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SOFIA

ODESABĂLȚI

City: SOFIA
Population: 1 323 637

Implementing 
partner:

Initiative for Health 
Foundation and Health 
Without Borders

HIV prevalence: (latest available)

 PWID 5,5%
SW 0%

 MSM 12,7%
New TB cases (2017) 231 

City: BĂLȚI
Population: 151 200

Implementing 
partner:

Youth for the 
Right to Live

HIV prevalence: (latest available)

 PWID 17%
SW 22,3%

 MSM 4,1%
New TB cases (2018) 73
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HIV care cascade as of 01.01.2019 HIV care cascade  as of 01.01.2019

HIV care cascade as of 01.01.2019
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ALMATY

TBILISI

ODESA

City: ALMATY
Population: 1 854 556

Implementing 
partner: AFEW Kazakhstan

HIV prevalence: (latest available)

 PWID 7,9%
SW 1,1%

 MSM 4,5%
New TB cases (2018) 829

City: TBILISI
Population: 1 113 000

Implementing 
partner: Tanadgoma

HIV prevalence: (latest available)

 PWID 1,2%
SW 1,5%

 MSM 21,5%
New TB cases (2018) 829 

City: ODESA
Population: 1 010 800

Implementing 
partner:

Youth Centre for 
Development

HIV prevalence: (latest available)

 PWID 27,5%
SW 9,5%

 MSM 12,3%
New TB cases (2018) 1514 
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HIV care cascade  as of 01.01.2019 HIV care cascade as of 01.01.2019

HIV care cascade as of 01.01.2019
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TETIANA DESHKO, 
ALLIANCE FOR 
PUBLIC HEALTH

INTRODUCTION  
AND MODEL OVERVIEW

Half the world’s population lives in cities, and it is expected that within 
the next 30 years that will increase to nearly two-thirds. People migrate 
to cities to seek better life opportunities, or safety from war and climate 
change; they want to experience facilities for joy and fun, or anonymity 
to lead the life they want. Cities have higher prevalence of HIV and TB, 
as they host key populations at risk of those diseases.

Cities thus play an increasing role in HIV and TB responses globally. 
International initiatives such as Fast-track Cities and the Paris 
Declaration by UNAIDS, Zero TB cities, Healthy cities of WHO and 
the City Health International forum are all about city leadership and 
efficiencies in health.

Eastern Europe and Central Asia (EECA) is a region severely hit by AIDS 
and TB. This is one of only two regions globally where the AIDS epidemic 
is still growing. The situation is not much better regarding tuberculosis; 
Ukraine is the world’s fifth worst MDR-TB burden country.

It is well known that the HIV/AIDS epidemic in the region is still driven 
by most affected key populations, which are concentrated in urban 
areas. Cities represent high burden areas for HIV in EECA: in Bulgaria 
35 percent of all registered PLWH are in the capital Sofia; in Georgia 34 
percent are in the capital Tbilisi, while the cities of Almaty (Kazakhstan) 
and Bălți (Moldova) account for 13 percent each of all national HIV 
cases in their respective countries.
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ON THE PROJECT

Alliance for Public Health (APH, Ukraine) together with AFEW 
International (The Netherlands), licit and Stop TB Partnership 
(Switzerland) under the technical guidance of UNAIDS EECA office 
with funding from the Global Fund to fight AIDS, TB and Malaria, have 
initiated a regional project to support city responses to HIV and TB in 
key populations in the cities of EECA.  

The project, Fast-track TB/HIV Responses for Key Populations in EECA 
Cities (EECA Fast-track Cities), was implemented throughout 2017–
2019 in order to develop efficient and sustainable city models of HIV/TB 
responses that would reduce AIDS and TB mortalities in the project cities 
and increase the allocation of city funding to HIV/TB interventions for 
key populations. Support for the models has been provided from Bern 
and Amsterdam, the project’s partnering cities, whose municipalities 
and civil society have committed to share experience and support their 
peers from EECA.

Five cities were selected for the project based on disease burden, the 
ability and commitment of municipalities to release resources (financial 
or in-kind), and the feasibility of effective implementation of the pilot 
project. They are: Almaty (Kazakhstan), Bălți (Moldova), Odesa (Ukraine), 
Sofia (Bulgaria) and Tbilisi (Georgia). The project also provided some 
technical and financial support for interventions in other cities in the 
five countries, such as a safe injection room in Sumy (Ukraine).

In each city a partner civil society organization coordinated activities: 
Initiative for Health Foundation and Health Without Borders in Sofia 
(Bulgaria); the Centre for Information and Counselling on Reproductive 
Health ‘Tanadgoma’ in Tbilisi (Georgia); AFEW Kazakhstan in Almaty 
(Kazakhstan); the Youth for the Right to Live in Bălți (Moldova), and the 
Youth Centre for Development in Odesa (Ukraine).

Importantly, regional key populations networks — the Eurasian Network 
of People who Use Drugs, the Eurasian Coalition on Male Health, the 
South Caucasus Network and Sex Workers’ Rights Advocacy Network —  
were engaged to prioritize involvement of key groups in the project 
both on regional and city levels.
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The project conducted strategic operational research to inform EECA 
city models to improve outpatient tuberculosis treatment (Odesa, 
Ukraine), collaborative HIV/TB interventions (Bălți, Moldova), and 
increased uptake of antiretroviral therapy by key populations based 
on a case management model (Almaty, Kazakhstan).

Project activities included city situation assessments; establishing City 
Task Forces (or strengthening existing City Coordinating Councils); 
developing City Improvement Plans; advocating and approving city 
budgets; establishing funding allocation mechanisms for NGOs; 
exchange with Western European peers, and advocacy on local 
resource allocation.

As a result of the project, we have arrived at a city model that brings 
significant improvements in the HIV/TB situation and helps sustain the 
response through municipal resources.

THE MODEL THE PROJECT DEVELOPED

Our paths have varied from city to city, and we tried to be very 
specific and responsive to local contexts. At the same time, we 
established a clear framework for activities in each city. There are 
five components of the model.

Coordination. Cities must have effective mechanisms for coordination, 
which ensure that key populations — for whom services should be 
designed — and NGOs have direct access to officials so that they can 
deliver on the health of communities with accessible and relevant 
responses. All partners should work together to create the necessary 

PICTURE: ‘FAST-TRACK 
TB/HIV RESPONSES FOR 

KEY POPULATIONS IN 
EECA CITIES’ PROJECT 

LAUNCH MEETING. KYIV, 
MARCH 2017
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environment for services operations for key populations, making sure 
they do not have barriers to accessing services. In our case, working 
on human rights-related barriers to access was very important for 
communities of people who use drugs, sex workers and men having 
sex with men.

Key Populations (KPs). The model focuses on those populations most 
affected by HIV and TB in the city. It is critically important to put them 
at the cornerstone of the approach. Some interventions are politically 
significant, to demonstrate that KPs are at the heart of municipal 
efforts. For example, opening a safe injection room, distributing free 
syringes in pharmacies or providing substitution therapy is a clear 
message of acceptance of drug use in the community and a pragmatic 
effort to reduce adverse harms that sometimes accompany drug 
use. Other interventions are to do with building community capacity 
so that KPs may take an active role in planning and implementing 
services. Our conclusion is that we should put those most affected by 
the diseases at the centre and establish access, systems and support 
around their needs.

Fast-track services. Good and comprehensive services should be 
evidence-based and introduced with efficient collaboration across 
sectors. Existing services can be fast-tracked to make sure they are 
speedy, cost-effective and result-oriented to maximize investment 
and impact.

Policies. Working with the highest city officials and maintaining working 
contact with municipalities is clearly a key to success. International 
mechanisms are a great help — the Paris Declaration, Zero TB cities — 
and come in time with an infrastructure to engage mayors. The ultimate 
sustainability step that the city should take is to develop a programme 
to end HIV and TB using global 90-90-90 targets and supported with 
city funding, including mechanisms to fund NGOs.

Exchange. City health diplomacy is not a new concept; city leaders have 
made their story on promoting health globally. Innovation, exchange 
and inspiration are among galvanizing forces behind city movements 
to end HIV and TB. In the project we facilitated horizontal exchange 
between the cities, as well as learning from more developed and better 
resourced Western European counterparts, Bern and Amsterdam. 
This has proved to work well thanks to peer trust between mayors, as 
well as a feeling of more independence and significance from cities as 
they stepped into international roles.
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OUTCOMES OF THE PROJECT

The project achieved significant outcomes on funding and HIV/TB 
health profiles. During the lifetime of the project and thanks to its 
efforts over 3.8 million USD were additionally allocated for HIV and TB 
programmes in the project cities.

The leadership role in funding allocation was taken by Odesa, thanks to 
municipal commitment and engagement paired with decentralization 
reform in Ukraine which has channelled more funding to cities. Efforts 
in Sofia and Tbilisi were less successful, partly due to the political 
obstacles of working in capital cities and a smaller engagement in 
HIV and TB responses; in these two cities we did not do operational 
research. It was clearly more difficult to work in an EU capital, which 
was the most formalized and over-regulated. In Georgia healthcare is 
more centralized, therefore the city did not have the authority to make 
financial decisions and allocations. However, we managed to achieve a 
financial result in all five cities.

We also see significant outcomes related to HIV and TB in the project 
cities. In the cities that conducted operational research we saw strong 
developments in both HIV and TB outcomes. The primary indicator we 
looked at was related to HIV and TB mortality, which reduced across 
the project cities (see figure 1).

Below is a summary of project achievements in those cities that 
focused on HIV and TB services: Odesa, Bălți and Almaty.

In Odesa thanks to the project:

	 775 TB patients were enrolled into a new pilot model 
of DOTS (directly observed treatment short-course) in 
primary healthcare, with remuneration based on results 
established by the project (for comparison, some 
1300 new TB cases are detected in Odesa annually). 
Thanks to this, susceptible TB treatment success within 
the project group was at the level of 90%, improving 
the result in the city as a whole: in the city of Odesa 
susceptible TB treatment success increased from 53% 
in 2016 before our pilot intervention to 71% in 2019 
after 2 years of the pilot.

	 the city started to control and improve its HIV care 
cascade to become the best performer in the country 
for this indicator: compared with 2016, ART coverage in 
the city in 2019 rose by 72%, adding almost 2800 new 
PLWH in treatment over two years.
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In Bălți the project:

	 managed to significantly improve HIV case-finding in 
the city, thanks to utilization of optimized case-finding 
methodology developed by APH. Between October 
2018 — August 2019 78 new HIV cases were detected 
compared to only 36 new HIV cases in Bălți overall  
in 2018. 

	 developed and piloted HIV/TB optimised case-finding 
for the first time, therefore working on networks of 
both HIV and TB new cases.

In Almaty the project:

	 changed the national approach to HIV testing by piloting 
outreach lay provider-initiated oral testing for HIV and 
self-testing. A total of 6000 tests were performed 
between April 2018— October 2019 and 145 new HIV 
cases were found; this informed the new HIV protocol 
which mentions HIV self-testing and outreach-based 
testing by lay providers.

	 Thanks to case management intervention initiated by 
APH, 538 new HIV cases and cases lost to follow-up  were 
linked to care starting from April 2018, bringing Almaty 
closer to reaching 90-90-90 goals (by comparison, an 
average 470 new HIV cases were detected annually in 
Almaty over the last few years; this year thanks to the 
project ART linkage dynamics doubled).

FIGURE 1: HIV AND TB 
MORTALITY IN THREE 
PROJECT CITIES  
2016–2018  
(TOTAL NUMBERS)  
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 	 Susceptible TB 
treatment success 
within the project 
group was 90%, 
improving the result  
in Odesa as a whole

 	 78 new HIV cases were 
detected in Bălți

 	 A new HIV protocol 
in Almaty includes 
HIV self-testing and 
outreach-based testing 
by lay providers
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CONTENT OF THIS 
PUBLICATION

The content of this publication follows the above city improvement 
model logic and is filled with real examples from the cities in the project.

Chapter one explains mechanisms to better coordinate responses 
at city level among all parties and sectors, and to make sure KPs can 
access services by encouraging a more favourable human rights 
context.

Chapter two focuses on the communities most affected by HIV and 
TB, in our case people who inject drugs (PWID), sex workers (SW) 
and men who have sex with men (MSM). Based on international 
experience, it explains a model of social change rooted in 
inclusive approaches to vulnerable communities. It explores some 
mechanisms established in the project to reach out and improve 
linkage with KPs, and build their capacity to play a central role in 
designing and implementing interventions.

In Chapter 3 we present concrete examples of how existing city 
services can be improved to fast-track responses to HIV and TB. 
The project conducted operative research, piloting some innovative 
ways to streamline testing and treatment services and increase 
their coverage.  

In chapter 4 we focus on international frameworks for work with city 
authorities, and specifically the steps that can be taken by mayors, 
councillors and city health services to improve and sustain HIV/TB 
responses and ensure municipal funding.  

Lastly, chapter 5 focuses on the growing international role of the 
cities, and exchange which facilitates innovation, development and 
results.
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CHAPTER 1
COORDINATION, INTEGRATION 
AND ENABLING ENVIRONMENT

To achieve success, city HIV and TB responses need to be coordinated 
across sectors and organisations. Key populations and NGOs/CBOs 
must have a direct input into service design and delivery, enabled 
through established communication channels with city officials and 
policy makers. Meanwhile, wider human-rights related barriers must be 
tackled, as it is often social and institutional discrimination and rights 
violations that reinforce vulnerability and deter KPs from using services.

This chapter examines experience of creating the necessary 
environment and coordination for improved service provision in cities. 
The EECA Fast-track Cities project achieved the establishment of HIV/
TB coordinating bodies in all five project cities. City networks of KPs 
developed and were involved in city-level coordination, supported by 
regional networks. These networks and initiative groups were well-
placed to monitor human-rights related barriers to services, and 
developed some innovative and effective mechanisms to reduce 
discrimination and rights violations which we examine in section 1.2.1

Several trends and initiatives have developed to facilitate formation 
of a city where there is access to affordable and good quality health 
care for all, including key populations at risk of HIV, TB and viral 
hepatitis. Important aspects of this process include decentralisation 
and coordination.  

1	 AFEW International (Netherlands) has over 17 years experience in the Eastern Europe 
and Central Asia region. AFEW is dedicated to improving the health of key populations 
in society and strives to promote health and increase access to prevention, treatment 
and care for major public health concerns such as HIV, TB, viral hepatitis, and sexual 
and reproductive health. http://afew.org

1.1	 COORDINATION OF HIV/TB PREVENTION, 
TREATMENT AND CARE FOR KEY 	
POPULATIONS AT CITY LEVEL

ANKE VAN DAM 
AND JUDITH 
KREUKELS, AFEW 
INTERNATIONAL1
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Cities are closer than central government to the local community. 
This means that they can provide services more effectively, with less 
bureaucracy and expense. Decentralization to city level means that 
cities develop policies that best fit their needs and local context, and 
administer their own budget. It allows for a structure of collaboration 
with local institutions, agencies and civil society organisations with 
short(er) communication lines, enabling better, convenient and easy 
access to services.

The failure of states to provide public services has resulted in an 
increased role for civil society. Civil society can influence individual 
behaviour and institutions to improve prevention, treatment and care 
for HIV, TB and viral hepatitis. 

NGOs/CBOs can:

	lead grass-roots mobilization and advocate for  
access to health services and quality of care;

	support the wide dissemination of information  
on prevention of HIV and TB;

	form networks and action groups to promote the 
availability of health services and affordable medicines;

	advocate and support health promotion  
and health education campaigns;

	monitor and work with other stakeholders  
in the public and private sector;

	contribute to putting knowledge and evidence  
into practice.

Decentralisation processes can facilitate and embed NGO involvement 
in provision of social services, for example through social contracting 
mechanisms (see chapter 4) whereby state structures contract 
(finance) non-state actors to deliver health care and support or 
prevention services.       
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POLICE-MUNICIPALITY-CIVIL SOCIETY 
COORDINATION REDUCES CRIME  
IN AMSTERDAM   
Due to an increase in the number of serious offences committed in Amsterdam in 2012, 
the mayor of Amsterdam and the chief police officer and commissioner introduced the 
Top600 Approach, directed at 600 top repeat offenders. The method aims to: 

1) 	 reduce the number of high impact crimes;

2) 	 improve the personal prospects of the Top600 offenders 
(and their direct environment);

3) 	 prevent future influx of offenders’ siblings to become offenders.2 
(Offenders are those who have been arrested for a high impact offence, 
such as (street) robberies, violent crimes and assaults, within the last 
five years, and have been convicted of a minimum three offences).

An offender usually has a complex background with multiple problems, from debt to 
housing and healthcare problems. Offenders therefore deal with multiple organisations 
such as youth care, the probation service, debt assistance and the Public Prosecutor’s 
Office. The Top600 Approach involves more than 40 organisations in Amsterdam 
working with offenders. The idea is to coordinate and link these organisations. The 
Action Centre for Safety and Health is responsible for overall coordination.

Offenders on the Top600 List are appointed a ‘director’ who creates a care and 
punishment plan. The director brings together the organisations with which the offender 
is in contact. Offenders are offered help to get their lives back on track. Moreover, 
families of offenders are visited and involved. Associated penalties, measures and 
interventions are carried out quickly and consistently, so that the group of 600 feel 
that they are put under control.

Central coordination on three levels between municipality and police further 
complements the Top600 Approach. The mayor of Amsterdam is the overall 
administrative coordinator and chairman of the Safety and Health Steering Committee. 
At the official level a programme manager directs implementation together with the 
programme team, who represent the core partners involved. An additional 80 or 
more case managers represent about 15 organisations. The director’s responsibility 
continues even when the task of her organisation is over,  only ending when an 
offender is taken off the Top600 list.3

In 2017, an evaluation concluded that offences decreased in Amsterdam by 48% 
compared to 2016.4 This number equals the annual decline as of 2012. At regional and 
national level a decline in criminal offences can also be observed, but this downward 
trend is stronger in the Top600 Approach.

In 2014, the municipal agreement planned to extend the approach to 1000, and made 
funding available to create an additional Top400 approach. For the Top400, a complex 
set of criteria was used to combine the criminal behaviour of young people with care 
signals to get a picture of a younger group. This allows the government to identify a 
group of young offenders at an earlier stage and prevent an influx in the Top 600.

2	 http://www.leoverhoef.nl/dossiers/amsterdam/jaarrekeningen/amsterdam.2012jrk.pdf

3	  https://blog.sbo.nl/veiligheid/vijf-jaar-aanpak-top600-waar-staan-nu/

4	 https://assets.amsterdam.nl/publish/pages/791284/effectmonitor_top600_2017.pdf

http://www.leoverhoef.nl/dossiers/amsterdam/jaarrekeningen/amsterdam.2012jrk.pdf
https://blog.sbo.nl/veiligheid/vijf-jaar-aanpak-top600-waar-staan-nu/
https://assets.amsterdam.nl/publish/pages/791284/effectmonitor_top600_2017.pdf
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1.1.1	COORDINATION AND THE CITY TASK FORCE  
	 IN FIVE EECA FAST-TRACK CITIES 
In 2017, at the beginning of the EECA Fast-track Cities project, a situation 
assessment was carried out to identify HIV/TB coordinating structures, 
key population needs, barriers and services, and sustainability of service 
resourcing. The assessment was designed to help stakeholders identify 
priorities for improvement in coordination, services and cost-efficiency, 
and arguments for increased local investment in response to HIV and TB.

Overall, the level of municipal coordination and municipal budget 
allocation for HIV/TB activities, except in Odesa, was low or non-existent 
at the beginning of the project in 2017.

One of the strategies of the project was to develop a City Task Force 
to coordinate HIV and TB responses. The City Task Force (CTF) or 
coordinating council functions as an advisory board and platform for 
information sharing, facilitating collaboration and joining forces.

In this project, cities strove to include representatives of people who use 
drugs, sex workers and MSM into this advisory body to the municipality 
to ensure their meaningful involvement.

At project start the cities varied in their levels of visibility, self-organisation 
and activity of key population groups, from Odesa and Sofia where 
previously active drug user communities were revived and boosted 
thanks to the project, to Almaty and Tbilisi where high stigma of MSM 
and sex workers meant that informing community representatives 
about their rights was a first basic step towards greater involvement. 
Regional networks came on board to provide support, expertise and 
important regional links and visibility.

ALMATY, KAZAKHSTAN
The Coordination Council on HIV and TB in Almaty was created within 
the Fast-track Cities project and facilitated by the Department of Health 
of Almaty’s Akimat (municipality). It was encoded in an Almaty city Health 
Department Order, and includes representatives of the municipality 
authorities, medical institutions, UNAIDS, NGOs and CBOs. According to 
the order, the work group shall:

	develop and implement a strategy to achieve  
the 90-90-90 cascade on HIV and TB for key  
populations at risk of HIV and TB in Almaty city;

	establish effective cooperation between health  
and international organizations in Almaty city;

	facilitate and participate in signing the Paris HIV 
Declaration and Zero TB Initiative;

	 ensure involvement of heads of health departments 
in project implementation, supporting provision of 
necessary documentation and introducing integrated 
health care mechanisms. 
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A later order establishes a Technical Working Group to finalize the 
roadmap on HIV prevention among key populations in Almaty.

The CTF does not receive any funding from the municipality.5

BĂLȚI, MOLDOVA
Bălți city council established the Coordination Council for municipal 
HIV and TB programme implementation and monitoring. Tasks 
and responsibilities are described in the city council decision. The 
coordination council includes representatives of municipal authorities, 
police, medical institutions and CBOs.

The coordination council holds quarterly meetings as well as regular 
on-line discussions. The health service of the municipality of Bălți is 
responsible for coordinating all health issues, including integration of 
TB and HIV programmes.

ODESA
The City Task Force or Coordinating Council on prevention of HIV/
AIDS, Addiction, Tuberculosis and Childhood Homelessness includes 
members of vulnerable populations (PWUD, sex workers, MSM) as well 
as officials from the municipal health department and other city council 
institutions. Coordination council meetings are held in the city hall once 
a quarter, and more often if necessary.

5	 The Eurasian Coalition on Male Health (ECOM) is an association of organizations, 
groups and activists in Eastern Europe and Central Asia advocating for improved access 
of men who have sex with men (MSM) and trans people to evidence-based and human 
rights oriented services in the field of sexual and reproductive health, including HIV 
prevention, treatment, care and support

	 The Eurasian Coalition 
on Male Health (ECOM)5 
supported MSM 
communities in the project 
cities, ensuring that MSM 
needs are voiced in 
coordinating councils and in 
finalized city programmes. 
Activists from Almaty are 
actively engaged in MSM 
capacity building. AFEW 
Kazakhstan hosts the annual 
Central Asian School of 
Leadership where the MSM 
community representative 
and other partners hold 
workshops and discussions 
aimed at improving the 
well-being of MSM in 
Central Asia. ECOM provides 
support by engaging 
experienced trainers and 
ensuring collaboration 
with other MSM/LGBTQ  
organisations in the region. 
This initiation of cross-
country collaboration has 
contributed to uniting 
the work of LGBTQ NGOs 
in Central Asia; the first 
Central Asia LGBT+ forum 
aimed at discussing needs, 
objectives, challenges and 
collaboration opportunities 
was held in August 2019.

PICTURE: CITY TASK 
FORCE MEETING  
IN ODESA
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PWID PARTICIPATION IN COORDINATING  
HIV/AIDS RESPONSES: ODESA

PICTURE: 
MOBILISING THE 

PWID COMMUNITY

At the start of the project in 2017 in Odesa, it was a challenging task to 
mobilize and organize the PWUD community. PWUD were scattered, and 
we had to bring them together and start again from scratch.

For a starter, we advertised planned meetings of people who use drugs. 
We invited everyone who had the capacity and desire to improve the 
lives of PWUD. Posters indicating meeting addresses and times were put 
up at the two OST sites then working, as well as in some city NGOs —  
it was important to involve not only OST programme participants. 
Meetings were attended by representatives of the entire range of the 
PWUD population.

In September 2017, PWUD in our coordinating group officially held 
elections for a community representative for the Fast-track Cities 
project. People from other coordinating groups were invited to observe 
and ensure elections were held correctly. Upon counting the votes, I 
(Yuliya Kohan) won the elections. Since 2017 I regularly attend working 
group meetings as the PWUD representative at the city and regional 
coordination council (CTF).
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Our work is organized as follows: on Fridays at meetings of the PWUD 
Initiative Group, colleagues and I discuss the most important issues and 
problems. We found barriers to access to information, to treatment of 
HIV, TB, HCV and, most importantly, to the OST programme in Odesa. 
As community leader and member of the CTF, I presented our findings 
at working meetings headed by a city council deputy. I want to note that 
this model of interaction was introduced in the city for the first time and 
it works very well. All up-to-date information, all the problems that PWUD 
have, are immediately presented and the voices of PWUD are always 
heard.

I made my first speech explaining the community’s most prioritized 
needs back in 2017. It was an appeal for vital new OST sites. And it was 
successful — another OST site has been opened in Odesa.

The new site does not solve all the problems, and there is still an urgent 
need for another site in the largest city district most remote from existing 
OST sites. But the project is not over, and I am sure our wishes will be 
taken into account and another site will open its doors.

Our interaction with city authorities is not 
limited to working groups. The PWUD Ini-
tiative Group always takes active part in 
events held by the city. We have not only 
joined ongoing campaigns, but also orga-
nized campaigns and events for our com-
munity: the Hemp March and Support. 
Don’t Punish, the most important cam-
paign for PWUD which takes place world-
wide on 26 June.

Members of our Initiative Group participated in developing the City 
Programme to combat HIV infection, tuberculosis, HCV and drug abuse 
2018–2021. At our group meetings, members were all informed and 
familiarized with the programme.
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SOFIA, BULGARIAPICTURE: CITY TASK 
FORCE MEETING  

IN SOFIA

	 The Sex Workers Advocacy Network (SWAN)6 
focused on community mobilization and capacity-
building for better involvement of sex workers 
in municipal HIV and TB responses. SWAN 
held a very successful training on community 
mobilization in Sofia. The city has no sex 
worker-led group, so this was a good opportunity 
for the network to get to know the sex worker 
community and potential allies and partners. 
SWAN worked closely with them on human rights 
violations documentation tools, and shared 
regional experience of the Human Rights Abuse 
Documentation Project (HRADP) and community 
mobilization. After the training, a sex worker 
was engaged for the first time as a community 
outreach worker, mentored by SWAN and Health 
and Social Development Foundation (HESED, 
Bulgaria)-SWAN members. 

A local City Task Force, or coordination council, had 
existed in Sofia for five years. Through the EECA Fast-
track Cities project this council, called Sofia Local 
Public Committee for Prevention of HIV/AIDS, was re-
established. The CTF involves city councillors from all 
political parties, city administration representatives 
and NGOs (including community organizations 
representing PWUD, sex workers, LGBT and PLWH).  
The committee is focused only on HIV. It holds 
official sessions 3-4 times a year and ad hoc groups 
in between regular sessions. 6

The municipality of Sofia coordinates the CTF, as 
the committee is established by a decision of Sofia 
council. The committee is chaired by the Chair of the 
Permanent Commission on social and health issues 
in Sofia city council. CTF statutes are approved by 
Sofia Council.

Sofia city council does not provide financial support 
for the CTF. There is an in-kind financial contribution 
through the participation of municipality officials, as 
their membership and work in it are part of their 
working schedule and obligations.

6	 The Sex Workers’ Rights Advocacy Network (SWAN) is a sex 
worker-led regional network in Central and Eastern Europe and 
Central Asia that advocates for the human rights of female, 
male and transgender sex workers
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FAST-TRACK CITIES MAKES LOST 
PWID VOICES HEARD AGAIN: 
SOFIA

In 2017, through the EECA Fast-track Cities project, for the first time 
in six years we started to work with the community to increase their 
understanding of the importance of their involvement and motivate 
representatives to start a new and more effective movement. After several 
meetings with PWUD representatives, we involved two popular and 
recognized outreach workers from the Initiative for Health Foundation, 
who started a series of trainings on issues such as overdose, HIV, TB, 
hepatitis, and social and human rights for the most vulnerable populations 
(PWUD, PLWH, homeless people, and victims of trafficking and violence).

Our point of view was that we first needed to increase the understanding 
of people from key populations that their rights and obligations are equal 
with the rest of society, and increase their ability to fight for their interests. 
It was a big challenge in a country where discrimination is very high in 
almost every possible institution: police, health care, administration and 
authorities. Another very serious problem was the internalised attitude 
of most PWUD representatives that they deserve discrimination because 
they are guilty of using drugs. This is one of the main issues we are working 
with, and it will take a long time to be changed.

In July 2017, for the first time in six years I participated as a community 
representative in the working group for NGOs and state institution 
representatives (which started joint municipality/ NGO/KP work in the 
project). We discussed a tool for assessing key communities’ needs 
and ensuring effective access for them. Community representatives 
were involved in follow-up project activities: meetings with authorities, 
workshops with international partners and a meeting with the mayor 
of Sofia.

We were also involved in various policy and research events in Bulgaria, 
and became an important source of information for international 
organizations. Our work on human rights (see section 1.2) resulted in 
some detailed findings on rights violations for KPs, and the registration of 
a new PWUD organization in Bulgaria.

YULIYA GEORGIEVA, 
CENTRE FOR 
HUMANE POLICY



ENDING  
HIV and TB  
IN A CITY: 

EXPERIENCE 
HANDBOOK
From the Eastern European  
and Central Asian region26

TBILISI, GEORGIA

The City Task Force was established under a 
Memorandum of Understanding between the director 
of Tbilisi Municipal Centre for Disease Surveillance 
and Control and the executive director of Tanadgoma. 
An initial 19 government and non-government 
organisations participated in the CTF, which held its first 
meeting in April 2018; member organisations currently 
number 24.

The Tbilisi CTF has no terms of reference and does not 
receive funding from the City of Tbilisi. 7

7	 The Eurasian Network of People Who Use Drugs (ENPUD) is a 
community of people who use drugs and their allies, who unite for 
the purpose to decriminalize drug use and achieve personal and 
social well-being. It is part of the Eurasian Harm Reduction Network 
and the International Drug Policy Consortium global network

PICTURE:  CITY TASK FORCE 
MEETING IN TBILISI 

	 Georgia is a unique example of PWUD 
activism in the region. The country 
decriminalized the use and storage of up 
to 75 grams of marijuana in 2018, which 
relieves stigma and discrimination towards 
the community and reduces barriers to 
access to services. Fast-track Cities project 
implementers, supported by the Eurasian 
Network of People Who Use Drugs 
(ENPUD)7, were directly involved in advocacy 
and adoption of this decision. Members of 
the Georgian Network of People who Use 
Drugs (GenPUD) are represented in HIV 
and hepatitis coordinating mechanisms and 
committees, ensuring the interests of the 
community are considered when making 
decisions regarding their health and lives. 



ENDING  
HIV and TB  

IN A CITY: 

EXPERIENCE 
HANDBOOK

From the Eastern European  
and Central Asian region 27

The EECA Fast-track Cities project allowed Women for Freedom (WFF), the 
first community-based organization for current and former sex worker 
women in Georgia, to present SW community needs based on evidence and 
communicate with high level stakeholders. WFF were included in the City 
Task Force and participated in developing municipal programmes. Through 
the involvement of SWAN and links with SW organisations in the other four 
project cities, WFF became more sustainably strategic in advocacy work 
and building partnerships with the wider women’s movement.

The project brought WFF more partners and opportunities to continue 
community mobilization. Through hotline and face-to-face support, 
emergency funds mobilisation, advocacy and direct reaction to cases 
supporting community members, WFF gained more visibility in hidden sex 
workers groups. Sex workers began turning to the organization for HIV/TB/
HCV referrals and in case of violence.

WFF also gained an international presence. It became a permanent 
participant of the Committee on the Elimination of Discrimination against 
Women (CEDAW) shadow reporting, promoting rights for SWs. Two 
members of the organization participated in the National Harm Reduction 
Conference in 2019 in Tbilisi, bringing the voice of sex workers to the 
discussion regarding sexual and reproductive health rights and HIV/HCV/
TB treatment gaps. WFF’s director has been elected to the SWAN board.

PICTURE:  SWAN 
ADVOCACY PLANNING 
MEETING IN GEORGIA

NATALIA KOPALIANI,  
WOMEN FOR 
FREEDOM

PARTNERS AND OPPORTUNITIES FOR THE FIRST 
SEX WORKER COMMUNITY ORGANISATION  
IN GEORGIA



ENDING  
HIV and TB  
IN A CITY: 

EXPERIENCE 
HANDBOOK
From the Eastern European  
and Central Asian region28

CHALLENGES TO CITY LEVEL COORDINATION  
IN THE EECA REGION
Decentralisation of tasks and allocated budgets to municipalities for 
prevention, treatment and care for HIV and TB is still in development 
in Eastern Europe and Central Asia. Municipalities in the EECA region 
(with the exception of Ukraine) have limited space to decide and limited 
budgets to fund their own policies, and need to adhere to national 
health frameworks.

Not all cities see the fight against HIV and TB as a priority on their 
political agenda. It is not easy to gain the interest of mayors and civil 
servants; health is just one of the many issues cities have to tackle. 
Knowledge about the role of civil society, ways of collaboration, and 
issues around accountability is still lacking among city authorities.

There is not yet a mechanism for transparent budget allocation and 
monitoring of budgets for health, including HIV and TB. NGOs have 
no insight into budgets for health at municipal level. Advocacy for 
transparency of budgets and accountability is necessary.

The tasks of NGOs are service delivery, watchdog functions, and 
advocacy for human rights and better care. Dependency on city 
budgets and active participation in a City Task Force can hamper the 
role of watchdog and advocate. All participants of a City Task Force 
should be aware of each other’s role and function.

National CBOs do not have representatives of their constituencies in 
all cities, and may have limited knowledge of concerns and activities 
in cities. A good local counterpart should be selected to facilitate 
communication between local and national level. The local counterpart 
should receive input for advocacy from the national level, while the 
national level should be fed information from city level to ensure 
improvement of care.

Police participation in a City Task Force is not a given. In three out of 
five participating project cities, the police are absent from the City Task 
Force. Law enforcement agencies play a crucial role in decriminalization 
of key populations at risk of HIV and TB, and effective collaboration 
with them is a pre-requisite for success in improving access to health 
services.  

