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The Western Balkans Regional Programme to fight Hhd AIDS (the Programme) covers
Albania, Bosnia and Herzegovina (B&H), Croatia, th@ted Nations Administered Province of
Kosovo (UNMIK-Kosovo), the Former Yugoslav Republicf Macedonia, the newly
independent Republic of Montenegro and the Republ8erbia. Based on passive surveillance
data, these countries are considered low in HIVvaence. Yet, the combination of
vulnerabilities and multiple bridging population®{s, CSWs, MSM) coupled with substantial
past and continuing population movements threatetth & potential for explosive HIV
epidemics. This threat is exacerbated by the exigimmgh societal stigma and discrimination
against people living with HIV (PLHIV) and the bgithg populations.

The number of newly reported HIV cases is risirgadily, doubling in increasingly shorter time
intervals. This is due to improved public awarendsster outreach to high-risk populations,
increased availability of voluntary counselling andnfidential testing services (VCCT) -
especially for marginalized populations, and soreebiehavioural surveillance, in addition to
the actual growth of the epidemics. The appearafaeother-to-child transmission cases in
most of these countries indicates the generalinatgre of the epidemics. All countries in this
region are now providing ART, but the availabilégd coverage varies from country to country,
between urban and rural areas, and between diffagministrative zones within Bosnia and
Herzegovina. New cases are often at a symptorstaie of AIDS by the time of diagnosis, due
to discrimination and inadequate access to servasmgting in delays seeking medical services.

All countries have national AIDS strategies. As 2607, GFATM to Fight AIDS, TB and
Malaria (GFATM)'s HIV funding had been available &l countries except the UNMIK-
Kosovo, but had already ended in some. By sprih@@®7, GFATM Round V grants for HIV
had started at the Sub- recipient (SR) level inaAlb, Bosnia & Herzegovina (B&H), and
Montenegro. Building on the foundation of PhaseRH is now a SR on two GFATM country
grant components, and, combined with Sida Phasending, will be able to bring both PHC
training and VCT to scale nationally. Serbia costpd its Round | grant in 2006 and received a
Round VI grant starting in 2007. After the end Rifase |, Macedonia is the only country
without GFATM and Sida support for HIV, and the UINNK Kosovo has yet to successfully
obtain its first GFATM grant.

At the same time, other donor activities in theisagcontinue to be fragmented, supporting

important studies and initiatives only in selectedintries or areas (mostly in the capital cities

regions only). Sida is the only donor that is st§%j these countries in addressing uncovered
critical programmatic areas within each countryd éackling the epidemics from a regional and

multi-sectoral perspective. This approach servath bo maximize the Sida investment and

contributes to harmonization and collaboration iwitine region.

Fondation PH Partnerships in Healt{FPH), with support from Sida, has been implementin
the Western Balkans regional HIV and AIDS Progranfreen December 2003 to May 2007.
The Programme consists of two main components:

Prevention— To strengthen the technical and managerial égpat local non-
governmental organizations.

Care and support Fo strengthen the capacities of infectious diseapesialists
and primary health care providers, both in termdiagnosis and treatment, work
place protection and in assuring the rights of RLHI

An NGO Trust Fund also contributed to building metion, care and support networks. Special

efforts have been made to ensure outreach to ahgsion of marginalized populations, such as
PLHIV, IDUs, commercial sex workers (CSWs), men wiave sex with men (MSM), Roma
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and other mobile populations. With agreement fi®ioha, youth, another risk group were not
covered due to ongoing Sida supported activitiegeireral of the countries.

The Programme provided 26 grants to 19 NGOs instheountries and entities since 2004 to
reach vulnerable and bridging populations. A seakcapacity building activities for the local

NGOs partners was provided via regional workshepgly visits, individualized mentoring, and

during the regional conferences in November 2005 @atober 2006. In addition, most of the
NGO Trust Fund recipients also provided capacityding activities for their staff to strengthen

their capacities to implement planned activities.

Reglonal capacity building activities included argathers
A human resource and a finance workshop
A harm-reduction study visit with the Programmetpar NGO HOPS in Skopje in 2005
and a regional VCCT exchange study visit hostediy-Dans,Kosovo in 2006.
The first ever regionaPLHIV directed consultation in Macedonia in 2006, in
collaboration with the Global Network of PLHIV (GNP
The firstregional behavioural changecommunication (BCC) workshop for 24 NGO
and GO participants in Sarajevo in 2006

FPH organized the firftegional Western Balkans HIV and AIDS Conferencdrom the &' to

the 18" November 2005, in Skopje, Macedonia, to serve ptatiorm to build and sustain a
better regional HIV AND AIDS prevention, care angpport networks. This provided the first
regional opportunity for the exchange of HIV andD& experiences among local and
international NGOs, governments, health institwjoimternational organizations, and people
living with HIV (PLHIV). The Second Annual Regional Conferencéook place on October 5
and 6 2006, in Przno, Montenegro, with the themaultMsectoral Partnership to Build HIV
Resilience”, and for the first time brought togetpartners from health and non-health sectors
into this regional forum for exchange.

With respect to the Care Component, during OctoB8f04 a successful Regional Training
workshop on ARV treatment for infectious diseagesclists (IDS) took place in Zagreb. It
provided state-of-the-art anti-retroviral treatmgAtRT) knowledge for infectious diseases
specialists and built the first foundation for thembuild a professional network within the
region. Based on the recommendations of the nmd&raluator, an update and case review was
provided for this group during the regional confexe in 2005. In addition, a secoretjional
anti-retroviral (ARV) update for IDSs was provided in late 2006 in Zagreb, @eoan
collaboration with the School of Public Health Aij@rStampar with regional and international
faculty. Specific additions to the update in 20@4irse included paediatric ART, TB, Hepatitis
co-infections and ART resistance monitoring.

Twelve IDSs were selected from these six countaies entities to participate in individualized
practica at the infectious diseases clinics in 2agand Belgrade to increase their understanding
and improvement in clinical skills in the identdiion and management of the many
manifestations of AIDS and treatment options. F&bb provided fellowships to individual
clinicians for attending specific clinical skillgpdate workshops, and five IDSs from Albania,
B&H, Macedonia and Serbia and the Senior TechnidVisor participated in the IAPAC
European Session in Budapest, Hungary.

For theprimary health care (PHC) component training needs assessments were conducted in
B&H, Kosovo, Macedonia in 2005 and in Albania andritenegro during 2006. The assessment
found the need for correct information about HIVdaAIDS, continuing stigma and
discrimination among medical providers, insuffidiegoncern with patient rights and
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confidentiality, and inadequate attention to setftection in the work setting. Curricula were
developed for trainer skills training, combininghaical content and training methodologies, as
well as a one-day curriculum for primary healthecaroviders. In B&H, Macedonia, and
Montenegro, these training courses have been remabhy the Board of Medical Examiners for
continuing medical education credit, one of thatfisuch accreditation for an NGO-provided
training course in the region. A total of 72 aetivainers and 24 training teams conducted 153
one-day courses in 2006/07 in the above countigspting Kosovo.

By March 2007, FPH had trained nearly 20% of PH@ialers in the Basic course in Bosnia &
Herzegovina, Macedonia and Montenegro and about ib58dbania - the last country to start

the training — for more than 3'700 PHC providersthe region that have received the Basic
training.

The laboratory capacity to support testing andtmmeat was assessed in 2005 based on
international laboratory testing protocols in akven countries and revealed significant
deficiencies. The access to ART was also asseds@dhs found that even though the regional
governments were committed to provide free acae$$MART, there were multiple gaps in the
countries in capacity to diagnose, monitor thetinemt, and standardize the use of treatment
drugs, amongst others. These gaps must be addresseder to provide adequate and safe
ARV treatment. Unfortunately to-date no donorseweilling to support the improvement of the
laboratory capacity regionally. However, by 208@me of the identified deficiencies have since
been addressed by the GFATM funding support in soitleese assessed countries.

In 2005, the programme also establishegeasitethat provides information about outputs of the
Western Balkans Programme activities, accomplishsném capacity buildings for NGOs,
updated information on infectious diseases trairiogls, and linkages were established to
facilitate easy access to other relevant inforrmtémd updates from sources internationally
about HIV and AIDS. In addition, HIV related corgace information was made available on
the website.

During Phase I, the Programme also underwent armagmagement transition. To maintain

management control over this project and other jmo-funded activities, Project HOPE

Switzerland separated from its founding agencyjeetdHOPE US, and assumed responsibility
for the staff and field offices in the Western Baik. This required the development of an
organizational structure and procedures in thelimgcountries. While overall there was good
staff continuity during and after the organizatiorieansition, the position of Programme

Manager was unfilled during the first year and #ezond half of 2006 through the no-cost
extension in May 2007. The Executive Director #mel Senior Technical Advisor (the latter had
come to the Programme as the external Midterm Evai) provided guidance and management
direction to the Programme.

Other challenges, also affected by difficultiesctmtract the appropriate staff and the focus of
the Executive Director and Senior Advisor on dineagramme management, are related to the
monitoring and evaluation system. Phase | stdld8@aumber of data sets that should be finalized
and/or analyzed and disseminated. Other challeagpsrienced by the programme were the
implementation of a new management system, theduattion of programme audits, and
resulting changes and improvements in financiaind resources, and other management
components.

Lessons-learned over the three year duration wareynand FPH has been able to strengthen its
organizational and technical expertise, as well@slop new partnerships in the region. Key
lessons include:



The regional focus has made this programme unigquehas contributed to economies of
scale, as well as reduction to barriers to newapgres.

Programmatic flexibility is crucial over a threeayeduration with an issue such as HIV that
has undergone significant socio-political, finahcgd human changes.

It is possible to transform people’s attitudes a@bdily.

The greater involvement of people living with AllsSrealistic, but preparation and planning
IS important.

Effective programming requires government orgamzeand NGO partnership.

The very best responses are those engaging theéargst population.

Even though the separation from the founding omgian was difficult, the joint work on
the regional programme has begun to forge a soldutative team in the Western Balkans
region, and other projects are building on anditigkwith the Sida-supported regional
activities.



BACKGROUND

Between November 22, 2002 and the end of Janua®®, 2artnerships in Health (formerly
Project HOPE Switzerland), with the support of tBevedish International Development
Cooperation Agency (Sida), implemented an assedsinetne Western Balkans, including.
Albania, FYR Macedonia, UN administrated Provinde Kmsovo, Serbia and Montenegro,
Bosnia and Herzegovina and Croatia. This assessleéni the design of a comprehensive
regional programme funded by Sida in December 2003.

The results of the assessment identified three prablem areas in the region:

1.

2.

A scarcity of reliable or verifiable data on HIV &iDS (i.e., disease prevalence rates
and transmission modes)

A general weakness of the non-governmental orgaaizéNGO) sector (general lack of
focus, a widespread tendency to simply "work agaiiBS" without concentration on
the vulnerable groups as recommended for low peexa countries)

A weakness of the Health Care Sector (i.e. conalilerdiscrepancies in the countries'
ability to provide adequate care (including ARVatiraent) and support for those affected
by HIV or AIDS)

Specific findings in 2002 included:

5

5

5

Few and inadequate quality in Voluntary Counsellmgl Confidential Testing (VCCT)
services and surveillance systems, particularlyvidnerable and bridging populations,
resulting in a lack of basic information about tthgnamics of the epidemics in this
region.

High-risk populations were not adequately covergdpbevention, care, and support
activities.

With few exceptions, local NGOs were not equippedake on a civil societal role in
addressing HIV challenges in the communities. Taiggn were lacking strategy, focus,
technical competence, and programme managemelst skil

Primary health care workers had received insufficiaformation about how to protect
themselves and how to manage clients on preverdiagnosis and care.

With few exceptions, clinical specialists did natspess the basic skills and knowledge to
provide adequate treatment for AIDS and relateddppistic infection management.
There was pervasive stigma against PLHIV not onlyhie general population, but also
strongly and openly expressed by health care pessid

The Western Balkans Programme to Fight Hé contributed significantly to filling these gap
and transforming the attitudes about HIV and Alb$his region. With the three and a half year
of support from Sida, the Programme has facilitated

5
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Support to establishing 14 VCT Centres specifictdlisgeting marginalized vulnerable
populations. These include the establishment efiitist VCCT clinics for IDUs, MSM,
for sex workers and for Roma, and other margindlg®ups in the region.

