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 ABSTRACT  

The rapid spread of HIV infection necessitates the introduction of sensitive 
methods not only for monitoring the transmission of the disease but also for 
possibly predicting where the infection might appear in particular areas or 
population groups. The Consultation brought together experts in HIV 
surveillance from the countries of central and eastern Europe to discuss the 
introduction of the second-generation surveillance guidelines developed by 
WHO headquarters. These guidelines recommend the introduction not only of 
case reporting and prevalence studies but also behavioural surveillance in order 
to monitor HIV-associated risk behaviour and thus to predict where HIV 
infection could spread. They also highlight the additional support to risk 
assessment that could be gained from the surveillance of sexually transmitted 
infections. The Consultation reviewed available experience from ongoing 
surveillance systems in some European countries, and made important 
recommendations on the introduction of second-generation surveillance 
guidelines. This should be done through a series of training seminars, by 
revising national surveillance protocols, and by integrating HIV surveillance into 
existing national health surveillance systems. 
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I. Scope and purpose 

The World Health Organization Regional Office for Europe (WHO/EURO) reacted very early to 
the threat of the AIDS epidemic when it established a WHO Collaborating Centre on AIDS 
Surveillance in Paris in 1984. The Centre has developed a well established regional surveillance 
system for AIDS case reporting as well as collecting data on HIV prevalence. Recent AIDS 
incidence is, however, strongly modified by effects of highly active anti-retroviral treatments 
(HAART) in parts of the European Region and no longer represents a reliable indicator of past 
HIV transmission. Therefore, since 1998, AIDS case data has been supplemented by a regional 
system for HIV case reporting. Data on newly diagnosed HIV infections provide a more up-to-
date picture of the HIV situation and are not directly influenced by HAART. However, these 
data should be interpreted with caution because they do not represent HIV incidence, they 
depend heavily on HIV testing patterns and they are still very incomplete in the most severely 
affected western European countries. 
 
In countries of western Europe those found positive might benefit from the government free-of-
charge support to the treatment of the infection with currently available antiretroviral drugs. 
However, in many countries of central and eastern Europe the availability of the effective 
antiretroviral drugs is extremely limited and massive screening of the population for HIV has not 
been recommended. 
 
WHO, in collaboration with UNAIDS, has developed guidelines for the second-generation HIV 
surveillance which would be able to supplement the European system for HIV case notification 
by the sentinel surveillance for HIV prevalence trends and by the introduction of behavioural 
surveillance. Second-generation HIV surveillance aims to improve collection, analysis and use of 
data essential to AIDS control programmes and national and international institutions for 
monitoring the epidemic and for guiding the response to it. 
 
Main features of second-generation HIV surveillance systems are: 

� Building on lessons and experiences of the first decade of HIV surveillance, trying to 
improve and expand, rather than replace, existing surveillance systems. 

� Suggesting more flexible systems that can be tailored to the different levels of the epidemic 
(low-level, concentrated or generalized) and the different national realities and level of 
resources. 

� Improving the integration of HIV biological surveillance (HIV/AIDS reporting, HIV 
surveillance) with behavioural RISK surveillance (monitoring trends in behaviours or 
using STI data as indicator of behavioural change). 

� Supporting continuous research into new epidemiological tools, improved methods for 
building estimates and modelling the epidemic, and better ways of using data for advocacy, 
planning, monitoring and evaluation purposes. 

 
The objectives of the consultation were as follows: 
1. To exchange information of the current surveillance system for HIV infection in selected 

countries of central and eastern Europe and to ascertain whether it is able to reflect the real 
epidemiological situation. 
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2. To define current problems in HIV surveillance which need to be addressed and solved 
such as for example the inability to predict areas, population groups and time for further 
outbreaks of HIV infection. 

3. To exchange information on feasibility of sentinel surveillance studies to be introduced in 
each peripheral level epidemiological structures. 

4. To get agreement on the steps for introduction of the second-generation of HIV 
surveillance including sentinel HIV surveillance and behavioural surveillance for risk 
factors facilitating the HIV epidemic. 

5. To define recommendations for implementation of the second-generation surveillance. 

6. To develop an outline for training seminars on introduction of the second-generation 
surveillance. 

 
The consultation was to provide guidance for a series of training seminars being planned by 
WHO and UNAIDS on introduction of the second-generation HIV surveillance in the framework 
of the strategic planning undertaken at present by UNAIDS. 
 
The participants were experts directly responsible for the national HIV surveillance from some 
selected countries of the European Region of WHO, staff members of the WHO Regional Office 
for Europe (WHO/EURO) and experts from the WHO Collaborating Centre on Epidemiological 
Monitoring of HIV/AIDS in Europe, the UNAIDS/WHO Working Group on Global 
HIV/AIDS/STI surveillance and the UNAIDS Europe Regional Desk. 
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II. Proceedings 

1. Day 1 
14 November 2000 

1.1 Opening ceremony 
The meeting was opened by Dr Bernardus W.K. Ganter from WHO/EURO with brief remarks to 
welcome the participants and to describe the aims of the consultation. He emphasized that the 
good practices of the “first-generation” HIV surveillance should be supplemented by the 
recommended second-generation HIV surveillance approaches and recognized that, the 
feasibility of implementing the second-generation HIV surveillance would have to be 
considered. 
 
Following self-introduction by each participant it was agreed that Dr Tatyana Smolskaya would 
chair the meeting during the first day and that Dr Irena Klavs would be the rapporteur. 
 
Dr Alexander Gromyko (WHO/EURO) introduced the scope and purpose of the Consultation. 
Strengths and limitations of the current national HIV surveillance systems were to be assessed, 
the lessons learned acknowledged, the problems identified and the future national and 
international perspectives discussed. He outlined the proposed programme.  

1.2 Review of current HIV/AIDS/STD situation in Europe 
Dr Francoise Hamers (WHO Collaborating Centre on Epidemiological Monitoring of HIV/AIDS 
in Europe) described the European HIV reporting system which was developed in 1999 to 
complement other HIV surveillance activities of the Centre (collection, analysis and 
interpretation of information on reported AIDS cases and HIV prevalence data for several 
population groups: blood donors, pregnant women or new-borns, injecting drug users (IDU), 
men who have sex with men (MSM) and commercial sex workers (CSW). For the period from 
1997 to 1999, 20 countries provided information on individual reported cases and 16 countries 
provided aggregated data on HIV-reported cases. In 1999, 36.6 newly diagnosed HIV infection 
cases were reported per million population in Western Europe as a whole (excluding Spain, 
France, Portugal and most regions of Italy), 6.7 cases per million population in central Europe 
and 108.4 cases per million population in eastern Europe. While, during 1994–1999, the HIV 
reported rates were fairly stable in western and central Europe as a whole, they were increasing 
rapidly in eastern Europe, where the epidemic has been driven mostly by transmission among 
IDU. Data on reported AIDS cases would not reflect this recent rapid spread of HIV among IDU. 
 
Dr Francoise Hammers discussed the following issues relevant to HIV reporting: 

• Information on reported HIV cases does not provide a direct measure of HIV incidence and 
prevalence. 

• Reported data on newly diagnosed HIV infection cases must be interpreted with caution in 
view of different HIV testing patterns, reporting modalities, starting dates of reporting in 
different countries and the underlying HIV incidence. 