There is a high turnover of staff in municipalities, which hampers 
relationship-building with the responsible people. A lot of time and 
investment is needed to meet, get acquainted with and identify the 
interests of responsible partners. 
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1.2 LEGAL SUPPORT AND HUMAN RIGHTS: 
MECHANISMS FOR ADDRESSING HUMAN 	
RIGHTS VIOLATIONS

MAKSYM 
STRELCHUK, 
ALLIANCE 
CONSULTANCY

In general, representatives of key populations in all five EECA Fast-track 
Project cities face similar problems concerning violation of their rights. 
The main issue is status disclosure, which may imply stigmatization, 
dismissal, social isolation, threats of physical violence, and expulsion 
from the family. This problem is multi-faceted, as it often becomes a 
barrier when applying to lawyers to defend the person’s rights.

The low awareness of key populations about their rights, the low level 
of communication between key populations and their networks, and 
the low level of trust in lawyers and representatives of public services 
are other important problems.

In some countries sex work and drug use are prohibited by law, which 
exacerbates the difficult situation of representatives of vulnerable 
communities.

Another important factor for PWID and SW groups is self-stigmatiza- 
tion — the belief that they deserve to be treated this way because of 
the lifestyle they lead, which is also a barrier to accessing legal aid.

For MSM, the main barrier is strong traditional and religious beliefs in 
some countries.

Most violations of the rights of key population representatives are 
committed by law enforcement officers and medical workers. Attitudes 
vary from city to city, but in general there is inherent stigmatization, 
and an unwillingness to work with KP representatives regardless of 
their type of statement or complaint.

The EECA Fast-track Cities project supported services for protecting 
the rights of key populations in all five cities. The project took into 
account available resources in the cities (legal clinics and human rights 
organizations), as well as approaches to service provision that would 
facilitate better reach to the target groups.

The KP legal support system in the project cities is still at the nascent 
stage. Some available government options (for example, free legal aid 
services) are often ineffective: they are aimed at solving completely 
different issues, in some cases are highly corrupt, and usually depend 
heavily on the cultural characteristics of countries that stereotype 
and are intolerant of KP representatives. In this context, a key role is 
played by NGOs and communities that provide services and support 
for vulnerable members, but their work is often uncoordinated and 
lacking common vision, strategy and systems of referral.
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BEST PRACTICES IN THE FIVE CITIES

Some approaches and best practices in protecting the rights of KP 
representatives at city level include the following:

Such cooperation may include: information and awareness work aimed 
at reducing stigma; referral of KP representatives to state or municipal 
services providing free legal assistance or other services; participation 
of KPs in developing and adopting municipal HIV prevention and 
control programmes. KP representatives were involved in adopting a 
municipal HIV programme in Bălți. Another example is Odesa, where 
in 2017 the human rights LGBT centre Our World, in collaboration with 
representatives of other organizations and individual LGBT activists, held 
a round table aimed at strengthening dialogue between civil society, 
local authorities and the national police on preventing discrimination 
and hate crimes.

This can contribute to KP awareness of the possibilities to protect their 
rights, focus efforts, and finance and develop specialization among 
NGOs. An example of such specialization in Tbilisi is the Georgian 
Young Lawyers’ Association (GYLA), to which relevant NGOs refer clients 
including through the Fast-track Cities project. As part of the study, it 
was proposed to create an international platform for experience and 
information sharing.

Paralegals accompany clients in the process of getting legal assistance. 
This model brings legal protection closer to ordinary KP members by 
making different types of primary legal assistance more accessible 
(e.g. legal information and consultation, preparation of documents). 
Special training, some elements of social work in the functional duties of 
paralegals, and a high level of trust among KPs can increase identification 
of clients’ legal needs, developing them into strategic litigation and 
improving the effectiveness of such processes. The Youth for the Right 
to Life NGO in Bălți implements a legal aid mechanism largely driven by 
the work of paralegals and referral to lawyers from a human rights NGO 
or the state centre of free legal aid. The paralegal accompanies the client 
(a KP representative) to the lawyer, facilitates contact for further legal 
assistance, and collects primary information about the rights violation as 
reported by the client, thus informing the lawyer about the essence of 
the problem. Starting from 2019, for the first time the ‘Paralegals’ model 
was also launched in Almaty.

This for example may be especially relevant in the context of increased 
danger for SWs who work on the street. In Tbilisi there is a fairly advanced 
office of the Ombudsman, with a night hotline and lawyers who take 
emergency calls. The Women’s Initiatives Supportive Group (WISG) works 
in a similar format in Tbilisi. In Odesa, Legalife NGO’s 24-hour hotline 
provides legal assistance by phone.

The above approaches are applied to a different extent in different cities 
(from declaration to actual implementation), depending on cultural and 
legislative contexts, resource provision, etc. One of the goals of the EECA 
Fast-track Cities project was to transfer and implement relevant local 
knowledge and practices to the maximum.

INITIATION AND 
DEVELOPMENT OF 

INTERSECTORAL 
DIALOGUE AND 

COOPERATION, WHICH 
WOULD INCLUDE BOTH 

NGOS AND COMMUNITY 
LEADERS, AS WELL 

AS STATE AND LOCAL 
(MUNICIPAL) BODIES.

DEVELOPMENT OF 
COMMUNICATION 

AMONG COMMUNITIES 
AND CREATION OF NGO 

NETWORKS. 

ADOPTION OF THE 
PARALEGAL MODEL 

(COMMUNITY 
COUNSELLORS)

ROUND-THE-CLOCK 
LEGAL ASSISTANCE 

SERVICES.



˝EDUCATING PEOPLE ABOUT THEIR RIGHTS  
IS A VERY IMPORTANT, VERY LONG PROCESS˝: 
SOFIA

YULIYA GEORGIEVA, 
CENTRE FOR 
HUMANE POLICY

During the EECA Fast track Cities project the Centre for Humane Policy  
NGO supported organization of a focus group on human rights in 
Sofia. Over a year, we distributed about 230 questionnaires among 
key populations on human rights and discrimination. The results after 
processing the first 151 questionnaires were stunning. They show us clearly 
why PWUD do not like the idea of organizing and fighting for their rights. 
We are awaiting results of the other questionnaires and a professional 
analysis in order to use it as an advocacy tool for our future activities. 

№ Question Number of 
positive answers

1 Do you think the police behave differently to you than to other people? 
(are rude,  arrest you for no reason, take advantage of their position, etc.); 149

1.1 Have you ever been arrested for 24 hours? 65

1.2 Have you kept a copy of the detention order? 22

2 Have you ever been denied help, or have medical staff behaved disrespectfully 
because they understand that you are PWUD /SW /PLWH/Roma? 61

3 Have you ever been denied a prescription for the pill or a free medical product  
to prevent unwanted pregnancy (spiral, diaphragm, condom, etc.)? 23

4 Have you ever been encouraged to undergo a sterilizing operation  
or have you been sterilized? 4

5
Have you ever attended social services which treat you in ways that put you in a 
disadvantaged position, thus harming you? (eviction or non-admission to accom-
modation, illegal waiver of social/family benefits, non-admission to disability, etc.)

96

6 Have you ever been denied a good education because you  
are PWUD/SW/PLWH/Roma? 42

7 Have you ever been denied work or been fired, or experienced disrespect  
in your workplace because you are  PWUD/SW/PLWH/Roma? 60

8 Have NGO representatives who work to improve the quality of people’s lives  
ever been disrespectful towards you? 30

9 Have state administration officials ever treated you disrespectfully over their 
services? (e.g. issuance of a tax certificate, etc.) 122

10
Have you ever been treated unequally by courts, prosecutors or lawyers?  
(a lawyer, a prosecutor or a judge has behaved disrespectfully or treated you 
differently, etc. because you are PWUD /SW /PLWH/ Roma)

132

11 Has someone else behaved badly towards you (shown discrimination)? 84

12 Is there a charge against you for earning income in an immoral way  
(Article 329 of the Criminal Code)? 51

13 Have you ever been recommended to visit a lawyer? 87
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We have realized that educating people about their rights and improving 
their knowledge is a very important, but very long process, and we need 
to find better ways to work with community leaders who are sceptical 
about their possibilities to improve the situation of PWUD in Bulgaria.

After negotiations with the international PWUD community we decided 
that we need to collaborate with the European Network of People who 
Use Drugs (EuroNPUD). In January 2019 we organized a workshop for 
10 PWUD activists who learned why the drug users rights movement 
is important, how PWUD can improve their situation, and how to fight 
for their rights. The participants were invited to became members of 
EuroNPUD Slack platform, where they can communicate with their 
colleagues from European countries.

It was a very strong motivational event, although the feeling that Bulgaria 
is very far from the European movement’s level was very strong. The 
main issues were identified: exclusion of PWUD from political decisions; 
lack of information; stigma and discrimination; harm reduction services; 
decriminalization; Hepatitis C treatment; the rights of women and mothers 
who use drugs.

Now there is a core of six to seven leaders who have worked very hard 
with ENPUD and EuroNPUD to ensure some funds to register a new 
PWUD organization in the country, make a  video about the movement, 
and take part in the Support! Don’t Punish campaign.

Meanwhile from 2018, we have been working very closely with one of 
the most successful human rights lawyers in the country. She is working 
on 4-5 different cases now, but has supported many more people with 
consultation and training.

PICTURE:  WORKSHOP 
FOR PWUD ACTIVISTS
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CHAPTER 2
FOCUS ON THE HARDEST TO 
REACH AND MOST VULNERABLE

As cities respond to health-related issues, they face challenges ranging 
from social and economic inequalities and poverty, to violence, 
human rights abuses, discrimination and stigma that limit access to 
health and other essential services. Leaders in fast-track cities that 
have signed the Paris Declaration (see chapter 4) recognize that their 
strategies for responding to the AIDS epidemic offer them a platform 
for transformation that addresses the need for social inclusion, 
protection, safety and health.

HIV risk factors are typically exacerbated in cities, where economic 
and social disparities can create social marginalization. Stigma, 
discrimination, criminalization and violence increase vulnerability 
among key populations and make them harder to reach. Cities attract 
people in search of better job opportunities, including sex workers 
and migrant workers. These groups often experience social exclusion, 
which may limit their access to health information, services and 
support.

Tuberculosis infection rates and risk factors are also high in many 
cities including in EECA. At risk are homeless or migrant populations, 
and people in prisons and other closed settings because of poor living 
conditions, overcrowding, lack of clean water and sanitation.

Cities have historically taken the lead in providing services to key 
populations at increased risk of HIV and TB. In many cities such as 
Amsterdam, Frankfurt, Bern, New York and San Francisco, harm 
reduction programmes, including needle–syringe programmes and 
opioid substitution therapy, were first rolled out at city level.

Key populations are at the heart of the approach advocated and 
developed by the EECA Fast-track Cities project. This chapter looks 
at experiences in the project partner city of Bern, Switzerland, in 
establishing innovative harm reduction services for people who use 
drugs which helped change negative social attitudes and which are 
now being replicated in EECA. Other services set up with and for key 
populations in the five project cities include a new substitution therapy 
site in Odesa and a community centre for MSM and LGBT in Almaty.      
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2.1	 SAFE CONSUMPTION ROOMS SOLVE PROBLEMS 
SUSTAINABLY AT THE ROOT: BERN EXPERIENCE

PICTURE: VISIT TO  
A SAFE CONSUMPTION 
ROOM IN BERN WITHIN 

THE PROJECT

When the Contact Foundation for Addiction Help Bern/Switzerland 
(Contact) opened the first safe consumption (injection) room or Contact 
Point in Bern in 1986, it was a worldwide novelty and an urgently 
needed earthquake for drug policy. The Bern experience offers an 
example and learning model for other cities in how to implement a 
successful harm reduction intervention to tackle city drug use. Existing 
professional and drug policy attitudes are fundamentally questioned 
by the Contact Point model — and are changing for the better. 8 

“EXISTING PROFESSIONAL AND DRUG POLICY ATTITUDES 
ARE FUNDAMENTALLY QUESTIONED BY THE CONTACT 
POINT MODEL – AND ARE CHANGING FOR THE BETTER”

Untenable conditions for people who use drugs, the spread of HIV, 
hepatitis and tuberculosis, and open drug scenes in public spaces that 
burden the urban population: cities around the world are struggling 
with these problems. The Contact Point (CP) model efficiently combats 
these grievances, and is a central pillar of harm reduction in the field of 
addiction.

8	 Licit LLC is a Swiss organisation working for social change, especially pragmatic drug 
policies. Licit stands for integration rather than exclusion, for drug regulation rather 
than repressive prohibition, for consumption competence rather than abstinence. 
Harm reduction, early intervention, prevention, peer work, social enterprise and 
organizational consulting are licit’s core competences. www.licit.ch

JAKOB HUBER, 
FORMER CONTACT 
DIRECTOR, LICIT LLC8 

SENIOR PARTNER; 
BASIL WEINGARTNER

http://www.licit.ch/
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The CP model includes the following core elements:

	Access to clean needles and drug paraphernalia  
(HIV, Hepatitis C and TB prevention)

	Monitored consumption rooms; no dispensation  
of substances (overdose prevention, saving lives)

	Medical first aid, social counselling and psychosocial 
support, crisis intervention, triage (health, social 
integration, motivation for treatment —  
substitution, detoxification)

	The Contact Points of Contact Bern offer  
beverages, food and showers

POSITIVE EFFECTS ON DRUG CONSUMERS  
AND PUBLIC HEALTH
Data from different countries show that the Contact Point model works 
in combination with other harm reduction services such as methadone 
and heroin substitution.

In Switzerland, the number of drug-related AIDS deaths has been 
reduced by around 90 percent, thanks, among other things, to the 
CP, while the number of deaths from overdose has fallen by around 
80 percent. The number of severely addicted opioid drug users has 
decreased by over a quarter. Drug-related crime has decreased by 
approximately 70 per cent.

Several studies show, analogous to figures from Switzerland, that CPs 
do not lead to an increase in consumption.

FURTHER POSITIVE EFFECTS  
OF THE CONTACT POINT ARE:

	Consumers can be better integrated socially.

	Drug use can be integrated into the daily work  
of clients. They can work or stay at home, and  
the burden on their relatives is relieved.

	Consumer competence can be taught.  
Improvements are made in hygiene and safe use 
of drugs, e.g. switching to less harmful forms of 
consumption such as smoking instead of injecting.  

	The number of injection utensils and needles  
lying around in the public space is reduced.

	Public order and safety can be better guaranteed. 
Police and prison services are relieved.
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	Psychiatric hospitals are relieved because they  
have to provide less treatment.	

	Direct contact with consumers makes it easier  
for them to be referred to drug treatment centres.

THE FIRST CONTACT POINT –  
FROM RESISTANCE TO SUCCESS
The problems associated with drug use which today occur in many 
places, including many Eastern European countries, were a major 
issue in Central Europe from the mid-1970s onwards. In Switzerland, 
the first heroin deaths occurred as early as the mid-1970s. In the 
1980s, the number of drug users rose massively; annual drug deaths 
increased tenfold within a few years. Large, chaotic and open drug 
scenes emerged.

In 1975, a therapeutic approach was first mentioned in Swiss national 
laws. At the same time, however, the use of narcotics was made a 
punishable offence in Switzerland. Swiss drug policy was still based 
on the dogma ‘abstinence or repression’. However, it quickly became 
clear that abstinence was an unrealistic goal for some of those 
affected, while repression alone didn’t solve the problems, and even 
aggravated some of them. The police and the judiciary were frustrated 
by the ‘revolving door’ effect (when people are arrested, detained, and 
released, only to be arrested again) and the problems on the streets.

In the 1980s various affected cities and later some cantons in 
Switzerland began to set up harm reduction services. In 1986 the NGO 
Contact opened the world’s first state-subsidised and recognised safe 
injection room or Contact Point, in Bern’s historic old town. It was the 
first time that people had a place where they were accepted for their 
drug use while receiving medical and social care.

At the time, harm reduction in practice was years ahead of legislation. 
However, as time passed and the model proved successful, it was 
possible to pave the way politically, legally and socially for the idea.  

It was a long, rocky and arduous road. The CP project in Bern had 
to fight a lot of resistance. For a long time, Contact was involved in 
disputes with the police, authorities and politicians.

COLLABORATION WITH POLICE, HEALTHCARE  
AND CIVIL SOCIETY IS CRUCIAL
In the early days, Contact employees even faced criminal investigations 
after an article about the CP in the daily newspaper ‘Neue Zürcher 
Zeitung’ was interpreted as a public announcement promoting drug 
use. Right from the start, however, Contact emphasised that the 
Contact Point was not a place outside the law, but where the applicable 
law is interpreted and applied in a realistic way.

 	 “The aim of harm 
reduction is to enable 
people to survive a 
phase of drug use in 
their lives with as little 
physical, psychological 
and social harm as 
possible.” Definition by 
the Swiss Federal Office 
of Public Health, 2011.
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“THE CONTACT POINT WAS NOT A PLACE OUTSIDE THE 
LAW, BUT WHERE THE APPLICABLE LAW IS INTERPRETED 
AND APPLIED IN A REALISTIC WAY”

In time, the police began to change their attitude. This was partly 
because they were asked to do so by politicians — Contact’s active 
drug policy involvement played a very central role. But the police also 
noticed themselves that only a joint approach with addiction experts 
could remedy the difficult conditions in the drug scene. Since then, 
cooperation with the police in Bern has long been institutionalised and 
is based on mutual partnership.

It was also important to embed harm reduction in the existing health 
system. Treatment for drug addiction should be included in state 
or private health insurance companies. Health institutions such as 
hospitals should be willing and able to take in and care for people who 
use drugs.

Experience with harm reduction in Bern shows that it is particularly 
successful when it comes from below. Civil society organisations are 
much closer to the target group than government agencies can be. A 
strong civil society is needed if such organisations are to emerge and 
become active. Contributing to the creation of such a society is an 
important political goal in the context of harm reduction.

It was also important for long-term operation and success that the 
funds for CP were fixed components of recurring public budgets. This 
is a guarantee for long-term operation and sustainable work.
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SOCIETAL LEARNING: THE REASON 
FOR POLITICAL AND SOCIAL 
SUCCESS

That the CP model became a great success despite initial resistance 
was of course partly because it tackled actual problems in a social and 
integrating way. But there is a second central point: the common learning 
process of society. Without this, improvements such as those achieved in 
Bern are hardly possible. The term ‘societal learning’ can be used for this 
common learning process.

Societal learning is not just about acquiring individual knowledge or skills, 
but about a collective process that involves society as a whole. Societal 
learning thus means the cooperative and collective handling of socially 
relevant problems — both analysis and the finding of solutions. Finally, 
societal learning should go as far as the legal institutionalization of 
collective learning processes (Huber & Reinhard, 2009).

In order for societal learning processes to get off the ground at all, there 
needs to be public or social suffering, such as with open drug scenes 
in public spaces, which pose a moral challenge to society as a whole. 
The higher the level of suffering, the more the problem penetrates the 
collective consciousness and thus becomes the motor of societal learning 
processes. In the 1980s and 1990s — when the drug scene largely moved 
into the public space — the societal learning process was initiated with 
regard to the way Swiss society dealt with problematic drug consumption 
and in particular with harm reduction.

The drug problem was — and still is — perceived as a disturbance and 
threat to public safety and order. The publicly discussed drug problem 
not only refers to the sometimes difficult life situation and health of drug 
users, but to all the side effects of drug consumption, such as drug-related 
crime, prostitution, drug trafficking or the public visibility of neglect and 
misery. These accompanying symptoms violate the prevailing moral, social 
and legal norms. In the 1980s and 1990s, the drug problem in large Swiss 
cities was accordingly recognised as a social and medical problem. This can 
also be seen in the subsequent social processes to remedy the problem, 
such as the development of drug policy strategies or the legal anchoring 
of harm reduction. In other words, societal learning in Switzerland —  
and in many other cities and countries — has fundamentally changed 
what was once a repressive drug policy.
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It took more than 22 years after the opening of the first CP 
for the model to be given a clean legal basis and thus become 
institutionalised. In 2008, voters in Switzerland voted in favour of an 
amendment to the Narcotics Law, which codified the models tested 
in practice over the previous decades. The Swiss four-pillar model 
was thus officially implemented in drug policy.

FIRST SAFE 
INJECTION ROOM IN 
EASTERN EUROPE –  
THE REVOLUTION 
CONTINUES

	 In early 2019, a major 
breakthrough in drug 
policy was achieved in 
Sumy, Ukraine. Within a 
psychiatric clinic, a harm 
reduction service in the 
form of a CP with a safe 
injection room was opened 
with funding from the EECA 
Fast-track Cities project 
and cooperation with 
experts from Bern. This is a 
milestone. It is the first CP 
in Ukraine and throughout 
Eastern Europe. The 
Sumy clinic management, 
together with the police and 
local authorities, had the 
courage to name existing 
problems – people using 
drugs in public places who 
endanger their health – and 
react to them effectively. 
The CP provides support 
for approximately 50 to 80 
people; a second CP within 
the city of Sumy is already 
planned.  

THE SWISS FOUR-PILLAR MODEL

1. PREVENTION:
	 Campaigns and prevention programmes

	 Protection of minors

	 Early detection, early intervention

	 Prevention with a focus on framework conditions  

2. HARM REDUCTION:
	 Syringe exchange

	 Condom distribution

	 Consumption rooms

	 Work integration

	 Harm reduction in prisons

	 Substitution (methadone and heroin prescription)

	 Drug Checking (night clubs)

	 Regulation of the drug market

3. THERAPY:
	 Outpatient therapy

	 Inpatient therapy

	 Substitution

4. REPRESSION, CONTROL:
	 Drug trafficking

	 Security and order in public spaces

	 Organised crime

	 Money laundering
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2.1.1	“WE HAVE ACHIEVED A LOT”  
	  INTERVIEW WITH JAKOB HUBER

As part of the Global Fund project, you advised five EECA cities. 
What was the procedure like?

We showed our sustainable, evidence-based successes in social integration 
and how we achieved that the HIV rate in Bern and Switzerland fell to an 
absolute minimum. In short, we passed on what we have achieved and 
learned over the last 35 years.

What is the core element of the successful strategy in Bern?

Integrated harm reduction, in which all major players are involved: medical 
and social experts, but also the police. A shared objective of political, 
administrative, police and addiction institutions: for health and against 
the exclusion of people who use drugs, and for relief, security and order in 
the public sphere. This cooperation must be established, maintained and 
cultivated through functioning structures.

Who were the contact people for this exchange in the five cities?

On the one hand, whenever possible, the highest political bodies in the cities: 
the administration, the city council, the person responsible for health sectors. 
On the other hand, it was necessary to find civil society organisations that 
are committed, work cost-effectively and have the structures to implement 
requirements in the long term and conduct the necessary drug policy 
discussions. There are many good organisations working for and with drug 
users already. It was important to make them sufficiently professional. I am 
impressed by the level of commitment with which the civic organisations on 
the ground work under the most difficult conditions.

JAKOB HUBER, 
FORMER CONTACT 
DIRECTOR, LICIT LLC 
SENIOR PARTNER
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 “THERE ARE MANY GOOD ORGANISATIONS WORKING 
FOR AND WITH DRUG USERS ALREADY... I AM IMPRESSED 
BY THE LEVEL OF COMMITMENT WITH WHICH THE CIVIC 
ORGANISATIONS ON THE GROUND WORK UNDER THE 
MOST DIFFICULT CONDITIONS”

How do authorities and civil society organisations work together?

That is a question that aroused a great deal of interest in our project cities. 
We showed them how Bern does it: the administrative-political level decides 
what is done, but how it is implemented in practice must be laid out in service 
agreements with non-governmental organisations. To this end, we were 
able to demonstrate practice-tested contract models that include important 
controlling structures, among other things.

How can the current situation in EECA cities be compared with the 
situation in Bern in the 1980s?

In many cities the problems are very similar. In many places, drug problems 
are primarily tackled repressively. In contrast to Bern, this is unfortunately 
still the case in most cities today. Until recently, this was no different in the 
five project cities.

What is the problem with this approach?

Repression and prohibition are counterproductive and create most problems 
in the first place. People who use drugs are afraid, they hide. All previous 
offers and measures, including repression, do not reach these people at all. 
As a result, they are completely on their own. This increases the danger of the 
spread of HIV, hepatitis and TB as well as the increase of drug-related deaths. 
Prohibition also leads to procurement crime.

What does it take for repression to be replaced by harm reduction?

In my experience, it is a great challenge to create the political will to steer in 
the direction of harm reduction. Those responsible must recognise that the 
drug problem is a public health problem. Therefore, existing repressive drug 
laws in the area of consumers must be overcome. Of course, in the area of 
large-scale drug trafficking, repression is still necessary. The second major 
challenge is to mobilise enough money for harm reduction. Because when 
there is money, good projects can usually emerge.

Why is it difficult to get these funds?

The drug problem is not a top priority in many of these cities. There are usually 
other pressing problems, such as poverty or unemployment. Nevertheless, it is 
important that the funds are available even when international donors such as 
the Global Fund are no longer able to raise funds. Donors like the Global Fund 
have done a lot. In my view, however, they failed to get the local authorities to 
increasingly co-finance services at an early stage. This is now backfiring.
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How has the situation in the five cities changed over the three-year 
project?

About 80 percent of the goals were achieved. The primary objective was to improve 
and sustainably finance harm reduction services. The latter is fulfilled when local 
authorities include the funds previously financed by international donors in their 
budgets. The decisive and difficult step is to get into municipal and state budgets. 
Once the service is in there, there is a good chance that it will stay there. We have 
achieved much more in this area than we had initially thought.

What about the development of the services offered?

These have developed positively. In Sumy, for example, the first Contact Point 
in Ukraine and Eastern Europe was opened. This is an enormous drug policy 
step. The understanding of the problem has grown in the cities. It has been 
recognised in which direction the path should go; that harm reduction is 
needed and that repression can only cover a certain part. The police should 
and must look after public security and order. The addiction experts, on the 
other hand, are responsible for the medical-social aspect. We have also had 
an exchange with the police in the five cities, and achieved a great deal in the 
process. There are some very open-minded people. On the streets, they notice 
that repressive measures only aggravate suffering and don’t lead to anything

 “THE UNDERSTANDING OF THE PROBLEM HAS GROWN IN 
THE CITIES. IT HAS BEEN RECOGNISED IN WHICH DIRECTION 
THE PATH SHOULD GO; THAT HARM REDUCTION IS NEEDED” 

What can civil society organisations do to strengthen harm reduction?

There are always two levels. One is practical help. The other is to change 
the framework by working at the political level. It is important to keep harm 
reduction in the public discourse in a positive way, for example through 
media reports. Successes must be shown time and again. In this way, the issue 
remains present in society. If it is only discussed in small circles in parliaments 
and councils, there is a greater danger that the money will be cut. It is also 
important to establish good cooperation with the authorities. Contacts with 
decision-makers are very important.

Another problem is the stigma against drug use or HIV-positive 
people. What can be done about this?

Such stigma exists worldwide. The stigma has not yet been overcome in 
Switzerland either. It is important to create acceptance. The same applies to 
the awareness that drug addiction is a disease. This sensitisation of society 
is important. Good harm reduction services have an advantage. They relieve 
the burden on the public space, the neighbourhoods. They reduce crime 
rates and help families. This is why these services are accepted by the local 
population. It is therefore important for providers to emphasise that they are 
not only doing something for people using drugs, but for society as a whole. 
This is how goodwill is created.
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2.2	 CITY OST SITE EXPANDS LOWER-THRESHOLD 
SERVICES AND ALLEVIATES DRUG-RELATED HARM 	
IN ODESA

PICTURE: IN THE NEW 
OST SITE, ODESA

ELENA TALALAEVA 
(GRYBOVA), YOUTH 
CENTRE FOR 
DEVELOPMENT

Until 2018 the Odesa city opioid substitution therapy (OST) programme 
provided services to almost 450 patients at two sites which reduce 
many drug-related harms for clients and link them with health and 
social services. However, the need for OST is still high; the programme 
needs to reach at least 1,200 patients. In addition to insufficient 
site capacity, Many PWID find it difficult to join the OST programme 
because first they have to undergo a lengthy registration process with 
official drug services.

To improve the situation, Odesa municipality in the framework of the 
EECA Fast-Track Cities project launched a new OST site at a municipal 
psychiatric clinic.

The new OST site operates from a detached building and has a separate 
entrance. This particular medical facility was selected in consultation 
with the city department of health back in 2017, at the start of the 
project, because of its geographic convenience for patients. In this city 
district there are no other OST sites; it is located close to a bus station 
in the old Moldavanka borough of Odesa which is traditionally blighted 
by drug problems.

The site was developed to offer a range of services, including both 
medical services and psychosocial support. A medical doctor together 
with a team of nurses at the site administer OST medication, and a 
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team of psychologists and social workers provides 
psychological care and support to clients, including 
those seeking rehab services. Clients can join a self-help 
group, and freely choose between enrolling into the OST 
programme or going into rehab. The site’s capacity is 200 
OST patients.

The launch of the new OST site is an excellent example 
of financial and technical cooperation between civil 
society organisations, municipalities, and international 
agencies.

Within a regular contest to support social projects held 
by Odesa City Council, for two years in a row (2017 and 
2018) funds were awarded to OST projects, and used to 
purchase furniture and equipment. 

Utilities and salaries for the site are covered by the city 
psychiatric clinic (city budget-funded). Currently the new 
site provides OST to almost 50 people, and continues 
to carry out activities to attract new patients. Through 
the Fast-track Cities project, NGOs have developed 
and improved case management for OST clients, while 
Odesa’s new social contracting mechanism, adopted in 
spring 2019, has announced tenders for NGO-provided 
OST linked services.  

	 The allocated premises for the new 
Odesa OST site were in a derelict 
building which had been abandoned 
for almost 20 years. Project partner 
the Youth Centre for Development 
organised major repairs, including:

1)	 Applying for a building expert report 
on the integrity of the building’s 
framework and surrounding structures, 
which would allow using the premises 
to receive patients and store and 
administer narcotic and psychotropic 
drugs.

2)	 Repairs including installing plumbing 
and drainage systems, constructing 
a separate entrance to the OST site, 
repairs inside the three offices, 
installing bars on the windows, fixing 
the door step and porch roof.

3)	 Installing security and fire safety 
systems, Internet and phone lines.

“NGOS HAVE DEVELOPED AND IMPROVED CASE 
MANAGEMENT FOR OST CLIENTS, WHILE ODESA’S NEW 
SOCIAL CONTRACTING MECHANISM, ADOPTED IN SPRING 
2019, HAS ANNOUNCED TENDERS FOR NGO-PROVIDED 
OST LINKED SERVICES”

Before the start of the project, the main barrier for PWUD to start 
OST was the required registration process with city drug services. The 
procedure involves enrolling in the drug treatment clinic inpatient 
department for about 10 days; patients are also expected to procure 
drug testing kits themselves. The project initiated negotiations with 
the regional psycho-neurological clinic to optimise the registration 
process. As a result, prospective clients can be put on the drug registry 
after a maximum of three days instead of 10.    
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2.3 	COMMUNITY CENTRE STRENGTHENS KEY 
POPULATION INVOLVEMENT AND CHALLENGES 
STIGMA IN  ALMATY

PICTURE: SCHOOL OF 
LEADERSHIP FOR MSM AND 
TRANSGENDER IN ALMATY

The people of Central Asia including in Kazakhstan traditionally follow 
Islam, even though many are not practising Muslims, and these 
religious beliefs tend to fuel growing homophobia. When society at 
large is not accepting of LGBT and MSM, these communities are forced 
to live in the shadows, for reasons of safety and well-being.

In Kazakhstan the LGBT community is therefore hard to reach, and 
suspicious of NGOs and the services they provide. The country 
lacks outspoken LGBT community activists and programmes, while 
international donor funding rarely focuses on mobilising the LGBT 
community. There is a lack of awareness within the community itself 
about legal rights and health issues, coupled with internalised stigma, 
which significantly limits the scope of work for independent activists 
and NGOs when providing services to MSM and transgender people.

In order to help improve the situation I decided to concentrate my 
activities within the Fast-track Cities project framework on setting 
up trans-inclusive groups for MSM which would deliver up-to-date, 
comprehensive information on HIV and other STIs, improve legal 
knowledge and provide support on self-acceptance as LGBT.   

Throughout my activities I have always maintained a high media 
profile, which helped form a rapport with the group. Meetings were 
advertised in open and closed groups which helped reach a significant 
number of people.

AMIR SHAIKEZHANOV, 
ECOM REPRESEN-
TATIVE IN ALMATY, 
LGBT ACTIVIST
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In 2018 the first meetings were organised as short lectures with a follow-
up discussion, however, they lacked interaction with the audience and 
participants quickly lost interest. In discussions with the participants we 
decided to hold Q&A sessions which proved much more successful.

Meetings were held regularly, and the planned date, venue, and theme 
were extensively advertised, which attracted more participants many of 
whom would bring a friend. This helped forge a community which would 
independently decide on the topic of discussion and the meetings’ 
format, and attract new people.

After discussing the project with AFEW Kazakhstan it was decided to 
organise a series of retreats which would provide a much deeper level of 
engagement and create a core team of participants, as well as provide art 
therapy and psychological training. Off-site retreats for MSM were born, 
nicknamed Boys’ Clubs. These retreats could reach more people due to 
their informal nature, they were held at attractive locations and offered 
an interesting programme. The MSM community was strengthened 
by networking with other projects, such as participation in weekly 
LGBT meetings. These meetings were used to advertise NGO services, 
distribute brochures, organise joint meetings on HIV prevention or offer 
legal assistance. On 1st December, 2018 over 80 project participants 
turned up to mark World AIDS Day.

In due time the MSM self-help group expanded, a core group of 
participants was formed and it became evident that the project needed 
a new meeting space that would be safe and secure. Upon conducting 
negotiations with AFEW Kazakhstan and several active community 
members, we launched the Safe Space Community Centre for LGBT with 
financial support from the AFEW Foundation and the community.

The centre has become a meeting space and focal point for many 
people from the community and now helps generate new ideas and 
develop projects; it also helped identify new community leaders and 
active members. Currently activities include self-help groups for MSM 
and English language courses; the centre also has a library, holds movie 
nights and organises events for other initiative groups. It launched 
the first ever support group for Kazakh-speaking MSM and offers 
psychological support and therapy. The centre operates with support 
from volunteers and community activists.

