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BORDERNET 

RAR Report 2005 
Model Region IV; Italy 

 
 

Part I: Overall view of offers and measures within regions in the range of 
HIV/AIDS and STD prevention, diagnostic and therapy 

 

Topic 1: Background information 
 
Question 1:  What are the relevant political socio-economical, cultural and religious aspects in 
regard to BORDERNET? 

Veneto is situated in the north-east of Italy and is divided into seven provinces from the Lake of 
Garda to the Dolomites. It covers 18,380 square km and has about 4.4 million inhabitants that live 
in 580 cities. About 71% of the population live in small towns with less than 30,000 inhabitants and 
the average population density is 244.2 per square km. Veneto is one of the Italian regions with a 
positive growth rate (0,5%) due to a favourable social rate (5.7%) and an increasing population 
above the age of 65 (17.5%) that gives an elderly population index of 132.6%. The Regional 
Government is based in the city of Venice. 

The Catholic Church has a huge influence in Italy, and especially in Veneto. There is few budget 
for prevention campaigns of STDs and HIV campaigns at regional level and priorities are focused 
on other issues (tobacco, alcohol.). As a consequence, there has been a lack of prevention for many 
years despite the increase of  some STDs. Information on condom use is avoided  on TV. 

HEALTH LEGISLATION AND THE NATIONAL HEALTH SYSTEM IN ITALY 
The main programme instrument covering health in Italy is the National Health Plan (“Piano 
Sanitario Nazionale”), revised every two years.  
The right to health care has now been extended to ALL persons present in Italy, regardless of their 
legal status (in practice, this right has existed since 1995, in the form of decrees and ministerial 
ordinances, but was formalised in 1998). Irregular foreigners are now guaranteed not only 
emergency treatment, but also continuous care and treatment and preventive care, in a spirit of 
equity and solidarity based on the promotion of individual health regardless of legal, social or 
cultural status.  
Although, under Italian legislation, access to the health system is theoretically uniform throughout 
the country, because of the process of decentralisation (“devolution”), with each region responsible 
for deciding how to implement its own health policy, practice varies widely.  
 
In the Veneto, there is a wide variety of regional regulations, decrees and circulars, and in practice 
the health measures introduced often anticipate measures subsequently introduced at national level.  
The Veneto was the first Region to introduce the “Tessera Sanitaria Leggera” (“Light health Card”, 
literally), allowing access to the health services for non-resident (illegal) immigrants (DGR 3264 of 
1996).   
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Antiretroviral therapy is possible and free for everyone in Italy (also for irregular migrants). 
  
 
Question 2: What is the relevant political and legal background in the field of HIV/AIDS and 
STD, Prostitution and Migration in regard to BORDERNET?  

IMMIGRATION LEGISLATION IN ITALY 
Currently, immigration is regulated by Law No. 40 of 1998, known as the “Testo Unico”, Single 
Act, on immigration.   
This law was amended in July last year by what is known as the “Bossi-Fini” Law, which – 
following the pattern in the majority of EU countries - introduces further restrictions on 
immigration including weakening of arrivals programmes, abolition of “sponsors” and of permits in 
order to seek work, complication of procedures, making conditions of stay more precarious 
(residence permits are only issued for 2 years, subject to employment status; this includes those in 
Italy for family reunification), the period of residence required in order to obtain permanent 
residence status has been increased from 5 to 6 years, resulting in delays in family reunification. 
IMMIGRATION IN VENETO 
Foreign population has one of the highest rate of  increase (11.2 % in 2002) compared with other 
regions and it is the third Italian region with higher proportion of immigrants (5.7% of the whole 
population of the Veneto in 2003). Treviso and Verona provinces have the highest % of immigrant 
population. 
The main national groups in the Veneto are: Moroccan, Albanian, Romanian, ex-Yugoslav 
Ghanaian and Chinese. The remaining immigrant population comes from a range of 148 different 
countries. In terms of region of origin, there is a higher presence of East Europeans (44%), North 
Africans (18%), Asians (15%) and Sub-Saharan Africans (12%) in the Veneto1. 