• Appropriate case identifiers have to be used to eliminate duplicates from the database. 

• Ensuring appropriate data protection might be a problem. 
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• Collecting information on HIV infection among migrants and foreigners in the European 
Region is considered of public health interest, but might be politically sensitive. 

• In many countries where HIV infections are reported, individuals diagnosed with HIV 
infection do not have access to HAART. 

 
Issues raised: 
• What kind of HIV surveillance information is needed for appropriate public health 

decision-making and action? 

• How to recommend the introduction of HIV prevalence monitoring in different population 
groups in the countries of the European Region, as recommended by the Guidelines for 
second-generation HIV surveillance, in parallel to promoting universal HIV case 
reporting? 

• What is the purpose and what are the appropriate criteria for the division of the European 
Region into subregions: western Europe, central Europe, and eastern Europe? 

 
Dr Alexander Gromyko (WHO/EURO) presented the data on cumulative reported AIDS cases 
by the end of 1999 for all countries of the WHO European Region and the data on cumulative 
reported HIV infection cases for the countries of central and eastern Europe, newly independent 
states (NIS) and countries of central Asia. He stressed that AIDS data do not reflect which 
countries are currently most affected and where HIV infection is spreading most rapidly. In the 
Russian Federation, already over 35 000 newly diagnosed HIV cases were reported during the 
current year (by 1 October 2000), which is more then a 100% increase in comparison to the 
preceding year and it was estimated that there are already approximately 300 000 individuals 
living with HIV infection. He also presented HIV prevalence data for IDU obtained from routine 
testing programmes and different harm reduction programmes (mostly from needle-syringe 
exchange programmes (NEP)) from several NIS and countries of central and southeast Europe. 
During the year 2000, HIV prevalence has reached more than 15% at several sites in Ukraine 
(42.1% – NEP in Poltava), Russian Federation (19.3% – NEP in St Petersburg), and Belarus 
(76.0% – NEP in Svetlogorsk). He added that extremely high syphilis reported rates in several 
NIS reflecting high-risk sexual behaviour are of great concern.  
 
Dr Alexander Gromyko emphasized the following two issues: 

• HIV prevalence monitoring among IDU is very valuable to indicate the spread of HIV 
infection in this group, however, high-risk behaviour monitoring is also needed. 

• In view of extremely high reported syphilis rates in NIS, resources allocated for the 
prevention of sexually transmitted infections (STI) and management are clearly not 
sufficient and are relatively scant in comparison to resources allocated for HIV prevention 
and care. 

1.3 Review of current practices of HIV/AIDS surveillance in some countries: 
lessons learned 

1.3.1 Belarus 
Dr Alexander Pimenov explained that in Belarus HIV/AIDS surveillance was initiated in 1987. 
Very large numbers of individuals were tested for HIV during the first years. Approximately 
2 million individuals were tested annually. After the intercountry workshop on HIV sentinel 
surveillance in Kiew in 1993, HIV sentinel surveillance was initiated and massive HIV testing 
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gradually decreased. Population groups screened mandatorily are donors of blood and other 
human tissues and organs and individuals seeking STI related health care. Dr Alexander 
Pimenov stated that recent financial constrains, which make it difficult to even ensure that all 
donated blood is tested, may contribute to further reorientation from mass HIV testing into 
sentinel surveillance activities. He also stated that voluntary confidential HIV testing is available 
to everyone on request.  
 
Issues raised: 
• Results of HIV sentinel surveillance are not available to WHO, although, HIV sentinel 

surveillance is claimed to have been implemented. 

• Available HIV surveillance information may not reflect the true situation with respect to 
the distribution and spread of HIV infection in the country. 

• Use of 2 ELISA testing strategy for diagnosing HIV infection recommended by WHO 
instead of confirmatory testing by Western blot would contribute to containing costs. 

1.3.2 Bulgaria 
Dr Tonka Varleva explained that in Bulgaria HIV testing was introduced in 1985. The country 
has a network of 65 HIV testing laboratories and 1 laboratory that performs HIV confirmatory 
testing. Currently, approximately 280 000 individuals are tested annually of whom an average 
number of 25 to 30 are diagnosed as HIV infected. Blood, tissue, organ and breast-milk donors 
and foreigners residing in Bulgaria for more than a month are mandatorily tested for HIV. HIV 
sentinel surveillance system developed recently monitors the prevalence of HIV among STI 
patients and IDU who are routinely offered voluntary testing free of charge. The country has 
estimated 30 to 40 thousands IDU. In addition, HIV voluntary testing has started to be offered to 
pregnant women instead of screening for syphilis. Approximately 50% agree to be tested. 
 
Issues raised: 
• The methodology used for estimating the number of IDU in the country was not clear. 

• The mode of HIV testing of IDU is routine voluntary confidential testing of clients at 
5 national centres for drug addiction. The refusal rate is not known, but is assumed to be 
low. 

• Available information on HIV testing of IDU in national centres may not reflect the true 
situation with respect to the distribution and spread of HIV infection in this group as a 
whole. 

• Approximately 1200 CSW reached by three nongovernmental organization (NGO) projects 
have been tested for HIV and none were found to be infected. 

• All HIV testing kits are imported. 

1.3.3 France 
Dr Francoise Hamers reported that approximately 110 000 individuals are estimated to live with 
HIV infection in France. Of those, approximately two thirds (80 000) are receiving medical 
treatment. Currently, an estimated 5000 individuals are newly infected annually. These HIV 
incidence and prevalence estimates are based on extrapolation of previous back-calculations. 
New back-calculation methods are being developed to take into account the changes in the 
incubation period following the introduction of HAART. Recently, heterosexual transmission 
has been the main transmission mode with approximately 40% of new cases originating from 
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sub-Saharan Africa. However, homosexual transmission still represents a substantial part. HIV 
infection is not a reportable condition in France, and the plan to introduce HIV reporting has 
been delayed due to opposition of various NGOs fearing intrusion of private life and 
discrimination. Unique identifiers are being developed using a method of irreversible coding, 
and should be introduced in early 2001 to report HIV infection. Reporting of AIDS cases which 
had stopped for more than 1 year has recently resumed. 
 
Issues raised: 
• What is the impact of current non-availability of reported data on diagnosed HIV cases as 

well as AIDS cases in France on HIV/AIDS prevention and care programme planning and 
implementation? 

1.3.4 Italy 
Dr Giovani Rezza presented Italian reported data on AIDS. Peak reported rates were observed in 
mid-1990s. Back-calculation method was used to estimate HIV incidence rates in the past. The 
peak rates in mid-1980s were mostly due to IDU associated transmission. With the introduction 
of HAART (which resulted in an average increase of AIDS patients survival of approximately 
five years as shown by the CASCADE project), the use of back-calculation has become less 
appropriate. Currently, 100 000 individuals are estimated to live with HIV infection in the 
country of which 14 000 have AIDS. The number of newly diagnosed HIV infection cases 
reported by some regions (Lazio, Veneto, Trento, and Modena) has been decreasing since 1989. 
The proportion of IDU associated HIV cases has been decreasing and the proportion of 
heterosexually transmitted cases has been increasing. Dr Giovani Rezza stated that the HIV 
reporting system can provide minimal estimates for the number of individuals living with HIV 
infection, HIV prevalence estimates, estimates of HIV incidence and estimates on 
seroconversion dates. He discussed potential problems in establishing HIV diagnoses 
surveillance system including selection of HIV testing sites, the choice of an appropriate 
individual code to avoid double counting, and the impact of possible changes in access to HIV 
testing on temporal trends and geographical comparisons. 
 