“THE CENTRE HAS BECOME A MEETING SPACE AND FOCAL 
POINT FOR MANY PEOPLE FROM THE COMMUNITY AND 
HELPS GENERATE NEW IDEAS AND DEVELOP PROJECTS”

By centring our activities around real needs and regularly involving 
more people, we managed not only to identify the MSM community in 
Almaty but to significantly strengthen and expand it. As a result, at the 
moment the MSM group is the most mobilised and active part of the 
LGBT community as a whole.
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CHAPTER 3. 
CUSTOMISING AND OPTIMISING 
TESTING AND TREATMENT SERVICES

AINURA 
BATYRBEKOVA, 
AFEW KAZAKHSTAN

The EECA Fast-track Cities project conducted operational research or 
pilots for improved testing and treatment services, aimed at making 
them faster, more cost-effective and results-oriented. The pilots 
focused on ensuring accessibility to key populations and a wider take-
up of testing and treatment services by those who need them. Strategic 
operational research on lay-provider initiated HIV testing services, or 
results-funded TB treatment through primary health facilities, offer 
documented successful examples that are affordable for city budgets 
and can be scaled up in cities across the region.

This chapter provides case studies of integrated fast-track services 
including increasing uptake of ART among key populations in Almaty, 
improving out-patient tuberculosis treatment in Odesa with results-
based financing, and coordinating and linking TB and HIV detection and 
treatment in Bălți.   

The project pilots described here resulted in significant outcomes 
related to HIV and TB.

3.1 OUTREACH LOW THRESHOLD HIV TESTING RESULTS 
IN MORE COMPREHENSIVE SERVICE COVERAGE 	
IN ALMATY

Almaty’s harm reduction programme to prevent HIV among PWID 
works on the basis of 19 ‘trust sites’ located at city clinics and hospitals. 
Sites are funded from state and local budgets, while separate activities 
such as behavioural research interventions aimed at expanding existing 
services are funded by international projects.

Although the trust sites have shown positive results in containing the 
HIV epidemic among key populations, and HIV testing as a service is 
available in health facilities, key populations are likely to avoid these 
facilities because of stigma and discrimination, self-stigma, fear of status 
disclosure, the unfriendly attitude of medical staff, long distances to the 
sites, lack of money for transport, lack of time, etc.

Global practice has shown that stigma and discrimination are the 
dominant factors in the spread of HIV among key populations. Innovative, 
client-oriented interventions with the direct involvement of key population 
groups or community-based organizations are needed to tackle this.
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In April 2018 the operational research ‘Low-threshold model of 
access to testing and treatment of HIV for PWID and their sexual 
partners’ was launched in Almaty with the support of AFEW Kazakhstan 
and the Alliance for Public Health under the EECA Fast-Track Cities project.

Outreach testing of PWID and their sexual partners using rapid oral tests 
with the direct participation of an outreach worker/peer consultant is a 
new intervention not only for Almaty, but for Central Asia.

To launch the operational research in Almaty, a research protocol was 
prepared and approved by the ethical review board of the School of 
Public Health (Ministry of Health). An agreement was concluded with the 
company OraSure for 6,000 rapid oral tests for assisted self-testing.

When the research strategy was discussed in 2017, eight AIDS centre 
trust sites were already participating in a project led by a partner 
organization which also provided testing and social support to clients. 
The other trust sites, and the areas they are located, were identified for 
implementation of operational research on assisted HIV testing.

The goal of the operational study was to introduce and evaluate the 
effectiveness of assisted HIV testing and social support using the 
Community Initiated Treatment Intervention (CITI) approach.

THE PROJECT HAS TWO COMPONENTS:

A. HIV testing and client support for timely enrolment into ART by a non-
medical worker:

	Outreach HIV testing for PWID and their sexual partners;

	Introduction of the CITI social support model. This model 
includes targeted and integrated work with a specific 
client from the moment of positive serological status 
detection to enrolment into ART.

B. Active search for PWID who are not under medical observation or in 
treatment, as well as enrolment into ART with the assistance of a health 
worker; engaging peer consultants in medical teams looking for and 
enrolling clients into ART.

PICTURE:   
SALIVA HIV TESTS 
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DATA MONITORING AND CONTROL
The Alliance for Public Health has optimized and adapted a tool for 
monitoring and controlling data from operational research. This 
Optimized Case Finder (OCF) mobile app actively tracks contacts and 
engagement of HIV-positive participants, as well as their partners, 
friends and acquaintances from risk groups.

The project uses a two-stage model for recruiting participants, which 
begins by attracting HIV-positive index clients (outreach workers invite 
clients to participate in the project by giving them the appropriate 
coupons). The outreach worker marks clients in the OCF as a positive 
index and asks them to invite three people who they believe may be at 
risk of HIV, thus forming an extended network of people at risk. These 
people are then encouraged to invite three people from their social 
circle, regardless of serological status, to be tested by an outreach 
worker. Clients who are tested receive mobile phone credit, or food 
or hygiene kits for an equivalent amount. The most active clients who 
have close access to a risk group can participate in the project as 
recruiters to attract clients to outreach workers. For each new client 
the recruiter receives mobile credit.

All clients from the risk group can take part in the project every six 
months, unless they are found to be HIV-positive, in which case they 
are classified into the category of index clients and enter the second 
or third stage of engaging contact persons.

The Syrex cloud (mobile app) uploads and stores all data, and is used 
in real time to monitor the programme, allowing users to register each 
client, test result and case taken for follow-up, as well as to scan QR 
codes on invitation coupons for screening. The outreach worker, or 
case finder, registers all HIV-positive clients in the programme and 
monitors their treatment process.

An outreach worker provides additional support to HIV-positive 
clients at all subsequent stages: social support at the AIDS Centre for 
ELISA testing; registration and timely ART prescription. If necessary, 
the outreach worker addresses the client’s social needs if they pose 
a barrier to enrolling and receiving treatment: replacing identity 
documents, arranging temporary registration in social institutions or 
crisis centres, registering in a city clinic, etc.
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RESULTS
To compare the efficacy of the two models — CITI, used as part of 
the operational research, and current testing and treatment practices 
in medical facilities — we requested data from the AIDS centre on 
the services cascade. However, the existing city electronic tracking 
database lacks the requested data export function. Therefore, here 
we present only data derived through an operational study from April 
2018 to October 2019:

	 The number of people tested for HIV was 6000,  
of whom 4031 (67%) were PWID and 1969 (33%)  
were their partners;

	 145 (2,4%) people were diagnosed with HIV;

	 538 PLWH started ART with the help  
of outreach and medical workers.

CITI programme data indicates an improvement in the range of the 
cascade of services for PWID and their partners, from detecting HIV to 
early access to ART and supporting adherence to treatment.

Compared to standard practice, the research model facilitated early 
access to treatment for people who use drugs and their partners. The 
average time from rapid HIV testing to medical registration was 13 
days, and the average time from registration to enrolment into ART 
was 5-7 days.

SUSTAINABILITY
Both in the city of Almaty, and generally in the Republic of Kazakhstan, 
the benefits of rapid oral tests were highly appreciated not only by 
the non-governmental sector and medical facilities, but by clients 
themselves, the recipients of services. Systematic work is now 
underway at country level to register rapid tests, arrange centralized 
public procurement and make them available in pharmacies so that 
anyone who wishes may purchase and test themselves.

Within the operational study, a guide for conducting assisted rapid 
testing with outreach workers was developed and approved at city level. 
State regulations on free HIV testing have been revised to include the 
possibility of HIV testing using rapid tests, including by NGOs working 
with key populations. The MoH’s infectious diseases centre plans to 
develop and include in curricula a training module for NGO employees 
to conduct assisted rapid testing.
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3.2 TUBERCULOSIS DIRECTLY OBSERVED 
THERAPY BASED ON RESULTS-
BASED FINANCING BRINGS 
HARD-TO-REACH PATIENTS TO 
TREATMENT IN ODESA

Since 2013 the social structure of the population in Ukraine has changed, 
and we now talk more and more about labour migrants, temporarily 
displaced persons, refugees and other population groups who are 
vulnerable to tuberculosis. Approaches to prevention, detection and 
treatment of tuberculosis have also changed, altering the effectiveness 
of these measures in different population groups.

Three years before the EECA Fast-track Cities project was launched in 
Odesa and during the two years of project implementation, TB rates 
increased by 34.4% in the overall population of Odesa. However, among 
the city’s permanent residents the registered increase was only 6.9%, 
meaning that the biggest increase is among the migrant and homeless 
community, who are hard to reach.

In raw numbers, 2018 estimates include 353 people with TB who are 
work migrants, internally displaced or homeless people.

These people do not have access to primary care and cannot register 
at primary health centres, as they have no permanent address  
or documents confirming place of residence. Usually such patients 
are detected by in-patient departments or hospitals, or by specialised 
regional TB clinics.

PICTURE: REPORTING  
ON TB CLIENTS 
TREATMENT

ANZHELA YURIEVA, 
YOUTH CENTRE FOR 
DEVELOPMENT
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This patient population does not include as many patients with 
destructive forms of the disease, and the overwhelming majority are 
detected during routine testing and screening. The share of open TB 
cases among the overall number of first-time patients in the three 
years before project launch was on average 54.9%.

Odesa has high MDR-TB prevalence and high TB/ HIV co-infection. The 
number of first time patients affected by TB/HIV co-infection continues 
to rise annually; the share of HIV-positive patients among people with 
TB is also increasing.

The EECA fast-track Cities project conducted operational research into 
models to improve out-patient treatment for TB patients.  

CARE PROVISION AND PROBLEMS PRIOR  
TO PROJECT LAUNCH
Before the project launch TB patients in Odesa could access in-patient 
and out-patient care equally. The oblast (regional) TB clinic which 
provides tertiary medical care also provided access to a ‘day hospital’ 
for a small proportion of patients, intended as an alternative to in-
patient care. However treatment efficiency remained insufficient.

Out-patient care included several models:

	 Treatment at a DOTS site at the City TB  
clinic supervised by a nurse;

	 Home care provision by TB clinic visiting nurses;

	 Care delivery by NGO lay healthcare providers 
delivering TB medicines together with psychosocial 
services which include food and hygiene products. 
These interventions were implemented by the Red 
Cross Society and AIDS-service NGOs.

Key issues undermining these models include:

	 Transport fares and time the patient has to invest  
to travel to and from the TB clinic;

	 Lack of patient motivation;

	 AIDS-service NGOs concentrate exclusively  
on patients with HIV;

	 The models delivered by lay healthcare providers  
lack mechanisms to monitor adverse side-effects  
as providers do not have the necessary training;

	 Social workers do not monitor patients’  
follow-up visits and test schedules;

	 Patients with alcohol abuse issues tend to drop out  
of treatment following the first health improvements 
and as soon as the clinical disease is under control.
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SUGGESTED PROJECT ACTIVITIES FOR ODESA
With a view to increasing the efficiency of care provision and ensuring 
quality of medical services provided to TB patients, together with 
scaling up access to DOTS, care delivery was organised within Primary 
Care Clinics (PCC).

Three care delivery models were researched, including:

	 patients receive care from a catchment PCC  
nurse or any other nurse who is also the  
patient’s case manager;

	 a medical nurse makes home visits and directly 
monitors medicine intake by the patient;

	 both nurse and patient schedule a meeting at a 
location suggested by the patient, to protect the 
patient’s right to privacy if the patient does not  
want to disclose his or her status.

Over 700 TB patients were enrolled into the new pilot models.

Activities to prepare for launch of the pilot project included:

	 Project feasibility studies were conducted;

	 visits to PCCs to assess their accessibility  
and convenience for patients;

	 organised workshops for PCC heads  
of departments and administrative staff;

	 65 PCC medical nurses received training;

	 the Department of Health of Odesa City Council 
developed an order supporting implementation  
of the pilot project in the city;

	 the project was widely discussed by the City 
Coordination Council on HIV/AIDS, tuberculosis  
and drug abuse.

PILOT PROJECT OUTCOMES  
AND FUTURE SUSTAINABILITY
In the course of project implementation, the proportion of patients with 
open TB among primary patients has declined to 51.7% (compared to 
54.9%), meaning that TB patients are detected at an early stage before 
they can pose an epidemiological risk to others. There has been a 
registered decrease in destructive forms of TB, which also supports 
early detection since the start of the project.

The share of MDR-TB among newly detected cases decreased from 
18% in 2016 to 15.7% of primary TB cases registered in 2018.
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Susceptible TB treatment success within the project group was 
90%, improving the result in the city as a whole: in the city of Odesa 
susceptible TB treatment success increased from 53% in 2016 to 71% 
in 2019 after two years of the pilot project.

From October 2019, medical nurses involved in DOTS provision will 
receive monthly results-based remuneration for each patient financed 
by the city budget in the framework of the municipal HIV programme.

3.3 	MULTIDISCIPLINARY TEAMS INCREASE ART 
COVERAGE IN ODESA

The EECA Fast-track Cities project provided an opportunity to revise 
the approaches applied to dealing with HIV and TB in Odesa, and 
develop more effective strategies. The main objective was to introduce 
a system of HIV case detection which could identify the overall number 
of HIV-positive patients in need of services.

Success in reaching the first two UNAIDS 90-90 indicators (i.e., 90 
percent with HIV diagnosed and in treatment) depends on the 
effectiveness of the city’s medical care infrastructure in detecting HIV-
positive patients, with 90% of them being enrolled into medical care 
delivered by specialised clinics (including the city’s AIDS centre, TB 
clinic, and oblast centre for socially dangerous diseases). The service 
delivery model had to change, together with the system as a whole.

To this end, the department of health under Odesa City Council 
issued a series of decrees, which have altered the approach to HIV 
detection in the city by introducing rapid tests. City budget funds were 
used to procure test kits, including rapid HIV tests. Orders issued by 
the department of health helped strengthen the city’s medical care 
system and prepare it for working in a changing environment, but 
most importantly the whole medical network in the city is now geared 
towards fighting the spread of HIV.

In 2017 work began to train healthcare staff in testing for HIV, detecting 
the infection, referring diagnosed patients to specialised clinics, and 
ensuring clinical tracking and enrolment into ART. These objectives 
required systemic thinking and a holistic approach from healthcare 
providers.

In January 2018 Odesa launched the application of rapid tests for 
HIV throughout its healthcare network. In June 2018 the city council 
adopted the city’s 2018-2020 Targeted Programme to fight HIV/
AIDS, tuberculosis, hepatitis and drug abuse (Fast-Track Odesa). The 
programme aims to enrol into treatment 90% of the city’s HIV patients; 
it also strengthens partner relations between the agencies involved in 
project implementation including municipal departments and services 
and NGOs.
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Odesa city health department set up multidisciplinary teams (MDT) 
within the city’s healthcare system of clinics. MDTs include the clinic’s 
deputy head doctor for clinical care of HIV, doctors and nurses 
representing each of the clinic’s departments, a medical doctor 
involved in the  AIDS centre’s ‘trust site’ closest to the clinic, and an 
NGO representative as per existing agreements on cooperation.

MDTs are not a new form of collaboration, but creation of a properly 
working MDT system monitored by the head of the Odesa health 
department and the city AIDS centre showed concrete positive results. 
Every week the health department collects analytical data on the 
number of people tested for HIV, the share of HIV positive results and 
the number of patients referred to specialised clinics (AIDS centre, TB 
clinic). Monthly analysis includes data on the intake of ART patients.

As of 01.07.2019, the number of clinically tracked patients is 11,707. A 
total 6,692 patients are enrolled into ART, and 5,542 patients (82.8%) 
have undetectable viral load. The positive change in the Odesa HIV 
care cascade is shown the table below:

The underlying strategy of the EECA Fast-Track Cities projects creates 
hope that the HIV epidemic could be brought under control. Other 
innovative components of Odesa’s fast-track programme include 
prevention services delivered through a network of pharmacies (17 
communal pharmacies are engaged in provision of prevention kits 
purchased by the municipality and provide syringe exchange to PWUD 
referred by NGOs) and developing a registry of service recipients.  
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3.4 	IMPROVING LINKS BETWEEN TB 
AND HIV SERVICES BRINGS MORE 
PATIENTS INTO CARE IN BĂLȚI

In Bălți implementation of fast-track measures to curb HIV and TB 
among vulnerable populations and increase the involvement of city 
authorities began in June 2017 with signing the declaration of intent 
to join the Zero TB Initiative (see chapter 4). The City Task Force or 
coordinating council was set up to strengthen cooperation.

Since the launch of the EECA Fast-Track Cities project the municipal 
health services in Bălți have organised regular trainings and other 
activities for healthcare providers and representatives of municipal 
services and law enforcement agencies. Training was delivered by 
a team of medical doctors, including infectious diseases, TB and 
addiction specialists, and focused on HIV/TB co-infection, as well as 
the importance of scaling up HIV/TB testing including testing people 
most vulnerable to infection.

Another series of training workshops was delivered to key populations, 
covering TB prevention, overcoming fear of treatment with Isoniazid, 
nutrition while in TB treatment, psychological states and depression 
while in TB treatment, and patients’ rights. Almost 200 people from 
populations most vulnerable to HIV and their family members 
participated in the TB Patient School, of whom 50% were in TB  
treatment. Each participant received a copy of the TB Patient’s 
Handbook and, on completing the school’s fourth information session, 
were given motivation kits which included a food package.

To strengthen TB detection a single screening form was developed 
and introduced across the city’s medical clinics and NGOs working in 
HIV and TB.

PICTURE: TRAINING 
ON THE SEX WORKER 

IMPLEMENTATION  
TOOL, BĂLȚI

ALA IATCO,  YOUTH FOR 
THE RIGHT TO LIVE
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LOW THRESHOLD COMMUNITY  
INITIATED SCREENING AND TREATMENT
To strengthen detection of HIV/TB co-infection, HIV optimised case 
finding (OCF) and community initiated treatment intervention (CITI) 
were introduced in the framework of the ‘Model of low threshold 
access to testing and treatment of HIV and tuberculosis for 
populations most at risk of HIV, including injecting drug users 
and sex workers and their partners in Bălți City’. The model was 
developed to support early detection of HIV and tuberculosis among 
PWUD and SW and their sexual partners, but also to ensure timely 
delivery of treatment, care and support services which remain an 
important component of epidemic control.

Five outreach workers were engaged in implementing the optimised 
HIV testing model (with application of rapid tests). Together with 
testing clients for HIV, the model required application of TB screening 
procedures. Following a positive screening test result the client was 
followed up by the outreach worker to ensure timely delivery of ART or 
tuberculosis treatment.

To provide confirmatory testing for TB the screening procedure 
involved additional tests (Gene Xpert, x-ray and CT scan). It is vital to 
stress the application of computerised tomography (CT), as it proved 
highly efficient with HIV-positive patients, helping to diagnose TB in 7 
out of 20 patients who received a CT scan of the lungs and abdominal 
cavity (internal organs).

PICTURE: TRAINING  
FOR OUTREACH 
WORKERS ON RAPID 
TESTING
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RESULTS
Eight months of implementing optimised case finding for HIV and 
community initiated treatment intervention (CITI) yielded the 
following results: 

	 1,993 people tested, including 78 newly  
detected HIV cases;

	 50 people initiated ART; 28 people  
in the process of starting;

	 TB screening procedures helped identify  
and confirm 7 new cases of infection; 
15 people started TB treatment,  
including 15 follow-up.

To follow up HIV/TB co-infection cases, the model applied a case 
management approach previously used in CITI. Clients who tested 
positive during screening test procedures received social support. An 
outreach worker helped the client to navigate the healthcare system 
to ensure timely delivery of ART and TB treatment. The outreach 
workers as a result were mostly responsible for situation assessment, 
developing an individual treatment plan for managing each case, and 
providing immediate social and treatment adherence support (for a 
period of up to five months).

Outreach workers provided support to PWUD and SW who were 
officially diagnosed with HIV and registered with their local ART site 
but for various reasons had not received treatment over the last six 
months; outreach workers helped them re-enrol into care with active 
support from the clinic’s medical staff.

To ensure adherence to TB treatment, ART and OST, existing 
interventions were combined under a One Stop Shop model, i.e., OST 
sites provided methadone delivery and prevention treatment with 
Isoniazid, the TB service provided TB treatment in combination with 
OST, DOTS was made available to clients with HIV/TB and PWUD/TB/
HIV, and ART sites introduced a system of referral for x-ray testing.

In Bălți the project helped strengthen coordination between different 
stakeholder organisations, including TB care provision services, 
local ART sites, sites for voluntary HIV testing and counselling, drug 
treatment services, centres for family medicine, municipal health 
services, the Bălți municipal department of social protection, the 
police, and communities and organisations of KPs, PLWH, TB patients 
and LGBT.
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CHAPTER 4
WORK WITH CITY AUTHORITIES: 
HIV/TB PROGRAMMES AND 
BUDGETS

This chapter looks at work with city authorities. Several international 
initiatives and frameworks have been set up within which municipal 
authorities can collaborate with service providers, civil society and key 
populations to create and improve HIV and TB responses. Here we 
introduce some of these initiatives, and explore how they have contributed 
to city-level HIV and TB responses in the five EECA fast-track cities.

Case studies examine the processes required for authorities (mayors, 
city health departments, city councillors), with the impetus of civil 
society, to join international commitments and take concrete action to 
improve and sustain HIV/TB responses.

Section 2 looks at the municipal budget allocation and financing 
mechanisms for city HIV and TB programming, including social contracting 
of NGOs introduced as part of the EECA Fast-track Cities project.

PICTURE: THE MAYORS 
OF BĂLȚI, BERN AND 
ODESA DURING  
A STUDY VISIT
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4.1	 BUILDING CITIES TO COMMIT ON THE HIGHEST 
LEVEL TO ENDING HIV AND TB: INTERNATIONAL 
INITIATIVES

PICTURE: SIGNING  
THE PARIS DECLARATION 

ON WORLD AIDS DAY. 
PARIS, FRANCE,  

1 DECEMBER 2014

Urban strategies and actions are central to achieving the UN 
Sustainable Development Goals, including ending the AIDS epidemic 
by 2030.  Integrating the HIV and TB response into the UN Sustainable 
Development agenda provides further opportunity to ensure better 
health, reduce inequality, advance human rights, and promote inclusive 
and equitable societies.

4.1.1. THE PARIS DECLARATION

On World AIDS Day 2014, mayors from around the world came together 
in Paris, France, to sign a declaration to end the AIDS epidemic in their 
cities9. In signing the Paris Declaration, mayors commit to putting 
cities on the fast-track to ending the AIDS epidemic through a set of 
commitments. Those commitments include achieving the UNAIDS 
90–90–90 targets, which will result in 90% of people living with HIV 
knowing their HIV status, 90% of people who know their HIV-positive 
status on antiretroviral treatment, and 90% of people on treatment 
with suppressed viral loads, keeping them healthy and reducing the 
risk of HIV transmission. Achieving zero stigma is the initiative’s fourth, 
but no less important, target.

The Fast-Track Cities network10 includes more than 300 cities and 
municipalities that are committed to attain the 90-90-90 targets by 
2020, as the starting point on a trajectory towards getting to zero new 
HIV infections and zero AIDS-related deaths.

9	 https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/ 
2014/december/20141201_PR_citiesreport

10	 https://www.unaids.org/en/cities

https://www.unaids.org/en/resources/campaigns/WAD2014
https://www.unaids.org/en/resources/multimediacentre/photos/20141130_Paris_meeting
https://www.unaids.org/en/resources/multimediacentre/photos/20141130_Paris_meeting
https://www.unaids.org/en/resources/documents/2014/20141201_Paris_declaration
https://www.unaids.org/en/resources/documents/2014/90-90-90


ENDING  
HIV and TB  

IN A CITY: 

EXPERIENCE 
HANDBOOK

From the Eastern European  
and Central Asian region 61

The Paris Declaration includes commitments to focus on the 
communities most affected by HIV, to mobilise resources for the better 
integration of public health and development, to build and accelerate 
urban HIV strategies and to use the AIDS response as a catalyst for 
positive social transformation.

Ending the AIDS epidemic in the world’s cities will require leaders who 
can inspire and harness the compassion and generosity of ordinary 
urban citizens in order to bring about lasting change. It will depend 
upon energized communities accelerating and sharpening the focus of 
local AIDS responses and sharing best practices across urban centres.

“ENDING THE AIDS EPIDEMIC IN THE WORLD’S CITIES 
WILL REQUIRE LEADERS WHO CAN INSPIRE AND HARNESS 
THE COMPASSION AND GENEROSITY OF ORDINARY URBAN 
CITIZENS IN ORDER TO BRING ABOUT LASTING CHANGE”

Cities signing the Paris Declaration commit to seven objectives:

1) 	Ending the AIDS epidemic in cities by 2030  
and reaching ambitious goals by 2020.

2) 	Putting people at the centre of the AIDS response.

3) 	Addressing the causes of risk, vulnerability  
and HIV transmission.

4) 	Using the city AIDS response for positive social 
transformation and building societies that  
are equitable, inclusive, responsive, resilient  
and sustainable.

5) 	Building and accelerating an appropriate  
response to local needs.

6) 	Mobilizing resources for integrated public  
health and development.

7) 	Uniting as leaders, working inclusively  
and reporting annually on progress.



SIGNING THE PARIS DECLARATION –  
GUIDELINES FOR A NEW CITY: 
ALMATY

City mayors, together with other municipal authorities, should play a leading role 
in supporting common well-being, promoting policies which provide risk-free and 
easy access to medical care and social services for all, and ensuring provision of 
human rights. By signing the Paris Declaration and joining the EECA Fast-track 
Cities project, mayors publicly declare a political commitment to support HIV 
initiatives among key populations and reach the UNAIDS 90-90-90 targets.

The obligations of the Paris Declaration foresee targeted city interventions 
which reflect local needs and provide financial support from the local budget. 
The declaration encourages inter-sectoral partnerships and cooperation. To 
this end, all stakeholders and donors need to offer joint technical assistance to 
cities, to develop a reliable system which ensures that mechanisms for financing 
civil society organisations gradually transition to municipalities. Experience 
shows that financial support provided by cities to NGOs helps reach the 90-90-
90 targets, decrease AIDS mortality and overcome stigma and discrimination.

Signing of the Paris Declaration and other strategically important, legally-
binding documents by officials from the city administration requires essential 
leadership qualities from NGOs, namely:

Personal attributes Commitment, strong beliefs, systematic and strategic thinking, flexibility

Social standing Good reputation and respect from partner organisations, indisputable leadership qualities

Professional qualities Competence, proactive position, good organisational skills, capable of building partner relations 
and negotiating with government agencies and decision makers, analytical qualities

PICTURE: PARIS 
DECLARATION ON HIV 

SIGNED IN ALMATY

AINURA 
BATYRBEKOVA, 
AFEW KAZAKHSTAN
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The Paris Declaration was signed by the mayor of Almaty in July 2017. Some 
of the NGO-led steps that led to that event and ensured its success are:

THE INITIAL STAGE: CRYSTALLISING INTENT

	 NGOs should clearly understand all aims and objectives  
of the Paris Declaration;

	 Schedule a meeting with UNAIDS to discuss strategy; submit  
an official request to receive the declaration in both Russian  
and English languages;

	 Submit to the mayor’s office an official letter from UNAIDS,  
a donor organisation, a local NGO or a coalition  
of organisations, etc.;

	 Schedule a meeting with officials from the city health  
department and the mayor’s office with the aim of promoting  
the intent to sign the Paris Declaration;

	 Be quick to respond to requests and clarifying questions from  
city authorities in relation to the Paris Declaration;

	 NGOs should work on becoming the municipality’s allies  
and technical partners;

	 Government agencies and civil society should join forces  
and take the initiative;

	 Help the mayor fully comprehend the level of commitment  
and future prospects!

STUDY THE MAYOR’S OFFICE PROTOCOL PROCEDURES 
AND FOLLOW THEM:

The city’s public health department (or other department which manages 
health issues) submits a letter of support to the mayor’s office, containing 
a preliminary date for the signing ceremony of the Paris Declaration; it also 
includes the signing ceremony programme and text of the declaration;

The text of the declaration is formally examined by relevant municipal 
departments: legal, state language, international affairs, protocol, etc. 
(NGOs should not provide their own translation!);

Get involved with developing the signing ceremony programme, putting 
together a list of participants and schedule of events; coordinate activities 
with the mayor’s office.

For further realisation of Fast-track City initiatives, NGOs need to act in 
concert with other stakeholders and become the municipality’s trusted ally 
and partner in the fight against HIV, TB, and other social diseases affecting 
key populations.
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TRAINING AND PERSONAL 
CONTACT HELPS WITH SIGNING 
THE PARIS DECLARATION: TBILISI

On 1 December 2018, as part of the EECA Fast-track Cities project the 
deputy mayor of Tbilisi signed the Paris Declaration to end the AIDS 
epidemic in Tbilisi by 2030.

Eighteen months of preparation and extensive advocacy, from April 
2017,  preceded the official signing ceremony. Although City Hall, and 
the mayor himself, expressed support for the project in 2016 before it 
had even started, the project team encountered several obstacles.

The first obstacle was municipal and mayoral elections in Tbilisi in 
late October 2017. City Hall representatives suggested waiting until 
the new mayor was elected before resuming negotiations. After the 
new mayor took office, NGO project partner Tanadgoma worked 
together with the National Centre for Disease Control and Public 
Health (NCDCPH) and the Ministry of Health, which made official 
applications to the mayor to sign the declaration.

The second important obstacle was the attitude of top officials from the 
city healthcare and social services department. HIV/TB programmes in 
Georgia are heavily centralized, with all responsibility, including funding, 
on the central budget and the Ministry of Health. Therefore, city health 

PICTURE: PARIS 
DECLARATION ON HIV 

SIGNED IN TBILISI

LIA 
MAMATSASHVILI, 
TANADGOMA
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department officials did not see a role for themselves or the city in the 
process, and regarded signature of the declaration as an additional 
burden on them and municipal health programmes in general.

In response, Tanadgoma started sensitization and motivation of 
municipal representatives by including them in several important 
courses and visits. One leading specialist from the Health and Social 
Programmes Department participated in the Harm Reduction Academy 
organized by APH. Another senior specialist from City Hall participated 
in the City Health International conference in Odesa in 2018. The head 
of health and social programmes, who is the main health policy maker 
in City Hall, was invited to take part in a study and knowledge-sharing 
visit to Amsterdam. Project team members, partners, the vice-director 
general of NCDCPH and the minister of health of the Autonomous 
Republic of Adjara also participated in the study visit (see chapter 5). 
Participants were positive about the visit and expressed their willingness 
to have further discussions regarding the declaration process.

Tanadgoma management also established personal communication 
with the ‘night mayor’ (the head of night economic development) and 
vice-mayor of Tbilisi. Several informal meetings were organized to 
provide information and updates on the EECA Fast-track Cities project, 
the importance of fighting HIV/TB at city level, and benefits of signing 
the Paris Declaration.

These initiatives led municipal officials to reconsider their role as 
important players in national responses to HIV and TB. They became 
more aware of the international trend of fast-track cities, and agreed to 
sign the Paris Declaration.

As a result of signing the Paris Declaration and establishing a City Task 
Force, the visibility of the EECA Fast-track Cities project increased in 
Tbilisi. Different communities (LGBT, SW and PWUD) started to prepare 
a common strategy for budget advocacy at city level. Another very 
tangible result is the development of a pilot project oriented on HIV 
testing and awareness-raising activities targeting beauty and tattoo 
salon staff and clients, to be implemented by Tanadgoma and the 
National Centre for Disease Control and Public Health.
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4.1.2	THE STOP TB PARTNERSHIP AND ZERO TB INITIATIVE

Another initiative that cities may join is Zero TB Cities. Similar in format 
to the Paris Declaration, it is signed by the Mayor and representative of 
the TB programme — Stop TB Partnership or Zero TB Cities. After the 
signing ceremony, intensive work begins with the city to improve plans and 
responses for tuberculosis.

The Stop TB Partnership and Zero TB Initiative support the Global Plan 
to end TB’s 90-(90)-90 targets. By 2020, at least 90% of all people with TB 
should be diagnosed and placed on appropriate therapy. As a part of this 
approach, at least 90% of the most vulnerable, underserved and at-risk 
populations should be reached. The third 90 means that of all people 
diagnosed with all forms of TB, 90% should be treated successfully.

The Stop TB Partnership, the Department of Global Health and Social 
Medicine at Harvard Medical School, alongside non-governmental 
organizations Advance Access & Delivery (AA&D), and Interactive Research 
and Development (IRD) came together in 2016 to launch the Zero TB 
Initiative to support cities, islands, and districts that publicly commit and 
take meaningful steps to achieve a rapid reduction in the number of people 
suffering from TB.

The purpose of the initiative was to create ‘islands of elimination’ that 
contribute to lowering rates of TB, while answering important operational 
and care delivery questions that can support national scale-up of a 
comprehensive strategy across the world. The Zero TB Initiative is unique in 
three ways. Firstly, it supports coalitions of local governments, businesses, 
and civil society. Secondly, it uses the comprehensive Search-Treat-Prevent 
approach, which is based on common principles of epidemic control that 
have not been comprehensively implemented in countries where TB is still 
a public health challenge. Thirdly, it is framed to focus on active screening, 
timely prevention and effective treatment centred around households, the 
places where people seek care, and where they work. 

Zero TB Initiative support is contingent on meaningful initial steps being 
taken by a partner site/coalition to utilize the Search-Treat-Prevent approach.

PICTURE: ZERO TB 
CITIES WORKSHOP IN 

DUBAI, JULY 2018

TOM NICHOLSON, 
AA&D EXECUTIVE 
DIRECTOR
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ODESA ALIGNS WITH  
THE ZERO TB INITIATIVE

PICTURE: THE MAYOR 
OF ODESA SIGNING THE 
ZERO TB DECLARATION

On 30 May, 2017, Odesa joined the global movement, publicly stating 
through the Mayor’s office the local government’s intention to design 
and implement a comprehensive programme against tuberculosis in line 
with the ZTBI approach. Financial support was made available through 
the Global Fund, local health services, and state and national budgets 
that typically fund TB services delivered through the public/government 
sector. This financial support allowed for a pilot period during which new 
approaches could be applied.  

Time spent in Odesa by ZTBI consultants from the Stop TB Partnership and 
other partners has made clear several areas where the Odesa programme 
has the potential to grow, strengthen, and make more efficient its efforts 
to create a comprehensive programme.

Odesa has high rates of drug-resistant TB, coupled with challenges in 
access to government services generally that extend far beyond the 
mandate of the health services alone. For their part, Odesa TB services 
are working to more effectively identify high risk groups and improve 
active case finding and prevention among them, including people who 
are homeless or imprisoned, people with HIV, and migrant workers.

