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Background 

 

Correlation is a European network on social inclusion and health. The overall aim of Correlation is to 

tackle health inequalities, and to improve prevention, care and treatment services, targeting blood 

borne infection diseases  (BBID’s), in particular HIV/AIDS and viral hepatitis (HBV/HCV) among 

vulnerable and high risk populations (e.g. drug users, young people at risk, sex workers). The project 

works with an extensive network of grass root organisations, service providers, researchers and 

activists  throughout Eastern and Western Europe. 

Target groups are service providers, including peer educators, notably those working in drug 

services, harm reduction facilities or health services for young people at risk; policy makers, notably 

those involved in policy development on drugs and BBID. The project approaches the issue from 

different angles and with interventions, which have been identified as effective, such as 

outreach/early intervention, e-health and peer support. 

Main activities are to 

 Review models of good practice  

 Implement field testing’s  

 Develop guidance documents  

 Develop and implement training modules  

 Support and strengthen capacities of health service providers  

 Influence policy agendas by formulating evidence based policy recommendations  
An essential method of Correlation is the multi-disciplinary approach, which combines and 
bridges the gap between research, practice and policy. Correlation unites health experts 
from various professional and geographic backgrounds, including peer educators, and 
combines different approaches to improve health promotion.  

 

For more information about Correlation, please check:  http://correlation-net.org/  
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Literature review (Andrew Lawday) 

1. Men who have Sex with Men (MSM) 

Introduction  

 

High prevalence  

The HIV epidemic in Western and Central Europe is concentrated among men who have sex with 

men (MSM), and several other key populations.1 Indeed, the highest proportion of the total number 

of HIV cases in the European Union and European Economic Area are diagnosed among MSM.2 In 

Europe, MSM continue to be the population most affected by HIV, and the group at highest risk for 

HIV.3  

Resurging incidence  

Evidence indicates that the number of new HIV infections among MSM has increased over the past 

decade in high-income countries.4 In Europe, HIV cases among MSM rose by 39% between 2003 and 

2007; and in the United Kingdom, the number rose by 74% between 2000 and 2007. Moreover, rates 

of infection have increased faster among MSM than any other risk group.5  

Modes of transmission 

Sex between men represents the dominant mode of transmission in the European Union.6 Yet there 

are differences across Europe; MSM accounted for a disproportionate amount of transmissions in all 

regions in recent years, especially in the United Kingdom and in the Netherlands. Meanwhile, 

heterosexual contact was the most common route of transmission in the West and Centre of 

Europe.7 

Eastern comparison 

In contrast, HIV transmission between MSM accounts for a small share of new infections in Eastern 

Europe and Central Asia.8 In 2007, sex between men accounted for only 0.4% of newly diagnosed 

                                                           
1 UNAIDS/WHO Fact Sheet 2009: North America and Western and Central Europe 
2 European Centre for Disease Prevention and Control (ECDC); Implementing the Dublin Declaration on 
Partnership to Fight HIV/AIDS in Europe and Central Asia: 2010 progress report: summary. Stockholm: ECDC; 
2010 
3 ECDC (2009), citing ECDC/WHO Regional Office for Europe, HIV/AIDS surveillance in Europe 2007, (Stockholm: 
ECDC; 2008) 
4 UNAIDS/WHO ibid 
5 van de Laar (2009) 
6 UNAIDS/WHO ibid 
7 ECDC (2009), citing ECDC/WHO Regional Office for Europe, HIV/AIDS surveillance in Europe 2007, (Stockholm: 
ECDC; 2008) 
8 UNAIDS/WHO Fact Sheet 2009: Eastern Europe and Central Asia 
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HIV infections in Eastern Europe. Still, HIV prevalence among MSM is 5.3% in Georgia, 6% in the 

Russian Federation and 10–23% in Ukraine. 

Unprotected sex 

While unprotected sex remains the most frequent mode of transmission [in Europe], there has been 

an increase in the rate of MSM who report unprotected anal intercourse (UAI). For example, in 

London, between 1998 and 2002 there was a doubling in the percentage of MSM reporting UAI with 

a casual partner of unknown or discordant HIV status, increasing from 7% to 16%.9 Recent outbreaks 

of syphilis and gonorrhoea in several major European cities also suggest a trend for increased sexual 

risk taking among MSM. 10 While UAI remains the greatest risk factor identified for HIV transmission, 

UAI receptive to ejaculation with casual partners presents the greatest [particular/actual] risk. 

Insertive UAI and sex without ejaculation, with main or casual partners, may also transmit HIV.11 

Risk strategies 

Among some MSM, harm reduction strategies, such as strategic positioning, withdrawal before 

ejaculation, negotiated safety, and serosorting are used as imperfect means to reduce HIV 

transmission risk.12 Serostatus assortive behaviour – where partners communicate that they are of 

the same HIV status and assume transmission is not a problem – is especially used as a risk reduction 

strategy, despite limited evidence that such harm reduction strategies actually decrease the 

likelihood of seroconversion.13 Furthermore, individuals most recently infected may be the most 

infectious and least likely to know their serostatus, thus, reliance on own and partners’ serostatus is 

an unsound strategy.14 

Social discrimination 

Social discrimination, including homophobia and related stigma, is understood to be an important 

cause of vulnerability among MSM to HIV, as outlined by Ayala et al. (2010). First, studies have 

shown that MSM who experience higher levels of social discrimination are also more likely to engage 

in risky sexual behaviour, resulting in increased vulnerability to HIV. Second, social pressure often 

leads gay men to enter heterosexual marriage; yet they often maintain sexual relationships with 

male partners, resulting in unseen sexual networks, multiplying opportunities for HIV transmission. 

Third, MSM may face further social discrimination on account of additional identities as migrants, 

sex workers, drug users, or people living with HIV; these multiple stigmas exacerbate the challenges 

of disclosing risks or health status to sexual partners and health service providers. Fourth, a growing 

                                                           
9 ECDC (2009), citing Elford J, Bolding G, Sherr L; Highrisk sexual behaviour increases among London gay men 
between 1998–2001: What is the role of HIV optimism? AIDS 2002;16:15371544 
10 ECDC (2009), citing multiple sources 
11 ECDC (2009) 
12 ECDC (2009), citing Hoff CC, Faigeles B, Wolitski RJ, Purcell DW, Gomez C, Parsons JT. Sexual risk of HIV 
transmission is missed by traditional methods, of data collection. AIDS 2004;18:340342. 
13 ECDC (2009), citing Parsons JT, Schrimshaw EW, Wolitski RJ, Halkitis PN, Purcell DW, Hoff CC, et al. Sexual 
harm reduction practices of HIVseropositive gay and bisexual men: Serosorting, strategic positioning, and 
withdrawal before ejaculation. AIDS 2005;19(Suppl 1):S13S25. 
14 ECDC (2009), citing Wawer MJ, Gray RN, Sewankambo NK, et al. Rates of HIV1 transmission per coital act, by 
stage of HIV1 infection, in Rakai, Uganda. J Infect Dis 2005;191:14031409. 
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body of evidence demonstrates linkages between discrimination and poorer mental health 

outcomes among gay men, including elevated risks of risky sexual practices.  

Key sources 

The following recommendations are developed from a review these documents:  

- ECDC (2010); Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe 
and Central Asia: 2010 progress report; Summary, Stockholm: European Centre for Disease 
Prevention and Control (ECDC); 2010. 

- Ayala, G., Beck, J., Lauer, K., Reynolds, R., and Sundararaj, M. (2010) "Social Discrimination 
Against Men Who Have Sex With Men (MSM): Implications for HIV Policy and Programs,” May 
2010, The Global Forum on MSM and HIV (MSMGF), Oakland, CA, United States. 

- ECDC (2009), Effectiveness of behavioural and psychosocial HIV/STI prevention interventions for 
MSM in Europe, Technical report commissioned by the European Centre for Disease Prevention 
and Control (ECDC) from the Norwegian Knowledge Centre for the Health Services, Stockholm, 
December 2009. 

- van de Laar, M. (2009), “World Aids Day 2009 HIV surveillance and prevention in men who have 
sex with men,” Coordinator for the programme on STI, HIV/AIDS and blood-borne viruses, 
Brussels, 1 December 2009; Eurosurveillance, Volume 14, Issue 47, 26 November 2009 

- Tikkanen, R. (2007), “Knowledge-based HIV prevention intervention: Targeting men who have 
sex with men”, A summary and discussion of six international research reviews; Initiated by the 
Unit for HIV Prevention and Control of the Swedish National Board of Health and Welfare 

 

1. Legal principles   

Human rights approaches  

States/Policymakers [including at European and international level] should: 

- Adopt, where they have not done so already, these guidelines to eliminate stigma and 
discrimination targeted at gay men and other MSM:  

o International Guidelines on HIV/AIDS and Human Rights;  
o Yogyakarta Principles (Application of International Human Rights Law in Relation to 

Sexual Orientation and Gender Identity); and  
o UN Statement on Sexual Orientation and Gender Identity 

 

This global recommendation is made by Ayala et al (2010) to governments and major global health 

and development agencies. It is linked to findings that social discrimination increase vulnerability to 

HIV/AIDS.  

 

States/Policymakers [including at European and international level] should 

- Work with civil society to create an enabling environment in which victims of discrimination or 
hate crimes may freely and confidentially access legal services. 

- Provide resources to create safe spaces where gay men and other MSM, including MSM living 
with HIV, have access to social support within their communities and opportunities to receive 
support from each other, especially in contexts where psychosocial support is not readily 
available. 
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This global recommendation is made by Ayala et al (2010), and linked to the finding that gay men 

and other MSM in many countries have no recourse to justice when their rights are violated or go 

unrecognized. In order to address their individual healthcare needs, it is imperative that they are 

able to realize their rights through relevant channels that are otherwise available to the broader 

community. 

 

Other (conflicting) principles 

States/Policymakers [including at European and international level] should 

- Repeal criminalization of same-sex acts at all levels;  
- Repeal all other laws that may be used to target MSM and other sexual minorities;  
- Enact policy changes to facilitate the protection of gay men and MSM's rights and facilitate 

uptake of social and health services. These include anti-discrimination laws related to HIV 
status, sexual orientation and gender identity within all social structures. 

 

This global recommendation is made by Ayala et al (2010), who say a collaborative effort led by 

communities in partnership with global health and development bodies, human rights and legal 

institutions, and other stakeholders is necessary to identify and repeal existing and emerging 

criminal laws and other policies targeting lesbian, gay, bisexual and transgender (LGBT) 

communities.  

 

2. Policy principles   

Funding  

States/Policymakers [including at European and international level] should 

- Invest in addressing the epidemic in proportion to the disease burden among MSM (at 
national and international levels), including by adequately financing programs that help 
combat stigma, discrimination and violence against these individuals 

- Provide public funding, along with private and philanthropic donors, to LGBT and other civil 
society groups that support gay men and MSM.  

 

This global recommendation is made by Ayala et al (2010), who state that anti-stigma initiatives are 

critical to improving access to HIV-related services for MSM and enabling men to take charge of 

promoting and protecting their own good health. Given recently available data showing increased 

trends of HIV prevalence among MSM worldwide, there is significant need for investments in 

programs and initiatives to mitigate the impact of the epidemic in this population. Building capacity 

on behalf of civil society organizations to carry out this work has the added benefit of strengthening 

infrastructure that works to protect the human rights of MSM.  

 



 

H
o

o
fd

st
u

k:
 L

it
er

at
u

re
 r

ev
ie

w
 (

A
n

d
re

w
 L

aw
d

ay
) 

8 

 

Access to HIV services 

States/Policymakers [including at European and international level] should 

- Scale up efforts to reach MSM in order to meet the MDG commitment of universal access to 
HIV services 

 

This recommendation is derived from the global statement by Ayala et al (2010) that “as we reflect 

upon the 2010 goal of Universal Access to HIV prevention, treatment, care and support, there is 

striking evidence that gay men and other MSM have been left behind. Universal Access, a significant 

component of the Millennium Development Goals, cannot be achieved in reality unless social, legal 

and policy environments respect, protect and fulfil the rights of all individuals, gay men and other 

MSM.” 

 

Stigma/Discrimination 

States/Policymakers [including at European and international level] should 

- Acknowledge/understand the critical and multifaceted roles played by social discrimination 
and stigma in the spread of HIV/AIDS among MSM 

 

This recommendation is derived from global findings by Ayala et al (2010) that social discrimination 

against MSM is linked to risky sexual behaviour; that social expectations contribute to stigma, which 

is also linked to HIV transmission risks; that multiple stigmas are an HIV risk factor for MSM; and that 

discrimination may be linked to poor mental health among gay men, leading to risky sexual 

practices.  

 

Effectiveness/Best practice 

States/Policymakers [including at European and international level] should 

- direct resources towards multi-sectoral responses, based on effective models, and by engaging 
MSM  
o appropriately nuanced, multi-sectoral responses; recognizing that no one single approach 

can serve an optimal solution 
o coordinated advocacy efforts to reach multiple layers of institutional and socio-cultural 

underpinnings including attitudes and beliefs of individuals, families and communities.  
o meaningfully engage gay men and MSM, including MSM living with HIV to help maximize 

their appropriateness and efficacy. 
 

This global recommendation is made by Ayala et al (2010).  
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3. Practical principles   

Focus on key populations 

States/Policymakers [including at European and international level] should raise awareness of the 

health and social care needs of MSM among healthcare providers, by ensuring:   

- Provider education and sensitization efforts targeted at combating stigma;  
- Context-specific training programs to dispel myths and misconceptions;  
- Guidelines for health promotion and clinical care among MSM in healthcare settings;  
- Professional health care associations should review and update their codes of conduct in 

relation to sexual minorities and people infected and affected by HIV.  
 

This global recommendation is made by Ayala et al (2010), who note that MSM are typically 'hard to 

find' by health systems. This can be addressed through collaborations with local community based 

organizations with strategic outreach methods. Primary and specialized healthcare should be 

available to MSM at the primary, secondary and tertiary levels. Creating awareness of the health and 

social care needs of MSM among healthcare providers, workers and managers must be an integral 

part of health systems strengthening.  

 

Information Education and Communication 

States/Policymakers [including at European and international level] should  

- Appreciate the important role of the media and its wider impact on public opinion and public 
policy. Regional and global media should therefore be engaged in raising public awareness and 
in addressing hostile public attitudes towards gay men and other MSM.  

- Undertake strong educational strategies specifically designed to promote appropriate and 
accurate reporting of events related to discrimination, homophobia and violence must be 
developed and implemented. 

 

This global recommendation is made by Ayala et al (2010), who state that messaging strategies must 

be informed by the personal and collective experiences of MSM. Intelligent and evidence informed 

communication on MSM- and HIV-related stigma and discrimination is critical to leveraging support 

and leadership among communities, donors, politicians, and civil society actors, including human 

rights and faith based organizations.  