Issues raised: 
• Data on reported HIV diagnosed cases could be used for estimating HIV incidence 

providing the information on CD4 counts at HIV diagnosis and estimates for the latency 
time from seroconversion to certain level of CD4 counts was available. 

• Detuned ELISA assays can be used for determining the proportion of recent infections in 
HIV infection prevalence studies. 

• STI surveillance information should be used to complement HIV surveillance information. 

1.3.5 Latvia 
Dr Andris Ferdats presented the results of the Latvian HIV/AIDS surveillance system established 
in 1993. Case reports are received from physicians and from the network of 15 HIV testing 
laboratories and 1 laboratory that performs HIV confirmatory testing. Since 1997, the number of 
reported newly diagnosed HIV cases has been rising drastically. The proportion of cases 
associated with IDU has been increasing and has reached more than 75% during the year 2000. 
Information on HIV testing among certain population groups is available. HIV infection 
prevalence detected among STI patients was 0.2%, TB patients 0.2%, prisoners 1.2%, 
pregnancies 0.076%, voluntary confidentially tested clients 1.0%, blood donors 0.002%, IDU 
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attending “narcology centre” 6.7% and IDU reached through outreach counselling services 
11.5% to 18.3%. Behavioural surveillance has not been developed yet. Dr Andris Ferdats also 
presented the results of HIV molecular epidemiology genetic tree analysis and referred to the 
possibility of following the diffusion of HIV infection from IDU to other population groups by 
this approach. 

1.3.6 Republic of Moldova 
Dr S. I. Georghita reported that there is a great variation in the HIV burden among different 
geographic areas of Moldova. Chisinau is most affected. The most common route of 
transmission is associated to injecting drug use (84% of reported HIV cases occurred among 
IDU, 12% of cases were heterosexually acquired and only 0.3% occurred in MSM). In addition 
to universal HIV/AIDS case reporting, HIV infection prevalence data are available for some 
population groups. IDU and STI patients were mandatorily tested until 1999, when HIV sentinel 
surveillance was established. Currently, there are approximately 5000 IDU registered in the 
country. Four HIV sentinel surveillance sites have been established, 2 of which are in Chisinau. 
However, HIV testing among IDU has not been a success as attendance is very low. Among 
230 000 pregnant women tested, 5 HIV infections were diagnosed. Approximately 40% of all 
testing is performed for blood safety purposes. There are plans to introduce a wide scale HIV 
sentinel surveillance in the future. 
 
Issues raised: 
• Part of the big scale HIV testing in the past is the consequence of a too wide list of 

indications for HIV testing used by some health care workers. 

• The use of data from voluntary confidential counselling and HIV testing for surveillance 
purposes should be considered as a possible alternative approach to unlinked anonymous 
testing of IDU for surveillance purposes. 

• What could be the reasons for the discrepancy of HIV testing results between 2 different 
HIV laboratory testing strategies: repeated ELISA testing and Western blot confirmatory 
testing? 

• Double counting of HIV positive testing results can occur, if the data from voluntary 
confidential and voluntary anonymous testing are combined. 

1.3.7 Russian Federation 
Dr Irina Savchenko reported that a cumulative total of 69 120 HIV infections were registered in 
the Russian Federation by 1 November 2000. Close to 40 000 newly diagnosed HIV cases were 
reported in 2000, which represents 219% of cases reported in 1999. More than 90% of the 
cumulative total of HIV infections were diagnosed among IDU. More than 7000 HIV infected 
were diagnosed among prison inmates. She stated that the current surveillance system ensures: 
blood transfusion, tissue and organ transplantation safety, understanding the epidemic level, 
dynamics and major transmission routes, detection of outbreaks, early recognition of HIV 
infections which provides opportunity for early treatment, counselling, prevention and social 
support. In addition, HIV-1 subtype surveillance was introduced. She mentioned the following 
disadvantages: cost (more than 20 million tests per year cost approximately US $20 million), 
HIV reporting system is rather complex and there might be errors in the Federal AIDS Centre 
database, some population groups are tested without clear indications, testing is often performed 
without pre and post-test counselling or even without informed consent. Planned improvements 
include: decrease in the numbers of individuals tested for HIV without clear indications, 
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improvements in hardware and software infrastructure of AIDS centres, introduction of revised 
HIV case reporting form, and establishment of a registry for HIV infected pregnant women and 
their children. Behavioural surveillance is planned to be established in 2002. 
 
Dr Tatyana Smolskaya presented the information about the rapid progression of the HIV/AIDS 
epidemic in the north-western region of the Russian Federation. The first HIV infections were 
registered in 1987 in St Petersburg and in 1988 in Kaliningrad. The outbreak of HIV infection 
among IDU in Kaliningrad started in 1997. Since then, the spread of infection has been very 
rapid. More than 90% of registered HIV infected with known risk behaviour are IDU. By 
November 2000, in Kalinigrad, the most affected city in the region, HIV reported cases 
prevalence has reached 386 per 100 000 population. Among the disadvantages of the HIV 
surveillance system she mentioned: cost, and the fact that HIV testing does not reach all 
marginalized population groups at highest risk. HIV sentinel surveillance was introduced in the 
population of IDU. She stated that behavioural research is neither systematic nor standardized. 
 
Issues raised: 
• Large scale HIV testing should be decreased. Population groups that will no longer be 

recommended to be routinely tested for HIV include military personnel, foreigners, and 
nationals returning from abroad. HIV testing will still be conducted among pregnant 
women (for the purpose of mother to child transmission (MTCT) prevention), MSM, IDU, 
STD patients, and “promiscuous” individuals.  

• National recommendations for HIV testing may not be followed by all the regional 
Ministries of Health and the proportion of tested “others” may be high. 

• Quality of ELISA testing kits produced in the Russian Federation in comparison to 
imported testing kits was queried. 

• There are no duplicate reports in the HIV database of the Federal AIDS Centre, since 
family name and date of birth are used as identifier and the information on more than 3000 
anonymously tested HIV infected is not included. 

• Data management of individual HIV reports may become a problem with increases in 
numbers. 

• A cumulative total of 419 AIDS cases may be an underestimation in view of the estimated 
300 000 HIV infected in the country. 

• Early HIV diagnosis might not lead to the initiation of appropriate treatment. Currently 
only approximately 150 individuals receive HAART. 

• In view of limited resources available for the Anti-HIV/AIDS federal programme, 
emphasis should be on prevention and not on treatment of AIDS. 

1.3.8 Slovenia 
Dr Irena Klavs described the Slovenian HIV surveillance system that includes several 
components: 

1. universal HIV, AIDS, and AIDS deaths reporting 
2. HIV prevalence monitoring: 

• by unlinked anonymous testing among 4 easily accessible population groups (IDU 
entering methadone maintenance programme, MSM, STD patients tested for syphilis, 
and pregnant women screened for syphilis); 
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• by voluntary confidential or anonymous testing at the national VCT site; and  

• by collating information on donated blood HIV testing (approximately 1 HIV infection 
was detected per 100 000 blood units tested during 1986 to 1998). 