Assistance to local NGOs to reach out to provideve@ntion counselling and support to
marginalized populations

Capacity building of local NGOs in technical andmagement skills

Training of more than 3’700 primary care provid@yhysicians, nurses, and other health
care providers) in four countries on HIV, workplgretection, and stigma reduction
Strengthening of the regional capabilities in tremtment of people living with AIDS;
and involvement of PLHIV actively in advocacy, a&saurce people in primary care
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provider training and promoted visibly the prinepbf greater involvement of people
living with AIDS (GIPA) in the region.

This final report provides highlights from the mamyd varied accomplishments in
partnerships and capacity building by the Westemtk&s Programme in its first 3 % years
during the Phase | programme implementation.

INTRODUCTION

The Western Balkans Programme to Fight HR003 — 2007) covered Albania, Bosnia and
Herzegovina (B&H), the United Nations Administer@bvince of Kosovo (UNMIK-Kosovo),
the Former Yugoslav Republic of Macedonia (Macedprthe newly independent Republic of
Montenegro (Montenegro) and the Republic of Serl@iapatia was also part of this Programme,
mainly for training collaborations and to strengthiegional networks.

Based on passive surveillance data, between 2002@d7, these countries were classified as
with low HIV prevalence. Yet, the combination oflwerabilities and multiple and increasing
number of bridging populations (IDUs, CSWs, MSM)upted with substantial past and
continuing population movements contribute to pdevithe potential for explosive HIV
epidemics as seen in Russia, Ukraine and Centrial. Afis threat is exacerbated by societal
stigma and discrimination against people livinghnitlV (PLHIV) and against many of the
bridging populations, particularly, MSM, Roma, freked women, commercial sex workers
(CSWs), and injecting drug users (IDUs).

The epidemics in this region are rapidly changinghe context of transition economies and
resource constraints and weak overall health ggtes. There is a high and increasing rate of
hepatitis B and C among the rapidly increasing nemab IDUs - particularly among youth; sex
work; human trafficking; economic migration; in aiiioh to internally and externally displaced
populations due to past wars in the region anddidheconomic opportunities. The countries are
undergoing multiple transitions, in such contexsuifficient resources have been allocated to
improve, modernize and strengthen the health systenconform to international safety and
practice standards in terms of health care workfoinfrastructure, financing, training and
management.

The Western Balkans Programme to Fight ldbrsisted of two main components:

Prevention— To strengthen the technical and managerial dgpat local non-
governmental organizations.

Care and support Fo strengthen the capacities of infectious diseapesialists and
primary health care providers in diagnosis, treattmewvork place infection
prevention, and in assuring the rights and confidéties of PLHIV.

In addition, there is a NGO Trust Fund to facibtdlhe building of prevention, care and support
capacities, and networks. The Trust Fund resourege enabled outreach to and inclusion of
marginalized populations, such as IDUs, CSWs, M$ma populations and other mobile
populations. In particular, the Programme conteduto establishing the first PLHIV-initiated
self-support NGOs in Albania, B&H, and Kosovo. also promoted de-stigmatization while
advocating and implementing the greater involven@@nPLHIV (GIPA) in its programmatic
areas. This included the first ever involvemenPaHIV in the training of primary health care
providers in this region. Part of the NGO grantssvpaiovided to establish fourteen VCCT
centres in Albania, Kosovo, Macedonia and Montemedtost of these VCCT centres were



among the very first in each of these countriesffer voluntaryand confidentiatounselling
and testing and to serve the bridging populationduding:

the first MSM operated and targeted VCCT centri€asovo

a centre targeting IDUs for both VCCT and Hepa#fitiand C screening in Kosovo

a centre at the border of UNMIK Kosovo serving n@lpiopulations

a VCCT Centre in Macedonia that combines harm-reolu@and VCCT as well as the
first training for VCCT counsellors to provide caléntial counselling outside the
capital, Skopje

a VCCT centre with outreach to Roma, IDUs, MSM arashssexual populations in
Albania; and

the first and only two VCCT centres in Montenegro.

The Programme provided country-specific capacityding activities, as well as regional
capacity and network strengthening collaborativiioas. The regional actions are a unique
contribution of the Programme and have provideddhewing opportunities:

- Regional exchanges of experiences and lessonstkéamaolving the health, non-health
sectors, and international experts to share goadtipes from other regions during the
two unique and well-attended regional conferences

- Regional NGO workshops and exchange study exchaigjes

- Network building and exchanges for infectious dégeapecialists, practitioners working
in VCCT, IDUs, and for PLHIV

- Development of a one-day basic HIV curriculum fdanary care doctors and nurses that
was adapted for use to four participating countndse region, and

- Development of a trainer skills training curriculumhich included post-training
coaching of trainers during their actual implem#éataof training.

The Annual Regional Conferences and workshops ke served as public and civil society
joint platforms whereby individuals can voice thetatus or concerns in a supportive public
forum outside of their own societal setting, leadimo increased self-confidence and
empowerment. Similarly, institutions presentingithprogrammes can share lessons-learned
and achievements with other countries that may tstilin the process of identifying effective
approaches.

l. REGIONAL UPDATE

1. Political situation

Two entities have been in negotiation for indep&cdefrom Serbia: Montenegro and UNMIK-
Kosovo. Montenegro gained its independence in 2006, and independence efforts for
UNMIK-Kosovo are underway in 2007. There are pragraatic implications for FPH once the
country gains independence, because all adminigratocedures and registrations have to be
re-processed with the new political structures.e Tack of decision on the status of UNMIK-
Kosovo fuel the continuing tensions in this volatiégion.

2. Epidemiologic situation
The number of new HIV cases reported by countnighis region has been rising steadily since

the first cases were detected in mid 1980s. Tinisease reflects a combination of factors
including improved public awareness, better outnetachigh-risk populations, and availability
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of voluntary counselling and confidential testingngces (VCCT) with particular outreach to

marginalized populations, in addition to the acgrawth of the epidemics.

Few if any, active sentinel surveillance systenes iarplace. Table 1 shows country-reported

HIV prevalence and cumulative numbers of HIV cases.

Table 1 Cumulative HIV and AIDS cases and prevalenc e by country as of end of 2006

Country Cumulative cases Cumulative cases Population in | Prevalence
million
2000 2005 2006
Albania 42 173 204 3.1 <0.1
B&H 27 116 122 3.7 <0.12
Kosovo 28 65 67 2.1 <0.001
Macedonia 40 82 98 2.0 <0.1
Montenegro 15 54 66 0.6 <0.26
Serbia 1521 2014 2142 7.5 0.2

Based on official statistics from 2000 to 2006, tlwenber of new HIV cases increased more than
four-fold in Albania, B&H, and Montenegro, more thdoubled in Macedonia and UNMIK-
Kosovo and is nearly 35% more in Serbia. Over @WXewly diagnosed HIV cases were men
between the ages of 20 and 49. The main modes$rtrission among those diagnosed were
reported to beheterosexualMSM and IDU. There were reported cases of mother to child
transmission in most countries which reflects tmeaaly generalized nature of the epidemics in
this region. For example, there were 15 childrdadted in Serbia, and 5 in Albania, and a first
case was detected in B&H.

The data may not necessarily represent the actaélepof HIV populations due to the lack of
an active surveillance system, gender related V@I general health services access problems,
difficulties to reach marginalized populations sashsex worker, IDUs and mobile populations
(Roma, internally displaced people, sailors, mobitekers or trafficked persons), as well as the
reluctance of individuals to report their sexuakntation or to access public testing facilities
because of the strong discrimination against MS@&4, workers and PLHIV. The graph below
shows the distribution of transmission routes basedvailable data by country in percentages.

Graph on Distribution of transmission routes by cou

ntry in percents
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In 2007, all countries in the region have accesgG&T services and to ART. The degrees of
availability and coverage vary from country to cobynbetween different administrative zones
(i.e., B&H: between the Federation and the Repubtjeska), and capital cities vs. the rest of the
countries. There is a gradual reduction in the ahAIDS mortality which correlates with the
availability of ART. However, the number of new HiBAses is accelerating faster each year.
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Many of the new cases detected are already at pteymatic stage of AIDS reflecting a delay in
seeking medical services due to a lack of accespearvasive discrimination.

As of 2007, all countries have a limited numbeNM&@CT centres, some at public clinics and
hospitals operated by the Ministries of Health atders at the community level operated by
NGOs in collaboration with the Ministries of Healtilany of the VCCT centres, both public
and non-public were established with the suppo8id&’s Western Balkans Programme.

The first bio-behavioural surveillance studiesidUs, MSM, sex workers and Roma population
have been conducted in the capital cities in Alaaggupported by USAID-FHI, Synergy),
Macedonia (supported by GFATM), Serbia (supportgdDf-ID) and Kosovo (supported by
USAID-FHI).

The majority of these countries still rely on passsurveillance. This means that HIV cases are
reported mainly from major hospitals in the capiti#ties of the country. Most people are
diagnosed with HIV when they seek services in #te stage of infection, for organ donation or
prior to surgical procedures. In the past threegsjesome VCCT facilities were set-up, mostly in
the capital cities. However their distribution iery uneven, and access to confidential VCT
(VCCT) overall still remains limited. By the endl Bhase I, there were 10 VCT centres in the
Federal B&H (with MOH staff trained by the Programmnand only one in the Republic Srpska
where staff has not yet been trained.

3. National AIDS strategy and policy

Albania, B&H, Montenegro, Serbia and UNMIK-Kosovaeacurrently implementing their
national AIDS strategic plans which end in 20082609. Although the use of hard drugs is
increasing and services for IDUs are few, the curtaw in B&H is not conducive for harm
reduction responses. UG Proi, the B&H NGO parteeeiving NGO Trust Fund resources for an
IDU drop-in centre was not able to formally implarh@ needle-exchange programme due to the
restrictive laws. However, UG Proi very activelgvacated for changes in local legislation with
the High Representative of B&H. B&H has appointeglv ministers of health in early 2007.
While the government has remained supportive of FHiMted activities, there are no changes in
harm reduction laws.

Macedonia has drafted its new National AIDS stratdlyith a change of government posts,
Macedonia has appointed a new Minister of Healtth@mew coordinator for its GFATM grant
in the second half of 2006. UNMIK-Kosovo has itianal AIDS strategy developed for 2004-
2008.An expert working group on HIV and AIDS has beetablished in 2007 at the Institute of
Public Health (IPH) and under the supervision ef kinistry of Health to review to the existing
HIV and AIDS strategy in AlbaniaTable 3 below provides a summary about the statdgime
frame of the national AIDS strategies in the region

7DEOH 1IDWLRQDO $, ' BUEWP tH DEA HRIR XVUDIMPUBN

Albania B&H Macedonia Montenegro Serbia UNMIK-Kosovo
2004-2010 2004-2009 2007-2011 2004-2008 2004-2008 2004-2008

4. Status of support from GFATM to Fight AIDS, Tuberculosis and
Malaria (GFATM)

GFATM funding for HIV has become available to atluntries as of 2006xcept the UNMIK-
Kosovo. . Both Croatia (2003-2006) and MacedoB@04-2007)'s GFATM funding ended as of
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end of 2007. Croatia, with its ascension to theopaan Union, will no longer be eligible for
GFATM. Albania, B&H, Montenegro all received GFATRound V funding for HIV, approved
in 2005. Serbia has been granted a Round VI Hidiing in 2006 and has started the grant in
2007.

In Albania, the principal recipient (PR) for RouMdHIV funding is the Ministry of Health.
B&H has adjusted its PR from the Prime MinisterfBoe to that of UNDP. A call for proposals
to implement the GFATM Round V grant component8&H was issued in December, 2006,
and, based on the expertise acquired during Ph&seH B&H is currently strengthening access
to VCCT, the treatment of PLHIV, the training of €Hproviders, utilizing the trainers, and
building on the curricula and materials developadthe Sida-supported Western Balkans
Programme..

Serbia has learnt important lessons from the weskoéfirst Round PR and has now formed a
GFATM secretariat for programme implementation. e Thist round of proposals was issued
with a time line that was too short, and a new faalbroposals is being re-issued in late 2007.

UNMIK-Kosovo and Macedonia submitted Round VI apation for HIV but did not receive the
grants. Both resubmitted their proposal in Round VI tigesar. The decision will be announced
by the GFATM Board in November 2007.able 2 shows the status of GFATM support for HIV
and TB by country in the Western Balkans as of &aper 2007.