 

4. Prevention 

Priorities 

States/policymakers should strengthen HIV prevention among MSM by prioritizing the following:  

- Demonstrating the political leadership to respond appropriately to the continued risk of HIV 
transmission among MSM, e.g. by addressing discriminatory policies and legislation, and 
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providing appropriate and accessible services. Take urgent and determined action in response 
to reports of rising rates of HIV infection among MSM in many countries of the region.  

- Improving region-wide data collection and analysis of trends on specific risks and risk 
perception in MSM communities through development of behavioural surveillance 
programmes. 

- Ensuring data collection and programme responses recognise that MSM are a heterogeneous 
group and that some MSM are more vulnerable to HIV infection and less likely to be reached 
by HIV prevention programmes than others. 

- Reviewing the relevance of current indicators. For example, if knowledge indicators are to be 
used, they need to be more specific for MSM. Greater clarity is needed on how to measure 
coverage of HIV prevention programmes for MSM. Indicators of HIV testing and counselling 
may need to be tailored to specific policy environments. For example, it makes sense to 
enquire about testing in the last year if the aim is to test each MSM once per year. A focus on 
measuring reported condom use is highly appropriate given concerns that unprotected anal 
sex is still one of the major determinants of HIV transmission among MSM in the region. 
Disaggregated data about condom use with different types of partner and with regards to HIV 
status may be of particular value. 

 

These recommendations are made by ECDC (2010), who state: 

(i) It is well known that MSM have been particularly affected by HIV in certain countries and regions, 

including parts of Europe.  

(ii) MSM are particularly affected by HIV not only in the western part of the region, but there is also 

evidence that they are more affected than previously recognised in other parts of the region and 

that, in some countries, infection rates among MSM are continuing to rise.  

(iii) Coverage remains low in many countries and rates of unprotected anal sex remain unacceptably 

high among some MSM.  

(iv) There is also evidence from some countries that particular groups of MSM – the young, those 

outside capital cities, those who are less well educated and those who identify themselves as 

bisexual – are less likely to be reached by HIV programmes. 

 

States/policymakers should:  

- Focus their HIV response for MSM on behavioural and psychosocial prevention, with the goal 
of limiting sexual risk behaviours in the absence of vaccine/cure; 

This recommendation is derived from the principle stated by ECDC (2009) that in the absence of a 

vaccine/cure, behavioural and psychosocial prevention with the goal of limiting sexual risk 

behaviours remains central to the efforts to decrease sexual HIV/STI transmissions among MSM.  

 

States/policymakers should:  
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- Conduct a systematic review of HIV/STI prevention interventions targeted at MSM in Europe, 
in order to guide funding and research, and to update the current knowledge base about 
HIV/STI prevention efforts targeted at MSM in Europe 

This recommendation is derived from the finding by ECDC (2009) that programme planners and 

policymakers need descriptions of specific interventions and quantitative estimates of intervention 

effects to make informed decisions concerning prevention funding and research. There is a need for 

a systematic review that updates the current knowledge base about HIV/STI preventive 

interventions targeted at MSM in Europe.  

 

States/policymakers should:  

- Ensure coordination of European initiatives focusing on sexual health of MSM and prevention 
planning. 

This recommendation is derived from the finding by van de Laar (2009) that coordination of 

European initiatives focusing on sexual health of MSM and prevention planning is missing. 

 

Challenges  

States/Policy makers should:  

- Scale up HIV/STI prevention services and information to provide universal access for gay men 
and MSM 

- Raise public awareness of the role of stigma and discrimination in driving the HIV epidemic  
 

This recommendation is derived from Ayala et al (2010), who say that scaling up HIV services and 

information to a level of universal access for gay men and other MSM – and for all communities, for 

that matter – requires that each one of us not only understand the role of stigma and discrimination 

in driving the epidemic, but also that we re-position this issue as an essential pillar of the HIV 

response. The challenge before us lies in making certain that homophobia is considered as more 

than a source of illustrative anecdotes that (sometimes) provide context for making sense of 

alarming HIV prevalence rates. Only then can we hope to see the halt and eventual reversal of the 

epidemic that has marched so relentlessly forward. 

 

States/Policy makers should  

 Ensure HIV services reach all/a far greater number of MSM. Increasing reach requires 
addressing discrimination against MSM (particularly in Europe's low-middle income 
countries?) both from a public health perspective, and from a human rights perspective.   

 

This recommendation is derived from Ayala et al (2010), who find that HIV prevention services reach 

too few MSM, and bear a disproportionate burden of the epidemic. In low and middle-income 
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countries, discrimination constrains access/compromise effective health response. Discrimination 

based on sexual orientation is also a human rights violation.  

 

Barriers  

States/Policy makers should:  

 Take steps to overcome the barriers of:  
o social homophobia that makes MSM difficult to reach; and  
o healthcare homophobia that undermines policies, services and MSM health  

 

This recommendation is derived from Ayala et al (2010), who find that hostile conditions 

(homophobia) can push MSM underground, making them virtually ‘invisible’ in the epidemic and 

extremely difficult to reach with the HIV information and services they may need. Further, 

homophobia in healthcare settings can make it particularly difficult for MSM to access vital care and 

support; even healthcare workers who declare neutrality and acceptance toward homosexuality 

have been known to display homophobic attitudes when providing healthcare services, breaching 

ethics standards and compromising effective delivery of care for sexual minorities. In addition, many 

primary care providers may still lack specialized knowledge about caring for gay men and other 

MSM, including an understanding of the unique needs of this population.  

 

States/Policy makers should: 

 ensure services to MSM  
o overcome multiple stigmas;  
o never discriminate against PLWHA; and  
o enables/encourages the involvement of MSM living with HIV in (prevention) services  

 

This recommendation is derived from Ayala et al (2010), who find that multiple stigmas/layers of 

social discrimination complicate MSM access to services; besides sexual orientation, MSM may be 

stigmatized on account of additional identities as migrants, sex workers, drug users, or people living 

with HIV. Further, in many cases, stigma and discrimination pervade the very systems that deliver 

HIV treatment, care and support services. Finally, discrimination against MSM living with HIV may 

reduce their (crucial) involvement in prevention efforts  

 

Learning 

States/policymakers should 

 Identify the prevention interventions that lead to behaviour change, and thus reduce sexual 
risk-taking  
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 Identify the attributes of interventions that have the greatest impact on reducing sexual risk 
taking   

 

This recommendation is derived from ECDC (2009), who note that factors that drive magnitude of 

programmes’ effect on HIV prevention is not examined. The characteristics of interventions most 

closely associated with magnitude of effect could not be examined due to the low number of studies 

included in that systematic review. 

 

States/Policy-makers should  

- Assume that group-level interventions are more likely to be effective than individual-level 
interventions 

 

This recommendation is derived from the review by Tikkanen (2007), who finds that group-level 

interventions are particularly effective. Stratified analyses reveal that group-level interventions are 

particularly effective, probably because much of sexuality is a social construct that emerges from 

agreements that people make about the valuation and interpretation of sexual behaviour. 

Furthermore, sexuality is heavily influenced by norms that are forged and maintained by social 

interaction. Group-level intervention is thus an excellent way for people to learn about their own 

sexuality. It also provides individual participants with the opportunity to see their own experiences, 

views and ideas through the eyes of others. There is insufficient evidence to conclude that individual 

level interventions are effective. It should be borne in mind that this result is based on only one 

study that used such interventions. 

 

States/Policy-makers should  

- Assume that multi-component interventions, including individual-level interventions, are 
effective at meeting different needs  

 

This recommendation is derived from the review by Tikkanen (2007), who finds that multi-

component interventions are more effective than single-component interventions. Consideration 

should be given to the evidence-based observation made by both Ellis et al. and Herbst et al., i.e., 

that multi-component interventions are more effective than single-component interventions. 

Because such interventions meet various types of needs, they are more likely to produce favourable 

behaviour changes. Individual-level interventions have a natural place as part of comprehensive 

programmes. MSM all have different needs. Group sessions may suffice for some of them, while 

others require individual counselling with a social worker or other health professional. The finding of 

Johnson et al. that community-level interventions are as effective as small-group interventions is 

relevant in this regard. 
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States/Policy-makers should  

- Assume that multi-session or extended interventions are most likely to be effective 
 

This recommendation is derived from the review by Tikkanen (2007), who finds that multi-session 

interventions, or single-session interventions that last for at least four hours (such as a half-day 

workshop), are most effective. Furthermore, extending the time between group sessions and the 

like leads to more successful interventions. 

The research reviews disagree about what time frame is most effective. Herbst et al. argue that 

multi-session interventions, or single-session interventions that last for at least four hours (such as a 

half-day workshop), are most effective. Furthermore, extending the time between interventions (for 

example group sessions) leads to more successful interventions. Ellis et al. find insufficient evidence 

to conclude that multi-session interventions are more effective. An educated guess based on these 

conflicting findings is that the types of components in the intervention as a whole, rather than the 

number of sessions, are the decisive factor. 

 

States/Policymakers should  

- Assume that including peer educators and popular opinion leaders in prevention efforts will 
help them to succeed 

 

This recommendation is derived from the review by Tikkanen (2007), who finds that the inclusion of 

peer educators and popular opinion leaders is a successful component of HIV prevention 

intervention. The various research reviews provide some guidance with regard to specific methods. 

Ellis et al. conclude that peer educators and popular opinion leaders are successful components of 

HIV prevention intervention.  

 

States/Policymakers should  

- Assume that interventions may be more effective if they include: 
o a cognitive element;  
o skills training, e.g. using role play; and/or 
o a theoretical framework (e.g. diffusion theory, relapse prevention model) 

 

This recommendation is derived from the review by Tikkanen (2007), who finds that interventions 

containing a cognitive element generate favourable results. Skills training, such as role play, lead to 

more effective interventions. Several of the reviews suggest that interventions containing a cognitive 

element are effective. Particularly appealing to participants in the various studies was the 

opportunity to become more familiar with the way in which they viewed risk-taking and sexuality in 

different situations, as well as thinking and behaving in a manner that reduces risk. Incorporating 

some type of skills training, such as role play, into such interventions appears to further increase 
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their effectiveness. A theoretical framework, especially diffusion of innovation and model of relapse 

prevention, contributes to more effective interventions. Several of the reviews also reveal the 

importance of theoretically grounded prevention methods. Herbst et al. find that diffusion theory 

and the model of relapse prevention are particularly successful as theoretical frameworks of 

intervention.  

 

States/Policymakers should 

- Conduct further studies into the effectiveness of prevention interventions in reducing HIV 
incidence among MSM who engage in UAI. These should be done systematically, focusing 
specifically on MSM, and using clear inclusion criteria.  

 

This recommendation is derived from the finding by ECDC (2009) that suggests short term 

effectiveness of interventions in reducing MSM who engage in UAI. The results point to possible 

short term effects of interventions in terms of reductions in the proportion of MSM who engage in 

UAI. However, the majority of reviews have neither utilised a comprehensive search strategy nor 

clear inclusion criteria, and they 

have not been specific to MSM. This was the first systematic review to summarise and assess the 

effectiveness of HIV/STI prevention interventions for MSM living in Europe.  

 

5. Testing   

Learning 

States/Policymakers should: 

- Not assume that HIV counselling and testing are [always] effective prevention interventions  
- Commission evidence-based research and develop methodologies in order to develop and 

assess antibody testing as an HIV prevention intervention 
 

These recommendations are derived from the review by Tikkanen (2007), who finds that the 

effectiveness of HIV counselling and testing is unclear. The results are contradictory. Additional 

research and methodological development are needed. 

The most startling results appear in the two research reviews concerning HIV counselling and 

testing. The findings of the two reviews diverge with respect to effectiveness. Both an increase and 

decrease in the frequency of sexual risk behaviour was found following HIV counselling and testing. 

The most surprising aspects of the studies are their methodological problems and the lack of 

additional evidence-based research concerning this highly important type of intervention. 

Counselling in connection with HIV antibody testing varies in terms of both form and content, 

neither of which is the subject of a stratified analysis by either Weinhardt et al. or Wolitski et al. As 

with other HIV prevention interventions, HIV counselling and testing should presumably be 

theoretically grounded in order to be effective. A reasonable conclusion would thus be that research 
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is needed with regard to development and assessment of HIV prevention intervention in connection 

with antibody testing. 

 

6. Monitoring and evaluation   

Evaluation 

States/Policymakers at European level should:  

- Promote a substantial increase in rigorous outcome evaluations of prevention interventions, 
including HIV risk reduction activities, aimed at MSM across the region 

- Ensure these evaluations are designed and conducted so that they offer reliable conclusions, 
which may serve to inform evidence-based policies and practices 

- Invest resources to address the deficit in evaluation of sexual behaviour interventions, 
recognizing the challenges involved in trialling complex interventions for sexual behaviours 
where causal pathways of unsafe sexual behaviour are neither linear nor static, and where 
difficulties regarding implementation, recruitment, and retention must be overcome.  

 

This recommendation is derived from ECDC (2009), “the first systematic review to summarise and 

assess the effectiveness of HIV/STI prevention interventions for MSM living in Europe”. The review’s 

main finding is that, despite the maturity of the HIV epidemic, rigorous outcome evaluations of any 

form of behavioural HIV/STI intervention for MSM in Europe are far and few between. Evaluating the 

effectiveness of interventions poses significant challenges to the scientific community, but if we are 

to have evidence-based policies and practices to prevent HIV/STI among MSM in the decades to 

come, additional behavioural interventions with accompanying outcome evaluations should be 

implemented. The review also finds only a small proportion of HIV/STI prevention interventions for 

European MSM have been evaluated in such a way as to enable reliable conclusions about 

effectiveness. Among the six studies identified and included, the proportion of information from 

studies at high risk of bias was sufficient to affect the interpretation of results. Further, the review 

highlights an overall deficit in outcome evaluations of interventions aimed at reducing HIV/STI risk 

behaviour among MSM in Europe. Wright [47] has suggested that research in Europe has 

traditionally been concerned with macro-level changes in the form of legislative and structural 

policies, more so than with the results of specific interventions. (…) The lack of sexual behaviour 

interventions that have been evaluated rigorously for European MSM likely reflects the challenges 

involved in trialling complex interventions for sexual behaviours [21], where causal pathways of 

unsafe sexual behaviour are neither linear nor static, and where difficulties regarding 

implementation, recruitment, and retention must be overcome. Although solid trials require 

considerable investment and skill, the resources involved are small in comparison with the amount 

spent on unevaluated interventions and treatment [21]. 