For those already in treatment, further analysis of patient medical 
records and targeted interviews with patients would help to understand 
risk factors for advanced forms of TB in this particular setting.  Odesa is 
moving boldly toward 100% coverage of ART with TB therapy for all TB/HIV 
co-infected patients, despite many challenges including limitations to HIV 
detection among populations that the programme has trouble reaching 
systematically.
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4.2 MUNICIPAL HIV/TB PROGRAMMES AND FUNDS 
ALLOCATION

The next step after signing the Paris Declaration or Zero TB Declaration 
is to develop a city action plan or city programme, which will spell out 
concrete steps to achieve the 90-90-90 goals and identify resources.

4.2.1 GUIDELINES FOR MUNICIPAL HIV BUDGETS: ODESA

TETIANA DESHKO, 
ALLIANCE FOR 
PUBLIC HEALTH

Municipal HIV/AIDS programmes are generally developed by the 
city’s department of health. The department is also the programme’s 
key implementing agency. Technical support and distribution of 
financing for interventions are delivered by the city’s AIDS centre or 
other structures responsible for AIDS control within the city health 
department. NGOs can also be involved.

SEEK
TARGETED  OUTREACH
	 Print material
	 Earned media (media 

coverage)
	 TV, radio, print, online
	 Magazine
	 Social media
	 Website
	 Apps

TARGETED ENGAGEMENT
	 Identify in-care and 

out-of-care patients of 
partner clinics

	 Link people to advocacy 
network; mentors

ADVOCATE
REGULAR  MEETINGS
	 Knowledge-sharing
	 Testing
	 Networking
	 Messaging

TRAINING
	 Advocate empowerment
	 Online component
	 Seminars, webinars

EDUCATION
	 Discussion forums
	 Forums for: peers, family, 

community; newly-
diagnosed, key pops.

SUPPORT
	 Peer relationships
	 Mentoring, coaching

SOCIAL NETWORKING
RECRUITMENT
COMMUNICATION
	 Online, email,  

media, events

TEST  
(90%)

CLINIC-BASED 
TESTING
	 Bundled testing  

in clinics

MOBILE CLINICS
	 Mobile bundled 

clinics

COUNSELING 
SERVICES

TREAT 
(90%)
LINK TO HIV  
AND STI  
MEDICAL CARE
	 Partner clinics
	 MOU clinics
	 Link to care  

and support 
networks

SOCIAL NETWORK 
TESTING
	 Incl. non-

targeted

EVENT AND 
LOCATION-
SPECIFIC TESTING
	 Parties, balls, 

nightclubs
	Hotspots

NOTIFY
PARTNER 
NOTIFICATION
	 Includes official 

registration

SELF-TESTING
	 Home testing 

kits
	 Lab facilities

PREP AND NPEP
	 Refer people 

with negative 
results

	 Provide 
education, 
mentoring

SUPPORT
	 Cash for school
	 Food and 

nutrition
	 Education, 

training
	 Condoms, PreP
	 Needles, 

syringes
	 Testing kits
	 Clinics
	 Health workers
	 Counseling
	 Pharmacies
	 Insurance
	 Transport
	 Street lights
	 Security
	 Shelters
	 Sensitization
	Community 

engagement

OUTCOMES 
by 2020

PREVENT
	 PreP
	 nPEP
	 Condoms (M&F)
	 Lubricants
	 Education
	 Counseling

RETAIN 
(90%)
PEER/MENTOR SUPPORT
	 Advocates network

PATIENT NAVIGATION 
AND CASE  
MANAGEMENT
	 Provide services

INCENTIVES
	 SMS reminders
	 Mobile app
	 Cash payments
	 Phone cards
	 Meals, clothing
	 Club membership

	 Zero discrimination
	 New HIV infections reduced (500,000 or fewer globally)
	 90% of people living with HIV know their status
	 90% of people tested are receiving effective antiretroviral treatment
	 90% of people on antiretroviral treatment have suppressed viral loads

FAST TRACK CITIES APPROACH IN REACHING 90-90-90
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The municipal programme is developed based on targets defined 
by the national AIDS programme or global targets, which usually 
include the 90-90-90 targets. Interventions and financing to support 
programme activities are designed and planned to conform to the 
key programme directions, which generally include prevention, case 
detection, and care provision.

Fast-track programme activities include evidence-based interventions 
aimed at fast-tracking responses to reach the 90-90-90 targets. The 
list of activities in the table above was developed by UNAIDS to be 
used as basis for fast-track responses.

The municipal programme should go beyond utilising local funds and 
demonstrate its ability to attract financial support from alternative 
sources, e.g., the national budget, or donor funds. This is important 
because usually procurement of medical drugs is organised at national 
level, while prevention programmes could be contracted and financed 
from both national and city budgets. After the programme has secured 
sustainable financing from different sources it can comprehensively 
promote a range of activities in the city while being able to manage 
risks, such as funders (for example, international donors) deciding to 
reduce their financial support. As a result, gaps in financing may be 
covered by other sources.

It’s important to note that EECA countries are experiencing a gradual 
withdrawal of donor financing for HIV programmes, and a concomitant 
transition to utilising national and donor funds. The following table 
shows this dynamic for Odesa, Ukraine.  

National 
budget 

Alliance 
for Public 
Health (GF)

Odesa city 
budget

2018 2019 2020

30

25

20

15

10

5

0

Odesa is a leader in the five EECA Fast-track project cities (thanks in 
part to decentralisation processes in Ukraine) for municipal budget 
allocation to HIV/TB programmes.

FIGURE 1: TRANSITION 
IN SHARE OF FUNDING 
SOURCES FOR KEY 
POPULATIONS, IN 
MILLION HRYVNYA. 
ODESA
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For the most part, local city budgets tend to actively support prevention 
programmes, pilot interventions, innovative approaches, and effective 
procurement procedures which reflect the city’s specific needs.

For example, starting from 2018 the city of Odesa has committed 
to sustainably increase financing of interventions aimed at key 
populations, namely:

	 11 million hryvnya have been allocated to finance 
medical and social services for key populations in 2018 
reaching 20,814 clients; in 2019 these services will 
reach 23,266 clients, rising to 25,761 clients in 2020;

	 3 million hryvnya have been allocated to launch syringe 
exchange programmes (SEP);

	 600,000 hryvnya have been allocated to launch a new 
OST site.

The following pie chart shows the distribution of budget lines financed 
by Odesa municipality in the framework of the current city programme 
to control HIV and TB. 

 

HIV prevention for key populations

HIV testing

Procurement of a mobile van for TB screening

Procurement of TB screening complex

Procurement of tuberculin

Other expenses

49%

18%

17%
8%

4%

4%

With a total budget of 65 million hryvnya from the municipality, 51% 
of financial aid is utilised to support five budget lines. Most funds 
are directed towards prevention programmes aimed at most at risk 
populations. Odesa has developed a social contracting mechanism to 
fund NGOs to provide some of services for KPs, along with psychosocial 
support and case management.

FIG.3: PROPORTION 
OF THE MUNICIPAL 

BUDGET FOR DIFFERENT 
COMPONENTS  

OF THE 2018–2020  
CITY PROGRAMME  

TO CONTROL HIV  
AND TB, ODESA

Odesa city budget

National budget

Other sources

76% 8%

16%

FIG.2: DISTRIBUTION 
IN THE SHARE OF 

FUNDING SOURCES 
OF ODESA CITY’S 

2018–2020 HIV/TB 
PROGRAMME
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HOW TO CALCULATE BUDGETS  
FOR KP SERVICES
Usually programme budgets for prevention activities are 
calculated based on the annual unit cost of reaching one 
client.

These unit costs may greatly differ from country to country 
and generally depend on the basic package of services and 
the country’s level of income. The following is an example of 
calculations used in Ukraine:

Basic package of services for PWUD

  UAH USD*

Counselling 198 8,15

Distribution of syringes/needles, 
wipes, condoms, brochures 37 1,52

HIV testing 100 4,12

HIV support services 2 0,08

TB questionnaire 16 0,66

Communication and commuting 
expenses for social workers 7 0,29

Consumables 4 0,16

Administrative costs 55 2,26

Office expenses 36 1,48

HIV test kits 39 1,60

Syringes/needles 187 7,70

Wipes 18 0,74

Hepatitis C test kits 12 0,49

Naloxone 2 0,08

Information materials 5 0,21

Condoms 18 0,74

Total 736 30,29

The total annual budget is calculated based on the unit cost 
per client multiplied by 90% of the estimated number of PWUD 
in the city, with the aim of reaching 90% coverage of PWUD.

INTERNATIONAL 
EXPERIENCE: MUNICIPAL 
BUDGET ALLOCATION AND 
PUBLIC HEALTH SERVICES  
IN THE NETHERLANDS

As of 2015, because of a nation-wide 
decentralization process, municipalities 
in the Netherlands are now responsible 
for provision of healthcare services for 
the elderly and chronically ill, income 
and employment assistance, and youth 
care services.

The overall annual budget of all Dutch 
municipalities covers implementation 
of national policies as well as local 
services.  Municipal revenues can be 
divided into taxes, ear-marked funds and 
the general grant. The latter two cover 
most implementing tasks derived from 
the national decentralization process. 
The general grant represents 47% of a 
municipality’s total income. Municipal 
councils are free to decide how to 
allocate this money, which should cover 
safety and security, infrastructure and 
social services.

The Ministry of Health, Wellbeing and 
Sports is involved in policy setting for 
public healthcare at national level.  At 
municipal level, the Municipal Public 
Health Service implements healthcare 
policy. There are 25 Municipal Public 
Health services operating in the 25 Dutch 
‘Safety Regions’ which each cover several 
municipalities.

Prevention, treatment and care of HIV 
and TB is the responsibility of Municipal 
Public Health Services. Obligatory health 
insurance covers testing and treatment. 
TB treatment is allocated to hospitals, 
which diagnose about 80% of TB cases. 
The remaining 20% is diagnosed at 
the Municipal Health Service itself. 
The Municipal Public Health Service is 
therefore involved from the moment 
of diagnosis in screening, diagnosis, 
treatment and information provision. 
Strong coordination at  municipal levels 
allows for qualitative and equal public 
health service delivery.

*	 Rate 24,3 for 14/11/2019
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ADVOCATING THE MUNICIPAL HIV 
PROGRAMME AND BUDGET: SOFIA

Preparation of a city HIV prevention strategy in Sofia started with informing 
and sensitizing city council members. A draft municipal programme was 
developed, including a detailed five-year work plan and budget outlining diverse 
financial resources, including national, municipal and donor funding. The work 
was finalized with a comprehensive draft of a Strategy and Programme for 
Prevention and Control of HIV and STIs in Sofia Municipality 2019–2023.

An ad hoc working group appointed by the mayor of Sofia reviewed and revised 
the draft in line with other municipal strategies and programmes. As a result the 
budget was taken out. Unlike the national HIV programme, but similar to other 
municipal strategies and programmes, the Sofia HIV prevention programme 
for 2019–2023 contains no long-term budget forecast; instead the budget is 
decided on a yearly basis. This is a challenge to future implementation, and civil 
society will have to mobilize in the next few years to ensure that the programme 
is financially supported and realised to meet needs.      

“THIS IS A CHALLENGE TO FUTURE IMPLEMENTATION,  
AND CIVIL SOCIETY WILL HAVE TO MOBILIZE IN THE 
NEXT FEW YEARS TO ENSURE THAT THE PROGRAMME IS 
FINANCIALLY SUPPORTED AND REALISED TO MEET NEEDS.”

 

In line with Bulgarian legislation, the HIV prevention programme was made 
available online for public discussion for one month before being approved and 
adopted by Sofia Council. The fact that the Sofia Local Public Committee on 

PICTURE: MEETING WITH 
THE MAYOR OF SOFIA ON 

WORLD AIDS DAY, 2017

ANNA LYUBENOVA, 
INITIATIVE FOR HEALTH 
FOUNDATION
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HIV already included representatives of all political parties and the Ministry of 
Health, as well as a proper representation of civil society and key populations, 
played a positive role here.

Additionally the EECA Fast-track Cities project applied an innovative advocacy 
approach by combining NGO efforts with the expertise of a professional 
consulting company, Fipra. Fipra and project partners organized a campaign to 
support the municipal HIV programme and increase publicity. In November-
December 2018 several media publications covered the new initiative of 
Sofia municipality, as well as a public rally by NGOs in cooperation with Sofia 
municipality on 1 December.

The Programme for Prevention and Control of HIV and STIs in Sofia Municipality 
2019–2023 was approved by Sofia Council on 20 December, 2018.

PICTURE: PUBLIC 
RALLY OF NGOS AND 
SOFIA MUNICIPALITY, 
DECEMBER 2018

PICTURE: MEDIA 
PUBLICATIONS ABOUT 
THE NEW MUNICIPAL 
PROGRAMME
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ENSURING CITY BUDGET  
FUNDING AND A SOCIAL 
CONTRACTING MECHANISM: 
BĂLȚI

In Moldova both national government and municipalities pay special 
attention to HIV and TB control through regular five-year public health 
programmes operating at national and city level.

In October 2017 Bălți City Council unanimously voted in support of the 
current 2017–2020 municipal programmes. The programmes include the 
following key objectives:

	 Ensure prevention services for most  
at risk populations;

	 Ensure access to care and psychosocial support  
for people affected by the diseases.

PICTURE: PROJECT TEAM 
MEETING WITH THE 

MAYOR OF BĂLȚI

ALA IATCO,  
YOUTH FOR THE 
RIGHT TO LIVE, 
BĂLȚI
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As rule, municipal programmes reflect national programmes and include 
action plans and monitoring indicators adapted to local conditions. 
However, the current programme is different:

	 It includes a budget with detailed funding distribution  
per sources of financing (e.g., local city budget,  
NGOs/Global Fund);

	 NGOs were actively involved in developing the programme 
and coordinating efforts to get it approved;

	 The programme helped set up a City Task Force (CTF) 
including KP representatives, and continues to support  
its activities;

	 The CTF serves as an important mechanism to coordinate 
and harmonize the two programmes on HIV/AIDS and TB. 
This is especially important as the city has high rates  
of co-infection and related mortality.

For the first time ever, the city of Bălți has allocated budget funds to 
support NGOs working in prevention among vulnerable populations. 
The mechanism to fund NGOs which is embedded in the municipal 
programme is greatly welcomed. However, it is currently limited to 
procuring prevention supplies such as syringes, condoms and disinfection 
materials, and cannot be used to fund human resources.

Current project activities in Bălți are aimed at developing a social 
contracting mechanism, which will allow city funds to be used for a 
comprehensive package of services on HIV/TB prevention, care and 
support for key populations delivered by NGOs.

This task is realistic in the context of new public procurement legislation, 
which now covers not only the procurement of goods, but also of services. 
Since most NGOs in Moldova are actively accrediting their prevention 
and psychosocial support services on the basis of standards developed 
by the Ministry of Health, Labour and Social Protection, the NGO social 
contracting mechanism can guarantee quality services and ensure their 
accessibility and sustainability.
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CHAPTER 5
EXCHANGE AND LEARNING

ANKE VAN DAM,  
AFEW 
INTERNATIONAL

Cities are often pathfinders in the AIDS and TB response, scaling up 
the numbers of people receiving treatment and adopting innovative 
approaches to identifying infections and reducing transmission. 
Key to the concept of Fast-track Cities is national and international 
leadership, and exchange of such innovative practices and of shared 
problems and solutions.

This section focuses on some mechanisms within the EECA Fast-
track Cities project, including expertise provided from the cities 
of Amsterdam and Bern, that facilitate international experience 
and learning. An interview with the mayor of Bern is an illustration 
of personal and political leadership at city level to support a harm 
reduction approach to HIV and harmful drug use.          

5.1	 CITY HEALTH CONFERENCE UNITES 	
AND PROMOTES URBAN HEALTH EXPERTISE

A great way to involve city authority representatives into HIV and 
tuberculosis issues is to take them to a specialized conference 
where they may be immersed in the topic, establish contacts and 
be inspired to take further action. One such option is the City Health 
International conference.

Founded11 in 2012, City Health International is a network of individuals 
and organisations engaged in the study of and response to structural 
health issues and health behaviours in the urban environment. It 
provides a platform for exchange of information and experience for 
experts working with and for cities.

As national governments struggle with the pressures and demands 
of growing urban populations against a backdrop of financial deficits 
and uncertainty, it is increasingly left to those working at city level to 
provide leadership and support to tackle key health issues. Further 
challenges to urban quality of life are likely to arise in the next 
decades. These circumstances have given rise to imaginative and 
creative ‘bottom-up’ community responses to meet needs in relation 
to health and well-being.

City Health International concentrates on health behaviours — 
including alcohol and drug use, diet, sexual behaviour, and violence —  
and the structural factors that affect them, including housing, 

11	 https://cityhealthinternational.org/chi/about-chi

https://cityhealthinternational.org/chi/about-chi
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migration and tourism. It employs an inclusive approach, engaging with 
NGOs, community projects and advocacy groups as well as academics, 
policy makers and those who deliver services and interventions.

City Health International holds an annual international conference, 
in a different location each year, which examines current policy and 
practice in relation to public health and health behaviours in cities.

Topics of discussion range from micro level issues like involving local 
communities into urban healthcare and safety, to macro level challenges 
like environment and city planning which must be resolved by policy 
makers and city officials to ensure sustainable urban development. 
Participants include healthcare specialists, prison experts, policy 
makers, civil servants, community representatives, researchers and 
academics.

PICTURE: PROJECT 
PARTNERS DURING CITY 
HEALTH INTERNATIONAL 
2017 IN BASEL
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ODESA HOSTS THE FIRST CITY 
HEALTH CONFERENCE IN EECA

PICTURE: ODESA 
CONFERENCE 

PARTICIPANTS

One of the activities of the EECA Fast-track Cities project was the 
organization of a City Health Conference in Odesa on 13–14 September 
2018. The theme was ‘Developing healthy responses in a time of change — 
a regional perspective’.  

Odesa municipality was very supportive and contributed financially to host 
this first City Health Conference in the EECA region. Banners and videos 
advertised the event locally, and in order to engage the citizens of Odesa, 
a fair with related activities was organised outside the conference venue.

To attract representatives of municipalities as well as communities, 
the conference programme included a wide range of topics from policy 
to service delivery and from research to practice. Themes relevant to 
combatting HIV and TB in the current EECA region context were discussed. 
In the opening plenary session an overview of recent developments in 
the AIDS epidemic, drug use and harm reduction in Eastern Europe and 
Central Asia was presented.

Parallel sessions on substance use and harm reduction in the urban 
environment, and on safe injection rooms, allowed exchange of experiences 
and approaches between Eastern and Western cities. Another relevant 
parallel session on migrants and internally displaced people addressed 
the barriers for migrants in accessing health services and the situation in 
East Ukraine where access to essential care and medicines is hampered 
by armed conflict. Topics that are relatively new to the region, like e-health 
and its tools, and how to accommodate disabled people, were discussed.

Sixty-five speakers and chairs and 244 participants came from over 25 
countries in Europe, Central Asia and the Caucasus region, the United States 
and Australia. Municipal representatives from different countries, including 
from London and Amsterdam, presented policies and processes around city 
health issues in order to enhance further exchange between cities in the 
project and with the Eastern European and Central Asian region in general.
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In the open-air zone organized in the nearby park, Odesa inhabitants 
and visitors could be tested for diabetes, hepatitis and HIV/AIDS, and 
attend lectures and discussions on healthy lifestyles, sport, nutrition and 
recreation.

The conference’s lasting legacy is the archive website, where the 
programme, presentations, videos, photos and other materials generated 
by the conference can be accessed. 

https://cityhealthinternational.org/conferences/previous-events/2018

PICTURE: OPENING  
SESSION PANELLISTS.  
FROM LEFT:  
PROF. GERRY STIMSON (UK),  
DAVID MACKINTOSH (UK),  
ANDRIY KLEPIKOV (UA), 
OLEXIY KIRICHENKO (UA), 
PROF. MICHEL  
KAZATCHKINE (CH),  
TOM VAN BENTHEM (NL)

PICTURE: PUBLIC ZONE  

https://cityhealthinternational.org/conferences/previous-events/2018
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5.2 	INTERNATIONAL EXCHANGE: 
AMSTERDAM AND BERN

5.2.1	TRAINING ENCOURAGES COLLABORATIVE  
	 APPROACHES TO SERVICE PROVISION  
	 AND FUNDING  

Along with the Swiss organisation licit, AFEW International provided 
technical expertise for the EECA Fast-track Cities project. AFEW 
International is well-connected to the Municipal Public Health Service 
and police in the Netherlands, and this expertise was shared in two 
training courses and a study tour.

The first training series, ‘Collaboration between municipalities and 
civil society — models and realities’, were designed as an exchange 
and sharing of experience and best practices in successful models of 
municipality and NGO partnerships. Five integrated work meetings 
and counselling sessions with selected project city stakeholders from 
municipality, health and social sector, NGOs and key populations were 
conducted by licit and AFEW International.

The goal of these trainings was to improve key populations’ service 
access through better collaboration between relevant city stake- 
holders — most importantly, between municipalities, police and NGOs.

Participants gained new knowledge of collaboration models. Yet one 
of the biggest constraints in all five cities was the presence of public 
officials from the municipality. At those trainings where the municipality 
was present, hierarchical constraints between municipality and NGOs 
were visible, leading to difficulties in creating collaboration models. 
Police officers meanwhile were not present at any trainings, and 
relationships were not established.   

The second training series on innovative municipality funding 
approaches planned to exchange and adapt such approaches and 
income generating activities. Best international practices of public-
private partnerships at city level and private funding for key population 
programmes were shared. The aim was to be able to replicate successful 
practices in the project cities through learning from experiences in 
Amsterdam.

ANKE VAN DAM, 
JUDITH KREUKELS 
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5.2.2	PROFIT FROM PREVIOUS EXPERIENCE:  
	 STUDY TOURS

Another method of engaging city authorities in health issues and 
supporting professional development is experience exchange visits. 
Delegations from the five project cities visited Bern and Amsterdam, 
and could also familiarize themselves with each other’s work across 
the project.

International best practice suggests that collaborative city level 
models have been most effective in reducing HIV and TB burdens. 
The aim of study tours within the EECA Fast-track Cities project was 
therefore to share models and activities that demonstrate successes 
and challenges in increasing access to health for key populations. 
Professionals working in NGOs, the municipality and public health 
services could meet their counterparts in other cities and discuss and 
visit initiatives and projects to reach out to key populations.

What is needed in order for such study visits to be successful and, 
above all, sustainable?

PICTURE: ALMATY AND 
TBILISI DELEGATIONS 
MEETING WITH 
AMSTERDAM 
MUNICIPALITY

JAKOB 
HUBER, BASIL 
WEINGARTNER
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PICTURE: BĂLȚI, ODESA AND SOFIA DELEGATIONS MEETING WITH THE MAYOR OF BERN

In collaboration with the visitors, the following were pre-defined as 
general objectives of the EECA Fast-track Cities study visit to Bern:

	 Provide expertise on development of a pragmatic and coherent drug 
policy at national, regional and urban levels.

	 Mutual exchange of experience and knowledge on best practices 
of successful models, such as the partnership established and 
functioning in Bern between the city, the canton (regional 
authorities) and NGOs, or tried and tested models for sustainable 
financing of harm reduction projects.

	 A meeting of the mayors of the project cities with the mayor of Bern. 
This ensures commitment to achieving goals at executive level.

	 Knowledge transfer between hosts and visitors on innovative, field-
tested harm reduction measures. This applies to a wide variety 
of areas such as HIV and hepatitis prevention, sex work, nightlife, 
substitution, promotion of safe injection, and social companies and 
housing projects.

	 Explain the important partnership model of cooperation with the 
police.

	 Explore the important role of the city and canton (regional 
authorities) in Swiss drug policy.

The city delegations to Bern had an extensive agenda: participants 
visited harm reduction NGOs, a counselling centre for sex workers, work 
integration programmes, a clinic for addiction and substitution treatment, 
the Ministry of Health, Bern regional prison where condom, syringe 
distribution and OST are available, a pharmacy where PWID have access 
to OST, and a safe injection room where people can consume drugs 
and have access to other services including showers, laundry, food and 
counselling. The study visit ended with a meeting with the Mayor of Bern.

THE VISIT PROGRAMME  
MUST BE MUTUALLY  
AGREED IN ADVANCE
The needs and situation in the 
home towns of visiting delegations 
must be taken into account, 
including different financial, cultural 
and political realities, when deciding 
on the programme. However, many 
problems and phenomena faced by 
cities in the field of HIV/TB and key 
populations are very similar. The 
study visit framework should cover 
theory as well as practice. Political 
questions and issues as well as 
practical ones have to be discussed. 
Furthermore, the basic values 
and full range of prevention and 
treatment models for KPs should 
be demonstrated. This only works 
well if several coordinated services 
are available in different areas.
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PREVENT STUDY TOURISM – ENCOURAGE COMMON 
STANCES, DIALOGUE AND NETWORKING
The dialogue must be mutual, not one-way from the host to the visitors. 
Both sides must look together at what should be communicated, 
what possibilities there are, what questions are most pressing. A 
process-oriented approach and discussions are the key to fruitful and 
participatory learning processes.

There is a risk that the composition of delegations will not always 
reflect the top performers on the ground, and a study visit becomes 
just a free trip abroad for some visitors. Care should be taken to 
ensure that only people who are active and do practical work in the 
field take part in the study visit, be that politicians who make concrete 
political decisions, administrative staff who are directly and centrally 
responsible for the field of addiction, or experts who work in practice 
on and in harm reduction projects.

“PEOPLE WHO ARE ACTIVE AND DO PRACTICAL WORK IN THE FIELD SHOULD TAKE PART 
IN THE STUDY VISIT, BE THAT POLITICIANS WHO MAKE CONCRETE POLITICAL DECISIONS, 
ADMINISTRATIVE STAFF WHO ARE DIRECTLY RESPONSIBLE FOR THE FIELD OF ADDICTION, 
OR EXPERTS WHO WORK IN PRACTICE ON AND IN HARM REDUCTION PROJECTS”

It is important that study delegations are hierarchically permeable 
and internally well connected. Thus, professional relationships can 
be strengthened during a joint study trip and common attitudes and 
project ideas can be developed. This is a very positive side effect which 
prepares the ground for improved cooperation back in the home town 
and country.

The programme of such study visits lasting several days tends to be 
very dense. For this reason,  organizers should make sure that some 
time remains free for other activities, such as a city tour.

FOLLOW-UP ENSURES SUSTAINABILITY
It makes little sense, also in view of the scarcity of funds in these projects, 
to make several study trips to places with similar models. It is better to 
ensure more deep and long-term collaboration between fewer cities 
or sites. Further exchange within the framework of follow-ups and/or 
further local accompaniment helps to improve sustainability.
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5.2.3	“A LANDSLIDE SUCCESS.” INTERVIEW WITH  
	   ALEC VON GRAFFENRIED, MAYOR OF BERN

How did the city of Bern become a pioneer with decades of 
experience in drug policy work?

Harm reduction and safe consumption rooms in Bern were the first of their 
kind. They have been in existence for more than 30 years. They were born out of 
necessity. The impoverishment of the drug scene in Switzerland was obvious at 
that time. The conditions were known to a broad public through press reports, 
but also through the very impressive description of the Berlin heroin milieu 
in the book Wir Kinder vom Bahnhof Zoo. During this period, the so-called 
four-pillar model of drug policy was anchored in the cities of Switzerland. First 
and foremost, of course, is prevention, and repression continues to be needed, 
especially against organized crime in international drug trafficking. Thirdly, 
people addicted to drugs should continue to be treated and, if possible, be 
able to be brought out of addiction. These three pillars are well known and are 
actually familiar throughout the world. The fourth pillar, the harm reduction 
pillar, was new at the time. It was based on the experience that even with the 
best therapy offers, the fight against addiction often has no chance. Although 
drug trafficking and consumption are illegal, drug users should not be left 
alone in the vicious circle of illegal consumption, drug-related crime, repression, 
health risks and even death. They are human beings and it is our social duty 
as fellow human beings to accompany and support them even in drug misery.

“DRUG USERS SHOULD NOT BE LEFT ALONE IN THE VICIOUS 
CIRCLE OF ILLEGAL CONSUMPTION, DRUG-RELATED CRIME, 
REPRESSION, HEALTH RISKS AND EVEN DEATH. THEY ARE 
HUMAN BEINGS AND IT IS OUR SOCIAL DUTY AS FELLOW 
HUMAN BEINGS TO ACCOMPANY AND SUPPORT THEM”

ALEC VON 
GRAFFENRIED, 
MAYOR OF BERN
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Was it difficult to initiate this model at that time?

Yes and no. Yes, it was difficult because all those involved had to jump over 
their shadows. The police have the task of combating and suppressing drug 
consumption and drug trafficking efficiently and successfully. NGOs in the 
field of drugs are supposed to do prevention and lead people out of addiction, 
and thus enable them to lead a life without drugs as far as possible. And the 
politicians want to be successful in all these areas and show how sovereign 
they are in controlling drug addiction. In the 1980s, everyone in Bern had to 
admit that their efforts had failed. The police lost themselves in a cat-and-
mouse game with drug users, who also did not correspond to the pattern of 
common criminals under criminal law. The NGOs had to admit that despite 
their efforts more and more young people got caught up in the maelstrom 
of drugs and lost themselves in it. The emergence of HIV and hepatitis led 
to a dramatic escalation. Politicians had to admit that their drug policies 
had failed and that all goals had been missed. It was this accumulation of 
suffering that led all sides to realize that something had to be changed.

And what was the innovation in harm reduction?

The initiative came from the NGOs in Bern, from Contact. These outstanding 
and visionary drug experts were the first to recognize the potential of the new 
drug policy of harm reduction. At first people using drugs were collected on 
the streets, but instead of throwing them in prison, survival on the streets 
was made a priority. Clean syringes were distributed, food and shelter were 
provided. That was survival aid. Thanks to medical care, deaths were averted 
and the worst impoverishment stopped. But the vicious circle of consumer 
procurement criminality and drug prostitution remained, of course. Therefore, 
new medically indicated offers were invented: methadone substitution and 
controlled heroin substitution. Meaning state-supported agencies provide 
drug users with their daily controlled heroin doses. This is a revolutionary  
idea — the state as a drug dealer! This thought was understandably intolerable  
for many law-and-order politicians for a long time. Only the breakthrough 
success of harm reduction convinced everyone of this somewhat 
unconventional model.

“STATE-SUPPORTED AGENCIES PROVIDE DRUG USERS WITH THEIR DAILY CONTROLLED 
HEROIN DOSES. THIS IS A REVOLUTIONARY IDEA – THE STATE AS A DRUG DEALER! 
THIS THOUGHT WAS UNDERSTANDABLY INTOLERABLE FOR MANY LAW-AND-ORDER 
POLITICIANS. ONLY THE BREAKTHROUGH SUCCESS OF HARM REDUCTION CONVINCED 
EVERYONE OF THIS SOMEWHAT UNCONVENTIONAL MODEL”

How did the success of harm reduction for Bern manifest itself, 
both historically and currently?

From today’s perspective one can speak of a breakthrough success. The 
primary goal, the fight against the miserable conditions in the streets, was 
achieved very quickly. In addition, severely dependent drug users, for whom 
there was little prospect of successful therapy and withdrawal, were able to 
stabilise their health and were even reintegrated into society in the long term. 
Finally, we are now seeing an overall reduction in the number of people with 
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serious drug-related illnesses. Most of them still come from the 1980s, there 
isn’t really a ‘young generation’ following in their footsteps. Today we have 
to care more and more for drug users in old age, young people are less likely 
to become addicted to heroin. So there was even a rather unexpected effect 
here! The pictures of open drug scenes in Bern are finally over today and are 
very far behind us. Accordingly, harm reduction organizations today enjoy 
an excellent reputation.

In Bern, harm reduction was set up by civil society organizations 
such as Contact. How important was this, and are there other 
success factors?

The history of harm reduction in Bern shows that the involvement of NGOs was 
and still is very important. These organizations are close to the target group. 
This is central, because the most important thing at that time was to reach 
people who use drugs with low-threshold services and offer them medical 
and social help. This step was so surprising and paradoxical — government 
agencies would hardly have been able to do so. Equally important, however, 
was the joint and partnership-based commitment of the authorities — 
politicians, administration, police. It only works if everyone works together.

Where does the city of Bern stand today?

The Bern model was legally anchored in Swiss drug policy with the 
integration of harm reduction and the four-pillar model and is a success 
story. Innovation and sustainable financing are prerequisites for this success. 
Another success factor is good cooperation between the city, the police and 
drug institutions. Visitors from all over the world have been inspired by our 
model. In the city of Bern, harm reduction is now completely undisputed 
and an integral part of our drug policy.

In 2017 you received mayors from Odesa, Bălți and Sofia. How did 
you experience this exchange?

The mayors were all very interested in our model. Here in Bern, the successes 
of the harm reduction policy are directly visible in the streets and the drug 
scene. The interest of our colleagues was therefore correspondingly high. 
In these cities today there are drug problems similar to those in Bern in 
the 1980s. They were impressed by our public health attitude towards the 
drug problem. They were also impressed by our pragmatism in relation to 
reality. These are the keys to effective drug work. But it was also particularly 
important that everyone within the delegations worked together across the 
hierarchy levels: politicians, drug specialists, social workers, the police and 
even those responsible for administration in this area.

“IT WAS PARTICULARLY IMPORTANT THAT EVERYONE 
WITHIN THE DELEGATIONS WORKED TOGETHER ACROSS 
THE HIERARCHY LEVELS: POLITICIANS, DRUG SPECIALISTS, 
SOCIAL WORKERS, THE POLICE AND EVEN THOSE 
RESPONSIBLE FOR ADMINISTRATION IN THIS AREA”
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Can such exchanges be an impulse for other cities?

Certainly, much has emerged from earlier visits by other city delegations. 
For me, cities are at the pulse of time and many problems. They are, so to 
speak, the drivers of innovation. Their dynamics also have a great influence 
on national drug policies. New impulses and solutions are in great demand. 
Several of the mayors who visited us as part of the EECA Fast-track Cities 
project subsequently tackled issues such as planning Contact Points.

As a politician and mayor, how do you view the model of harm 
reduction in the drug sector?

Like all mayors in Switzerland, I am somewhat proud of what has been 
achieved in this area, but above all relieved and grateful that we have 
overcome the very difficult conditions. We can only recommend our 
experience and our methods to all interested cities!
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ANNEX 1 PARIS DECLARATION
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ANNEX 2 ZERO TB DECLARATION
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CITY HIV/TB PROGRAM:  
EXAMPLE FROM ODESA
RESOLUTION OF ODESA CITY COUNCIL

№ 3320-VII DD 06.06.2018.