Country Round DI Program period
component
Albania 5 HIV 2006-2011
Bosnia and Herzegovina 5 HIV 2006-2011
Croatia 2 HIV 2003-2006
Kosovo 4 TB, no HIV 2005-2010
Macedonia 3 HIV 2004-2007
5 B 2006-2011
Montenegro 5 HIvV 2006-2011
1 2003-2006
Serbia HIV
6 2007-2010

From 2006 to 2007, GFATM funding and FPH's WestBatkans Regional Programme were the
only two sources of external funding support to Fdmnia and UNMIK-Kosovo for HIV. With
both GFATM fund and Sida support ending for Macedpacedonia will have no more external
support for HIV prevention and care activities bguidmber 2007. Both Macedonia and Kosovo
are planning to apply for Round 7.

5. Activities supported by other organizations

The United Nations SystemNAIDS consulted South Eastern European sub-redioountries
on universal access towards prevention, treatncang, and support between January and March
2006. Four key areas of need were identified:

Sustainable financing

Human resources capacity, improvement of healthsacdhl system

Affordable commodities and low cost technologies

Improve human rights, de-stigmatization, anti-direanation and gender equity
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In Albania, the NGO network previously coordinated by UNIC&Es discontinued. UNICEF
supported the IPH to establish VCCT centres in I2fgotures. Thebio-behavioural
surveillance assessmengport focusing on IDUs, MSM and Roma communitysviaalized in
Albania. Representatives of USAID, ISOP, and IRespnted the study at a seminar organized
by the IPH with representatives of NGOs, PLHIV, @mment, United Nations Country Team,
and other stakeholders. A United Nations learnitey pn HIV was drafted. Three project
acceleration fundRAF) proposals were submitted to UNAIDS: HIV strateghgod safety, and
implementation of a monitoring and evaluation systéfhe Country Response Information
System (CRIS) has been established at the IPH wsitignal indicators. In addition, UNAIDS
supported HIV prevention activities in the unifomingervices in Albania with the Ministry of
Defence. The Albanian Ministries of Education andnistry of Health collaborated in
conducting a study on high-risk behaviours amom Ischool students.

In Kosovq UNAIDS is supporting the Kosovo AIDS Committeeitgplement the CRIS system.
An AIDS monitoring and evaluation plan has beeneligyed. A second generation bio-
behavioural surveillance study was conducted by feeilising on IDUs, MSM and sex workers
in urban centres. However, the results of the sardystill not available. The Terms of Reference
for the Country Coordination Mechanism were devetband approved in July 2006. In July
2007, the Kosovo CCM applied for HIV AND AIDS compent in 7' GFATM Round.
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WESTERN BALKANS REGIONAL PROGRAMME UPDATE

A. PREVENTION COMPONENT

1. NGO Trust Fund

The Programme has provided 25 grants to 18 NG@=isix countries and entities since 2004.

AIDS within MSM

community in Kosovo

Country NGO Project title Target population Grant
B&H UG Proi Reducing the risk of HIV and IDUs €20,856
AIDS among injecting Drug
Users
Viktorija LIFE Drug users, youth, and their € 19,961
families.
XY Support for establishment of | PLHIV and their families, €21,184
the first non-governmental | health workers, general
organization for persons population
infected by HIV and people
living with AIDS in Bosnia
and Herzegovina
Macedonia HOPS Development and Injecting Drug Users (IDUs) €16,73
implementation of “client”
centred HIV and STI
prevention interventions
among IDUs in Skopje
MIA Roma action in HIV and STls| Roma adolescents and the €42,870
prevention general Roma population
MRC Reducing the risk behaviour | Occupationamobile €32,442
among HIV vulnerable groups populations (migrants and
in Macedonia truck drivers) and CSWs
Serbia CSD Care and support for PLHIV| PLHIV €428
NSHC HIV education program for | Refugees, IDPs and Roma €40,8
refugees, IDPs and Roma in
Vojvodina
TOTAL GRANTS FOR ROUND | €237,698
Country NGO Project title Target population Grant
Albania APRAD Establishment of a HIV VCT IDUs, MSM, CSWSs, migrant €31,362
centre and awareness population and Roma
campaign on HIV testing andcommunities
counselling
FHA Prevention of HIV among | Roma population; migrant €30,090
high-risk groups in the population CSWs, MSM, IDUs
Prefecture of Elbasan
ISOP Training and informing Health personnel; Roma €29,010
Roma Community and community leaders and Roma
Health Centre personnel in | people
Albania about the risk of
HIV
Kosovo Anti DANS HIV voluntary counselling | VCT activities for high risk €34,873
and testing centre groups (such as youth, CSWs
and their clients, homosexual
and bisexual and drug users) a
well as those in the general
population who wish to be tested
and counselled
CSGD Prevention of HIV AND MSM €26,642

38
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Labyrinth Prevention of HIV AND IDUs €33,618
AIDS and Hepatitis B and C
among IDUs
Montenegro| CAZAS Establishing a VCT Centre| PLHIV, experts working in the €41,442
and centre for psychosocial| field of HIV and AIDS,
and legal help to PLHIV in | representatives of governmental
Montenegro institutions and NGOs, general
public
Juventas With no Prejudice about HIV  Roma popaoifetin Konik €25,972
refugee settlement
TOTAL GRANTS FOR ROUND II €253,010
Country NGO Project title Target population Grant
Albania PLHIV PLHIV self-support network| PLHIV and their families, health €10,000
network capacity building care workers, NGOs and
institutional partners
B&H APOHA Life support to PLHIV PLHIV €10,558
UG Proi Health is a choice IDUs, 150 high schamitis €13,519
XY €8,241
Kosovo Anti DANS Establishment of permanent Youth, CSWs and their clients, €10,520
HIV VCCT centre in Prizren| homosexual, bisexual, DUs and
general population
CSGD Establishment of VCCT MSM €8,606
centre targeting MSM in
Kosovo
KHIV €3,000
Macedonia | HOPS Develop and implemenDUs in Skopje €5,587
“client” centred HIV and STI
preventive interventions
among IDUs in Skopje
HERA HIV awareness, sexual andRkoma population €7,742
reproductive  health and
rights promotion among
ROMA youth in Skopje draw
on community needs in g
youth friendly approach
Montenegro| CAZAS Establishing a VCT centre [rPLHIV and their families, sailors  €13,812
Bar and continuation of the | and general population
work of centre for
psychosocial and legal help
to PLHIV in Podgorica
Serbia NSHC HIV education program for| Roma, refugees and internally €20,000
refugees, IDPs and Roma in displaced persons
Vojvodina, phase two”
TOTAL TRUST FUND GRANTS FOR ROUND Il €111,585
TOTAL TRUST FUNDGRANTS FOR PHASE | €602,293

In view of the critical gaps and lack of other ficgal resources for some of the NGOs, two
small cost-extension grants were approved for thet fuarter of 2007. These extensions
allowed APOHA (B&H) and CSGD (Kosovo) to bridge seraf the gap between Phase | and
Phase Il of the Western Balkans Regional Progrannmeerving marginalized populations
(PLHIV and MSM interested in counselling and VCCT.

16



2. NGO main achievements

Over the duration of the programme:

- The 25 NGO projects implemented by 18 NGOs reathedsands of individuals from
vulnerable populations (MSM, CSWs, IDUs, PLHIV, Rmmand mobile populations,
returnees, refugees, internally displaced peoptertly with HIV preventive education,
as well as indirectly via trained peer educators.

Six NGOs established 14 VA centres for IDUs, CSWs, MSM and mobile workerat th
do not use public services.

0 The Montenegro VCCT centre established by Cazastiadirst VCCT centre
for Montenegro.

0 The Albanian centre was the first VCCT service afeat by an NGO.

0 One of the 5 Kosovo centres was the first MSM ojeera/CCT service. The
other Kosovo VCCT centre provided outreach to IDiebile populations, and
sex workers.

0 One of the VCCT centres in Macedonia was the §iesvice that combined harm
reduction and VCCT in the Balkans region.

Two PLHIV NGOs, in Albania and B&H were assistedlieir creation and development
of organizational and technical capacities to sup@eLHIV members and their
significant others. The B&H PLHIV NGO is the firahd remains the only PLHIV NGO
in the country and has become an FPH partner irBdd GFATM activities. The
Albania PLHIV NGOs is very active in country with.RIV education and advocacy for
additional services from the government. This PLHEsociation also shed some light
on the situation of children with Thalassemia iméelc with HIV through blood
transfusions. The association is coordinating vitie Ministry of Health to ensure
financial support for infected children.

A PLHIV NGO in Kosovo, setting up in the final mdst of the project was assisted
jointly with UNICEF to establish itself. One ofl@aders had participated actively in the
PLHIV consultation organized by the Programme.

Cazas, Montenegro, created the first centre forchpsygocial and legal support for
PLHIV in Montenegro with the support of the NGO Striéund.

Roma populations were reached for the first timéhwdlV preventive education using
special education materials and through trained pdecators or organized educational
events in all countries except Kosovo and B&H.

Excellent participation of both government orgatimas and NGOs partners in the two
regional conferences which strengthened the dialdgiween the public sector and civil
society.

3. NGO capacity building activities

Capacity building for NGOs were provided under eligint formats ranging from direct coaching

and mentoring by the project staff, participationtihe Regional Conferences and its capacity
building sessions, study visits (benefiting froml@O expertise regionally), as well as through

specially organized training workshops.

Regional workshops were conducted for NGOs on HurRasource Management
(Macedonia 2005), Finance (Serbia, 2005), and BE&&H, 2006).

Country-level VCCT training was provided in Montgne in 2005 and Macedonia for
HOPS affiliated NGOs outside the capital regio2007.
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A regional study exchange and sharing of good et particularly in IDU harm
reduction was organized and implemented with theddanian NGO partner HOPS as
the host agency for NGO partners working with IDWgcedonia, 2005).

Based on the rich experience of the Programme-stggpo/CCT services, a first
regional VCCT study visit was conducted for 15 gvants in Kosovo. NGOs from
Macedonia and Albania participated in this fielctleange with Kosovo NGO partners
and government officials to discuss lessons-leariredpublic and private sector
approaches to support general populations and naizgd people in VCCT (Kosovo,
2006).

FPH supported the first consultation among PLHIVGQI representatives and
individuals from countries with no PLHIV NGOs) orogitive living in Macedonia
(2006). This consultation was conducted with featibrs from the Global Network of
People Living with HIV (GNP+) and Ukraine Chapteember, together with local
PLHIV facilitators, and assisted the PLHIV NGOs andividuals on strategizing on
country and regional self-support network. Theultss of this consultation were
presented at the second Regional Conference a rfadathin Montenegro.

Preparation for and participation in the Regionanference promoted skills in the
development of oral presentations and posters,igpuspleaking, serving as a resource
person to improve the understanding among healtle gaoviders, and individual
empowerment, particularly for members of vulnerajaups.

4. Other capacity building events

The regional annual conferences contributed tol led regional capacity building of public and
private agencies and individuals.

The Western Balkans Regional HIV and AIDS Confereanddovember 2005, in Skopje,
Macedonia provided the first regional opportunity the exchange of HIV and AIDS
experiences among local and international NGOs,egouents, health institutions,
international organizations, and PLHIV. It als@oyided a platform for the Programme
to build capacity of regional stakeholders throuple sharing of information, best
practices, and experience in HIV and AIDS prevantamd support. More than 100
participants from the seven countries and entitiesthis region took part in the
conference, including Ministry of Health officialdNGO representatives, PLHIV,
epidemiologists, infectious disease specialistsitddnNations agency representatives,
donors and other participants involved in HIV pratven and AIDS care and support
activities. The highlight was the keynote addrefsa dPLHIV from Australia which
brought GIPA to the forefront in the local mediadaampowered attending PLHIV to
become more positive about their status and lookpportunities to engage in advocacy
and participate in HIV programme activities.

The second regional conference in October 2006 rand? Montenegro with 155
participants from 13 different countries was codied by the UNAIDS Secretariat, SDC,
UNDP HVPVI, Mahidol University ASEAN Institute foHealth Development and the
Institute of Population and Social Research in [Enai, WHO, and the Global
Psychiatric Initiative. This second regional coefare aimed to build and sustain better
regional HIV and AIDS prevention, care and suppatworks by enlarging partnership
with multiple sectors and disciplines. It also ened the participation beyond this region
to include other European countries, as well asrdaribution from Thailand. The gives
the Western Balkans region a view of how other hegygroached the epidemic and links
the region into the global networks. During them® conference, a plenary session
provided a first open forum to hear the voices bHR/ and members of marginalized
populations on how they see the epidemics and siatld for and with them to fight
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HIV. Also, officials from the health sector leacheabout various HIV activities
undertaken by Defence, Social Welfare, Educatiaythf and other sectors in the region.

