National Action Plan end in 2020, the Roadmap may include 

activities to promote discussion about INTEGRATE recommendations/results among the key actors involved in 
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the definition of the next Action Plan 2021-2023, especially about possible more proactive strategies for self-

test distribution and linkage to care in key populations.  

 

3.1.4 Pilot action: Combination Prevention and Novel ICT Prevention Strategies 

A. Pilot outputs 

Adapted Information, Communication and Technology (ICT) tool piloted in Lithuania focusing on 

prevention measures for HIV, viral hepatitis, TB and STIs. 

B. Pilot Partners 

Centre for Communicable Diseases and AIDS - ULAC and Republic Centre for Addictive Disorders - RPLC 

C. WP Lead Partner 

Fondazione LILA Milano ONLUS - Lega Italiana per la Lotta contro l'AIDS – LILA Milano 

 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 

● Loreta Stonienė - Head of Advocacy, Demetra Association of HIV affected Women and Their Family 
 

Prevention strategies 

It is very important to understand what kind of population we’re talking about. Prevention strategies will depend 
upon which population we are talking about. Because for the drug users, word of mouth or some brochures can be 
good tools of communication. If they have a phone, it will not be a smart phone, they use it to call a friend, to arrange 
a meeting and that’s it. When we write projects for the PWUD population, we are thinking about posters, short 
colourful leaflets – more visual tools that are easy to understand. It is unlikely that PWUDs (note: talking about high 
risk PWUDs and PWIDs) will check or use online sites. But MSM is completely different – they use apps, international 
apps, like Romeo. But these are not Lithuanian apps, because we don’t have any Lithuanian apps. There are dating 
apps, that also include information on HIV and testing. And when we talk about general population we (Demetra) 
use online dating sites like draugas.lt, ieskok, pazintys to put our online banners with a link to our web page. We also 
put ads in mobile apps for these same dating sites. There are not many dating sites either. So at the moment, when 
we think about prevention we focus on the population type. Sex workers that work in the streets are all using drugs, 
so the same strategies apply to them. We don’t reach those sex workers that work at home. We also get quite a lot 
of foreigners who want to get tested at our Checkpoint. I can see quite a few enquiries online asking us about where 
to get tested. They are used to get tested often and then they look for testing site here in Lithuania.  

Regulation, provision and funding 

If we are talking about infectious diseases, the last national strategic plan for HIV and STIs has nothing about novel 
ICTs. There is something about brochures, about informing the general population, press releases and etc. The plan 
is for 2018-2020. I think this is the main document. (The interviewee searches and opens the document online, to 
check if there is anything on ICT tools – she can’t find anything). So we only use very traditional methods, like posters.   

Policy 

Well at least some legal documents have combined HIV and STIs into one document/ strategic plan. TB is always 
separate and hepatitis is also a separate. Sure, there might be some action plan points for example for HCV in HIV 
strategies and etc. I think our action plan document does not have any power – you can either use it or not use it.  

Barriers 
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The lack of expertise. Especially when we are talking about the specialists who prepare these action plans. Inner 
stigma, HIV stigma among politicians and unwillingness to change anything. Because if you look at our action plan 
from 10 years ago it’s basically the same as it is now. Unwillingness to search for novel methods, is the reason why 
we still have these brochures in the action plan. Maybe it’s not unwillingness but more lack of competence. 

Opportunities 

The key process is communication, talking to each other. Also looking for scientifically proven, evidence based 
methods that could be implemented in Lithuania. Collaboration among specialists is also very important. We need 
to agree on what we are trying achieve. If we are talking about integrated health services for infectious diseases, 
you will need four doctors to agree on a vision, goal, because if one doctor refused to collaborate integration falls 
apart.  

Key actors identified 

Public health bureaus are important. They are managed by the Municipalities. ULAC is a key actor, Vilnius University 
has some influence. And the Health Ministry, the department that takes care of health services for the population 
(primary, secondary health care). I’m not sure about specific people.  

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering the mentioned lack of “updated” and innovative expertise at the level of the actors preparing the 
national policy Action Plans, the Road Map should carefully assure the involvement of these key actors in the 
INTEGRATE capacity building and training activities. 

➢ Considering that both INTEGRATE and the National Action Plan end in 2020, the Roadmap may include activities 

to promote discussion about INTEGRATE recommendations/results among the key actors involved in the 

definition of the next Action Plan 2021-2023, especially about the inclusion of combination strategies based on 

ICT tools, at least among those key populations that are already using mobiles and dating apps (MSM but also 

the general population using dating apps). 

➢ Considering the mentioned lack of mandatory power of the Action plan for HIV/AIDS and STI Prevention and 
Control 2018-2020, the Roadmap should include the involvement of the Municipal Health Boards and all the 
relevant local stakeholders in charge of the concrete implementation of the health policy at the local level. 
 

Key Sources 

http://www.hspm.org/countries/lithuania14112013/livinghit.aspx?Section=2.3%20Organization&Type=Section 

https://ec.europa.eu/health/sites/health/files/state/docs/chp_lt_english.pdf  
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3.2 Spain 

3.2.1 Country Profile 

Organization and governance 

The political organization of the Spanish state is made up of the central state and 17 highly decentralized regions 

(termed Comunidades Autónomas, that is, autonomous communities, ACs) with their respective governments and 

parliaments. Spain has a decentralised health system under national coordination. 

The Spanish National Health System (known as the Sistema Nacional de Salud, NHS) is universal coverage-wise 

(including irregular immigrants) , funded from taxes and predominantly operates through its public network of 

providers. Provision is free of charge at the point of delivery with the exception of the pharmaceuticals prescribed 

to people aged under 65, which entail a 40% co-payment with some exceptions. 

In 2002, health competences were devolved to the regional level, resulting in 17 regional health ministries with 

primary jurisdiction over the organisation and delivery of health services within their territory. The Ministry of 

Health, Social Services and Equality is responsible for certain strategic areas and for national monitoring of health 

system performance.  

The highest body for coordination is the NHS Interterritorial Council, which gathers national and regional 

Ministers of Health. The main purposes of this Council are: to act as a coordinator, more than a regulatory agency 

(as they affect matters that have been transferred, they can only take the form of recommendations); to plan the 

national response to disease outbreaks; and to discuss the impact of new laws at the regional level. 

The typical structure of regional health systems consists of a regional ministry (Consejería de Salud) holding health 

policy and health care regulation and planning responsibilities, and a regional health service performing as 

provider. The regional ministry of health is responsible for the territorial organization of health services within its 

jurisdiction: the design of the health care areas and basic health zones, and the degree of decentralization to the 

managerial structures in charge of each.  

Financing 

Nearly all the population is covered by health insurance (NHS). In 2014, the NHS covered 99.1% of the resident 

population, to which should be added civil servants who can opt out to choose fully private insurance (accounting 

for 0.8% of the population in 2014). Total population coverage was thus 99.9%. In 2012, health service coverage 

was restricted for some nonregistered immigrants. 

One important consequence was the change in eligibility criteria, moving from universal entitlement based on 

residency to social insurance entitlement, with coverage including workers affiliated with the Social Security, 

pensioners and recipients of social benefits. Nonregistered immigrants were thus excluded from full coverage from 

NHS services, with the exception of emergency services and maternal and child care. There is no agreement on the 

exact number of people who lost their entitlement to health services, as some regions did not follow this 

restrictive policy. 

Out-of-pocket spending is on the rise, driven by dental care and pharmaceuticals 

Households are paying an increasing share of health services directly. Up to the economic crisis, the share of out-

of-pocket spending as a percentage of current health expenditure decreased, from 25% in 2001 to 20% in 2009. 

After that, however, it went back up to 24% in 2015, a much higher percentage than the 15% average in the EU 

(Figure 10). Out-of-pocket spending mostly covers co-payments for prescribed medicines, dental care and optical 

care. 
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Public health 

Most ACs have, within their health ministry’s structure, a department of public health (general directorate, 

institute, etc.) which coordinates PH services regionally. The Ministry of Health and Social Policy (MSPS), through 

the General Directorate of Public Health (national authority), holds responsibility for certain PH policies, such as 

international health, the epidemiological information and surveillance network, and coordination of PH 

surveillance networks. With regard to programmes targeted at the population, the MSPS is responsible for 

intersectoral programmes, such as control and surveillance of environmental determinants of health (such as 

evaluation, authorization and registry of chemicals, enforcing the European regulation on chemical agents, ERCHA) 

and integral programmes such as the national AIDS/HIV prevention plan and occupational health. In addition, the 

MSPS has the mandate from the Inter-territorial Council of the National Health System (CISNS) to carry out a 

coordinating and overseeing role over PH policies in ACs. 

PH services have been part of the SNS benefits basket since it was first regulated in 1995. The bulk of preventive 

medicine and health promotion is integrated with primary health care and carried out by family doctors and nurses 

as part of their normal activity under the responsibility of regional health authorities.  

There is often a network of PH technicians, epidemiologist distributed in each of the basic health care areas, 

building up the managerial structure of regional health services; they respond to the PH regional authority and are 

in charge of processing the epidemiological information for the area and support the monitoring of PH 

programmes in place, furthermore they are responsible for the communitary action that are needed in the 

territory. 

PH policy-making includes: design, implementation and evaluation of health policies for protection against health 

risks, prevention of diseases and injuries, and health promotion; exercising authority to ensure enforcement of the 

regulations passed to support those policies; epidemiological information and surveillance systems with a double 

purpose: sustained monitoring of and reporting on the population’s health status and emergent health problems, 

and quick response to detected health threats and epidemics, providing an emergency response to PH alarms and 

crises. 

Epidemiological surveillance 

The National Epidemiological Surveillance Network has been in existence since 1996, building on previous 

surveillance systems. Physicians are obliged to notify health authorities of all diagnosed cases of communicable 

diseases (international and national). Notification is made through the regional authorities who then communicate 

their results to the National Epidemiology Centre at the Institute of Health Carlos III (ISCIII), where a central record 

of diseases under surveillance is kept. Implementation of these regulations involves, among other measures, the 

development of guidelines for the prevention, diagnosis and treatment of infectious diseases, and the creation of a 

network of national epidemiological laboratories linked to similar institutions at the international level. A telematic 

network (PISTA) has been developed to facilitate the transmission of epidemiological information across health 

care authorities. Also, specific field epidemiology training is provided by the National School of Public Health and 

the National Centre of Epidemiology. 

National Plan on AIDS/HIV 

Responsibility for AIDS is shared between the central government and the ACs through the implementation of the 

National Plan on AIDS/HIV. The Ministry of Health is the key sponsor of the National Plan, which has been in place 

since 1987, evolving in structure and functions as the epidemiology of the disease in Spain changed. It is supported 

by a specific structure mandated to monitor the epidemiological situation and assess programmes: the National 

Commission for Coordination and Follow-up of AIDS Prevention Programmes. Since its creation in 1993, the 

Commission has stimulated the development of intersectoral bodies at regional level. The Commission itself, under 
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the direction of the MSPS, brings together representatives from the ISCIII (epidemiological surveillance and 

research), the Ministry of Defence (army), the Ministry of Education (sexual education at schools and education 

centres), Ministry of Science, Technology and Innovation (research), Ministry of Home Affairs (prisons), Ministry of 

Labour, the 17 ACs plus the two autonomous cities, municipal authorities, associations of health professionals and 

non-governmental organizations (NGOs) related to AIDS. The Secretary of this Commission manages the links with 

the international bodies working on AIDS. The areas of activity of the Commission include epidemiology, 

prevention, health care and research. 

In addition, there is a Clinical Advisory Board to the National Commission comprising prestigious professionals 

from the fields of AIDS research, health care and public health, experts on health legislation and bioethics, as well 

as civil society representatives. They are mandated to coordinate and supervise the initiatives taken within the 

National Plan on AIDS. 

There is an AIDS-specific epidemiological surveillance network and a national registry of cases, which reports every 

six months on a set of indicators, including incidence, prevalence, mortality and means of transmission. In 

addition, the Plan has a set of monitoring indicators (National AIDS Plan Secretariat 2003), divided into core 

indicators (those mentioned above, along with health care services utilization and expenditure) and specific 

indicators to assess programme areas covering the actions targeted at the general population, youth, drug users, 

prison inmates, men with homosexual practices, people involved in prostitution, women, immigrants, vertical 

transmission, promotion and diffusion of HIV testing, health care and research.  

 

3.2.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV and viral 

hepatitis in Spain as part of the development of the consensus recommendations for collection and 

integration of CBVCT testing and linkage to care data on national surveillance systems for HIV and 

hepatitis 

B. Pilot Partners 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

C. WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 

 

1. Asunción Díaz - Responsible of HIV surveillance at central level, HIV/AIDS Epidemiology National Centre, 

Health Institute Carlos III 

2. Fernàndez-López  - Responsible of HIV testing data monitoring in Catalonia. 

Testing data collected 

According to Asunción Díaz each AC has its own system and circuits. For HIV, once a year each AC must send a 

minimum set of data (on HIV diagnoses) to Health Ministry, which is the one responsible for global analysis and 

sending data to ECDC. For STIs the system is like the HIV system. Data of STIs diagnoses but just for the 5 STIs that 

are notifiable diseases (syphilis, congenital syphilis, gonorrhea, chlamydia, lymphogranuloma). For Viral Hepatitis, 
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just data of diagnoses for Hep B and Hep C (from 2015) is reported. There is no testing data collection at central 

level. Some data, for example the number of HIV tests is collected only by some region, for example Catalonia.  

In HIV new diagnoses registry there is information on “previous tests” and “date on the last negative tests”, but not 

well collected. The National plan on AIDS/HIV asked to the ACs information on HIV testing data, but the sources used 

were different in each ACs, and was difficult to assess. Some ACs has specific programmes on community-based 

testing as in Catalonia (since 1994) and Andalusia (since 2012). Some ACs has specific programmes on pharmacies 

testing  

According to Fernàndez-López, there is no testing data collection at central level. At regional level, in the 

Autonomous Community (AC) of Catalonia, since 1992 there is a HIV testing monitoring programme, that include:  

• Laboratories network (since 1992): Laboratories (from hospitals, from primary care and some private) that 

report voluntary their HIV testing activity and the results of the tests (excluding testing of blood donations). 

• Voluntary Cunselling Testing network (since 1994): non-government organizations financed by Catalan Health 

Department that offer, with counselling, HIV testing in a voluntary, free, anonymous and confidential way. 

Currently this network is formed by 12 centres that systematically collect epidemiological data of people tested.  

Each community site collects the information on confirmatory tests from the client, they ask to the client to tell 

them the result of the confirmatory test.  

• Pharmacies (since 2009): there is a network of pharmacies that are offering the performance of the rapid HIV 

test.  

In the AC of Andalusia also there is a CBVCT services network since 2012.  

Regulation, provision and funding 

According to Asunción Díaz, just some ACs have specific regulations for collection of testing data. In Catalonia and 

Andalusia rapid HIV tests are provided to CBVCTs. 

According to Fernàndez-López, The VCT network is supported by the Catalan Public Health Agency (ASPC), 

supporting partially the CBVCT services and purchasing the HIV tests. In Andalusia the regional Public Health 

government also provide the tests to the CBVCT services. 

Policy 

According to Asunción Díaz, The National Plan on AIDS/HIV, included in the last strategic plan (2017-2020), is 

planning the establishment of a national CBVCTs network, to develop common procedures for standardized data 

collection.  

Common tools are being developed (data collection form, common data base and data entry system, common 

indicators) to collect standardized data from all the CBVCT services participating and make them easier to collect 

and share their testing data.   

According to Fernàndez-López, at central level there is a plan of establish a CBVCT services network, to collect 

standardized data, to integrate the testing data at community level in the national surveillance. 

Barriers 

According to Asunción Díaz, barriers are: anonymity, problems for linking confirmations and willingness of some 

CBVCTs to participate. Sustainability depends on the sustainability of the CBVCTs (funding problems) 

According to Fernàndez-López, barriers are: The National Plan on AIDS/HIV, due to resources and priorities, and the 

HIV/AIDS Epidemiology National Centre predisposition, time, and resources; the willingness of the CBVCT services 
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to participate (the questionnaire is long, and some CBVCT services are collecting their own data already); limited 

CBVCT resources. 

Opportunities 

According to Asunción Díaz, the problem with the plan for the establishment of a national CBVCTs network, to 

develop common procedures for standardized data collection, is that all the process has been very slow and very 

long, and now it’s almost stopped. With the pilot the different actors could be encouraged to take it forward. 

According to Fernàndez-López,  

• To push up the process of establishing the CBVCT services network at national level.  

• To establish a minimum set of data to be shared with the network for those CBVCT services that are using 

their own data collection and data entry system 

Other important information obtained during the interview 

According to Asunción Díaz, at the beginning, the plan for the establishment of a national CBVCTs network, was 

planned with mandatory participation for all the CBVCT services subsidized by The National Plan on AIDS/HIV, but 

now is planned as voluntary participation. This could reduce the number of CBVCT services reporting standardized 

testing data, and could make it not representative at national leve 

Key actors 

Position / Role Name 
Reason why this person is a key 

actor 

Responsible of HIV surveillance at 
central level, HIV/AIDS 
Epidemiology National Centre, 
Health Institute Carlos III 

Asunción Díaz She is involved in the process of 
establishment of the national 
network of CBVCT services. She is a 
key actor from the 
academic/political side. 

CESIDA (State HIV and AIDS NGOs 
Coordinator) 

Someone from CESIDA CESIDA is a national coordinator of 
NGOs working in HIV/AIDS field, so 
is a key actor for the community 
side.   

 

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that the last National Plan on HIV and AIDS seems to include a strategy to improve collection of 

data, but It is facing obstacles in Its application. The RoadMap may include consultation with relevant key actors 

aiming at focusing on how pilot actions can stimulate the implementation of the plan and its funding. 

➢ Considering that the process of collection of data by CBVCTs is voluntary and not uniform across the country, a 

RoadMap may include consultation with relevant key actors about possible ways to improve willingness to share 

data, i.e. reward from National Health System (financial or other kinds of support) or agreement about few 

common indicators. 

➢ Considering that data collection from clinical centres is already mandatory, a RoadMap may include consultation 

of relevant key actors to highlight issues that could make the process sustainable as regards: 

o how the process is perceived as useful and easy for clinical centres; 

o the technology used to collect data; 

o the function of PISTA network in the creation of national system for data collection. 
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3.3 Slovakia 

3.3.1 Country Profile 

Overview of the health system 

The health care system in Slovakia is based on universal coverage, compulsory health insurance, a basic benefits 

package and a competitive insurance model with selective contracting of health care providers and flexible pricing 

of health services. Health care, with exceptions, is provided to insured free at the point of delivery through benefits-

in-kind (paid by a third party). After fulfilling certain explicit criteria, there are no barriers to entry to health care 

provision and health insurance markets. Health insurance companies (HICs) compete for insured based on the 

quality and variety of their contracted services. HICs are obliged to ensure accessible health care, regulated by law. 

HICs fulfil this obligation by contracting health care providers. The Health Care Surveillance Authority (HCSA) is 

responsible for surveillance over health insurance, health care provision and health care purchasing markets. 

Organization and relevant actors of the Health System 

Health policy results from the interplay between the Ministry of Health (legislator), HICs (purchaser), health care 

providers, professional organizations and the HCSA (supervisor). Patient organizations have little influence on the 

formulation of health policy. The State owns the largest hospitals and the largest HIC.  

In Slovakia there are 3 HICs, 2 private and 1 public. All of them are joint stock companies governing public resources 

and function in the whole of territory of the Slovak Republic. Everyone has the right to choose the health insurance 

company. Insured person has the right for the health care provision at the selected contract health care provider. 

Information on the contract health care providers shall be supplied by the health insurance company.  If the out-

patient medical treatment of specialist is needed, the referral of primary care physician is requested.  