 

States/Policymakers at European level should: 

- Substantially increase and improve the evaluation of HIV prevention interventions aimed at 
MSM across the region, so that all such intervention strategies are informed by [reliable] 
evaluations, by the following: 
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o Increase the number evaluations of prevention interventions for MSM in order to provide 
systematic conclusions about their effectiveness  

o Improve the quality of evaluations of prevention interventions for MSM in order to 
provide rigorous and comparable conclusions about their effectiveness; these should 
include controlled designs and [assess] relevant programme content.  

o Disseminate evaluation findings showing positive results in order to define ‘good practice’ 
and negative results in order to ‘learn lessons’ 

 

This recommendation is based on two principles expressed by ECDC (2009): (i) A range of 

behavioural and psychosocial interventions to reduce unprotected sex among MSM are widely used 

and will continue to be vital in the battle against HIV/STIs; therefore, it is important to find out 

whether they help, harm or are ineffective. (ii) Changing sexual risk behaviours will remain 

important until – and likely after – a widely available and affordable prophylactic vaccine is 

developed; and 

The recommendation is also derived from the ‘disheartening’ finding by ECDC (2009), that almost 30 

years into the HIV epidemic, so few behavioural HIV/STI prevention interventions have been 

rigorously evaluated for MSM in Europe. The paucity of controlled studies indicates the need for 

research in this area: more and better outcome evaluations of HIV/STI prevention interventions for 

MSM living in Europe are needed. (....) In sum, what seems clear is that the expertise of Europe as a 

whole is needed in order to develop effective HIV/STI interventions for MSM, and research needs to 

be driven by planning imperatives. Overall recommendations for future work include the importance 

of developing and evaluating behavioural HIV/STI prevention interventions for MSM using controlled 

designs and relevant programme content, as well as dissemination of evaluations showing negative 

and positive results. 

 

States/Policymakers at the European-level should: 

- Develop a greater evidence base on stigma [and its impact on the HIV epidemic among MSM], 
improving related mapping and strengthening data integration  

- Conduct a comprehensive assessment of stigma reduction interventions on a periodic basis, 
and disseminate the cumulative ‘best practices’ globally.  

- Support (along with civil society, researchers and donors) the collection of stigma-related 
data, with specific attention to how it relates to MSM, using the information to advocate for 
necessary shifts in policy and funding that more effectively target the response to the 
epidemic [regionally?] globally.  

- Aim resources at scaling up those interventions that have been proven effective on the ground 
through empirical rigor.  

- Actively collaborate in the collection and subsequent sharing of knowledge with community 
actors, civil society, social researchers, donors, and all other key stakeholders involved in 
sexual rights and HIV/AIDS policy and programming.  

 

This recommendation is made by Ayala et al (2010), who find that relatively limited measureable 

evidence currently exists at the global level about social, structural and institutional interventions 

that mitigate the impact of stigma and discrimination on gay men and other MSM. The 'People living 
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with HIV Stigma Index' is a significant development in the response to the epidemic, mapping data 

from groups of people living with HIV with the objective of better understanding the nature of 

stigma, discrimination and violence levelled against them. Monitoring change over time, the Stigma 

Index will help evaluate changing trends in relation to interventions and policies. An assessment of 

stigma reduction activities is now also included among the UNGASS Core Indicators, the reporting 

criteria required of United Nations member states in their regular evaluations of their country-level 

responses to AIDS.  

 

Research 

States/Policymakers at the European-level should:  

 Commission further research on the needs of MSM in general, and specific subgroups of MSM 
in particular, in order to provide a basis for adapting interventions  

 

This recommendation is derived from the review by Tikkanen (2007), who finds that research on the 

needs of MSM is very important and can form the basis of effective HIV prevention interventions 

adapted to specific subgroups of MSM. The meta-analysis performed by Herbst et al. finds no 

difference in intervention effectiveness with respect to age or educational level. This certainly does 

not suggest that all interventions work for every subgroup of MSM. The six international research 

reviews all stress the importance of adapting HIV prevention interventions to the particular needs of 

various MSM subgroups. Rees et al. go furthest in this discussion. They compare the needs of three 

selected subgroups with actual interventions and find that most of the needs are not being satisfied. 

It is particularly noteworthy that no needs related to the supply of health services are being met. A 

logical conclusion is that research on the needs of MSM is very important and can form the basis of 

effective HIV prevention interventions adapted to specific subgroups of MSM. 
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2. Injecting Drug Users (IDU)  
 

Introduction  

High prevalence   

The HIV epidemic in Western and Central Europe is concentrated among IDU, and several other key 

populations.15 Thus IDU populations are disproportionately affected by the HIV epidemic in the 

European Union and European Economic Area, compared with the heterosexual population, because 

of the relatively small sizes of the populations and the high prevalence of HIV in these groups.16 

Declining incidence 

The number of injecting drug users infected with HIV has dramatically declined since the beginning 

of the epidemic. In Western and Central Europe, injecting drug users represented 8% and 13%, 

respectively, of new HIV diagnoses by 2009.17 In Switzerland, where injecting drug use accounted for 

the majority of HIV infections in 

the late 1980s, in 2008 it only accounted for 4% of new cases. Similarly, injecting drug users 

represented 5% of new infections in the Netherlands. However, injecting drug use is still the 

predominant transmission mode in the Baltic countries.18 

Eastern neighbours 

Meanwhile, injecting drug use remains the primary mode of HIV transmission in nearby Eastern 

Europe and Central Asia. With increasing transmission among the sexual partners of drug users, 

many countries in the region are experiencing a transition from an epidemic concentrated among 

injecting drug users to one that is increasingly characterized by significant sexual transmission. High 

HIV prevalence among injecting drug users has been reported in Ukraine (38.5–50.3%) and the 

Russian Federation (37%).19 

Harm reduction  

The decline across the European Union may be attributed to the adoption of harm reduction 

approaches. These approaches, according to Davoli et al. (2010), are 'pragmatic', and based on 

demonstrated effectiveness despite the numerous other factors that shape policies. The harm 

reduction approach was diffused in response to public health concerns related to HIV, adopted 

quickly by new members, and may have prevented HIV epidemics among IDUs.  

                                                           
15 UNAIDS/WHO Fact Sheet 2009: North America and Western and Central Europe 
16 European Centre for Disease Prevention and Control (ECDC); Implementing the Dublin Declaration on 
Partnership to Fight HIV/AIDS in Europe and Central Asia: 2010 progress report: summary. Stockholm: ECDC; 
2010 
17 UNAIDS/WHO Fact Sheet 2009: ibid 
18 ECDC (2010) 
19 UNAIDS/WHO Fact Sheet 2009: Eastern Europe and Central Asia  
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The Council Recommendation  

The Council Recommendation of 2003 (EC 2003) urged EU Member States to set as a public health 

objective the prevention of drug dependence and the reduction of related risks (i.e. “harm 

reduction”); to make available a range of different services and facilities, particularly aiming at risk 

reduction; and to develop appropriate evaluation to increase the effectiveness and efficiency of drug 

prevention and the reduction of drug-related health risks. By 2006, researchers (van der Gouwe et 

al. 2006) found that all EU Member States had policies in place that made the prevention of drug-

related harm a public health objective, that all Member States reported that the reduction of drug-

related harm was a public health objective, and that in all Member States harm reduction was part 

of a National Drug Strategy or Drug Action Plan.  

Key sources 

The following recommendations are developed from a review these documents:  

- AIDS (2010), The Vienna Declaration: The official declaration of the XVIII International AIDS 
Conference (AIDS 2010), Vienna, Austria, July 18-23, 2010.  

- Ball, A (2010), Broadening the scope and impact of harm reduction for HIV prevention, 
treatment and care among injecting drug users; chapter in Rhodes, T. and Hedrich, D. (2010), 
Harm reduction: evidence, impacts and challenges; European Monitoring Centre for Drugs and 
Drug Addiction (EMCDDA);  

- Davoli, M., Simon, R. and Griffiths, P (2010), Current and future perspectives on harm reduction 
in the European Union, Chapter in Rhodes, T. and Hedrich, D. (2010), Harm reduction: evidence, 
impacts and challenges; European Monitoring Centre for Drugs and Drug Addiction (EMCDDA);  

- ECDC (2010); Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe 
and Central Asia: 2010 progress report; Summary, Stockholm: European Centre for Disease 
Prevention and Control (ECDC); 2010. 

- van der Gouwe, D., Gallà, M., van Gageldonk, A., Croes, E., Engelhardt, J., van Laar, M., and 
Buster, M. (2006), Prevention and reduction of health-related harm associated with drug 
dependence: An inventory of policies, evidence and practices in the EU relevant to the 
implementation of the Council Recommendation of 18 June 2003, Synthesis report, Trimbos 
Institute Netherlands Institute of Mental Health & Addiction Unit International Affairs, Utrecht 
The Netherlands] 

- European Council (2003), The Council Recommendation of 18 June 2003 on the prevention and 
reduction of health-related harm associated with drug dependence (2003/488/EC); Official 
Journal of the European Union, L 165/31 

 

1. Legal principles   

Public health and harm reduction 

1.1 States/European-level [and international-level] policymakers should:  

- Promote harm reduction/evidence-based approaches outside EU.  
 

This recommendation is derived from findings by Ball (2010). In many non-EU countries HIV 

epidemics among injectors appear to be a growing problem, the availability of services of all types is 

often limited, and considerable political and professional resistance can exist to introducing harm 
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reduction approaches, even where the evidence base is robust. In international debates and in 

funding for development programmes, Europe has supported the role of harm reduction as an 

important part of a comprehensive HIV prevention strategy. This battle is far from won. Globally the 

problem of HIV infections acquired through drug injection remains a critically important public 

health issue and one in which Europe is likely to want to remain a strong advocate for evidence-

based approaches. 

 

Undermined by drug control  

1.2 States/policymakers should (urge): 

Governments and international organisations, [recognizing their ...ethical and legal obligations to 

respond to this crisis] ... must seek to enact alternative evidence-based strategies that can 

effectively reduce the harms of drugs without creating harms of their own.  

- Undertake a transparent review of the effectiveness of current drug policies. 
- Implement and evaluate a science-based public health approach to address the individual and 

community harms stemming from illicit drug use. 
- Decriminalise drug users, scale up evidence-based drug dependence treatment options and 

abolish ineffective compulsory drug treatment centres that violate the Universal Declaration 
of Human Rights.26 

- Unequivocally endorse and scale up funding for the implementation of the comprehensive 
package of HIV interventions spelled out in the WHO, UNODC and UNAIDS Target Setting 
Guide.27 

- Meaningfully involve members of the affected community in developing, monitoring and 
implementing services and policies that affect their lives. 

 

These recommendations are made in the Vienna Declaration *AIDS 2010+, a ‘scientific statement’, 

which points to evidence that the criminalisation of illicit drug users is fuelling the HIV epidemic and 

has resulted in overwhelmingly negative health and social consequences. These include: HIV 

epidemics fuelled by the criminalisation of people who use illicit drugs; HIV outbreaks among 

incarcerated and institutionalised drug users; the undermining of public health systems when law 

enforcement drives drug users away from prevention and care services; a crisis in criminal justice 

systems as a result of record incarceration rates in a number of nations; stigma towards people who 

use illicit drugs; severe human rights violations; a massive illicit market worth an estimated annual 

value of US$320 billion; and billions of tax dollars wasted on a “War on Drugs” approach to drug 

control that does not achieve its stated objectives and, instead, directly or indirectly contributes to 

the above harms. 

 

 

2. Policy principles   

Thinking about prioritization 
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2.1 States/Policymakers should, where necessary 

- Prioritize harm reduction interventions as follows:  
o prevention by vulnerability reduction;  
o prevention by risk reduction;  
o prevention of transmission;  
o prevention of onward transmission;  
o treatment and care; and  
o mitigating HIV's impact.  

 

These recommendations are developed by Ball (2010), who also outlines a rationale for each of the 

priority harm reduction interventions. He notes that the global economic downturn, competing 

public health and development priorities, and calls for prioritisation of investments and definition of 

essential packages of interventions may be an opportunity to bring greater focus to harm reduction 

work. However, he warns that such prioritization must not compromise public health goals of 

universal access, health equity and social health protection. He adds that the priorities listed here 

reflect the nine priority interventions in the broader package defined by the World Health 

Organization (WHO), the United Nations Office on Drugs and Crime (UNODC) and the Joint United 

Nations Programme on HIV/AIDS (UNAIDS). 

 

2.2 States/policymakers should 

- Make policy prioritization decisions based on solid evidence of effectiveness where that is 
available  

- Make pragmatic policy choices where that is necessary based on evidence that interventions  
o produce no harm, and 
o offer some benefit 

 

These recommendations are made by Davoli (2010), who indicates that where a lack of robust 

evidence exists to make confident judgements, policy-makers will be forced to make pragmatic 

choices. He says they may do so on the basis of evidence that interventions are (a) not producing 

harm to those that receive them or to the wider community, and (b) are reaching their intended 

recipients, who are appearing to benefit from well-constructed measures.  

 

Scaling for coverage 

2.3 States/Policymakers should 

 Adopt a programmatic framework to take harm reduction interventions to scale. It should 
include strategies to establish supportive policy and community environments, better engage 
civil society and other partners, build robust systems for service delivery, and strengthen 
strategic information to guide responses. 

This recommendation is made by Ball (2010). He appears to make this recommendation based on 

the principle that interventions require a programmatic framework to enable implementation, and 
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to enable the overall scale of needs identified to be met. Van der Gouwe et al. (2006) note that 

Member States have adopted harm reduction policies, services and facilities as recommended by the 

Council Recommendation; however, there are still considerable differences between Member States 

at the level of implementation. 

 

Enabling good practice 

2.4 States/policymakers should  

 Ensure that the development and implementation of their policies, services and facilities is 
guided and supported by the Council Recommendation  

 

This recommendation is evolved from the finding by Davoli (2010), that the Council 

Recommendation has set a ‘benchmark for existing policies’ and thus successfully guided and 

supported policy development in [EU] member states. However, he notes it is still early to assess the 

real impact of the Council Recommendation on the Member States policies, services and facilities.      

 

3. Practical principles   

A range of services 

3.1 States and policymakers should:  

 Ensure that they make available a range of different services and facilities particularly aiming 
at risk reduction, as an integral part of their overall drug prevention and treatment policies 

 

This recommendation is made in the Council Recommendation, which emphasizes the need to offer 

a range of different services and facilities aimed at risk reduction. Similarly, Davoli et al (2010) says 

that harm reduction programmes on the ground need to move beyond single interventions (such as 

needle exchange programmes and opioid substitution treatment) delivered in isolation, to a 

comprehensive set of interventions linked in with broader health and social services. Ball (2010) 

indicates that a broader range of interventions make for a truly comprehensive response, such as 

structural interventions for reducing HIV vulnerability and social protection for affected families and 

communities.  

 

3.2 States and policymakers should  

 Seek further integration of harm reduction policy in public health/mental health, social care 
and welfare policy [to provide an integrated system of care for IDUs] 

 

This recommendation echoes the suggestion by van der Gouwe et al. (2006) that Member States 

may consider placing greater emphasis on the further integration of harm reduction in a broader 
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public (mental) health and social care and welfare policy, with the aim to provide realistic and 

sustainable exit options (from drug dependence) for drug users in the long run. They emphasize that 

the integration of harm reduction with public health including mental health and social care is of 

great importance, as an integrated system of care may provide dependent drug users with the best 

possibilities to improve their social and health situation and facilitate their reintegration in society. 

This follows the recommendation (EC 2003) that Member States should promote appropriate 

integration between health, including mental health, and social care, and specialised approaches in 

risk reduction.  