At the request of the government, the Programme e@tsducted the first VCCT training in
B&H. and trained 24 VCCT counsellors. The trainimgis a pre-requisite for the B&H
government to open 10 VCCT centres in the FederaifdB&H in order to provide VCCT for
the population.

B. CARE AND SUPPORT COMPONENT

1. Infectious diseases specialists training

The design of the infectious diseases specialisigiing component was based on the original

needs assessment conducted prior to the Prograconglemented by specific country-by-

country needs assessments of primary health cagdprs. The following issues and gaps

were addressed:

There were significant discrepancies in the ledraning and experience with ART and
treatment of opportunistic infections (Ol) amonftgttious diseases specialists in the region.
At the start of the Phase | Balkans Regional Progne, despite of the growing number of
HIV cases in each of the seven countries and emtitly Croatia and Serbia had established
clinics with experience in AIDS treatment managemen

There was a lack of a formal continuing educatitrgpam for infectious diseases specialists
on HIV and AIDS. Language and financial considera limited the participation of
specialists in international conferences and wargsh

Most infectious diseases specialists had very dichipractical experience due to the small
number of cases in their countries.

The absence of clinical protocols in the region stitmted a further obstacle for
consistent, coherent and up-to-date provision of oahich increases the risk of drug
resistance development.

Training in the management of Ols was a need anadldvoave important impact on the
course of the disease of PLHIV.

It was expected that the introduction of ARVs ire tbountries would require capacity
building of the health care professionals in ARVnagement.

The lack of cooperation with PLHIV was also a gaphe clinical approach. More active
involvement of PLHIV in their own treatment shoulk supported by the healthcare
providers.

The assessment also noted a lack of trained megliogiders (obstetricians, gynaecologists,
dermatologists, surgeons, dentists, heart spdsiaks$c.) directly supporting the infectious
diseases specialists and in preventing materraiitod transmission.

The health care management recognized a need fidmomg and expanding provider
training to enhance and maintain the clinical skif the professionals serving HIV positive
patients.

Based on key identified needs and using internati@xperiences adapted to the region, a
training program for the infectious diseases spistsawas developed. Participants for the
training were chosen jointly with health authostisn each country in early July 2004 using

selection criteria developed by the Clinical Marrage

1 Provides care to HIV AND AIDS patients in the HI¥rare/department of the country, either regulatiyjng after hours duty, or as a locum
Has a special interest in HIV infection
Might encounter HIV infected patients in an gambt-yet diagnosed stage
Is potentially involved in the follow-up of thélV AND AIDS treatment established at the main cent
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a. Infectious Diseases Specialists training seminagf&b, 18-23, October 2004)

The preparation of the training agenda, curriculamad supporting materials for the Regional
Infectious Diseases Specialists (IDS) seminar begdne second half of 2004. The curriculum
was developed by the Project HOPE HIV AND AIDS tedine Program’s Clinical Manager and

regional experts (Dr Josip Begovac from Croatia BndDjorde Jevtovic from Serbia) and was
based on the local needs. The seminar took prec&&-23, October, 2004 in Zagreb, Croatia,
with 35 participants from all seven countries. Tigectives of the workshop were to upgrade
HIV and AIDS management knowledge and to estabtespional networks amongst the

specialists.

The seminar covered the natural progression of tabvh HIV epidemiology and transmission,
HIV risk-reduction and prevention, infection cortmractices and post-exposure prophylaxis
(PEP) to voluntary counselling and testing and itheact of HIV on a society. This was
followed by an introduction of the clinical manageamh of HIV, starting with the natural history
of HIV infection, HIV therapy, treatment adherenclug resistance and the management of
treatment-experienced patients. In addition, sessimn HIV complications, such as
opportunistic infections and malignancies, TB, Herpvirus, neurological and pulmonary
complications were covered. HIV in special popwaas such as pregnant women (including
prevention of perinatal transmission) and paedigtopulation were reviewed as well as stigma,
IDU, discrimination and ethical issues. Finally rdtn@vas a session on adult learning principles
considering the teaching functions these specaligiuld have in the future. These didactic
sessions were held in the mornings. In the afterspthe training team led case discussions.
Direct patient encounters were held at the Unitgidospital for Infectious Diseases in Zagreb
and in group sessions.

All participants were asked to complete an HIV &4i0S knowledge assessment before the start
of the seminar and again at the end of the trainifidjere were significant increases in the
percentage of correct answers after the trainingihe results need to take into account that the
pre-training questionnaire was in English. Soméheftrainees had difficulties in understanding
some of the questions. This was resolved by tréingldhe questionnaire for the post- training
assessment.

b. Infectious disease practical training program

Following the October 2004 Anti-Retroviral Therapining course, it was clear that many
IDSs would benefit from clinical practicum. The §oéthe practical training was to provide the
clinicians who have low AIDS patients case loaddh&ir clinic with the opportunity to be
exposed to a range of AIDS-related conditions unilerguidance of an experienced mentor.
Fifteen IDSs were selected for a one-week clingralcticum opportunity in Belgrade, Serbia
and Zagreb, Croatia.

During the first round of clinical practicum sevih specialists spent five days in Zagreb or in
Belgrade (25-29 October 2004 in Zagreb, and 1-5eNther in Belgrade). They participated in
outpatient and inpatient clinical care in the mogs and early afternoons and attended lectures
in the late afternoon. These clinicians had theodppity to work with AIDS patients from
diagnosis, initiation of ART, assisting patientsttwadherence or management of medication
intolerance, ART regimen changes paediatric AR &ld related malignancies. These clinical
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practica enabled the clinicians to learn when tguest and how to interpret CD4 counts and
viral loads thus utilizing what they have learneshi the didactic ART training in actual clinical
situations. Twelve IDSs have completed this pcact. Unfortunately, the remaining three ID
specialists were too preoccupied with their worlll@a home thus were unable to engage in the
clinical practicum.

The FPH Country Programme Coordinators conductedrakfollow-up visits to the IDSs who
were trained in Zagreb, Croatia during 2005. It wated that the number of patients receiving
ARV increased after the training. All of the IDS&m using the new knowledge and skills in
their daily clinical sessions in patient manageme@mte of the clinicians used the information to
prepare a micro-thesis on ARV. Another cliniciapaged that he used the knowledge gained in
teaching medical students and physicians in thectidus diseases department. Others have
shared the training materials with their colleagueghe hospitals. Several of the clinicians
continue to maintain contact with their trainerdoth Zagreb and Belgrade through email since
the training.

Most of the ID Specialists that attended the trajnin Zagreb participated as trainers in the
Programme’s One-day Basic HIV course for primargltecare providers (see section 2.).

c. IDS fellowships

The Programme also provided support through ccativsdp to ID specialists from the region to
attend HIV conferences and workshops that werectijraelevant to the objectives of the
Programme.

Dr. Roland Bani, representative of the Institutd?ablic Health, Albania, participated in
a training programme in HIV AND AIDS Second Gengmat Surveillance and
Surveillance in hard to reach population in Zagieuly and November 2004. This
training programme presented an opportunity toease capacities in HIV surveillance
and increase the understanding of the complex hadging nature of HIV epidemics in
Eastern Europe. The training was particularly ratgvfor Dr. R Bani, because the IPH
was in the process of establishing a Second Geéoer&urveillance System. Dr. Bani
shared the new information with his colleagueshatlPH and put into practice what he
had learned in a bio-behavioural surveillance supnfdDUs in Tirana.

Dr. Arjan Harxhi, Infectious Diseases Specialisbnfr Albania, participated in the
European session of IAPAC (The International Asstian of Physicians in AIDS Care)
“Keeping an eye on future of HIV disease managefniesid in Amsterdam, from 6-7
October 2005According to Dr. Harxhi “the session on HIV/hepiatito-infection, it was
very useful even from the practical point of viesvdiscuss and share opinions with the
experts and other participants regarding the treatroptions and management of three
patients with Thalassemia diagnosed recently witkl Hnd hepatitis co-infection in
Albania”.

One fellowship was granted to an IDS from Maceddniattend the NIAID research
conference in Opatija, Croatia in June 2006.

The Programme supported 5 clinical fellows to tA®AC European session, 12-13

October 2006 in Budapest, Hungary. One fellow demin Albania, Federation of B&H
and Republic Srpska, Macedonia, Serbia and UNMIllsda@ were selected. In
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addition, an IDS from Croatia also attended. Unioately, the UNMIK-Kosovo fellow
was unable to secure a visa to Hungary thus wasleiha participate.

The workshop was divided into three lectures per fda a total of 12 lectures by 12
faculties for 25 participants from Austria, Switizerd, and other European countries. The
faculties were mainly from Western Europe and US/Ae contents were based on USA
and Western European data with few other internatialata. Consequently, many
laboratory essays discussed were not yet relevatitd Balkans context due to their
unavailability. In addition to an overview of the evolution of WRT, there were
extensive discussions on laboratory essays for A®RMUQg resistance monitoring.
Interesting issues of prevention of HIV re-infectiovere raised as this has been a
neglected issue both in prevention and treatmeagrammes. The conference also
covered emerging issues in HIV care including astdaet drug adherence, non-
occupational PEP, and Hepatitis B, C co-infection.

The Senior Technical Advisor also attended thisemmce and recruited faculty with
relevant expertise for the second ARV regional tepdier the Programme.

d. Regional ART update, Zagreb, Croatia, 3-5 Noven20€6

The Programme organized a second regional ARTimguiim November 2006, in collaboration
with the Andrija Stampar School of Public Health, WAHO collaborating centre on HIV
surveillance. Despite the fact there have beerraéwpportunities for conferences in the
Europe region, the need for such trainings remaiven the special treatment constraints in the
Western Balkans and limited English language skillmany of the ID specialists.

This second ART workshop during Phase | of the Rnogne was designed to provide an update
and to supplement but not duplicate the informatdready provided in the 2004 training
organized by the Programme. The new dimensiorauséed in the IAPAC conference were
taken into account in designing the IDS updateanéinber 2006.

After conducting a needs assessment among thewb8sleal with ART in the seven countries,
a curriculum was designed and faculties recruitédtotal of 21 IDSs from Albania, B&H,
Croatia, Macedonia, Montenegro, Serbia and UNMIKséo participated in this workshop.

The update included HIV epidemiology and survetkarsystem, PMCT, paediatric HIV and
paediatric ART, ART initiation, choices of protospl monitoring and drug resistance,
opportunistic infections, neurological and pulmgnaomplications and hepatitis co-infections.
Participants were mostly satisfied with the expemsviding the update, except for the USA
faculty provided by the School of Public Health atié discussions on the epidemiologic
surveillance system conducted by the School faculty

2. Primary Health Care Training

The training needs assessments were conducted i, B&cedonia, and UNMIK Kosovo in
2005 and Albania and Montenegro in 2006, but noSémbid and Croatia. The assessments
aimed to gain a better understanding of providenvwkadge, attitudes, practices, understanding
of patient confidentiality and rights, and provigeactices with respect to workplace protection.
The assessments confirmed that a significant nuraberoviders had discriminatory attitudes

2 This international and very expensive workshop aiesirates the importance of having smaller, butllig
interactive and relevant training opportunitiestfte Western Balkans region.
% Serbia had included the training of providerstérfirst GF programme
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against populations at risk and PLHIV. In additiomgny clinicians lacked a basic understanding
and appreciation of the importance of patient awiftiality. Based on the findings of the

assessments, these issues were incorporated entivaihers’ skills training and Basic Course

Curricula.

10,00 —&— Albania

—=— Montenegro

7,00
6,00

Score

Know ledge Attitude Practice Confidentiality and Workplace
patient rights protection

Category

a. PHCP trainer skills training courses (TSTC

The goal of the TSTC was the creation of a cadragaifiers with the skills to deliver quality
basic HIV and AIDS training to primary health cgveoviders in each of the participating
countries. The TSTC course focused on providimgnér skills training and HIV content
knowledge and creating teams of trainers (each tgamerally consisted of one primary health
care doctor, one primary health care nurse, andimfeetious disease specialist) in order to
prepare them for delivering thigasic HIV and AIDS Training Course for Primary HeémCare
Providers

In May 2005, in collaboration with the FPH Traini@pordinator in B&H, the Programme’s
Training Specialist designed a training strategy floese two courses. The FPH Interim
Programme Manager reviewed the plan in June 208%meovided input. B&H was selected as
the first country to implement the TSTC compondi@cause FPH has an already established
network of well-trained trainers at the PHC lev&€he B&H training was followed by the
Republic of Macedonia, Montenegro and Albania. Tiaggered implementation allowed
oversight and the incorporation of lessons-learfredh one country’s training to the next
country’s courses.