PROSTITUTION IN ITALY 
It is estimated that over 90% of prostitutes in Italy are of foreign origin, and that considerable 
numbers are minors. The majority come from Eastern Europe and Africa (especially Nigeria), with 
a smaller number of male trans-sexual prostitutes from Latin America (the group with the highest 
risk behaviour). In the Veneto Region, the main national groups involved in prostitution are: Central 
Africa (mostly Nigeria) and Eastern Europe (Ukraine, Moldavia, Romania, Albania – though the 
latter group has decreased dramatically).  
Article 18 of the 1998 Single Act on Immigration offers “social protection” to prostitutes wishing to 
escape from coercion and violence and for pimps who are prepared to denounce illegal trafficking 
and prostitution rings, it entitles former prostitutes to a special 6-month permit for the purposes of 
study, taking up a job or seeking a job. This can be renewed for one year, and can be made 
permanent if the job is steady.  
There are current proposals to amend the Italian Law on Prostitution (Merlin Law of 1953), the aim 
being to remove “visible” prostitution from the streets. There is much public discussion on whether 
prostitutes should practise in private apartments, or whether “Eros centres” should be set up 
especially for the purpose. The new law would require all prostitutes to have a health check 
(including an HIV test) every month, and they would be liable to fines or prison sentences for 
failing to do so, or for practising if found HIV positive. Critics – including experienced mobile 
health education units - are concerned that the health test requirements would be almost impossible 

                                                 
1 From “Immigrazione Dossier Statistico 2004” CARITAS. 
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to implement in practice if prostitution is removed from the streets. In addition, the proposed law 
would place the onus entirely on the prostitute and not on the client (an estimated 9 million Italians 
use the services of prostitutes). 
 
Question 3: Which infrastructure exists in the model regions in respect to HIV/AIDS and STI 
prevention, diagnostic and therapy and how is it structured and networked? (Please join an 
organigram). Are there specific conditions for accessing the specific services? (legal stay 
permission, health insurance, etc.)? Are there specific hindrances (cultural, religious, legal) to 
make use of those services? (Maximum three pages by the end of the year.) 
 
With reference to the regional health care system, the Veneto region provides health and social 
services through  22 local health units (called Unità Locali Socio Sanitarie – ULSS)  and 2 Hospital 
Trusts (Verona and Padua). 
The local health units manage GP contracts, polyclinic, hospital and other health care and social 
services, health promotion and prevention of communicable diseases at  local level. The health care 
system is funded mainly through taxation. There are mainly public hospitals, funded through a 
predetermined budget and primary care physicians are paid mainly by capitation. The  local health 
units as well as the hospital trusts  are managed by general directors appointed by the region.  
 
Prevention and surveillance 
Each ULSS has a prevention department (SISP- Servizio di Igiene e Sanità Pubblica) which is 
responsible for epidemiological surveillance of infective diseases. It has also the task of 
coordinating the structures involved in prevention and surveillance of HIV and STIs. 
A service depending on the city of Venice (“Città e Prostituzione”2), runs a project for prevention 
among sex workers, including outreach work , information on STIs and HIV and promotion of 
condom use. Another programme for prevention among sex workers exists in the surroundings of 
the city of Verona (Villafranca), with similar characteristics. 
Due to the complexity of HAART management, the HIV anti-retroviral treatment is mainly 
provided by infectious diseases departments, where is also possible to be counselled and tested. 
Counselling and testing for HIV is also possible at STIs Centres as well as HIV Centres.   
Screening, diagnosis and treatment for STI are guarantied both by STI services and HIV Screening 
Centres. 
 
Diagnostic and therapy 
STIs: 

- Most of patients consulting for STIs go to the dermatologic services in hospitals, where 
diagnosis, treatment and counselling is offered. General practitioners generally refer the 
patients to the dermatologic clinics. 

- The family planning clinics  (consultori) where cases of STIs are diagnosed among women 
consulting for another reason (prenatal care, family planning, abortion) 

 
 
 

                                                 
2 www.comune.venezia.it/prostituzione 
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HIV: 
- Infective diseases departments in public hospitals (anonymous testing, counselling, 

treatment) 
- Anonymous testing and screening centres (anonymous testing, counselling) 

There is few information on the number of cases diagnosed in other structures like: GP, other 
specialists, and private doctors. 
Counselling is not standardised. It is recommended that every person who requests a test for HIV or 
STIs must have counselling (e.g. 2 meetings of 15-20 min for people testing for HIV)3. In practice, 
according to experts’ opinion, counselling is offered in the health structures dedicated to HIV or 
STIs,  but not in other structures (ie No counselling in hospital at the surgery when an HIV test is 
done).  

                                                 
3 www.regione.veneto.it – Piano SISP – Schede tematiche- Controllo MTS-HIV. 
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Topic 2: Data about the epidemiological situation (HIV/AIDS and STD data) 
and assessment of risk behaviour 
 
Question 1. What is the relevant HIV/AIDS and STD Data (syphilis, hepatitis B) in 2004 and 
how it is documented? 