On approval of the City Target Program for Combating 
HIV/AIDS, Tuberculosis, Hepatitis and Drug Addiction  
in Odesa, Fast-Track Odesa for 2018-2020

According to Part I Paragraph 22, Article 26 of the Law of Ukraine On 
Local Self-Government in Ukraine, the Law of Ukraine On Approval of 
the National Targeted Social Program for Combating the HIV-AIDS 
Epidemic for 2014-2018, Order of the Cabinet of Ministers On Approval 
of the Strategy for Ensuring a Sustainable Response to TB, Including 
Chemoresistant, and HIV / AIDS for the Period Up to 2020 and Approving a 
Plan of Measures for its Implementation, Orders of the Ministry of Health 
of Ukraine dated March 27, 2012 #200 On Approval of the Procedure 
for Substitution Maintenance Therapy Provision for Patients with Opioid 
Dependence, dated February 08, 2013 #104 On Approval of the List and 
Criteria for Identification of Risk Groups for HIV Infection, dated May 
15, 2014 #327 On the Identification of People with TB and Infected with 
Tuberculosis Micobacteria, dated December 01, 2017 #1517 On Approval 
of the Distribution and Delivery Schedule of Medicines for Substitution 
Maintenance Therapy Purchased at the Expense of the State Budget 
of Ukraine for 2016, Procedures for developing urban targeted and 
integrated programs, monitoring and reporting on their implementation, 
approved by the Mayor Order No. 1115 dated November 8, 2016, 
with the purpose of introducing a systematic approach to overcome 
the factors that cause people's vulnerability to HIV/AIDS, tuberculosis, 
viral hepatitis and drug addiction and the implementation of the Paris 
Declaration dated December 01, 2014 on overcoming AIDS  as a threat 
to public health by 2030 Fast-Track Cities, Odesa City Council

RESOLVED: 
1. To approve the City Target Program for Combating HIV/

AIDS, Tuberculosis, Hepatitis and Drug Addiction in 
Odesa (Fast-Track Odesa) for 2018-2020 (see Annexes).

2. The control of the implementation of this resolution 
should be vested in the permanent commissions of the 
Odesa City Council on health; on social policy and labor.

City Mayor	 Gennadiy Trukhanov

ANNEX 3
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ANNEX TO THE RESOLUTION
OF ODESA CITY COUNCIL
№ 3320-VII DD 06.06.2018.

CITY TARGET PROGRAM  
FOR COMBATING HIV / AIDS, 

TUBERCULOSIS, HEPATITIS AND  
DRUG ADDICTION IN ODESA

 (Fast-Track Odesa)
 for 2018-2020

Odesa — 2018
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1. PASSPORT OF THE CITY TARGET PROGRAM FOR 
COMBATING HIV / AIDS, TUBERCULOSIS, HEPATITIS 
AND DRUG ADDICTION IN ODESA (FAST-TRACK 
ODESA) FOR 2018-2020 (hereafter — Program) 

1. Initiator of Program 
development

Public Health Department, Odesa City Council

2. Author of the Program Public Health Department, Odesa City Council

3. Co-authors of the Program Department of Labor and Social Policy, Odesa City Council; Department of 
Education and Science, Odesa City Council; municipal institution Odesa City Center 
for HIV/AIDS Prevention and Control; municipal institution Odesa TB Hospital; 
municipal institution Odesa Psychiatric Hospital; Odesa City Center for Social 
Services for Family, Children and Youth; International Charitable Foundation 
Alliance for Public Health

4. Principal implementing 
partner of the Program

Public Health Department, Odesa City Council

5. Program implementing 
partners

Public Health Department, Odesa City Council; Department of Labor and Social 
Policy, Odesa City Council; Department of Education and Science, Odesa City 
Council; Department of Internal Policy, Odesa City Council; Advertising Department, 
Odesa City Council; municipal institution Odesa TB Hospital, municipal institution 
Odesa Psychiatric Hospital; municipal institution Odesa City Student Clinic # 21, 
municipal institution  Odesa City Health Center, municipal enterprise Odesapharm, 
Odesa City Center of Social Services for Family, Children and Youth; Service for 
Children, Odesa City Council; Principal Directorate of the National Police in Odesa 
region (as agreed), non-governmental organizations which activities are related 
to providing services to high risk groups (as agreed), City Coordination Council on 
HIV/AIDS, Tuberculosis and Drug Addiction

6. Program implementation 
period

2018-2020

7. The total amount of 
financial resources 
needed to implement the 
Program, overall

395 390.40 (thousand) UAH

including:

7.1. From national budget 297 366.00 (thousand) UAH

7.2. From Odesa local budget 65 984.60 (thousand) UAH

7.3. From other sources 32 039.8 (thousand) UAH
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2. DEFINITION OF THE PROBLEM  
THE PROGRAM IS TARGETED AT

The degree of negative impact on the well-being of the population and 
the incidence of HIV infection, tuberculosis, parenteral hepatitis and 
drug addiction in the city occupy a dominant place in the structure of 
the epidemic growth and cause the greatest attention due to the scale 
and speed of their spread in the social environment.

HIV, tuberculosis, hepatitis and drug addiction, as a mental disorder, 
are socially significant diseases, the main factors of which are political, 
social, economic aspects, and the consequences threaten the economy 
and national security of the state, due to the fact that the majority of 
patients are individuals of working and reproductive age.

In a short period of time, these diseases spread rapidly among the 
general population and were given the status of problems nationwide.

According to the Public Health Center of the Ministry of Health of 
Ukraine, the city of Odesa remains a city with a high incidence of 
HIV, tuberculosis, including multidrug-resistant, and hepatitis, so the 
problem of spreading these infections is extremely urgent.

 According to international and national experts, the number of people 
living with HIV/AIDS at the end of 2017 in the city of Odesa exceeds 
17 047 people, of which more than 12 000 are enrolled into medical 
care, ie 70.4% of the estimated number. Only 5 601 people receive 
antiretroviral therapy, accounting for 46.7% of the number of patients 
being monitored, or 33% of the estimated number of people living 
with HIV/AIDS.

This is a very weak response to the epidemic because, according to 
current international guidelines, at least 90% of people living with HIV/
AIDS need to be aware of their status and at least 90% of them should 
receive treatment to stop the spread of HIV-infection and reduce the 
damage caused by it.

In the context of the socio-economic crisis associated with the events 
in the east, the epidemic of HIV, tuberculosis and hepatitis has 
worsened, requiring a set of urgent organizational measures, provided 
with funding, aimed at overcoming the HIV epidemic and tuberculosis 
in the city of Odesa.

According to official data, more than 30 000 IDPs and combatants live 
in territories where the epidemiological situation of HIV/AIDS, TB and 
hepatitis is not controlled by the state.

The analysis of the situation with HIV/AIDS, tuberculosis and hepatitis 
indicates that epidemic control is not fully implemented and requires 
additional measures and a systematic approach.

Particularly threatening is the untimely seeking of care among  people 
living with HIV, as a consequence, the late detection of AIDS and TB/
HIV comorbidity, and with a high proportion of 61% among new AIDS 
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cases, which causes high morbidity among patients with co-infection. 
In the overall structure of mortality of AIDS patients, 73.9% are 
individuals with TB, over 20% are infected with hepatitis C and die from 
cirrhosis of the viral etiology of the liver. This may indicate the lack of 
an effective integrated approach, prevention and treatment programs 
at the national and regional levels.

Viral hepatitis is one of the most acute public health problems today, 
and has become of medical, social and economic importance not only 
in Ukraine but all over the world.

There are 2 622 persons officially registered in care for hepatitis, of 
which: 1 887 – have hepatitis C, 735 – have hepatitis B (in the Odesa 
region 5 288 persons: 3,209 with hepatitis C and 2 079 with hepatitis B).

Among new cases of HIV infection, the prevalence of hepatitis is over 
20%. Most often, parenteral hepatitis affects HIV high risk groups  – 
drug users (63.3%), sex workers (18.9%) and people who practice 
unprotected sex. Decree #104 of the Ministry of Health of Ukraine 
dated February 8, 2013 approved the List of high-risk groups for HIV 
infection (hereinafter – high-risk groups), namely:

1. People who inject drugs (PWID).

2. Commercial sex workers (CSW).

3. Men who have sex with men (MSM).

4. Sexual partners of injecting drug users.

5. Clients of commercial sex workers.

6. Sexual partners of men who have sex with men.

According to Newsletter #48 of the State Institution Center for Public 
Health of the Ministry of Health of Ukraine, the State Institution 
Hromashevsky Institute of Epidemiology and Infectious Diseases 
of the National Academy of Medical Sciences of Ukraine, the data 
recommended for use on the estimated number of high-risk groups in 
Odesa region are the following:

	 PWID (people who inject drugs) — 38 300 

	 CSW (commercial sex workers) — 7 700

	 MSM (men who have sex with men) — 11 900.

In total there are 57 900 people in Odesa representing main groups of 
high risk; 37 000 people from high-risk groups.

To improve the virological diagnostics of patients with viral hepatitis 
B and C, to prevent cases of occupational and nosocomial infections, 
timely treatment requires the purchase of diagnostic test systems.

Odesa is in a unfavorable situation with the incidence of tuberculosis. 
Thus, over the last few years, the tuberculosis incidence rate exceeds 
the similar indicator in Ukraine and in 2017 amounted to 107.6 cases 
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per 100 thousand population, and its prevalence was 166.4 cases per 
100 thousand population. At the same time, tuberculosis mortality in the 
city was 8.2 cases per 100 thousand population, which was significantly 
lower than in Ukraine. In this regard, at present, coordination of actions 
to take the situation under effective control is extremely important.

According to the Order of the Ministry of Health of Ukraine dated May 
15, 2014 #327 On the Identification of People with TB and Infected with 
Tuberculosis Micobacteria the list of persons classified as at-risk for 
tuberculosis is approved:

1.	 People who live with HIV.

2.	 People in contact with tuberculosis patients (personal or 
professional contacts).

3.	 People with diseases that lead to a weakening of immunity.

4.	 Smokers, persons with alcohol or drug abuse.

5.	 Immigrants and refugees from regions with a high incidence 
of tuberculosis.

6.	 People below the poverty line and unemployed.

7.	 Homeless.

8.	 Patients of psychiatric institutions.

9.	 Detainees and people in custody when sent to pre-trial 
detention centers, being held or released from prison,  
or subjected to administrative supervision.

10.	Employees of penitentiary, psychiatric and health care 
facilities that have frequent contact with people with 
tuberculosis while carrying out related care.

Odesa has achieved some success in detecting new TB cases. This is 
facilitated by the introduction of incentives for medical professionals 
(family doctors) for newly diagnosed cases and the registration of 
patients for further treatment.

Of particular concern is the high prevalence of multidrug-resistant 
tuberculosis, with 33.9% among patients with a first-time diagnosis  and 
55.6% among patients with recurrent cases. There is a rapid increase 
in the incidence of virtually incurable tuberculosis with advanced drug 
resistance requiring palliative care.

The growth of multidrug-resistant tuberculosis and the high rate of 
interruptions in treatment indicate that patients have limited access to 
DOT services (outpatient treatment services) at the outpatient stage. 
Therefore, the issue of social support for patients for the period of 
their treatment (providing adequate nutrition, covering transportation 
costs) is to be addressed.

A particular risk is HIV/TB coinfection. The proportion of such patients 
among people with first-diagnosed tuberculosis in 2017 was 46.5%.
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There is a high prevalence of tuberculosis in socially disadvantaged 
categories of people (homeless, people who use drugs and misuse 
alcohol), which significantly aggravates the epidemic situation.

Due to lack of motivation, many patients in this category interrupt  
treatment, which leads to development of chemoresistant forms of 
tuberculosis. The number of patients who discontinued treatment 
is approximately 15% among newly diagnosed cases of susceptible 
tuberculosis.

During 2017, more than 1670 patients received outpatient treatment 
at the TB clinic.

It should be noted that the material and technical base of TB facilities 
needs improvement, and social support for patients at the outpatient 
stage of treatment is a prerequisite for effective curative and preventive 
measures to combat tuberculosis.

According to official data in Ukraine, 550,000 people use heavy drugs, 
of which about 150,000 are registered with law enforcement agencies.

According to independent experts in Ukraine, up to 120,000 people die 
each year from drug addiction and related diseases such as HIV / AIDS, 
viral hepatitis, and tuberculosis.

Odesa region is one of the leading places in the country in terms of the 
number of people using heavy drugs and the number of deaths.

The negative trend for the spread of co-infections indicates that certain 
programs and measures to combat tuberculosis, HIV and hepatitis have 
not significantly improved the situation in the city and require revision.

The measures taken were aimed at solving purely medical problems 
(purchase of medicines, medical devices and equipment, etc.), not taking 
into account prevention, which is much less costly and more effective than 
mere diagnostics and treatment. This justifies the need for complexity 
in approaches combining prevention and treatment programs at the 
urban level into a single effective system of counteraction.

3. AIM OF THE PROGRAM

The aim of the Program is to create an effective system on the city level 
for combating HIV/AIDS, TB, hepatitis and drug addiction; providing high-
quality and affordable social and health services for the prevention and 
diagnostics of HIV infection to the population, first of all representatives 
of high-risk groups, services for treatment, medical and social care and 
support of people living with HIV and drug addiction.

The program aims to create the conditions for reducing the number of 
new HIV infections and AIDS-related mortality, including tuberculosis 
and comorbidities, including viral hepatitis, drug addiction, which will 
lead to the shortest path to combating AIDS as a public health threat 
and improving TB treatment results.
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4. RATIONALE FOR THE WAYS AND MEANS  
OF SOLVING THE PROBLEM, THE SCOPE AND 
SOURCES OF FUNDING; TERMS AND STAGES  
OF IMPLEMENTATION OF THE PROGRAM

Today, cases of these diseases need to be considered as a complex 
problem, and therefore the response must be global in scale and 
effective in result. These requirements led to the need to create a 
single city program for combating socially significant diseases, which 
will ensure the implementation of comprehensive measures for the 
prevention and treatment of diseases that have the most negative 
socio-demographic and economic impact.

The problem has two possible solutions.

The first option involves an integrated approach to the epidemic 
response, based on the National Targeted Social Program for HIV/
AIDS for 2014-2018.

The second, most adequate option is to create a system of continuous 
provision of high quality and affordable HIV prevention and diagnostics 
services, especially for high-risk groups, HIV treatment, care and 
support services, as part of health care reform:

	 optimization of the system of medical and social services, 
provision of professional training of personnel (family doctors, 
employees of institutions and institutions providing services 
to representatives of high-risk groups and their partners, 
people living with HIV);

	 respect for the rights of people living with HIV;

	 providing access to counseling, HIV testing and diagnostic 
services to the general population;

	 access of health workers to healthy and safe working 
conditions;

	 ensuring that, within the framework of the Program, priority is 
given to the coverage, care and support of people living with 
HIV and their surroundings;

	 improving the effectiveness of preventive measures against 
high-risk groups to reduce the rate of HIV infection;

	 forming a tolerant attitude of the population towards people 
living with HIV in order to overcome their discrimination;

	 implementation of a gender-oriented approach in the 
planning and implementation of activities in the field of HIV/
AIDS;

	 ensuring the interaction of central and local executive 
authorities in the implementation of state policy on HIV/AIDS;
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	 involvement of community associations in providing HIV 
prevention, treatment, care and support services to at-risk 
representatives and people living with HIV;

	 developing and implementing measures to continue to 
implement effective HIV / AIDS programs, including through 
charitable contributions;

	 introducing ongoing social dialogue in the area of labor 
relations between executive authorities, employers and trade 
unions regarding people living with HIV and AIDS patients 
(prevention of discrimination; forming tolerant attitude 
towards people living with HIV; HIV working conditions).

The program is designed in accordance with the laws of Ukraine On 
Approval of the National Targeted Social Program for Combating HIV/AIDS 
for 2014-2018, On Combating the Spread of Diseases caused by Human 
Immunodeficiency Virus (HIV), and the Legal and Social Protection of 
People Living with HIV, On Ensuring the Sanitary and Epidemic Wellbeing 
of the Population, On Ratification of the Loan Agreement (Tuberculosis 
and HIV / AIDS Control Project in Ukraine) between Ukraine and the 
International Bank for Reconstruction and Development, Order of the 
Cabinet of Ministers of Ukraine #248-p dated March 22, 2017 On Approval 
of the Strategy for Ensuring a Sustainable Response to the Epidemic of 
Tuberculosis, Including Chemoresistant, and HIV/AIDS for the Period 
up to 2020 and Approving a Plan of Measures for its Implementation, 
Orders of the Ministry of Health of Ukraine of March 27, 2012  #200 
On Approval of the Procedure for Substitution Maintenance Therapy 
for Patients with Opioid Addiction, dated February 08, 2013 #104 On 
Approval of the List and Criteria for Identification of High-Risk Groups 
for HIV Infection, dated May 15, 2014, #327 On Identification of People 
with Tuberculosis or Infected with Mycobacteria, dated February 24, 2015 
#92 On Approval and Implementation of Medical and Technological 
Documents on Standardization of Medical Care for HIV-infected Children, 
dated December 01, 2017 #1517 On Approval of Distribution and 
Delivery Schedules for Substitution Methadone Therapy Medications, 
Purchased from the State Budget of Ukraine for 2016 and the objectives 
of the Paris Declaration dated 1 December 2014 to combat AIDS as a 
threat to public health till 2030 — Fast-Track Cities. The program defines 
the main tasks, forms and directions of activity of the Odesa City Council, 
its executive bodies, institutions and organizations in achieving the goals 
of the Paris Declaration "90-90-90" (ie 90% of people living with HIV/AiDS 
(hereinafter — PLWHA) know their status, 90% of PLWHA are on ART and 
90% of PLWHA receiving antiretroviral therapy (hereinafter — ART) have 
long viral load suppression and eradication of discrimination and stigma.

The program is designed for 2018-2020.

Funding for the Program is planned to be within the limits of the funds 
approved in the Odesa city budget for the respective goals for the 
respective year, the state budget and the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (hereinafter — Global Fund).
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Given that the Program objectives are complementary to the 
objectives of the Global Fund programs, it is optimal to involve into 
the Program principal recipients and sub-recipients of the Global Fund 
programs operating under the Law of Ukraine dated June 21, 2012 On 
Implementation of Global Fund Programs to Combat. AIDS, Tuberculosis 
and Malaria in Ukraine. 

5. PRIORITY AREAS AND ACTIVITIES  
OF THE PROGRAM

The basic principle of the Program is to concentrate efforts on the 
implementation of certain tasks in priority areas. Based on this, the 
following priority areas for the implementation of the Program have 
been identified:

1.	 Coordination and monitoring of achievement of the 
goals of the Global Fast-Track Cities Initiative in Odesa.

2.	 Strengthening the human resources and HIV/AIDS 
resource base to achieve the goals of the Fast-Track 
Cities Global Initiative.

3.	 Prevention of the spread of HIV infection among the 
population.

4.	 Prevention of the spread of HIV among persons at high 
risk.

5.	 Diagnosis of HIV infection and involvement of people 
living with HIV/AIDS in medical care.

6.	 Ensuring access to treatment for people living with HIV 
and clinical and laboratory monitoring of treatment 
effectiveness.

7.	 Achieving high treatment efficiency in people living with 
HIV and receiving antiretroviral therapy.

8.	 Prevention of tuberculosis.

9.	 Diagnosis of hepatitis B and C.
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6. EXPECTED RESULTS AND EFFECTIVENESS

Program implementation will allow:

	 to create a surveillance system for socially significant 
diseases;

	 to contribute to increasing the number of cases of 
detection of people living with HIV (PLWHA) to further 
reach 90% of the estimated number (17 047 persons), 
ie 15 000;

	 to increase the level of enrollment of PLWHA in care 
and retention in it (PLWHA on active official registration) 
to 90% of the indicator (13 807 people); to increase the 
coverage of PLWHA with ART to further reach 90% of 
the indicator (12 426 people);

	 help to increase the number of people living with HIV 
and who are virally supressed to further reach 90% of 
the figure (8 303 people);

	 to provide effective treatment for 80% of new and 
recurrent cases of pulmonary tuberculosis through the 
introduction of controlled outpatient treatment;

	 reduce the number of tuberculosis and multidrug-
resistant tuberculosis patients who interrupted 
treatment to 30%;

	 stabilize the mortality rate from tuberculosis and co-
infection;

	 identify 30% of tuberculosis patients with primary-level 
sputum smear microscopy among those with suspected 
tuberculosis;

	 to strengthen the integrated care delivery model for 
patients with HIV, tuberculosis and viral hepatitis at all 
levels of care;

	 to introduce social support of patients during outpatient 
tuberculosis treatment;

	 to increase the level of detection  of viral hepatitis B and 
C by 5% annually;

	 to reach at least 10% of the estimated number of 
injecting drug users through low-threshold substitution 
therapy programs, as well as by providing information 
on other addiction treatment (rehabilitation) programs 
that have proven effective.
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7. COORDINATION AND MONITORING  
OF THE PROGRAM IMPLEMENTATION 

The responsibility for implementation of the Program is held by the 
Department of Health of Odesa City Council and the Department of 
Labor and Social Policy of Odesa City Council.

To coordinate the activities of executors and co-executors of the 
Program of the Mayor, a consultative and advisory body is created 
— the Сity Сoordination Сouncil on HIV/AIDS, TB and drug addiction, 
which includes representatives of the deputy corps, executive bodies, 
organizations and institutions of Odesa, the Principal Directorate 
of the National Police in Odesa Region, the Southern Interregional 
Directorate for the Execution of Criminal Sentences and Probation 
of the Ministry of Justice of Ukraine, as well as non-governmental 
organizations.

The implementation of the Program is monitored by the Permanent 
Commissions of Odesa City Council on Health; on social policy and 
labor.

The Department of Health of Odesa City Council quarterly, by the 15th 
of the month following the reporting period, prepares and submits 
to the Department of Economic Development of Odesa City Council 
summarized information (received from all executors of the Program) 
on the status of implementation of the Program.

The Program executors shall submit to the Department of Health of 
Odesa City Council, quarterly by the 5th of the month following the 
reporting month, the status of its implementation.

Odesa City Council Health Department reports annually on the 
implementation of the Program for the reporting period at the meeting 
of the Odesa City Council Executive Committee in the first half of the 
year following the reporting year.

After the deadline for implementation of the Program, the Department 
of Health of Odesa City Council prepares a final report on the results 
of its implementation and submits it to the Executive Committee of 
Odesa City Council, and after approval — for approval by Odesa City 
Council, not later than six months after the expiration of the deadline 
for its implementation.

The Department of Health of Odesa City Council promulgates the main 
results of the Program implementation in mass media.

The City Council Secretary 			   Oleksii Potapsky 



RE
SO

UR
CE

S 
AV

AI
LA

BL
E 

FO
R 

CI
TY

 T
AR

GE
T 

PR
OG

RA
M

 F
OR

 C
OM

BA
TI

NG
 H

IV
/A

ID
S,

 T
UB

ER
CU

LO
SI

S,
HE

PA
TI

TI
S 

AN
D 

DR
UG

 A
DD

IC
TI

ON
 IN

 O
DE

SA
 “

FA
ST

-T
RA

CK
 O

DE
SA

” 
fo

r 2
01

8-
20

20

So
ur

ce
s o

f f
un

di
ng

 p
ro

po
se

d 
 

fo
r t

he
 im

pl
em

en
ta

tio
n 

of
 th

e 
Pr

og
ra

m
Pr

og
ra

m
 y

ea
rs

To
ta

l r
un

ni
ng

 co
st

s f
or

 th
e 

Pr
og

ra
m

 (t
ho

us
an

d 
UA

H)

20
18

20
19

20
20

 

To
tal

10
6 

81
7.1

0
14

1 
31

4.2
0

14
7 

25
9.1

0
39

5 
39

0.4
0

Na
tio

na
l b

ud
ge

t
70

 3
85

.00
10

6 
33

2.0
0

12
0 

64
9.0

0
29

7 
36

6.0
0

Od
es

a c
ity

 lo
ca

l b
ud

ge
t

14
 1

28
.6

29
 4

67
.2

22
 3

88
.8

65
 9

84
.6

In
clu

di
ng

 fo
llo

w
in

g 
m

ai
n 

ac
to

rs
:

De
pa

rtm
en

t o
f H

ea
lth

, O
de

sa
 Ci

ty 
Co

un
cil

13
 2

58
.6

28
 5

97
.2

21
 5

18
.8

63
 3

74
.6

De
pa

rtm
en

t o
f S

oc
ial

 Po
lic

y a
nd

 La
bo

r, 
Od

es
a C

ity
 Co

un
cil

75
0.0

75
0.0

75
0.0

2 
25

0.0

De
pa

rtm
en

t o
f in

ter
na

l P
oli

cy,
 O

de
sa

 Ci
ty 

Co
un

cil
12

0.0
12

0.0
12

0.0
36

0.0

Ot
he

r s
ou

rce
s

22
 3

03
.5

5 
51

5
4 

22
1.3

32
 0

39
.8



PR
IO

RI
TY

 A
RE

AS
 A

ND
 A

CT
IV

IT
IE

S 
CI

TY
 T

AR
GE

T 
PR

OG
RA

M
  

FO
R 

CO
M

BA
TI

NG
 H

IV
/A

ID
S,

 T
UB

ER
CU

LO
SI

S,
HE

PA
TI

TI
S 

AN
D 

DR
UG

 A
DD

IC
TI

ON
  

IN
 O

DE
SA

 “
FA

ST
-T

RA
CK

 O
DE

SA
” 

fo
r 2

01
8-

20
20

# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

І. 
Co

or
di

na
tio

n 
an

d 
m

on
ito

rin
g 

of
 th

e 
ac

hi
ev

em
en

t o
f t

he
 g

oa
ls 

of
 th

e 
Gl

ob
al

 Fa
st

-T
ra

ck
 C

iti
es

 In
iti

at
iv

e 
in

 O
de

sa

1.1
.

Su
pp

or
tin

g t
he

 ac
tiv

itie
s o

f th
e 

Cit
y C

oo
rd

ina
tio

n C
ou

nc
il o

n 
HI

V/
AID

S, 
Tu

be
rcu

los
is 

an
d D

ru
g 

Ad
dic

tio
n

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

36
.00

12
.00

12
.00

12
.00

Co
or

din
ati

on
 of

 ac
tiv

itie
s 

an
d c

oo
pe

ra
tio

n o
f e

xe
cu

tiv
e 

bo
die

s o
f a

ll l
ev

els
, lo

ca
l 

se
lf-

go
ve

rn
me

nt,
 m

ed
ica

l, 
so

cia
l, e

du
ca

tio
na

l a
nd

 ot
he

r 
ins

titu
tio

ns
, o

rga
niz

ati
on

s, 
pu

bli
c a

sso
cia

tio
ns

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

36
.00

12
.00

12
.00

12
.00

1.2
.

En
su

rin
g t

he
 ac

tiv
itie

s o
f th

e 
wo

rki
ng

 gr
ou

p o
n i

ssu
es

Ac
hie

ve
me

nt 
of 

the
 go

als
 of

 th
e 

Gl
ob

al 
Fa

st-
Tra

ck
 Ci

tie
s I

nit
iat

ive
 

in 
Od

es
a

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Co
or

din
ati

on
 of

 ac
tiv

itie
s 

an
d c

oo
pe

ra
tio

n o
f 

ex
ec

uti
ve

 au
tho

rit
ies

, lo
ca

l 
se

lf-
go

ve
rn

me
nt,

 m
ed

ica
l, 

so
cia

l, e
du

ca
tio

na
l a

nd
 ot

he
r 

ins
titu

tio
ns

, o
rga

niz
ati

on
s, 

pu
bli

c a
sso

cia
tio

ns
 on

 th
e 

im
ple

me
nta

tio
n o

f th
e P

ar
is 

De
cla

ra
tio

n o
n A

ID
S

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.3
.

Ho
ldi

ng
 re

gu
lar

 co
ns

ult
ati

ve
 

me
eti

ng
s w

ith
 in

ter
na

tio
na

l 
ex

pe
rts

 fr
om

 th
e I

nte
rn

ati
on

al 
All

ian
ce

 fo
r P

ub
lic

 H
ea

lth
, 

UN
AID

S, 
US

AID
, A

HF

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Co
lla

bo
ra

tio
n w

ith
 

na
tio

na
l a

nd
 in

ter
na

tio
na

l 
or

ga
niz

ati
on

s a
nd

 fo
un

da
tio

ns

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0,0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g  

(c
os

t),
 th

ou
sa

nd
 U

AH
, i

nc
lu

di
ng

:
Ex

pe
ct

ed
 re

su
lt 

To
ta

l
20

18
 

20
19

 
20

20

1.4
.

Ad
ap

tat
ion

 an
d i

mp
lem

en
tat

ion
 

of 
glo

ba
l a

nd
 na

tio
na

l b
es

t 
pr

ac
tic

es
 in

 th
e f

iel
d o

f H
IV/

AID
S

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
,  

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Im
ple

me
nta

tio
n o

f H
IV 

tes
tin

g 
of 

the
 po

pu
lat

ion
 of

 th
e c

ity
 of

 
Od

es
a w

ith
 ra

pid
 te

sts
 ai

mi
ng

 
at 

the
 ea

rly
 id

en
tifi

ca
tio

n a
nd

 
pr

ov
isi

on
 of

 m
ed

ica
l c

ar
e f

or
 

HI
V-i

nf
ec

ted
 an

d A
ID

S p
ati

en
ts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.5
.

De
ve

lop
me

nt 
of 

a l
ist

, 
co

nd
itio

ns
 an

d p
ro

ce
du

re
 fo

r 
pr

ov
idi

ng
 so

cia
l s

er
vic

es
 to

 
hig

h-
ris

k g
ro

up
s a

t th
e e

xp
en

se
 

of 
the

 ci
ty 

bu
dg

et 
of 

Od
es

a

20
18

De
pa

rtm
en

t o
f H

ea
lth

 of
 O

de
sa

 Ci
ty 

Co
un

cil
, D

ep
art

me
nt 

of 
La

bo
r a

nd
 

So
cia

l P
oli

cy 
of 

Od
es

a C
ity

 Co
un

cil
, 

no
n-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
wh

os
e a

cti
vit

ies
 ar

e r
ela

ted
to 

the
 

pr
ov

isi
on

 of
 se

rvi
ce

s t
o h

igh
-ri

sk
 

gro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

De
fin

ing
 a 

me
ch

an
ism

  
for

 pr
ov

idi
ng

 so
cia

l s
er

vic
es

  
to 

hig
h-

ris
k g

ro
up

s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.6
.

Es
tab

lis
hin

g a
 ca

len
da

r p
lan

 
for

 H
IV/

AID
S, 

tub
er

cu
los

is,
 

he
pa

titi
s a

nd
 dr

ug
 ad

dic
tio

n 
co

un
ter

ac
tio

n a
cti

vit
ies

 an
d 

en
su

rin
g i

ts 
im

ple
me

nta
tio

n

20
18

-
20

20

Cit
y C

oo
rd

ina
tio

n C
ou

nc
il  

on
 H

IV/
AID

S, 
Tu

be
rcu

los
is 

 
an

d D
ru

g A
dd

ict
ion

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

rin
g p

lan
ne

d s
yst

em
ati

c 
wo

rk 
to 

co
mb

at 
the

 sp
re

ad
 

of 
HI

V/
AID

S, 
tub

er
cu

los
is,

 
he

pa
titi

s a
nd

 dr
ug

 ad
dic

tio
n

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.7
.

Im
ple

me
nta

tio
n o

f th
e s

yst
em

 
of 

mo
nit

or
ing

, a
na

lys
is 

an
d 

ev
alu

ati
on

 of
 th

e s
itu

ati
on

 of
 

HI
V i

nf
ec

tio
n a

nd
 tu

be
rcu

los
is 

in 
Od

es
a

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
,  

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

isi
on

 of
 da

ta 
ac

co
un

tin
g, 

mo
nit

or
ing

 an
d e

va
lua

tio
n 

of 
the

 si
tua

tio
n i

n O
de

sa
 on

 
HI

V i
nf

ec
tio

n, 
tub

er
cu

los
is 

for
 

ma
na

ge
ria

l d
ec

isi
on

 m
ak

ing

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.8
.

Pr
ov

idi
ng

 pr
ep

ar
ati

on
 an

d 
pu

bli
ca

tio
n o

f th
e a

nn
ua

l 
an

aly
tic

al 
re

po
rt 

Ep
ide

mi
olo

gic
al 

sit
ua

tio
n o

f H
IV/

AID
S, 

tub
erc

ulo
sis

 
in 

Od
esa

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 O

de
sa

 
Cit

y C
ou

nc
il, 

no
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s w

hic
h a

cti
vit

ies
  

ar
e r

ela
ted

 to
 pr

ov
idi

ng
 se

rvi
ce

s  
to 

hig
h-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

75
.00

25
.00

25
.00

25
.00

Pu
bli

ca
tio

n o
f th

e a
nn

ua
l 

an
aly

tic
al 

re
po

rt 

Th
e E

pid
em

iol
og

ica
l  

Sit
ua

tio
n o

f H
IV/

AID
S, 

Tu
be

rcu
los

is i
n O

de
sa

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

75
.00

25
.00

25
.00

25
.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

1.9
.

Pr
ep

ar
ati

on
 an

d p
ub

lic
ati

on
 of

 
a r

eg
ula

r p
ro

gre
ss 

re
po

rt 
on

 th
e 

ac
hie

ve
me

nt 
of 

the
 go

als
 of

 th
e 

Gl
ob

al 
Fa

st-
Tra

ck
 Ci

tie
s I

nit
iat

ive
 

in 
Od

es
a

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 th

e O
de

sa
 

Cit
y C

ou
nc

il,n
on

-go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s a

sso
cia

ted
 w

ith
 th

e 
pr

ov
isi

on
 of

 se
rvi

ce
s t

o h
igh

-ri
sk

 
gro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Co
mp

lia
nc

e w
ith

  
the

 Pa
ris

 D
ec

lar
ati

on
na

tio
na

l b
ud

ge
t

0.0
0

0.0
0

0.0
0

0.0
0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.1
0.