HICs are monitored by the Health Care Surveillance Authority (HCSA). It has been established by the Act No 

581/2004 Coll. on health insurance companies, health care supervision and on the amendment and supplementing 

of certain laws, as amended as a legal entity which is vested with performing surveillance over provision of health 

care and public health insurance in the field of public administration. The HCSA performs surveillance over all 

relevant aspects of health service system in order to keep the financial stability, efficiency and solidarity of the 

system (http://www.udzs-sk.sk/web/en/abouth-authority).The HCSA mainly supervises public health insurance, 

supervises provision of health care and contracts on health care, acts as liaison body for provision of health care 

covered by public health insurance system in relation to liaison bodies of Member States of the European Union, 

Norway, Liechtenstein, Iceland and Switzerland, acts as a national contact point, administrates central register of 

insured persons etc.  

The Ministry of Health is a central administrative body and its responsibilities include drafting health policy and 

legislation, regulating health care provision, managing national health programmes, participating in management of 

health education, managing national health registers, determining the scope of the basic benefits package, defining 

health indicators and setting minimum quality criteria 

The PHA, Public Health Authority of Slovakia, is responsible for public health tasks. It is a state budgetary 

organization, which means that it is fully financed from the state budget and through its regional offices, the PHA 

carries out epidemiological surveillance. It is managed by the chief hygienist, who is appointed by the Minister of 

Health.  

The Ministry of Health established the NCZI, National Centre for Health Information, as a state contributory 

organization to deal with e-health issues, standardization of health information systems, and the collection, 

http://www.integrateja.eu/
http://www.udzs-sk.sk/web/en/abouth-authority


 

      

 Page 22 of 78 

www.IntegrateJA.eu  

processing and provision of health statistics, as well as provision of library and information services in medical 

research and health. The NCZI operates the national health registers. 

Heath information management 

Although a new law on a National eHealth Information System was adopted in 2013, Slovakia still lacks a credible 

health information policy and reliable and accessible data. There are several data collection systems that suffer from 

a lack of systematic and institutionalized data processing capacity 

Provision of HIV, Hepatitis, STIs and TB testing services and linkage to care 
 
HIV/AIDS infection 
 
The most recent ‘National Programme on HIV/AIDS prevention in Slovakia“ runs    from 2017-2021. All rules 
concerning HIV/AIDS /prevention, epidemiology, diagnostic, treatment/ are officially embodied in the ‘Expert 
guideline for providing HIV prevention in Slovakia’ (Gazette of the Slovak Ministry of Health, 2000, part 6-9). 
According to these guidelines HIV testing could be provided anonymously and voluntarily to all persons who ask for 
HIV-testing for preventive reason. It should be done just with the informed consent. In Slovakia mandatory HIV 
testing is provided just in in blood, sperm, milk, organ and tissue donors. Testing of pregnant women is a part of 
their routine care. They are tested voluntarily and with their informed consent. 
 
People could ask for HIV testing by GPs, on infectious clinics, Institutes of Publc Health, and microbiological 
laboratories. The National Reference Centre (NRC) provides also anonymous and free of charge testing for 
preventive reason. HIV testing is not a part of the examinations provided during the pre-screening in GPS. 
All HIV reactive samples are  centrally  confirmed by ELISA HIV1/2 Ag/Ab, Western blot, DNA PCR in the NRC for 
HIV/AIDS at the Slovak Medical University (SMU)  in Bratislava. Later, all patients are reffered for be treated to one 
of the 5 AIDS centres of Departments of Infectious Diseases in Slovakia (Bratislava, Nitra, Banská Bystrica, Martin 
and Košice). At the end of 2017 Dom svetla Slovensko (Light House Slovakia) opened the 1st Check Point in Slovakia 
in Bratislava. It offers once a week anonymous and free of charge testng from blood using rapid tests. Community 
based HIV testing  is offered occasionally to CSWs and IDUs (and their partners) by  NGOs Odyseus and Prima 
(Bratislava) and Storm (Nitra) depending on their financial capacity. HIV testing is provided from blood using rapid 
tests in community centres or on streets. All clients with HIV-reactive results are reffered to NRC for HIV/AIDS at 
SMU for confirmatory testing. Home testing is very rare in Slovakia or we do not have information about it. Home 
sampling is not provided till now. 
 
On HIV/Hepatitis testing week 2017 following organisation from Slovakia took part: NRC for HIV/AIDS prevention, 
OZ Odyseus, OZ Prima, Dom svetla Slovensko (Light House Slovakia). 
 
STIs, Hepatitis and TB 
 
Testing of other STIs is provided acoording to the demand of dermatologists and/or gynecologists in laboratories of 
microbiology (state or private) all over Slovakia. Samples with  indeterminate results in tests for syphilis  are sent for 
confirmation to the NRC for syphilis at Regional Institute of Public Health in Košice In 2017 NGOs STI  testing  from 
blood  using rapid tests in community centres and on streets was occasionally offered also by NGO Odyseus (syphilis) 
and Storm (syphilis and chlamydia).  
 
Testing of hepatitis is provided in laboratories of microbiology (state or private) all over Slovakia. Samples with 
indeterminate results are sent for confirmation to the NRC for hepatitis at SMU or they are confirmed directly in the 
laboratory were the screening testing is done, so confirmations are not provided  centrally for all reactive samples 
from all over SR. Patients with positive results are reffered  for treatment to departments of hepatology or 
infectology. In 2017 hepatitis testing from blood using rapid tests was provided occasionally also by NGO Prima (HCV) 
and Storm (HBV, HCV). People with reactive results are reffered to specialists. 
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TB suspected samples are sent centrally from all over Slovakia to Depertment of clinical microbiology, immunology 
and alergology in the National Instutute for Tuberculosis, lung diseases and chest surgery (NÚTPCHaHCH)  in Vyšné 
Hágy. This department is registered in WHO and ECDC as a National Reference Centre, because it meets international 
criteria for this status. According to Slovak Legislation it was not till now officially registered as NRC just because it 
was not established as sanitary service under the competence of  the Institute of Public Health. Each patient with 
active tuberculosis is screened for HIV antibodies. Following  other diagnostic methods for TB testing: microscopy, 
cultivation, PCR  and resistance. 
 

3.3.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV and viral 

hepatitis in Slovakia as part of the development of the consensus recommendations for collection and 

integration of CBVCT testing and linkage to care data on national surveillance systems for HIV and 

hepatitis 

B. Pilot Partners 

Slovak Medical University in Bratislava - SMU 

C. WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 
 

1. Assoc. prof. Mária Avdièová, MD, PhD - Head of Epidemiology Department, Regional Authority of Public 
Health in Banská Bystrica, Slovakia 

2. PhDr. Barbora Kuchárová, PhD - Head of the NGO Prima 
3. Mgr. Iveta Chovancova - head of NGO Odyseus 

 
Testing Data collected 

According to Mária Avdièová, in Slovakia information about HIV/AIDS cases, cases of all sexually transmitted 
diseases, HBV, HCV acute and chronic HBsAg, as well as TB cases are reported and collected into the EPIS 
(Epidemiological Information System), a unified online platform. Regional Institute of Public Health in Banská 
Bystrica (RÚVZ BB) administers EPIS and thus also the register of patients with transmissible diseases. 

According to Barbora Kuchárová, since 2009 NGO Prima has been provided HIV testing among IDUs, CSWs and 
homeless people in the Contact Center (Check-point) in Bratislava 5 times per week. Occasionally it also works at 
summer music festivals. The project started as a twinning project and Prima provided HIV testing also in other towns 
(Nitra, Banská Bystrica and Prešov). It provides HIV testing using rapid tests from capillary blood in the cooperation 
with doctors and nurses and offers also pre-test and post-test counseling. 

According to Iveta Chovancova, NGO Odyseus does not provide testing of TB. It provides testing for HIV infection 
and syphilis by rapid tests among IDUs and CSWs and their partners during the social street work or in contact centre 
(CBVCT). Data concerning this testing are sent yearly to the National AIDS Committee and are reported in the yearly 
report of the National Program of HIV/AIDS prevention. They are not a part of the official reporting epidemiological 
system in Slovakia (EPIS). 

The national AIDS committee is composed by representatives of ministries, infectivologist, epidemiologist, member 
of NGOs and is established every 4 years.  

Regulation, provision and funding 
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According to Mária Avdièová, the reporting of diagnoses mentioned above is mandatory under Law 355/2007 and 
according to this Law it is also the responsibility of RÚVZ BB to manage the register of patients with transmissible 
diseases. RÚVZ BB is the reporting unit for NCZI, it is responsible for reporting individual cases of STDs to NCZI 
(National Centre for Health Information). Concerning other diseases, RÚVZ BB only provides aggregated data about 
them according to NCZI requirements. All reported cases are linked to their birth number. Duplicates are checked 
continuously or/and at the end of the year and in the case of duplicity they are removed from the system. 

According to Barbora Kuchárová, NGO Prima has got any systematic support since the beginning of the project and 
has received no funding from the Slovak Ministry of Health and other foreign agencies for the last 3 years. 

According to Iveta Chovancova, last year Odyseus has received funding from national and international founds. 

Policy 

According to Mária Avdièová, data about reported cases are collected from all sources (e.g. in RVVZ BB from a VCT 
centre for HIV / AIDS prevention). In the laboratory of this our centre HIV testing is provided according to client's 
request and all reactive samples are sent for confirmation to the NRC for HIV/AIDS prevention in Bratislava. 
Information concerning the total number of tests is only published in the annual reports, nobody has asked us collect 
and report also data from CBVCT sites. 

EPIS collect just data about HIV-positive cases confirmed in NRC regardless were they were firstly tested HIV-reactive 
/either in labs, hospitals or NGOs/. Anonymously tested and confirmed HIV-positive are not reported to EPIS /. The 
same concerns other STI, hepatitis and TB. 

According to Barbora Kuchárová, Collection of NGOs´testing data (including Prima) is not a part of the official 
reporting system. Data from NGOs are only sent once per year to the National AIDS committee. This information is 
included into the yearly report of the National AIDS report. 

According to Iveta Chovancova, Odyseus does not have any information concerning the possible changes in the 
policy or plans to enhance the integration of its data into the national collection system. 

Barriers 

According to Mária Avdièová there are no problems, the process just should be directed. She already spoke about 
this issue with the head of the Department of Epidemiology at the Regional Institute of Public Health (PHA, public 
health authority) in Banská Bystrica. 

According to Barbora Kuchárová, the system is totally inoperative, built on a deep disinterest of the Slovak Ministry 
of Health. It is a shame for Slovakia that it ignores this issue. 

According to Iveta Chovancova, Slovak legislation could be the barrier, since it does not include any specific status 
of non-governmental organizations in the field of low-threshold testing of key populations using rapid tests outside 
healthcare facilities, despite of the fact that according to the National programme of HIV/AIDS prevention this role 
of NGOs in this field is relevant. There are also barriers in the proper implementation of the National program of 
HIV/AIDS prevention in Slovakia. This fact has an adverse effect on the protection of the public health of the whole 
population of Slovakia. 

Opportunities  

According to Mária Avdièová, if it is necessary it would not be a problem to collect also data from VCTs into the 
reporting system it, but we should know where and how. 

According to Barbora Kuchárová, a unified methodological evidence for data processing should be guaranteed and 
NGOs data should be included into the system. 
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According to Iveta Chovancova, all harm reduction organizations in Slovakia are now connected via Harm Reduction 
Platform which enables more effective communication. Additionally, their common strategic goals include creating 
a uniform method of data collection and evaluation in the future. Email: platformadrogy@drogyinak.sk 

Key actors identified 

Position Name Reason why this person is a key 
actor 

Chief Public Health Officer of the 
Slovak Republic 

Ján Mikas, M.Sc., RNDr. MD, PhD. Responsible for the National 
HIV/AIDS Prevention Plan in the 
Slovak Republic 

National Drug Coordinator Mgr. Nadežda Lobodášová Responsible for the National Anti-
Drug Strategy of the Slovak Republic 

Member of ECDC advisory group  

head of NRC HIV/AIDS 

assoc. prof. Danica Staneková, PhD. coordinations position 

Light House Mgr. Dušan Šmida contact on target group 

Platform for drugs organization Mgr. Táňa Hičárová contact on target group 

ECDC focal point, Epidemiologist Peter Truska, MD, PhD focal point for HIV infection in 
Slovakia in ECDC 

Chairman of the National AIDS 
committee 

Ján Mikas, MD, PhD, MPH chief hygienist 

Head of the Department of 
Epidemiology at the Jesenius 
medical university in Martin 

Prof. Henrieta Hudečková, MD, 
PhD., MPH 

chief expert for epidemiology at the 
Slovak Ministry of Health 

 

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that a general system run by RÚVZ BB for collecting data about STDs, HIV and TB cases is 

mentioned, a RoadMap may foresee the involvement of the relevant actors of this system (RÚVZ BB, NCZI, 

National Institute of Publich Health) but also of those who already are planning similar initiatives, i.e. The 

mentioned Harm Reduction Platform, to highlight possible ways to: 

o include different data sources directly in the system (i.e. NGOs); 

o include data not only linked to the confirmatory diagnosis, but also testing; 

o elaborate a shared methodological frame for collecting data, avoiding the multiplication of 

different and non-communicating data collection systems and addressing the lack of systematic 

and institutionalized data processing capacity; 

➢ Considering that in 2013 a law on a National eHealth Information System was adopted, that reporting diagnosis 

is mandatory under Law 355/2007 and that the there is a ‘National Programme on HIV/AIDS prevention in 

Slovakia“ ending in 2021 and aknowledging clearly the role of NGOs, a RoadMap may foresee the discussion 

with relevant institutional and political key actors about possible changes to be introduced in the relevant 

legislation in order to: 
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o fill the gap between the National Program on HIV/AIDS where the role of NGOs is important and 

the law which doesn’t aknoledges this role; 

o introduce in the next National Program on HIV/AIDS that will be released after 2021 a specific 

provision about the integration of all HIV data in the general reporting system, beyond the limits 

of the National AIDS Committee reporting; 

o give stronger normative ground to the next National Program on HIV/AIDS.  

 

3.4 Italy 

3.4.1 Country Profile 

Overview of the health system 

The country is made up of 20 Regions (19 Regions + 2 Autonomous Provinces constituting the 20th Region). Italy’s 
health-care system is a regionally organized National Health Service (Servizio Sanitario Nazionale, SSN) that 
provides universal coverage largely free of charge at the point of delivery. At national level, the Ministry of Health 
(supported by several specialized agencies) sets the fundamental principles and goals of the health system, 
determines the core benefit package of health services guaranteed across the country and allocates national funds 
to the regions, defines the benefit package (LEA, Level of Essential Assistance). The regions are responsible for 
organizing and delivering health care. At local level, geographically based local health authorities 
(Aziende Sanitarie Locali, ASLs) deliver public health, community health services and primary care directly, and 
secondary and specialist care directly or through either public hospitals or accredited private providers. 

The ministry is currently organized into General Directorates (DG), each comprising several offices. Among others, 
the DG Health Prevention (including Office 5 – Prevention of STIs), or the DG Medical Devices and Pharmacological 
Service (including Office 4 – Medical Diagnostic Devices). 

The Ministry has a large advisory board, the Health Technical Committee (HTC), divided in several sections, each 
one supporting and advising the specific offices/directorates of the Ministry. For example, section L (individual and 
clinical experts on HIV/AIDS) and M (NGOs working on HIV/AIDS) support the General Directorate of Health 
Prevention, especially Office 5, on HIV policies. Practically, this sections elaborate policies. The deepest policy 
planning happened in 2017, when both sections elaborated together the first ministry National HIV/AIDS Plan 
(PNAIDS) ever published.  

However, the most important technical advisory body to the Ministry of Health is the National Health Council (CSS). 
It has the “last word” in terms of advice about health policies and technical issues. For example, the  PNAIDS was 
firstly elaborated by Sections L and M of the HTC, but it was secondly “ratified” officially by the CSS before being 
considered “official”. 

Other relevant permanent government agencies supporting the Ministry (and also represented in the CSS) are:  

• the National Institute of Health (ISS) carries out scientific research, surveillance and promotion of public 
health, and dissemination of knowledge and has an advisory role;  

• CCM (National Centre for Disease Prevention and Control) designs evidence-based national strategies for 
disease prevention, health promotion and equity in access to care, providing assistance to the regional 
technical working groups in public health programmes; 

• AIFA, the national authority for pharmaceutical regulation. 
 
However, the crucial technical-political body functioning both as a “transmission belt” and as a negotiation place 
ensuring a permanent interface between the State and the Regions in the domains of health public policy is the 
State-Regions Conference. At this Conference the State and the Regions must agree all relevant national health 
policy documents before they become binding for the Regions. The State-Regions Conference has two different 
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working levels/meetings: technical and political, the latter usually following the former after all technicall issues 
have been discussed. 

The 19 Regions and 2 Autonomous Provinces share planning and financing responsibilities with the central State 
government in the State-Regions Conference, and are exclusively responsible for delivering public health and 
health-care services through their regional health-care systems: practically, the final decision about how much and 
how to spend for delivering public health at the local level lies at the regional level. 

Regulation, policy and planning 

Interventions on HIV/AIDS have always been based on the special law 135/90. However, many practical provisions 

of that law have changed in the last years, especially the financial ones: special funding dedicated to HIV/AIDS has 

been redirected to the general health funding, with no special binding to HIV/AIDS goals, except those mentioned 

by LEAs and PNP. Moreover, the is now considered outdated regarding many provisions and a revision process 

started in 2017 but is currently frozen.  

In general, all dedicated funds foreseen by special laws have been redirected to the general health financial flow to 

the Regions in the last years, with the only binding of the respect of the LEAs. The national level has therefore 

exclusive authority in determining the core benefit package (LEA), that must be guaranteed throughout the country 

free or with cost sharing, using the resources collected through general taxation (national and/or regional taxation). 

The Regions receive undifferentiated health funding from the State from national taxation and are exclusively in 

charge of the health expenditure, if the LEA are guaranteed in the Region.  The delivery of LEA is organized into three 

levels: prevention and public health; community health medicine and primary care; and hospital care. Regions have 

exclusive authority in execution-level planning and delivery of health care, as well as health protection and health-

related disciplines such as labour safety, organization of professions, food safety and scientific research. Additional 

health services who exceed the LEA can be delivered at the regional level free or with cost sharing, but in this case 

the resources can be only regional (regional taxation).  

This means that a large fragmentation exists in the extent and quality of health strategies between regions or ASLs 
of excellence and areas where self-directed initiatives are scant and that health strategies which cannot be planned 
at the national level can still be planned/implemented at the regional level with regional resources. 

There are some main general instruments for national level health planning: the National Health Plan (PSN); the 
LEAs; the yearly Priority Plan Goals; the National Prevention Plan (PNP); other specific topic plans (e.a. PNAIDS - 
AIDS National Plan). 

The National Health Plan 

Drafted by the Ministry of Health following consultations with the regions, it is approved by the government in 
agreement with the State-Regions Conference, and covers three years. The last NHP expired in 2008 and was never 
updated as a whole. The NHP defines at all levels (prevention, diagnosis, care, rehabilitation): the LEAs and the 
criteria for ensuring that the financing of regional health care is adequate to guarantee the LEA; criteria for resource 
allocation of regional funds across the individual ASLs and economic sustainability; criteria for adapting national 
goals with the epidemiological features and health needs of regional populations. Since 2008, the general planning 
was substituted by many fragmented State-Regions Agreements. Moreover, for the LEAs new mechanisms of 
updating were found. 

