
  access to and quality of

Kyrgyzstan  ■  Ukraine

FEBRUARY 2020

RESULTS FROMRESULTS FROM

http://www.watchwhatmatter.org
http://www.itpcglobal.org


About ITPC
The International Treatment Preparedness 
Coalition (ITPC) is a global network of people 
living with HIV and community activists working to 
achieve universal access to optimal HIV treatment 
for those in need. Formed in 2003, ITPC actively 
advocates for treatment access across the globe 
through the focus of three strategic pillars: 

 Treatment education and demand creation 
(#TreatPeopleRight)

 Intellectual property and access to medicines 
(#MakeMedicinesAffordable)

 Community monitoring and accountability 
(#WatchWhatMatters)

To learn more about ITPC and our work,  
visit itpcglobal.org.

About this Report 
ITPC’s 2019 Global Survey on Access to and 
Quality of HIV Treatment and Care, available 
here, focused on barriers to quality HIV care and 
treatment across 14 low- and middle-income 
countries covering seven regions of the world.  
This brief summarizes findings of our peer-led 
research conducted from April to December 2018, 
focusing on two countries in Eastern Europe and 
Central Asia: Kyrgyzstan and Ukraine. 
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ABBREVIATIONS AND ACRONYMS
AIDS Acquired immunodeficiency syndrome

ART Antiretroviral therapy

ARV Antiretroviral

CI Confidence intervals

CVD Cardiovascular disease 

DSD Differentiated service delivery

EECA  Eastern Europe and Central Asia

EFV Efavirenz

HBV Hepatitis B virus

HCV Hepatitis C virus 

HIV Human immunodeficiency virus 

HPV Human papillomavirus

IRIS Immune reconstitution inflammatory syndrome

ITPC International Treatment Preparedness Coalition 

NCD  Non-communicable disease  

RVLT Routine viral load testing

SE Standard error

STI Sexually transmitted infection

TB Tuberculosis

UNAIDS  Joint United Nations Programme on HIV/AIDS

WHO  World Health Organization 



10
 S

IT
ES

 N
=2

05

4 
SI

TE
S 

N=
30

0

4 
SI

TE
S 

N=
20

0
4 

SI
TE

S 
N=

20
0

3 
SI

TE
S 

N=
63

4 
SI

TE
S 

N=
20

0

6 
SI

TE
S 

N=
20

0

5 
SI

TE
S 

N=
20

14 
SI

TE
S 

N=
20

0

4 
SI

TE
S 

N=
20

0

DO
MI

NI
CA

N 

UK
RA

IN
E

KY
RG

YZS
TAN

LEB
AN

ON

VIE
T N

AM

IN
DO

NE
SIA

CÔ
TE 

D'I
VO

IREBU
RK

IN
A

FAS
O

HO
ND

UR
AS

MO
RO

CC
O 

RE
PU

BL
IC

KE
NY

A
4 

SI
TE

S 
N=

20
1

UG
AN

DA
4 

SI
TE

S 
N=

20
0

ZIM
BA

BW
E

4 
SI

TE
S 

N=
20

0

ZA
MB

IA
4 

SI
TE

S 
N=

20
7

2
IT

P
C

 G
LO

B
A

L 
SU

R
V

E
Y:

 K
Y

R
G

Y
Z

ST
A

N
 A

N
D

 U
K

R
A

IN
E

FI
G

U
R

E
 1

. N
um

b
er

 o
f 

Si
te

s 
an

d
 P

eo
p

le
 L

iv
in

g
 w

it
h 

H
IV

 in
cl

ud
ed

 in
 t

he
 s

ur
ve

y 
fr

om
 K

yr
g

yz
st

an
 a

nd
 U

kr
ai

ne



3ITPC GLOBAL SURVEY:  KYRGYZSTAN AND UKRAINE

EXECUTIVE SUMMARY
Achieving the Joint United Nations Programme on HIV/AIDS (UNAIDS) 
goal to end AIDS as a public health threat by 2030 will require 
dramatic improvements in the level and quality of the HIV prevention, 
testing, care and treatment services that people living with HIV 
receive. Global data highlight some enduring gaps between each 
step of the HIV care continuum, but it fails to capture the complex 
experiences of people living with HIV at the clinic level. 

The International Treatment Preparedness Coalition 
(ITPC) conducted its first Global HIV Treatment 
Access Survey in 2018 to assess the current state 
of HIV/AIDS services in 14 low- and middle-income 
countries.i This report focuses on key findings from 
two Eastern European and Central Asia (EECA) 
countries: Ukraine and Kyrgyzstan. We included 200 
participants from each country in our study. The 
findings from this study help us to better understand 
the current barriers to quality HIV care and treatment 
facing people living with HIV in EECA. Despite high 
levels of treatment access, the experiences of the 
respondents in both countries indicate that there are 
clear gaps in the quality of care and in the efforts 
to link people to care and retain them in care. In 
particular, there is an urgent need to expand access 
to routine and timely viral load monitoring and to 
combat stigma and discrimination in national laws 
and policies, healthcare settings and communities.