Cit
y H

ea
lth

 In
ter

na
tio

na
l 2

01
8 

Co
nf

er
en

ce
 He

alt
hy

 Re
sp

on
ses

  
in 

a T
im

e o
f C

ha
ng

e
20

18
De

pa
rtm

en
t o

f H
ea

lth
,  

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

10
00

.00
10

00
.00

0.0
0

0.0
0

Co
lla

bo
ra

tio
n 

wi
th 

na
tio

na
l 

an
d i

nte
rn

ati
on

al 
or

ga
niz

ati
on

s  
an

d f
ou

nd
ati

on
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

10
00

.00
10

00
.00

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.1
1.

Inf
or

ma
tiv

e i
nte

ra
cti

on
 w

ith
 

the
 In

ter
na

tio
na

l A
ID

S C
ar

e 
Pr

ov
ide

rs 
As

so
cia

tio
n (

ex
ch

an
ge

 
of 

tec
hn

ica
l d

ata
 an

d i
nf

or
ma

tio
n 

on
 ep

ide
mi

c t
hr

ea
ts)

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 th

e O
de

sa
 

Cit
y C

ou
nc

il, 
Cit

y C
oo

rd
ina

tio
n C

ou
nc

il 
on

 H
IV/

AID
S, 

Tu
be

rcu
los

is 
an

d D
ru

g 
Ad

dic
tio

n

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Co
mp

lia
nc

e w
ith

  
the

 Pa
ris

 D
ec

lar
ati

on
na

tio
na

l b
ud

ge
t

0.0
0

0.0
0

0.0
0

0.0
0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

1.1
2.

Co
nd

uc
tin

g s
oc

ial
 re

se
ar

ch
 

am
on

g h
igh

 sc
ho

ol 
stu

de
nts

 of
 

se
co

nd
ar

y s
ch

oo
ls,

 se
co

nd
ar

y 
sp

ec
ial

ize
d e

du
ca

tio
na

l 
ins

titu
tio

ns

20
18

-
20

20

De
pa

rtm
en

t o
f E

du
ca

tio
n a

nd
 Sc

ien
ce

 
of 

Od
es

a C
ity

 Co
un

cil
, D

ep
ar

tm
en

t o
f 

La
bo

r a
nd

 So
cia

l P
oli

cy 
of 

Od
es

a C
ity

 
Co

un
cil

, O
ffic

e f
or

 Ch
ild

re
n o

f O
de

sa
 

Cit
y C

ou
nc

il, 
Od

es
a C

ity
 Ce

nte
r o

f 
So

cia
l S

er
vic

es
 fo

r F
am

ily
, C

hil
dr

en
 

an
d Y

ou
th,

 m
un

ici
pa

l in
sti

tut
ion

 
"O

de
sa

 Ci
ty 

Stu
de

nt 
Cli

nic
 №

 21
", 

no
n-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
wh

os
e a

cti
vit

ies
 ar

e r
ela

ted
 to

 th
e 

pr
ov

isi
on

 of
 se

rvi
ce

s t
o h

igh
-ri

sk
 

gro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

75
.00

25
.00

25
.00

25
.00

De
ter

mi
na

tio
n o

f 
the

 le
ve

l o
f r

isk
y 

be
ha

vio
r, 

ne
ga

tiv
e 

life
 ph

en
om

en
a, 

ps
ych

oa
cti

ve
 su

bs
tan

ce
 

us
e, 

vio
len

ce
, 

off
en

se
s, 

etc
.

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

75
.00

25
.00

25
.00

25
.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

1.1
3.

Ca
rry

ing
 ou

t s
pe

cia
l m

ea
su

re
s 

to 
pr

ev
en

t a
nd

 de
tec

t c
rim

es
 

re
lat

ed
 to

 dr
ug

 tr
aff

ick
ing

 an
d d

ru
g 

lea
ka

ge
 in

to 
the

 ill
eg

al 
sp

he
re

20
18

-
20

20

Pr
inc

ipa
l D

ire
cto

ra
te 

 
of 

the
 N

ati
on

al 
Po

lic
e i

n 
Od

es
a R

eg
ion

 (i
f a

gre
ed

), 
De

pa
rtm

en
t o

f H
ea

lth
 of

 
the

 O
de

sa
 Ci

ty 
Co

un
cil

, 
no

n-
go

ve
rn

me
nta

l 
or

ga
niz

ati
on

s r
ela

ted
 to

 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

De
tec

tio
n a

nd
 

co
un

ter
ac

tio
n o

f 
ille

ga
l s

ale
 of

 dr
ug

s, 
ps

ych
otr

op
ic 

dr
ug

s i
n t

he
 

ne
tw

or
k o

f p
ha

rm
ac

ies

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

s

To
ta

l, 
in

clu
di

ng
.:

11
86

.0
0

10
62

.0
0

62
.0

0
62

.0
0

 
na

tio
na

l b
ud

ge
t

0.
00

0.
00

0.
00

0.
00

Od
es

a 
lo

ca
l b

ud
ge

t
1,

00
0.

00
10

00
.0

0
0.

00
00

.0
0

Ot
he

r s
ou

rc
es

18
6.

00
62

.0
0

62
.0

0
62

.0
0

II.
 R

ei
nf

or
ce

m
en

t o
f H

IV
/A

ID
S h

um
an

 re
so

ur
ce

s a
nd

 re
so

ur
ce

s t
o 

m
ee

t t
he

 g
oa

ls 
of

 th
e 

Fa
st

-T
ra

ck
 C

iti
es

 G
lo

ba
l I

ni
tia

tiv
e

2.1
.

Pr
ofe

ssi
on

al 
tra

ini
ng

 fo
r m

ed
ica

l, 
so

cia
l, e

du
ca

tio
na

l in
sti

tut
ion

s, 
law

 
en

for
ce

me
nt 

ag
en

cie
s, 

pr
ob

ati
on

 
au

tho
rit

ies
, n

on
-go

ve
rn

me
nta

l 
or

ga
niz

ati
on

s o
n p

re
ve

nti
on

 of
 H

IV-
inf

ec
tio

n, 
tub

er
cu

los
is,

 ch
em

ica
l 

de
pe

nd
en

ce
, c

on
ce

rn
ing

 pr
og

ra
ms

 
of 

su
bs

titu
tio

n s
up

po
rti

ve
 

the
ra

py
, m

eth
od

s o
f w

or
k w

ith
 

the
 po

pu
lat

ion
 re

lat
ed

 to
 hi

gh
er

 
gro

up
s, 

hig
he

r w
ith

 ri
sk

 is
su

es
 

of 
dis

cri
mi

na
tio

n, 
sti

gm
a, 

se
xu

al 
or

ien
tat

ion
 an

d g
en

de
r i

de
nti

ty

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

De
pa

rtm
en

t o
f L

ab
or

 an
d 

So
cia

l P
oli

cy 
of 

Od
es

a 
Cit

y C
ou

nc
il, 

Od
es

a C
ity

 
Ce

nte
r o

f S
oc

ial
 Se

rvi
ce

s f
or

 
Fa

mi
ly,

 Ch
ild

re
n a

nd
 Yo

uth

To
tal

, in
clu

din
g.:

15
0.0

0
50

.00
50

.00
50

.00

Tra
ini

ng
 of

 re
lev

an
t 

pr
ofe

ssi
on

als
 in

 th
e 

nu
mb

er
 of

 50
0 p

er
so

ns
 

an
nu

all
y, 

in 
tot

al 
un

de
r 

the
 Pr

og
ra

m 
1,5

00
 

pe
rso

ns

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

15
0.0

0
50

.00
50

.00
50

.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

2.2
.

Tra
ini

ng
 of

 ps
ych

olo
gis

ts 
of 

se
co

nd
ar

y s
ch

oo
ls 

of 
I-I

II d
eg

re
es

 in
 

ac
co

rd
an

ce
 w

ith
 th

e c
om

pr
eh

en
siv

e 
ed

uc
ati

on
al 

pr
og

ra
m 

on
 pr

ev
en

tio
n 

of 
na

rco
tic

 an
d a

lco
ho

l p
ro

ble
ms

20
18

-
20

20

De
pa

rtm
en

t 
of 

Sc
ien

ce
 an

d 
Ed

uc
ati

on
, O

de
sa

 
Cit

y C
ou

nc
il 

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Im
ple

me
nta

tio
n o

f th
e 

re
co

mm
en

da
tio

ns
 of

 th
e 

M
ini

str
y o

f E
du

ca
tio

n a
nd

 
Sc

ien
ce

 of
 U

kra
ine

 (l
ett

er
 of

 
De

ce
mb

er
 1,

 20
09

 #1
/ 1

1-
10

46
6)

, p
ro

vid
ing

 tr
ain

ing
 fo

r 
re

lev
an

t s
pe

cia
lis

ts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

2.3
.

Tra
ini

ng
 of

 pr
im

ar
y c

ar
e a

nd
 sc

ho
ol 

me
dic

ine
 sp

ec
ial

ist
s, 

es
tab

lis
he

d a
 

ne
tw

or
k o

f "
yo

uth
 fr

ien
dly

 offi
ce

s"
 

on
 pr

ov
idi

ng
 m

ed
ica

l a
ssi

sta
nc

e t
o 

ad
ole

sce
nts

 an
d y

ou
ng

 pe
op

le 
on

 
the

 pr
inc

ipl
es

 of
 "f

rie
nd

ly 
ap

pr
oa

ch
" 

to 
HI

V, 
se

xu
all

y t
ra

ns
mi

tte
d 

inf
ec

tio
ns

; c
on

du
cti

ng
 ra

pid
 te

sti
ng

, 
re

pr
od

uc
tiv

e h
ea

lth
, g

en
de

r-b
as

ed
 

vio
len

ce

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

30
.00

10
.00

10
.00

10
.00

Pr
ov

idi
ng

 tr
ain

ing
 to

 re
lev

an
t 

sp
ec

ial
ist

s (
10

0 p
eo

ple
 

an
nu

all
y),

 in
 to

tal
 un

de
r t

he
 

Pr
og

ra
m 

30
0 p

eo
ple

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

30
.00

10
.00

10
.00

10
.00

2.4
.

Tra
ini

ng
 of

 he
alt

h c
ar

e p
ro

vid
er

s 
on

 th
e t

re
atm

en
t o

f p
ati

en
ts 

wi
th 

mu
ltid

ru
g-r

es
ist

an
t tu

be
rcu

los
is

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 tr
ain

ing
 of

 re
lev

an
t 

pr
ofe

ssi
on

als
 –

 20
 pe

op
le 

an
nu

all
y, 

in 
tot

al 
wi

thi
n t

he
 

Pr
og

ra
m 

– 
60

 pe
op

le

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

2.5
.

Tra
ini

ng
 G

Ps
 an

d n
ur

se
s o

f p
rim

ar
y 

he
alt

h c
ar

e f
ac

ilit
ies

 in
 H

IV 
tes

tin
g 

wi
th 

ra
pid

 te
sts

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 tr
ain

ing
 to

 re
lev

an
t 

sp
ec

ial
ist

s (
10

0 p
eo

ple
 

an
nu

all
y),

 in
 to

tal
 un

de
r t

he
 

Pr
og

ra
m 

30
0 p

eo
ple

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

2.6
.

Tra
ini

ng
 of

 sp
ec

ial
ist

s i
n s

oc
ial

 
ca

re
 in

sti
tut

ion
s o

n H
IV/

AID
S 

aw
ar

en
es

s, 
TB

, d
ru

g a
dd

ict
ion

  
an

d h
ep

ati
tis

 an
d i

nte
ra

cti
on

  
wi

th 
hig

h-
ris

k g
ro

up
s

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

15
0.0

0
50

.00
50

.00
50

.00

Pr
ov

idi
ng

 tr
ain

ing
 of

 re
lev

an
t 

pr
ofe

ssi
on

als
na

tio
na

l b
ud

ge
t

0.0
0

0.0
0

0.0
0

0.0
0

Od
es

a l
oc

al 
bu

dg
et

15
0.0

0
50

.00
50

.00
50

.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

2.7
.

In 
pu

bli
c h

ea
lth

 ca
re

 fa
cil

itie
s o

f 
cit

y l
ev

el 
in 

Od
es

a i
nf

or
ma

tiv
e a

nd
 

aw
ar

en
es

s r
ais

ing
 ac

tiv
itie

s f
or

 
he

alt
h p

ro
fes

sio
na

ls 
on

 H
IV/

AID
S, 

tol
er

an
ce

 of
 th

e a
t-r

isk
 po

pu
lat

ion
, 

an
d p

eo
ple

 liv
ing

 w
ith

 H
IV 

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Co
mp

lia
nc

e w
ith

 th
e P

ar
is 

De
cla

ra
tio

n o
n h

um
an

 ri
gh

ts 
co

mp
on

en
t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

2.8
.

Im
pr

ov
em

en
t o

f th
e m

ate
ria

l 
an

d t
ec

hn
ica

l b
as

e o
f in

sti
tut

ion
s 

pr
ov

idi
ng

 in
teg

ra
ted

 se
rvi

ce
s 

for
 H

IV,
 TB

, h
ep

ati
tis

, s
ex

ua
lly

 
tra

ns
mi

tte
d i

nf
ec

tio
ns

, a
dd

ict
ion

s, 
na

me
ly:

 m
un

ici
pa

l in
sti

tut
ion

 
Od

es
a P

syc
hia

tri
c C

lin
ic,

 m
un

ici
pa

l 
ins

titu
tio

n O
de

sa
 Ci

ty 
HI

V/
AID

S 
Ce

nte
r, 

mu
nic

ipa
l in

sti
tut

ion
 O

de
sa

 
TB

 Cl
ini

c, 
mu

nic
ipa

l in
sti

tut
ion

 
Od

es
a  

Stu
de

nt 
Cli

nic
 №

 21
 "

20
18

-
20

19

De
pa

rtm
en

t o
f H

ea
lth

, 
Od

es
a C

ity
 Co

un
cil

, 
mu

nic
ipa

l in
sti

tut
ion

 
Od

es
a S

tud
en

t C
lin

ic 
№

 
21

, m
un

ici
pa

l in
sti

tut
ion

 
Od

es
a P

syc
hia

tri
c C

lin
ic,

 
no

n-
go

ve
rn

me
nta

l 
or

ga
niz

ati
on

s w
hic

h 
ac

tiv
itie

s a
re

 re
lat

ed
 to

 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

26
00

.00
13

00
,00

13
00

,00
0.0

0
Cr

ea
tio

n o
f p

ro
pe

r 
co

nd
itio

ns
 fo

r p
ro

vis
ion

 
of 

so
cia

l-m
ed

ica
l, 

ps
ych

olo
gic

al,
 le

ga
l a

nd
 

oth
er

 se
rvi

ce
s t

o p
ati

en
ts,

 
as

 w
ell

 as
 pr

ev
en

tiv
e w

or
k 

on
 pr

ev
en

tio
n o

f H
IV/

AID
S, 

ad
dic

tio
ns

, s
ex

ua
lly

 
tra

ns
mi

tte
d i

nf
ec

tio
ns

. 
Fin

an
cia

l s
up

po
rt 

for
 th

e 
ne

w 
we

b-
sit

e o
f S

M
T b

as
ed

 
on

 G
lob

al 
Fu

nd
 fu

nd
ing

na
tio

na
l b

ud
ge

t
0,0

0
0,0

0
0,0

0
0,0

0

Od
es

a l
oc

al 
bu

dg
et

20
00

.00
10

00
.00

10
00

.00
0.0

0

Ot
he

r s
ou

rce
s

60
0.0

0
30

0.0
0

30
0.0

0
0.0

0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
.:

29
30

.00
14

10
.00

14
10

.00
11

0.0
0

 

 
na

tio
na

l b
ud

ge
t O

de
sa

 lo
ca

l b
ud

ge
t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a 
lo

ca
l b

ud
ge

t
21

50
.00

10
50

.00
10

50
.00

50
.00

Ot
he

r s
ou

rc
es

78
0.0

0
36

0.0
0

36
0.0

0
60

.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

III
. P

re
ve

nt
io

n 
of

 th
e 

sp
re

ad
 o

f H
IV

 in
fe

ct
io

n 
am

on
g 

th
e 

po
pu

la
tio

n

3.1
.

Co
nd

uc
tin

g a
dv

oc
ac

y c
am

pa
ign

s 
on

 ci
ty 

lev
el 

on
 H

IV/
AID

S a
nd

 
tol

er
an

ce
 of

 hi
gh

-ri
sk

 po
pu

lat
ion

s 
an

d p
eo

ple
 liv

ing
 w

ith
 H

IV/
AID

S

20
18

-
20

20

De
pa

rtm
en

t o
f In

ter
na

l 
Po

lic
y o

f O
de

sa
 Ci

ty 
Co

un
cil

, C
ity

 Co
or

din
ati

on
 

Co
un

cil
 on

 H
IV 

/ A
ID

S, 
Tu

be
rcu

los
is 

an
d 

Dr
ug

 Ad
dic

tio
n,n

on
-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s p

ro
vid

ing
 

se
rvi

ce
s t

o h
igh

-ri
sk

 
gro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

36
0.0

0
12

0.0
0

12
0.0

0
12

0.0
0

Inf
or

mi
ng

 th
e p

op
ula

tio
n  

on
 H

IV/
AID

S, 
bu

ild
ing

  
a t

ole
ra

nt 
att

itu
de

 in
 so

cie
ty 

 
for

 PL
W

HA

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

36
0.0

0
12

0.0
0

12
0.0

0
12

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

3.2
.

De
ve

lop
ing

 an
d p

lac
em

en
t 

of 
ou

td
oo

r a
dv

er
tis

em
en

t 
inf

or
ma

tio
n o

n H
IV 

pr
ev

en
tio

n, 
ne

ed
 in

 te
sti

ng
 an

d a
va

ila
bil

ity
  

of 
HI

V/
AID

S t
re

atm
en

t

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

De
pa

rtm
en

t o
f A

dv
er

tis
ing

 
of 

Od
es

a C
ity

 Co
un

cil
, 

mu
nic

ipa
l in

sti
tut

ion
 

"O
de

sa
 Ci

ty 
He

alt
h 

Ce
nte

r"

To
tal

, in
clu

din
g.:

30
0.0

0
10

0.0
0

10
0.0

0
10

0.0
0

M
an

uf
ac

tur
ing

 an
d p

lac
em

en
t 

20
 un

its
 of

 ad
ve

rti
sin

g p
ro

du
cts

 
an

nu
all

y, 
in 

tot
al 

un
de

r t
he

 
Pr

og
ra

m 
– 

60
 un

its

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

30
0.0

0
10

0.0
0

10
0.0

0
10

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

3.3
.

Co
nd

uc
tin

g a
wa

re
ne

ss-
ra

isi
ng

 
ac

tiv
itie

s o
n H

IV 
pr

ev
en

tio
n, 

vir
al 

he
pa

titi
s a

nd
 se

xu
all

y t
ra

ns
mi

tte
d 

inf
ec

tio
ns

 fo
r s

ec
on

da
ry 

sch
oo

l 
stu

de
nts

 of
 gr

ad
es

 8-
12

, b
oa

rd
ing

 
sch

oo
ls,

 st
ud

en
ts 

of 
se

co
nd

ar
y 

sp
ec

ial
ize

d a
nd

 hi
gh

er
 ed

uc
ati

on
 

ins
titu

tio
ns

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

De
pa

rtm
en

t o
f E

du
ca

tio
n 

an
d S

cie
nc

e o
f O

de
sa

 Ci
ty 

Co
un

cil
, D

ep
ar

tm
en

t o
f 

La
bo

r a
nd

 So
cia

l P
oli

cy 
of 

Od
es

a C
ity

 Co
un

cil
, 

no
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s  

pr
ov

idi
ng

 
se

rvi
ce

s t
o h

igh
-ri

sk
 

gro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

90
.00

30
.00

30
.00

30
.00

En
su

re
 co

ve
ra

ge
 is

 at
  

lea
st 

90
% 

of 
the

 ta
rge

t  
po

pu
lat

ion

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0,0

0
0,0

0

Od
es

a l
oc

al 
bu

dg
et

90
.00

30
.00

30
.00

30
.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

3.4
.

En
su

rin
g t

he
 ef

fec
tiv

e f
un

cti
on

ing
 

of 
the

 In
ter

ne
t w

eb
-si

te 
hiv

-
se

rvi
ce

.od
.ua

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

18
0.0

0
60

.00
60

.00
60

.00
Cr

ea
tin

g c
on

dit
ion

s f
or

 
un

re
str

ict
ed

 ac
ce

ss 
of 

the
 

po
pu

lat
ion

 to
 in

for
ma

tio
n 

on
 pl

ac
es

 an
d p

ro
ce

du
re

 fo
r 

re
ce

ivi
ng

 H
IV 

ca
re

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

18
0.0

0
60

.00
60

.00
60

.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

3.5
.

Co
nd

uc
tin

g o
f in

for
ma

tiv
e a

nd
 

aw
ar

en
es

s r
ais

ing
 ac

tiv
itie

s o
n 

HI
V w

ith
 pe

op
le 

in 
dif

fic
ult

 lif
e 

sit
ua

tio
ns

20
18

-
20

20

De
pa

rtm
en

t o
f L

ab
or

 an
d 

So
cia

l P
oli

cy 
of 

Od
es

a 
Cit

y C
ou

nc
il, 

Od
es

a C
ity

 
Ce

nte
r o

f S
oc

ial
 Se

rvi
ce

s 
for

 Fa
mi

ly,
 Ch

ild
re

n a
nd

 
Yo

uth
, D

ep
ar

tm
en

t o
f 

Ed
uc

ati
on

 an
d S

cie
nc

e o
f 

Od
es

a C
ity

 Co
un

cil
, S

er
vic

e 
for

 Ch
ild

re
n o

f O
de

sa
 Ci

ty 
Co

un
cil

, M
ain

 D
ire

cto
ra

te 
of 

the
 N

ati
on

al 
Po

lic
e i

n 
Od

es
a r

eg
ion

 (i
f a

gre
ed

)

To
tal

, in
clu

din
g.:

18
0.0

0
60

.00
60

.00
60

.00

Co
ve

ra
ge

 of
 at

 le
as

t 9
0%

 of
 

the
 ta

rge
t p

op
ula

tio
n

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

18
0.0

0
60

.00
60

.00
60

.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
.:

11
10

.0
0

37
0.

00
37

0.
00

37
0.

00
 

 
   

na
tio

na
l b

ud
ge

t
0.

00
0.

00
0.

00
0.

00

Od
es

a 
lo

ca
l b

ud
ge

t
11

10
.0

0
37

0.
00

37
0.

00
37

0.
00

Ot
he

r s
ou

rc
es

0.
00

0.
00

0.
00

0.
00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt

To
ta

l
20

18
 

20
19

 
20

20

IV
. P

re
ve

nt
in

g 
th

e 
sp

re
ad

 o
f H

IV
 in

 h
ig

h-
ris

k 
gr

ou
ps

4.1
.

Pr
ov

isi
on

 of
 

co
mp

re
he

ns
ive

 
pr

ev
en

tiv
e s

er
vic

es
 

un
de

r t
he

 ha
rm

 
re

du
cti

on
 st

ra
teg

y 
to 

pe
rso

ns
 at

 hi
gh

 
ris

k, 
ac

co
rd

ing
 to

 th
e 

Lis
t a

pp
ro

ve
d b

y t
he

 
M

ini
str

y o
f H

ea
lth

 of
 

Uk
ra

ine
. 

De
tai

ls 
of 

co
mp

re
he

ns
ive

 
pr

ev
en

tio
n s

er
vic

es
 ar

e 
pr

ov
ide

d i
n A

nn
ex

 4

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

  
of 

Od
es

a C
ity

 Co
un

cil
,

Od
es

far
m 

M
un

ici
pa

l 
En

ter
pr

ise
, D

ep
ar

tm
en

t 
of 

La
bo

r a
nd

 So
cia

l P
oli

cy 
of 

Od
es

a C
ity

 Co
un

cil
, 

Od
es

a C
ity

 Ce
nte

r o
f 

So
cia

l S
er

vic
es

 fo
r F

am
ily

, 
Ch

ild
re

n a
nd

 Yo
uth

, 
No

n-
Go

ve
rn

me
nta

l 
Or

ga
niz

ati
on

s (
cri

ter
ia 

for
 

se
lec

tio
n o

f c
on

tra
cto

rs 
ar

e g
ive

n i
n A

nn
ex

 3)
, 

wh
os

e a
cti

vit
ies

 ar
e 

re
lat

ed
 to

 pr
ov

idi
ng

 
se

rvi
ce

s t
o g

ro
up

s 
inc

re
as

ed
 ri

sk

To
tal

, in
clu

din
g.:

70
 9

97
.30

22
61

0.0
0

23
87

7.0
0

24
51

03
0

Pr
ov

isi
on

 w
ith

 in
vo

lve
me

nt 
of 

no
n-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s o
f s

oc
ial

 
an

d m
ed

ica
l s

er
vic

es
 (c

ou
ns

eli
ng

 on
 

HI
V, 

TB
, h

ep
ati

tis
, d

ru
g a

dd
ict

ion
, s

afe
 

be
ha

vio
r, 

ex
pr

es
s t

es
tin

g, 
pr

ov
isi

on
 of

 
inf

or
ma

tio
n m

ate
ria

ls,
 su

pp
or

t, e
tc.

), 
ute

ns
ils

 (s
yri

ng
es

, n
ee

dle
s, 

alc
oh

ol 
wi

pe
s, 

mu
ltit

es
ts 

on
 H

IV 
an

d h
ep

ati
tis

 
C)

 (a
t th

e e
xp

en
se

 of
 th

e O
de

sa
 ci

ty 
bu

dg
et)

, n
alo

xo
ne

, c
on

do
ms

 an
d 

lub
ric

an
ts 

(fr
om

 ot
he

r s
ou

rce
s):

-

- in
 20

18
 –

 30
 72

0 p
eo

ple
 (i

nc
lud

ing
  

20
 25

0 P
W

ID
, 5

 31
0 C

SW
, 5

 16
0 M

SM
);

- in
 20

19
 –

 32
 44

0 p
eo

ple
 (i

nc
lud

ing
  

20
 25

0 P
W

ID
, 5

 31
0 C

SW
, 6

 88
0 M

SM
);

- in
 20

20
 –

 33
,30

0 p
er

so
ns

 (i
nc

lud
ing

 
20

,25
0 P

W
ID

, 5
,33

0 C
SW

, 7
,74

0 M
SM

);

na
tio

na
l b

ud
ge

t
36

 3
30

.00
60

35
.00

15
,88

4.0
0

14
41

1.0
0

Od
es

a l
oc

al 
bu

dg
et

11
00

0.0
0

10
00

.00
40

00
.00

60
00

,00

Ot
he

r s
ou

rce
s

23
,66

7.3
0

15
,57

5.0
0

3,9
93

.00
40

99
.30

4.2
.

Pu
rch

as
ing

 te
sti

ng
 

se
rvi

ce
s f

or
 H

IV 
an

d 
he

pa
titi

s
20

18

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

no
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s w

hic
h 

ac
tiv

itie
s a

re
 re

lat
ed

 to
 

pr
ov

idi
ng

 se
rvi

ce
s t

o h
igh

-
ris

k g
ro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

65
5.4

0
65

5.4
0

0.0
0

0.0
0

Inc
re

as
ing

 ac
ce

ss 
to 

a r
an

ge
 of

 se
rvi

ce
s 

for
 hi

gh
-ri

sk
 gr

ou
ps

 on
 pr

ev
en

tio
n  

of 
HI

V, 
tub

er
cu

los
is 

an
d h

ep
ati

tis

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

65
5.4

0
65

5.4
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt

To
ta

l
20

18
 

20
19

 
20

20

4.3
.

Pr
ov

isi
on

 of
 se

rvi
ce

s t
o p

er
so

ns
 

re
gis

ter
ed

 in
 ca

re
 be

ca
us

e o
f 

op
ioi

d u
se

 th
ro

ug
h s

ub
sti

tut
ion

 
ma

int
en

an
ce

 th
er

ap
y

20
18

-
20

20

To
tal

, in
clu

din
g.:

42
10

.50
24

10
.50

80
0.0

0
10

00
.00

Pr
ov

idi
ng

 in
teg

ra
ted

 se
rvi

ce
s 

to 
pe

op
le 

wh
o a

re
 re

gis
ter

ed
 

in 
ca

re
 be

ca
us

e o
f o

pia
tes

 
us

e t
hr

ou
gh

 su
bs

titu
tio

n 
ma

int
en

an
ce

 th
er

ap
y

na
tio

na
l b

ud
ge

t
25

60
.00

76
0.0

0
80

0.0
0

10
00

.00

Od
es

a l
oc

al 
bu

dg
et

60
0.0

0
60

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

10
50

.50
10

50
,50

0.0
0

0.0
0

4.3
.1.

Pr
ov

isi
on

 of
 su

bs
titu

tio
n 

ma
int

en
an

ce
 th

er
ap

y 
(w

ith
 ex

ten
sio

n o
f c

ov
er

ag
e)

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

29
80

.00
11

80
.00

80
.00

10
00

.00
Pr

ov
ide

 co
ve

ra
ge

:

- In
 20

18
 –

 64
0 p

eo
ple

;

- in
 20

19
 –

 94
0 p

eo
ple

;

- in
 20

20
 –

 12
00

 pe
op

le;

- in
 to

tal
 un

de
r t

he
 Pr

og
ra

m 
– 

27
80

 pe
rso

ns

na
tio

na
l b

ud
ge

t
25

60
.00

76
0.0

0
80

0.0
0

10
00

.00

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

42
0.0

0
42

0.0
0

0.0
0

0.0
0

4.3
.2.

Op
en

ing
 of

 ne
w 

su
bs

titu
tio

n 
ma

int
en

an
ce

 th
er

ap
y s

ite
s o

n t
he

 
pr

inc
ipl

e o
f in

teg
ra

ted
 se

rvi
ce

s 
wi

th 
ap

pr
op

ria
te 

sta
ffin

g

20
18

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

no
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s w

ho
se

 
ac

tiv
itie

s a
re

 re
lat

ed
 to

 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

90
0.0

0
90

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 pe
op

le 
wh

o i
nje

ct 
dr

ug
s w

ith
 ac

ce
ss 

to 
int

eg
ra

ted
 

se
rvi

ce
s i

n a
ll d

ist
ric

ts 
of 

Od
es

a

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

60
0.0

0
60

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

30
0.0

0
30

0.0
0

0.0
0

0.0
0

4.3
.3.

Pr
ov

isi
on

 of
 so

cia
l s

up
po

rt 
for

 
pa

tie
nts

 w
ith

in 
pr

og
ra

m 
of 

su
bs

titu
tio

n m
ain

ten
an

ce
 th

er
ap

y

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

the
 O

de
sa

 Ci
ty 

Co
un

cil
, 

mu
nic

ipa
l in

sti
tut

ion
 Ci

ty 
TB

  C
lin

ic

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

So
cia

liza
tio

n o
f p

ati
en

ts 
wi

thi
n 

the
 pr

og
ra

m 
of 

su
bs

titu
tio

n 
ma

int
en

an
ce

 th
er

ap
y

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt

To
ta

l
20

18
 

20
19

 
20

20

4.3
.4.

Pr
ov

isi
on

 of
 co

mm
un

ity
-b

as
ed

 
ha

rm
 re

du
cti

on
 se

rvi
ce

s t
o 

ad
ole

sce
nt 

dr
ug

 us
er

s a
nd

 th
os

e 
wi

th 
ris

ky
 se

xu
al 

be
ha

vio
ur

20
18

-
20

20

No
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s p

ro
vid

ing
  

se
rvi

ce
s t

o h
igh

-ri
sk

 
gro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

33
0.5

0
33

0.5
0

0.0
0

0.0
0

Co
ve

ra
ge

 of
 at

 le
as

t 6
0%

 
of 

the
 po

pu
lat

ion
 at

 ri
sk

, 
co

mp
re

he
ns

ive
 H

IV,
 w

ith
 

tub
er

cu
los

is 
an

d h
ep

ati
tis

 
pr

ev
en

tio
n s

er
vic

es
:

- in
 20

18
 –

 25
0 a

do
les

ce
nts

, 

- in
 20

19
-2

02
0 –

 co
ve

ra
ge

 an
d 

fu
nd

ing
 w

ill 
be

 sp
ec

ifie
d

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

33
0.5

0
33

0.5
0

0.0
0

0.0
0

4.3
.5.

As
se

ssm
en

t o
f th

e p
re

ve
nti

ve
 

im
pa

ct 
am

on
g p

ar
tic

ipa
nts

 in
 

the
 su

bs
titu

tio
n m

ain
ten

an
ce

 
tre

atm
en

t (
SM

T) 
pr

og
ra

m

20
18

-
20

20

No
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s p

ro
vid

ing
  

se
rvi

ce
s t

o h
igh

-ri
sk

 
gro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

M
on

ito
rin

g o
f th

e e
ffe

cti
ve

ne
ss 

of 
SM

T i
ntr

od
uc

tio
n

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.4
.

Co
un

se
llin

g t
ho

se
 at

 ri
sk

  
re

ce
ivi

ng
 so

cia
l s

er
vic

es
20

18
-

20
20

De
pa

rtm
en

t o
f L

ab
or

 an
d 

So
cia

l P
oli

cy 
of 

Od
es

a 
Cit

y C
ou

nc
il, 

 O
de

sa
 Ci

ty 
Ce

nte
r f

or
 So

cia
l S

er
vic

es
 

for
 Fa

mi
lie

s, 
Ch

ild
re

n a
nd

 
Yo

uth
, n

on
-go

ve
rn

me
nta

l 
or

ga
niz

ati
on

s p
ro

vid
ing

 
se

rvi
ce

s f
or

 hi
gh

 ri
sk

 
gro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Cr
ea

tin
g c

on
dit

ion
s f

or
 

ov
er

co
mi

ng
 st

igm
a a

nd
 

dis
cri

mi
na

tio
n i

n a
cce

ss 
to 

so
cia

l 
se

rvi
ce

s f
or

 hi
gh

 ri
sk

 gr
ou

ps
 in

 
4 d

ist
ric

ts 
of 

Od
es

a (
ho

tlin
e, 

se
lf-

he
lp 

gro
up

s, 
co

un
se

lin
g, 

re
ha

bil
ita

tio
n p

ro
gra

m)

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.5
.

Es
tab

lis
hm

en
t o

f a
 ne

tw
or

k o
f 

sta
tio

na
ry 

syr
ing

e e
xch

an
ge

 po
int

s 
an

d t
he

ir 
fu

nc
tio

nin
g

20
19

-
20

20

Od
es

a C
ity

 Co
un

cil
 H

ea
lth

 
De

pa
rtm

en
t, O

de
sfa

rm
 

Co
mp

an
y

To
tal

, in
clu

din
g.:

30
00

.00
10

00
.00

10
00

.00
10

00
.00

Cr
ea

tio
n o

f 1
6 s

tat
ion

ar
y s

yri
ng

e 
ex

ch
an

ge
 po

int
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

30
00

.00
10

00
.00

10
00

.00
10

00
.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt

To
ta

l
20

18
 

20
19

 
20

20

4.6
.