3. behavioural monitoring; and  
4. STI surveillance. 
 
The HIV epidemic is still a low level. The most affected group is MSM. Approximately 50% of 
HIV infection reported cases occurred among MSM. HIV prevalence estimates obtained by 
unlinked anonymous testing of saliva specimens voluntarily obtained from a “core” group of 
MSM during 1996 to 1999 varied between 1.5% to 3.4%. In addition to improving behavioural 
surveillance it would be necessary to increase the number sites with unlinked anonymous testing 
of IDU. 
 
Issues raised: 
• Appropriateness of unlinked anonymous HIV testing of IDU for surveillance purposes 

instead of using the information obtained from routine voluntary HIV testing in the same 
group. 

• Instead of using residual sera from syphilis screening of pregnant women for HIV 
prevalence monitoring with unlinked anonymous testing, dried blood spots of new-borns 
(linked to screening for metabolic disorders) can be used. 

• Adjusted ELISA testing procedures are needed for saliva specimens testing.  

1.3.9 Ukraine 
Dr Yuri Kruglov explained that the HIV surveillance system in Ukraine is based on universal 
AIDS and HIV cases reporting and seroepidemiological monitoring of HIV infection in different 
population groups including IDU. The most affected population group is IDU. The available data 
provided by the epidemiological surveillance enable classifying the HIV epidemic in Ukraine as 
having passed from low-level to concentrated state in 1995, when HIV rates among injecting 
drug users in two cities, Nikolayev and Odessa, have risen from 1.5% to 50% and 30% 
respectively within only six months, and have reached a steady rate of 8–10% for the country as 
a whole. There is a wide variety in regional HIV testing policies. In general, HIV testing of 
pregnant women (tested twice), women undergoing abortions (tested once) and testing of 
individuals according to different medical indications is increasing. In contrast, HIV testing in 
some other population groups is decreasing. HIV testing kits are not distributed from the national 
level. Purchasing by the regional health care authorities may be influenced by less well informed 
decisions. 
 
Issues raised: 
• Available HIV surveillance information may not reflect the true current distribution and 

spread of HIV infection accurately. 

1.3.10 Spain 
Dr Jordi Casabona presented some results of the current HIV surveillance system in Spain. AIDS 
registries were established in 1987. The reported AIDS incident rates are currently the second 
highest in Europe. The peak HIV incidence rates, estimated by back-calculation method from 
reported AIDS data, were observed in 1980s, when approximately 15 000 new HIV infections 
occurred annually only among IDU. Currently, an estimated 120 000 HIV infected individuals 
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live in Spain. The introduction of universal confidential HIV cases reporting is being considered 
and the pilot phase will be implemented in 2001. This would enable estimating the number of 
newly diagnosed HIV infections, describing epidemiological characteristics of newly diagnosed 
cases and monitoring changes over time, and assessing diagnosis coverage, access to treatment, 
and the impact of HAART on HIV progression. At national level, HIV prevalence is monitored 
among blood donors and new-borns (by unlinked anonymous testing of dried blood spots 
attached to screening for metabolic disorders) with approximately 50% coverage in the latter 
group. In 1998, the prevalence of anti-HIV-1 antibodies positivity among new-borns was 0.17%. 
In addition, since 1994, HIV prevalence is also monitored by voluntary confidential testing in 
different sentinel populations (women undergoing abortions, IDU and MSM). HIV prevalence 
among IDU reached on the streets dropped to approximately 40% in 1999 in contrast to 
approximately 60% in 1994. Also, information on HIV testing is collated from the network of 
public health laboratories (including information on voluntary antenatal HIV testing). Finally, in 
1994 behavioural monitoring was attached to several IDU treatment programmes and several 
harm reduction projects among IDU.  
 
Some of the points Dr Jordi Casabona stressed were: 

• Behavioural monitoring in sentinel populations at higher risk provides information for 
public health decisions relevant to primary prevention (targeted to those at risk for HIV but 
not yet infected), HIV prevalence monitoring and HIV case reporting provides information 
relevant to secondary prevention (targeted to HIV infected) and AIDS and AIDS death 
case reporting provides information relevant to tertiary prevention (targeted to AIDS 
patients). 

• In comparison to the use of data from massive screening and case identification for HIV 
surveillance purposes, HIV sentinel surveillance is cheap, flexible, relevant to secondary 
and tertiary prevention, and provides epidemiologically sound information for public 
health decision-making. 

• Monitoring HIV testing is to a great extent monitoring of this activity. Increases in 
numbers of tests may result in decreases in the prevalence of tested positives. However, 
monitoring voluntary confidential HIV testing can inform on characteristics of clients, their 
reasons for testing, the proportion of individuals that ask for testing repeatedly, and the 
impact of counselling at previous negative test. 

 
Issues raised: 
• Possible overlapping between the sentinel populations in the HIV sentinel surveillance 

system may distort overall HIV prevalence estimates.  

• Estimates for the total number of HIV-infected individuals in the country are available. 
Currently, approximately 120 000 HIV infected live in Spain. 

1.4 Discussion on the review of HIV surveillance systems 
Since the presentations of the current HIV surveillance practices in countries lasted longer than 
proposed in the provisional programme, it was decided to continue the discussion in plenary and 
not to break into working groups. The discussion was chaired by Dr Francoise Hamers and 
Dr Jordi Casabona. The following issues were raised: 

• There is a great variation in national HIV surveillance systems in the European Region. 
Two major patterns emerged in the past: HIV surveillance based on reporting of AIDS 
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cases with sophisticated data analysis approaches, e.g. back-calculation for inferring about 
HIV incidence (mostly implemented in the countries of western Europe) and universal HIV 
cases reporting in parallel to AIDS cases reporting since the beginning of the epidemic 
(mostly implemented in the countries of eastern Europe). 

• Most participants agreed that countries of western Europe should develop HIV case 
reporting, if not established yet. 

• It was queried whether countries with extensive voluntary HIV testing and universal HIV 
case reporting should complement this surveillance information with HIV prevalence 
monitoring in different population groups. Participants agreed that all countries in the 
European Region should develop HIV sentinel surveillance in addition to AIDS and HIV 
case reporting.  

• It was queried whether it is ethical to continue with unlinked anonymous HIV testing for 
surveillance purposes in population groups at higher behavioural risk instead of routinely 
offering voluntary confidential testing and use such information also for surveillance 
purposes.  

• It was agreed that updated technical guidelines on HIV prevalence monitoring (including 
sero-surveillance) should be made available. 

• It was agreed that all countries should develop behavioural surveillance. 

• Main disadvantage of HIV surveillance systems that do not include behaviour surveillance 
is that it is impossible to anticipate further spread of HIV infection into population groups 
at higher risk (into which groups, where, when, to what extent). 

• Monitoring high-risk behaviour in population groups at higher behavioural risk may reflect 
the impact of preventive interventions in reducing high-risk behaviour (in countries with 
low-level epidemics even before the introduction and spread of HIV).  

• Many behavioural studies may have been conducted, however, information may have not 
been systematically collated in countries. Also, results might not be comparable because of 
different methods used. 

• Different objectives of different approaches to HIV surveillance should be kept in mind, 
e.g. HIV sentinel surveillance primary objective is to monitor trends in HIV prevalence in 
sentinel populations and not to have 100% countrywide coverage.  