EPIDEMIOLOGICAL DATA ON HIV/AIDS4 
The systematic collection of data on AIDS started in Italy in 1982 (when the first case was 
diagnosed), and was formalised in June 1984 under the National Surveillance System, based on 
clinical notifications. Notification has been obligatory since November 1986. (Notification of 
deceases due to AIDS is not obligatory.) Since 1987, the national Surveillance System has been run 
by the Centro Operativo AIDS (COA – Operative AIDS Centre) of the Italian Public Health 
Institute (ISS). Reporting of HIV diagnoses which has become a key surveillance instrument to 
monitor the epidemic in Europe is not yet completely implemented at national level in Italy.5 
In Italy, there are 18.000 people with AIDS and the number of PLWHA is estimated at 120.000. 
The number of new cases is approximately 2000 in the last years (1654 in 2004), and has not 
decreased after the dramatic decrease from 1996 to 2001 due to the HAART. The incidence rate of 
AIDS in Veneto is 2/100.000 (2004). The highest incidence rates in Italy are in Lombardy (5.3) 
Lazio (4.3), Liguria (4.1) and Emilia Romagna (4.0).  
Risk factors 
In Italy, the proportion of cases of AIDS attributed to sexual transmission has been increasing over 
time: in 2004 18.8% of cases was attributed to homo/bisexual contact and 40.3% to hetero sexual 
contact while these percentages were 15.7 and 11.8% respectively in 1994. The percentage of  IDU 
was 32.5% in 2004 (compared with 66.7% in 1994).    
Age 
In Italy, median of age of cases has been increasing over time, from 29 years in 1985 to 41 in 2004 
for males and from 24 years in 1985 to 38  in 2004 for females. 71.3% of the cases are among the 
25-39 years old class. The percentage of people from the class 35-39 years has increased over time 
(men from 13.9% in 1990 to 23.8% in 2002) (women from 7.2% 1990 – to 31.7% 2002). 
Region of origin 
The proportion of  foreign people among the AIDS cases has increased from 4.5% in 1995 to 17.5% 
in 2004. 
Sex 
For the last 10 years the proportion of women among adult cases of AIDS has remained stable,  
about 23-25%. 
Children 
Only 3 cases were diagnosed in 2004, 2 infected by vertical transmission (effect of the antiretroviral 
treatment in pregnant HIV+ women).  
 

                                                 
4 Aggiornamento dei casi di AIDS notificati in Italia e delle nuove diagnosi di infezione de HIV Dicembre 2004, Centro 
Operativo Aids Istituto Superiore della sanità. 
5 HIV/AIDS Surveillance in Europe, EuroHIV, End-Year report 2003. 
A surveillance system for HIV infection is active from 1985 in Lazio , Friuli, provinces of Modena Trento and Bolzano   
from 1988 in Veneto, from 1998 in Piemonte , from 2000 in Puglia and from 2004 in Liguria. 
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HIV infection surveillance (new diagnosis of HIV infection) 
The system exists in some regions(in Veneto from 1998) and not at national level. All people 
resulting positive for the first time to the HIV test (anti HIV antibodies) are registered, with or 
without AIDS. Paediatric cases are not included.  
Global incidence was 6.7/100.000 inhabitants in 2003, lowest in Friuli Venezia Giulia and highest 
in Modena province (Emilia Romagna). 
In Veneto the number of new  cases was lowest in 1999 (171 cases), and has then increased over the 
last years (371 cases in 2002 and 319 in 2003).6  M/F ratio among new HIV+ cases decreased from 
3 to 2 from the beginning of the registration until 2003. 
In Veneto, among  cases of new HIV infections, the number of  IDU has decreased over time and 
the number of heterosexuals has increased in the last years (Fig.1). The relative frequency of 
heterosexuals has increased from 10% in the first years of registration to 50% in the last years and 
the proportion of  heterosexuals has started to exceed the proportion of IDU since 1996 (Fig 2).7 

 
Fig 1. Number of cases of HIV + people by risk factor (Veneto) 

 
 
 
 
 
 
 
 
 
 

                                                 
6 “Sistema di Sorveglianza Regionale HIV” Dati aggiornati al 31-12-2003, Regione del Veneto, Direzione per la 
Prevenzione- Servizio Sanità Pubblica. 
7 Id. 
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Fig.2 Proportion of HIV+ people by risk factor and year of diagnosis (Veneto) 

 
In Veneto, the mean age for men increased from 26.6 years in 1988 to 38.9 in 2003, for women 
those figures were 23.8 and 33 respectively (Fig 3). 
 