M
ap

pin
g p

lac
es

 fo
r 

se
rvi

ce
s f

or
 hi

gh
-ri

sk
 

gro
up

s

20
18

-
20

20

Od
es

a C
ity

 Ce
nte

r f
or

 So
cia

l 
Se

rvi
ce

s f
or

 Fa
mi

lie
s, 

Ch
ild

re
n 

an
d Y

ou
th,

 M
ain

 D
ire

cto
ra

te 
of 

the
 N

ati
on

al 
Po

lic
e i

n O
de

sa
 

Re
gio

n, 
no

n-
go

ve
rn

me
nta

l 
or

ga
niz

ati
on

s p
ro

vid
ing

 se
rvi

ce
s 

to 
hig

h-
ris

k g
ro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Inc
re

as
ing

 th
e a

va
ila

bil
ity

 an
d 

eff
ec

tiv
en

es
s o

f h
ar

m 
re

du
cti

on
 

pr
ev

en
tio

n p
ro

gra
ms

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.7
.

Pr
ev

en
tio

n o
f m

oth
er

-
to-

ch
ild

 tr
an

sm
iss

ion
 of

 
HI

V:

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, O

de
sa

 
Cit

y C
ou

nc
il

To
tal

, in
clu

din
g.:

21
50

.00
55

0.0
0

80
0.0

0
80

0.0
0

Pr
ev

en
tio

n o
f m

oth
er

-to
-ch

ild
 

tra
ns

mi
ssi

on
 of

 H
IV:

 Co
ve

ra
ge

 of
 

10
0%

 of
 ch

ild
re

n b
or

n f
ro

m 
HI

V-
inf

ec
ted

 m
oth

er
s, 

at 
the

 ex
pe

ns
e o

f 
the

 na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

21
50

.00
55

0.0
0

80
0.0

0
80

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.7
.1.

Se
ro

log
ica

l e
xa

mi
na

tio
n 

of 
pr

eg
na

nt 
wo

me
n f

or
 

HI
V a

nti
bo

die
s (

ro
uti

ne
 

an
d r

ap
id 

tes
ts)

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, O

de
sa

 
Cit

y C
ou

nc
il 

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

An
nu

al 
dia

gn
os

tic
s f

or
 15

,00
0 

pe
op

le,
 to

tal
 fo

r t
he

 Pr
og

ra
m 

– 
45

,00
0 p

eo
ple

, a
t th

e e
xp

en
se

 of
 th

e 
na

tio
na

l b
ud

ge
t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.7
.2.

Pr
ov

idi
ng

 te
st 

sys
tem

s 
for

 vi
ra

l lo
ad

 an
d C

D4
 

in 
HI

V-p
os

itiv
e p

re
gn

an
t 

wo
me

n

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, O

de
sa

 
Cit

y C
ou

nc
il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

isi
on

 of
 te

st 
sys

tem
s f

or
 15

0 H
IV-

po
sit

ive
 pr

eg
na

nt 
wo

me
n a

nn
ua

lly
 

ac
co

rd
ing

 to
 th

e c
lin

ica
l p

ro
toc

ol 
at 

the
 ex

pe
ns

e o
f th

e n
ati

on
al 

bu
dg

et

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.7
.3.

Co
mp

let
e c

ou
rse

 of
 

an
tir

etr
ov

ira
l p

ro
ph

yla
xis

 
for

 H
IV-

po
sit

ive
 pr

eg
na

nt 
wo

me
n a

nd
 th

eir
 

ch
ild

re
n

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, O

de
sa

 
Cit

y C
ou

nc
il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
fu

ll c
ou

rse
 of

 
an

tir
etr

ov
ira

l p
ro

ph
yla

xis
 is

 pr
ov

ide
d 

to 
13

0 H
IV-

po
sit

ive
 pr

eg
na

nt 
wo

me
n 

an
d t

he
ir 

ch
ild

re
n (

up
 to

 10
) a

nn
ua

lly

at 
the

 ex
pe

ns
e o

f th
e s

tat
e b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt

To
ta

l
20

18
 

20
19

 
20

20

4.7
.4.

Ea
rly

 di
ag

no
sis

 of
 H

IV 
inf

ec
tio

n i
n c

hil
dr

en
 bo

rn
 

to 
HI

V-i
nf

ec
ted

 m
oth

er
s

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 10

0%
 co

ve
ra

ge
 of

 H
IV-

po
sit

ive
 m

oth
er

s

at 
the

 ex
pe

ns
e o

f th
e s

tat
e 

bu
dg

et

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.7
.5.

Pr
ov

isi
on

 of
 ad

ap
ted

 
fir

st-
ye

ar
 m

ilk
 fo

rm
ula

 
for

 in
fan

ts 
bo

rn
 to

 H
IV-

inf
ec

ted
 m

oth
er

s

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

21
50

.00
55

0.0
0

80
0.0

0
80

0.0
0

Pr
ov

isi
on

 of
 ad

ap
ted

 in
fan

t 
for

mu
la:

 - i
n 2

01
8 –

 13
0 c

hil
dr

en
;

 - i
n 2

01
9 –

 14
0 c

hil
dr

en
;

 - i
n 2

02
0 –

 15
0 c

hil
dr

en

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

21
50

.00
55

0.0
0

80
0.0

0
80

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

4.8
.

Int
ro

du
cin

g p
re

-ex
po

su
re

 
pr

op
hy

lax
is 

am
on

g m
en

 at
 

hig
h r

isk

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a C

ity
 

Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

An
nu

al 
co

ve
ra

ge
 of

 20
0 p

eo
ple

, 
tot

ali
ng

 60
0 p

eo
ple

 pe
r 

Pr
og

ra
m,

at 
the

 ex
pe

ns
e o

f th
e 

na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
.:

81
01

4.8
0

21
19

1.5
0

26
47

7.0
0

27
13

0.3
0

 

 
     

na
tio

na
l b

ud
ge

t
38

89
1.0

0
67

96
.00

16
68

4.0
0

15
41

1.0
0

 
Od

es
a 

lo
ca

l b
ud

ge
t

16
75

0.0
0

31
50

.00
58

00
.00

78
00

.00

Ot
he

r s
ou

rc
es

25
37

3.8
0

17
28

1.5
0

39
93

.00
40

99
.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

V.
 D

ia
gn

os
is 

of
 H

IV
 in

fe
ct

io
n 

an
d 

en
ro

llm
en

t i
n 

ca
re

 o
f P

LW
HA

5.1
.

En
su

re
 af

for
da

ble
 an

d 
eff

ec
tiv

e H
IV 

tes
tin

g w
ith

 
ra

pid
 te

sts
 an

d E
LIS

A  
tes

t 
sys

tem
s i

n a
ll h

ea
lth

ca
re

 
se

ttin
gs

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

11
83

0.3
0

35
93

.80
39

43
.40

42
93

.10

Pr
ov

isi
on

 to
 at

 le
as

t 5
% 

of 
the

 to
tal

 ci
ty 

po
pu

lat
ion

  a
nn

ua
lly

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

11
83

0.3
0

35
93

.80
39

43
.40

42
93

.10

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.2
.

Im
ple

me
nta

tio
n o

f lo
ca

l 
pr

oto
co

ls 
an

d r
ou

tes
 fo

r 
HI

V/
AID

S p
ati

en
ts 

for
 he

alt
h 

ca
re

 fa
cil

itie
s a

t a
ll l

ev
els

 of
 

ca
re

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

isi
on

 of
 lo

ca
l p

ro
toc

ols
 an

d r
ou

tes
 

of 
the

 pa
tie

nt 
wi

th 
HI

V/
AID

S t
o a

ll 
he

alt
h c

ar
e f

ac
ilit

ies
 of

 th
e O

de
sa

 Ci
ty 

Co
un

cil

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.3
.

Co
ve

ra
ge

 of
 H

IV 
tes

tin
g 

by
 th

e s
ex

ua
l p

ar
tne

rs 
by

 PL
W

HA
 an

d m
ed

ica
l 

ex
am

ina
tio

n i
n c

as
e o

f H
IV 

inf
ec

tio
n

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 th
e r

ele
va

nt 
hig

h-
ris

k g
ro

up
 is

 co
ve

re
d

at 
the

 ex
pe

ns
e o

f th
e f

un
ds

 pr
ov

ide
d 

for
 in

 Pa
ra

gra
ph

 5.
1 o

f S
ec

tio
n 5

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.4
.

Pr
ov

idi
ng

 so
cia

l s
up

po
rt 

for
 pe

rso
ns

 w
ho

 ha
ve

 
re

ce
ive

d a
 po

sit
ive

 re
su

lt o
f 

ra
pid

 H
IV 

tes
tin

g a
t a

 no
n-

go
ve

rn
me

nta
l o

rga
niz

ati
on

 
an

d e
nr

oll
ing

 th
em

 in
to 

ca
re

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s  
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 th
e r

ele
va

nt 
hig

h-
ris

k g
ro

up
 is

 co
ve

re
d

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.5
.

En
su

re
 ef

fec
tiv

e r
efe

rra
l 

an
d s

oc
ial

 su
pp

or
t fo

r 
pe

op
le 

dia
gn

os
ed

 w
ith

 H
IV 

in 
he

alt
hc

ar
e s

ett
ing

s w
he

n 
se

ek
ing

 m
ed

ica
l a

ssi
sta

nc
e

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

40
0.0

0
40

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
in 

20
18

, c
ov

er
ag

e o
f 1

00
% 

of 
pe

op
le 

dia
gn

os
ed

 w
ith

 H
IV 

is 
at 

the
 

ex
pe

ns
e o

f th
e G

lob
al 

Fu
nd

 pr
ov

ide
d 

for
 th

e i
mp

lem
en

tat
ion

 of
 N

GO
 

pr
oje

cts
 in

 th
e a

re
a o

f S
oc

ial
 Su

pp
or

t 
for

 PL
W

HA

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

40
0.0

0
40

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

5.6
.

Es
tab

lis
hm

en
t o

f a
 sy

ste
m 

for
 

re
gis

ter
ing

 ca
se

s o
f H

IV 
inf

ec
tio

n 
an

d t
ak

ing
 m

ed
ica

l c
ar

e o
f p

eo
ple

 
liv

ing
 w

ith
 H

IV 
wh

o h
av

e b
ee

n 
ide

nti
fie

d w
ith

 H
IV 

sta
tus

 in
 an

 
in-

pa
tie

nt 
he

alt
hc

ar
e f

ac
ilit

y 

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 
the

 re
lev

an
t h

igh
-ri

sk
 

gro
up

 is
 co

ve
re

d b
y t

he
 

na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.7
.

En
ro

llm
en

t in
 ca

re
 of

 PL
W

HA
 w

ith
 

a f
irs

t-t
im

e d
iag

no
sis

 of
 H

IV
20

18
-

20
20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 
the

 re
lev

an
t h

igh
-ri

sk
 

gro
up

 is
 co

ve
re

d b
y t

he
 

na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.8
.

Inv
olv

em
en

t in
 ca

re
  o

f P
LW

HA
 

wh
o d

isc
on

tin
ue

d v
isi

tin
g 

inf
ec

tio
nis

t

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 
the

 re
lev

an
t h

igh
-ri

sk
 

gro
up

 is
 co

ve
re

d b
y t

he
 

na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

5.9
.

Co
nd

uc
tin

g c
on

fir
ma

tor
y t

es
ts 

to 
dia

gn
os

e H
IV 

in 
ca

se
 of

 a 
po

sit
ive

 
HI

V t
es

t r
es

ult

20
18

- 
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 

Od
es

a C
ity

 Co
un

cil
, n

on
-

go
ve

rn
me

nta
l o

rga
niz

ati
on

s 
pr

ov
idi

ng
 se

rvi
ce

s t
o h

igh
-

ris
k g

ro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

re
 th

at 
10

0%
 of

 
the

 re
lev

an
t h

igh
-ri

sk
 

gro
up

 is
 co

ve
re

d b
y t

he
 

na
tio

na
l b

ud
ge

t

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
.:

12
23

0.
30

39
93

.8
0

39
43

.4
0

42
93

.1
0

 
   

na
tio

na
l b

ud
ge

t
0.

00
0.

00
0.

00
0.

00

Od
es

a 
lo

ca
l b

ud
ge

t
11

83
0.

30
35

93
.8

0
39

43
.4

0
42

93
.1

0

Ot
he

r s
ou

rc
es

40
0.

00
40

0.
00

0.
00

0.
00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

6.1
.

Pu
rch

as
ing

 a 
po

rta
ble

 
an

aly
ze

r t
o d

ete
rm

ine
 th

e 
ab

so
lut

e n
um

be
r o

f C
D4

 
lym

ph
oc

yte
s

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

35
8.6

0
15

5.6
0

10
1.5

0
10

1.5
0

En
su

rin
g m

ea
su

re
me

nt 
of 

ab
so

lut
e C

D4
 

lym
ph

oc
yte

 co
un

t:
- 2

01
8 –

 in
 15

00
 pa

tie
nts

;
- 2

01
9 –

 in
 20

00
 pa

tie
nts

; 
- 2

02
0 –

 in
 25

00
 pa

tie
nts

;
- in

 to
tal

 un
de

r t
he

 Pr
og

ra
m 

– 
in 

60
00

 pa
tie

nts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

35
8.6

0
15

5.6
0

10
1.5

0
10

1.5
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.

Cli
nic

al 
an

d l
ab

or
ato

ry 
ex

am
ina

tio
n o

f P
LW

HA
 

wh
en

 en
ro

lle
d i

n c
ar

e a
t th

e 
Od

es
a H

IV/
AID

S  
Cit

y C
en

ter
 , 

inc
lud

ing
:

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

19
.20

4.8
0

6.4
0

8.0
0

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

19
.20

4.8
0

6.4
0

8.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.1.

Im
mu

no
log

ica
l te

sts
 fo

r t
he

 
de

ter
mi

na
tio

n f
or

 CD
4 c

ou
nt

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Ca
rry

ing
 ou

t im
mu

no
log

ica
l te

sts
 fo

r 
de

ter
mi

na
tio

n o
f C

D4
 co

un
t in

 PL
W

HA
 w

he
n 

en
ro

lle
d i

n c
ar

e:-
 in

 20
18

 –
 15

00
;

- in
 20

19
 –

 20
00

; 

- in
 20

20
 –

 25
00

;

- in
 to

tal
 un

de
r t

he
 Pr

og
ra

m 
– 

60
00

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.2.

Pr
ov

isi
on

 of
 va

cu
um

 
blo

od
 co

lle
cti

on
 sy

ste
ms

 
(va

cu
tin

er
s) 

for
 th

e 
ex

am
ina

tio
n o

f n
ew

 pa
tie

nts

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

19
.20

4.8
0

6.4
0

8.0
0

Pr
oc

ur
em

en
t o

f o
f v

ac
uu

m 
blo

od
  

co
lle

cti
on

 sy
ste

ms
 (v

ac
uti

ne
rs)

  
for

 th
e e

xa
mi

na
tio

n o
f n

ew
 pa

tie
nts

:

- in
 20

18
 –

 15
00

 un
its

;

- in
 20

19
 –

 20
00

 un
its

;

- in
 20

20
 –

 25
00

 un
its

;

- T
ota

l u
nd

er
 th

e P
ro

gra
m 

– 
60

00
 un

its
.

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

19
.20

4.8
0

6.4
0

8.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

6.1
.

Pu
rch

as
ing

 a 
po

rta
ble

 
an

aly
ze

r t
o d

ete
rm

ine
 th

e 
ab

so
lut

e n
um

be
r o

f C
D4

 
lym

ph
oc

yte
s

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

35
8.6

0
15

5.6
0

10
1.5

0
10

1.5
0

En
su

rin
g m

ea
su

re
me

nt 
of 

ab
so

lut
e C

D4
 

lym
ph

oc
yte

 co
un

t:
- 2

01
8 –

 in
 15

00
 pa

tie
nts

;
- 2

01
9 –

 in
 20

00
 pa

tie
nts

; 
- 2

02
0 –

 in
 25

00
 pa

tie
nts

;
- in

 to
tal

 un
de

r t
he

 Pr
og

ra
m 

– 
in 

60
00

 pa
tie

nts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

35
8.6

0
15

5.6
0

10
1.5

0
10

1.5
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.

Cli
nic

al 
an

d l
ab

or
ato

ry 
ex

am
ina

tio
n o

f P
LW

HA
 

wh
en

 en
ro

lle
d i

n c
ar

e a
t th

e 
Od

es
a H

IV/
AID

S  
Cit

y C
en

ter
 , 

inc
lud

ing
:

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

19
.20

4.8
0

6.4
0

8.0
0

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

19
.20

4.8
0

6.4
0

8.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.1.

Im
mu

no
log

ica
l te

sts
 fo

r t
he

 
de

ter
mi

na
tio

n f
or

 CD
4 c

ou
nt

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Ca
rry

ing
 ou

t im
mu

no
log

ica
l te

sts
 fo

r 
de

ter
mi

na
tio

n o
f C

D4
 co

un
t in

 PL
W

HA
 w

he
n 

en
ro

lle
d i

n c
ar

e:-
 in

 20
18

 –
 15

00
;

- in
 20

19
 –

 20
00

; 

- in
 20

20
 –

 25
00

;

- in
 to

tal
 un

de
r t

he
 Pr

og
ra

m 
– 

60
00

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.2
.2.

Pr
ov

isi
on

 of
 va

cu
um

 
blo

od
 co

lle
cti

on
 sy

ste
ms

 
(va

cu
tin

er
s) 

for
 th

e 
ex

am
ina

tio
n o

f n
ew

 pa
tie

nts

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

19
.20

4.8
0

6.4
0

8.0
0

Pr
oc

ur
em

en
t o

f o
f v

ac
uu

m 
blo

od
  

co
lle

cti
on

 sy
ste

ms
 (v

ac
uti

ne
rs)

  
for

 th
e e

xa
mi

na
tio

n o
f n

ew
 pa

tie
nts

:

- in
 20

18
 –

 15
00

 un
its

;

- in
 20

19
 –

 20
00

 un
its

;

- in
 20

20
 –

 25
00

 un
its

;

- T
ota

l u
nd

er
 th

e P
ro

gra
m 

– 
60

00
 un

its
.

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

19
.20

4.8
0

6.4
0

8.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

6.3
.

Di
ag

no
sti

cs 
of 

op
po

rtu
nis

tic
 in

fec
tio

ns
 

in 
PL

W
HA

 en
ro

lle
d i

n 
ca

re

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 di
ag

no
sti

cs 
of 

op
po

rtu
nis

tic
 

inf
ec

tio
ns

 du
rin

g e
nr

oll
me

nt 
int

o c
ar

e: 
- in

 20
18

 –
 15

00
 pa

tie
nts

; 
- in

 20
19

 –
 20

00
 pa

tie
nts

; 
- in

 20
20

 –
 25

00
 pa

tie
nts

; 
- in

 to
tal

 un
de

r t
he

 Pr
og

ra
m 

– 
60

00
 pa

tie
nts

, 
at 

the
 ex

pe
ns

e o
f th

e n
ati

on
al 

bu
dg

et

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

6.4
.

Pr
ev

en
tio

n a
nd

 
tre

atm
en

t o
f 

op
po

rtu
nis

tic
 in

fec
tio

ns
 

in 
PL

W
HA

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 tu
be

rcu
los

is 
pr

ev
en

tio
n i

n P
LW

HA
: 

- in
 20

18
 –

 20
00

 pa
tie

nts
;

- in
 20

19
 –

 28
00

 pa
tie

nts
;

- in
 20

20
 –

 27
00

 pa
tie

nts
;

- in
 to

tal
 un

de
r t

he
 Pr

og
ra

m 
– 

75
00

 pa
tie

nts
, 

at 
the

 ex
pe

ns
e o

f th
e n

ati
on

al 
bu

dg
et

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0,0
0

0,0
0

0,0
0

0,0
0

6.5
.  

En
su

rin
g a

cce
ss 

to 
AR

T 
for

 PL
W

HA

20
18

-
20

20
De

pa
rtm

en
t o

f 
He

alt
h, 

Od
es

a 
Cit

y C
ou

nc
il 

To
tal

, in
clu

din
g.:

22
34

24
.0

51
90

6.0
77

96
4.0

93
55

4.0
Fu

nd
ing

 of
 m

ed
ica

tio
ns

 fo
r P

LW
HA

 fr
om

 th
e 

na
tio

na
l b

ud
ge

t in
div

idu
all

y t
hr

ou
gh

 a 
sin

gle
 

ele
ctr

on
ic 

HI
V e

pid
em

iol
og

ica
l a

nd
 cl

ini
ca

l 
mo

nit
or

ing
 sy

ste
m:

- in
 20

18
 –

 13
 80

8 p
ati

en
ts;

 
- in

 20
19

 –
 13

,80
8 p

ati
en

ts;
 

- in
 20

20
 –

 13
 80

8 p
ati

en
ts;

- 4
1 2

24
 in

 to
tal

.

na
tio

na
l b

ud
ge

t
22

34
24

.0
51

90
6.0

77
96

4.0
93

55
4.0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
.:

22
38

00
.4

52
06

6.
40

78
07

1.
00

93
66

3.
00

 

 
 

na
tio

na
l b

ud
ge

t
22

34
24

.0
51

90
6.

00
77

96
4.

00
93

55
4.

00
 

Od
es

a 
lo

ca
l b

ud
ge

t
37

7.
80

16
0.

40
10

7.
90

10
9.

50
Ot

he
r s

ou
rc

es
0.

00
0.

00
0.

00
0.

00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

VІ
І. 

Ac
hi

ev
in

g 
hi

gh
 tr

ea
tm

en
t e

ffi
cie

nc
y 

in
 P

LW
HA

 a
nd

 re
ce

iv
in

g 
AR

T

7.1
.

Cli
nic

al 
an

d l
ab

or
ato

ry 
mo

nit
or

ing
 an

d e
va

lua
tio

n 
of 

the
 ef

fec
tiv

en
es

s o
f A

RT
 

ac
co

rd
ing

 to
 th

e c
lin

ica
l 

pr
oto

co
l (

de
ter

mi
na

tio
n o

f v
ira

l 
loa

d; 
de

ter
mi

na
tio

n o
f C

D4
 

lev
el;

 he
ma

tol
og

ica
l s

tud
ies

; 
bio

ch
em

ica
l b

loo
d t

es
ts;

 di
ag

no
sis

 
of 

op
po

rtu
nis

tic
 in

fec
tio

ns
 in

 
pr

og
re

ssi
ve

 H
IV 

inf
ec

tio
n)

 2
01

8-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

En
su

rin
g c

on
tin

uit
y o

f 
tre

atm
en

t fo
r p

ati
en

ts 
un

de
r 

me
dic

al 
ca

re
 an

d n
ew

 ca
se

s o
f 

HI
V i

nf
ec

tio
n.

24
80

 U
AH

 pe
r y

ea
r i

s a
llo

ca
ted

 
for

 on
e p

ati
en

t fr
om

 th
e 

na
tio

na
l b

ud
ge

t (
for

 12
15

1 
pe

rso
ns

)

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

7.2
.

En
su

rin
g s

oc
ial

 su
pp

or
t fo

r 
PL

W
HA

 w
ho

 ar
e p

re
pa

rin
g o

r 
re

ce
ivi

ng
 AR

T

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 
of 

Od
es

a C
ity

 Co
un

cil
, 

no
n-

go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s  

pr
ov

idi
ng

 
se

rvi
ce

s t
o h

igh
-ri

sk
 

gro
up

s (
if a

gre
ed

)

To
tal

, in
clu

din
g.:

20
00

.00
20

00
.00

0.0
0

0.0
0

Cr
ea

tin
g c

on
dit

ion
s f

or
 hi

gh
 

lev
el 

of 
ad

he
re

nc
e o

f P
LW

HA
 

to 
AR

T. 
In 

20
18

, it
 is

 pl
an

ne
d 

to 
re

ac
h 1

 00
0 p

eo
ple

 th
ro

ug
h 

the
 G

lob
al 

Fu
nd

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

20
00

.00
20

00
.00

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
20

00
.0

0
20

00
.0

0
0.

00
0.

00
  

 
 

 
 

na
tio

na
l b

ud
ge

t
0.

00
0.

00
0.

00
0.

00

 
Od

es
a 

lo
ca

l b
ud

ge
t

0.
00

0.
00

0.
00

0.
00

Ot
he

r s
ou

rc
es

20
00

.0
0

20
00

,0
0

0.
00

0.
00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

VІ
ІІ.

 T
B 

co
un

te
ra

ct
io

n

8.1
.

Pr
oc

ur
em

en
t o

f e
qu

ipm
en

t 
an

d s
up

pli
es

 fo
r t

he
 di

ag
no

sis
 

of 
tub

er
cu

los
is 

by
 th

e m
eth

od
 

of 
pr

ev
en

tiv
e f

luo
ro

gra
ph

y

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

22
35

.90
35

3.9
0

94
1.0

0
94

1.0
0

Pr
ov

isi
on

 of
 su

pp
lie

s f
or

 pr
ev

en
tiv

e 
flu

or
og

ra
ph

ic 
ex

am
ina

tio
ns

 –
 15

1 0
00

 
ex

am
ina

tio
ns

 an
nu

all
y, 

 45
3 0

00
 in

 
tot

al.

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

22
35

.90
35

3.9
0

94
1.0

0
94

1.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.2
.

Pr
oc

ur
em

en
t o

f x
-ra

y f
ilm

 an
d 

re
ag

en
ts 

for
 di

ag
no

sis
 an

d 
mo

nit
or

ing
 of

 tr
ea

tm
en

t

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

96
0.9

0
32

0.3
0

32
0.3

0
32

0.3
0

Pr
ov

idi
ng

 10
0%

 co
ve

ra
ge

 of
 ra

dio
log

ica
l 

ex
am

ina
tio

n o
f tu

be
rcu

los
is 

pa
tie

nts
 in

 
ac

co
rd

an
ce

 w
ith

 th
e N

ati
on

al 
Pr

oto
co

l

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

96
0.9

0
32

0.3
0

32
0.3

0
32

0.3
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.3
.

Pr
oc

ur
em

en
t o

f x
-ra

y f
ilm

 fo
r 

ex
am

ina
tio

n o
f c

hil
dr

en
 an

d 
ad

ole
sce

nts
 fr

om
 gr

ou
ps

 at
 

hig
h r

isk
 fo

r T
B

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

86
.00

25
.80

30
.10

30
.10

Pr
ov

ide
 ra

dio
log

ica
l e

xa
mi

na
tio

ns
 

an
nu

all
y t

o 1
96

0 p
er

so
ns

, to
tal

ing
 58

80
 

pe
rso

ns
 un

de
r t

he
 Pr

og
ra

m

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

86
.00

25
.80

30
.10

30
.10

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.4
.

Pr
oc

ur
em

en
t o

f la
bo

ra
tor

y 
re

ag
en

ts 
an

d s
up

pli
es

 fo
r 

TB
 de

tec
tio

n a
nd

 di
ag

no
sis

, 
mo

nit
or

ing
 of

 tr
ea

tm
en

t 
eff

ec
tiv

en
es

s

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

60
4.1

0
18

7.1
0

20
8.5

0
20

8.5
0

De
tec

tio
n o

f b
ac

ter
ial

 ex
cre

ta 
in 

pr
im

ar
y 

ca
re

 es
tab

lis
hm

en
ts 

in 
ac

co
rd

an
ce

 w
ith

 
Na

tio
na

l S
tan

da
rd

s; 
ba

cte
rio

sco
pic

 
ex

am
ina

tio
n o

f p
ati

en
ts 

in 
ac

co
rd

an
ce

 
wi

th 
the

 N
ati

on
al 

Pr
oto

co
l

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

60
4.1

0
18

7.1
0

20
8.5

0
20

8.5
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.5
.

Pu
rch

as
e o

f x
-ra

y f
luo

ro
gra

ph
ic 

dig
ita

l s
tat

ion
ar

y e
qu

ipm
en

t
20

18
-

20
20

De
pa

rtm
en

t o
f H

ea
lth

, 
Od

es
a C

ity
 Co

un
cil

To
tal

, in
clu

din
g.:

15
00

.00
0.0

0
15

00
.00

0.0
0

Pr
oc

ur
em

en
t o

f 1
 flu

or
og

ra
ph

ic 
dig

ita
l 

sta
tio

na
ry 

de
vic

e i
n 2

01
8

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

15
00

.00
0.0

0
15

00
.00

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

8.6
.

Pr
oc

ur
em

en
t o

f d
igi

tal
 flu

or
og

ra
ph

ic 
mo

bil
e d

ev
ice

 (m
ob

ile
 X-

ra
y 

flu
or

og
ra

ph
ic 

off
ice

 on
 th

e c
ha

ssi
s o

f 
the

 A0
92

06
 At

am
an

 bu
s)

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

50
00

.00
0.0

0
50

00
.00

0.0
0

Pr
ov

idi
ng

 hi
gh

-ri
sk

 gr
ou

ps
 w

ith
 

tar
ge

ted
 di

ag
no

sti
cs

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

50
00

.00
0.0

0
50

00
.0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.7
.

Pr
oc

ur
em

en
t o

f r
ad

iol
og

ica
l 

sta
tio

na
ry 

dia
gn

os
tic

 co
mp

lex
 fo

r t
wo

 
wo

rkp
lac

es

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il 

To
tal

, in
clu

din
g.:

30
00

.00
0.0

0
30

00
.00

0.0
0

Pr
ov

idi
ng

 ra
dio

log
ica

l e
xa

mi
na

tio
n  

of 
ch

ild
re

n a
nd

 ad
ole

sce
nts

 fr
om

  
hig

h-
ris

k g
ro

up
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

30
00

.00
0.0

0
30

00
.00

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.8
.

Co
nd

uc
tin

g t
ra

ini
ng

s a
nd

 w
or

ks
ho

ps
 

for
 pr

im
ar

y c
ar

e p
hy

sic
ian

s, 
ps

ych
olo

gis
ts 

an
d s

oc
ial

 w
or

ke
rs 

on
 th

e p
re

ve
nti

on
, d

iag
no

sis
 an

d 
tre

atm
en

t o
f tu

be
rcu

los
is

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

0.0
0

0.0
0

0.0
0

0.0
0

Pr
ov

idi
ng

 tr
ain

ing
 to

 re
lev

an
t 

sp
ec

ial
ist

s (
10

0 p
ar

tic
ipa

nts
 an

nu
all

y),
 

in 
tot

al 
un

de
r t

he
 Pr

og
ra

m 
 –

  
30

0 p
ar

tic
ipa

nts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

0.0
0

0.0
0

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.9
.

Ar
ra

ng
em

en
t o

f s
pu

tum
 co

lle
cti

on
 

po
int

s i
n a

cco
rd

an
ce

 w
ith

 th
e 

re
qu

ire
me

nts
 of

 N
ati

on
al 

Sa
nit

ar
y 

Ru
les

 an
d R

eg
ula

tio
ns

 an
d 

de
pa

rtm
en

tal
 or

de
rs

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

10
6.7

0
0.0

0
68

.20
38

.50
Cr

ea
tio

n o
f c

on
dit

ion
s f

or
 ex

am
ina

tio
n 

of 
pe

rso
ns

 w
ho

 ha
ve

 be
en

 se
ek

ing
 

me
dic

al 
ca

re
 by

 sp
utu

m 
mi

cro
sco

py
 

(b
ac

ter
ios

co
pic

 m
eth

od
). 

Ins
tal

lat
ion

 
of 

11
 po

int
s i

n 2
01

9, 
en

su
rin

g t
he

ir 
fu

nc
tio

nin
g i

n 2
02

0

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

10
6.7

0
0.0

0
68

.20
38

.50

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
0.

Inc
en

tiv
es

 fo
r p

rim
ar

y c
ar

e w
or

ke
rs 

wh
o i

de
nti

fie
d p

ati
en

ts 
wi

th 
ne

wl
y 

dia
gn

os
ed

 tu
be

rcu
los

is 
du

rin
g 

pr
ev

en
tiv

e e
xa

mi
na

tio
ns

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g.:

13
50

.00
45

0.0
0

45
0.0

0
45

0.0
0

Inc
en

tiv
es

 on
 an

nu
al 

ba
sis

  
for

 pr
im

ar
y c

ar
e w

or
ke

rs 
for

  
15

0 d
ete

cte
d c

as
es

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

13
50

.00
45

0.0
0

45
0.0

0
45

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

8.1
1.

Pr
ov

isi
on

 of
 fo

od
 ki

ts 
for

 so
cia

lly
 

un
de

rp
riv

ile
ge

d p
ati

en
ts 

to 
en

co
ur

ag
e c

on
tin

uo
us

 
ou

tp
ati

en
t tr

ea
tm

en
t

20
19

-
20

20

De
pa

rtm
en

t o
f L

ab
or

 an
d 

So
cia

l P
oli

cy 
of 

Od
es

a C
ity

 
Co

un
cil

, n
on

-go
ve

rn
me

nta
l 

or
ga

niz
ati

on
s p

ro
vid

ing
 

se
rvi

ce
s t

o h
igh

-ri
sk

 gr
ou

ps
 

(if
 ag

re
ed

)

To
tal

, in
clu

din
g.:

19
20

.00
64

0.0
0

64
0.0

0
64

0.0
0

An
nu

al 
pr

ov
isi

on
 of

 fo
od

 ki
ts 

for
 

40
0 p

eo
ple

, to
tal

 w
ith

in 
r t

he
 

Pr
og

ra
m 

– 
12

00
 pe

op
le

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

19
20

.00
64

0.0
0

64
0.0

0
64

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
2.

Pr
ov

idi
ng

 TB
 fa

cil
itie

s w
ith

 
pe

rso
na

l p
ro

tec
tiv

e e
qu

ipm
en

t 
(re

sp
ira

tor
s f

or
 w

or
ke

rs,
 

dis
po

sa
ble

 su
rgi

ca
l m

as
ks

 fo
r 

pa
tie

nts
, d

isp
os

ab
le 

glo
ve

s)

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

97
1.3

0
71

.30
45

0.0
0

45
0.0

0
Ab

se
nc

e o
f T

B a
mo

ng
 he

alt
hc

ar
e 

pr
ov

ide
rs 

pr
ov

idi
ng

 as
sis

tan
ce

 to
 

TB
 pa

tie
nts

 ; p
ro

vid
e 1

00
 pe

rce
nt 

of 
wo

rke
rs 

an
d p

ati
en

ts 
wi

th 
re

sp
ira

tor
y p

ro
tec

tio
n a

nn
ua

lly

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

97
1.3

0
71

.30
45

0.0
0

45
0.0

0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
3.