 

3.3. State/Policymakers should  

 Assume that integrated services are a more efficient and effective model for service delivery, 
and thus offers greater benefits to public health and national development 

 

This recommendation is derived from the assertion by Ball (2010) that the integration of harm 

reduction interventions into other relevant health services (such as primary health care, sexual and 

reproductive health, mental health and tuberculosis services) is a more efficient and effective model 

of service delivery. It also follows from his suggestion that to garner broad support, there is a need 

to demonstrate that harm reduction is a public good worth investing in; or that harm reduction 

programmes and services contribute to, and are part of, broader health and community systems 

that strengthen and contribute to broader health and development outcomes.  

 

Information support 

3.4 States/policymakers should  

 Ensure the provision, in combination with other services, of Information Education and 
Communication (IEC) for injecting drug users, their families and their communities 

 

This recommendation is developed from the Council Recommendation, which urges Member States, 

among other services, to (1) provide information and counselling to drug users to promote risk 

reduction and to facilitate their access to appropriate services; and (2) Inform communities and 

families and enable them to be involved in the prevention and reduction of health risks associated 

with drug dependence. It is highlighted here because it reflects suggestions that IEC be improved in 

relation to other risk groups (migrants and MSM).  

 

3.5 States/policymakers should  

 Combine IEC with distribution of sterile needles and syringes and a range of other means to 
reduce drug-related infectious diseases, e.g. condom distribution, bleach, access to HIV-testing 
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and HIV-counselling programmes (distributing information on programme locations and 
opening hours) and on injecting equipment.  

 Design IEC for specific drug users instead of for several drug using groups.  
 

These recommendations are made by Davoli et al. (2010), who find that IEC may enhance 

effectiveness of other interventions. Although it is uncertain whether merely the delivery of relevant 

information, education and communication (IEC) is effective to prevent drug-related infectious 

diseases among injecting drug users; however, the effectiveness of other harm reduction 

interventions may be enhanced by IEC. They also note that, in general, mass media campaigns are a 

universal prevention method that is expensive but largely ineffective as a harm reduction strategy. 

Techniques for enhancing motivation of drug users are prerequisites and effective, thus these should 

be part of intervention packages. 

 

4. Prevention 

A list of priorities  

4.1 States/Policymakers should  

 Aspire to the high levels of programme coverage that have already been achieved by some 
 

This recommendation is derived from evidence in many countries that HIV transmission among IDU 

can be controlled if effective services are provided on a sufficient scale to make a difference (ECDC 

2010). Key measures here include the number of needles/syringes distributed per IDU per year and 

the percentage of IDU receiving opioid substitution therapy.  

 

4.2 States and policymakers (in all EU countries) should:  

 Scale up the provision of HIV programmes for IDU to levels currently recommended by WHO6 

 Improve the rate of adoption of systematic estimation of the size of IDU populations using the 
methodology recommended by the EMCDDA. It should also include ensuring that OST is 
provided to a high proportion (at least 30–40%) of opioid-using IDU. 

 Improve the coverage and representativeness of HIV prevalence estimation studies in the 
countries of the region. 

 Access to ART and HIV voluntary counselling and testing among IDU needs to be improved, 
both in community settings and attached to addiction and other health services. 

 Ensure adequate focus on preventing sexual transmission of HIV in HIV prevention 
programmes among IDU, including by the provision of condoms and promotion of their use by 
IDU and their sexual partners 

 Replace the current composite UNGASS indicator for measuring HIV programme coverage 
among IDU with more relevant indicators such as the number of needles/syringes distributed 
per IDU; the proportion of IDU receiving OST; and the proportion of HIV-positive IDU receiving 
ART. 
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These recommendations are made by ECDC (2010). The focusing of public health on HIV prevention 

appears to stem from the recognition that HIV is among infectious diseases associated with problem 

drug use, that HIV infection is life-threatening, and that HIV generates social costs, if untreated. The 

recommendations are also related to the finding that there are multiple intervention points where 

HIV risk and harm can be reduced; however most harm reduction programmes still focus on a 

limited number of interventions, particularly those that target specific HIV risk behaviours (ECDC 

2010). They are also linked to the finding that needle and syringe exchange (with testing/counselling, 

and outreach) are probably effective in reducing the transmission of HIV.  

 

4.3 States/Policymakers should  

- Ensure that needle and syringe services are provided, along with related testing/counselling 
and outreach, [to all injecting drug users, including those in prisons    

 

This recommendation is derived from Davoli et al. (2010), who note that studies show that needle 

and syringe exchange programmes are easily applicable, safe, and they are probably effective and 

possibly also cost-effective in reducing risk behaviours and the transmission of infectious diseases. 

The specific mention of prison populations follows the finding by Davoli et al. (2010) that needle 

(and syringe) exchange programmes are probably effective in reducing needle sharing among 

injecting drug users, and the transmission of drug-related infectious diseases. HIV testing and 

counselling, may also reduce needle sharing and concomitant infections. Both experience and 

scientific evidence show that prison needle exchange programmes have a positive effect on safety in 

prison, both for staff and prisoners. 

 

5. Treatment   

Substitution, therapy, and other priorities  

5.1 States/Policymakers should:  

- Ensure that a wide variety of treatment options, including drug substitution, are provided in 
accordance with the individual needs of injecting drug users.  

 

This recommendation is made in the Council Recommendation (EC 2003), which specifies that EU 

Members should provide, in accordance with the individual needs of the drug abuser, drug-free 

treatment as well as appropriate substitution treatment supported by adequate psychosocial care 

and rehabilitation taking into account the fact that a wide variety of different treatment options 

should be provided for the drug-abuser. The recommendation also follows from van der Gouwe et 

al. (2006), who note that maintenance or substitution treatments with methadone or buprenorphine 

are effective in reducing opiate use and related risk behaviours. Both treatments are also effective in 

keeping opiate users in treatment. Effectiveness tends to increase with individually adjusted higher 

doses of these substances and when psychosocial interventions are added to these maintenance 

treatment programmes. The most direct and effective intervention to prevent overdose death 



 

H
o

o
fd

st
u

k:
 L

it
er

at
u

re
 r

ev
ie

w
 (

A
n

d
re

w
 L

aw
d

ay
) 

27 

 

among drug users is naloxone but additional actions are often needed to increase success. Other 

interventions e.g. pre-release counselling are still studied insufficiently. The establishment of 

(medically supervised) drug consumption rooms may be a potentially effective intervention for 

reducing needle sharing and drug-related deaths. Although the available evidence is still 

inconclusive, no negative findings were found. Evidence for effectiveness of medical heroin 

(co)prescription for chronic opiate users shows that this intervention has little adverse effects. It 

probably improves the health situation of drug users who do not respond to maintenance treatment 

and it possibly also reduces public nuisance. It may also increase retention to treatment rates. 

Several new studies are underway that may serve to draw more firm conclusions. 

 

5.2 States/Policymakers should:  

- Ensure HIV treatment, including antiretroviral therapy (ART), is provided with support from 
health professionals, community volunteers, or an involved family member; 

 

This recommendation is derived from Davoli et al. (2010) who notes that current treatments for HIV/ 

AIDS, hepatitis B and C and tuberculosis (…)are all effective in reducing drug-related infectious 

diseases. However, because these treatments usually take a long time and may have unpleasant side 

effects, adherence to treatment by drug users should be actively stimulated. Such treatments or 

therapies should therefore be supported by health professionals, community volunteers or an 

involved family member. The recommendation also follows from Ball (2010), who notes increasing 

evidence that people living with HIV who use drugs can achieve good outcomes with antiretroviral 

therapy (Lert and Kazatchkine, 2007).  

  

5.3 States/Policymakers should:  

- Ensure HIV treatment benefits from new developments in HIV treatment, care and support;  
 

This recommendation is derived from Ball (2010), who states that harm reduction programmes 

should benefit from new developments in HIV/AIDS treatment, care and support. He notes, for 

example, that new evidence is emerging that earlier initiation of antiretroviral therapy is associated 

with better treatment outcomes (NIAID, 2009). This has significant implications for prioritising HIV 

testing and counselling in harm reduction programmes, to ensure that the HIV status of drug users is 

determined early so that treatment initiation and prevention efforts may be optimised. The majority 

of injecting drug users in low- and middle-income countries are unaware of their HIV status.   

 

5.4 States/Policymakers should:  

- Develop effective approaches to HCV infection 
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This recommendation is made by Ball (2010), who indicates there is a need to develop effective 

approaches to HCV infection. He notes that HCV infection is found virtually universally at high 

prevalence among drug injectors across Europe.  

 

The prisoners challenge 

5.5 States/Policymakers should:  

- Ensure that substitution treatment is also provided/made available to IDUs in prison, both in 
adequate dosages and during their entire imprisonment  

 

This recommendation is made in Council Recommendation (EC 2003), which urges EU States to 

consider making available to drug abusers in prison access to services similar to those provided to 

drug abusers not in prison, in a way that does not compromise the continuous and overall efforts of 

keeping drugs out of prison. It also follows from van der Gouwe et al. (2006) who find that 

maintenance or substitution treatment may also be a feasible treatment option in prisons, provided 

that adequate dosages are distributed during the entire imprisonment period. Both methadone and 

buprenorphine are effective in reducing injecting drug use, needles sharing, and transmission of 

infectious diseases. These maintenance treatments probably also improve the health situation of 

drug using prisoners.  

 

6. Monitoring and evaluation   

Evaluating harm reduction 

6.1 States/Policymakers should:  

- Ensure that robust primary studies are conducted on the impact of harm reduction 
interventions on the incidence of HIV and HCV. These need to provide higher degree of 
certainty that they will do more good than harm.  

 

This recommendation is made by Davoli et al. (2010), who notes that, in terms of research priorities, 

methodologically robust primary studies on the impact of harm reduction interventions on the 

incidence of HIV and HCV are needed as are studies on what measures may reduce drug overdose 

deaths. … In general, future studies of interventions designed to reduce drug-related infectious 

diseases would be wise to focus on primary biological outcomes rather than behavioural ones, as 

this is a key weakness in current evidence. Where possible, randomised designs should be employed 

and compare the impact of additional or increased intensity of interventions against current or low 

level of activity. A number of studies have suggested that the impact of interventions may be 

enhanced by, or even dependent upon, providing the target population with a package of different 

services. This implies the need to research how different interventions work together to provide 

benefit. Although this approach is analogous to some standard medical research questions — the 

provision of multi-drug therapy, for example — for interventions conducted in the real world 
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settings, in which most harm reduction approaches are employed, such research questions pose real 

methodological challenges. More innovative approaches, including natural experiments, large-scale 

modelling and carefully evaluated case studies, may prove to be the way forward here. 

 

6.2 States/Policymakers should  

- Devise policies based on the probability, where hard evidence is lacking, that interventions are 
more likely to reduce harm than augment harm 

- Recognize that the absence of evidence does not necessarily justify the absence of action 
 

These recommendations are derived from Davoli et al. (2010), who raise the question of evidence 

and how it should be assessed. They emphasize that the absence of evidence does not necessarily 

justify the absence of action. ‘Values’ have to be taken into account, especially when disputes and 

uncertainty about ‘facts’ exist. In this policy field, ‘evidence’ can be a precious commodity. The 

challenge for the research community is to provide policymakers with a higher degree of certainty 

that the policies and actions they pursue are more likely to reduce rather than augment harm. 

 

6.3 States/Policymakers should  

- Not expect to evaluate the effectiveness of HIV interventions for IDU exclusively on the basis 
of randomized control trials (RCT) 

- Recognize that RCT is difficult to use for harm reduction and to apply to social policy. 
 

These recommendations are derived from Davoli et al. (2010), who note that RCT is ‘gold standard’ 

for evaluation of effectiveness. However it is not easy to use for harm reduction interventions, which 

take place in real world settings where other interventions may also be taking place, confounding 

variables are difficult to control for, and outcomes may be complex to interpret and difficult to 

measure. It is also hard to apply to social policy, where practical, methodological and ethical 

challenges exist to developing convincing RCT study designs. The number of RCT study designs in the 

harm reduction area is growing but remains limited. Not surprisingly RCTs are most commonly found 

in the treatment area, as this setting is most amenable to this kind of approach. In considering other 

areas, the evidence is largely drawn from more observational studies and ecological ones.  

 

6.4 States/Policymakers should take further steps to develop evaluation:  

- Use funding criteria to promote quality and evaluation;  
- Comply in operational terms with EMCDDA standards/key-epidemiological indicators;  
- Design evaluation schemes to inform policy;  
- Develop evaluation culture across EU, including by staff training and stakeholder participation 
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These recommendations are made by van der Gouwe et al. (2006) who find that across EU, different 

structures used for development, assessment, monitoring and evaluation of harm reduction services 

and facilities. Few States use funding criteria as an instrument to promote quality and evaluation; 

require needs assessments, and collect information about good practice. The Member States have 

adopted policies to implement the five EMCDDA key-epidemiological indicators, but in operational 

terms, not all Member States comply fully with the EMCDDA standards for these key-indicators. Only 

a limited number of Member States report examples of evaluation schemes that are designed to 

inform policy. It seems that the evaluation culture is well developed in countries in North-Western 

Europe, i.e. in Member States such as the United Kingdom, the Netherlands, Luxembourg and 

Germany. The strengthening of an evaluation culture by providing training to staff and by involving 

stakeholders in evaluation processes is still a point of attention for Member States. The 

recommendations also flow from the Council Recommendation (EC 2003), which urges Member 

States to develop appropriate evaluation to increase the effectiveness and efficiency of drug 

prevention and the reduction of drug-related health risks. These should include consideration of 

evidence/effectiveness, needs assessments, evaluation protocols, data collection/info dissemination, 

using evaluations, evaluation training, innovation, and sharing capacities/lessons.  

 

Research on innovations 

6.5 States/Policymakers should  

 Ensure that research on new HIV prevention interventions is monitored closely, and that 
appropriate innovations and adaptations are made 

 

This recommendation is derived from Ball (2010), who notes that the situation is dynamic, with new 

developments having implications for how harm reduction programmes might be structured in the 

future. He adds that little consideration has been given to the potential role within harm reduction 

programmes of new or promising biomedical technologies for the prevention of sexual transmission 

of HIV, such as male circumcision and topical microbicides. 
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3. Migrants 
 

Introduction  

Since the emergence of the HIV epidemic, migrant populations have received considerable 

recognition from the international community in the context of risk, spread, and prevention of 

HIV/AIDS. Migrants bear a heightened risk of HIV infection resulting from the condition and 

structure of the migration process. Migrants are made vulnerable to HIV by diverse cultural, social, 

policy and legal factors.   

Much has been achieved in the area of migration and HIV in Europe. EU-level political commitment 

is reflected in policy and legal instruments intended to ensure that migrants have access to 

healthcare, including HIV prevention, treatment, and care and support services. These commitments 

and actions include:  

- The Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and Central Asia (2004);  
- Report produced in 2007: The right to HIV/AIDS prevention, treatment, care and support for 

migrants and ethnic minorities in Europe: The community perspective; The Lisbon conference 
Health and migration in the EU (2007);  

- Conference - Health and Migration in the EU: Challenges for health in the age of migration 
(2007);  

- Numerous projects funded on migrants and HIV: AIDS & Mobility, TAMPEP, and Bordernet 
 

1. Legal principles    

States/policymakers must:  

- Adopt a human rights-based approach to public health, upholding the right to health as a 
fundamental human right and ensuring universal access care.   