Key Findings
■�� Of all surveyed people living with HIV in EECA, 

52% were diagnosed at a late stage of HIV (CD4 
count <350 cells/mm3), including 21.3% who were 
diagnosed with advanced HIV (CD4 cell count of 
<200 cells/mm3).

■�� Only 10% of study participants were linked to 
HIV care in a timely manner (meaning that they 
received a CD4 cell count test result and started 
ARV treatment within 30 days of the date of HIV 
diagnosis and an HIV viral load test within 180 
days of ARV initiation). 

■�� Although 99% of participating people living with 
HIV in EECA had a CD4 cell count test after their 
HIV diagnosis, only 43% received the results 
within 30 days of their HIV diagnosis.

■�� The majority of survey participants in EECA (92%) 
were on antiretroviral therapy (ART), but only 5% 
of them started ART on the same day that they 
received an HIV diagnosis. Only 27% of them 
started ART within 30 days of their HIV diagnosis. 

■�� Despite the high coverage of viral load testing 
(99%), only 55% received the results within 180 
days of ARV initiation.

■�� Overall, 83% of people living with HIV had a viral 
load of <1,000 copies /mL, but only 45% had a 
viral load of <40 copies/mL. 

■�� Only 24% of survey participants received the 
complete package of testing for co-infections, 
sexually transmitted infections and  
non-communicable diseases. 

■�� Over 90% of survey participants reported having 
access to condoms at any time (91% among 
men and women), although only 33% of women 
who participated in this survey had access to 
pregnancy testing. 

■�� Despite high coverage of treatment for 
tuberculosis (TB), among 97% of surveyed 
people living with HIV who were diagnosed with 
TB, access to preventive treatment with co-
trimoxazole and/or isoniazid was suboptimal  
(at 49% and 67%, respectively).

■�� Access to treatment for hepatitis C virus (HCV) 
was low: of all those who needed it, only 21% 
received it.

■�� More than 80% of study participants experienced 
HIV-related stigma and discrimination over the  
past year.



Muslim woman 
praying while 
sitting in Osh 

Bazaar, Bishkek, 
Kyrgyzstan. 

September 2013. 
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1 INTRODUCTION1
The Eastern Europe and Central Asia (EECA) region is home to 1.5-1.9 
million people living with HIV,1 and HIV incidence continues to increase 
in the region: from 30.4 new annual HIV cases per 100,000 population 
in 2008 to 51.1 per 100,000 in 2017 (a 68% increase).2 People who 
are members of key populations are disproportionally affected: 39% 
of new HIV infections occur among people who inject drugs, 28% 
among clients of sex workers and sex partners of key populations, 
21% among gay men and other men who have sex with men and 9% 
among sex workers. This compares with 3% in the general population.3 

Insufficient access to effective preventive measures, 
such as needle and syringe programmes, opioid 
substitution treatment and HIV pre-exposure 
prophylaxis, is driving the region’s growing 
epidemic among people who are members of key 
populations.4

Although the majority of countries in EECA have 
adopted policies to increase antiretroviral therapy 
(ART) eligibility, notably “test-and-treat” approaches, 

they are not always implemented and have not 
solved the problem of unequal access among people 
who are members of key populations – who continue 
to have the lowest levels of access in the world.5

By focusing on the findings from Kyrgyzstan and 
Ukraine, this report provides information about 
access to and quality of HIV care and treatment. It 
aims to highlight difficulties that people living with 
HIV face as they move along the HIV care continuum.
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METHODS

The study is composed of a quantitative and a qualitative survey.  
The quantitative survey evaluated access – and barriers – to HIV 
services, including among people who are members of key populations. 
The qualitative survey described challenges encountered by people 
living with HIV and healthcare providers who deliver HIV care.

A total of 400 people living with HIV were recruited 
in Kyrgyzstan and Ukraine (200 per country) to 
participate in the study and provide information 
for the quantitative survey. People living with HIV 
who were at least 18 years of age and had been 
diagnosed with HIV for at least three months were 
eligible to participate in the survey. In Kyrgyzstan 
and Ukraine, eight healthcare facilities that provided 
HIV treatment and clinical care were selected by 
convenience. In Kyrgyzstan, facilities in Belovodskoe, 
Bishkek, Kant and Sokuluk were included. In Ukraine, 
facilities in Kharkiv, Kyiv, Lviv and Mykolayiv were 
included. At each facility, 50 participants were 
recruited using systematic sampling. Additionally, 
information about HIV treatment monitoring and 
outcomes was collected from medical charts of 
consenting participants. 