LEAs 

The single most important part of the NHP is the LEA, the main instrument for planning, priority setting and assuring 
equity: the LEAs are the only general almost-binding criteria for evaluating the Regional performances in terms of 
implementation of the national planning. LEAs are updated every year through the work of a Permanent Commission 
which decides how to renew or modify them. However, the LEAs, especially in the area of prevention, are quite 
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generic. For example, the LEA regarding the control of infectious diseases, updated with the ministry decree DPCM 
12/01/2017, is LEA “A2”, and foresees the following: 

• essential program required: Provision and implementation of interventions to be adopted for the control 
of infectious diseases; Programs of health education;  

• essential performance required: Immune prophylaxis of at risk subjects; Analytic exams in the context of 
prevention interventions of infectious diseases; Periodical communication to health operators, citizens 
and institutions.  

  
Priority Plan Goals 
 
The Legislative Decree 662/96, art. 1 co. 34bis, modified by the Law Decree 25/06/2008 n.112, introduced the 
Priority and Nationally Relevant Goals in the context of the PNP. The Yearly Priority Goals must be defined every 
year after a long process of negotiation and agreement with the State-Regions Conference, and focus and specify 
with more detail some of the general goals of the PNP, with the aim of strengthening specific annual strategies. Part 
of the general financial flow from the State to the Region is dedicated to Priority Goals: the regional use of that 
funding is (or should be) bind to the achievement of the goals. 
 
National Prevention Plan 
 
Part of the general financial flow from the State to the Regions is dedicated to achieving the goals of the 4-years 
National Prevention Plan (PNP). The current Plan ends in 2018 and a new plan should be released in 2019. The Plan 
sets the minimum goals and indicators in various areas of prevention and must be rearticulated at the regional level 
through Regional Prevention Plans. One of the areas is about transmittable diseases, including HIV and TB. However, 
the indicators used to monitor the performance of the Regions in the implementation of the plan are very generic. 
HIV, for example, has only one indicator: proportion of late presenters on the total of those diagnosed with HIV. 
Other STIs are only mentioned, but no goal, activity or indicator is defined.  Periodically, regions and other public 
health entities can also apply to calls of the CCM which allocates budget for specific project proposals aiming at 
reaching some goals identified by the CCM in the frame of the PNP. 
 
Special Planning: PNAIDS 
 
In 2017 the first National Plan ever on HIV was released. It was elaborated by Sections L and M of the HTC, ratified 
by the CSS and agreed at the level of the State-Regions Conference in October 2017. The Plan is now, at least in 
theory, part of the LEAs and of the PNP and includes, among others, specific goals and activities targeting MARPS, 
PrEP introduction, CBVCTs promotion. Although the agreement at the State-Regions Conference should guarantee 
that the PNAIDS is concretely implemented with adequate funding at the regional level, the lack of additional 
national financial resources for the plan will probably affect it, taking also into consideration that the agreement 
clearly stated that goals will be reached according to and in the limits of the already planned resources. 
 
Regional level planning 

The main health-care planning instruments at the regional level are the Regional Health Plan (RHP) and the Regional 
Prevention Plan (PRP). They should be issued in the frame of the National Plans. At this level, the specific Plans such 
as the PNAIDS should be included to specify the concrete goals that the Region wants to reach, especially if there 
was a formal agreement in the State-Regions Conference.  

Local level planning 

Although there are great intra- and inter-regional variations, every ASL generally plans on three levels: Managing 
Board, Department Directors and single professionals. The Managing Board performs long-term strategic planning 
and monitoring, while Department Directors draft the budget for the medium term, which includes budgeting, which 
defines specific and concrete sub-goals leading to the attainment of the general goals defined through strategic 

http://www.integrateja.eu/


 

      

 Page 29 of 78 

www.IntegrateJA.eu  

planning, Planning and expenditure at this level have to be done in the frame of the Regional planning: the financial 
flow is regional. 

3.4.2 Pilot action: Partner notification 

 

A. Pilot outputs 

Training of healthcare workers on partner notification and the context specific laws and regulation faced 

at national level in Italy. 

B. Pilot Partners 

Fondazione LILA Milano ONLUS - Lega Italiana per la Lotta contro l'AIDS – LILA Milano. 

C. WP Lead Partner 

University College Dublin, National university of Ireland Dublin – UCD. 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 
 

1. Dr. Enrico Girardi – Director Department Emidemiology and pre-clinic Research – National Institute 
Infectious Diseases  

2. Dr. Stefano Rusconi – Department of Clinical and Biomedical Science – “Luigi Sacco” University of Milano  
3. Dr. Marina Malena – Local Health Unit Infectious Diseases - Azienda ULSS 9 Scaligera, Verona 
 

Regulation, provision, financial accessibility 

Patients are diagnosed with HIV in hospitals, public VCTs, CBVCTs, private labs and through self-testing. Some public 

VCTs, like that of the Infectious Disease outpatient clinic in Verona, are similar to the GUM clinics seen in the UK and 

offer STI testing. For TB, patients are diagnosed in hospitals (especially in infectious disease units), public centres 

managed by local authorities or the lung disease unit (Such as Ospedale Niguarda in Milan).Patients diagnosed with 

HIV are treated in the Infectious Disease Units. For STIs other than HIV, the dermatological departments treat 

patients. In the case of vaginitis and HPV,  gynaecologists  treat women. 

The procedures of partner notification and contact tracing in Italy vary considerably by region and by hospital/ 

centre. There are no standardised partner notification/ contact tracing procedures at national level. No monitoring 

of HIV/STI PN. 

According to dr. Rusconi, patients diagnosed with HIV should be responsible for contacting partners, while doctors 

should support and encourage them in this. Sometimes patients agree to allow the doctor to tell their partners when 

they are present in the room. The preferred method for PN of HIV is face to face communication, as phone 

communications could be considered insensitive. 

In TB clinics, contact tracing is performed by a qualified health assistant  with a 3-4 year specific training in CT, who 

is in charge of epidemiological surveillance. Outside of TB clinics, doctors are responsible for CT, which adds to their 

workload. When TB patients are admitted to the hospital, assistants reach them at  the ward to administer a survey. 

Patients give information about their close contacts in the  community, so that  assistants can  trace them. Contact 

tracing is usually performed by telephone, since assistants do not perform house visits.  Information on contact 

tracing is kept by the local authority. 

According to dr. Girardi, STI diagnoses are reported to local public health units anonymously, but local public health 

services can check if the diagnosing physician has carried out PN. If not, local authorities can request the name of 

the diagnosed person and initiate PN themselves. The extent to which this regulation is carried out by public health 
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workers is unknown as there is no standardised reporting of such procedures. There are probably differences at 

national level. Usually, public health services contact people diagnosed with STIs when physicians have not 

performed PN themselves. However, there are no specific guidelines. 

For TB, a national procedure is in place: infectious disease units handle the clinical part and sometimes also 

pulmonology units do the same. Contact tracing is handled by local public health staff, who interview patients and 

compile a list of contacts. Healthcare professionals reach the possible contacts usually by phone and invite them for 

TB screening. According to national guidelines, it is not compulsory to perform CT for TB. Some regional initiatives 

are in place to monitor the impact of CT but, as far as he knows, no systematic reporting exists. 

In general, however, there is no centralised system for collecting information about PN, even if some centers are 

starting to collect data. Some public health local services keep their own database of patients diagnosed and treated. 

The same happens for all diseases. At regional level (Lazio Region) a database for TB is about to be put in place:  a 

model was developed and should be implemented it the course of 2018. 

According to Dr. Malena, in Verona the diagnosing doctor usually performs PN in the case that the diagnosed person 

has one stable partner. In those cases when diagnosed patients have multiple partners, medical professionals are 

not trained to perform PN. There are also nurses specifically trained on PN counselling and doctors who take care of 

STIs and support their patients in doing PN. PN is usually done by phone call or text message if not in person. Most 

patients are asked to notify their partners themselves and they generally prefer to do it this way. Provider referral 

was used widely in Verona during the AIDS epidemic. In the past, in Verona the unit used to practice referral CT-PN 

with a psychiatrist specifically trained for this task, in collaboration with some IDUs services in Italy, in the late 90s. 

Policy 

There is no shared policy about PN of HIV, STIs and Hepatitis. There are national guidelines for contact tracing of TB 

but none on partner notification of HIV, STIs and Hepatitis. Regionally/locally, the Milan public health department 

has developed guidelines on how to follow-up potential contacts in the case of an HIV diagnosis. According to dr. 

Rusconi, these guidelines include information on the timing, how to test for single partners or multiple partners. 

According to dr. Malena, in the case of a steady partner, PN is part of good clinical practice and clinicians do not 

need specific guidelines. To her knowledge, some consensus groups have put in place  guidelines to be adopted in 

the clinical practice, but national guidelines are not in place yet. 

According to dr. Girardi, in Italy the National Prevention Plan aims to improve contact tracing to have 70% of the 

contacts that complete the screening. In Italy, as already described, public health services are delivered on a regional 

basis while adhering to national standards. Some regions are working on PN issues to put in place a system and reach 

such objective. 

Barriers 

According to dr. Rusconi, confidentiality is the biggest barrier to PN, with healthcare staff working to encourage their 

patients so that they disclose to their partner. It is a time-consuming task, because time must be spent convincing 

patients that it is the right of the partners to be made aware of potential risks. Probably a cultural barrier is still 

present: HIV is very stigmatised, people are very reserved about it and often feel ashamed or guilty. Physicians need 

more training to implement PN. 

According to dr. Malena, stigma of STIs, increased mobility of people and the potential for reduced confidentiality 

are some barriers. Completely anonymous partners and lack of contact details can also be an issue, particularly with 
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MSM index patients. Another barrier not least important is lack of written policies/clear guidelines, skills and 

experience in the field. 

According to dr. Girardi, there is opposition from NGOs who are not convinced of proposals to standardise and 

promote PN for HIV, because insufficient guarantees were given to prevent the risk of a significant increase of stigma 

for those who are vulnerable to HIV. Other barriers may be the number of professionals in public health trained in 

contact tracing of STIs, which has decreased a lot, and the fact that clinicians are already overloaded and should 

focus on clinical work. Other prevention activities should be expanded and public health staff (not clinicians) should 

carry out counselling, testing and PN. 

Opportunities for removing barriers and enhancing partner notification 

According to dr. Rusconi, TB is the most effective circuit – no circuit for other diseases is as well defined in Milan. 

The TB model of assistants doing CT could work for other diseases – providing a more flexible model and not leaving 

this task to doctors. This model at a larger scale (outside of Milan) would work. The flexible model is particularly 

useful for migrants, a mobile population -  many illegal immigrants that move for work. The TB model reflects 

demand for services. 

Community-assisted PN potentially represents a better solution because it is delivered outside of clinical centres and 

the community approach is tailored to the different groups. Community health workers need adequate training to 

handle the questions and reactions by patients and partners. 

According to dr. Malena, patient referral can be enhanced in several ways e.g. by supplementing verbal information 

with some form of written resources. Regarding the assistance of healthcare professionals or community health 

workers, in her experience patients found healthcare-assisted PN professional, reliable and properly handled. 

According to dr. Girardi, community setting training could be possible with the involvement of community health 

workers in PN, addressing the issue of stigma. As regards the integration of all four diseases in one PN tool, he thinks 

that TB has a different tradition in Italy when compared to the other diseases. He doesn’t know if the same model 

can be used for all diseases. In his opinion, it would be difficult to integrate TB with the other diseases, while it would 

be more feasible to integrate activities for HIV, hepatitis and STI PN. 

Key actors identified 

Position / Role Name Reason why this person is a key actor 

   

 

B. Comments and recommendations for a roadmap definition and implementation 

3.4.3 Pilot action: Self-testing 

A. Pilot outputs 

Develop and pilot HIV self-testing and linkage to care toolkit (in Italian) including recommendations for 

HIV self-testing expansion, monitoring and ensuring linkage to care. 

 

B. Pilot Partners 

Fondazione LILA Milano ONLUS - Lega Italiana per la Lotta contro l'AIDS – LILA Milano and Arcigay 

Associazione LGBTI Italiana - ARCIGAY 
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C. WP Lead Partner 

Public Health England - PHE 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 
 

1. Anna Caraglia – Executive Medical Doctor  - DG Health Prevention - Office 5 – Prevention of STIs – Ministry 
of Health 

2. Enrico Girardi – Director Department Emidemiology and pre-clinic Research – National Institute Infectious 
Diseases  

 
Availability of self-tests 

According to Dr. Caraglia, in Italy only HIV testing kits are available for self-testing: the kits produced by Mylan (blood 
test, 3rd generation) have been available in pharmacies from 1st december 2016 and other kits will be soon 
available. 
 
According to Dr. Girardi, there is only one type of test for HIV available in pharmacies, sold by Mylan;  probably  
other HIV tests will soon be soon available. Tests are sold in pharmacies and online, but there could be some problem 
purchasing tests  from abroad that have not yet been registered in the Italian market. No self tests are available for 
hepatitis, STIs or tuberculosis.  
 
Regulation, provision and financial accessibility 

According to Dr. Caraglia, the law regulating self-tests is the legislative degree number 332 (8th September/2000) 
for in vitro diagnostic devices. Tests are available for purchase in pharmacies and is possible to buy them online; 
they cost about 20 euros and are totally at the expense of customers. The process for the introduction of Mylan self-
tests in Italy was really easy because the device had already the approval from the European regulatory agency, so 
it did not need any further approval from Italian authorities. 
 
The information provided with the kit - concerning its use and interpretation/management of the test result – were 
discussed with the Health Prevention Department in order to make them clear and to include the number of the 
Health Institute helpline for further clarifications and support. Explanations on how to contact an infectious disease 
doctor in public hospitals are provided, as well as further information on how to link to care a reactive (and not 
diagnostic) result.  
 
According to Dr. Girardi, self-tests for HIV are regulated like a test for self-use (e.g. a pregnancy test), while other 
rapid tests (for example syphilis) are not licensed as self-test and for this reason they require the presence of a 
doctor.   
 
Policy 

According to Dr. Caraglia, policies about use of home testing for HIV are included in the national strategy for HIV 
(PNAIDS) and will be included in a document, that has not been completed yet, that will address specific issues about 
testing (the slow process of approval is due to the involvement of stakeholders and experts from the Regions and to 
the political change in the Italian government). Both the documents stress the importance of community 
organizations’ involvement in order to improve the dissemination and use of home testing.  
 
Furthermore, linkage to care is addressed in the National AIDS Plan and the National Institute of Infectious Diseases 
(Spallanzani) in collaboration with patient’s associations is planning to evaluate and improve its management. There 
is no national strategy to collect data on the number of self-test reactive results, nor on the number of kits sold, but 
several clinical centres are already collecting such data for research purposes. The PNAIDS includes 
recommendations on data collection.  
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According to Dr. Girardi, the PNAIDS includes the possibility of strategy of testing based on self-test but it’s really 
theoretical and It could not be seen as a real strategy of implementing use of self-test, because while the national 
AIDS plan sets the recommendations then It’s up to the regional health system to put them into practice and no 
region created a specific programme for self-test.  
 
No specific strategy has been put in place to ensure linkage to care after self-testing; information about how to 
manage a reactive test and where to find references for linkage to care are given by the company in the leaflet 
included in the test packaging. 
 
No national strategy is in place to collect data about the use of self-tests; some clinical centres collect these data.  
 
Barriers 

According to Dr. Caraglia, barriers for the use of self-tests are several, mainly related to the lack of cultural attitudes 
towards HIV self-tests, still considered as something you need to undertake at a hospital. Furthermore, the cost of 
kits is high and thus self-testing might be unaffordable especially for young or unemployed people. Another factor 
that could limit its spread is the testing procedure, which is not easy.  
 
According to Dr. Girardi, the most important barriers are the cost of the device and cultural attitudes towards self-
tests: many people are not prepared to manage a reactive result on their own, at home. It’s important to 
understand that purchase of self-tests is linked to the perception of risks. It is difficult to describe the barriers to 
linkage to care, because in Italy there are no studies addressing this topic; we know from other countries’ 
experiences that linkage to care is good and it is likely to be the same in Italy. 
 
Opportunities for removing barriers 

According to Dr. Caraglia, linkage to care could be improved through the involvement of community associations, 
but we need data to improve the understanding of the present situation and to build a strategy based on data. A 
national strategy for data collection is still lacking, but it could be improved by including data on self-testing in the 
compulsory notification of HIV diagnoses performed by every clinical centre.  
 
A revision of the process is ongoing because the notification of HIV diagnoses and AIDS diagnoses still reported 
separately and in different ways among Italian region, while a unified reporting procedure should be put in place 
and enriched with the collection of additional information, in order to better understand the spread of epidemic. 
 
Data collected by the helpline instituted by Minister of Health could help to shed light on the use of self-testing; it 
could be included in the annual report on HIV. 
 
According to Dr. Girardi, in order to improve the use of self-tests, they should be distributed in high risk settings by 
community health workers who can reach specific high risk populations and have the possibility to give additional 
information, explanations and support. To improve data reporting of self-testing, it would be interesting to include 
a question on the use of self-tests in the form for the notification of HIV, that is compulsory in Italy, in order to 
understand how many people with a new diagnosis of HIV used a self-test. 
 
Key actors identified 

Position Name  Reason why this person is a key actor 

DG Medical Devices and 
Pharmacological Service – Ministry 
of Health 

Dott.ssa Marcella 
Marletta 

She has a technical role in the regulation 
of the market of medical diagnostic 
devices  

DG Medical Devices and 
Pharmacological Service / Office 4 – 
Medical Diagnostic Devices  

Dott. Mauro Dionisio 
 

He has a technical role in the regulation of 
the market of medical diagnostic devices 
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DG Health Prevention – Ministry of 
Health 

Dott.ssa Immacolata 
Cuomo 

She has a technical role in the prevention 
strategies of the Ministry of Health 

Direttore Centro Operativo AIDS - 
ISS 

Dott.ssa   Barbara Suligoi She has an advisory role and is in charge 
of HIV data collection and reporting at the 
national level. 

Ministry of Health Dr. Giulia Grillo She has a political role 

Representatives at Section L and M 
of the Advisory Committee of the 
Ministry of Health 

 They have both technical and political 
roles in their advisory function for the 
Ministry of Health 

Regional representatives for 
prevention 

 Regions are those who can concretely 
implement strategies 

Regional representatives at the 
State-Region conference 

 Regions are those who can concretely 
implement strategies 

 
 
B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that self-testing is already available in the free market, but the packaging of self-tests provides only 

information, reference to the National AIDS Infoline and generic referral for linkage to care, the Roadmap may 

include a consultation with relevant key actors (Pharmaceutical Companies, DGs at the Ministry of Health and 

NGOs) about new effective and possible strategies to strengthen the linkage to care at least at the information 

level, such as: 

o 24/7 assistance through infolines; 

o a system for easier and more direct referral to confirmation tests and to NGOs; 

o information aimed at reducing anxiety and denial in case of reactive results, including information 

and support given through a link to online resources with the involvement of NGOs. 

➢ Considering that self-testing is already foreseen in the PNAIDS but that a more detailed document addressing 

specific issues about testing is still under construction due to the large involvement of stakeholders and to 

governmental changes, the Roadmap may include in the document suggestions and recommendations about 

self-testing, including possible piloting activities and the issue of data collection. 

➢ Considering that the only way to bind the Regions in the health expenditure is through specific national funding 

provided by a special law, the LEAs definition or the yearly priority goals, the Roadmap may include consultation 

with key actors aiming at: 

o Including special funding dedicated to self-test pilots as part of combination prevention and ICT 

tools strategies in the revision process of the law 135/90; 

o Including specific self-test goals and indicators in the LEAs; 

o Including specific self-test pilots as part of a combination prevention and ICT tools strategies 

among the yearly priority goals. 