• HIV surveillance and STI surveillance should be linked. 

• The countries of the European Region could be divided into several meaningful groups 
according to different criteria (e.g. HIV epidemic state, availability of resources, political 
background). 

• Core set of HIV surveillance approaches or data collection methods should be identified to 
be promoted for use as a minimum set in all countries of the European Region. 

1.5 Presentation of Computerized Information System on Infectious Diseases  
Mr Clayton Hamilton (WHO/EURO) demonstrated the Computerized Information System on 
Infectious Diseases (CISID) (http://CISID.who.dk) which was developed in WHO/EURO during 
late 1998. The software enables collation of the communicable diseases surveillance information 
from countries of the European Region and provides a user-friendly regional database with 
standardized aggregated data. The CISID was designed to meet different surveillance needs and 
to provide for rapid exchange of information. It was designed to manage case based data as well 
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as aggregated data. It enables public access to the aggregated information about certain 
communicable diseases. Information from WHO/UNAIDS Epi fact sheets on HIV/AIDS/STD is 
already incorporated. It is also planed that the databases managed by the WHO Collaborating 
Centre on Epidemiological Monitoring of HIV/AIDS in Europe (European non-aggregate AIDS 
data set – ENAADS, European HIV Infection data set – EHIDS, HIV prevalence database) are 
incorporated in the future. 
 
Issues raised: 
• CISID may be a very similar system to already existing European Public Health 

Information Network (EUPHIN) funded by the European Commission. 

• CISID is an excellent technological tool, however, the validity of the information in CISID 
should be of concern, depending on different methodologies involved in obtaining 
communicable diseases surveillance information in countries and the quality of data. 

• UNAIDS/WHO Working Group on Global HIV/AIDS and STI surveillance decided 
against managing a global database with individual HIV/AIDS cases reports and only 
collects and interprets aggregated surveillance data. 

1.6 Linking surveillance to strategic planning, monitoring and evaluation of 
AIDS programmes 

Mr Yuri Kobyshcha (UNAIDS) gave a presentation on strategic planning, monitoring and 
evaluation of AIDS programmes. Second-generation HIV surveillance should be integrated in 
this process. Each participant received a compact disc “National AIDS Programmes – A Guide 
to Monitoring and Evaluation prepared and released by UNAIDS in 2000 (UNAIDS/00.17E, 
June 2000). 
 
Issues raised: 
• HIV/AIDS/STI surveillance information should be used for strategic planning, and 

mobilization of resources, however, this might not always be the case. It is more often used 
for advocacy. 

• HIV/AIDS/STI surveillance information is often used for guiding local policies, 
developing targeted interventions and monitoring the impact of interventions 
(e.g. monitoring change in needles-syringes sharing among IDU reached by harm 
reduction programmes).  

• HIV/AIDS/STI epidemiologists may not always be skilled in communicating surveillance 
information to public health policy makers. 

• HIV/AIDS/STI surveillance information should be communicated more efficiently to mass 
media. 

• If national HIV/AIDS/STI surveillance systems are not already integrated into other 
diseases surveillance activities, what would be gained (e.g. coverage) and what would be 
lost (e.g. detailed information) by integration? 

• Detailed UNAIDS/WHO technical guidelines (standardized tools) on behavioural 
surveillance are either not available or have not been distributed to countries. 

• Western European countries that are still considering whether to establish HIV case 
reporting might consider establishing sentinel behavioural surveillance instead. 
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1.7 Changes in the proposed agenda  
Since the presentations and discussions during the first day of the consultation lasted longer than 
anticipated in the provisional programme, it was decided to postpone the presentations 
“Introduction of the second-generation HIV surveillance” and “HIV sentinel surveillance: 
country experience and further developments” until the second day.  

2. Day 2 
15 November 2000 

2.1 Consultation re-convened 
The meeting re-convened at 09.30 hours. It was agreed that Dr Peter Ghys would chair the 
meeting during the second day and that due to the lack of time the presentation “Sentinel 
surveillance in hard to reach populations” would be skipped. 

2.2 Introduction of second-generation HIV surveillance 
Dr Stefano Lazzari outlined the basic principles and concepts of the second-generation HIV 
surveillance. He emphasized that it is not “new or different” but “improved”, that it builds on the 
lessons learnt in the first decade of HIV surveillance, attempts to capture the diversity of the HIV 
epidemics in different areas, considers the state of the epidemic (low-level, concentrated, 
generalized), integrates biological surveillance (AIDS, HIV) with “risk” surveillance 
(behaviours, STI) and looks at new methodologies and improved ways for using HIV 
epidemiological data. 
 
He described the criteria for the UNAIDS/WHO classification of epidemic states: 

• Low level – HIV prevalence has not consistently exceeded 5% in any defined sub-
population. 

• Concentrated – HIV prevalence consistently over 5% in at least one defined sub-
population, but below 1% in pregnant women in urban areas. 

• Generalized – HIV prevalence consistently over 1% in pregnant women nation-wide. 
 
He described the data collection methods proposed in the guidelines: 

��biological surveillance: 
• sentinel sero-surveillance in defined sub-populations 
• regular HIV screening of donated blood 
• eventual regular HIV screening of other sub-populations 
• HIV screening of specimens taken in population surveys 

��behavioural surveillance: 
• repeat cross-sectional surveys in the general population 
• repeat cross-sectional surveys in defined sub-populations 
• formative behavioural research 

��other sources of information: 
• HIV and AIDS case surveillance 
• death registration 
• STD surveillance, TB surveillance, hepatitis surveillance. 
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He identified the following key questions as relevant to the countries of the European Region 
(26 countries with low-level epidemics and 20 countries with concentrated epidemics): 

• Is there any risk behaviour that might lead to an HIV epidemic? 
• In which sub-populations is that behaviour concentrated? 
• What is the size of those sub-populations? 
• How much HIV is there in those sub-populations? 
• Which behaviours expose people to HIV in those sub-populations and how common are 

they? 
• What are the links between sub-populations at risk and the general population?  
 
Then he outlined the proposed surveillance approach: 

��in a low-level epidemic situation: 
• cross-sectional surveys of behaviour in sub-populations with risk behaviour  
• surveillance of STI and other biological markers of risk 
• HIV surveillance in sub-populations at risk 
• HIV and AIDS case reporting 
• tracking of HIV in donated blood, and 

��in a concentrated epidemic situation: 
• HIV and behavioural surveillance in sub-populations with risk behaviour 
• HIV and behavioural surveillance in bridging groups 
• cross-sectional surveys of behaviour in the general population 
• HIV sentinel surveillance in the general population, urban areas. 

 
Finally, he reported that, according to the assessment of quality of national HIV surveillance 
systems conducted by the UNAIDS/WHO Working group on global HIV/AIDS and STI 
surveillance, HIV surveillance systems in 13 countries of the European Region were categorized 
as good quality (fully implemented systems), in 21 countries as medium quality (partially 
implemented systems) and in 12 countries as poor quality (poor or non-functioning systems). 
 
Some of the issues emphasized by Dr Stefano Lazzari were: 

• AIDS case reporting and HIV cases reporting, which is established in most countries of the 
European Region, is clearly not sufficient to cover all data needs. It has to be supplemented 
with HIV prevalence information as well as behavioural surveillance in certain population 
groups and in general population.  