Participants in the qualitative study were made up 
as follows: seven people living with HIV (three in 
Kyrgyzstan and four in Ukraine) who represented 
key populations (people who inject drugs, gay men 
and other men who have sex with men, female sex 
workers). 10 medical professionals who deliver care 
to people living with HIV (six in Kyrgyzstan and four 
in Ukraine). and two national-level decision-makers 
(one in each country).

Statistical analysis of associations between the 
variables of interest was performed by Rao-Scott 
Chi-Square tests (p-value <0.05 was considered 
significant). All analysis accounted for the cluster 
effect caused by the design of the study.

2

In Ukraine, odds 
of being virally 

suppressed 
were higher 

among people 
living with HIV 

who visited ARV 
clinics regularly 

compared to 
those who  

did not.
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COUNTRY CONTEXTS3
Kyrgyzstan (the Kyrgyz Republic), a lower-middle-
income country of 6.3 million people, is located in 
the Central Asia region.6 As of 2018, an estimated 
8,500 people living with HIV lived in Kyrgyzstan. HIV 
prevalence among adults (15-49 years 
old) in the general population was 
0.2% and HIV incidence was 0.2 per 
1,000 people. Of the estimated 8,500 
people living with HIV, 5,800 (68%) 
knew their HIV status and 3,700 (43%) 
were receiving antiretrovirals (ARVs); 
2,500 (30%) of those on HIV treatment 
had achieved viral load suppression.7

Kyrgyzstan’s HIV epidemic is 
concentrated among people who 
are members of key populations. Of the country’s 
estimated 25,000 people who inject drugs, 14.3% 
are living with HIV; of the 8,200 prisoners, 11.3% 
are living with HIV; of the 22,000 men who have 
sex with men, 6.3% are living with HIV; and among 
the country’s 7,100 sex workers, HIV prevalence is 
estimated at 2%.8 Coverage of prevention services 

among people who are members of key populations 
was low: prevention programmes reached only 
28.2% of people who inject drugs, 24.8% of sex 
workers and 47.8% of men who have sex with men.9

The Government of Kyrgyzstan 
signed the United Nations Political 
Declaration on ending AIDS (2016) 
and committed to accelerating 
efforts to end the AIDS epidemic by 
2030.10 Moreover, in 2019, Bishkek 
and Osh signed the Paris Declaration 
to end the AIDS epidemic in cities.11 
Kyrgyzstan’s National HIV Program, 
which was adopted in 2017, aligns key 
activities of the national HIV response 

with the UNAIDS 90-90-90 targets and strategies.

Kyrgyzstan’s legal framework for HIV includes 
criminalization of HIV transmission and possession of 
drugs for personal use. At the same time, sex work 
and same-sex sexual acts are not subject to punitive 
regulations or criminalization.12

KYRGYZSTAN

Women walk past sellers of 
traditional Central Asian round 

and flat bread called naan, 
at Osh Bazaar in Bishkek, 

Kyrgyzstan, September 2018. 
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Ukraine is a lower-middle-income country of 42.5 
million people in Eastern Europe.13 It is home to the 
second-largest HIV epidemic in the EECA region. 
As of 2018, there were an estimated 
240,000 people living with HIV; 
prevalence among adults (15-49 
years old) in the general population 
was 1.0, and incidence was 0.6 per 
1,000 people. An estimated 71% 
(170,000 of 240,000) of all people 
living with HIV were aware of their 
status. Overall, 120,000 of the 
170,000 people diagnosed received 
ARVs, and 110,000 (46%) of them 
had suppressed viral loads.14 

Ukraine’s HIV epidemic is concentrated among key 
populations. HIV prevalence among the country’s 
estimated 350,300 people who inject drugs is 22.6%. 
It is 8% among an estimated 55,078 prisoners, 7.5% 
among an estimated 179,400 men who have sex 
with men and 5.2%. among an estimated 86,600 sex 
workers.15 The coverage of prevention services and 
programmes for people who are members of key 
populations is not adequate, reaching only 65% of 
people who inject drugs, 48% of sex workers and 
24% of men who have sex with men.16

The illegal annexation of Crimea by the Russian 
Federation in 2014 and ongoing armed conflict with 
Russian-backed separatists in Eastern Ukraine (home 
to nearly 25% of the country’s people living with HIV) 
have made it much more challenging for Ukraine 

to respond to HIV. The armed conflict has made it 
very difficult to deliver HIV treatment and services to 
people who live in territories that are not under the 

control of the Ukrainian Government. 
Despite the economic, social and 
war-related challenges of recent 
years, Ukraine has prioritized scaling 
up HIV services towards meeting the 
90-90-90 targets. 