➢ Considering that self-testing is already foreseen in the PNAIDS but that only Regions oversee the concrete 

implementation of the plan, the Roadmap may include the identification of possible Regions where there are 

(or there may be) the conditions for implementing local pilot projects aiming at: 

o promoting and increasing the use of self-tests especially among some key populations; 

o creating a local system of support and referral with the involvement of NGOs; 

o involving pharmacies in the information and support efforts beyond a pure selling role; 

o including an online strategy to promote and facilitate access to self-tests, and to give information 

and support for those who use self-test and are self-diagnosed. 
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➢ Include in the Roadmap a consultation with the ISS and other relevant stakeholders about the inclusion of data 

about self-tests in the national HIV data collection system. 

 

3.4.4 Pilot action: Combination Prevention and Novel ICT Prevention Strategies 

A. Pilot outputs 

Adapted Information, Communication and Technology (ICT) tool piloted in Lithuania focusing on 

prevention measures for HIV, viral hepatitis, TB and STIs. 

B. Pilot Partners 

Fondazione LILA Milano ONLUS - Lega Italiana per la Lotta contro l'AIDS – LILA Milano and Arcigay 

Associazione LGBTI Italiana - ARCIGAY 

C. WP Lead Partner 

Fondazione LILA Milano ONLUS - Lega Italiana per la Lotta contro l'AIDS – LILA Milano 

 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 
 

1. Anna Caraglia – Executive Medical Doctor  - DG Health Prevention - Office 5 – Prevention of STIs – Ministry 
of Health 

2. Giulio Corbelli - PLUS Onlus – Network of HIV-Positive LGBT People 
 
Prevention strategies 

According to Dr. Caraglia, there are no prevention strategies based on ICT tools, but the Ministry of Health is creating 
an app for sexual health that will be released soon. The project was coordinated by the Ministry in close collaboration 
with the Association of Medical Doctors and scientific societies, but without any involvement of patient communities 
or NGOs. Furthemore, the Community Committee recently approved a project for students who quit school that will 
include use of social media to involve them; the project is still at a very embrional level.  

Regulation, provision and financial accessibility 

According to Mr. Corbelli, there is no prevention program or plan implemented at this moment in the national 
Italian health system. Prevention is officially under the responsibility of the Regions; some Regions may have some 
prevention strategies implemented (but he is not aware of any of them). There is some prevention funding from 
the national health system which goes to the Regions; they are in charge of using it. 
 
Policy 

According to Mr. Corbelli, at the level of the National Health System there are no policies, plans, strategies aimed 
at enhancing Combination Prevention; no policies, plans, strategies aimed at enhancing Novel ICT prevention 
strategies; no procedures, provisions, tools aimed at enhancing Combination Prevention strategies or at enhancing 
Novel ICT prevention strategies. A few NGOs developed some ICT tools aimed at facilitating prevention among 
users or at facilitating adherence among people with HIV on therapy (which may be considered as part of a 
combination prevention strategy for the TasP effect). 
 
Barriers 

According to Dr. Caraglia, it is important to have a balance beetween quality of the information provided by ICT 
tools and the style, language and approach used. It is not easy because the medical approach is often too strict, 
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while on the other hand the possibility to spread information through the Internet could result in incorrect 
information.  

According to Mr. Cobelli, the main structural barriers to combination prevention are the lack of coordination and 
of a national HIV prevention plan. Also, a general cultural background based on Catholicism may have an impact on 
the lack of any initiative at the government level to improve sexual health or to disseminate information about 
sexuality. 
As far as he knows, there is no consideration about novel ICT prevention strategies at the national health system 
level. 
 
Opportunities for removing barriers 

According to Dr. Caraglia, the most important oppurtunity is given by the possibility to involve and reach  a large 
amount of people, most of all young people, with the help of influencers on Instagram, YouTube or other social 
platforms. 

According to Mr. Corbelli, in order to have combination prevention and ICT prevention strategies defined at the 
national level, The Ministry of Health should elaborate a plan in collaboration with the national advisory 
committee, where healthcare professionals and representatives from the NGOs working in HIV are represented. 
This should then be approved by the Regions, at the State-Regions Conference. A financial plan should be 
approved then by the Ministry of Finances to support the plan’s implementation. Actors in this could be healthcare 
professionals and representatives of the NGOs at the national advisory committee within the Ministry of Health; 
the Minister of Health; the Regional governments; the Ministry of Finances.  
 
Key actors identified 

Position Name  Reason why this person is a key actor 

Representatives at Section L 
and M of the Advisory 
Committee of the Ministry of 
Health 

 They have both technical and political role in their 
advisory function for the Ministry of Health 

DG Health Prevention – 
Ministry of Health 

Dott.ssa Immacolata 
Cuomo 

She has a technical role in the prevention strategies 
of the Ministry of Health 

Regional representatives for 
prevention 

 Regions are those who can concretely implement 
strategies 

 

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that combination prevention is already clearly foreseen by the PNAIDS and that additional 

documents to the plan may be released, but little is said about the possible use of ICT tools, the Roadmap may 

include the involvement of the sections L and M of the Advisory Committee with the aim of proposing an 

additional PNAIDS annex document focused on combination prevention and ICT tools. 

➢ Considering that a new National Prevention Plan (PNP) should be released or at least defined in 2019, the 

Roadmap may include a consultation with key actors who may have a role in the definition of the new PNP and 

a new plan indicator related to combination prevention. 

➢ Considering that the only way to bind the Regions in the health expenditure is through a specific national funding 

provided by a special law, the LEAs definition or the yearly priority goals, the Roadmap may include consultation 

with key actors aiming at: 

o Including special funding dedicated to combination prevention and ICT tools piloting in the revision 

process of the law 135/90; 
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o Including specific combination prevention goals and indicators in the LEAs; 

o Including combination prevention and ICT tools among the yearly priority goals. 

➢ Considering that both the PNAIDS and the National Prevention Plan are implemented by the Regions with their 

own Regional Prevention Plans and their funding, the Roadmap may include a consultation for the identification 

of possible Regions where there are (or there may be) the conditions for implementing local pilot projects aiming 

at: 

o promoting and increasing combination prevention activities; 

o the use of ICT tools for combination prevention. 

 

3.5 Poland 

3.5.1 Country Profile 

 
Organization and governance 
 
The management and financing functions in the Polish health care system are divided between the Ministry of 

Health, the NFZ (National Health Fund) and territorial self-governments. The NFZ is charged with financing of health 

care services provided to the insured population.  It manages the process of contracting health services with public 

and  non-public service providers. The NFZ is the sole payer in the system, charged with contracting health services 

with public and non-public providers. Its finances are supervised by the Ministry of Finance (Ministerstwo Finansów) 

and its overall activity by the Ministry of Health (Ministerstwo Zdrowia), the key policy-maker and regulator in the 

system.  

The Ministry of Health is also responsible for national health policy, financing of long-term public health 
programmes and selected highly specialized medical services, major capital investments and medical science and 
education. It is tasked with implementing national public health programmes and has a number of supervisory and 
direct managerial functions. At each administrative level, territorial health authorities are responsible for the 
identification of the health needs of their respective populations, for planning of health services delivery, health 
promotion and the management of public health care institutions. Voivodship Sanitary and Epidemiological Centers 
are located all around the country to monitor the epi situation on local levels. 
 
The Constitution of 1997 decentralized public power by allowing territorial self-governments to perform public tasks 
not exclusively reserved for public authorities at higher levels. In the area of health care, territorial self-governments 
are mainly responsible for health promotion and prevention. Voivodes (the highest-level administrative 
subdivision of Poland, corresponding to “provinces” in other Countries) are responsible for coordination of activities 
of units of government and self-government administration in the area of prevention of threat to health and lives of 
their populations in their respective territories. 
 
Planning in the health sector is exercised by different entities and for different time periods. While voivodship self-
governments are responsible for the identification of health care needs and the planning of health care provision in 
their respective territories, the responsibility for planning the financing of health care services falls to the Ministry 
of Health and the NFZ (in relation to state budget planning). The Ministry of Health is responsible for health policy 
strategy and planning. Current national health policy has been formulated in the National Health Programme 
(Narodowy Program Zdrowia  - NPZ) for 2016–2020. 
 
Health information management 
 
Data on the functioning of health care system and on population health status are collected by various entities and 
by means of various information systems. The statistical survey programme of public statistics, prepared annually 
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by the Statistical Council and published as a regulation of the Council of Ministers, sets the scope, form and frequency 
of public data collection and designates entities responsible for data collection. Data are analysed by the entities 
that collect them and by the Central Statistical Office (Główny Urząd Statystyczny - GUS), which also submits relevant 
data to international institutions such as the WHO, the European Commission for Eurostat or the OECD. 
 
Various registers are kept by the voivodes, medical professional chambers, scientific and research institutes and 
medical universities collect data (mainly) on health care professionals and incidence of various diseases. Health 
information systems are currently not fully integrated, but the Health Care Units Register (Rejestr Zakładów Opieki 
Zdrowotnej  - RZOZ) runs an online information-sharing platform, the “eRZOZ Project”, and will in the future 
integrate all health care system information (according to the 2011 Law on the Information System in Health Care). 
The register will become the “Register of entities engaged in provision of therapeutic services” (Rejestr podmiotów 
wykonujących działalność leczniczą) based on the 2011 Law on Therapeutic Activity and will contain data not only 
on the former health care units but also on medical professionals. 
 
Health at the individual level is monitored by primary health care physicians (including family doctors), nurses, 
midwives, school hygienists and other health care professionals. At the Voivodeship and central level, health care 
consultants in all fields of health care monitor changes in population health. Health care data collected within the 
system of public statistics are reported to. public health centres at the voivodship level -  Voivodship Public Health 
Departmentl. Aggregated data are sent to the Centre for Health Information Systems (Centrum Systemów 
Informacyjnych Ochrony Zdrowia  - CSIOZ)) or to NIZP-PZH for national reporting. Every few years, the Centre for 
Monitoring and Analysing of Population Health Status within the NIZP-PZH publishes a report on the health status 
of the population (the latest is from 2008). 
 
Provision of HIV, Hepatitis, STIs and TB testing services and linkage to care. 
Each year the Ministry of Health allocates funding to ensure the procurement of ARV drugs, tests and vaccines for 
children. The National AIDS Centre developed the system of purchasing ARV drugs and monitoring of drug 
management to enable the optimal use of funds and to streamline drug distribution in the country including among 
vulnerable populations. Poland provides a wide access to HIV testing, e.g. doctor’s referral under the National Health 
Fund or under private medical care, in private laboratories, when donating blood, self-testing with tests bought on-
line, through 31 voluntary counselling and testing centres (VCT) in the country. Tests are anonymous, free of charge 
and include counselling.  
 
Organization and governance of the M&E and surveillance systems for HIV, Hepatitis and STIs.  
The surveillance system comprises reporting of newly diagnosed HIV infections as well as the incident AIDS cases, 
hepatitis and STIs. AIDS case and HIV diagnosis notification is mandatory for all attending physicians, who complete 
standardised case report forms and send them to the Voivodship Sanitary and Epidemiological Centers (WSSE, 
Wojewódzka Stacja Sanitarno-Epidemiologiczna). Reported cases are classified according to the HIV and AIDS case 
definition for epidemiological surveillance system established by the decision of the European Commission of 19 
March 2002. Epidemiologists at the WSSE review the cases to check if the case definition criteria are met and collect 
additional information if necessary. Subsequently the WSSE forward the forms to the Department of Epidemiology 
of the National Institute of Public Health - National Institute of Hygiene. The laboratories performing confirmatory 
HIV tests report newly diagnosed HIV infections directly to the Department of Epidemiology of the Institute. The 
Department of Epidemiology at NIPH-NIH maintains a registry of HIV/AIDS cases. All newly reported cases are 
compared with the registry to avoid double registration; the case classification is once again validated. 
 

3.5.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV and viral 

hepatitis in Poland as part of the development of the consensus recommendations for collection and 

integration of CBVCT testing and linkage to care data on national surveillance systems for HIV and 
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hepatitis 

 

B. Pilot Partners 

National AIDS Centre Agency of the Ministry of Health – NAC  

C. WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders: 

1. Krzysztof Kula – IT NAC 
2. Magdalena Rosińska - Associate Professor in the National Institute of Public Health – National Institute of 

Hygiene (NIZP-PZH), Department of Epidemiology 
3. Zbigniew J. Król - Undersecretary of State in the Ministry of Health (MoH) 

 
Testing Data collected 

According to Krzysztof Kula, the National AIDS Center (NAC) collects information from voluntary counselling and 

testing centres (31 all around the country) based on a standardized electronic questionnaire. Full anonymity is 

secured since the questionnaire contains sensitive and personal data on sexual behaviour. Once per year the data 

in the descriptive form is sent to the National Institute of Public Health and it is still fully anonymous. Voivodship 

Sanitary and Epidemiological Centres gather data on infectious diseases (included in a list) but it is not very reliable 

and not carefully filled in (on paper) as there is no online system. 

According to Magdalena Rosińska, the Institute collects annually data on the number of laboratory tests performed 

in the country. The data are collected from laboratories, who are known to perform such assays. This list is updated 

occasionally using data from the National Chamber of Diagnosticians.  

The data collected include: site of testing (e.g. primary health care, pregnancy care, prisons, specialised care,), 
number of tests performed, number of tests with reactive screening test result and, if known, with positive 
confirmatory assay. Data are aggregated and there is no possibility of extracting the number of individuals that were 
tested. 

The case-based reporting includes reporting from laboratories (positive confirmatory HIV test) as well as reporting 
from clinicians. Laboratory reporting form includes a question on the circumstances of testing: the name of the unit 
that requested the test, which can be categorised according to the testing site type and the reason for testing 
(including symptoms, pregnancy, clinician-initiated screening and self-initiated screening – e.g. VCT site or private 
laboratory). 

Regulation, provision and financial accessibility 

According to Krzysztof Kula, the National Institute of Public Health gathers data upon a regulation (it is its legal 
obligation), NAC upon a decree. The funding comes from the government since the VCT network is run and 
supervised by the Ministry of Health. 

According to Magdalena Rosińska, there is no regulation of data collection of data like the number of tests. This is 

a voluntary survey. It is performed at no additional funding, as part of routine work in the surveillance centre. These 

data are collected through an online survey or through the paper forms in case the lab is not able to complete it 

online. 
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Case–based reporting is done according to the Bill on Infectious Diseases Prevention 

(http://prawo.sejm.gov.pl/isap.nsf/DocDetails.xsp?id=WDU20082341570) and the reporting forms are introduced 

in the Ordinances of the Minister of Health regarding reporting of the positive tests results 

(http://prawo.sejm.gov.pl/isap.nsf/DocDetails.xsp?id=WDU20140000459) and regarding the reporting of the 

clinical diagnoses (http://prawo.sejm.gov.pl/isap.nsf/DocDetails.xsp?id=WDU20130000848). Case–based reporting 

is generally a function of practicing clinicians and diagnosticians, with no additional funding especially for this. The 

local and regional public health departments are funded through central and local government’s budgets and NIZP-

PZH (as far as the surveillance) through statutory research fund and National Health Programme tasks. 

Additional functioning system includes detailed data collection from the HIV VCT sites (coordinated by the National 

AIDS Centre). 

No specific testing data are collected for other STI’s and HCV and HBV. The reporting form for hepatitis B and C 

includes detailed circumstances of testing and individual level data and is available since 2016. For other STIs there 

was no individual level data available at the national level until 2017 (only gonorrhoea). The reporting form includes 

basic information on the site/ reason for testing. These reasons do not include the voluntary anonymous testing as 

this was not yet implemented. 

Policy 

According to Krzysztof Kula, the full integration of the data from VCT to the system of the National Institute of Public 

Health is not possible due to different legal status of the two institutions. NAC does not want to give up full 

anonymity of the clients. However, two years ago the Ministry of Health established but not launched an electronic 

system of epidemiological data (Platforma P4- System Monitoriowania Zagrożeń) where all medical units from the 

whole country could provide electronic data, not anonymized. It would be possible to attach a special module just 

for the VCTs as well. 

According to Magdalena Rosińska, there is an ongoing collaboration between the NIZP-PZH and the National AIDS 

Centre to improve the use of data collected through the VCT testing system. In the area of surveillance, the National 

HIV Prevention Programme aims at implementation of monitoring according to WHO guidelines, including 

monitoring of the continuum of care and HIV incidence. These two areas are currently being investigated to find the 

best data-sources and methods to be able to provide national estimates. This process also aims to agree the methods 

with all the stakeholders. The integration of data is possible at the level of analysis and data triangulation. 

Collection of testing data for hepatitis B and C was considered, but not implemented due to lack of resources in the 
institute (and lack of interest from the Ministry of Health to additionally fund such activity). There is a plan to analyse 
the circumstances of testing in the diagnosed cases. 

In terms of other STI’s the surveillance efforts now concentrate to implement individual level data transfer to the 
national level and to improve case-reporting, including completeness and case classification. 

Barriers 

According to Krzysztof Kula, there is a financial barrier: electronic systems are expensive not only to launch but also 

to maintain. Moreover, anonymity in VCTs is another barrier: a so called unique identifier cannot be attached to a 

questionnaire because it contains personal sensitive data. 

According to Magdalena Rosińska, in case of HIV, the possible barriers are related to legal status of the datasets 

(especially with respect to new data protection regulations) and data ownership – although recently we’ve been 

working to clarify/formalize this last issue. Moreover, with the current data collection systems their 
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representativeness is not clear, and the triangulation does not provide credible results. We lack well designed 

indicators that would consider the coverage of different data collection systems and that could provide useful 

information. For hepatitis, the lack of resources is the main initial barrier. 

Opportunities for removing barriers 

According to Krzysztof Kula, if it is possible to attach a unique identifier to a person and not to a questionnaire in 

case of VCT clients, it would be possible to know the number of HIV positive people, not just HIV tests performed. 

Moreover, if it is possible to monitor linkage-to-care of HIV+ VCT clients but they would have to provide the number 

of Western Blott test while they apply for the treatment. 

According to Magdalena Rosińska, research is being done about HIV linkage to care and it could help to understand 

the data discrepancies. There is an ongoing project for collection and publicising epidemiological data (EpiBaza). 

Within this platform, indicators could be implemented to make possible automatic extraction of data to save working 

time.  

According to Zbigniew J. Król, Poland possesses a legislative mechanism “Act on pilot programs in health” that allows 
the introduction of pilot actions to system solutions. This Act of Parliament aims at creating legal framework for 
conducting pilot actions to check them in terms of their organisation, implementation and financing.  

Key actors identified 

Position Name  Reason why this person is a key actor 

   

 
B. Comments and recommendations for a roadmap definition and implementation 

➢ Since projects about the establishment of epidemiological data collection platforms have been mentioned 

(Platforma P4-System Monitoriowania Zagrożeń and EpiBaza), a RoadMap may include consultation with the 

relevant actors working at those projects to discuss possible ways to improve STIs and HIV data collection in the 

context of those systems. 

➢ Since a legislative mechanism that allows the introduction of pilot actions about health has been mentioned, a 

RoadMap may include a consultation with all the relevant key actors who may be involved to propose a specific 

pilot program within that legal framework aiming at: 

o integrating STIs and HIV epidemiological data in the context of the above-mentioned platform; 

o introducing classification and reporting systems which overcome the most highlighted barriers 

such as, for example, anonymity of HIV data, using anonymized unique identifier codes, like those 

piloted and used in other Countries.  

 

3.6 Estonia 

3.6.1 Country Profile 

 
Estonian health system in the context of community-based testing 

 
National Institute for Health Development (NIHD) is the core organizer of voluntary counselling and testing (VCT) 
services in Estonia, e.g.  clinic based VCT sites, sexual health clinics for people under the age of 25, harm reduction 
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sites+outreach, counselling centers and sexual health clinic for people involved in prostitution. Centers that 
provide services to high-risk groups as well as testing events could be regarded as community-based VCT (CBVCT). 
The services are free for people who use them regardless of health insurance. The activities are funded by the 
Ministry of Social Affairs according to the National Health Plan and the funding comes from social tax. Recently, an 
NGO called Estonian Association for Positive Health is collaborating with NIHD to invite even more people to 
receive the services that NIHD provides. In addition, an HIV clinic in Ida-Viru county (Linda Clinic) does some testing 
which is funded by AIDS Healthcare Foundation.  
 