• HIV testing activities for the purpose of establishing HIV diagnosis in individuals and HIV 
screening of certain population groups have other primary objectives. However, the 
information can also be used for surveillance purposes. In contrast, HIV testing for 
surveillance purposes (e.g. sentinel HIV surveillance system) has the primary objective to 
obtain information good enough for planning and monitoring the response to the epidemic. 

• One of the main objectives of a sentinel HIV surveillance system is monitoring trends in 
HIV prevalence in sentinel population groups over time. Cost–effectiveness is one of the 
strengths. The fact that the results are really relevant only for a particular sentinel 
population at an individual site is one of the limitations. 

• Sentinel HIV surveillance does not necessarily involve only unlinked anonymous HIV 
testing of residual sera obtained for other diagnostic purposes (testing without consent). It 
can also involve unlinked anonymous HIV testing of specimens obtained with consent 
(e.g. unlinked anonymous testing of saliva specimens) and can be linked to monitoring 
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behavioural indicators. Obviously, also information about voluntary confidential testing, 
voluntary anonymous testing, mandatory or even compulsory testing can be used for HIV 
surveillance purposes.  

• In general, HIV specific national surveys conducted in random samples of the general 
population are too expensive. Thus, if national demographic and health surveys are 
regularly conducted, consideration should be given to include HIV relevant behavioural 
indicators or markers (even biological).  

2.2 HIV sentinel surveillance: experience, further developments 
2.2.1 Ukraine 
Dr Yuri Kruglov explained that Ukraine has developed a national HIV sentinel surveillance 
system, which monitors HIV prevalence among IDU (at 6 sites – NEP programmes), CSW, 
prison inmates, STD patients, and TB patients (2 sites in Kiev). He mentioned the following 
limitations: small sample sizes of tested IDU which do not enable analyses according to age and 
gender, and non-comparability of data between different sites. The system is funded by 
governmental, regional resources and foreign donations. Sustaining this HIV sentinel 
surveillance system is considered a priority. HIV prevalence was also monitored among pregnant 
women in Kiev (1 HIV positive was detected among 240 tested), however, in the future they will 
move towards HIV screening of all pregnant women.  

2.2.2 St Petersburg – Russian Federation 
Dr Tatyana Smolskaya presented the results of sentinel HIV surveillance among IDU which was 
established at 2 sites in St Petersburg in 1999. Residual blood from returned needles and syringes 
is used for HIV testing. The prevalence of HIV infections at the first site was 12.6% in 1999 and 
15.3% in 2000 and at the second 10.9% in 1999 and 23.3% in 2000. She also presented the 
results of a survey conducted among 192 street CSW in St Petersburg in August 2000. Of these, 
87% were also IDU. The reported average number of clients per week was 9 and 21% reported 
not to use condoms. HIV infection was diagnosed in 16.6% and 42% had serological markers for 
syphilis. 
 
Issues raised: 
• Reliability of data on prevalence of HIV infection among IDU based on HIV testing of 

residual blood in returned needles and syringes in the NEP was queried. Dr Tatyana 
Smolskaya claimed that the methodology ensured that tested residual blood from each 
returned needle-syringe represented one IDU client only. 

2.2.3 Spain 
Dr Jordi Casabona presented the results of several behavioural and HIV prevalence cross-
sectional studies conducted biannually among IDU clients of methadone maintenance clinics, 
IDU reached through outreach harm reduction programmes (street IDU), and MSM reached in 
saunas, sex shops, through post, and recruited on the streets. Different sampling approaches were 
used, e.g. snow ball sampling for IDU reached on streets. Different data collection methods 
included interviewer administered questionnaires in combination with self-administered 
questionnaires (SAQ) or only SAQ (MSM in saunas or reached through post). Information on 
several behaviour indicators was collected, e.g.: details about sharing (accept and give, accept 
only, give only), backloading and frontloading practices. Sexual behaviour indicators were also 
monitored, e.g. condom use and reasons for not using condoms. Also, some bridging populations 
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behaviour indicators were collected, e.g. IDU having sex with non-injectors. The results show 
variation in patterns of drug administration routes between different parts of the country, the 
overall decline in intravenous and intranasal drug use and increase in pulmonary inhaling. 
Importantly, the results clearly show the decrease in sharing injecting equipment among IDU. 
HIV testing of voluntary obtained saliva specimens is attached to some of these behavioural 
studies (e.g. street IDU) to provide for HIV prevalence estimates. 
 
Dr Jordi Casabona stressed the importance of linking behavioural surveillance to interventions. 
Such information guides the design of preventive interventions in groups at higher behavioural 
risk and enables evaluating their impact. 

2.2.4 Italy 
Dr Giovani Rezza explained that a national HIV sentinel surveillance system has not been 
established in Italy. The Ministry of Health collects aggregated data on HIV testing and thus, 
HIV prevalence estimates are available for several population groups (IDU in treatment, IDU 
outside treatment, CSW, Brazilian transvestites CSW (70% of whom are also IDU), STD 
patients that are routinely offered voluntary confidential HIV testing (40 participating STD 
clinics), women undergoing abortions, pregnant women or new-borns and health care workers. 
Estimated HIV prevalence among IDU ranges from 30% to 40%, with no major differences with 
respect to “in treatment” versus “outside treatment”. HIV prevalence among CSW is between 
1% to 2%. Dr Giovani Rezza also discussed possible biases in monitoring HIV prevalence in 
these population groups and appropriateness of using these data for assessing HIV prevalence in 
the general population. 

2.2.5 Belarus 
Dr Alexander Pimenov presented the results of sentinel HIV prevalence monitoring among IDU 
in Svetlagorsk, clients of a harm reduction project at 2 sites. They had 2 waves of 1 week 
sampling. A cumulative total of 280 needles-syringes were collected and the residual blood was 
tested for HIV. HIV prevalence detected in the first wave was 66% and in the second wave 68%. 
Dr Alexander Pimenov stated that they plan to increase the coverage of sentinel HIV prevalence 
monitoring among IDU and that behavioural surveillance should also be implemented. 
 
Issues raised: 
• The reliability of the estimated number of 2000 HIV infected IDU in Svetlagorsk was 

questioned. 

• The results of sentinel HIV prevalence monitoring among IDU at limited number of sites 
can not be extrapolated to the whole IDU population of Svetlagorsk (estimated 10% of the 
city population). This would be improper use of such data. Sentinel HIV surveillance 
system is designed to monitor trends in HIV prevalence in sentinel populations (providing 
that biases do not change). 

• Reliability of inferring about the prevalence of HIV infection among IDU based on HIV 
testing of residual blood in returned needles and syringes in the NEP should be explored. 

• The proportion of CSW among IDU in Svetlagorsk is not known. 

• It was asked whether IDU clients in harm reduction programmes are offered voluntary 
confidential HIV testing with counselling and whether condoms are distributed.  

• Comparative advantage of NGO to access populations at higher behavioural risk to target 
interventions and establish HIV sentinel surveillance was emphasized. 
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• The results of voluntary HIV testing among military recruits in Belarus show decrease in 
HIV prevalence, from 6.7 per 1000 in 1996 to 1.2 per 1000 in 1999, which may reflect the 
impact of HIV prevention campaigns launched in 1996 and harm reduction programmes 
established in 1996. 