Fig 3: Mean age by year and by sex (Veneto) 

 

DATA ON STIs 
Although many STDs are submitted to mandatory notification there is a sub-notification of the 
cases and the information on incidence and prevalence is underestimated (subestimation of about 
100-150% of the cases of Syphilis and Gonorrhea).   
Since 1991, the “Istituto Superiore della Sanità” (the National Health Institute depending from the 
Ministry of Public Health) has set up a sentinel surveillance system based on the registration of all 
new STDs cases diagnosed in 47 sentinel sites in  Italy8. Most of the STDs patients are treated in 

                                                 
8 “La sorveglianza delle malattie sessualmente trasmesse e dell’infezione da HIV. Metodologia e flusso dei dati” 
Barbara Suligoi e Massimo Giuliani. Annali I.S.S. vol 36, n.4 (2000), pp.399-407 
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the “Dermatologic Clinics” depending on the National health system and generally situated in the 
most important health structures (Hospitals in main cities). 22 pathologies, based on clinical and 
laboratory definition are registered by this system. 
The most recent national data  are the following: 
STIs  (Source: I.S.S. Surveillance System Jan 2001 – June 2004)9 

Bacterial NG Vaginitis    27.0%
Condyloma                       25.8% 
Latent syphilis                   8.0% 
Syphilis I-II                       3.1%
Herpes genitale                  6.8%
Gonorrhoea                        4.2%
Chlamidia uretritis             4.0% 
Mollusco contagioso          2.7% 

 
As shown in the table, the most frequent STDs are 2nd generation STDs (Vaginitis, Condyloma) 
From 2000 to 2002 there was an increase of more than 100% of detected cases of Syphilis, almost 
among young and HIV+ people (owing to the fact that awareness along with the need for more 
HIV/AIDS prevention campaigns for young people have decreased). 
For the moment, specific epidemiological data on STDs incidence and recent trends are not 
available at regional level. The Regional Public Health Department is planning to develop a data 
collection system on HIV and STDs at regional level based on sentinel surveillance.  
 
Question 2. What is your recent knowledge about risk behaviour within the region? Can you 
identify specific target groups? Do you have any information about new developments? 
(Maximum one page). 
According to experts’ opinion, the perception of risk has decreased among young people and MSM, 
also due to lack of prevention and information targeting these groups. Some surveys have been 
carried out in Gorizia (Friuli Venezia Giulia, border region) that showed  a high percentage of oral 
and rectal gonorrhoea among MSM, and high risk behaviours like “barebacking” and “fist fucking”. 
Another study showed an increase of Chlamydia infection among young women (18-39 years old) 
who had more than 2 sexual partners and unprotected sexual intercourses. According to two surveys 
carried out in Veneto in 2000 and 2005, the percentage of MSM practicing unsafe anal sex is 27 and 
30 respectively. The last survey has also shown an increased risk of unprotected anal intercourse   
linked to stable partner and use of drugs.  
Young people and adolescents in vocational/professional schools were also identified as especially 
vulnerable because they have no chance to receive information or sexual education in these schools 
(as compared with the other highschools / liceo).10 
 
Question 3: In which areas (prevention, diagnostic, therapy) do you see important needs in your 
region and why? What will be the future tasks for the regional networking? (Maximum one 
page) 
According to experts’ opinion the most important gaps are the following: 

                                                 
9 ISS : Ufficio Stampa : Archivio Approfondimenti ISS : 30/06/2004 www.iss.it  
10 Focus group with service providers, Verona October 2005 
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• Need to improve data collection on STDs incidence and prevalence in  general and also HIV 
incidence. A new model has recently been proposed by the Regional Department of Public 
Health which is responsible for the surveillance of STDs in Veneto and should be 
implemented soon.  

• There is an absolute lack of prevention campaigns at regional level. Some very interesting 
experiences exist (e.g. prevention in secondary school in Venice-ULSS13) but are not 
generalised at regional level and there is no dissemination of these experiences across the 
region. 

• As Veneto has an increasing migrant population, there is a need to develop culturally 
sensitive prevention and improve access to prevention for the most vulnerable population 
(e.g. irregular migrants). 

• The target of adolescents has to be reached by prevention, especially the most vulnerable 
and less informed: in schools (especially vocational schools where there is no sexual 
education because there is no budget for this), working places,  also in outdoor settings, 
places where young people meet. Need to develop adapted methodology to inform young 
people in vocational schools, where there is less demand, but no information at all. 

• It seems that unprotected sex and risk behaviour are common among MSM and young 
people, partly due to the lack of information and of prevention campaigns reaching those 
groups. Strategies have to be set up in order to reach these targets. 

 



This report was produced by a contractor for Health & Consumer Protection Directorate General and represents the views of the
contractor or author. These views have not been adopted or in any way approved by the Commission and do not necessarily
represent the view of the Commission or the Directorate General for Health and Consumer Protection. The European
Commission does not guarantee the accuracy of the data included in this study, nor does it accept responsibility for any use made
thereof.