Testing in CBVCTs 
 
In Estonia, only registered healthcare workers can draw blood and take an STI test from another person. NIHD 
employs nurses who work at VCT sites and do rapid HIV testing at outreach. There are no CBVCT activities for STIs 
but NIHD reimburses previously mentioned sexual health clinic services. Hepatitises are tested at clinic based VCT 
sites only. Rapid HIV tests are used at CBVCTs; ELISA, rapid test and confirmatory test are used for HIV in clinic 
based VCTs. At CBVCTs, the nurse taking the test gives the person with a reactive HIV test result an information 
leaflet of the sites they can turn to, but more likely refer the patient to themselves in a clinic setting. Sometimes 
the nurses already collect un-anonymised data from a person with an HIV reactive test result to make referrals 
easier. All of the sites need to report individual based testing data to NIHD on a monthly basis. There is no 
available information on testing at Linda Clinic. 
 
Case reporting from CBVCTs 
 
It is mandatory for all healthcare workers to report new confirmed HIV, hepatitises and STI cases among other 
conditions to the Estonian Health Board (EHB). This also applies to doctors and nurses who work at VCT settings 
(both NIHD as well as Linda Clinic). As VCT testing is anonymous, the person needs to reveal his/her national 
identity code when tested positive. People rarely decline according to the feedback from nurses.  
 
There is only one HIV reference laboratory in Estonia that confirms all HIV cases. The lab sends data to EHB which 
allows for a good overview of HIV case reporting quality. Hepatitises and STIs do not have a central confirmatory 
lab and assessing the reporting quality is more difficult. EHB publishes data on new communicable diseases cases 
online on a monthly basis.  
 
Linkage to care from CBVCTs 
 
If VCT sites see a reactive HIV/HBV/HCV test result they either refer the patient to the same clinic’s infectious 
disease doctor or to the nearest one. Depending on the will of the patient, the nurse will set up an appointment on 
spot or the patient will do it him/herself. NIHD does not collect data if the patient actually saw the doctor as 
unique identifier based information is not collected at NIHD. But the VCT nurses usually ask their colleagues if the 
patient was seen. Based on their feedback most cases seem to be linked to care. STI tests are already done by a 
doctor who then calls them back for treatment. In Estonia, HIV is treated only by infectious disease doctors, but 
hepatitises and STIs can be cured by any doctor (but mostly they are gastroenterologists or infectious disease 
doctors for hepatitises and gynaecologists or dermatovenerologists for STIs).  
 

3.6.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV and viral 

hepatitis in Estonia as part of the development of the consensus recommendations for collection and 

integration of CBVCT testing and linkage to care data on national surveillance systems for HIV and 

hepatitis 
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B. Pilot Partners 

Tervise Argengu Instituut/ National Institute for Health Development - TAI 

C. WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders: 

 

Testing Data collected 

CBVCT services do rapid HIV tests and then refer to clinics for more testing 

Regulation, provision and financial accessibility 

Activities according to the National Health Plan for 2009 – 2020, provided by the National Institute for Health 
Development, under by the Ministry of Social Affairs from the social tax. 
 
Policy 

Communicable Diseases Prevention and Control Act stipulates that all healthcare workers need to report new HIV, 
STI and hepatitis cases to the Estonian Health Board (https://www.riigiteataja.ee/en/eli/520122017003/consolide) 
 
Barriers 

The only barrier I see is that in essence the CBVCT services let the patient remain anonymous and therefore cannot 
be de-duplicated on a national level. HIV rapid testing data (CBVCT data) is not sent to EHB. Then again, the 
national HIV surveillance report is written by NIHD in collaboration with the EHB so data from both organizations is 
integrated for national M&E purposes. 
 
Opportunities for removing barriers 

I think dropping anonymised testing is counterproductive. 

Key actors identified 

Position Name  Reason why this person is a key actor 

NIHD Ms Iveta Tomera She is responsible for overseeing HIV, hepatitis and 
STI testing activities, incl testing at CBVCTs. 

EHB Ms Jevgenia Epstein She is responsible for HIV surveillance 

Doctor at Linda Clinic Dr Juta Kogan She is the infectious disease doctor who sees the 
patients. 

 

B. Comments and recommendations for a roadmap definition and implementation 
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3.7 Serbia 

3.7.1 Country Profile 

Health system country profile  

The health system in Serbia is based on principles of solidarity and equity within a compulsory contribution for health 
insurance. Liability for provision of healthcare is shared between the local and national levels.  

After political, economic and social instability during the break-up of Yugoslavia in the 1990s, the national political 
approach changed towards strategic thinking. The beginning of the health sector reform in 2003 marked the 
introduction of a new health policy vision for the health system, as well as development of new strategy and an 
action plan of health system reform. The main goals of the reform were to protect and improve the health status of 
the population and to ensure access to health services of adequate quality and remove financial barriers for the 
entire population. These changes were ideologically close to the concept of universal health coverage, which has 
been stated as the “ultimate expression of fairness”. ‘Fairness’ in the distribution of services, contributions to health 
system, and cost-effective policies should allow people to obtain the health services they need and to maximise the 
benefits from financial risk protection. 

Health care for the population is directly provided through a network of health care institutions and depends on the 
level of organisational and operational development.  In general, there are three levels of health care: primary, 
secondary and tertiary. 

Health care at the primary level is provided by primary health centres founded by local administrative units (city, 
municipality), which cover the territory of one or more municipalities or towns. The primary health centre shall 
provide at least: 
 
•  preventive health care for all population categories 
•  urgent care 
•  general practice 
•  health care for women and children 
•  health visitor service 
•  laboratory and other diagnostics 
•  prevention and treatment in dental care 
•  employee health care, i.e. occupational medicine 
•  physical medicine and rehabilitation 
 
Primary health care in primary healthcare centres is publicly provided by a chosen doctor who is either a medical 
doctor or a specialist in general medicine, or specialist in occupational medicine; specialist in paediatrics; specialist 
in gynaecology; and dentist (Article 98 of the Act on Health Care). General practice is a service within a primary 
health centre and the basic provider of health care for population over 19 years. In Serbia there are 158 primary 
health care centres. 

If the primary health centre is unable to provide adequate health care the general practitioner will refer the patient 
to the specialist at secondary healthcare level (hospitals). Each patient can get needed treatment in one of 77 general 
or special hospitals in Serbia. It might be outpatient treatment (medical check-up in the clinic) or inpatient treatment. 

The tertiary level of health care has the highest specialized personnel and technological equipment and provides 
quality diagnostic and treatment. Thus, this level cooperates closely with the secondary level by providing technical 
assistance and support; engage in research and activities of medical education (Clinic Research Institute, Clinical 
Hospital Centre, and Clinical Centre). 

Institutes of Public Health are healthcare institutions at all three levels. There is a one Institute at national level - 
Institute of public Health of Serbia “Dr Milan Jovanovic Batut”, which coordinate work of the network of 24 
regional/district IPHs. IPHS with the network of IPHs lead, coordinate, monitor and evaluate all public health 
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activities in Serbia. They are giving the proposals for public health policies and plans based on evidences at national, 
regional or local level; planning, implementing and coordinating health promotion; run epidemiological surveillance, 
conducts health research; runs serological, virusological and other diagnostic testing etc,    

Health care of the population in the Republic of Serbia is directly provided through a network of health care 
institutions and its use depends not only on the needs of users, but also on the development of provision of health 
services. In 2016, the health care service of the Republic of Serbia (355 health institutions in the Network Plan) 
employed a total of 104,007 persons. 

Expenditure and funding 

Bismarck healthcare system model reflects publicly provided healthcare system financed through social healthcare 
insurance. National Health Insurance Fund (RFZO) of Serbia covers recurrent expenditure through input based 
provider payments. Majority of RFZO funding (income) originates from two major sources: about 70% comes from 
the employment contributions and 30% from the pension plan contributions. Health contribution in Serbia is 10.3% 
of the salary. 

Serbia spends a considerable amount of its resources on health care. Total health expenditure accounts about 10% 
of GDP, but the expenditure per capita due to the low GDP is one of the lowest in region. Serbia’s health care 
financing is based on a nationally pooled health insurance system, with compulsory health insurance controlling 94% 
of public expenditure on health. With the single exception of its parallel military health system, Serbia funds health 
system through Republic based social health insurance fund, out-of-pocket payments (OOP), voluntary insurance, 
and international donor-based funding initiatives.  

Almost complete population (97.2%) is covered by health insurance including 20% persons whose insurance is 
financed from the budget of the Republic of Serbia. Mandatory health insurance rights include right to healthcare, 
right to salary reimbursement during temporary work disability and right to reimbursement of travel costs related 
to using healthcare services. 

Revenue flows to the health care system through compulsory health insurance contributions, general taxation, OOP 
spending, VHI premiums and international donor-based funding initiatives. Funds raised through compulsory health 
insurance contributions represent the largest share of the total revenue for health from public sources. 

The main pooling mechanism is represented by Health Insurance Fund, as the sole provider of compulsory health 
insurance. The Ministry of Finance has its role in the pooling of funds and allocation of money to the Ministry of 
Health and other ministries according to the Law on budget. Payment of health services is determined by a contract 
with health care providers. Private expenditure for health represents over 40% of total health expenditure. 

OOP payment is the most dominant private source of expenditure and increasingly the favoured method of payment 
for health services in Serbia. In 2014 this type of payment represented 96% of private health expenditure.  

Funding of health care in Serbia is input oriented, based on line item budgets (for all health care providers except 
pharmacies, rehabilitation hospitals and public health institutes), with no possibility of shifting allocations among 
the main expenditure categories (personnel, drugs, energy…). Allocation of funds from the Health Insurance Fund 
to the health care institutions is based on historical criteria until now, namely the distribution of resources (staff, 
beds) and past utilization data. 

Epidemiological surveillance and national monitoring and evaluation of HIV response system 

Institute of Public Health of Serbia “Dr Milan Jovanovic Batut” (IPHS) is responsible for epidemiological surveillance 
and it coordinates and provides professional guidance and supervision of public health activity of the network of 24 
County Public Health Institutes in the country and also provides expert opinions and recommendations for the 
Ministry of Health. Epidemiological surveillance is organized in line with the Law on protection of population from 
communicable diseases and relevant bylaws. It is based on routine reporting of all mandatory notable diseases which 
is obligation of all medical doctors in public and private health sector who diagnosed them to the regional/district 
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IPHs and to the IPHS (Department for HIV, STI, viral hepatitis and TB; further Department) in case of HIV/AIDS and 
viral hepatitis B and C. In line with legislation reporting on specified infective agent and on microbiological marker 
which indicates presence of agents in the human organism (such as anti-HIV antibody), as well as periodical reporting 
of results of testing to IPHs and IPHS (Department) is mandatory for all laboratories. In addition, Clinics for infective 
diseases (there are 4 clinics in Serbia in which HIV infected persons are treated) report to IPHS (Department) on 
confirmed HIV cases, AIDS cases and AIDS related deaths, or deaths among HIV infected people, as well to the 
regional/district IPHs (depending on the residence of the patient). As part of HIV surveillance IPHS maintains the 
national HIV infection and AIDS registers. 

Also, IPHS is responsible for implementation of comprehensive monitoring and evaluation system of national HV 

response (M&E System). This is a system run separatly from surveillance system. The M&E program covers HIV 

impact and outcome indicators through periodical (bio)behavioral surveillance surveys on one hand, and on the 

other programmatic (process and output) indicators through regular quarterly and annual reporting. IPHS 

(Department) collects programmatic data on HIV response from regional IPH regarding VCT, NGOs regarding 

programs of HIV preventions among key populations, and other partners. For programmatic monitoring, we 

developed two specific web oriented databases – one for HIV prevention and promotion, and other specifically for 

counselling and testing on HIV, hepatitis B and C, syphilis and chlamydia. The reports are generated quarterly and 

annually, which is followed with data analysis and national report writing on HIV programmatic response.  

VCT on HIV, viral hepatitis and STI in Serbia 

VCT centers are placed into health facilities (regional/district IPHs, Institute for Students Health Protection, Military 

Medical Academy). VCT centers are providing VCT on HIV, and if there are available test – for Hepatitis B, C and 

syphilis. All VCT centers report through web oriented (online) VCT database on reached clients under Unique 

Identifier Code.  

VCT database is a tool for data collection and for the reporting. Data on clients are collected by using the VCT 

Questionnaire – existing in paper and online version. All paper version questionnaires are consecutively or quarterly 

entered into the VCT database. Reports are generated quarterly from VCT database and sent to IPHS (Department) 

as confirmation of closing entry cycle for the reporting quarter. VCT database is centrally administrated by IPHS. 

IPHS have permission to access to all stored data. All data are entered under Unique Identifier Code (there is no 

personal data). In the questionnaire / VCT database, there is no variables related to place of testing (healthcare 

setting or community).  

In the case of reactive HIV test, the person is referred on confirmatory testing into one of 4 clinics for infectious 

diseases, where the person is, after confirmation, provided adequate HIV treatment and regular follow up. However, 

referral from VCT center to clinic is not direct. Intermediate service is chosen GP of the client with preliminary 

reactive HIV test in primary healthcare center. 

CBVCT on HIV, viral hepatitis and STI in Serbia 

Under the Law on Health Protection, testing on HIV and other infectious diseases is medical intervention. As such, 

only healthcare providers are liable to provide this service in non-healthcare setting, i.e. in community. Under these 

circumstances, NGO/CSO provides CBVCT on HIV in cooperation with healthcare institutions. They are signing 

memorandum of understanding/collaboration related to CBVCT. This means that healthcare provider will do the 

testing of the client, while NGO/CSO’s educated outreach worker will provide pre- and post-test counseling. Rapid 

blood tests (highly specific and sensitive) are applied for testing. During the CBVCT, paper forms/questionnaires for 

each client are filled. After the testing, counselors i.e. outreach worker send individual reports/questionnaires on 

each client under Unique Identifier Code to the regional/district IPHs, and counselor in the IPHs enter data on client 

in web oriented VCT database. In the questionnaire / VCT database, there is no variables related to place of testing 

http://www.integrateja.eu/


 

      

 Page 47 of 78 

www.IntegrateJA.eu  

(healthcare setting or community). However, the IPHs enter data into the field for comments in the questionnaire 

related to the place of testing (community) and the collaborating NGO/CSO.  

Quarterly, all 24 IPHs send report on counseled and tested clients to the IPHS (Department). Quarterly report 

contains aggregated data on VCT, meaning that the report contains data on overall client counseled and tested 

independently of the place of the testing (healthcare setting or community). To track those tested in the community, 

additional paper forms are introduced. Counselors fill their forms with the list of their clients under Unique Identifier 

Code, as well as medical technician. NGO/CSO send these list to the IPHS (Department).  

Those CBVCT clients with HIV reactive test are referred to VCT center in healthcare setting, where is applied standard 

procedure (the client is tested on HIV, and in case of test’s reactivity, s/he is referred to chosen GP in primary 

healthcare center to take official referral to clinic for infectious diseases, where the confirmatory testing and linkage 

to care is done).   

Testing on hepatitis C is done in community setting occasionally, depending on availability of rapid tests. The 

procedure is the same as for HIV. Testing on syphilis is conducted in community settings so far only once – in 2012, 

when the rapid tests were available.  

 

3.7.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV 

and viral hepatitis in Serbia as part of the development of the consensus recommendations for 

collection and integration of CBVCT testing and linkage to care data on national surveillance 

systems for HIV and hepatitis 

B. Pilot Partners 

Institut of Public Health of Republic of Serbia "Dr Milan Jovanovic Batut” – IPH 

WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 

1. Violeta Rakic, MD, epidemiologist - Expert for viral hepatitis in the Institute of Public Health of Serbia “Dr 
Milan Jovanovic Batut” – Department for HIV infection, STIs, viral hepatitis, and TB  

2. Ivan Ivanovic, MD - Head of Centre for Informatics and Biostatistics, Institute of Public Health of Serbia  
3. M.D. Mila Paunic, PhD,  Epidemiologist  and  Health education Subspecialist - Head of Department for 

Volontary confidential counselling and testing for HIV and Counsellor in VCT Centre in Institute for Students 
Health Care in Belgrade (ISHC). National and regional trainer and supervisor for the VCT . 

4. Aleksandar Prica - President of NGO Association Rainbow, Sabac  
 
Testing Data collected 

According to Violeta Rakic, who talks about hepatitis B and C testing and data collection, according to our Law on 
protection of population from communicable diseases and relevant by-laws, IPH of Serbia collects data on number 
of diagnosed (dg) viral hepatitis’ infections and hepatitis related deaths, as well on number of testing occasions. 
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Aggregated data are reported to IPH of Serbia from/by district IPHs. This data on registered HBV and HCV cases are 
reported once a week, monthly and annually.  

IPHs provides annually aggregated data on number of testing persons reporting:  

• district (where the testing/dg is performed) 

• Risk (blood donors, pregnant woman, health workers, people who inject drugs (PWID), Homosexuals and 
bisexuals, Heterosexuals, Persons who work or live in foreigner countries, Sex Workers (SWs), clients of 
SWs, Persons with STD, Outpatients and inpatients in healthcare institutions, Sexual partners of HBsAg 
positive persons) 

• Number of tested and number of infected persons in each risk category.  

There is possibility of duplicate cases, since one person can be tested more than once on hepatitis. In case that the 
person is tested more than once, each time when (s)he is performed testing, (s)he would be calculated as the new 
person in the report. However, estimation of interviewee is that these (duplicates) are less than 10% of the reported 
number of tested persons.  

Community based (CB) voluntary counselling and testing (VCT) is integrated in the IPHs reports, since the NGOs/CSOs 
conducting CB VCT on hepatitis do that in cooperation with IPHs. However, there is no data on testing realized by 
NGO/CSO, since the data are integrated in the aggregated report (without data where the testing is done).  

Besides aggregated data, IPH of Serbia collects individual data on persons infected with hepatitis and/or died of 
hepatitis or related conditions, in line with Law on protection of population from communicable diseases. District 
IPHs collect individual notification from Laboratories at clinics for infective diseases (within 24 hours from the 
confirmatory testing and positive diagnosis), and then they send Individual notification to the IPH of Serbia. 
Laboratories also send copies of the Individual notifications of pathogens to IPH of Serbia. The collected data are: 
name of institution where the diagnosis is made, number of lab protocol, data on patient (name & surname, sex, 
year of birth, personal ID), date of collecting the sample, type of sample, method of examination, result of 
examination, date of issuing the result and name & surname and signature of responsible person.  

There is no Register of hepatitis cases established at central level (IPH of Serbia). Within the IPH of Serbia, all 
notifications are analysed using the working tables, and presented through a monthly and annual report on 
communicable diseases.  

CBVCT on hepatitis activities are integrated in district IPHs reports of number of tested, since the NGOs/CSOs 
providing CBVCT are working together with district IPHs in the community. Only health workers can do the medical 
interventions, i.e. testing outside of health centre.  

Patient flow: 1. When VCT on hepatitis is done at the regional/district IPH – if the test result is reactive, patient is 
referred to his/hers chosen GP (primary healthcare level); 2. At district level: GP – give referral to hospital (at 
secondary level), to the doctor of infective diseases. Doctor of inf. diseases writes report with the recommendation 
that the patient should be referred to a Clinic for infective diseases at regional centre. Patient then goes back to 
his/her GP; 3. GP, based on the recommendation of doctor of inf. diseases, gives to the patient referral to Clinic of 
infective diseases at regional level. At Clinic, person is confirmatory tested on hepatitis (using PCR RNK tests for 
HCV).  