Im
ple

me
nta

tio
n o

f in
fec

tio
n 

co
ntr

ol 
by

 w
ay

 of
 en

gin
ee

rin
g 

co
ntr

ol 
in 

TB
 fa

cil
itie

s

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

20
7.0

0
39

.40
83

.80
83

.80
En

su
rin

g c
om

pli
an

ce
 w

ith
 th

e 
re

qu
ire

me
nts

 of
 th

e l
eg

isl
ati

on
 on

 
inf

ec
tio

us
 co

ntr
ol 

in 
TB

 fa
cil

itie
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

20
7.0

0
39

.40
83

.80
83

.80

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
4.

Pr
ov

isi
on

 of
 TB

 fa
cil

itie
s a

nd
 

nu
rse

s f
or

 pr
im

ar
y h

ea
lth

 ca
re

 
ce

nte
rs 

pr
ov

idi
ng

 as
sis

tan
ce

 to
 

pa
tie

nts
 w

ith
 tu

be
rcu

los
is,

 w
ith

 
dis

inf
ec

tan
ts

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

16
06

.00
30

2.0
0

65
2.0

0
65

2.0
0

Pr
ov

idi
ng

 TB
 in

sti
tut

ion
s w

ith
 

dis
inf

ec
tan

ts 
ba

se
d o

n 2
62

49
 

sq
ua

re
 m

ete
rs 

of 
ar

ea
 an

d 2
00

 
ca

se
s o

f d
ise

as
es

 of
 pe

rso
ns

 
tre

ate
d i

n t
he

 ce
nte

rs 
of 

pr
im

ar
y 

he
alt

h c
ar

e

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

16
06

.00
30

2.0
0

65
2.0

0
65

2.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
5.

Pr
ov

isi
on

 of
 ou

tp
ati

en
t-b

as
ed

 
tub

er
cu

los
is 

DO
T t

re
atm

en
t 

ba
se

d o
n r

es
ult

s-b
as

ed
 

fin
an

cin
g p

rin
cip

les

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

 of
 th

e 
Od

es
a C

ity
 Co

un
cil

,m
no

n-
go

ve
rn

me
nta

l o
rga

niz
ati

on
s 

pr
ov

idi
ng

 se
rvi

ce
s t

o h
igh

-
ris

k g
ro

up
s (

if a
gre

ed
)

To
tal

, in
clu

din
g.:

66
00

.00
22

00
.00

22
00

.00
22

00
.00

Im
ple

me
nta

tio
n o

f a
n o

utp
ati

en
t 

mo
de

l o
f c

ar
e i

n p
rim

ar
y c

ar
e 

fac
ilit

ies
 fo

r 2
00

 pa
tie

nts

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

33
00

.00
0.0

0
11

00
.00

22
00

.00

Ot
he

r s
ou

rce
s

33
00

.00
0.0

0
11

00
.00

22
00

.00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

8.1
6.

Pr
oc

ur
em

en
t o

f tu
be

rcu
lin

 fo
r 

tub
er

cu
lin

 di
ag

no
sti

cs
20

18
-

20
20

De
pa

rtm
en

t o
f H

ea
lth

, 
Od

es
a C

ity
 Co

un
cil

To
tal

, in
clu

din
g.:

28
80

.00
96

0.0
0

96
0.0

0
96

0.0
0

Inc
re

as
e i

n d
ete

cti
on

 of
 

ea
rly

 fo
rm

s o
f tu

be
rcu

los
is 

in 
ch

ild
re

n b
y 5

%

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

28
80

.00
96

0.0
0

96
0.0

0
96

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
7.

Im
ple

me
nta

tio
n o

f s
ky

pe
 co

ntr
ol 

for
 th

e r
ec

eip
t o

f a
nti

tub
er

cu
los

is 
dr

ug
s f

or
 pa

tie
nts

20
18

De
pa

rtm
en

t o
f H

ea
lth

, 
Od

es
a C

ity
 Co

un
cil

To
tal

, in
clu

din
g.:

60
.00

60
.00

0.0
0

0.0
0

Re
du

cin
g t

he
 pe

rce
nta

ge
 of

 
tre

atm
en

t in
ter

ru
pt

ion
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

60
.00

60
.00

0.0
0

0.0
0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
8.

Pr
ev

en
tio

n a
nd

 tr
ea

tm
en

t o
f 

op
po

rtu
nis

tic
 di

se
as

es
 in

  p
ati

en
ts 

wi
th 

TB
/H

IV 
co

-in
fec

tio
n

20
18

-
20

20

De
pa

rtm
en

t o
f H

ea
lth

, 
Od

es
a C

ity
 Co

un
cil

 
To

tal
, in

clu
din

g.:
27

21
.30

89
.30

13
16

.00
13

16
.00

Re
du

cti
on

 of
 m

or
tal

ity
 fr

om
 

HI
V/

TB
 co

-in
fec

tio
n

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

27
21

.30
89

.30
13

16
.00

13
16

.00

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

8.1
9.

Pr
ev

en
tio

n a
nd

 tr
ea

tm
en

t o
f 

ad
ve

rse
 re

ac
tio

ns
 th

ro
ug

h t
he

 us
e 

of 
pa

tho
ge

ne
tic

 an
d s

ym
pt

om
ati

c 
the

ra
py

20
18

-
20

20
De

pa
rtm

en
t o

f H
ea

lth
, 

Od
es

a C
ity

 Co
un

cil

To
tal

, in
clu

din
g.:

64
4.3

0
92

.30
27

6.0
0

27
6.0

0
De

cre
as

e i
n t

he
 pe

rce
nta

ge
 

of 
tre

atm
en

t in
ter

ru
pa

tio
ns

 
du

e t
o i

nto
ler

an
ce

 to
 TB

 
dr

ug
s

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

64
4.3

0
92

.30
27

6.0
0

27
6.0

0

Ot
he

r s
ou

rce
s

0.0
0

0.0
0

0.0
0

0.0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
32

45
3.

50
57

91
.4

0
18

09
5.

90
85

66
.2

0

 
 

 
 

 

na
tio

na
l b

ud
ge

t
0.

00
0.

00
0.

00
0.

00

Od
es

a 
lo

ca
l 

bu
dg

et
29

15
3.

50
35

91
.4

0
16

99
5.

90
85

66
.2

0

Ot
he

r s
ou

rc
es

33
00

.0
0

22
00

.0
0

11
00

.0
0

0.
00



# 
Ac

tiv
iti

es
 

Pe
rio

d  
Ex

ec
ut

or
s

So
ur

ce
s  

of
 fu

nd
in

g 

Es
tim

at
ed

 a
m

ou
nt

 o
f f

in
an

cin
g 

 
(c

os
t),

 th
ou

sa
nd

 U
AH

, i
nc

lu
di

ng
:

Ex
pe

ct
ed

 re
su

lt 

To
ta

l
20

18
 

20
19

 
20

20

IХ
. H

CV
 a

nd
 H

BV
 d

ia
gn

os
tic

s

9.1
.

Pr
oc

ur
em

en
t o

f d
iag

no
sti

c 
tes

t s
yst

em
s f

or
 th

e d
iag

no
sis

 
of 

he
pa

titi
s B

 an
d C

20
18

-
20

20

De
pa

rtm
en

t o
f 

He
alt

h, 
Od

es
a 

Cit
y C

ou
nc

il

To
tal

, in
clu

din
g

36
13

.00
12

13
.00

12
00

.00
12

00
.00

Pr
ov

isi
on

 of
 di

ag
no

sti
cs 

of 
pa

tie
nts

 w
ith

 vi
ra

l h
ep

ati
tis

 
B a

nd
 C 

for
 de

ter
mi

na
tio

n o
f 

ind
ivi

du
al 

sch
em

es
, p

re
ve

nti
on

 
of 

ca
se

s o
f o

ccu
pa

tio
na

l a
nd

 
in-

ho
sp

ita
l in

fec
tio

ns

na
tio

na
l b

ud
ge

t
0.0

0
0.0

0
0.0

0
0.0

0

Od
es

a l
oc

al 
bu

dg
et

36
13

.00
12

13
.00

12
00

.00
12

00
.00

Ot
he

r s
ou

rce
s

0,0
0

0,0
0

0,0
0

0,0
0

To
ta

l f
or

 th
e 

Pr
io

rit
y 

Ar
ea

To
ta

l, 
in

clu
di

ng
36

13
.0

0
12

13
.0

0
12

00
.0

0
12

00
.0

0

 
 

 
 

 

na
tio

na
l b

ud
ge

t
0.

00
0.

00
0.

00
0.

00

Od
es

a 
lo

ca
l b

ud
ge

t
36

13
.0

0
12

13
.0

0
12

00
.0

0
12

00
.0

0

Ot
he

r s
ou

rc
es

0.
00

0.
00

0.
00

0.
00

To
ta

l f
or

 th
e 

Pr
og

ra
m

To
ta

l, 
in

clu
di

ng
39

53
90

.4
10

68
17

.1
14

13
1.

2
14

72
59

.1
 

 
 

 
 

na
tio

na
l b

ud
ge

t
29

73
66

.0
70

38
5.

00
10

63
3.

0
12

06
49

.0

 
Od

es
a 

lo
ca

l b
ud

ge
t

65
98

4.
6

14
12

8.
6

29
46

7.
2

22
38

8.
8

Ot
he

r s
ou

rc
es

32
03

9.
8

22
30

3.
5

55
15

42
21

.3



ENDING  
HIV and TB  
IN A CITY: 

EXPERIENCE 
HANDBOOK
From the Eastern European  
and Central Asian region134

CALL FOR APPLICATIONS

CITY TARGET PROGRAM FOR COMBATING HIV/
AIDS, TUBERCULOSIS, HEPATITIS AND DRUG 
ADDICTION IN ODESA «FAST-TRACK ODESA»  
FOR 2018-2020

Non-profit governmental and non-governmental organizations with 
relevant experience in combating HIV/AIDS and TB and providing 
services for vulnerable groups are invited to participate in the 
competition if they meet the following requirements:

	 are publicly registered legal entities under the current 
legislation of Ukraine, non-governmental organizations 
that have been operating for at least 3 years for 
statutory purposes;

	 have a successful track record of implementing 
programs for vulnerable groups with Global Fund 
funding (confirmed by providing a letter of support 
from the Principal Recipient);

	 have the necessary amount of legal capacity to: 
a) independently exercise the rights of the owner 
in respect of proper property; b) implement the 
proposed project in its entirety; c) enter into an 
agreement with the Contest Organizers.

Entities which have open / unresolved complaints, lawsuits, 
investigations, other facts that may jeopardize or adversely affect 
the organization's ability to execute the project should not be 
admitted to the competition if this information is known to Contest 
Organizers. Also, organizations that are in the state of reorganization 
at the time of project submission are not allowed to participate in the 
competition. Organizations should provide acknowledgment of their 
access to vulnerable groups, experience of working with them, and 
confirmation of interaction in the form of a letter of support from 
health care facilities.
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PREVENTION SERVICES FOR HIGH-RISK  
GROUPS WITHIN THECITY TARGET PROGRAM  
FOR COMBATING HIV/AIDS, TUBERCULOSIS, 
HEPATITIS AND DRUG ADDICTION IN ODESA 
«FAST-TRACK ODESA» FOR 2018-2020

1.	 HIV PREVENTION FOR PWID 	
AND THEIR PARTNERS

MAIN TARGET GROUP: PEOPLE WHO INJECT DRUGS (PWID)

SUBGROUPS: users of opiates, stimulants, recreational and other 
injectable drugs (poly-drugs), women, adolescents and young people 
aged 14-24 years who inject drugs, PWID who are internally displaced 
persons due to ATO and annexation of Crimea, SMT patients who 
regularly inject drugs, sexual partners of PWID.

SERVICE PACKAGE /ACTIVITIES:

The activities of the Project under this component should be aimed 
at providing a basic package of services. The basic package includes 
measures that are important to achieving the goals of 90-90-90. It 
complements efforts to reach and retain clients, provide prevention, 
counseling, assisted testing, refer for diagnostics and ART if needed.

Provision of a basic package of prevention services for PWID 
on the basis of outreach and stationary sites, outreach routes, 
mobile clinics (MC), pharmacies includes:

1.	 COUNSELING BY A SOCIAL/OUTREACH WORKER. 
The service provides high quality counseling for PWID aiming at forming 
safe injecting and sexual behavior, motivation for HIV testing, hepatitis 
C, screening for TB. Minimal list of topics that each social / outreach 
worker should provide when counseling and informing PWID:

	 Assessing the health and needs associated  
with drug use. Determining the client's belonging  
to the PWID group.

	 Provide information on safe injection and sexual 
behavior and ways to prevent HIV transmission.

	 Assessment of the need for HIV and hepatitis C  
testing, motivation for testing.
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	 Reduction of harm from drug use.

	 Overdose prevention and first aid.

	 Prevention of hepatitis and STIs.

	 Individual, peer and group counseling for women who 
use drugs on reproductive health and gender-based 
violence.

	 Benefits of enrollment into care and early-onset ART 
for HIV-positive people.

	 Information on tuberculosis and TB prevention.

	 Informing about the available services of NGOs, 
partner NGOs and government agencies.

	 Advising on human rights, liaison with police.

2.	 DISSEMINATION OF PREVENTIVE MATERIALS.
The service includes:

	 Exchanging syringes and needles, providing other 
utensils needed to protect the health of PWID;

	 Observe safety when collecting used syringes / needles 
and transporting them to temporary storage or 
disposal sites; 

	 Delivery of condoms, lubricants, alcohol wipes;

	 Provision of informational and educational materials 
(ІEМ). 

Activities include, in addition to providing information / counseling, 
documentation of the services provided to PWID by the social / 
outreach worker on a daily basis.

The annual amount of utensils for projects is calculated on the basis of 
the following approved quotas per 1 client per year:

Syringes and needles Alcohol wipes Condoms Lubricants

120 120 20 2.
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3. 	 ASSISTING THE CLIENT BY SOCIAL/OUTREACH  
	 WORKER IN HIV TESTING.

ІNDICATORS: 73% of PWID have received HIV testing during the year.

When providing the service, it is necessary to give priority to new PWID, 
among whom there is a higher level of HIV detection than among 
PWID who have been receiving prevention services for a long time. 
The service is designed for an average of 30 minutes per client and 
includes:

1.	 Counseling before testing, assessment of the need for 
testing of PWID and their personal risks for HIV infection, 
explanation of the procedure;

2.	 Assisted testing using rapid HIV testing;

3.	 Consultation while waiting for the result;

4.	 Interpretation and discussion of test results;

5.	 Counseling on the result of the test.

6.	 Motivational counseling for PWID who received a 
positive result of a rapid HIV test aimed at involvement 
in the of project:

	 injecting partners, for assisted testing services

	 sexual partners for counseling, assisted testing,  
or self-testing.

The allocated time also includes filling in the daily log of test results 
and other required documents.

Calculation of annual number of tests: 126% of annual PWID coverage.

4.	 ASSISTANCE TO THE CLIENT BY SOCIAL/ 
	 OUTREACH WORKER DURING TESTING  
	 ON HEPATITIS C

INDICATORS: 60% of project PWID receiving Hepatitis C assisted 
testing during the year.

The service includes: 

1.	 Assessment of the risk of HCV infection 

2.	 Counseling on HCV and prevention

3.	 Informing about the health facility where it is possible  
to undergo diagnostics and treatment of hepatitis C 
with modern drugs.
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4.	 Explanation of testing procedure; assisted testing using a 
rapid hepatitis C test, interpretation of the test result, post-
test counseling. In the case of a positive result, providing 
information on existing projects and services, referral to 
health facilities for further diagnosis and treatment.

The allocated time also includes filling in the daily records of the 
results of testing by clients for HIV, STIs, hepatitis and other necessary 
documents.

5.	 OVERDOSE PREVENTION
INDICATORS: 7% of PWID have received overdose prevention 
counseling.

The service is aimed at reducing overdoses and deaths among opioid 
injecting drug users, and includes:

1.	 Counseling injecting drug users on the risks  
of overdose and prevention.

2.	 Teaching PWID the rules of emergency overdose 
management.

3.	 Issuing of information materials (leaflets, booklets) 
about the symptoms of overdose, providing first  
aid in their occurrence, etc.

4.	 Development of an algorithm for Naloxone dispensing 
to project clients: dispensing is done after consulting 
the client with a social/outreach worker regarding 
overdose and rules for using Naloxone or passing 
information sessions to the client.

5.	 Creating an enabling environment for opioid overdose 
prevention: informing law enforcement officials about 
the implementation of overdose prevention activities.

6.	 EARLY TB DETECTION
INDICATORS: not less than 90% of PWID covered by the project have 
been screened for tuberculosis.

The social/outreach service for early tuberculosis detection for PWID 
should include the following essential elements:

	 primary screening survey on TB (an average of 5 
minutes per client);

	 in case of detection of symptoms of the disease, 
motivation and referral of the client to the clinic for 
diagnostics;

	 advising on TB prevention in case of negative screening.
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7.	 NAVIGATING A CLIENT WITH A POSITIVE HIV TEST  
	 RESULT BY A SOCIAL/OUTREACH WORKER.

INDICATORS: not less than 82% of PWID, with a positive result of a 
rapid HIV test are enrolled into care.

In order to improve enrollment into care and early-onset of ART, 
navigation service should be provided to a client with a positive HIV 
test, which includes:

	 Motivational counseling for people with a positive 
HIV test result aimed at referring a client to the Trust 
Office/AIDS Center for diagnostics, enrollment into 
care and early ART initiation;

	 Establishing a trusting relationship with a client who 
has received a positive HIV test result, sharing contact 
information for further interaction, and assisting the 
client with confirmatory testing, medical screening, and 
ART initiation.

	 Provision of support/accompanying to the Trust office;

	 Keeping a control table of progress of enrollment  
into care for newly identified HIV+ clients.

In order to improve the HIV cascade, an NGO may pay from the project 
budget incentives to a social worker or outreach worker (payment 
mechanism: additional fee or salary bonus) as determining the value 
of achieving the following result:

	 first time diagnosed client with a positive HIV test result 
(such a client should not be registered in the AIDS center/
trust office before!) should be accompanied to the first 
ELISA test and refered  for social support to the case 
manager for further support aiming at enrollment into 
care and ART initiation. Confirmation of payment validity: 
test journal; coupon # 1 on referral for blood collection; 
coupon # 2 on the presence of HIV antibodies; a copy of 
the client's consent to participate in case management.

All the coupons should be verified by the doctor with his/her 
name, signature and stamp.

The descriptive part of the application should clearly state: the total 
amount of payment (the amount should be adequate, reasonable and 
consistent with the available budget of the project area, the maximum 
amount of which is formed on the principle: 'annual coverage * cost per 
client); a payroll control mechanism (in particular, who will control the 
accounting of the above-mentioned services by social / outreach workers 
and how payments will be made), and the budget of the application for 
each component (line) shall outline the total amount of such payments 
(estimated annual number of clients, which will first identify a positive 
result of a rapid HIV test and transfer to case management * the size of 
the defined NGO for this payment).
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8.	 SELF-TESTING FOR HIV IN SEXUAL  
	 PARTNERS OF PWID

INDICATORS: Up to 7% of PWID have engaged their sexual partners 
in self-testing during the year.

Self-testing activities for PWID sexual partners should include the 
following:

	 counseling PWID and determining the need  
for self-testing of a sexual partner;

	 motivational counseling for PWID with a positive result 
of a rapid HIV test, aimed at inviting a sexual partner to 
the NGO to receive counseling, follow-up self-testing 
or referral to the Trust office;

	 issuing tests for PWID to further self-test their sexual 
partners;

	 issuing of a leaflet on the self-test procedure, 
indicating the contacts of institutions, online resources, 
where you can go for information on interpretation of 
the result of the quick test, obtaining crisis counseling 
in case of a positive result, subsequent support and 
referral to the medical institution.

2.	 HIV PREVENTION FOR CSW 	
AND THEIR PARTNERS

MAIN TARGET GROUP: COMMERCIAL SEX WORKERS (CSW)  
AND THEIR PARTNERS

SUBGROUPS: female sex workers, sex workers who use drugs, male 
sex workers, and their sexual partners (clients and non clients). When 
working with the above subgroups, special attention will be given to 
adolescents (14-18 years) and young (19-24 years) sex workers, sex 
workers in conflict zones.

The activities of the Project under this component should be aimed 
at providing a basic package of services. The basic package includes 
measures that are important to achieving the goals of 90-90-90. It 
complements efforts to reach and retain clients, provide prevention, 
counseling, assisted testing, refer for diagnostics and ART if needed.

Provision of a basic package of prevention services for CSW on 
the basis of outreach and stationary sites, outreach routes, 
mobile clinics (MC), pharmacies includes:



ENDING  
HIV and TB  

IN A CITY: 

EXPERIENCE 
HANDBOOK

From the Eastern European  
and Central Asian region 141

1.	 COUNSELING BY A SOCIAL/OUTREACH WORKER. 
The service includes high-quality counseling for CSW with the aim 
of forming safe sexual behavior, motivation for HIV testing, syphilis, 
screening for TB. Minimal list of topics that each social / outreach 
worker should provide when counseling and informing CSW:

	 Assess health and needs related to sexual services and 
risky sexual behavior. Determination of the  
client's affiliation to the CSW group.

	 Provide information on safe sexual behavior  
and ways to prevent HIV transmission.

	 Motivation to use condoms all the time, increase  
sex safety and reduce STIs.

	 Assessment of the need for HIV and syphilis testing, 
motivation for testing.

	 Training and developing in clients a strong 
commitment to the program of prevention  
and development of safe sexual behaviors.

	 Prevention of hepatitis and STIs.

	 Individual, peer and group counseling on  
reproductive health and gender-based violence.

	 Benefits of dispensary accounting and early-onset  
ART for HIV-positive individuals.

	 Information on tuberculosis and disease prevention.

	 Informing about the available services of NGOs, 
partner NGOs and government agencies.

	 Advising on human rights, police cooperation.

2.	 DISSEMINATION OF PREVENTIVE MATERIALS
The service includes: 

	 Issuing condoms and lubricants, providing other 
materials needed to protect the health of the CSW.

	 Provision of information and educational materials 
(IEM).

	 Referral of CSW who use drugs  to needle and syringe 
(NSEP) programs within the region's existing PWID 
projects.

Activities include, in addition to providing information / counseling, 
documentation of the services provided to CSW by the social / outreach 
worker on a daily basis.
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The annual amount of utensils for projects is calculated on the basis of 
the following approved quotas per 1 client per year:

Condoms Lubricants

200 

3.	 PROVIDING ASSISTANCE TO A CLIENT BY A 
     SOCIAL OUTREACH WORKER WITH HIV TESTING.

INDICATORS: 82% of targeted CSW received assistance with HIV 
testing during the year.

When providing the service, it is necessary to focus on testing new 
CSW, among whom there is a higher level of detection of HIV infection 
than among CSW, who have long been receiving prevention project 
services.

The annual number of tests is 124% of annual coverage.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.

4.	 PROVIDING ASSISTANCE TO A CLIENT  
     BY A SOCIAL OUTREACH WOKER WITH  
     SYPHILIS TESTING.

INDICATORS: 30% of targeted CSW received assistance with syphilis 
testing during the year.

The service includes: 

1.	 Assessment of the risk of syphilis infection.

2.	 Counselling on syphilis, safe behavior to prevent it.

3.	 Informing about the health facility, where it is possible 
to undergo diagnostics and treatment for syphilis with 
modern drugs.

4.	 Explanation of testing procedure; conducting assisted 
testing using rapid syphilis test, interpretation of test 
result, post-test counseling. In the case of a positive 
result, providing information on existing projects and 
services, referral to medical institutions for further 
diagnosis and treatment.

The allocated time also includes filling in the daily records of the 
results of testing by clients for HIV, STIs, hepatitis and other necessary 
documents.

Calculation of annual number of tests: 30% of annual coverage.
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5.	 EARLY TB DETECTION.
INDICATORS: at least 90% of the project CSW have been screened 
for TB.

A more detailed description of this service is provided in the section on 
HIV prevention among injecting drug users and their partners.

5.	 NAVIGATING A CLIENT WITH A POSITIVE HIV  
	 TEST RESULT BY A SOCIAL/OUTREACH WORKER.

INDICATORS: at least 82% of CSW, with a positive result of a rapid HIV 
test are enrolled into care.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.

5.	 SELF-TESTING WITH HIV TESTS  
	 BY SEXUAL PARTNERS OF CSW

INDICATORS: Up to 7% of CSW involved in the program engaged their 
sexual partners in self-testing during the year.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.

3.	 HIV PREVENTION IN MSM

MAIN TARGET GROUP: MEN WHO HAVE SEX WITH MEN (MSM)

SUBGROUPS: MSM who inject drugs, men — sex workers, MSM in 
small towns and villages. When working with the above subgroups, 
special attention will be given to adolescents, young people and 
middle-aged MSM (45+).

SERVICE PACKAGE/ACTIVITIES:

The activities of the Project under this component should be aimed 
at providing a basic package of services. The basic package includes 
measures that are important to achieving the goals of 90-90-90. It 
complements efforts to reach and retain clients, provide prevention, 
counseling, assisted testing, refer them when needed for diagnosis 
and ARV treatment.

Provision of a basic package of prevention services for MSM 
on the basis of outreach and stationary sites, outreach routes, 
mobile clinics (MC) includes:
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1.	 COUNSELING BY A SOCIAL/OUTREACH WORKER. 

The service includes high-quality counseling for MSM with the aim 
of forming safe sexual behavior, motivation for HIV, HCV, HBV, and  
syphilis testing, screening for TB. Minimal list of topics that each social / 
outreach worker should provide when counseling and informing MSM:

	 Assessing the health and needs associated with 
risky sexual behavior. Determination of the client's 
belonging to the MSM group.

	 Development of commitment to regular receipt of 
project services, safe sexual behavior skills.

	 Assessment of the need for HIV testing, hepatitis B and 
C, syphilis, motivation for testing.

	 Prevention of hepatitis and STIs.

	 Individual, peer and group counseling on sexual health 
and prevention of couples' violence.

	 Benefits of enrollment into care and early ART initiation 
for HIV-positive individuals.

	 Information on TB and TB prevention.

	 Informing about the available services of NGOs, 
partner NGOs and government agencies.

	 Referral of clients for consultations to medical and 
non-medical professionals.

	 Online counseling through social networks, dating sites 
and mobile apps for smartphones.

	 Human rights counseling.

2.	 DISSEMINATION OF PREVENTIVE MATERIALS

The service includes: 

	 Issuing condoms and lubricants, providing other 
materials needed to protect the health of a MSM.

	 Provision of information and educational materials 
(IEM).

	 Referral of MSM who use drugs  to needle and syringe 
(NSEP) programs within the region's existing PWID 
projects.

Activities include, in addition to providing information/counseling, 
documentation of the services provided to MSM by the social / 
outreach worker on a daily basis.
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The annual amount of utensils for projects is calculated on the basis of 
the following approved quotas per 1 client per year:

Condoms Lubricants

50 

3.	 PROVIDING ASSISTANCE TO A CLIENT  
	 BY A SOCIAL OUTREACH WORKER  
	 WITH HIV TESTING.

INDICATORS: 83% of targeted MSM received assistance with HIV 
testing during the year.

When providing the service, it is necessary to focus on testing new 
MSM, among whom there is a higher level of detection of HIV infection 
than among MSM, who have long been receiving prevention project 
services.

The annual number of tests is 127% of annual coverage.

4.	 PROVIDING ASSISTANCE TO A CLIENT  
	 BY A SOCIAL OUTREACH WORKER  
	 WITH STI TESTING:  
	 SYPHILIS, HCV, HBV TESTING.

INDICATORS: 30% of targeted MSM received assistance with HBV, 
HCV and syphilis testing during the year.

The service includes: 

	 Assessment of the risk of STI infection.

	 Counselling on STI, safe behavior to prevent it.

	 Informing about the health facility, where it is possible 
to undergo diagnostics and treatment for HBV,  
HCV, syphilis with modern drugs.

	 Explanation of testing procedure; conducting  
assisted testing using rapid syphilis test,  
interpretation of test result, post-test counseling.  
In the case of a positive result, providing  
information on existing projects and services,  
referral to medical institutions for further  
diagnosis and treatment.

	 The allocated time also includes filling in the daily 
records of the results of testing by clients for HIV,  
STIs, hepatitis and other necessary documents.
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CALCULATION OF ANNUAL NUMBER OF TESTS: 30% OF ANNUAL COVERAGE

Type of test % of annual coverage

Syphilis 30% of annual coverage

Hepatitis B 30% of annual coverage

Hepatitis C 30% of annual coverage

5.	 EARLY TB DETECTION.
INDICATORS: at least 90% of MSM involved in the project have been 
screened for TB.

A more detailed description of this service is provided in the section on 
HIV prevention among injecting drug users and their partners.

6.	 NAVIGATING A CLIENT WITH A POSITIVE HIV  
	 TEST RESULT BY A SOCIAL / OUTREACH  
	 WORKER.

INDICATORS: at least 82% of MSM, with a positive result of a rapid HIV 
test are enrolled into care.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.

7.	 SELF-TESTING WITH HIV TESTS BY SEXUAL  
	 PARTNERS OF MSM

INDICATORS: Up to 7% of MSM involved in the program engaged 
their sexual partners in self-testing during the year.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.
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4.	 HIV PREVENTION 	
IN TRANSGENDER PEOPLE

MAIN TARGET GROUP: TRANSGENDER PEOPLE (TG)

SUBGROUPS: TG who inject drugs, TG — sex workers, sexual partners 
of TG

SERVICE PACKAGE/ACTIVITIES:

The activities of the Project under this component should be aimed at 
providing a basic package of services. The basic package includes measures 
that are important to achieving the goals of 90-90-90. It complements 
efforts to reach and retain clients, provide prevention, counseling, assisted 
testing, refer them when needed for diagnosis and ARV treatment.

Provision of a basic package of prevention services for TG on the 
basis of outreach and stationary sites, outreach routes, mobile 
clinics (MC) includes:

1.	 COUNSELING BY A SOCIAL/OUTREACH WORKER. 
The service includes high-quality counseling for TG with the aim of 
forming safe sexual behavior, motivation for HIV, HCV, HBV, and  syphilis 
testing, screening for TB. Minimal list of topics that each social / outreach 
worker should provide when counseling and informing TG:

1.	 Assessing the health and needs associated with risky 
sexual behavior. Determination of the client's belonging 
to the TG group.

2.	 Development of commitment to regular receipt of 
project services, safe sexual behavior skills.

3.	 Assessment of the need for HIV testing, hepatitis C, 
syphilis, motivation for testing.

4.	 Prevention of hepatitis and STIs.

5.	 Risks of hormonal therapy without medical supervision.

6.	 Individual, peer and group counseling on sexual health 
and prevention of couples' violence.

7.	 Benefits of enrollment into care and early ART initiation 
for HIV-positive individuals.

8.	 Information on TB and TB prevention.

9.	 Informing about the available services of NGOs, partner 
NGOs and government agencies.

10.	Referral of clients for consultations to medical and non-
medical professionals.

11.	Online counseling through social networks, dating sites 
and mobile apps for smartphones.

12.	Human rights counseling.
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2.	 DISSEMINATION OF PREVENTIVE MATERIALS
The service includes: 

	 Issuing condoms and lubricants, providing other 
materials needed to protect the health of a TG.

	 Provision of information and educational materials 
(IEM).

	 Referral of TG who use drugs  to needle and syringe 
(NSEP) programs within the region's existing PWID 
projects.

Activities include, in addition to providing information/counseling, 
documentation of the services provided to TG by the social/outreach 
worker on a daily basis.

The annual amount of utensils for projects is calculated on the basis of 
the following approved quotas per 1 client per year:

Condoms Lubricants

100

3.	 PROVIDING ASSISTANCE TO A CLIENT BY A SOCIAL  
	 OUTREACH WORKER WITH HIV TESTING.

INDICATORS: 83% of targeted TG received assistance with HIV testing 
during the year.

When providing the service, it is necessary to focus on testing new TG, 
among whom there is a higher level of detection of HIV infection than 
among TG, who have long been receiving prevention project services.

The annual number of tests is 127% of annual coverage.

4.	 PROVIDING ASSISTANCE TO A CLIENT BY A SOCIAL  
	 OUTREACH WORKER WITH STI TESTING:  
	 SYPHILIS, HCV TESTING.

INDICATORS: 30% of targeted TG received assistance with HCV and 
syphilis testing during the year.

The service includes: 

	 Assessment of the risk of STI infection.

	 Counselling on STI, safe behavior to prevent it.

	 Informing about the health facility, where it is possible 
to undergo diagnostics and treatment for HCV, syphilis 
with modern drugs.
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	 Explanation of testing procedure; conducting assisted 
testing using rapid syphilis test, interpretation of test 
result, post-test counseling. In the case of a positive 
result, providing information on existing projects and 
services, referral to medical institutions for further 
diagnosis and treatment.

	 The allocated time also includes filling in the daily 
records of the results of testing by clients for HIV, STIs, 
hepatitis and other necessary documents.

CALCULATION OF ANNUAL NUMBER OF TESTS: 30% OF ANNUAL COVERAGE

Type of test % of annual coverage

Syphilis 30% of annual coverage

Hepatitis C 30% of annual coverage

5.	 EARLY TB DETECTION.
INDICATORS: at least 90% of TG involved in the project have been 
screened for TB.

A more detailed description of this service is provided in the section on 
HIV prevention among injecting drug users and their partners.

6.	 NAVIGATING A CLIENT WITH A POSITIVE HIV  
	 TEST RESULT BY A SOCIAL/OUTREACH WORKER.

INDICATORS: at least 82% of TG, with a positive result of a rapid HIV 
test are enrolled into care.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.

7.	 SELF-TESTING WITH HIV TESTS BY SEXUAL  
	 PARTNERS OF TG

INDICATORS: Up to 7% of TG involved in the program engaged their 
sexual partners in self-testing during the year.

A more detailed description of this service is provided in the section on 
HIV prevention among PWID and their partners.
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