Design and development of TSTC Curriculum

The TSTC curriculum was designed and developedchbyProgramme’s Training Specialist in
July 2005 building on the learning modules devetbfer the Family Medicine programme,
implemented by FPH and Geneva University Hospital8&H. The curriculum included
technical information on HIV and AIDS, adult pedggal methods, and planning skills. The
curriculum (Trainers Guide and a Participant Marjuahs completed in mid July 2005 and used
after an adaptation was made jointly with locaineas in each country.

Selection of training providers for the TSTC

Consistent with FPH’s commitment to build local aeity, local training organizations were
selected to conduct the TSTC. However, the seleati the training providers differed from
country to country in view of each country’s owrusture and resources. In B&H, the training
providers were selected from among the team leadetise FPH’'s FaMI training of trainers’
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courses. Two professors demonstrated expertiaduh learning and trainer skills. They belong
to a registered training association in B&H.

In Macedonia, FPH made an open announcement toitsptbposals from interested training

providers. After review of submitted proposalsgthiout of seven organizations invited actually
submitted their proposals. From these three prdpoB&ETRA was chosen. In both countries,
once the training provider was selected, the Progra Training specialist and country staff met
with the selected training providers to review tlericulum and modify its content/objectives to

reflect the specific situation of each countryin both countries, the training providers prepared
one session on “HIV and social distance”, basedhenspecific situation of their own country

participants.

In Albania, trainers were selected from a reputdddal training company. The Programme staff
then worked with these trainers in collaboratiothvihe Institute of Public Health, to adapt the
generic training curriculum into Albanian context.

For Montenegro, there was very limited capacity tadiners so the trainers from the
Programme’s Macedonia TSTC course were engageal ieedTSTC course.

Selection of TSTC participants

With respect to the selection of trainer candidag@sh three-person trainer team is composed of
one IDS, one PHC doctor and one PHC nurse. In B&elNational AIDS Coordinators selected
the IDS. FPH selected PHC doctors and nurses thmse who had previously completed the
FPH’'s FaMI TOT and showed their potential as tresneA total of 27 participants to compose 9
trainer teams were chosen.

In Macedonia, trainer candidates were chosen basedecommendations made by a panel
composed of the National AIDS Coordinator, the He&dhe Infectious Disease Clinic, an
expert clinician on HIV and AIDS, and a represdamtatof the Ministry of Health (the
coordinator for international programs). After eadng the full list of candidates, the
Programme staff met with each applicant to assess turrent training skills in order to
determine their suitability. Approximately 50 ciaates were interviewed, from which 18 were
chosen to attend the course forming 6 training team

The TSTC course was conducted in Montenegro in M&@06. However, the IDS who
received the TSTC training wanted unreasonably Fegls before they would agree to conduct
the Basic course training. In order not to setedents, the Programme, in consultation with the
Podgorica Primary Health Care Centre, arranged@@nseTSTC training. The participants to the
second TSTC course were only primary health caaetpioners, as there were limited number
of IDS in Montenegro and they were all includedha first training course.

In Albania there was a public announcement to gadliee TSTC candidates combined with
recommendations from the Ministry of Health NatioAdDS Centre, clinical directors, HIV
experts and IDS. The final list of participants welsosen based on the CVs and profile
submitted. The Programme’s Albania CPC, togethéh wie Programme’s Kosovo CPQ@net
candidates to assess their potentials as traifemsn a total of 31 candidates, 18 were chosen to
form 6 teams of trainers to participate in the TSTC

* The Programme’s Kosovo CPC had previously pasieip at the TSTC conducted for Macedonia and was
certified as a trainer, in addition, the Kosovo rioator speaks Albanian. The Albanian TSTC tolakce when the
Programme’s Albanian CPC took another Sida fundesitipn and the new CPC had just started the job.
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The TSTC schedule

The TSTC schedule was designed to give participaptsnal opportunity to learn by doing.
The course was divided into three phases. In B#id,three phases totalled 10 training days,
and consisted of

- Didactic classroom training on trainer skills ardhniques for Infectious Disease
Specialists only (4 day3)

- Joint training for both Infectious Disease and PH&inees to work on team
building, sharing knowledge of HIV and AIDS, traigi preparation, and practice
training session conducted for medical and nursindents (4 days)

- Two-day practical training with evaluation forchateam.

For Albania, Macedonia and Montenegro, the TSTGsted of 7 days as follows:
- Didactic classroom training for all course partaips (4 days)
- Practical training for each team (one day)
- Two-day training practice with evaluation for edebm.

Description and assessment of TSTC activities

The TSTC was successfully implemented in all foourdries. The TSTC course closely

followed the FPH curriculum with the FPH team takian active role in organizing and

evaluating the training. The contracted mastem#éna ensured that participants met course
objectives and reached the standards set for tre@réfication.

The classroom training process was characterised high level of interactivity among the
participants, with an expressed interest in adgptiew concepts and the free expression of
attitudes and experiences. During this phase, al¥lias invited to conduct a session to give
participants the opportunity to listen to a firanl account of the needs of PLHIV and to address
personal fears and attitudes toward HIV and AIDS.

During the didactic training, feedback was givere&mh participant and evaluation mechanisms.
This was most apparent during the simulation tryran the last day, when the participants were
asked to self-evaluate following video play baadhkd dahen received feedback from their peers,
their trainers, and Programme staff evaluatorg.th@& conclusion of the practica and evaluation,
all trainer teams improved their training skillsammwork, confidence, and training techniques
(i.e., decreased reliance on PowerPoint presentatid use of interactive learning exercises).

Trainer certification

The trainers and training teams were evaluated Bi,FTSTC trainers, basic HIV course
participants, and conducted their own self-evatuatbefore receiving certification. Each
country has its own approach in granting the traicertification. The trainer certificates in
B&H and Albania were jointly issued by FPH and M©H. In Macedonia, the certificates
were issued by FPH and certified by the Doctorsaf@her, and trainers received continuing
medical education points for the course.

® The IDS selected for the TSTC in B&H has not poegly been exposed to the trainer skills trainingreas the
PHCs selected in B&H have been experienced traprendously trained by FPH so they already possetse
trainer skills.
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Once the trainers began to conduct the Basic HIMrsas, FPH continued monitoring their

training skills. Some weaknesses and strengthsiners were identified. In Albania, being the

fourth country to start the training, FPH has gdimesights and additional experience in refining

its trainer feedback. FPH introduced a detailedisskind content feedback session for each
training team after each training session basedralysis of findings from the pre- and post

training evaluations. This learning will be incorpted into a consistent evaluation methodology
for all participating countries in FPH’s Phase le8t%ern Balkans Programme trainings.

At the end of 2006, the Programme has developedciie trainers and 24 training teams in
four countries. In B&H, the same training teame apow conducting PHC trainings for the
GFATM-supported PHC provider training courses. |@nog on the foundation developed
through the Sida-supported Phase | Programme, P&iGing supported by the GFATM will
have a strong synergy with the Sida-supported B&Hvities of the Phase Il Programme where
advanced training for PHC providers will be develdp

b. Primary health care providers training
a. One-day basic training course

The Basic HIV Training Course for Primary Health CaReovidersaims to strengthen primary
health care providers’ knowledge and skills in ta@e and support of PLHIV and vulnerable
populations and to address the issues of stigmsaridhination, workplace safety, patient rights
and confidentiality. Training courses were conddcin both the capital and outlying cities in
four countries. Serbia and Kosovo were not inallitethe training activities in Phase | to avoid
duplication of activities. There was training fHC providers in Serbia under the first GFATM
grant, and in Kosovo, UNICEF has provided HIV tiags to some PHC provider groups.

Design and development of basic HIV training curtitum

Based on extensive research, consultation withrexjre HIV and AIDS, and consultation with

the interim Programme Manager, course objectivegewdeveloped in the areas of:

epidemiology; HIV transmission, AIDS treatment, awdrkplace infection prevention; the

effect of stigma, discrimination and attitudes arality of care; post-exposure prophylaxis, and
VCCT. The basic course curriculum was developedugust 2005 and reviewed by the
National AIDS Coordinators and HIV experts in bd&d&H and Macedonia. It was a time-

consuming process due to translations and “back fartd” communication and sometimes
challenging when the input from the NAC and frormicians were conflicting. Nevertheless,
this was an essential process because the finacwuwm reflected each country’s specific
situation and was “owned” by the country and thenistries. There is a country-specific
curriculum with a Trainer’'s Guide and a Participitanual for an eight-hour one-day.

As of the end of the Phase | Programme, FPH hasettapproximately 15% to 20% (dependent
on the number of PHC providers in a country) of PptGviders per country through its Basic
course in Bosnia & Herzegovina, Macedonia and Mugdgeo. Albania was the last country to
start the training thus the coverage was around. I8 training in Montenegro, from July to

October, was conducted in collaboration with thedd@wica Primary Health Care Centre
(PHCC). The PHCC selected the trainees while FRiiged the logistics, administration and

monitoring of the training. FPH aimed to build lbdastitutional capacity to take over the

training by gradually shifting the training respiiléty to a local institution.
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Table 5 Number of trainers, training teams, course s, PHCP trained & time frame by country
Country No of No of training No of regions No of No of Time frame
trainers teams covered PHCP courses
trained

5June-30
Albania 18 6 9 443 22 | March 2007

6 Feb-23
B&H 27 9 8 1365 56 | March 2007

16 Feb-9
Macedonia 18 6 5 1406 51 | March 07

1 Jul-2

Montenegro 9 3 3 550 24 Oct’'06
Total 72 24 25 3764 153

The training was accredited in the Federation offB&lacedonia and Montenegro. Albania
does not yet have a medical training accreditati@mem. By March 2007, more than 3'700 PHC
providers in the region had received the Basiaiingi

For the first time in the region, PLHIV participdte@s resource people in some of the Basic
courses to address the stigma and discriminatimeedf by PLHIV. Given the small number of
PLHIV that are willing to share their status operitywas not always possible to include PLHIV
in these courses. While the course participantsighbthat the PLHIV perspective was very
valuable, FPH also used this GIPA opportunity tersgthen the public speaking and advocacy
skills of the PLHIVs. It is hoped that capacityilding opportunities will strengthen these
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PLHIV to become effective agents to change progdgtigma and discrimination.

Impact of training
FPH has designed the training for primary care idexg to include evaluations from several

perspectives. These have included trainer perfocmaparticipant learning, course satisfaction
and influence of the training on providers’ knowgedand attitudes. FPH monitored the logistics
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management for each training course in a counfigedback on logistics was provided on site.
Course evaluation forms were administered and ctelte and participants and trainers received
feedback on a timely basis

Each course was monitored by FPH. Course monitere wesponsible for problem solving and
alerting the senior managers on areas that neetiadian. A mid-course review was conducted
to ensure consistency in the application of trajnmethodologies, content, improvements in
trainer skills and technical knowledge.

Based on the feedback from the B&H and Macedoniassomonitors, FPH improved the tools
to measure participant learning and course evalnatin May 2006, the post test was revised,
and the course evaluation form modified and statided across countries. Additional
improvements to the methodology were made in thik ¢fa2006 by the Senior Technical
Advisor, increasing the individualized feedback t@iner teams on their most recent
performance and areas needing improvements.

The feedback from the PHC provider participantsasftbthat the trainings were well received.
Several PHC providers became advocates after diimartg for the rights of PLHIV after they
received the basic training. Several FPH certifimdners have now been asked by their
ministries and other agencies to provide trainiogdther health-related initiatives. This is a
positive validation of strengthened training skiiad capacities built through FPH’s training
approach. In view of the overall positive receptamd demonstrated capacities built, both PHC
providers and clinic directors from the countrigdsonhave received the training have requested
FPH to scale-up these trainings in order to in&ehe coverage of PHC providers with the
Basic course.