If the patient is from the city which is regional centre (Belgrade, Novi Sad, Nis, Kragujevac), (s)he is referred by GPs 
directly to the Infectious Disease Clinic, at tertiary level (there is no need for referral to the hospital).  

Patient flow is the same for HIV reactive test. 

If someone has hepatitis reactive rapid test during CBVCT, (s)he is referred to regional/district IPH, to VCT centre, 
where another preliminary test is done. If preliminary test is reactive, persons enter in the above-described 
procedures. This procedure is obliged for both hepatitis and HIV. 
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According to Ivan Ivanovic, HIV data collection is in line with our law regulation, as well as with defined program of 

HIV monitoring, evaluation and surveillance. 

According to Mila Paunic, during the VCT on HIV, no matter where it is conducted (in the health facility or in the 
community), the same data on the client are collected. We use the unique questionnaire, which following the VCT 
procedures. Questionnaire exists in two versions – electronic and paper based. Data can be enter first in paper 
version and then in the electronic version of questionnaire. Electronic version is a part of web oriented National VCT 
online Database, which served as base for data entry, but also for reporting toward national system. All data are 
stored in IPH of Serbia, as institutions working on monitoring and evaluation of national HIV programs.   

Data notified through questionnaire are: Unique Identifier Code (consisting of some letters from the name and 

surname, month and year of birth and mark for gender – M, F, or T); basic sociodemographic data; data related to 

risk (previous risk behaviour, condom use, partners, risk group; previous testing on HIV – time and place; is there 

justification for client to be tested); data related to testing (on which pathogen the client is tested – HIV, hepatitis B 

or C, Syphilis, Chlamydia; type and results of test; confirmatory results); data related to post-test counselling (issuing 

the result, is the client referred further and where); data related to distribution of condoms and IEC material. 

In the CBVCT there is a lack of time, but all the areas from the questionnaire are covered.  

In the case of positive result in CBVCT, person is referred to VCT centre in health facility.  There the preliminary test 

is performed, and if it is positive, the person is referred directly to Infective Clinics, where the confirmatory test is 

performed. This is arrangement between Institute for Students Health Care (ISHC) and Clinic for infectious and 

parasitic diseases in Belgrade. 

For those tested HIV positive, the Individual Notification form is filled with data on ID number (this is not always 

obligatory), name and surname, residential city, diagnosis, test performed, date, and risk. ISHC then submit the filled 

Individual Notification form to IPH of Belgrade and IPH of Serbia. However, there is no follow up information on 

results of confirmatory tests (at this moment we don't have the opportunity to follow results of confirmatory 

tests….)  from the Clinic for infectious and parasitic diseases in Belgrade. Therefore, since ISHC is an institution on 

primary healthcare level, there is a lack of follow up data on HIV status of client and their linkage to care.   

VCT on hepatitis B and C, and on STD is not performed in health facility, since there is no tests for VCT Centres or 

rapid tests for the CB VCT. Having these tests, for the VCT Centre and for the community action, would increase 

number of counselled and tested persons.   

According to Aleksandar Prica, only HIV testing is performed by using the rapid tests. For each client, we collect data 
defined in the national VCT questionnaire (Unique Identifier / Code), basic socio-demographic data, data on risk 
behaviour and risk group, how (s)he is informed about service, previous HIV testing, HIV results and type of tests, 
etc.  

Additional national forms are: Form 1- Daily list of clients which is field by counsellor (with UIC, risk group, test result 

and signature of counsellor); Form 2- daily list of clients filed by medical technician (with UIC, test result, and 

signature of med. technician). These forms are scanned and sent directly to IPH of Serbia, while VCT questionnaires 

are sent to the regional/district collaborative IPH. Regional/district IPH then enter the VCT data in the VCT database. 

Duga has developed additional forms for clients with the need for social care. This is used for the cooperation with 

Centres of Social Care.  

Regulation, provision and financial accessibility 

According to Violeta Rakic, relevant documents related to regulation, provision and financial accessibility of testing 

on hepatitis B and C is the “Law on protection of population from communicable diseases” (Official Gazette RS 

15/16). Moreover, other by-laws: Regulation on Program for Protection of Population from communicable diseases 
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(Official Gazette RS 22/16); Rulebook on types and ways of conducting the epidemiological surveillance over 

communicable diseases and specific health issues (Official Gazette RS 3/17); Rulebook on notification of 

communicable diseases and specific health issues (Official Gazette RS 44/17); Rulebook on mandatory examinations 

of defined categories of employees in the objects under the sanitary control, and on mandatory and recommended 

health examination of specified population’s groups (Official Gazette RS 3/17); Rulebook on conditions for 

disinfection, disinsection and pest control (Official Gazette RS 3/17); Rulebook on data notification of the laboratory 

examinations, deadlines and types of reporting the results (Official Gazette RS 73/17); Rulebook on vaccination and 

Chemoprophylaxis  (Official Gazette RS 11/06, 25/13, 63/13, 99/13, 118/13, 65/14, 32/15) 

 

Regaring financing, procurement of hepatitis test is financed by the Ministry of Health of Republic of Serbia. Some 

IPHs procure additional tests from they own independent funds. Occasionally, some NGOs/CSOs procure rapid HCV 

or HBV tests. 

According to Ivan Ivanovic, relevant documents for integrated HIV, hepatitis and STDs regulation, provision and 

financial accessibility are the “Law on health documentations and records in the health sector”, the “Rulebook on 

forms and content of forms for keeping health records/documentation”, the “Law on protection of population from 

communicable diseases” and related by-laws, the “Rulebook on mandatory examinations of defined categories of 

employees in the objects under the sanitary control, and on mandatory and recommended health examination of 

specified population’s groups”, etc. , the “Plan for Monitoring and Evaluation of Strategical HIV Response of the 

Republic of Serbia” 

 

According to Mila Paunic, relevant document for HIV is the «Law on protection of population from communicable 

diseases» (Official Gazette RS 15/16) and its by-laws: regulation on Program for Protection of Population from 

communicable diseases (Official Gazette RS 22/16); rulebook on notification of communicable diseases and specific 

health issues (Official Gazette RS 44/17); rulebook on types and ways of conducting the epidemiological surveillance 

over communicable diseases and specific health issues (Official Gazette RS 3/17); rulebook on mandatory 

examinations of defined categories of employees in the objects under the sanitary control, and on mandatory and 

recommended health examination of specified population’s groups (Official Gazette RS 3/17). 

 

As regards financing, procurement of HIV test for VCT in health facilities is financed by Ministry of Health of Republic 

of Serbia. Rapid HIV tests for CBVCT are procured as a part of donations from different donors/projects. Occasionally, 

some NGOs/CSOs procure rapid tests and perform CBVCT in cooperation with ISHC.  

There is no separate budget line for reporting on HIV and other infective diseases. Reporting is in ToR of counsellors. 

However, those counsellors who have a large number of clients suggest reducing the amount of data entry. 

In the line with the Law of Health Care, only health care workers can provide medical interventions in the field, and 

testing (screening) is a treat as medical intervention. Therefore, NGOs/CSOs which conduct the VCT on HIV (and 

hepatitis) in community have to have Memorandums of Understanding with health institutions (district IPHs). This 

allows that NGOs/CSOs data on CBVCT be entered in the national VCT database, since the IPHs report on VCT 

activities in community through this database.   

According to Aleksandar Prica, there is no legal obligation for NGOs/CSOs to report on CB VCT on HIV and other 
infective disease to the Government and other public institutions, unless they are donors or by donor request. 
Reporting related to HIV prevention to IPH of Serbia, as national M&E and Surveillance centre is voluntary.  

Further, data collection is regulated by Law on protecting personal data. Regarding HIV, regulatory documents are 

also National HIV Strategy, Plan for Monitoring and Evaluation of Strategical HIV Response of Rep. of Serbia.  
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If there is no limited time, then the HIV VCT questionnaire is filled directly during counselling session (including pre- 

and post-test counselling). If there is a limited time (field actions with the high number of interested persons), then 

main data are written in the notebook, and after action – all data are entered into the HIV/client questionnaires. 

Everything is done in paper, so there is a lot of paper work and writing. Four-pages questionnaires should be printed 

for the data collection. We find the way to shrink the questionnaire to be on the 2 pages (printed both sides of one 

paper). Nevertheless, it is still lot of paper work.  

For the HIV CBVCT, VCT in field, we have to have Memorandum of Understanding (MoU) with district IPH, since the 

Law on Health Care prohibit medical intervention done by non-health professionals. In order for NGO/CSO to work 

counselling and testing on HIV in the community, using rapid test, NGO have to have medical professional from 

Health Institutions engaged at blood sampling and testing. MoU also regulates that IPH will take over filled VCT 

questionnaire from NGO/CSO and enter the collected data in the National VCT Database. This makes possible 

inclusion of our data into the system of M&E.  

This also means that NGO/CSO will send filled HIV/client questionnaires through post office to the IPH. Sometimes, 

since the handwriting can be unreadable, we have to enter data from the paper questionnaire into the Word 

electronic version. This makes work on the reporting on realized community VCT action even more complicated.  

Data from the additional form – counsellor’s list of clients under Unique Identifier Code are further entered in the 

National HIV Database, if the HIV testing is done among MSM population, since Association Rainbow provide 

preventive services to that population. This database is for notification and reporting programmatic data on HIV 

prevention – data on realized outreach activities among different populations. However, in this database we can 

only check that HIV VCT is performed, but there are no possibilities to enter all data collected through VCT HIV/client 

questionnaire. There is no separate budget line related to reporting. Each outreach worker has in his ToR task related 

to reporting.  

In the case of HIV reactive result, we refer a client to VCT Centre in the health facility. Person is then tested once 

more, and, if positive, referred to GP (in order to be referred to Clinic for infective diseases at confirmatory testing).  

Policy 

According to Violeta Rakic, ongoing Ministry of Health formed the working group for development of National 

hepatitis strategy. We are not aware whether CBVCT on hepatitis will be part of that strategy. Guideline for 

surveillance and reporting on communicable diseases is in the process of developing. Part of the guideline will be 

mandatory, based on existing regulation, for the IPHs to provide, besides individual notification, filled individual 

questionnaire with data on risk for each patient diagnosed with hepatitis B or C.  

According to Ivan Ivanovic,  what is needed is: 

• Development of strategical documents (what you want to do), laws and by-laws (basis for implementation) 

and guidelines (how you will implement something) – which will enable inclusion of all relevant 

stakeholders (health institutions from the Plan of health network; private sector; NGOs/CSOs) in the system 

of integrated HIV, hepatitis and STDs monitoring and reporting based on the unique methodology.  

• Development and implementation of new, modern (e) information system for the integrated HIV, hepatitis 

and STDs documenting, forming the databases and reporting in line with clearly defined instructions.   

According to Mila Paunic, it’s necessary to consider the reduction in the number of data that the counselors 

should enter into the database. In the National Strategy on prevention and control of HIV infection and AIDS, 2018-

2025, the CBVCT is recognized as one of the key preventive activities, and this may be a first step to recognize 

them in the reporting system. There is also a plan for monitoring and evaluation (in process of development) of the 
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implementation of strategy. Moreover, the new VCT guideline will be developed in the coming period, and the 

reporting will be recognized as the part of VCT procedures.  However, the database should be active and “live” and 

can be changeable and adaptable 

Barriers 

According to Violeta Rakic, Epidemiological surveillance of hepatitis is based on passive reporting. It could be 
improved through implementation of Guideline for surveillance and reporting on communicable diseases, which is 
now under development. After the adoption of Guideline, the database for hepatitis with the minimum set of 
variables could be developed, in order to data be available in real time. However, it would be appropriate to include 
NGOs/CSOs in reporting on hepatitis testing data, but so far we don’t have these kind of data (they are not visible in 
the reporting system).  

According to Ivan Ivanovic, there is: unclear, insufficient definition of methodology, jurisdiction, obligations, and 
resonsibilities in the system of monitoring, evaluation and surveillance of HIV, hepatitis and STDs; lack of newly, 
modern, integrated (e-) informations system for documenting, forming the databases, reporting, analysis, 
presentation and data use; lack of resourses (human, material, ICT). 

According to Mila Paunic,  there is a lack of capacities of NGOs/CSOs who are engaged in CBVCT for performing all 

VCT procedures, as well as legal barriers for implementation of VCT in community independently by NGOs/CSOs 

(primarily relates to testing) and a lack of flexibility regarding database modifications. Introducing the modification 

(Introduction of changes) is a complicated procedure, which include different stakeholders (at minimum IPH of 

Serbia, MoH). Moreover, within the reporting system (through VCT Questionnaire) the VCT site is not enough 

recognized (it is marked in the “Notes” field of the Questionnaire/Database), so the CB VCT becomes less visible in 

the national M&E system. Information flaw – lack of data on confirmed status of the client and their linkage to 

care. 

According to Aleksandar Prica, there are no barriers for reporting to the national M&E and surveillance system on 
CBVCT. Those NGOs/CSOs who have activities are willing to report to IPH of Serbia on realized activities. This is 
benefit for the NGO/CSO. However, there is still no possibility for NGOs/CSOs to enter data on CBVCT directly into 
the National VCT Database. This is problem for NGOs/CSOs, since the procedure of collecting and sending the data 
to district IPHs to be entered in that database is too complicated and time consuming.  

Law on the Health Care is barrier for NGOs/CSOs to do the CBVCT on HIV with rapid test without cooperation with 

IPHs/Health institutions.  

Opportunities for removing barriers 

According to Violeta Rakic, developing of database for hepatitis (from which we could generate data in real time 

regarding the surveillance’s indicators) would be improvement for the hepatitis surveillance system. Improvement 

of tasting data would require visibility of NGOs/CSOs who do the CBVCT in cooperation with IPHs through reporting 

system (but, with the respect to regulations related to the reporting system). 

According to Ivan Ivanovic, a modern information system should be developed and implemented based on clearly 

defined and harmonized methodologies and regulations in order to facilitate the integration of the integrated HIV, 

hepatitis and STDs testing data into the monitoring, evaluation and surveillance system, with clearly defined 

jurisdictions, obligations and responsibilities of all actors in the system. 

According to Mila Paunic, VCT guideline, where the CBVCT will be standardized, should be developed including the 

reporting system. The VCT database should be modified, including at least the VCT site (health facility or community). 

Reporting on the CBVCT activities should be performed by NGOs/CSOs or regional/district IPH engaged in the 

activities (this should be regulated by a memorandum of cooperation). 
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According to Aleksandar Prica, it is necessary to define by-laws which will regulate work of NGOs/CSOs in the field 

CBVCT on HIV, to ensure direct access to National VCT Database for NGOs/CSOs working on CBVCT, to fill in the 

questionnaires in electronic version (directly into database) in order to save the paper and expenditure related to 

printing (the filled questionnaire will be then printed and singed by counsellor, and archived), to ensure that each 

CBVCT site have laptop or notepad in which the data can be entered on field, during the VCT, to revise the VCT 

questionnaire and make it more appropriate for field work, where the testing and issuing the results is done within 

one hour (i.e. not to repeat data in questionnaire related to date of pre-test counselling, date of testing and date 

of post-test counselling, since all dates are the same).  

 

Now the work of NGOs/CSOs is visible through national annual report on realized programmatic HIV activities. 

However, it will be useful for NGO/CSO to have direct feedback in the form of confirmation report from IPH of 

Serbia (signed and sealed) – that the NGO/CSO is done the VCT, and how many people is reached through this 

activity over the year.   

Finally, it is necessary to develop a plan of the communication between all stakeholders. 

Key actors identified 

Position Name  Reason why this person is a key actor 

Ministy of Health of Republic 
of Serbia 

 Policy makers (i.e. strategies, laws and by-laws, 
guidelines) 

IPH of Serbia “Dr Milan 
Jovanovic Batut” (IPHS) with 
the network of IPHs 

 Proposer of the strategies, laws and by-laws, 
guidelines (methodology and standards); 
coordinators of the development and 
implementation of information system; analysis 
and reporting on all levels; proposers of the 
measures for improvement of the M&E System and 
Survaillance System. 
IPHS – coordination of HIV response at national 
level 

Health institutiotions  Implementation of CBVCT on the field 

Non-governmental 
organizations 

 Implementation of CBVCT on the field 

Commission for HIV/AIDS and 
TB of Republic of Serbia 

  

Clinic for Infective Diseases, 
Clinical Centre of Serbia 

Prof. Dragan Delic, MD Relevant for hepatitis: He has years of experience 
in the work with the patients. He is also contributed 
to the introduction of modern therapy for hepatitis 
patients. 

Clinic for Infective Diseases, 
Clinical Centre of Serbia 

Doc. Ksenija Bojovic, 
MD 

Relevant for hepatitis: She has years of experience 
in the work with the patients. She is also 
contributed to the introduction of modern therapy 
for hepatitis patients. 

Referent Laboratory for 
Hepatitis – Clinical Centre of 
Serbia 

Prof. Ivana Pesic-
Pavlovic, MD 

Relevant for hepatitis. 

Institute for Students Health 
of Belgrade University 

Mila Paunić Experience in practical work (CB VCT) and 
Experience in Reporting System  
 

 
B. Comments and recommendations for a roadmap definition and implementation 
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➢ Since a National VCT Database seems to exist but for most of the respondents the ICT system is still one of the 
main issues to be address in order to improve M&E of CBVCT, a Roadmap may include consultation with the 
relevant key actors to improve the VCT database and integrate relevant data sets into the VCT database, , as 
well as on the direct access to the VCT database by NGOs/CSOs. These revisions/improvements also imply 
revision of VCT questionnaire and the developing of rules and procedures for CB VCT as activity in line with 
current legislation. 

➢ Considering that lack of procedures and regulations about CBVCT functioning and reporting was mentioned, 
that National Strategy on prevention and control of HIV infection and AIDS, 2018-2025 already recognizes the 
CBVCT as one of the key preventive activities among key HIV population and that many documents were 
mentioned as the ones which can improve organization of CBVCTs, a Roadmap may include consultation with 
the relevant key actors who can have a role in the work in progress about those documents, such as:   

 
o future National hepatitis strategy to include CB VCT a part of the strategy; 

 
➢ Since the “Law on the Health Care” has been mentioned as a barrier for NGOs/CSOs to perform HIV with rapid 

tests through CBVCTs without cooperation with IPHs/Health institutions, because of the fundamental 
requirement that all medical activities/interventions (including screening interpreted implicitly as a “diagnosis”) 
are restricted only to medical professionals as service providers, a RoadMap may include a consultation with all 
relevant key actors in order to introduce alternatively: 

 
o a reform of (changes in) the “Law on the Health Care” acknowledging the activities already in place 

through CBVCTs (fill the gap between the national Strategy for HIV prevention and control, where 
the role of the NGOs/CSOs is important and the Law which doesn’t acknowledges this role); 

o the inclusion of CBVCTs in all relevant documents and guidelines with an agreed new definition 
and interpretation of the first community based voluntary and confidential screening testing as 
something different from diagnosis. 

 

3.8 Ireland 

3.8.1 Country Profile 

Structure and funding of the National Health System 

The Irish health care system is predominantly tax funded, although about half the population also has voluntary 

health insurance (VHI). 

The State has long played a major role in the provision of services and in the regulation and setting of standards for 

the health care system. The Department of Health and Children (DoHC), under the direction of the MoHC (Minister 

of health and children), together with Ministers of State, has strategic responsibility for health and personal social 

services. More recently, the name has changed to ‘The Department of Health’ (DoH) and ‘Minister of Health’ (MoH). 

In 2005 a new Health Service Executive (HSE) took responsibility for both the budget and management of health 

services as a single national entity, accountable directly to the Minister of Health. This replaced a system where the 

provision of services had been the responsibility of seven regional health boards and the Eastern Regional Health 

Authority (ERHA) (serving the Dublin area). 