- Ensure access to health services by vulnerable and marginalized groups, such as members of 
ethnic minorities, undocumented migrants, migrant sex workers, incarcerated migrants, migrant 
people living with HIV and migrant injecting drug users.   

- Adopt approaches that are sensitive to culture, religion and language;  
- End all harmful practices, such as deportation connected with HIV status;  
These recommendations come from general recommendations made by European AIDS Treatment 

Group (2007?). They emphasize the primary importance of human rights principles in responding to 

HIV/AIDS in Europe.  

 

States/Policymakers must 

- Develop a legal framework that provides clarity and consistency on the rights of migrants with 
respect to health, social and related issues  

- Address inconsistencies between HIV-related public health policies and immigration control 
policies 

- Recognize the manifold benefits their countries gain from migration and cease to consider 
migrants a social and economic burden 
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These recommendations are evolved from challenges cited by the European Centre for Disease 

Prevention and Control/ECDC (2009) to improve HIV services for migrants. They are concerned with 

upholding and clarifying the health rights of migrants in the context of immigration control policies.  

 

2. Policy principles 

Political leadership 

National policymakers should:  

- Establish policies on access to HIV treatment and related healthcare for undocumented and 
uninsured migrants;  

- Ensure coherency of policies of departments dealing with public health and immigration.  
These recommendations are made by ECDC (2009). They emphasize the principle that 

undocumented migrants should be covered by public health policies.  

European-level Policymakers should:  

- Establish policies on universal access to HIV treatment and related healthcare for migrants in 
Europe;  

- Establish a clear legal framework protecting migrants’ rights, including legal protection against 
discrimination;  

- Decriminalise HIV transmission;  
- Formulate clear recommendations and guidelines for all Member States on compassionate 

policies for undocumented HIV-positive migrants from countries with limited treatment access.  
- Increase the involvement of migrant communities in policy processes;  
- Sensitise policymakers on migration and HIV in Member States. 
These recommendations and suggested actions are made by ECDC (2009). They emphasize the 

human rights of migrants with regard to HIV/AIDS and related services 

 

Civil society participation 

States/National policymakers should: 

- Ensure the meaningful involvement and representation of migrant and ethnic community 
members [in policymaking or programming?] 

- Public health authorities should work in close collaboration with community representatives at 
all levels and should ensure an appropriate distribution of services and funding 

These recommendations are made by EATG (2007?). They emphasize the principle of participation.  

 

Collaboration  

States/European-level policymakers should:  

- Use EU funding to encourage joint action and collaboration;  
- Support a European-wide network of organisations and individuals working in HIV and migration.  
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- Establish a mechanism to improve sharing of resources and information about HIV-related 
services for migrants and good practice, and to facilitate access to expertise.  

- Increase cooperation with international bodies e.g. IOM.  
- Increase cooperation with countries of origin.  
- Strengthen links between professional associations, e.g. of physicians, nurses and social workers, 

migrant organisations and human rights organisations. 
These recommendations come from (?). They emphasize the principle of Europe-wide collaboration 

among practitioners.  

 

Funding 

States/policymakers [funders?] should: 

- Increase and sustain funding for NGOs and community-based organisations providing care and 
support. 

- Address the challenge of limited financial resources for HIV-related services in particular, and 
economic arguments for early testing, prevention, treatment and care interventions;  

 

European-level funders should:  

- Sustain funding for NGOs providing HIV and related services for migrant communities.  
 

Access to HIV services 

States/policymakers [healthcare policymakers] should:  

- recognize the problem of inadequate access to health services by migrant populations and 
ethnic minorities and address it at the highest political levels;  

- support universal access to prevention, treatment, care and support as a core element of health 
promotion and should avoid deportation and repression;  

- ensure universal access to health services, health authorities and workers are strongly 
encouraged to actively advocate for the adaptation of appropriate health systems (eg structural 
changes, bilingual or multilingual staff and cultural mediators)   

 

European-level policymakers should:  

- improve access to HIV services for migrants by addressing obstacles at service delivery level to 
translating EU policy commitments into practice, and administrative barriers to HIV prevention, 
treatment and care at service delivery level  

 

Stigma/Discrimination 

States/policymakers should:  

- recognize that discrimination against migrants cannot be part of a rational public health strategy 
toward HIV/AIDS prevention and treatment;  
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- recognize that denying treatment to migrants will only serve to perpetuate transmission and 
frustrate efforts toward controlling the HIV/AIDS epidemic;  

- recognize that interruptions in HIV treatment can lead to illness, development of drug 
resistance, and death 

- address the challenges of negative public attitudes towards migrants, which exacerbate 
marginalisation and exclusion 

 

European-level policymakers should:  

- improve access to HIV services for migrants in Europe by addressing social exclusion and media 
reporting, since negative attitudes towards migrants exacerbate marginalisation and exclusion 

 

Effectiveness/Best practice 

States/Policymakers should enable national service providers to:  

- Develop guidelines for good clinical practice that take account of the specific situation and needs 
of migrants and provide diversity and culture training for health professionals.   

 

European-level service providers should:  

- Provide guidance on training and clinical practice for health professionals in provision of 
culturally-sensitive prevention, treatment and care services, and for development of culturally 
appropriate materials 

 

3. Practical principles  

Focus on key populations 

States/policymakers should:  

- Ensure that strategies to address the health needs of marginalised migrant groups are integrated 
into public health strategies and action plans at local, national and international levels; 

- Recognize that an essential part of a comprehensive strategy to prevent HIV transmission among 
incarcerated migrants is the reduction of prison populations. Overcrowding in prisons is 
detrimental to health and promotes the spread of HIV infection.  

- Strengthen alternatives to detention and use immigration-related detention only as a last resort.  
- Transfer the responsibility for delivering health services in prisons and places of detention to the 

Ministry of Health, instead if the Ministries of Justice or Interior. 
 

States/policymakers should adopt approaches to social and other service provision that do not 

engage only the majority populations 

 

Engaging population affected 

States/policymakers should enable social and other service providers to:  
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- Develop partnerships with migrant and ethnic minority communities in order to promote access. 
Involvement leads to good public health 

 

European-level service providers should:  

- Encourage Member States to involve migrants in planning and delivery of interventions and 
services. 

 

Relevance/Sensitivity (cultural) 

States/policymakers should enable social and other service providers to:  

- Support culture and gender sensitive approaches which take the needs and vulnerability of 
marginalised groups into account;  

- Carry out targeted outreach work to respond to the needs of migrants and ethnic minorities 
(Peer education and cultural mediation);  

- Train, inform and sensitize their personnel to meet the specific needs of vulnerable groups and 
ensure non-discriminatory approaches. 

- Develop multilingual and culturally sensitive materials, in particular prevention information for 
new arrivals and for specific migrant sub-populations, e.g. young people, women, MSM, sex 
workers, drug users.  

- Introduce cultural mediators and translators in services.  
- Improve psychosocial and support services to improve the quality of life of migrants living with 

HIV 
 

Information Education and Communication 

States/European-level policymakers should:  

- Support [the development of] a European-wide mechanism for awareness-raising, advocacy, 
knowledge-sharing, training and information exchange concerning issues of migration and HIV  

- Support international co-operation and networking among all stakeholders to reinforce 
awareness and commitments concerning migration health issues at the national and European 
level. 

- Enable European-level service providers to strengthen EU-wide and bilateral prevention 
campaigns and interventions 

 

States/policymakers should enable service providers to:  

- Implement campaigns promoting HIV testing and clarifying the impact of test results for asylum 
seekers and undocumented migrants, and community testing services.  

- Improve information about existing services, including how they are structured and how to 
access them.  

 

Holistic/integrated services 

States/policymakers should enable the health care sector to:  
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- Emphasize holistic treatment, by addressing HIV in relation to sexual and reproductive health in 
general, and linking services, involving social workers, psychologists and community workers to 
provide holistic and comprehensive treatment.  

- Provide sufficient funding to health services, making them accessible to all, including 
undocumented migrants and incarcerated persons. 

- Involve members of migrant groups and of ethnic minorities in National AIDS committees as 
community delegates.  

- Invest resources into culturally sensitive prevention programmes, given that prevention is cost 
effective  

- Monitor and evaluate access in countries of destination as well as countries of origin, to 
guarantee continuous access to treatment and care  

 

European-level Service providers should: 

 Promote comprehensive approaches to HIV interventions and services that address wider issues, 
e.g. gender, sexual violence, trafficking and social exclusion.  

 

4. Prevention  

Priorities  

States/Policymakers concerned with HIV prevention should:  

 Maintain and expand their focus on key populations affected by HIV, e.g. injecting drug users, 
men who have sex with men, migrants from countries with generalised epidemics, and 
prisoners.  

 Ensure that policies and strategies are translated into decisive action through the 
implementation of prevention programmes, particularly those programmes focused on key 
populations. 

 Resist political pressure to divert limited prevention resources to spending on activities for 
populations at significantly lower risk of HIV infection and to ensure that spending is targeted in 
line with the epidemiology of the epidemic  

 Enable service providers to implement targeted prevention interventions that use peer 
education and outreach approaches and involve migrant communities in planning and delivery. 

 

States/European-level policymakers should: 

 Select standard definitions of categories of migrants in relation to HIV in Europe, recognizing the 
strong argument for one of these categories to be someone born in a country with a generalised 
HIV epidemic. 

 Develop and expand programmes for migrants from countries with generalised HIV epidemics. 
There is also a need to develop ways of monitoring whether these programmes are being 
delivered on a sufficient scale. 

 Ensure that programmes focused on other key populations, for example, sex workers, MSM and 
IDU, provide equitable access to services, including to those born in other countries or having a 
particular nationality or ethnicity, regardless of legal status. In some contexts, ensuring equitable 
access may require additional resources for specific services targeting migrants within these key 
populations. 

 Develop a standard set of HIV indicators for inclusion in a regional European monitoring and 
evaluation system. 
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5. Testing  

Priorities 

States/National policymakers must:  

- Ensure that all HIV testing, including testing in prisons and detention centres, is voluntary and 
accompanied by appropriate pre- and post- test counselling. Test results must be kept 
confidential.  

 

States/European-level policymakers must: 

- Increase efforts to provide accessible HIV testing services for migrants, e.g. through community 
organisations and outreach. 

 

6. Treatment  

Priorities 

States/National policymakers should:  

- Ensure comprehensive treatment and care services that take into account the social 
circumstances and needs of migrants 

 

Challenges 

States/National policymakers must:  

 Provide essential ART drugs to migrants on the same terms as to citizens;  

 Work to establish cross-border treatment mechanisms and improve continuity of care (by taking 
steps to standardize health passports across borders, coordinate treatment regimes in 
neighboring countries, create an international registry of patients, and review ART guidelines to 
ensure lack of bias against mobile populations).  

 Eliminate barriers facing refugees and other migrants officially granted access to care in 
receiving services, including through health provider education on patients’ rights.  

 

Harmful laws/practices 

States/National policymakers should:  

- Repeal of HIV-related travel laws;  
- at a minimum, reform testing practices so as to conform with basic human rights standards: 

conducting voluntary testing, obtaining informed consent, and providing adequate pre- and 
post-test counselling;  

- Ensure that policies subjecting individuals to expulsion are always coupled with protection of 
that individual's right to challenge his or her deportation through due process of law;  

- Ensure provision of adequate HIV/AIDS prevention, care, and treatment services for migrants 
and citizens alike; regardless of the country’s policies on HIV-related travel restrictions 
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- Redirect legislative priority and government resources from maintaining costly and 
discriminatory entry, stay, and residence restrictions on PLHIV, and refocus on providing 
prevention, care, and treatment programs that target and serve non-citizens and citizens 

 

Deportation 

States/National policymakers should:  

- begin or continue to provide ART drugs to individuals in detention awaiting deportation on at 
least the same basis as that offered to the general population;  

- re-examine deportation of HIV-positive individuals to countries where treatment and social 
support structures are inadequate, in accordance with international and regional law non-
refoulement prohibitions on deportation and additional complementary bases of protection; i.e. 
to avoid deportation to 'extraordinary hardship (...) amounting to a death sentence'  

- as a matter of good practice, states—in cooperation with international agencies and donors—
should attempt to make provision for continuity of treatment when deportation does take place  

 

7. Monitoring and Evaluation    

Data availability/use 

States/National and European policymakers should address these challenges: 

- Lack of standardisation: The main methodological challenge for all studies attempting to 
compare the situation of migrants within the EU, is that the term ‘migrant’ is used in different 
ways in different European countries.   

- Gaps in information: Gaps identified in available information include: (i) few anthropological 
studies on migration and health; and (ii) a lack of information about migration and HIV in the 
new EU Member States. 

- Encourage researchers and academia to include data concerning migration in epidemiological 
monitoring. Specific studies concerning migration should be conducted on a regular basis and 
harmonized between countries.  

 

Monitoring 

States/National and European policymakers should: 

- Enable the health care sector to guarantee continuous access to treatment and care,  by 
ensuring that access is monitored and evaluated in countries of destination as well as countries 
of origin. 

 

Evaluation 

States/National and European policymakers should: 

- Encourage researchers and academia to design and carry out complementary, cross-cutting 
studies by experts from different scientific fields in order to provide greater insights and to 
broaden our understanding of issues related to migrant health.  

- Encourage researchers and academia to involve advisors from minority groups into the entire 
process of their research. 
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Research 

States/National policymakers should (encourage researchers to): 

- Evaluate the impact of legal regulations on migrant health and access to HIV treatment for non-
EU migrants;  

- Improve collection and analysis of epidemiological information regarding sub-populations of 
migrants.  

- Improve the representation and involvement of migrants in the design and implementation of 
research and evaluation.  

- Conduct studies to improve understanding of risk behaviours of migrants and specific 
subpopulations, e.g. sex workers, and their information and health needs.  

- Conduct studies to improve understanding of migrant communities’ beliefs and attitudes 
(including the impact of culture, gender and religion), knowledge of available services and 
health-seeking behaviour (including factors influencing late presentation of migrants with HIV 
and treatment adherence).  

- Analyse the quality of life, coping strategies and support needs of migrants living with HIV, 
including children and young people.  

- Evaluate the effectiveness of health screening of asylum seekers.  
- Evaluate the effectiveness and impact of services and interventions aimed at migrants. 
 

European-level policymakers should encourage researchers to): 

- Establish standardised surveillance of HIV and migration in Europe to allow better comparison 
between countries;  

- Conduct studies to improve understanding of migration patterns in Europe;  
- Review the impact of EU enlargement on the HIV epidemic, e.g. the impact of increased 

migration within the EU from east to west on IDU-related prevalence;  
- Analyse the costs and benefits of providing universal access to treatment. The experience of the 

Treatment Access Expansion Project, which explored the cost-effectiveness of early access to 
HIV treatment, could be a useful starting point17. 