2.3 Sexually transmitted infections surveillance: experience, further 
developments 

Dr Alexander Gromyko (WHO/EURO) presented the 1999 annual reported rates of newly 
diagnosed syphilis cases for countries of central and eastern Europe and central Asia. The 
Russian Federation had the highest overall syphilis reported rate (187.3 per 100 000 population). 
In general the rates in NIS are extremely high in comparison to those reported in western and 
eastern Europe and prevention of sexually transmitted infections (STI) and appropriate case 
management should be given a high public health priority. It is encouraging that the reported 
syphilis data from Armenia, Tajikistan, Turkmenistan and Uzbekistan suggest that the peak 
incidence rates may be over.  
 
Issues raised: 
• The presented numbers and incidence rates for syphilis presumably include all reported 

newly diagnosed syphilis cases regardless of the disease stage. 

• Syndromic management of STI should be promoted. 

• Attaching sentinel surveillance for STI to sentinel surveillance for HIV should be 
considered. Recent availability of tests for STI using non-invasive specimens (urine) is an 
advantage, however, urine specimens collection may not be well accepted among IDU. 

• It was emphasized that it is not acceptable not to know what is the national burden of STI. 

• Urethral discharge in males may be a good STI indicator to use also for HIV surveillance 
purposes. 

• It is a challenge to redirect huge resources spent for massive HIV testing in some countries 
into risk assessment (rapid assessment, mapping) and behavioural surveillance (repeated 
behavioural surveys).  

2.4 Behavioural surveillance and risk assessment 
Dr Peter Ghys from UNAIDS outlined the basic principles and concepts of the behavioural 
surveillance and risk assessment. He emphasized that behaviour surveillance can provide useful 
information for early warning of potential spread of HIV infection (if HIV not yet well established 
in a (sub-) population), for programme design, for evaluation and for assessing the impact of 
interventions (with monitoring trends), and also for explaining changes in HIV prevalence. 
 
He described different approaches and methods in behavioural research: focus group discussions, 
situation analysis, rapid assessment, KABP surveys, prevention indicators surveys, and repeated 
cross-sectional behaviour surveys in general population, and in sub-populations at higher 
behavioural risk. 
 
Several prevention indicators were already proposed by the former WHO Global Programme on 
AIDS (including PI1-knowledge of preventive practices, PI4-reported non-regular sexual 
partners during preceding 12 months, PI5-reported condom use with non-regular sex partner). 
Several additional behavioural indicators were proposed for IDU (including injection equipment 
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sharing at last injection, never sharing equipment during preceding month, having access to 
sterile needles, selling sex). 
 
He concluded that formative research is crucial to establish surveillance and prevention 
programmes for hard-to-reach populations, that behavioural surveillance in hard-to-reach 
populations shares methods and challenges with HIV sero-surveillance in these groups, that there 
is a need to move from rapid assessment to behavioural surveillance and finally that the 
behavioural surveillance results should be linked to planning and evaluation of preventive 
programmes. 

2.5 Behavioural surveillance and risk assessment: country experience and 
further developments 

2.5.1 Slovenia 
Dr Irena Klavs explained how monitoring of some behavioural indicators among IDU for HIV 
surveillance purposes has been integrated into the national epidemiological monitoring of 
treatment demand related to problematic drug use in Slovenia in 1996. All IDU demanding 
treatment within the national network of 12 centres for prevention and treatment of drug users 
(“methadone maintenance” programme) are asked about injecting drug use and sharing of 
injecting equipment as well as some questions about sexual behaviour (e.g. numbers of partners 
during preceding 12 months, condom use at last sexual intercourse at risk). It is reassuring that 
the proportion of IDU reporting sharing injecting equipment in the month preceding the 
treatment demand has been decreasing (from 26% in 1996 to 12% in 1998). She also explained 
that a first national general population HIV and STI related behavioural survey is currently 
conducted in a representative sample of the general population. Voluntary confidential testing for 
Chlamydia trachomatis in first void urine specimens is attached. There are many different 
objectives, however, the results will also provide valuable information on the sizes of population 
groups at higher behavioural risk for HIV infection, on their sociodemographic and behavioural 
characteristics and on bridging populations. She presented some preliminary results from the 
pilot survey indicating that a rather low proportion of Slovenian males report having had sex 
with a commercial sex worker or having had homosexual sex during preceding 5 years.  
 
Issues raised: 
• IDU entering governmental methadone maintenance programmes might be behaviourally 

different from those in touch with NGO drop-in or street based harm reduction projects. 
Behavioural monitoring should also be developed in the latter. 

• General population behavioural survey is a very costly approach in comparison to “sentinel” 
behavioural surveillance approach with repeated surveys in high-risk behaviour groups. 

• Validity of self reported behavioural data might be questionable. 

• Participation bias might be one of several possible explanations for the low proportion of 
male respondents reporting homosexual sex. 

2.6 Working groups discussions on recommendations for advocacy and 
introduction of the second-generation surveillance at national level 

The following issues were proposed to be discussed in both working groups: 

• relevant epidemiological questions in relation to monitoring the HIV epidemic; 
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• the purpose of each second-generation HIV surveillance methodological approach 
(i.e. case reporting, sero-surveillance, STD and behavioural surveillance); 

• priorities (or criteria to prioritize) according to the epidemiological situation and local 
needs and resources; 

• minimum key surveillance activities for EURO countries; 

• barriers encountered to implement key surveillance activities (ethical, organizational, 
financial, etc.); 

• criteria to categorize countries in the European Region with relation to HIV surveillance. 
 
The first group identified the following epidemiological questions in relation to monitoring the 
HIV epidemic: 

• At which phase is the epidemic? 
• Are there risk behaviours that could potentially lead to an HIV epidemic? 
• What are the trends in risk behaviours? 
• Are there behaviours sustaining the epidemic? 
• Are the interventions (preventive) effective? 
• Which groups are most affected and to what extent? 
• Are there bridging populations to other population groups or general population (or areas)? 
• What are the determinants of HIV transmission and what can be done to prevent it? 
• What is the burden of HIV infections, AIDS cases and AIDS deaths? 
 
The following methodological approaches were identified as appropriate to answer these 
questions: 

• rapid assessment of risk behaviours; 

• repeated behavioural surveys in different high-risk groups and/or in the general population 
(KABP, DHS, others); 

• epidemiological monitoring of STI and other diseases (HBV, HCV) as indicators for high-
risk behaviour; 

• monitoring the level of HIV prevalence and trends with repeated HIV prevalence surveys 
in high-risk groups, in “bridging” populations and in general population; 

• AIDS death, AIDS and HIV case reporting. 
 
Relative importance was assigned to different methodological approaches of second-generation 
HIV surveillance: 

1. repeated behavioural surveys in high-risk groups; 

2. monitoring the level of HIV prevalence and trends with repeated HIV prevalence surveys 
in high-risk groups, in “bridging” populations and in general population; 

3. AIDS death, AIDS and HIV case reporting; 

4. monitoring STI and also other diseases (HBV, HCV) incidence and prevalence as 
indicators for high-risk behaviour; 

5. repeated behavioural surveys in the general population (KABP, DHS, others); 

6. rapid assessment of risk behaviours. 
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The following key surveillance activities in the countries of the European Region were defined 
as a minimal set: 

• universal AIDS case and HIV case reporting 
• repeated HIV prevalence surveys in high-risk groups 
• use of data from HIV testing of donated blood 
• rapid assessment of risk behaviour patterns in the population 
• repeated behavioural surveys in high-risk groups 
• use of STI surveillance data. 
 