Overall responsibility for the health care system lies with the Government, exercised through the DoH under the 

direction of the MoH. The Health Boards that had been responsible for the provision of health care and personal 

social services were abolished on 1 January 2005 and replaced by a single body, the HSE. 

 

Main actors of the health system relevant for the topic 
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Department of Health. The DoH, under the direction of the MoH, together with Ministers of State, has overarching 

responsibility for health and personal social services. Specifically, the MoH is responsible for the strategic 

development and overall organization of the health service, including the setting of statutory regulations and orders. 

The DoH’s primary function is to advise and support the MoH in developing and evaluating policies for the health 

service. Prior to the implementation of the Health Service Reform Programme it also had a role in strategic planning 

alongside other stakeholders, most notably the Health Boards, the voluntary sector and other governmental 

departments.  

Its new mission is “to support, protect and empower individuals, families and their communities to achieve their full 

health potential by putting health at the centre of public policy and by leading the development of high-quality, 

equitable and efficient health and personal social services” 

The new key objectives of the DoH in supporting the MoH are summarized in the list that follows. 

● Formulating policy underpinned by an evidence-based approach and providing direction on national health 

priorities, ensuring that quality and value for money are enhanced through the implementation of an 

evidence-based approach underpinned by monitoring and evaluation. 

● Protecting the interests of patients and consumers and supporting practitioners and professionals to 

practise to the highest standards by providing a prudent and appropriate regulatory framework. 

● Providing effective stewardship over health resources by demanding accountability for achieving outcomes, 

including financial, managerial and clinical accountability, and by providing the necessary frameworks, 

including enhanced service planning at national level, to improve the overall governance of the health 

system. 

● Fulfilling obligations in relation to the requirements of the EU, WHO, the Council of Europe and other 

international bodies and the continued implementation of the cooperation agenda decided by the 

North/South Ministerial Council (DoHC, 2005h). 

 

The Secretary-General is the permanent head of the Department. 

In addition to the Office of the Chief Medical Officer there are nine divisions within the Department, all of which 

are accountable to the Secretary-General. These are: 

● Finance, Performance, Evaluation, Information and Research 

● National Human Resources and Workforce Planning 

● Eligibility and Patient Safety 

● Parliamentary and Corporate Affairs 

● Office of the Minister of Children and Youth 

● Primary Care and Social Inclusion/Public Health 

● Acute Hospitals, Cancer and Associated Services 

● Office for Disability and Mental Health 

● Office for Older People. 

 

The Health Service Executive. The Health Service Executive provides all of Ireland’s public health services in hospitals 

and communities across the country. The HSE is organized into several directorates which focus on three main areas:  

• Health and personal social service delivery 

• Support services 

• Reform and innovation 
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The Health Information and Quality Authority. The HIQA is responsible for developing health information; 

promoting and implementing quality assurance programmes nationally; and overseeing health technology 

assessment (HTA), including consideration of cost as well as clinical effectiveness. 

HIQA will assess the clinical and cost–effectiveness of the medicines, devices, diagnostics, and health promotion 

used in the health care system. It will work in close cooperation with the NCPE (National Centre for 

Pharmacoeconomics), which has already developed guidelines on HTA. HIQA is also a member of the European 

Network for Health Technology Assessment. Its assessments will include the evaluation of social and ethical issues, 

quality of life and quality of end of life, as well as cost–effectiveness in relation to health technologies. The outcomes 

of assessments will be used to help the MoHC make informed decisions on the desirability and effectiveness of 

investing in new therapies, pharmaceuticals, equipment or health promotion activities.  

Health Research Board (HRB). The HRB promotes, funds, commissions and conducts medical, epidemiological and 

health services research in Ireland. It is a lead body in implementing the government strategy “Making Knowledge 

Work for Health”. It has a “particular mission to encourage research that translates into improved diagnosis, 

understanding, treatment and prevention of disease and improves efficiency and effectiveness of the health 

services” (HRB, 2007b). The HRB works with international partners within and outside the EU. For instance, joint 

work on cancer research has been undertaken with partners in Northern Ireland, the rest of the United Kingdom 

and the United States.  

 

Institute of Public Health. The Institute is funded by both the DoH in the Republic of Ireland and the Department of 

Health, Social Services and Personal Safety in Northern Ireland. It was established under the British–Irish (Good 

Friday) Agreement of 1998, with the purpose of promoting cooperation in public health across all of the island of 

Ireland. A key element of work is to research and collect data to improve understanding of health inequalities. 

Another element is to improve collaboration, both across the island and internationally on the surveillance of public 

health (Institute of Public Health, 2005) 

 

Health Protection Surveillance Centre(HPSC). The HPSC is a non-statutory organization responsible for monitoring 

communicable diseases. It operates the Computerized Infectious Disease Reporting system (CIDR) in partnership 

with the HSE. Overall, there are numerous existing ICT services nationally, and many more that were envisaged and 

have yet to come to fruition. Yet there remains significant fragmentation in the current ICT approach, leaving the 

country without centralized ICT infrastructure.  The Office of the Chief Information Officer is responsible for the 

delivery of technology to support and improve healthcare in Ireland and is committed to the eHealth Ireland 

Strategy.  

 

3.8.2 Pilot action: Partner notification 

A. Pilot outputs 

Training of healthcare workers on partner notification and the context specific laws and regulation faced 

at national level in Ireland. 

B. Pilot Partners 

University College Dublin, National university of Ireland Dublin – UCD. 

C. WP Lead Partner 

University College Dublin, National university of Ireland Dublin – UCD. 

 

A. Report of stakeholder consultation and identification of key actors 
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Consulted stakeholders: 

1. Dr. Lelia Thornton - HPSC Hepatitis lead 

2. Dr. Derval Igoe - HPSC, specialist in public health medicine  

3. Dr. Joan O’Donnell - HPSE Respiratory Diseases 

Regulation, provision, financial accessibility 

According to Dr. Lelia Thornton, all hepatitis contact tracing/ partner notification is dealt with by the local 

Department of Public Health, and so the Health Protection Surveillance Centre (HPSC) does not have any influence 

or clear understanding of how partner notification (PN) is managed on the ground in the different local departments. 

There are not unified methods or tools, resulting in each of the eight different local departments of public health 

managing PN in their own way. 

Both diagnosing clinicians and labs are required by law to notify the Department of Public Health. Once the local 

Department of Health of the index patient is notified, a letter is sent to a general practitioner (GP) local to the patient 

to carry out ‘enhanced surveillance’, and the GP’s then determine how much time they devote to contact tracing. 

As the contact tracing is delegated to a GP near index patient, and sometimes the patients are not diagnosed in this 

area, there can be many barriers to contact tracing. Particularly, while these tasks fall to the GPs, some of which may 

never have even seen the patient, the GPs receive no extra funding for contact tracing efforts. 

When it comes to contact tracing, hepatitis contact tracing was never recommended in Ireland. There are no forms 

to keep track of contact tracing and no instructions or guidelines to help health care providers navigate the process. 

It is understood that everyone should do it, but it is up to them if and how they go about it, as there are no consistent 

methods.  

According to Dr. Derval Igoe, in Ireland, partner notification for HIV and STIs are done by the diagnosing clinics. In 

the case where the diagnosis was made in a different facility, patients are referred to STI clinics for partner 

notification, as GPs rarely have the time to carry it out. In clinics that have health advisors, the health advisors carry 

out partner notification, and if not, then specialist nurses are in charge.  

The Department of Public Health is not involved in partner notification for HIV/STIs, and each county would oversee 

creating their own strategy and process.  

Clinics in Ireland follow the BASHH and SSHA guidelines, using both patient and provider referral, with patient 

referral preferred where applicable. It is noted that while it is assumed that partner notification is carried out, there 

are no additional resources or finances supplied to offset the time and costs, and there are no checks to see if partner 

notification has been done. Particularly as partner notification is not mandatory in Ireland, and therefore there is no 

one assigned/responsible for managing it. 

According to Dr. Joan O’Donnell, there are guidelines that outline the contact tracing for TB in Ireland, however 

there is no national control plan nor is there a clinical program for TB. This means that there is no unified process 

around the country. Instead, the process will be different in different parts of the country, with some areas 

supporting TB specific clinics, while others do not. Public health doctors are the only ones that carry out contact 

tracing for TB- when a patient is diagnosed, public health is notified. Public health officials will first check with the 

diagnosing GP to ensure that the patient has been told, and then will hand over the process to a public health GP to 

perform the contact tracing. The doctors contact the patient directly, bringing family and close contacts in for 

screening and heading to work and/or school facilities to carry out screenings. 

There are no legal requirements for TB contact tracing in Ireland. However, it is a mandatorily notifiable disease by 

both physicians and labs. There is no centralized database, nor any standardized database. 
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Policy 

According to Dr. Lelia Thornton, Ireland is working on a national hepatitis elimination plan, but for the moment 

there is a national strategy for hepatitis that is in line with the WHO 2030 elimination targets. In 2012, the Health 

Service Executive published a National Hepatitis C Strategy, and in 2017 they published a National Hepatitis C 

Screening Guideline.The Screening Guideline includes recommendations for screening of household contacts, sexual 

partners and more of individuals who are HCV positive. 

According to Dr. Derval Igoe, Ireland does not have one set pathway for partner notification throughout the country. 

The typical guidance states that the person in charge of delivering the diagnosis to the patient oversees the partner 

notification management, but this does not mean that they will be conducting the partner notification themselves. 

There is a recently developed National Sexual Health Strategy as well as a public health special interest group on 

HIV/STIs that is looking at new partner notification practices. They are hoping to create a standardized approach for 

partner notification in all clinics, considering community-based healthcare assisted partner notification and 

communication and digital technologies as options. However, Dr. Igoe notes that Ireland has a lack of information 

systems infrastructure, particularly those working within the communities without a secure internet connection, for 

ICT tools to be standardized. 

According to Dr. Joan O’Donnell, while the system set up within the Dublin area works well, they need a centralized, 

standardized database for contacts. Additionally, the less populated areas of the country would require additional 

resources for improvements in contact tracing efforts. It is also noted that there is currently no political commitment 

to TB and changing this could help secure more resources. 

Barriers 

According to Dr. Lelia Thornton, the main barrier is a lack of public health resources for hepatitis partner notification. 

Even with the ability to make and distribute a tool for partner notification, there is no one to implement the 

guidelines or to conduct partner notification using the tool. In the case of hepatitis, there is a need for more 

resources as the number of hepatitis cases in Ireland has been too high and no one has the time to carry out partner 

notification. 

According to Dr. Derval Igoe, there are many barriers to partner notification for HIV/STIs, including time, resources, 

staffing, anonymous partners, and lack of information systems. Particularly a lack of resources to devote time to 

partner notification is a barrier. Additionally, Dr. Igoe highlights that there is limited evidence of effectiveness, with 

many practitioners of the mindset that partner notification is not worth the trouble. While she believes this may be 

due to a lack of research and/or evidence, she is still hesitant to focus on it rather than on other prevention services 

that have more evidence to back them up.   

According to Dr. Joan O’Donnell, many barriers exist to TB CT, including a lack of dedicated TB control/ national 

approach, no resources in the way of money or personnel, and no standardized database of people previously 

contacts in the contact tracing process. 

Additionally, in Ireland the disease is particularly high with migrants, presenting language barriers and the added 

challenge of a mobile population that can be difficult to follow up with. 

Opportunities for removing barriers and enhancing partner notification 

According to Dr. Lelia Thornton, a computerized tool would be helpful with auditing and monitoring, but that people 

would still need a paper tool to take to the field with them to visit patients, or when they are in different clinic 

settings. With hepatitis, many of the vulnerable populations are also mobile and require services to go to them. 
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According to Dr. Derval Igoe, the Department of Public Health and the Irish College of GPs are in favour of community 

assisted partner notification as they do not have the time to carry out partner notification when they diagnose it. 

Additionally, when GPs do offer the services, they note that many of their patients would not wait to avail of these 

clinical services but think they might be more interested in them from a community centre. Derval also notes that 

tools should consider both a paper and an electronic version, as the use of a paper tool is important for those working 

within the community without a secure internet connection. 

There is also a need to develop evidence of effectiveness of partner notification to entice clinicians to devote more 

time to it. To do so, there is a need to develop standards. 

According to Dr. Joan O’Donnell more resources are needed to improve the process of TB CT, including staff, funding 

and a centralized, standardized database. Gaining political commitment would help highlight the need for additional 

resources for contact tracing. 

Additionally, the creation of a clinical TB program lead would help to create a national approach. 

Lastly, it was suggested to learn from the control model used in Holland, which includes clinics specifically for TB, a 

separate institute (NGO) doing control, a clinical lead and the funding necessary to sustain the program. 

Other important information obtained during the interview 

According to Dr. Lelia Thornton, it is important to note that within Ireland, different disease areas operate under 

different pathways and protocols, with HIV/STIs, hepatitis and TB all varying significantly in procedure and practice. 

Particularly when it comes to partner notification, Dr. Thornton notes that TB is vastly different than hepatitis. In 

Ireland, there has always been very strict services in public health for managing the contact tracing of TB, with 

established guidelines, resources, policies and pathways present.  

According to Dr. Derval Igoe, the difficulties with partner notification for HIV/STIs are significantly different than 

they would be with those seen with TB contact tracing. In TB there is a very different population with different risks, 

so the tools and methods employed in the different disease areas would be difficult to use across.  

According to Dr. Joan O’Donnell, due to the nature of screening for TB, the process requires a more in-depth medical 

background; you cannot separate testing and screening contacts in TB. For this reason, it is difficult to see how 

community resources could accomplish contact tracing for TB. Getting nurses involved might be helpful, but it will 

likely be difficult to convince doctors that this is ok. 

Additionally, as the public health threat is great in TB due to the way in which it can be spread, it has always been 

and remains heavily within the public health domain. 

Key actors identified 

Position / Role Name Reason why this person is a key actor 

Public Health Specialist Julie Heslin Works within public health framework 

 Judy MacDiarmada  Public Health Doctor with HSE 

Clinical Lead for Sexual Health Dr. Fiona Lyons As the clinical lead, she is in charge of the national 
strategy 

Galway Sexual Health Clinic Claire Coleman Works in a smaller county, understands the processes 
there 

Lead TB specialist   Mary O’Meara Understands the interactions between different health 
domains 
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B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering the mentioned lack of political will to address this topic, it will be important to show the cost 

effectiveness of the action. This sustainability plan will include a cost effectiveness analysis, anyway it may be 

important, in the roadmap, to have more research and a national analysis, funded by HSE and managed by 

HRB. We recommend making a cost-effective analysis of the best examples of partner notification in the 

country, if possible, or to realize an action in a specific area and then ask for its implementation in all the 

country 

➢ Considering the lack of resources, it's important, when possible, to involve community organizations in the 

task. 

➢ Considering the lack of ICT tools complained in the interviews and the recognized importance for partner 

notification, we recommend involving key actors in the RoadMap of integrate working group on ICT tool to 

find a suitable ICT tool for Ireland or for understand the best features that worked well for others. HPSC 

should be stimulated to define the best ICT tool for each infection. 

 

3.9 Slovenia 

3.9.1 Country Profile 

Organization and governance 

Slovenia has a social health insurance system with a single public insurer, the Health Insurance Institute of Slovenia 

(HIIS), providing universal compulsory health insurance. The key regulatory role rests with the Ministry of Health, 

which is also the owner of all public hospitals and national institutes, their key manager and investor. The Ministry 

is supported by the Health Council, an advisory body that advises on policy, as well as on HTA and the introduction 

of new therapeutic and diagnostic procedures.  

Several health-related non-governmental organizations (NGOs) are active in the health system. Patient 

organizations are often invited to participate in the drafting of policies and regulations in their specific area. The 

protection of patient rights is monitored by the Ministry of Health. 

Overview of the health system 

Since 1992, Slovenia has had a Bismarck-type social insurance system based on a single insurer for statutory health 

insurance, which is fully regulated by national legislation and administered by the HIIS. This insurance is universal 

and based on employment status or on a legally defined dependency status (assigned to minors, unemployed 

spouses, registered unemployed people and individuals without source of income). The Ministry of Health has a 

supervisory role within the system, which has been gradually decentralized through several tasks being assigned to 

different stakeholders.  

Some of the tasks previously undertaken by the state have been assigned to professional chambers, which control 

the qualifications, specialty training and continuous education of health professionals. Another important feature of 

Slovenia’s health system is the growing share of private providers, particularly in primary and specialist health care. 

This has led to increasingly complex contracting arrangements, as privatization is associated with fragmentation in 

provision. Most care is still delivered by state-owned (hospitals, most of outpatient specialist care and tertiary care) 

and municipality-owned (primary health care centres) providers, who collectively employ more than 83% of the total 

health workforce.  
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Organization 

The Slovene health care system remains relatively centralized, as the responsibilities of municipalities have not been 

implemented fully. The Ministry of Health has the task of planning health care regarding state-owned providers and 

for the health care systeme (ensuring equal access and patient rights across the whole country). All administrative 

and regulatory functions of the system take place at the national level; the subnational levels have predominantly 

executive duties. 

The state, via legislative and executive bodies (ministries, state agencies and offices), has administrative and 

regulatory functions. The state can pass laws and by-laws, along with implementing standards and other mechanisms 

to assure the prevention of communicable diseases, a health-friendly environment and protection and health in the 

workplace. Other responsibilities include establishing special programmes on prevention and providing care and 

protection for the most vulnerable population groups. Furthermore, the state generally determines health care 

policy, most notably regarding public health care tasks, planning and setting priorities. Finally, the state is the owner 

and administrator of public health facilities at the secondary and tertiary care levels. 

Relevant actors 

Parliamentary Committee on Health - The Parliamentary Committee on Health prepares legislation proposals and 

other materials for parliamentary discussions. The Committee seeks to obtain social consensus on all laws and legal 

matters undergoing parliamentary consideration. 

Ministry of Health - The task of the Ministry of Health is to prepare health care and health protection legislation, to 

supervise implementation and to ensure regulation. Furthermore, it monitors public health, develops and 

implements health promotion programmes and promotes people’s health education. The Ministry is also in charge 

of implementing international agreements concerning social safety and developing strategic plans for the health 

care system, which are submitted to the Parliament for approval. The Ministry of Health is also responsible for 

establishing hospitals and public health institutions at the national level. In this capacity, the Ministry approves the 

policies of an institution, provides financing for specific expenses. 

The organizational structure within the health system is advanced and comprises numerous actors, including various 

agencies under the Ministry of Health (such as the Health Inspectorate, etc.); public independent bodies (such as 

the Health Insurance Institute of Slovenia (HIIS), National Institute of Public Health (NIJZ), etc.); (publicly owned) 

hospitals and primary care centres, as well as private providers of health services; and various nongovernmental 

organizations (NGOs) and professional associations. 

Health Council - The Health Council is a special advisory body to the Ministry of Health. It is responsible for assisting 

the Ministry in its planning tasks. The Council is formed for a four-year term; its members are nominated by the 

Minister of Health and confirmed by Parliament. The Council consists of 19 members. The Health Council serves as 

the highest professional body with responsibility for reviewing proposals for the development of health policy, as 

well as questions regarding ethics and doctrine. The Council can call in expert advice through national specialty 

expert groups. The specific duties of the Health Council include monitoring health conditions in the country, advising 

the Minister of Health on measures and priorities in health care programmes, proposing (preventive) health care 

programmes as well as health education and research initiatives, performing HTA on newly proposed 

pharmaceuticals and clinical interventions and monitoring the supply of pharmaceuticals and proposing relevant 

measures. 