Figure 2. Pre and post test results on knowlegljgides and behaviour
of Albanian & Montenegro PHC providers trained

Sverall score Krowledas scores Adtitudes score Practice score Confidentislity scores workplacs protection
sssss

The accreditation of the PHC training courses lgyrtiedical chambers for continuing education
credit for doctors’ license renewal is an importéenttor in institutionalizing the course and
integrating the training into the countries’ comiimy medical education (CME) system. In
Macedonia, the FPH training course has been atecethrough the Doctors’ Chamber. The
course has been ranked second out of a total cb&Bes accredited by the Chamber in terms of
number of credits approved. The Dentists’ Chamizes also considering granting accreditation
of the FPH course. The accreditations by DoctGtsambers in the Federation (Sarajevo, Tuzla,
Mostar and Zenica) and RS of B&H and in Montenedpave also been approved. This is an
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independent external validation of the qualitytw# training. Few training courses offered by an
NGO have ever been recognized for accreditatiorth#se countries. There is no formal
professional accreditation procedure yet in Albania

Il. Preparation for initiating the One-day course durinPhase Il in Kosovo

In March 2007, FPH organized an exchange visitkiosovar officials to Albania to introduce
Kosovar officials to the One-Day course. Kosovaasisidering adapting the Basic course in
Kosovo as part of the Kosovar Programme in Phas@&wo Kosovar officials (Dr. Izet Sadiku —
Deputy Prime Minister's advisor for Health and @enc Ymerhalili, Director of Centre for
Development of Family Medicine) with the FPH Kosd®€C visited Albania. They observed
the Albania training team — including a PLHIV cowrtlng a one-day basic course. The FPH
Kosovo and Albanian CPCs introduced the procedamelssteps to implement the course and the
challenges encountered in implementation. The willbatrainer team strongly supported the
PLHIV person’s involvement in the stigma and disgnation session of the course. The FPH
CPCs also provided feedback to the training teardetmonstrate the continuous monitoring and
coaching performed by FPH. The Kosovar visitors the Albania National AIDS Coordinator
who shared the Albanian experience in the seledt@miners and the curricula adaptations, and
the pre- and post-tests methodology

Based on this exchange visit to Albania, Kosovdkettalders are now discussing how to best
adapt this course to the specific needs and rageimés of Kosovo for implementation in the

Phase Il of the Programme. The Kosovar visitoss éarned from Albania about the proposal
preparation process for the GFATM leading to teeiccessful Round 6 grant.

2. Laboratory Assessment Results

From July to September 2004, Aletta Kliphuis frofmmaFmAccess Foundation, conducted an
assessment of the laboratory capacity in the wedBalkans. (The report is available on
request).

In every country, three different medical facil#ieere visited:
1. Public Health Institute
2. Blood banks
3. Clinics of Infectious Diseases

During the visit to Albania, Macedonia, Kosovo dfldntenegro, assessments were done in the
capitals only. During the second half of the assesd that included Croatia, Bosnia and
Herzegovina and Serbia, laboratories in variousssiincluding the capital, were visited.

For each country, the assessment included nottbelyeeds for HIV and AIDS diagnosis and
confirmation, but also the requirements to supm@fféctive VCT and a successful HAART
program in the future.

The general findings can be summarized as follows:

VCT:
There are major differences between countriese@léd stigma and the understanding
medical staff and the general population have oTVC
There are still great concerns in maintaining abefitiality at the laboratory facilities. In
five of the seven countries (Croatia and Bosnia ldedzegovina excluded), the identity
of the PLHIV is disclosed to the National Institsief Public Health (NIPH)
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The laboratories did not adopt the internationaV st coding system which would ensure
statistical reporting to the NIPHs while guaramgehe confidentiality test results.

Follow-up
Except in Kosovo and Macedonia, there is a lackroper follow-up of HIV+ patients.
In some countries, it is not even known whethes¢htested ever return to the reference
centres for HIV confirmatory testing. If a sampsesent to a reference laboratory and a
positive test result was confirmed, there is novadbllow-up.
Not all laboratories are suited for viral load tegtin set-up, equipment and personnel
qualifications and many could not conduct CD4 countlt was recommended that at
least one laboratory per country could performrnbeessary HIV and AIDS diagnostic
and management tests. An appropriate system forefieeral, transport and tracking of
samples, needs to be set up. However the procgsseas detailed planning with several
agencies involved.

HAART
As the HIV prevalence is low in each country, thare not many people receiving
HAART. Due to the complexity of the therapy and gide-effects, and the limited
experience locally, the actual prescription of HARRhould remain centralized in one
(or two) cities of each country. It is suggestedt tbach country develop one reference
centre where all the necessary tests for diagrensis monitoring would be available
(particularly for viral load and CD4). This woulddilitate the maintenance of a database
and the storage of plasma for resistance testipgaénts in case of therapy failure.
There is a need to train all infectious diseasesiafists, and other medical staff in HIV-
related issues, including the prescription and nooinig of HAART

General remarks
Functioning haematology and biochemistry laboratrare also necessary, as these
parameters need to be checked before the initiatbnHAART and monitored
periodically thereafter. In some countries these aot available, or the existing
laboratories did not meet basic standards.
There are differences among the National AIDS cioaitdrs in terms of pro-activeness,
level of commitment and influence. This is impottaas it has an impact on the
effectiveness of the program and level of acticitprdination.
As a successful HAART program is a team effortgertraining of medical personnel in
general -not only physicians- is necessary.
In relation to essential equipment, nearly all lfdes visited needed computers and a
network. All countries should have the capabildyperform viral load and CD4 assays.
In many countries the equipment is out of date,sadudue to the lack of consumables,
has no modern safety measures, or is broken dowinwih no budget to repair it.
Some laboratories would also need the reconditgwiintheir facilities to comply with
modern safety standards.
Training in basic safety measures, record systemsputer skills, plasma storage and
handling, etc, is needed in most countries, intamdito training on the new techniques
that will be set up.
A mechanism to ensure supply availability for tiaddratories must be found. Many
countries use a three-tender ordering system, wéiehdifficult to fulfil as sometimes
there are less than three tenders available indbstry.

30



3. Drug assessment report

between June and December 2004, Verica lvanovka @sarm, MPH) worked as a consultant
preparing a report on the access to antiretrotiredapy in the Western Balkans. The objectives
were to examine the availability of ART in eachtloé countries, assess the level and degree of
the health sector's ability to provide compreheasA&RT to PLHIV, as well as to study
governments’ political commitments to support thévarsal and free provision and use of ART.

A summary of her conclusions follow:

The governments in the Western Balkan region aspamsible for setting the overall
HIV and AIDS policy framework and regulations. As r@sult of continuous
governments’ efforts, national HIV and AIDS straesgwere prepared and officially
approved by all parliaments. One of the strategalgof all national policies is always
related to the provision of free and universal ARF all PLHIV, which confirms
governments’ political commitment in this area. Allestern Balkan countries have
applied to the GFATM to Fight HIV, Malaria and TBnd have requested substantial
support for the HIV and AIDS activities, includitige provision of ART. At the time of
the report, only the applications from Serbia, @eoand Macedonia had been successful.

The public healthcare sector and their human/physasources are the direct providers
of the comprehensive ART. Medical care for HIV a®dDS cases (including
comprehensive ART) in the Western Balkans is charged by an individualized
patient care by specialists in tertiary care hadpitThis system is quite centralized in
most countries with the exception of Bosnia andzegovina (B&H) with three HIV
AND AIDS sites as a result of its specific admirasitze structure.

The official prevalence rates of HIV and AIDS agdatively low in the region but it is
difficult to assess how representative these dataMoreover, in Albania and Republika
Srpska the confirmatory Western Blot testing i stt available in their laboratories, so
HIV positive samples are referred elsewhere fofiomation.

Until 2003, free access to ARV treatment was abégleonly in Serbia and Croatia.
Starting from 2004, the rest of the countries hallecated funds from the state
budget/national insurance scheme, and initiategtbeess of ARV prescribing and free
provision. The free ART has already started in Alaeand Kosovo, and is in progress in
Macedonia and in B&H. The costs are covered eiblyethe National Insurance Schemes
in Serbia, Macedonia, B&H, Montenegro and Croatie,from the state budgets in
Albania and Kosovo. In addition, the GFATM finandée procurement of ART for all
Serbian residents, and for Macedonian residentsowithealth insurance.

The initial eligibility of all newly diagnosed petits for ART, as well as its monitoring
are based on clinical examination, routine labayatests and CD4 count/viral load.
Most of the governments do not have the capacityrid ART monitoring and follow-up
activities. As a result, the national referenceotalories in Macedonia, Kosovo,
Montenegro and Republika Srpska (B&H) are not goegpwith CD4 cell counter/viral
load equipment and test kits, so they are not@bpeerform these tests. The governments
have requested financial assistance from the GFAd Mhprove the national diagnostic
capacity by obtaining the equipment and training staff in their utilization. Due to its
successful application to the GFATM, only the refere laboratory in Macedonia will be
equipped with a CD4 cell counter in 2005. The oéghe applications from Montenegro,
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Kosovo, Albania, and B&H were not approved. Thavgrnments intend to apply again
to the GFATM or elsewhere and request financiapsufpfor these services.

The overall conclusion from this assessment istti@governments in the region show political
commitment in the fight against the HIV and AID@&dehave taken steps related to the provision
of ART. However, there are still a significant nuenlof gaps that should be timely addressed in
order to provide an effective and comprehensive ARdtment.

C. OTHER ACTIVITIES

1. 1st Regional Western Balkans HIV AND AIDS Conferene

Overview

FPH organized the first Regional Western Balkan¢ &tid AIDS Conference from thé'8o the
10" November 2005, in Skopje, Republic of Macedoni&he conference was the result of a
collaborative effort with the project partners frdotal and international NGOs, government
institutions and agencies, health institutions, amdrnational organizations, committed toward
the fight against HIV and AIDS.

The goal of the conference was to serve as a phatfo build and sustain a better regional HIV
prevention and AIDS care and support network. dvjated the first regional opportunity for the
exchange of HIV and AIDS experiences among local emernational NGOs, governments,
health institutions, international organizationsd geople living with HIV (PLHIV). It was an
opportunity for FPH to build capacity of regionafaleeholders through the sharing of
information, best practices, and experience in Hild AIDS prevention and support.

The conference aimed to promote dialogue amongrbiect partners and those affected by the
disease, to enhance cooperation, to build regioaphcity among NGOs and governmental
agencies dealing with HIV and AIDS, and to enhacwerdination in the fight against HIV and
AIDS in the Western Balkans. These objectives vaetgeved through a diverse combination of
opportunities for information exchange, includingerary presentations, skills building and
small parallel discussion groups, question and ansand satellite sessions. Participants were
also invited to attend a poster exhibit, highlightithe achievements of NGOs involved in HIV
prevention and support activities, take part indfigisits to local NGOs, and Ms. Louise
Bermsj6, Programme Officer for the Eastern Europalth Division of Sida, hosted a pre-
screening session of a movie entitled “Transithded and produced by Sida in cooperation with
MTYV International, released on December 1 2005, [&VAIDS Day.

In addition to the intensive conference schedugtigipants also enjoyed evening social dinners
to discuss more thoroughly the day’s events an@etwvork among one another. More than 100
participants took part in the conference, includiMinistry of Health officials, NGO
representatives, PLHIV, epidemiologists, infectioudisease specialists, UN agency
representatives, donors and other participantsivedoin HIV prevention, and AIDS care and
support activities. The countries representedundi Albania, Bosnia and Herzegovina,
Croatia, Kosovo, Republic of Macedonia, and Sealid Montenegro.

Conference design and development
The conference was planned in accordance with rewdations made by Dr. Lee-Nah Hsu in

the Mid-Term Evaluation Report dated April 2005 agldborated by the team. The team
considered the conference as a capacity-buildinf tme that would bring together the NGOs
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supported by the Trust Fund to share lessons ldamgputs and findings and to highlight good
practice examples of NGO and clinical partnership¥ith this in mind, the team designed a
conference outline and agenda during an plannitrgaein June 2005. The first conference
announcement on the Programme website soon followkdreby Programme partners were
notified of the upcoming event.

From the basic conference outline, the FPH tearnoedted the conference activities and gave
more specific focus to each component of the cenie. Key activities included: 1)
development of specific session goals, objectiges, anticipated outcomes; 2) development of
checklists for tasks and procedures; 3) creatioemiplates for posters, abstracts, presentations,
and invitation letters; 4) contact of presentemslitators and provision of direction; 5)
coordination with local government NAC and offigab plan opening ceremony and conference
facilitation; 6) planning for the substantial loigal support required; 7) coordination with
Country Programme Coordinators to ensure assistandecapacity building of local partners
(particularly NGOs participating in the Trust Furad) well as adherence to deadlines; 8) writing
and/or editing of all conference materials;, andceprdination of materials translation and
publication. This process of planning and coortiomatook place most intensively in the two
months prior to the conference (September and @ctas well as throughout November until
the end of the conference.