- Review European laws and policies related to migrants and HIV, including discrimination, 
criminalisation and deportation issues.  

- Assess what happens to undocumented HIV-positive migrants following deportation.  
- Investigate the extent to which the media contributes to stigma and discrimination and develop 

strategies to support for positive reporting.  
- Investigate in more depth the factors that hinder provision of HIV treatment to all in Europe, 

irrespective of their residence status, including policy and operational gaps.  
- Monitor access to treatment for migrants, including identifying appropriate and feasible 

indicators and reporting mechanisms.  
- Evaluate HIV prevention interventions to contribute to the development of good practice. 
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4. Sex Workers (SW)  
 

Introduction  

‘Key population’ 

Sex work is a key driver of the HIV epidemic in some parts of the world. Although the role of female 

sex workers (FSW) is variable and contested in narratives around HIV/AIDS, the World Health 

Organization (WHO) defines sex workers as one of four key populations globally for health initiatives 

with respect to HIV/AIDS.20 Some analysts assert that the global HIV epidemic is linked to gender 

inequality, female sex work and the sex industry.21  

 

Low prevalence  

Sex work does not seem to be a key driver of the HIV epidemic in Europe. In almost all countries of 

the region, HIV prevalence rates among sex workers are < 5% and some countries have formally 

decided that sex workers are no longer a priority in their national response to HIV. The fact that 

reported HIV prevalence among sex workers exceeds 1% in 14 countries is, however, of concern.22 

 

Sub-groups  

Reported data suggest that HIV prevalence is higher among specific sub-groups of sex workers, 

including sex workers who inject drugs, male and transgender sex workers, street sex workers and 

sex workers from countries with generalised HIV epidemics. For example, the Netherlands reported 

data showing that prevalence among sex workers who inject drugs and transgender sex workers was 

as high as 20% in some settings, compared with 3% or less among female sex workers who did not 

inject drugs. The United Kingdom reported data showing higher prevalence among male sex workers 

than among female sex workers, and Norway attributed the recent increase in prevalence to an 

increase of sex workers from countries with generalised epidemics.23  

 

Stigmatization 

                                                           
20 Scambler and Paoli (2008), citing WHO (2006) estimates that there are probably ‘tens of millions’ of sex 
workers worldwide, with clients ‘in the hundreds of millions’ 
21 Jyrkinen, M (2005), for example, notes that in poor countries girl-children may be sent or sold to the sex 
trade instead of schooled, and their lack of education as well as men's (continuing) subordination of women 
increase the risks of HIV-infections. In the rapid increase of HIV/AIDS among women in southern African 
countries, young women are carriers up to 60% of the infections, and HIV is often transmitted through sexual 
encounters by boyfriends and spouses, or through commercial sex encounters. In Europe, prostitution markets 
beside highways nearby borders are visited by travellers, lorry-drivers and mobile migrant workers, who 
deliver the infections further on. 
22 ECDC (2010) 
23 ECDC (2010) 
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It is widely recognized that the attributions of shame and blame ubiquitously applied with FSW 

enhance their vulnerability, impair their human rights, and impede attempts by governments, NGOs, 

and local health initiatives to contain the HIV/AIDS epidemic.24 A new dialectic has emerged 

between judgements of FSW and those with HIV/AIDS; these judgements also extend to injecting 

drug use (IDU), the consumption of other illicit and licit substances, including alcohol, and migrant or 

refugee status. The emergence of HIV/AIDS in Western societies has resurrected the association of 

FSW with STI in general and HIV/AIDS in particular.  

 

Eastern comparison 

The common overlap between sex work and injecting drug use further facilitates the spread of HIV in 

neighbouring Eastern Europe and Central Asia. In the Russian Federation, studies indicate that more 

than 30% of sex workers have injected drugs. In Ukraine, HIV prevalence among sex workers ranges 

from 13.6% to 31.0%.25 

 

Key sources 

The following recommendations are developed from a review these documents:  

- ECDC (2010), Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe 
and Central Asia: 2010 progress report: summary. (Stockholm: European Centre for Disease 
Prevention and Control; 2010) 

- TAMPEP (2009), Sex Work, Migration, Health: A report on the intersections of legislations and 
policies regarding sex work, migration and health in Europe; (Tampep International Foundation, 
Amsterdam, Netherlands, 2009) 

- Scambler, G. and Paoli, F. (2008), Health work, female sex workers and HIV/AIDS: Global and 
local dimensions of stigma and deviance as barriers to effective interventions; University College 
London, Centre for Behavioural & Social Sciences in Medicine, Social Science & Medicine 66 
(2008) 1848-1862 

- Jyrkinen, M (2005), The Organisation of Policy Meets the Commercialisation of Sex: Global 
Linkages, Policies, Technologies; (Helsingfors 2005, Swedish School of Economics and Business 
Administration) 

 

1. Legal principles   

Public health  

States/Policy makers [including at the European level] should: 

 Ensure their response to HIV and sex workers is guided [primarily] by the 
[fundamental/higher] principle/s of public health and universal access   

 Ensure public policies take into account the health, wellbeing and security of vulnerable 
groups, including sex workers; and do not exclude sex workers by treating them as a threat to 
public health and security; 

                                                           
24 Scambler and Paoli (2008) 
25 UNAIDS/WHO Fact Sheet 2009: Eastern Europe and Central Asia 
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The first recommendation above is suggested by the writer. The second recommendation is made by 

TAMPEP (2009), who note that sex workers are marginalised and discriminated against through 

social stigmatisation and (legal) exclusion; however, they are, at the same time, part of the ‘general 

population’ and have the same needs and rights as other individuals.  

 

States/Policymakers should ensure that the healthcare sector does the following: 

- Base public health services on the principles of universal accessibility. The use of all services 
must be voluntary and confidential. 

- Ensure sex workers’ access to public health services independent of their legal, insurance 
and/or occupational status. 

- Ensure immediate and comprehensive STI, HIV and AIDS treatment, care and support – 
independent of legal, insurance and/or occupational status. 

- Provide periodic sensitisation trainings on the issues of sex work and migration for the staff of 
public health care services in order to reduce stigmatisation and discrimination of sex workers. 
Ensure the inclusion of sex workers as experts in the design and implementation of such 
trainings. 

- Include cultural mediators as professionals, and as integral part of the team into the staff of 
public health care services, in recognition of the transnationality of sex work. 

 

These recommendations are made by TAMPEP (2009) 

 

Human Rights approaches 

States/Policymakers [including at European level] should: 

 Implement the ‘sex worker frame’ in sex work policies, recognizing sex work as an 
occupational activity and ensure that it is also endowed with labour and social rights 

 Separate the discourse around trafficking from the discourse on sex work, a necessary step in 
order to create an approach centred on the protection of sex workers’ rights 

 Recognise the current transnational reality of sex work 

 Include sex workers as experts with equal rights in conceptualising and implementing 
legislation and policies 

 

These recommendations are derived from TAMPEP (2009), which finds from the evaluation of the 

national legislations and policies throughout Europe regarding sex work, an alarming extent of 

criminalisation and exclusion of sex workers. The ‘sex work frame’, an approach that recognizes sex 

work as an occupational activity and ensures that it is also endowed with labour and social rights, is 

only rarely visible and – where implemented – only takes EU citizens into consideration. Migrant sex 

workers are forced into the dominant discourse on trafficking that spans all of Europe and uses the 

rhetoric of alleged victim protection to implement restrictive regulations on migration and 

prostitution. Within this context, migrant sex workers are not perceived as having any agency and 
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their rights as migrants and as workers are constantly being violated by the restrictive policies and 

practices. This includes the widespread measures that in effect prohibit street prostitution, collective 

forms of work and support client criminalisation. Separating the discourse around trafficking from 

the discourse on sex work is a necessary step in order to create an approach centred on the 

protection of sex workers’ rights. This approach must recognise the current transnational reality of 

sex work and must include sex workers as experts with equal rights in conceptualising and 

implementing legislation and policies. 

 

States/Policymakers [including at European level] should develop policies on sex work, that: 

- Acknowledge the realities of sex work in the European countries and implement inclusive 
politics that protect the human rights of sex workers, including migrant and mobile sex 
workers. Adopt a stance that actively seeks to protect the human rights of sex workers and is 
based on non-discrimination and inclusion. Abolish laws and policies that criminalise sex 
workers, in particular all punitive measures that violate sex workers’ human rights. 

- Respect and protect the human rights of sex workers, including the right to work, the right to 
free choice of employment and the right to just and favourable work conditions. 

- Sex work policies should provide empowerment and legal protection. These are core elements 
for ensuring autonomy and independence and preventing dependencies and exploitation. 

 

These recommendations are made by TAMPEP (2009).  

 

States/Policymakers [including at European level] should develop policies on migration, that: 

- Acknowledge the global reality of migration, including transnationalism in the field of sex 
work. Provide for the possibility for migrant sex workers to obtain residence and work permits 
in order to increase the autonomy and independence of migrant sex workers and to prevent 
dependencies and exploitation. 

- Respect and protect the human rights of migrant sex workers, including the rights to freedom 
of movement and residence, the right to equal protection under the law and the right to the 
highest attainable standards of physical and mental health.  

- Consider migrant and mobile sex workers as active agents of choice. 
- Ensure the participation of migrant and mobile sex workers in the design, development, 

implementation and evaluation of migration policies. 

These recommendations are made by TAMPEP (2009).  

 

Other (conflicting) principles 

States/Policymakers [including at the European level] should 

- Review the criminalization of FSW through legislation and policies across the region, and the 
increasingly repressive policies and practices that appear to be the dominant approach to FSW 
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- Ensure that policies and practices related to FSW ensure the full protection of sex workers’ 
human rights, including migrant and mobile sex workers, and assist sex workers to exercise 
greater control over their work environment 

- Ensure full access for sex workers to health prevention, treatment, care and support services 
- Ensure that policies and practices related to FSW protect the dignity and self-determination of 

FSW 
 

These recommendations are derived from TAMPEP (2009), which finds that the dominant frames 

that represent state approaches towards sex work result in a set of laws that centre around the 

exclusion of sex workers and often make legal prostitution virtually impossible. These regulations 

that focus on ‘prohibition’, ‘prevention’ (of disease, organised crime, abuse, public nuisance) and 

‘protection’ (of the public, the family, of morals and of minors) do not consider the prevention of 

human rights violations against sex workers and the protection of sex workers. These regulations 

have a seriously harmful impact on sex workers, their working and living conditions as well as their 

health and well-being.  

 

States/Policymakers [including at the European level] should  

- Clarify the distinction, in policy and practices, between sex work and trafficking in human 
beings  

- Refrain from using anti-trafficking policies as instruments to target sex workers, in particular 
migrant and mobile sex workers  

 

This recommendation is derived from TAMPEP (2009), who stress that trafficking in human beings 

and sex work are two essentially different issues and should be treated as such. Trafficking in human 

beings is a severe human rights violation while sex work is per definition an occupational activity. 

Anti-trafficking policies should not be used as instruments to target sex workers, in particular 

migrant and mobile sex workers, and curtail their rights. Instead, all measures should be based on an 

inclusive human rights framework. In addition, Scambler and Paoli (2008) note that, while trafficking 

is a pivotal cause of concern, the presumption on the part of many international bodies and national 

governments that all migrant FSW are trafficked has rightly been contested. 

 

 

2. Policy principles 

Access to HIV services 

States/Policymakers should  

- ensure that all sex workers have [full] access to public health systems (including 
undocumented, uninsured, mobile and migrant sex workers); and that sex workers are not 
assigned primarily to the NGO sector  

- develop integrative approaches/strategies to protect the rights of sex workers; and  
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- overcome the barriers of stigma and discrimination that exclude them from accessing health 
systems 

 

These recommendations are derived from TAMPEP (2009), who find great shortcomings in the 

accessibility of public health care systems in the 25 European countries included in their study, none 

of which show any integrative approaches to protecting the rights of sex workers.  Undocumented 

and/or uninsured sex workers are explicitly excluded from most of the systems. In addition, sex 

workers are implicitly excluded from the systems through stigmatisation, discriminatory attitudes 

and treatment as well as racist and sexist stereotyping and prejudice. Most of the public health 

systems rely on a person’s citizenship, legal status, residence status and/or insurance status. In turn, 

this means that there is a direct, or in some cases indirect, link to one’s employment status. In most 

of the countries, residence permits and health insurance are bound to employment relationships 

(requiring insurance). It is impossible for sex workers to provide these papers, except in the 

countries where sex work is recognised as a form of labour or where sex workers can register as self-

employed. This is, however, not the case in the majority of the countries. Because of this sex 

workers belong to a group of persons who are structurally excluded from the public health systems 

and whose health care needs (with the exception of emergency treatments) are assigned to the NGO 

sector. 

 

States/Policymakers [including at European level] should  

- Review the dominant approach to sex workers; developing an approach to sex workers based 
on recognition, decriminalization, and unrestricted legal protection for the human rights of 
migrant sex workers 

- Develop policies to overcome policy-level barriers that prevent the access of sex workers to 
public health services, including barriers related to:   

o Unrecognized or unregulated labour status 
o Non-EU citizenship 
o Victims of the trafficking equation  
o Criminalization and discrimination 

 

The first recommendation is made by TAMPEP (2009), and the second is derived from the same 

study. First, the study finds that in most of the 25 European countries in their study, sex work is not 

legally recognised or regulated as a form of labour for nationals or migrant sex workers. Therefore, 

there are hardly any regulations that refer to migrant sex workers in any of the national legislations. 

At the same time, migrant sex workers are also affected by restrictive immigration legislations 

throughout EU countries. This lack of legal protection for sex workers and the explicit exclusion of 

migrants contribute to the vulnerability of migrant sex workers. Second, in countries with legal 

regulations on sex work, migrant sex workers from EU countries and those from non-EU countries 

are treated differently. Non-EU citizens are largely excluded from the possibilities for establishing 

residence and finding legal employment within the EU. The overall trend within Europe of increased 

restrictions on new migrants, on the issuing of residence permits and the possibility of family 

reunion, heavily affect migrant sex workers. At the same time, migrant sex workers, including asylum 

seekers, who are charged with violating national laws on prostitution or local regulations on sex 
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[p35] sex work as a threat to public security also contributes to an increase in the extent of 

restrictive measures. Migrant sex workers who experience harassment, violence, discrimination or 

labour exploitation also remain unable to report their cases, because they risk police investigations 

into their own legal situation, expulsion or deportation. Third, the dominant framing of migrant sex 

workers as victims of trafficking and the frequent equation of migration for sex work and trafficking 

further increases the vulnerability of migrant sex workers. Measures that allegedly serve to combat 

trafficking are taken as a basis for restrictive prostitution policies. In particular, restrictions targeted 

at curbing the demand for trafficking have become a main priority in policy-making, which have 

brought forth various models for prosecuting clients of sex work. The only form of legal protection 

for migrant sex workers is provided within the laws to combat trafficking. Nonetheless, migrant sex 

workers who became victims of trafficking can only apply for a residence permit as victims of 

trafficking provided they stop working in the sex industry. Fourth, migrant sex workers – regardless 

of their legal status – frequently experience criminalisation and often racist discrimination. Together, 

these factors create a specific type of vulnerability that endangers the life, health and well-being of 

migrant sex workers.  