National Institute of Public Health of Slovenia - The National Institute of Public Health (NIJZ) is the central institution 

in the field of public health. It is responsible for several public health functions, research and education and training 
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in public health. The NIJZ is one of the key reporting institutions of national statistics for international and national 

purposes and the only one in the field of health. Based on this mandate, the NIJZ performs analyses of population 

health as well as health care and its resources and performance. These analyses are central to the support the 

institute provides for the decision- and policy-making process at the level of the Ministry of Health, for example 

regarding the planning of health care capacities. A special focus of the NIJZ’s activities lies with health determinants 

and their impact on health. Some of its essential functions include the surveillance of communicable diseases, 

including M&E and surveillance systems for HIV, Hepatitis and sexually transmitted infections (STIs), vaccination 

programmes and the stockpiling and distribution of vaccines across the country as sole importer and distributor. The 

surveillance of communicable diseases is conducted according to the Communicable Diseases Act and Act on Data 

Bases within Health Care. One of the most recent functions assigned to the Institute is the coordination, monitoring, 

assessment, management and provision of health promotion, prevention and screening programmes. The NIJZ also 

participates in HTA processes and represents Slovenia in professional public health organizations at European and 

international levels. It works closely together with the National Laboratory for Health, Environment and Food on 

specific tasks. 

Two representatives of the NIJZ are members of the National AIDS Committee at the Ministry of Health and have 

actively contributed to the development of the national Strategy for prevention and control of HIV 2017-2025 (2).   

Other voluntary organizations - NGOs working in health can enable public participation in proposing and carrying 

out changes (reforms) in the organization of the health care system. In principle, NGOs can secure a small share of 

public financing from the state budget if they meet certain budgetary requirements. There are several active health-

related NGOs, including patient groups and organizations as well as specific initiatives such as those promoting 

tobacco control or sober driving.  

Representatives of several men who have sex with men (MSM) NGOs are members of the National AIDS Committee 

at the Ministry of Health and have actively contributed to the development of the national Strategy for prevention 

and control of HIV 2017-2025 (2).   

Provision of HIV, Hepatitis, STIs and tuberculosis testing services and linkage to care 

HIV, Hepatitis, STIs services and linkage to care are provided at the general practitioners; outpatient specialised 

services (dermatolovenerology, infectology, gynaecology, urology, etc.); hospital health care and at community 

based voluntary counselling and testing (CBVCT) service organized by a MSM NGO Legebitra.  

Organization and governance of the monitoring and evaluation and surveillance systems for HIV, hepatitis and 

sexually transmitted infections 

HIV, STIs and hepatitis B&C surveillance and monitoring and evaluation activities are coordinated at the NIJZ and are 

funded by Ministry of Health and Health Insurance Institute of Slovenia.  

In accordance with the Communicable Diseases Act and Regulation on reporting of communicable diseases and 

special prevention and control measures and Act on Data Bases within health Care we collect data only on diagnosed 

infections. Denominator data such as testing, and positivity rates are not collected, except for overall diagnostic 

testing and positivity rates for HIV and chlamydia. 

3.9.2 Pilot action: Integration of CBVCT services testing data for HIV, Hepatitis and STI into M&E and 

surveillance systems 

A. Pilot outputs 

Pilot the set of indicators for minimum common data collection in CBVCT services testing of HIV and viral 
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hepatitis in Slovenia as part of the development of the consensus recommendations for collection and 

integration of CBVCT testing and linkage to care data on national surveillance systems for HIV and 

hepatitis 

 

B. Pilot Partners 

National Institute of Public Health/ Nacionalni inštitut za javno zdravje - NIJZ 

C. WP Lead Partner 

Catalan Institute for Oncology/Instituto Catalán de Oncología – ICO-CEEISCAT 

 

A. Report of stakeholder consultation and identification of key actors 

Consulted stakeholders 

1. Dr Irena Klavs - head of HIV, STIs and hepatitis group, member of AIDS Committee at the Ministry of Health and 

member of EU HIV/AIDS, viral hepatitis and tuberculosis Think Tank at the European Commission - National 

Institute of Public Health (Slo.: Nacionalni inštitut za javno zdravje - NIJZ) 

2. Janja Križman Miklavčič -  senior advisor at Ministry of Health, member of AIDS Committee at the Ministry of 

Health and alternate member of EU HIV/AIDS, viral hepatitis and tuberculosis Think Tank at the European 

Commission - Ministry of Health (Slo.: Ministrstvo za zdravje – MZ) 

3. Mitja Ćosić, senior HIV Officer, MSM organization Legebitra. 

 

Testing Data collected 

The overall Slovenian national diagnostic testing data for HIV and chlamydial infection are collected annually at the 

NIJZ by a postal survey. The respective overall diagnostic testing rates and positivity rates are published annually (3, 

4). Diagnostic testing data for hepatitis B, hepatitis C, syphilis and gonorrhoea have not been collected. 

The only Slovenian CBVCT service, organised by the MSM NGO Legebitra, monitors and evaluates (M&E) their HIV 

testing activities for MSM with numerous CBVCT M&E indicators according to the methodology described in the 

document Guidelines for Data Collection for Monitoring and Evaluation of Community-based Voluntary Counselling 

and Testing (CBVCT) for HIV in the COBATEST network (5). These guidelines have been developed within one of the 

Work Packages of the project “Operational knowledge to improve HIV early diagnosis and treatment among 

vulnerable groups in Europe” (Euro HIV EDAT) with co-funding from the Consumers, Health and Food Executive 

Agency (Chafea), acting under the powers delegated by the Commission of the European Union (Grant Agreement 

N° 2013 11 01). The NIJZ was the leader of the respective work package 4 “To monitor and evaluate community 

based voluntary HIV counselling and testing (CBVCT) services in Europe”, the task two “Standardised data collection 

and analysis of CBVCT activities of the services members of the COBATEST network”. The above-mentioned 

guidelines were based on data collection instruments and the European Network of Community-based Voluntary 

and Confidential Testing (COBATEST Network) developed within the project “HIV Community-based Testing 

Practices in Europe (HIV_COBATEST)”. Both projects were coordinated by the Centre for Epidemiological Studies on 

HIV/STI of Catalonia (CEEISCAT), Spain. 

During the duration of these two projects, NIJZ was regularly receiving quarterly CBVCT for HIV data sets from 

LEGEBITRA in a disaggregated format according to the data file specification provided in the Guidelines for Data 

Collection for Monitoring and Evaluation of CBVCT for HIV in the COBATEST network (5). Thus, NIJZ was monitoring 

numerous indicators for CBVCT for HIV.  
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In addition to HIV testing M&E indicators, Legebitra also monitors its other testing activities. Thus, they do have 

information on the number of tests performed and number of respective reactive/positive results for hepatitis B, 

hepatitis C, syphilis and gonorrhoea (the latter for oral and rectal swabs separately). 

Regulation, provision, financial accessibility 

According to the Communicable Diseases Act and Act on Data Bases within Health Care, the NIJZ coordinates the 

surveillance of HIV, STIs and hepatitis B and C surveillance. The universal surveillance is mainly based on mandatory 

reporting of all diagnosed cases. European surveillance case definitions are used (6). Laboratory based surveillance 

has not been established, however, the NIJZ receives information on all confirmed diagnoses of HIV from the 

Institute of Microbiology and Immunology, Medical Faculty, University of Ljubljana. Regular collection of the overall 

national diagnostic testing rates and positivity rates has not been established for hepatitis B, hepatitis C and STIs, 

except for chlamydial infection. Funding of communicable diseases surveillance coordination at the NIJZ is provided 

by the Ministry of Health and Health & Insurance Institute of Slovenia.  

Collection of testing data at Legebitra CBVCT is not regulated by law. The data has been collected due to the needs 

of monitoring of the target population needs, development of CBVCT services and to comply with reporting demands 

of funding institution which is the MZ and The Municipality of Ljubljana. 

Policy 

The National HIV Prevention and Control Strategy 2017–2025 (from now on referred to as Strategy), adopted by the 

Slovenian Government in April 2017, took into consideration changes and new developments in prevention, testing 

for HIV, and treatment that occurred in the past few years (1). Two of the most important activities are systematic 

education of young people on sexual and reproductive health and HIV prevention in gay men and other MSM. 

Because the timely diagnosis and treatment of sexually transmitted infections are important for HIV prevention, the 

Strategy also addresses the topic from the perspective of preventing and recognising sexually transmitted infections. 

Important goals of the Strategy are “goal 4 - early diagnosis of HIV infection with a specific action “Providing 

accessibility to community-based testing with counselling for MSM” and “goal 5 - provision of high quality treatment, 

care and prophylaxis”. 

Improvement in data collection is foreseen with monitoring of some testing related M&E indicators:  

- number of diagnostic tests for HIV (total, by providers of tests, for example by CBVCT sites); 

- proportion of reactive diagnostic HIV infection screening tests (total, by providers of tests, for example by CBVCT 

sites); 

- proportion of people newly diagnosed with HIV who are included into specialist treatment within one month (total, 

by providers of tests, for example by CBVCT sites). 

The Ministry of Health (MZ) is responsible for monitoring the implementation of the Strategy. It reports to the 

Government of the Republic of Slovenia. The monitoring of Strategy implementation bases on epidemiological 

monitoring of HIV infection and on monitoring some additional indicators that are determined in the National HIV 

Prevention and Control Strategy (some of them are proposed by UNAIDS and the World Health Organisation). 

The NIJZ publishes annual surveillance reports. It also publishes the data for those M&E of those indicators for which 

data are collected every year within the scope of current surveillance of HIV infection.  

Barriers 

The main barriers to the integration of testing for HIV, STIs, hepatitis B and hepatitis C M&E indicators data into 

respective national surveillance and M&E systems are insufficient resources for surveillance and M&E at the NIJZ 
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and inadequate legal provisions. For example, the current Communicable Diseases Act does not provide legal basis 

for the NIJZ to collect data on linkage to care for all these infections. In contrast to many other EU/EEA countries, in 

Slovenia, laboratory surveillance that would enable the NIJZ also to capture relevant diagnostic testing denominators 

data has not been established yet and resources available at the NIJZ for IT support are insufficient. 

The CBVCT service at Legebitra is not a health care organisation. Thus, it is currently not obliged to report infections 

diagnosed at their CBVCT site to the NIJZ. Also, as they only provide screening tests and link clients to health care, 

where they undergo further confirmatory testing, they currently do not provide their clients with confirmed 

diagnosis for these infections. 

Opportunities for removing barriers 

It is planned that during the Joint Action INTEGRATE, the collaboration between Legebitra and the NIJZ is developed 

further through the pilot within the WP 6. It is envisioned that a few selected testing M&E indicators for all the 

infections tested for at CBVCT site Legebitra are integrated into the formal Slovenian national HIV, STIs and hepatitis 

surveillance and M&E system. The proposed indicators would be:  

• the number of clients tested for these infections with a screening and/or confirmatory test; 

• the proportion of clients with reactive screening and/or positive confirmatory test result and  

• the proportion clients positive for these infections at CBVCT service linked to health care. 

It is also envisioned that the Slovenian Communicable Diseases Act will be revised. This will be an opportunity to 

incorporate needed legal provisions that will enable the NIJZ to incorporate M&E of testing and linkage to care for 

all these infections into respective national surveillance and M&E systems.    

Key actors identified 

Position / Role Name Reason why this person is a key actor 

Mojca Gobec Director, Directorate of Public 

Health, Ministry of Health and 

Chair of the National AIDS 

Committee at the Ministry of 

Health 

Director, Directorate of Public Health, Ministry of 

Health would be a key actor in coordinating the 

preparation of the new Communicable Diseases Act 

proposal at the Ministry of health. 

Irena Klavs Head of HIV, STIs and Hepatitis 

Group, Communicable Diseases 

Centre, NIJZ 

Coordinates national surveillance and M&E systems for 

HIV, STIs and hepatitis B & C  

Mitja Ćosić Senior HIV Officer, Legebitra Coordinates CBVCT testing activities at Legebitra  

 

B. Comments and recommendations for a roadmap definition and implementation 

➢ Considering that inadequate legal provision has been mentioned as a barrier for many reasons (i.e., the role of 

CBVCTs, the lack of laboratory surveillance for all infections and linkage to care data) and that revision of the 

Slovenian Communicable Diseases Act has been envisioned, a RoadMap may include consultation with all the 

key actors who may be involved in the revision process of the Communicable Diseases Act and/or Act on Data 

Bases within Health Care, in order to:  
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o include linkage to care data for all the infections into respective national surveillance and M&E 

systems  

o include CBVCTs (Legebitra or others in the future) in the reporting system. 

➢ Considering that the collaboration between Legebitra and the NIJZ is already ongoing, the RoadMap may include 

the selection of few testing M&E indicators for all the infections tested for at the CBVCT site Legebitra to be 

integrated into the formal Slovenian national HIV, STIs and hepatitis surveillance and M&E system.  
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4 Cost-effectiveness overview of the pilot actions 

4.1 The aim of this review 

To allow for a more effective national level advocacy an overview of the cost-effectiveness of piloted activities has 

been prepared based on existing studies and publications. The aim is that this overview will support national 

stakeholders’ demonstration of how policies built on the outcomes and results of integrate Joint Action may improve 

national responses and strengthen health systems. The overview will summarize cost-effectiveness studies identified 

in the literature of direct relevance to Integrate’s topics of work and pilot activities. 

4.2 Results  

The conducted searched yield 176 studies on cost-effective analysis of HIV, HBV, HCV or TB screening, testing and 

preventive measures or case management.  Of these 84 met the inclusion criteria and were reviewed in detail (see 

complete list n Appendix A).  

By type of study the 84 publications included: 26 observational, 27 descriptive (including 26 literature reviews), 24 

studies used a modelling method and 5 studies were combined (4 papers combined observational methods with 

modelling and 1 the literature review with observational component), and additionally 2 experimental studies also 

met the inclusion criteria.  

4.2.3 Cost-effectiveness of HIV testing: 

Of the 29 studies with cost-effective analysis of HIV testing and screening. Ten of them were from Europe, 16 from 

the United States and one study from Canada. And 3 analyses were concern joint HIV/HCV screening effects. 

Fourteen studies evaluated focused testing among specific groups at high risk for HIV infection, including four in 

persons who inject drugs; five among people in prison, and one among HIV-infected men who have sex with men 

(MSM). Eight studies evaluated birth cohort testing, and five evaluated testing in the general population. Most 

studies were based on a one-time testing intervention, but in one study testing was undertaken every 5 years and 

in another among HIV-infected MSM there was more frequent testing. Comparators were generally either: 1) no 

testing, 2) the status quo, or 3) multiple different strategies. 

Overall, we found broad agreement that focused testing in high risk groups such as persons who inject drugs and 

men who have sex with men was cost-effective, as was birth cohort testing. Key drivers of cost-effectiveness were 

the prevalence of HIV infection in these groups, efficacy and cost of treatment, stage of disease and linkage to care. 

The evidence for routine population testing was mixed, and the cost-effectiveness depends largely on the prevalence 

of HIV. The authors concluded also that HIV rapid testing was more cost-effective than traditional laboratory-based 

testing with immediate patient notification.  

4.2.4 Cost-effectiveness of HBV testing: 

Of the 7studies with cost-effective analysis of HBV screening and care activities. Six from Europe and two from the 

United States. Four studies evaluated focused testing among general population or specific groups at high risk for 

HBV infection, including three in migrant population, two studies were combined with other infectious diseases 

screening.  

Overall, we found agreement that extensive HBV testing among general population is not cost-effective, efficacy and 

cost of screening combined with linkage to care and combined with hepatitis C and TB could be cost effective in key 

population such as migrants. HBV testing demonstrated generally higher effectiveness among pregnant women, not 
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in other populations where either further studies are suggested or are not cost effective even with combination with 

TB screening.  

4.2.5 Cost-effectiveness of HCV testing: 

Of the 23 eligible studies with focus on cost-effectiveness of HCV testing and screening only 18 had full text available. 

Fourteen studies were conducted in Europe, 2 combined a EU/US researcher and 7 were originating from the United 

States. Thirteen studies evaluated focused testing among specific groups at high risk for HCV infection, including six 

in persons who inject drugs, one among people in prison and one among migrant population. Four studies evaluated 

birth cohort testing, and three evaluated testing in the general population. Comparators were generally either: 1) 

no testing, 2) the status quo, or 3) multiple different strategies. Most studies were based on a screening intervention, 

but in four study also HCV treatment, patient education or care coordination with HIV care were analyzed. 

Overall, we found broad agreement that focused testing of high risk groups such as persons who inject drugs and 

men who have sex with men was cost-effective, as was birth cohort testing. Key drivers of cost-effectiveness were 

the prevalence of HCV infection in these groups, efficacy and cost of treatment, stage of disease and linkage to care. 

The evidence for routine population testing was mixed, and the cost-effectiveness depends largely on the prevalence 

of HCV. The HCV testing estimated the most cost-effective in drug-abusers populations compared to HIV and HBV 

testing.  

4.2.6 Cost-effectiveness of TB testing: 

Of the included studies 22 focused on TB screening and prevention activities. All are conducted in low-TB-incidence 

countries, 16 from EU/EEA member states, five from USA or Canada and one from Australia. 12 studies analyzed the 

costs of different TB screening strategies in general population or high TB risk groups. 6 studies analyzed 

effectiveness of prophylactic or TB disease treatment or case management and four researches were concentrated 

to both. TB screening was performed in high-risk groups: close contacts, immigrants from high-incidence countries 

and healthcare workers, we found no studies analyzed cost-effectiveness of TB screening among intravenous drug 

users specifically.  

Overall, the screening as a prophylactic method was found cost-effective depending on the prevalence of disease in 

the group or lacking consistency of different investigation methods. In two literature searches on TB care and LTBI 

preventive therapy, didn’t find to be cost-effective.  

In the TB screening using the chest X-ray and TST are more cost-effective compared to IGRA test even in high TB risk 

populations like HIV positive and drug users. 

4.3 Relevance to Integrate’s topics of work and pilot activities  

The cost-effectiveness overview is relvant for the follwoing topics of work and pilot activities within the Joint Action 

that are selected for policy development:   

- Indicator condition-guided HIV testing and improvement of routine testing for viral hepatitis in health 

care settings  

- Supporting adequate linkage to care systems for self-testers 

- Integration of testing and linkage to care data into national M&E and surveillance systems, including 

community, GP and home/self-testing data  

- Novel ICT-based prevention tools and secondary prevention strategies, including partner notification  

In the development of the Roadmap the conclusions from the cost-effectiveness overview will be applied to the 

specific pilot activities and national contexts.  
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5 Conclusions 

This INTEGRATE Sustainability Plan has been focusing on the countries where pilot actions are taking place and it has 

assessed the context in terms of health policies and health systems in each country. The aim is that this information 

will feed into the for the development of the Roadmap which will aim at a concrete inclusion of INTEGRATE results 

in national health policies/systems. 

One aim of this plan is to provide appropriate policy guidance and ensure the sustainability of the Integrate pilot 

activities, and this has been addressed with the short country profiles or descriptions of the health systems and 

health policies. Here the sustainability plan has identified existing policy processes that pilot activities can building 

on and identified barriers and possible ways to overcome them.  

Through the stakeholder consultations conducted by Integrate pilot partners in their respective countries key actors 

(institutions and bodies) responsible for health policy planning have been identified and interviewed. This has 

provided unique and useful information on existing strategies and ongoing policy developments relevant for national 

HIV, hepatitis, STIs and TB policies and health care. The consulted national stakeholders have knowledge about 

policies, coordination mechanisms and plans that countries have put into place to address the sustainability issues 

of national responses and are able to guide national policies.  

The specific section on cost-effectiveness has provided a useful overview of existing studies and publications on cost-

effectiveness of interventions similar to the pilot activities. The conclusions on cost-effectiveness of specific 

interventions may allow for more effective national level advocacy.  

This Sustainability Plan provides a solid background for the definition and implementation of the Roadmap that will 

be addressed in the Joint Action’s second and third years. The Roadmap will aim to facilitate the concrete and real 

integration of deliverables and results of the Joint Action into national policies, action plans, and/or clinical 

guidelines in Pilot countries. 
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