Description of conference activities

The conference consisted of two full days of atigisessions and a half-day of review,
summary, and open discussion. The conferenceiteagiwere tightly scheduled, with sessions
planned from 9:00 a.m. to 7:00 p.m. and eveningvides following thereafter. The general
layout of the conference involved plenary sessionghe mornings, where all conference
participants were present to listen to presentafiand parallel sessions, where smaller groups of
participants took part in interactive sessionspafcsal interest to them.

The tone of the conference was set by the keyrpsech provided by Dr. Susan Paxton, a well-
known and respected HIV positive advocate from falist, who emphasized the importance of
involvement of PLHIV in all HIV and AIDS preventiésupport activities and the need to pay
special attention to women with HIV. Presentadi@and discussions followed relating to health
systems responses to PLHIV across the region, pouesponses to HIV and AIDS, NGO
responses and activities, regional partnershipsbbshed, and international involvement. The
parallel sessions allowed participants to learnevayout a number of areas relating to HIV and
AIDS care and support, including advocacy for PLHiWonitoring and evaluation, engagement
of marginalized groups, VCCT, ARV therapy, the GRAProcess, and UNGASS (The United
Nations General Assembly Special Session) reportiimgaddition, a session was reserved for
FPH funded NGOs and partners to discuss the féisibi regional proposals for thé“ound

of the Trust Fund. The conference also affordedigigants the opportunity to learn of the
activities of international partners in the regioncluding UNICEF and Family Health
International, in the Satellite session presematiolTo ensure the most active involvement of all
participants, at the start of each day of the aemige, spokespersons volunteered to report back
to conference participants the lessons learnedisedssions held during parallel sessions.

Evaluation of conference

The conference proved to be a highly successfiliggtmeeting its goal and objectives. The
participants showed great interest and involvenmerthe sessions and responded positively to
the event. A large number of participants attenaled took part in all conference events. The
conference also attracted a number of PLHIV fromuad the region, the first opportunity for
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many of them to attend such an event and havece woiactivities relating to their health and

lives. On the first day of the event, a press camfee was held with the country National AIDS

Coordinators, government representatives, the &l@a representative, the FPH Executive

Director and Programme Manager, and Key Note Speaktany local media representatives

were present and stayed throughout the day to cbndierviews with conference participants

and PLHIV. The media coverage of the event wasegextensive throughout the Republic of

Macedonia and Kosovo, with news of the conferenageal repeatedly in the press for a number
of days following the conclusion of the conference.

On the final day of the conference, time was siteato allow participants to share their ideas
and conclusions on the conference sessions andr@@anizations to share current and future
activities planned. Programme Officer for the EastBurope Health Division of Sida Ms.
Louise Bermsjo, opened the discussion by talkingualsida’'s commitment to the fight against
HIV and AIDS. She stated that a large amount of eyomwas allocated to this important issue,
however pointed out that it was the dedicated peapld organizations implementing programs
that have had an impact on the fight against HId AfDS, highlighting that the cooperation
between Sida and FPH “is a most successful coopetat

During the conference “conclusions and recommeadstisession, a spokesperson summed up
the event by stating that the goal of the confexdmad been met and that while the conference
agenda was intense, it also allowed for a numbéomits to be presented and experiences to be
shared. He also provided a number of recommendatamme of which included: 1) to continue
building NGO capacity through regional trainingsidy visits, and networking; 2) to strengthen
regional collaboration between the different statéérs through establishing regular regional
exchanges; and 3) to support PLHIV, by establishaend®’LHIV friendly environment in
governmental institutions, creating self suppodugs, strengthening the capacity of existing
NGOs, and strengthening advocacy skills.

General comments provided by participants in theiference evaluation forms were positive.
In general, they were pleased with the hospitadityl assistance of FPH staff and with the
conference facilities. The majority felt that teeent was well organized and that the content
was relevant and interesting. Most enjoyed theodppity to share information, experiences,
and lessons learned as well as network with oteeple involved in the fight against HIV and
AIDS across the region. A number of participans® axpressed their satisfaction with having
PLHIV involved and having the opportunity to medWHpositive people. One quote provided a
general impression: “Thank you for a great job -onMerful conference”. Areas that
participants thought could be improved included:allowing more time in the parallel sessions
to have more productive results; 2) making the isassmore interactive, with less focus on
presentations; 3) having more information from NG@ailable; 4) focusing more on concrete
actions that could be taken as a conclusion ottimderence; and 5) improving upon the country
NGO presentations.

2. The 2nd Western Balkans Regional Conference on HIV

The Conference was held on the &d &' of October 2006 in Przno, Montenegro. The theme
was “Multisector Partnership to Build HIV Resiliic This Regional Conference was
organized by FPH, in collaboration with its bengfies and partners. The Conference was
financially supported by Sida, UNAIDS Secretariad &SDC, Albania. Mahidol University of
Thailand, WHO-Euro, GFATM Secretariat, IAN-Globalsyehiatric Alliance, UNIFEM,
UNHPVPI-UNDP, B&H provided resource persons forafie Conference sessions, sponsored
marginalized populations and non-health sector gowent ministries or donated technical
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reference materials for distribution at the Confiee This was the first time health and non-
health sector partners shared the same regionaéven

The Conference objectives were as follows:

Build multi-sectoral partnerships for effective pesses to enable universal access to
prevention, treatment, care and support at commgumiational and regional levels and
to provide a forum for dialogue to build regionapacities and collaboration among
sectoral partners in governments, NGOs, researchroanities and beneficiaries

A total of 155 participants from 13 countries peigated. In addition to the seven countries and
entities which participated in thé' Regional HIV Conference in 2005 (Albania, B&H, @tia,
Macedonia, Montenegro, Serbia, UNMIK-Kosovo), in0B0 there were participants from
Denmark, Great Britain, Georgia, Sweden, Switzetland Thailand. From the government
side, in addition to officials from the Ministry d¢dealth, Institute of Public Health, infectious
diseases specialists from the capital cities, tharee members from community health centres
outside of the capitals, Ministry of Civil affairsinistry of Culture, Youth and Sports, Ministry
of Defence and Office of Poverty Reduction. Fronteiinational organizations, Sida was
represented by two key staff from their Headquartaes well as Sida staff from B&H and
Serbia. This is in addition to representatives fidMDP, UNFPA, UNICEF, WHO, IOM, and
GFATM Secretariat.

PLHIV from each country participated at the RegloGanference in addition to members of
marginalized or vulnerable populations: a previgushfficked woman, sailor, truck driver, ex-
IDU, MSM and Roma. In an emotionally moving sessitndividuals from each of these
vulnerable groups made testaments about their pairsexperience with HIV and provided
recommendations to the conference participante ALHIV participants continued the network
and planning initiated in the regional consultation Macedonia in September 2006 and
presented a resolution to the conference partitspan

The participants were engaged in their variousc®pif the Conference and used them to build
networks and learn about unique multi-sectoral epghnes in the region. There was strong
interest in a third conference, with several caestapproaching FPH with offers to host the
conference and participate in its organization. isTblearly is another indication of the
importance of the meeting to regional harmonizatidiopics emerging as priority in addition to
the topics covered so far were a focus on “genddr#V” and “mobility and HIV.” It was also
agreed that the Conference continue to be rotatedifterent countries in the region during
Phase II.

3. The program website

A young IT Expert, with special training in web-tgs and maintenance and experience in a
large regional project, joined the FPH Macedonadf $tetween the months of March and July of
2005 in an effort to build an internet-based websit showcase the Programme and activities
from the region.

After the website design had been finalized andgdeon the webnfww.balkans-fight-hiv.ory

a one-day training workshop for three programmdf staas organized to improve their
understanding of the way websites work. They was® trained on how WebPages can be
updated or changed as needed. In addition, a sfuiie was prepared and provided to the
trainees.
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FPH finalized the website as it is today with &k information related to the “Western Balkans
Programme to Fight HIV and AIDS”. Specifically, tedge contains information and updates on
HIV and AIDS, HIV and AIDS related protocols, contiments, declarations etc. In the
Programme section there is information about progna development and components, fact
sheets and country specific information on HIV &i®S, FPH NGO partners, NGO activities
funded by the Trust Fund, brochures, leaflets aamdous material printed and published by
NGOs. A special menu contains links to other NG®é&bsites related to HIV and AIDS with
special focus on the Western Balkans region. Megage number of hits per month is 8,000.
The best month was January 2006 with around 16280

D. LESSONS LEARNED

1. The regional focus made the program unique and coributed to economies of
scale, as well as reduction of barriers to new appaches.

Examples include:

Increased consultation and networking among thellsgraup of infectious diseases
specialists in the region and recognition for enmgrgcentres of expertise in Zagreb and
Belgrade that can be consulted

Development of a core curriculum for trainers aodPHC providers that was then adapted
and approved by each of the participating countrieBhe original investment in the
development of the curriculum was substantial. pidaons in other countries integrated
lessons-learned due to the staggered implemeniapiproach.

Regional NGO capacity-building workshops and stwiits show cased NGO activities
while promoting a friendly exchange, sharing of wharks well, and problem-solving on
how to overcome country barriers and challenges.

Participation in briefings, the one-day course, arténsive debriefings and discussions for
the Kosovo visitors in Albania were more effectitean a sharing and discussion of the
curriculum in-country, demonstrating how countrytidties can impact neighbouring
countries and the region through modelling andtipi¢p

Exposure to GIPA (in PHC training courses) and radttoral approaches in one country
(PLHIV regional consultation in Macedonia) or sadti(Regional Conference) stimulated
and advanced individual empowerment and organizatidevelopment in the home country.

2. Programmatic flexibility is crucial over a three-year programme duration

From the onset of the Programme, FPH asked Sidaldav a certain flexibility in making
programmatic changes. This strengthened Sida aMd'sFrole as partners in the region
responding to actual needs, reflecting the epidemio dynamics in the countries of this region.

Some Programme activities were taken over by o#tgancies (WHO: ARV treatment
protocols, provision of ARVs and equipping: GFATMdasome VCCT centres in Kosovo
by UNICEF)

The national funding situation was affected by GRABupport and other donors. For
example, both Serbia and Kosovo planned and impieadesome health worker training in
HIV, Serbia with GFATM and Kosovo with UNICEF anBH. The Programme therefore
decided to invest in other countries. For bothntoes, it became clear later on that there
were some significant training gaps due to appresemd methodologies used.
Opportunities emerged due to Programme initiatagsigtance in creation and support to
nascent PLHIV NGOs, strong commitment to GIPA, tfir@ining of government VCCT
providers for B & H) that strongly supported th@giammes overall goal and objectives.
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The Regional Conferences contributed to the dewedoph of NGO skills differently than
focused workshops. NGOs worked on presentatiah raarketing skills, networking,
exchanging of lessons-learned with other from tbgion and seeing HIV advocacy and
GIPA in action. It was also the only regional ferwhere government and NGOs shared
equal platform and had open dialogues which imptawederstanding and collaborations at
country and regional levels.

3. ltis possible to transform people's attitude abouHIV

PLHIVs in Macedonia, Kosovo and Albania were wiljito seize opportunities and be their
own advocate. For many, for the first time sinbeirt diagnosis, they began to share
experiences, give mutual support and find soliganhong each other.

There was a definite change in the climate of tin& fand second regional conference.
During the second conference, participants wereemmpen to sharing, listening, and
exchanging, as well as provide a supportive enuiramt to the members of the vulnerable
groups who took big personal risks to voice thepeziences.

4. GIPA is realistic, but preparation and planning isimportant

PLHIV, many not health professionals, were involgedcessfully in training on basic HIV
knowledge for primary health care providers. ThCPproviders gain insight and first-hand
understanding of the problems and challenges fagedLHIV with respect to society and
the health care system and become more sensitREH®V issues.

PLHIV have to be oriented and trained in this tiregnrole to maximize their effectiveness.
Participation in the training of providers has kmme PLHIV to better acceptance of their
own HIV status and contributed to personal growtti positive living.

5. Effective programming require GO and NGO partnership

VCCTs, both public and NGO run ones, complement anether. The NGO ones allow
targeted outreach that would have not otherwise laeeessible for the target populations.
The public ones provide confirmatory testing andlofe-through referral for treatment
services, when needed.

Vulnerable groups can often only be reached forcation via grass roots NGOs and peer
educators. To reach vulnerable groups with préeenand care efforts, the needs to
collaborate closely with the respective NGOs.