 

States/Policymakers [including at European level] should  

- Recognize and remove/eliminate the following practical barriers and their serious negative 
effects, to create accessibility to public health services for sex workers: 

o Status: linking access to public health institutions to one’s legal, residence, insurance 
and employment status 

o Anonymity: lack of options for accessing services anonymously 
o Registration: ID-ing and the practice of recording the full range of a person’s data to a 

central data base, meaning once a person is registered, information on their status is 
available to all social institutions  

o Expulsion: fear of expulsion, deportation or residence prohibition 
o Deportation: lack of protection from deportation 
o Healthcare discrimination: stigmatising attitudes and discriminatory treatment 

towards female, male and transgender (migrant) sex workers by the administrators at 
public health services 

o Trust: lack of trust in public health institutions due to sex workers’ experiences of 
exclusion and stigmatisation 

o Language/culture: language barriers and lack of services that are respectful of one’s 
culture (including information material in several languages, multicultural staff at 
public health services, cultural mediators)  

o Information: lack of access to information on public health services, the structure of 
the national health system and service providers (incl. services run by NGOs) 

o Awareness/rights: lack of knowledge of one’s own rights 
o Resources: lack of resources for public and NGO health services 
o Repression: stigmatisation, discrimination and repressive controls implemented by a 

system of mandatory health checks for sex workers 
- Implement and guarantee a holistic approach to health as a human right for sex workers, 

including for migrant and mobile sex workers.  
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These recommendations are made by, and very slightly adapted from, TAMPEP (2009). The study 

finds sex workers in Europe face practical barriers to public health services, including those referred 

to above. Between the contradictory contexts of legal status, insurance status and employment 

status, sex workers are faced with a series of barriers, which make it extremely difficult to access 

public health services.  

 

States/Policymakers [including at the European level] should 

- ensure that sex workers have [equal/equivalent] accessibility to prevention, information, 
counselling, testing and diagnostic services that are  provided anonymously and free of charge 
by both public health care institutions and NGOs 

- remove the major barriers to accessing public treatment services where fees are based on a 
person’s insurance status 

 

This recommendation is derived from TAMPEP (2009), which finds that access to HIV/AIDS testing 

and treatment for sex workers is implemented in different manners in the 25 European countries 

included in the study. The most fundamental differences are, on the one hand, the accessibility to 

prevention, information, counselling, testing and diagnostic services that are often provided 

anonymously and free of charge by both public health care institutions and NGOs. On the other 

hand, there are major barriers to accessing public treatment services whose fees are based on the 

person’s insurance status.  

 

Stigma/Discrimination 

States/Policymakers [including at the European level] should: 

- Provide sufficient resources for sex workers’ organisations and (health and social care) 
services in order to ensure the availability and accessibility of non-discriminative support 
services 

- Minimize discrimination and stigma experienced by sex workers, recognizing that these are an 
important factor in their vulnerability to HIV, and helping them to formulate positive 
strategies and tactics that avoid the pitfalls of felt stigma and deviance: 

 

The first recommendation is made by TAMPEP (2009) as a general recommendation. The second 

recommendation is derived from the finding by Scambler and Paoli (2008), citing the WHO, that the 

attributions of shame and blame ubiquitously applied with FSW enhance their vulnerability, impair 

their human rights, and impede attempts by third parties from national governments to NGOs to 

local health initiatives, to contain the HIV/AIDS epidemic. They also recognize the risk of ‘felt stigma,’ 

and find that all studies of chronic and disabling illness, again including those of HIV/AIDS, reveal 

people who formulate positive strategies and tactics that acknowledge the risks of enacted stigma 

and deviance whilst trying to avoid the pitfalls of felt stigma and deviance: these strategies and 

tactics, in our terminology, constitute their ‘projects’.  
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3. Practical principles   

Engaging populations affected  

States/Policymakers should 

- Include sex workers and sex workers’ projects as experts into all phases of policy design, 
development, implementation and evaluation that affect sex workers and their well-being.  

- Acknowledge the intersectionality of sex work, migration and health policies and their effects 
on the living and working conditions of sex workers. Adopt and implement holistic policies 
that include sex workers and protect their human rights. 

 

Both these general recommendations are made by TAMPEP (2009).  

 

4. Prevention 

Priorities 

States/Policymakers [including at the European level] should  

- Identify and work for improved prevention with those sub-groups of sex workers who may be 
at elevated risk of HIV, although sex work per se may not be a major driver of HIV 
transmission in most countries of the region. This is likely to include sex workers who also 
inject drugs, male and transgender sex workers, street sex workers, young sex workers and sex 
workers from countries with generalised HIV epidemics. 

- Ensure high coverage of programmes for sex workers, particularly those who are most 
vulnerable to HIV infection. In many countries of the region, this will include sex workers who 
inject drugs. 

- Review the relevance of current indicators to measure HIV-related knowledge among sex 
workers and to identify indicators to measure programme coverage that are appropriate to 
the regional context, including indicators that are flexible enough to take account of the 
diverse nature of sex work and sex workers. It may be worth focusing efforts on those 
indicators which countries appear to consider most relevant, such as the rate of reported 
condom use. 

 

These recommendations are made by ECDC (2010) as ‘issues that need further action’. They are 

linked to the findings that although sex workers (see Section 2.4) are seen as being particularly at 

risk of HIV infection globally, there is less evidence that this is the case in the region. For example, 

HIV prevalence rates among sex workers are relatively low in many countries (see Figure 18). 

However, this is not true of all sex workers. Some categories of sex workers have higher rates of HIV 

infection, including those who also inject drugs, male and transgender sex workers, those from 

countries with generalised epidemics and those who work on the street. Among sex workers as a 

whole, reported rates of condom use during commercial sex are relatively high and probably more 

relevant than generic measures of knowledge and programme coverage. 
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Challenges 

States/Policymakers [including at European level] should 

- Promote the personal empowerment of FSW as the best means to reduce shame and blame, 
which is an important factor of vulnerability to HIV among FSW. FSW empowerment is the 
best way to address the complex interlink between FSW, shame/blame, and HIV infection.  

- Recognize that FSW populations are surprisingly heterogeneous; that poverty and social 
inequity are important drivers of women into sex work; that political and structural barriers 
impede health-related empowerment; the importance of ‘project’ stigma and deviance; and 
the sociology of healthcare  

 

These recommendations are derived from the five *somewhat abstract+ ‘orienting themes’ that 

Scambler and Paoli (2008) say “promise both a comparative understanding of the charges of shame 

and blame ubiquitously laid at the feet of FSW in the era of HIV/ AIDS, and a social pathway to the 

accomplishment of the very personal matter of FSW empowerment.”  

  

5. Testing 

Priorities 

States/Policymakers in European countries where this is not the case should: 

- Make HIV counselling and testing services available so that they are free of charge, voluntary 
and anonymous, regardless of one’s legal or insurance status 

 

This recommendation is derived from TAMPEP (2009), who find that in most countries HIV testing 

and counselling are available free of charge, voluntary and anonymous, regardless of one’s legal or 

insurance status. [Implication is that this is not the case in some countries, but information not 

found about which do not] 

 

6. Treatment  

Challenges 

States/Policymakers [including at a European level] should:  

- Ensure that free treatment and care for HIV/AIDS is made accessible to everybody over the 
long term, regardless of one’s legal or insurance status. This includes full treatment and care 
for national citizens and asylum seekers 

- Ensure treatment and care includes access to other medical services, e.g. dental care, or social 
assistance, e.g. help in finding a place to stay, as well as adequate outreach or social support 
for these persons. 

 

This recommendation is derived from findings by TAMPEP (2009), which show how widely varied are 

approaches among European states to treatment and care of sex workers infected with HIV/AIDS. In 
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some countries, HIV/AIDS treatment is considered a long-term illness and free care is accessible to 

everybody, regardless of one’s legal or insurance status. (France, Italy, Luxembourg, Slovenia). 

Elsewhere, there are very few possibilities for undocumented persons to access HIV/AIDS treatment.  

 

7. Monitoring and evaluation  

Monitoring  

States/Policymakers should: 

- Together with sex workers and sex workers’ organisations, ensure the continued monitoring 
of policies, their implementation and outcome with respect to the full protection of sex 
workers’ human rights, including their access to public health and social care services 

 

This general recommendation is made by TAMPEP (2009).  
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Sources 

 

The Correlation Recommendations are derived from a review of the following sources:  

Overall 

ECDC (2010); Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and 
Central Asia: 2010 progress report; Summary, Stockholm: European Centre for Disease Prevention 
and Control (ECDC); 2010. 
- This report provides a brief summary of findings from a review of progress made towards 

implementing the Dublin Declaration. It is based on data from 49 countries and reflects the 
contributions of a wide range of individuals and organisations. In 2004, high level 
representatives of European and central Asian countries issued the Dublin Declaration on 
Partnership to Fight HIV/AIDS in Europe and central Asia. One of its actions called on the 
European Union and other relevant regional institutions and organisations, in partnership with 
the Joint UN Programme on HIV and AIDS (UNAIDS), to establish forums and mechanisms to 
closely monitor and evaluate the implementation of the Declaration’s actions. 

- ECDC established an advisory group, consisting mainly of country representatives, which met 
four times. A framework was developed based on thematic areas identified in the first progress 
report. A total of 38 indicators were identified for inclusion. Countries were requested to 
provide available data on these indicators using a questionnaire designed specifically for that 
purpose. Where countries had previously reported relevant data, e.g. to the European 
Monitoring Centre for Drugs and Drug Addiction (EMCDDA) or as part of the process to monitor 
the UN General Assembly Special Session (UNGASS) Declaration of Commitment, they were not 
asked to do this again. A training and orientation workshop was held at ECDC in Stockholm from 
16 to 18 June 2009. This was attended by representatives from 33 European and central Asian 
countries. Following the workshop, tailored questionnaires were sent to 55 countries. Responses 
were received from 49 countries, including from 12 countries that did not submit returns to 
UNGASS in 2008. 

 
MSM 

Ayala, G., Beck, J., Lauer, K., Reynolds, R., and Sundararaj, M. (2010) Social Discrimination Against 
Men Who Have Sex With Men (MSM): Implications for HIV Policy and Programs, May 2010, The 
Global Forum on MSM and HIV (MSMGF), Oakland, CA, United States. 
- This policy brief is an overview of social discrimination against gay men and other men who have 

sex with men (MSM) as it relates to HIV, and includes recommendations for concerted action 
and policy development. A review of literature that demonstrates the linkages between 
homophobia and vulnerability to HIV disease is presented with related examples. The 
recommendations–guided by a human rights framework–are intended for a global audience of 
advocates, researchers, service providers, public health practitioners, donors and policy makers. 
This Policy Brief is supported by the United Kingdom Department for International Development 
(DFID). The Global Forum on MSM and HIV (MSMGF) is an expanding network of AIDS 
organizations, MSM networks, and advocates committed to ensuring robust coverage of and 
equitable access to effective HIV prevention, care, treatment, and support services tailored to 
the needs of gay men and other MSM. Guided by a Steering Committee of 20 members from 17 
countries situated mainly in the Global South, and with administrative and fiscal support from 
AIDS Project Los Angeles (APLA), the MSMGF works to promote MSM health and human rights 
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worldwide through advocacy, information exchange, knowledge production, networking, and 
capacity building. 

 
ECDC (2009), Effectiveness of behavioural and psychosocial HIV/STI prevention interventions for 
MSM in Europe, Technical report commissioned by the European Centre for Disease Prevention and 
Control (ECDC) from the Norwegian Knowledge Centre for the Health Services, Stockholm, 
December 2009. 
- This is the first systematic review to summarise and assess the effectiveness of HIV/STI 

prevention interventions for MSM living in Europe. It aimed to examine the extent to which 
psychosocial and behavioural interventions reduce unprotected anal intercourse and HIV/STI 
infections, and to identify intervention characteristics associated with effectiveness as well as 
potential gaps in the evidence base. The main finding of the review is the small proportion of 
HIV/STI prevention interventions for European MSM, which have been evaluated in such a way 
as to enable reliable conclusions about effectiveness. Among the six studies identified and 
included, the proportion of information from studies at high risk of bias was sufficient to affect 
the interpretation of results. 

- Completion of the systematic literature review was in accordance with the Cochrane 
Collaboration standards [28], including a thorough search for empirical studies, screening of 
studies, extraction of data and summarisation and analysis of data. Four of the included studies 
employed a randomised controlled (RCT) design, including two cluster RCTs, and the remaining 
two included studies were controlled before-and-after studies. The risk of bias assessment 
comprised six domains: sequence generation, allocation concealment, blinding, incomplete 
outcome data, selective reporting, and other bias. We judged that there was ‘high’ or ‘unclear’ 
risk of bias in one or more of the assessed domains in all studies. 
 

van de Laar, M. (2009), World Aids Day 2009 HIV surveillance and prevention in men who have sex 
with men, Coordinator for the programme on STI, HIV/AIDS and blood-borne viruses, European 
Centre for Disease Prevention and Control (ECDC) Brussels, 1 December 2009; Eurosurveillance, 
Volume 14, Issue 47, 26 November 2009 
- Marita van de Laar, PhD, Senior Expert, Coordinator for the programme on STI, HIV/AIDS and 

blood-borne viruses, ECDC 
 
Tikkanen, R. (2007), Knowledge-based HIV prevention intervention: Targeting men who have sex 
with men, A summary and discussion of six international research reviews; Initiated by the Unit for 
HIV Prevention and Control of the Swedish National Board of Health and Welfare 
- The purpose of this report is to summarise international research reviews of effective HIV 

prevention intervention for men who have sex with men (MSM). Initiated by the Unit for HIV 
Prevention and Control of the Swedish National Board of Health and Welfare, the report 
includes a summary and discussion of the results of six international research reviews.  

- 1. A Meta-Analytic Review of HIV Behavioral Interventions for Reducing Sexual Risk Behavior of 
Men who have Sex with Men (Herbst et al. 2005)  

- 2. HIV Prevention Research for Men who have Sex with Men: A Systematic Review and Meta-
analysis (Johnson et al. 2002) 

- 3+4. Two analyses of the effects HIV testing and counselling in connection with HIV testing have 
on sexual risk behaviour (Wolitski et al. 1997; Weinhardt et al. 1999) 

- 5. HIV prevention: a review of reviews assessing the effectiveness of interventions to reduce the 
risk of sexual transmission (Ellis et al. 2003) 

- 6. HIV Health Promotion and Men who have Sex with Men (MSM): A systematic review of 
research relevant to the development and implementation of effective and appropriate 
interventions (Rees et al. 2004) 
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IDU 

AIDS (2010), The Vienna Declaration: The official declaration of the XVIII International AIDS 
Conference (AIDS 2010), Vienna, Austria, July 18-23, 2010.  
- The Vienna Declaration is a scientific statement seeking to improve community health and safety 

by calling for the incorporation of scientific evidence into illicit drug policies. Scientists, health 
practitioners and the public have been invited to endorse the document in order to bring these 
issues to the attention of governments and international agencies, and to illustrate that drug 
policy reform is a matter of urgent international significance. 