The following barriers that can be encountered in implementing key surveillance activities were 
identified: 

• limited or badly allocated financial resources 
• limited or misused human resources 
• difficulties in reorienting rigid existing surveillance system 
• concerns about human rights, anonymity, security of data 
• limited experience and lack of sharing of experience where epidemic is recent 
• existing legislation 
• lack of locally adapted surveillance guidelines or materials 
• insufficient political support 
• political decisions are not based on surveillance evidence 
• different views of clinicians and epidemiologists 
• inappropriate communication of surveillance information to decision makers and public. 
 
The following possible criteria to categorize countries in the European Region with relation to 
HIV surveillance were identified: 

• low level versus concentrated epidemic 
• western, central and eastern Europe 
• EU, future EU and others 
• not yet epidemic, exploding, mature epidemics 
• good surveillance, average and poor surveillance. 
 
The group, however, emphasized that the reasons for such categorization should be defined first 
and only then, possible criteria could be agreed upon. 
 
The second group concluded that the first priority of the surveillance system is to provide 
information useful for planning and implementing prevention activities and that the objectives 
should be: 

1. to assess the dimension and the trend of the epidemic, and to describe geographical 
variations; 

2. to identify population groups (i.e. IDU, MSM, prisoners, etc.) at risk and their size, and 
possible ‘bridge’ populations; 

3. to define the indicators that better permit to evaluate the impact of prevention activities. 
 
The following purposes for each second-generation HIV surveillance methodological approach 
were identified: 
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(1) AIDS and HIV case reporting: 
AIDS surveillance is still important, especially in countries with mature epidemics, to 
describe trends of HIV related morbidity, for purposes of geographical comparisons, and to 
evaluate the impact of treatment at the population level. 
 
HIV surveillance systems are needed in all countries. In countries with mature epidemics, 
surveillance of new HIV diagnoses is the best proxy of new HIV infections. In countries 
with recent epidemics, HIV surveillance provides a better information on the burden of the 
epidemic than AIDS surveillance due to the long AIDS incubation time. 
 
Combined data on HIV, AIDS and death can provide useful information on the minimum 
number of HIV prevalent individuals.  
 
Assessment of biases due to different access/offer to HIV testing, and improvement of the 
quality of the systems, are recommended. Mass screening should not be implemented in 
the context of surveillance activities. 

 
(2) Sero-surveillance 

Repeated sero-surveys are important because they permit to estimate prevalence in a given 
population. They also act as an early warning of the introduction of HIV infection in low 
prevalence settings, and enable to assess trends in particular population groups. Surveys of 
pregnant women are useful as a proxy of the impact of HIV infection in the general 
population. 
 

(3) Behavioural surveillance 
It is a useful approach to complement epidemiological data, since it may identify the 
determinants of the epidemic, contributes to explaining trends, and to anticipating changes 
in the epidemic dynamics.  
 

(4) STI data 
STI surveillance should be strengthened. In fact, STI data are an indirect indicator of unsafe 
sex. Furthermore STI can facilitate HIV transmission and may have severe sequelae. 

 
The group concluded that updated WHO guidelines on sero-surveillance and behavioural 
surveillance are needed. 
 
The group concluded that priorities have already been identified while discussing the issue of 
relevant epidemiological questions in relation to monitoring the HIV epidemic and that all the 
above listed key surveillance activities are a necessary minimum. 
 
The following barriers that can be encountered in implementing key surveillance activities were 
identified: 
• ethical (the need to avoid discrimination and to respect individual rights); 

• organizational (the lack of “communication” between behavioural scientists and 
epidemiologists and the difficulty in finding a good code to avoid duplicates (i.e. privacy 
versus accuracy)); 

• financial (insufficient resources). 
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The following possible criteria to categorize countries in the European Region with relation to 
HIV surveillance were identified: 

• migration pattern 
• geographical criteria 
• epidemiological pattern. 

III. Recommendations for HIV surveillance in the European Region 

The following general recommendations were adopted: 
 
1. Countries of the European Region should continue to collaborate with WHO/EURO, 

WHO/headquarters and UNAIDS to review their national HIV/AIDS/STI surveillance 
systems, monitor the trends of HIV epidemics, make national estimates of persons living 
with HIV/AIDS and ensure the appropriate use of surveillance data for planning and 
monitoring of AIDS prevention and care programmes. 

 
2. Collaboration and information exchange between countries of the European Region and 

WHO/EURO, the WHO Collaborating Centre for Monitoring HIV/AIDS in Europe, 
WHO/headquarters and UNAIDS should be strengthened in order to: 

• improve the reporting of national HIV/AIDS/STI surveillance data, the regular 
feedback of regional and global HIV/AIDS/STI surveillance data and best utilization 
of the surveillance information in the European Region; and 

• ensure the availability and regular dissemination of relevant basic documents, reports 
and guidelines in all the languages relevant to the European Region. 

 
3. Adequate resources need to be made available for the national HIV/AIDS/STI surveillance 

systems from both the national budgets and external resources to ensure regular, consistent 
and sustainable implementation of HIV surveillance activities. 

 
4. Countries of the European Region should implement the second-generation HIV 

surveillance according to the basic concepts described in the UNAIDS/WHO guidelines, 
thus, including HIV prevalence monitoring and behavioural surveillance in population 
groups at different behavioural risk. However, it is recognized by participants that the 
implementation of the second-generation HIV surveillance systems will have to be gradual 
and will vary from country to country depending on the availability of resources and the 
specific needs of the individual countries. 

 
Additional specific recommendations for the implementation of the second-generation HIV 
surveillance were adopted: 
 
5. To facilitate the implementation of second-generation HIV surveillance in the countries of 

the European Region, WHO/headquarters and UNAIDS should develop or revise already 
existing technical guidelines on HIV prevalence monitoring (including sero-surveillance) 
and technical guidelines for behavioural surveillance. 

 
6. WHO/EURO, with the support of WHO/headquarters and UNAIDS, should organize 

subregional training workshops to facilitate the implementation of second-generation HIV 
surveillance in the countries of the European Region. 
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7. WHO/EURO, with the support of WHO//headquarters and UNAIDS, should organize a 
regional follow-up consultation on the implementation of second-generation HIV 
surveillance in the European Region. 

 
8. WHO/EURO, with the support of WHO//headquarters and UNAIDS, should explore 

different possibilities for and potential impact of the integration of second-generation HIV 
surveillance into existing national health surveillance systems.  

 
9. WHO/EURO, with the support of WHO//headquarters and UNAIDS, should promote 

strengthening the links of HIV/AIDS/STI epidemiologists with behavioural scientists, to 
ensure appropriate implementation of behavioural surveillance components of the second-
generation HIV surveillance. 

 
10. Adequate resources need to be made available to WHO/EURO to provide the necessary 

technical support to countries to facilitate the implementation of the second-generation 
HIV surveillance and to manage second-generation HIV surveillance data on the level of 
the European Region. 
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