6. The best responses are those engaging the very tatgopulations

Seafarers (IOM Coratia), truck drivers (Macedoni@adRCross), sex-workers (HOPS
outreach), drug users (Labyrinth, Kosovo and UG,B&H) made stimulating and moving
contributions during the second Regional Conferencehis gave participants better insight
and appreciation of the challenges faced dailyhgyvulnerable populations, as well as an
opportunity to assess why and how to work witssthbridging populations.

7. For greater change in NGO practices, workshops shddi be followed up by
organized coaching activities.

Some NGO activities (e.g., the development of B@@tsgies and activities) benefit from

training followed by coaching opportunities wher&®s receive a review and input to
products and activities developed after a formaksioop.
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8. Even though the separation from the founding orgaization was difficult, the
joint work on the regional programme has begun to drge a solid consultative
team in the Western Balkans region, and other projets are building on and
linking with the Sida-supported regional activities
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LOGICAL FRAMEWORK ANALYSIS
WESTERN BALKANS PROGRAMME TO FIGHT HIV/AIDS

PROJECT DESCRIPTION

OBJECTIVELY MEASURABLE
AND VERIFIABLE INDICATORS

RESULTS (May 2007)

COMMENTS

DEVELOPMENT GOAL

To help contain the spread of HIV in the
Balkans.

Reported prevalence of HIV

(N.B. prevalence is expected to
increase initially, due to better testing
systems and greater awareness and
willingness to get tested).

HIV Prevalence is increasing, in part due to
improved acceptance and access to VCCT
stigma reduction activities

The Partnerships in Healthcountry offices have becom
adlV resource centres for trainers, clinicians, NGOs
local students for their use in preparing trainirggearch of
projects.

I. PREVENTION
COMPONENT

Prevention Purpose

To increase the focus on high-risk groups &
improve the knowledge, attitudes, and

practices (KAP) of high- risk populations
regarding the prevention of HIV infection.

ridleasurable and significant increase
the % of high-risk men, women, and
youth knowledgeable about the
prevention and transmission of HIV
and reducing high- risk behaviours.

nThe Programme has maintained the focus g
high risk and marginalized vulnerable group
throughout.

Baseline and end of project KAP surveys of
high-risk populations targeted by the NGOS
are available.

There is increased involvement of
marginalized vulnerable groups in HIV
prevention, particularly among PLHIVs.

nThe NGO information will be analyzed systematicg
s across the region and posted on the Programme gebpa

Many individuals from the risk at populations weeached
with education (by professionals and/or peers) andices
(VCCT, reproductive health services, harm reduct
testing for Hep B and C, etc.). NGO estimates
vulnerable populations reached during Phase | &ite
being compiled.

Based on the Programme support, most of the hgh
population outreach have reached or exceeded dmed
numbers with the exception of MSM and sex workess
both continue to be highly stigmatized. However,
Programme has managed to open the door to adthess
sensitive issues. For example, for the first timeMSM
representative and several PLHIV and a woman who
been trafficked and forced to do sex work openlyegéneir
voices at the ¥ Balkans regional conference
Montenegro in October.

In addition, the Programme supported the estabbstrof
the first MSM VCCT in this region and remains thdyo
MSM operated VCCT centre targeting MSMs in UMI

and
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Kosovars and non-Kosovars.

The first regional PLHIV consultation empowered PLH
to speak up for themselves and to seek ways fatiyeg
living. PLHIV and their emerging associations haeeii
assisted to become more active in advocacy in t
countries and in the region.

Prevention Objectives

Increase the technical and management
capacity of local NGOs to implement HIV
prevention education and VCCT
programmes.

Support local NGOs to improve the quality
their prevention/ education activities and/o
increase their ability to target larger and
higher-risk groups.

Support local NGOs to establish and provid
quality VCT services.

Support local NGOs in the development of
monitoring and evaluation (M&E) tools to
better measure the impact of their work.

Number of participating NGOs with
improved financial, planning, and
M&E systems and approaches and
increased technical skills.

of
Increase in the number of NGOs whi
target high-risk groups.

eNumber of NGOs which can show
impact of their prevention education
activities on knowledge, attitudes, an
practices measured with KAP survey
and exit interviews.

NGOs providing quality services.

Annual increase in the number of
people using the VCT sites.

Number of new VCT sites managed byProgramme have now been recognized as {

All participating NGOs had to follow standar
reporting procedures (financial, progress
reports), technical materials were reviewed,
and NGOs were mentored by the CPC
throughout the project duration.

tMNGOs selected for the Trust Fund support
have to serve one of the high risk groups
specified by the Programme.

A series of capacity building activities (forma
trainings, supervision and mentoring) were
d conducted, strengthening NGO technical an
5 management aspects.

Several of these NGOs supported by the

NGOs with expertise in dealing with IDUs,
Roma, MSM and PLHIV.

The number of visitors to the growing numb
of VCT sites supported by the Programme ig
increasing, particularly with the innovative
sites set-up in Macedonia that combined ha
reduction and VCT; the MSM self-support
group and VCT site; the VCT and IDU
service; the VCT service for mobile
populations and sex workers in UNMIK-

sites for general populations operated by thg
public sector. The number of testing exceed
the planned numbers for all the VCT sites
established with the Programme’s NGO Trul
Fund. In addition, by drawing synergy, the
FPH supported VCT sites in Albania,

Kosovo are more than the clients to the VCT

dThe quality of financial reporting by NGOs has be
improving steadily and by now, most of the NGOs arle 4
to provide proper financial reporting, monitor thg
activities properly despite the fact that they aoé yet able
to always prepare reports timely . The Programraéf
have been providing coaching and technical ad
continuously and intensively throughout the dumatd the
Programme.

All the 26 NGO projects supported by the Trust Fund
AINGOs: 4 in Albania, 3 in Bosnia, 4 in Macedonia, 2
Serbia, 4 in Kosovo, and 2 in Montenegro) targeh gk
dpopulations. All, except one project and NGO perforn
well through extensive coaching and technical adyige
FPH.

h&he CSGD-MSM study in UNMIK-Kosovo, the Elbas
study in Albania with Roma, MSM, migrants, sex worke
the Roma peer-education in Serbia and Macedonia
MRC in Macedonia all contributed to the improvemefht]
prknowledge, attitude and practice. PLHIV from the veh
region also showed improved understanding of the fiere
their own self-determination and self-support gowpth
rpositive living as a result of a consultation held
Macedonia at the initiative and with support frome {
Programme.

—
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only HIV screening test but also Hepatitis B
and Hepatitis C screening tests, in view of the
high prevalence of these two types of Hepatitis
in these countries. (This is additional to the
planned activities).
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PROJECT DESCRIPTION

OBJECTIVELY MEASURABLE
AND VERIFIABLE INDICATORS

RESULTS (May 2007)

COMMENTS

II. CARE AND SUPPORT COM

PONENT

Care and Support Purpose

To improve the diagnosis and quality of
clinical services for individuals infected
and affected by HIV.

Number of HIV infected individuals ablg
to access appropriate care and support]
services.

Agreements signed with MOH specifically fg
the implementation of training courses for
primary care providers.

r Addressed via training of IDSs and primary care
providers, as well as the involvement of PLHIV |
the training activities.

Government and professional recognition of the
value and quality of the training provided by the
Programme is reflected in the granting of CME

credits in BiH, Macedonia and Montenegro — tht
out of the four countries where PHC trainings ar
being provided. Albania has no CME system ye},
thus this was not applicable.

D

Care and Support Objectives

Promote a consistent, and cost-effective
approach to the care and support of HIV
positive persons.

Support the establishment of multi-
disciplinary approaches to HIV care and
support in each country through training
health care personnel in this model of caj
and support.

Enhance the clinical skills of a cadre of
Infectious Disease Specialists in each
country in the diagnosis and treatment of
AIDS and opportunistic infections.

Improve infection prevention and
workplace safety systems to reduce
transmission in the health care setting.

Improve the knowledge of primary care
providers about early diagnosis,
transmission, basic clinical management
AIDS and referral of patients to HIV
clinics.

Number of countries with guidelines an
protocols.

Number of trained infectious disease
specialists who indicate that they apply
new treatment guidelines and protocols
of
rePercent of trained general providers wh
conduct risk assessments to determine
patient’s potential exposure to HIV,
followed by prevention counselling.

Increased referral and communication
between general providers and speciali
regarding the diagnosis and care of
patients affected with HIV.

Increased discussion by providers,
patients, media, and public about issue
of discrimination and patient rights.

ofNumber of referral networks for NGO
activities supported via Trust Fund .

f Protocols are being implemented with the
support of WHO.

Clinical skills of main IDSs in each country

strengthened through ART workshop (2004
. treatment update (November 2006), clinical

practica and fellowships to attend appropria
ointernational meetings and training courses.
a

PEP and workplace protection covered in

Basic Course for PHC providers.

Statistically significant improvements in
stattitude changes in trained providers related
confidentiality, stigma and discrimination
(post-training assessment) after only the on
day training for the PHC providers.

5 Assisted in creation and strengthening of 2
PLHIV support NGOs in Albania, B&H
federation and in Republic of Srpska and is
facilitating the formation of one in Kosovo as
well as the development of a regional netwqg

1-2 networks/support groups of PLHIV

Multi-disciplinary approaches were used in the
constitution of the training teams.

PHC providers trained by the Programme have
, begun to refer patients with clinically suspected

HIV infections to IDSs, this did not happen prior|
eto the training offered by the Programme.

The introduction of greater involvement of PLHI
in Programme activities as well as facilitating
empowerment of PLHIV and knowledge on thei
rights have resulted in PLHIV from the countrieg
become open to reveal their status in the public
ttorum and willing to associate with others by
forming self-support groups and to start regiona
e-network.

rk.
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Assure the rights of HIV positive persons
through stigma and discrimination
reduction education of primary care and
tertiary care providers.

Improve the care and support networks g
those living with HIV.

per country.
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PROJECT DESCRIPTION

OBJECTIVELY
MEASURABLE AND
VERIFIABLE
INDICATORS

RESULTS

ADDITIONAL COMMENTS

Care and Support Results

National treatment protocols will be in use
each country by the end of the Programme|

Each country will have cadre of appropriate
trained HIV specialists who are responsible
to provide quality treatment and act as a
resource and support to providers engaged
the day-to-day care of HIV positive
individuals and their families.

In each country a group of at least 20-40
primary care provider trainers will have
followed a TOT course and will possess th
pedagogical skills and the clinical know-ho
to implement courses on HIV and AIDS for
peers in an organized manner

In each country a minimum of 1-2 provider
courses for 40-50 participants each will ha
been implemented and participants will be
more knowledgeable about signs of HIV

infection, infection control procedures, and
issues related to stigma and patient rights.

In each country a plan for continuing and
expanding provider training will have been
developed and submitted to the health

nNumber of protocols adopte
by specialists for treating
HIV and opportunistic
lynfections.

Number of specialists that
ihave participated in training
courses.

Number of providers that

have participated in HIV, IP,

and stigma reduction trainin
ecourses.

authorities.

dProtocols are being implemented with the
support of WHO.

35 IDSs specialists were trained in an ARV,
workshop in Zagreb and 15 of these also
received practical training in the main ID
clinics in Belgrade or Zagreb.

24 multi-disciplinary training teams
(consisting a total of 72 trainers of IDS,
primary care doctor, nurse, and in a numbe
g of cases a PLHIV) trained in adult learning
methodologies and technical content

3,766 PHC providers from BiH, Macedonia
Montenegro and Albania trained in the Bas
Course (addressing these topics). Post-
training changes are reported in the 2006
January — June progress reports.

Organized training plans are still not
available in countries, however demand for
further training of PHC, mental health,
psychosocial support staff and secondary
providers is exceedingly high.

First ARV workshop conducted by Project HOPE US

specialists exceeded practical experience of ID$isa

region. As a result, a practicum was added andWehps
Tprovided for select practitioners in need of furttraining.

The second workshop in November 2006 focused onipahc
exchanges and case discussions with the focug afptbcific
situation in this region more than on didactic teag, as the
former is more needed in this region.

r No trainings were conducted in Serbia and Kosoveesin
GFATM (Serbia) and UNICEF (Kosovo) had covered tragn
of some of the health providers.

CME credits (points) are provided to trainers amathees in

cMacedonia and select areas in Bosnia and the Basise
was rated number two of more than 50 CME courses in
Macedonia.
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