 
Ball, A (2010), Broadening the scope and impact of harm reduction for HIV prevention, treatment 
and care among injecting drug users; chapter in Rhodes, T. and Hedrich, D. (2010), Harm reduction: 
evidence, impacts and challenges; European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA);  
- Andrew Ball is Senior Strategy and Operations Advisor, Department of HIV/AIDS, World Health 

Organization, Geneva, Switzerland. He begins by stating, “Drug use is associated with multiple 
and changing health risks and harms, requiring increasingly diversified and complex responses. 
There is an emerging consensus that harm reduction programmes need to be comprehensive 
and flexible if they are to achieve significant public health outcomes. The example of HIV 
prevention, treatment and care among injecting drug users illustrates the importance of 
adopting a broader rather than a more restrictive definition of harm reduction (Ball, 2007a). 
Harm reduction programmes on the ground need to move beyond single interventions (such as 
needle exchange programmes and opioid substitution treatment) delivered in isolation, to a 
comprehensive set of interventions linked in with broader health and social services.” 

 
Davoli, M., Simon, R. and Griffiths, P (2010), Current and future perspectives on harm reduction in 
the European Union, Chapter in Rhodes, T. and Hedrich, D. (2010), Harm reduction: evidence, 
impacts and challenges; European Monitoring Centre for Drugs and Drug Addiction (EMCDDA);  
- Marina Davoli is Director of Clinical Epidemiology, Department of Epidemiology, ASL, Rome, 

Italy; Roland Simon is Deputy Scientific Coordinator and Head of Interventions, Law and Policies 
Unit, European Monitoring Centre for Drugs and Drug Addiction, Lisbon, Portugal; and Paul 
Griffiths is Scientific Coordinator and Head of Epidemiology, Crime and Markets Unit, European 
Monitoring Centre for Drugs and Drug Addiction, Lisbon, Portugal.  

- They begin by stating, “Over the last 20 years, whether as an overarching concept, or as 
shorthand for specific interventions, ‘harm reduction’ has changed the way we think about and 
respond to drug problems in Europe. Debates continue today about what sort of interventions 
legitimately fall under the heading of harm reduction, and what value they bring. However, 
measures that reduce harm, but do not specifically attempt to reduce drug use, are an 
important element in a drug strategy and harm reduction is now a largely uncontested 
component of European drug policy. Indeed, practice is ahead of political rhetoric in this respect, 
with governments sometimes being more cautious in their public pronouncements than they are 
in their actions. How Europe got to today’s pragmatic approach, where the balance is tipped to 
what can be shown to work, rather than what policymakers might wish would work, is addressed 
by many of the contributors to this monograph. It would be naive to suggest that modern drug 
policies are solely directed by a cold assessment of the scientific evidence for effectiveness. 
Many examples can be cited to demonstrate that this is not the case — for instance, the 
investment of large sums of money in anti-drug mass media campaigns where there is growing 
evidence that this approach is at best ineffective, and at worst counter-productive. Drug policies, 
like other social policies, are shaped by many factors, and Herring and colleagues’ (2010) 
statement on alcohol is true for other substances as well: ‘Evaluation and research findings are 
only one element in decisions to adapt or reject harm reduction as a legitimate goal for policy’. 
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van der Gouwe, D., Gallà, M., van Gageldonk, A., Croes, E., Engelhardt, J., van Laar, M., and Buster, 
M. (2006), Prevention and reduction of health-related harm associated with drug dependence: An 
inventory of policies, evidence and practices in the EU relevant to the implementation of the Council 
Recommendation of 18 June 2003, Synthesis report, Trimbos Institute Netherlands Institute of 
Mental Health & Addiction Unit International Affairs, Utrecht The Netherlands] 
- Following an open call for tenders, the Commission decided to enlist the services of the Trimbos 

Institute to collect and analyse the basic information a Commission report in accordance with 
the EU Action Plan on Drugs 2005-2008 and on the basis of the information submitted by the 
Member States to the Commission and the European Monitoring Centre for Drugs and Drug 
Addiction (EMCDDA). Furthermore, the Trimbos Institute was asked to provide an overview of 
the latest scientific evidence for the effectiveness of HR interventions and formulate advice for 
the follow-up of the Council Recommendation. These activities were planned in close 
collaboration with and by making use of technical support of the EMCDDA.  

- At the request of the European Commission, all EU Member States have provided information 
on the implementation of the Council Recommendation through a reporting tool (RT). Key 
information sources at the EMCDDA have been analysed and used, including National Reports 
(NR) of the Member States to the EMCDDA, and Structured Questionnaires (SQ) to the National 
Focal Points that were specifically designed to monitor the implementation of the Council 
Recommendation. The National Focal Points actively contributed to this study by verifying the 
information that was put together on their respective countries, while – to a limited extent - 
field organisations were invited to provide additional information on harm reduction services 
and facilities in their country. Apart from the assessment of the above mentioned available data 
sources, a literature review was conducted to map the currently available scientific evidence on 
the main harm reduction interventions as adopted in the Council Recommendation. In contrast 
to controlled medical research, interventions in drug demand reduction in general and in harm 
reduction in particular are often carried out in a complex social environment with many 
unknown variables that can not easily be controlled in research situations. This means that the 
evidence-base for harm reduction interventions is slowly increasing step-by-step. And although 
for many interventions the existing evidence is still insufficient, they may still appear to be 
effective in daily practice. This should be tried out and guided by preliminary outcomes in 
practical situations. A positive conclusion of this report is that - so far - no evidently ineffective 
harm reduction interventions have been found in the literature. This report uses the term 
effective when sufficient evidence is found in the literature. When evidence is available but not 
yet sufficient, the intended harm reduction intervention is considered probably effective. An 
intervention may be effective when the evidence is still insufficient. 

 

Migrants 

ECDC (2009), Migrant health: Access to HIV prevention, treatment and care for migrant populations 
in EU/EEA countries, technical report. ECDC (European Centre for Disease Prevention and Control, 
Stockholm, June 2009) 
- This report is an edited version of a longer paper written by Mr Georg Bröring, an independent 

advisor on international public health, particularly in the area of HIV and migration. The paper 
was revised and edited by Kathy Attawell, with inputs from Roger Drew, David Hales and Teymur 
Noori. An expert group — Dr Elizabeth Ioannidi-Kapolou (Greece) from the Department of 
Sociology, National School of Public Health, Athens; Ms Monica Dan (Romania) from the NGO 
ARAS; Dr Bryan Teixeira (UK) from the Naz Project, London; Mr Juan Walter (the Netherlands) 
from Project AIDS Education and Care for People from Suriname, Dutch Antilles and Aruba; and 
Mr Peter Wiessner (Germany) from the European AIDS Treatment Group and the European Civil 
Society Forum — provided advice and support, reviewed findings and commented on draft 
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reports. Other experts who gave advice and support were Dr Julia del Amo, Dr Mary Haour-
Knipe, Ms Jessica Deblonde, and Dr Ursula Karl-Trummer. 

- This report summarises the findings of a review of access to HIV prevention, treatment and care 
among migrants in the EU conducted between May and September 2008. The review was 
commissioned by the European Centre for Disease Prevention and Control (ECDC) to be part of a 
wider series of reports on migration and infectious diseases in the EU. Based on information 
gathered through a survey of respondents in the 27 EU Member States and three EEA countries 
and through a literature review, this report aims to provide an overview of the current situation 
and material for future policy, research and services aiming at improving access of migrant 
populations to HIV services. Approximately two thirds of the respondents represented non-
government organisations (NGOs’), and the remaining third were representatives from 
governmental organisations. Findings and suggested actions, therefore, do not necessarily 
represent the views of EU national governments 

- The content of this report is based on information gathered through a questionnaire, a literature 
review and web search. Due to the relatively short timeframe for the review, the number of 
questionnaire respondents was limited to one per country and the number of questions included 
was also limited. The questionnaire (see Annex 2) was completed by one respondent in each of 
the 30 participating countries — 27 EU and three EEA countries — with the exception of 
Belgium, where two respondents were selected to represent the Flemish and the Walloon parts 
of the country. National Focal Points on migration and HIV, who had participated in the EU-
funded AIDS & Mobility network, were selected as questionnaire respondents in the majority of 
countries. In countries without National Focal Points (Liechtenstein, Iceland, Bulgaria and 
Romania), respondents were identified through a review of participants in expert meetings on 
migration and HIV or through the AIDS & Mobility database.  

- The literature review and web search (see Annexes 3, 4 and 5) focused on migration and health 
in general and migration and HIV more specifically. Again, because of the relatively short 
timeframe, the review focused on material published since 2000. The literature review covered 
global publications, such as WHO, IOM and UNAIDS  documents, and publications related to the 
European region, including documents on migration and HIV published by EU-funded projects 
and networks, such as AIDS & Mobility Europe, TAMPEP and Correlation. The web search 
reviewed sites relevant to the topic, including the EU Commission, ECDC, WHO, IOM, NAM, 
UNAIDS, AIDS & Mobility, MigHealthNet, and also used more general search engines, such as 
Google Scholar, to identify related literature and resources. 

 
HRW (2009), Discrimination, Denial, and Deportation Human Rights Abuses Affecting Migrants Living 
with HIV; (report written by Katherine Wiltenburg Todrys and Joseph Amon, with the Health and 
Human Rights Division at Human Rights Watch. (Human Rights Watch, 2009, New York) 
- This report was written by Katherine Wiltenburg Todrys and Joseph Amon, both with the Health 

and Human Rights Division at Human Rights Watch. The report was reviewed by Clive Baldwin, 
Senior Legal Advisor and Iain Levine, Program Director, at Human Rights Watch. Production 
assistance was provided by Mignon Lamia, Grace Choi, Dahlia El Zein, Anna Lopriore, and Fitzroy 
Hepkins. 

- This document provides a brief overview of some of the human rights challenges that HIV-
positive migrants face and related public health consequences at every stage of the migration 
process, from restrictions on entry, stay, and residence, to official and unofficial barriers to 
accessing prevention and treatment services, to deportation and lack of continuity of treatment 
upon return to the country of origin. Despite recognition of the links between HIV and mobility 
and periodic pledges to deliver care, millions of migrants fail to obtain or maintain access to the 
HIV treatment they need and risk needless illness, drug resistance, and premature death. Only 
with concerted global effort on the part of states, international agencies, non-governmental 
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organizations (NGOs), and donors, will human rights violations against HIV-positive individuals 
be eliminated and migrants’ rights to health be fully realized. 

 
Migration and HIV/AIDS: Community Recommendations (Lisbon, Brussels 2007): 
- These recommendations are based on the European conference “The Right to HIV/AIDS 

Prevention, Treatment, Care and Support for Migrants and Ethnic Minorities in Europe: The 
Community Perspective” Lisbon, 7-8 June 2007. They were developed to be launched at the EU 
National AIDS Coordinators Meeting, “Translating Principles into Action” (12-13 October 2007, 
Lisbon, Portugal) and presented in other major events and occasions, including the Eastern 
European and Central Asian AIDS Conference (EECAAC) in 2008 in Moscow. 

- The Community Recommendations were put forward In order to support and further stimulate 
action. They summarize key issues of concern and aim to capture and convey the diverse voices 
of migrants and ethnic minorities. They embrace the expertise, knowledge and experience of 
experts from a wide range of perspectives working in the fields of HIV/AIDS, migration and 
ethnic and cultural minorities.9 The Community Recommendations are intended to provide 
relevant information to policy makers, National AIDS Coordinators and other stakeholders and to 
highlight the need for action. They will be used by organisations on national and international 
levels as guiding principles from the community perspective. 

 
Sex workers 

TAMPEP (2009), Sex Work, Migration, Health: A report on the intersections of legislations and 
policies regarding sex work, migration and health in Europe; (Tampep International Foundation, 
Amsterdam, Netherlands, 2009) 
- The aim of this European report is to provide transparency about the legislation on sex work 

throughout Europe and its impact on the human rights of sex workers, including their access to 
public health services. The report assesses legislation and policy developments on sex work, 
migration and health policies on a national and European level and includes a critical evaluation 
of the various approaches relating to the interrelated issues of sex work, migration and health.1 
The research covers 25 European countries in which the 26 partners of the pan-European 
TAMPEP network operate.2 

- TAMPEP (European Network for HIV/STI Prevention and Health Promotion among Migrant Sex 
Workers) is a network of community based service providers and sex workers’ organizations 
operating in 25 European countries. The main objective of TAMPEP is to reduce the HIV 
vulnerability of migrant and mobile sex workers through the development, exchange, promotion 
and implementation of appropriate policies and interventions across Europe. 

- The analysis that is contained in this report is based on comprehensive national assessments 
that were carried out in 2008 by the respective national partner organisations of the TAMPEP 
network. The national assessment reports assess the legal and political framing of sex work, 
migration and health in the 25 partner countries. The information contained in the national 
assessment reports was collected using a common methodological approach to ensure the 
comparability of the data. This included common guidelines for the research and a questionnaire 
that provided the structure for the assessment of the national legislation and of the policies 
relating to sex work, migration and health. 

- The national assessment reports were assembled, structured, evaluated and incorporated into 
the present European report. The European report provides an analysis of the various national 
approaches to sex work, migration and health in Europe and an overview of legislative changes 
and trends on national and European level, as well as specific recommendations for action in 
order to ensure the protection of the human rights of sex workers. 

- The report was compiled by TAMPEP within the frame of the TAMPEP 8 programme (December 
2007 - November 2009), with the financial support of the European Commission DG SANCO 
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under the programme Health and Consumer Protection (Directorate C – Public Health and Risk 
Assessment). 

 
Scambler, G. and Paoli, F. (2008), Health work, female sex workers and HIV/AIDS: Global and local 
dimensions of stigma and deviance as barriers to effective interventions; University College London, 
Centre for Behavioural & Social Sciences in Medicine, Social Science & Medicine 66 (2008) 1848-
1862 
- The authors begin by pointing out, “The role of female sex workers (FSW) in narratives around 

HIV/AIDS is variable and contested. The WHO (2006b: 105) admits this variability but defines sex 
workers as one of four key populations globally for health initiatives with respect to HIV/AIDS, 
estimating that there are probably ‘tens of millions’ of sex workers worldwide, with clients ‘in 
the hundreds of millions’. A core issue for the WHO is the vulnerability and ‘rights’ of FSW, 
another issue being the causal role they may play in HIV/AIDS transmission to wider populations. 
It is widely recognized, however, that the attributions of shame and blame ubiquitously applied 
with FSW enhance their vulnerability, impair their human rights, and impede attempts by third 
parties from national governments to (International) Non-Governmental Institutions ((I)NGOs) to 
local health initiatives, to contain the HIV/AIDS epidemic.” 

 

  