Ukraine signed the United Nations 
Political Declaration on ending 
AIDS (2016).17 In 2019, after the 
official launch of the regulatory 
mechanism that allows non-

governmental organizations to receive state 
financing for prevention services for key populations, 
Ukraine became the first EECA country to transition 
from donor funding to domestic financing for 
HIV prevention and care services. Moreover, the 
Cabinet of Ministers of Ukraine approved the TB/HIV 
Sustainability Strategy in 2017 and the Strategic HIV/
AIDS Program 2019-2023 in 2019. In 2017, Kyiv and 
Odesa signed the Paris Declaration to end the AIDS 
epidemic in cities.18

The HIV-related legal framework in Ukraine is not 
entirely liberal. Transmission of HIV, possession of 
drugs and drug use are criminal offences. Sex work 
is illegal and an administrative offence punished by a 
fine. At the same time, same-sex sexual acts are not 
subject to punitive regulations or criminalization.19

UKRAINE

People stand in line at  
currency exchange point in 

Kyiv, Ukraine, 1 August 2019. 
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SURVEY FINDINGS4
Description of the  
Study Population
In our study, slightly more than half of 400 
participants from the EECA region were male. 
The majority of survey respondents were 25 to 
49 years of age, resided in urban areas and had 
secondary or higher education. Almost half of 

the participants identified as people who inject 
drugs. Representation of other key populations 
was lower: only 2% identified themselves as sex 
workers and 5% identified as men who have sex with 
men or transgender.ii Additionally, 9.5% identified 
themselves as migrants or refugeesiii and 9.5% 
identified as members of other groups who are 
vulnerable to acquiring HIV.iv Table 1 presents key 
demographic characteristics of the study population.

TABLE 1. Demographics

Demographic characteristics 
of the study population

KYRGYZSTAN UKRAINE   

N=200 N=200

GENDER Male  110 (55%)   110 (55%) 

Female   90 (45%)   90 (45%)  

AGE CATEGORIES 18-24   4 (2%)    9 (4.50%)  

25-49  163 (81.5%)   167 (83.5%) 

>49   33 (16.5%)   24 (12%)  

AREA OF RESIDENCE Rural  137 (68.5%)    9 (4.50%)  

Urbanv   63 (31.5%)   191 (95.5%) 

RELATIONSHIP STATUS Married or in a relationship  118 (59%)   98 (49%)  

Single   82 (41%)   102 (51%) 

EDUCATION Primary or no formal education   13 (6.50%)    2 (1%)  

Secondary or higher  187 (93.5%)   198 (99%) 

MEDIAN MONTHLY 
HOUSEHOLD INCOME [IQR]vi 145 [87.0; 290]  185 [119; 333] 

HOUSEHOLD SIZE 1-2   76 (38%)   91 (45.5%)  

3-5  102 (51%)   102 (51%) 

6 and more   22 (11%)    6 (3%)  

Missing   0 (0%)    1 (0.50%)  

http://transgender.ii
http://HIV.iv
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Demographic characteristics 
of the study population

KYRGYZSTAN UKRAINE   

N=200 N=200

PWIDvii Yes  100 (50%)   121 (60.5%) 

No  100 (50%)   79 (39.5%)  

MSM OR TGviii Yes   2 (1%)   18 (9%)  

No  198 (99%)   182 (91%) 

SEX WORKER Yes   3 (1.50%)    5 (2.50%)  

No  197 (98.5%)   195 (97.5%) 

MIGRANT OR REFUGEEix Yes   33 (16.5%)    5 (2.50%)  

No  167 (83.5%)   195 (97.5%) 

OTHER KEY POPULATIONx Yes   33 (16.5%)    5 (2.50%)  

No  167 (83.5%)   195 (97.5%) 

YEAR OF HIV  
DIAGNOSIS  
CATEGORIES

<2010   34 (17%)   69 (34.5%)  

2010-2015  102 (51%)   84 (42%)  

>2015   62 (31%)   46 (23%)  

Missing   2 (1%)    1 (0.50%)  

LATE HIV DIAGNOSISxi Yes  112 (56%)   96 (48%)  

No   88 (44%)   104 (52%) 

DIAGNOSED WITH  
ADVANCED HIVxii

Yes   41 (20.5%)   44 (22%)  

No  159 (79.5%)   156 (78%) 

RECEIVED ARV TREATMENT Yes  184 (92%)   185 (92.5%) 

No   16 (8%)   15 (7.50%)  

LAST REPORTED  
VIRAL LOAD  
TEST RESULTS 

<1,000 copies/mL  135 (67.5%)   168 (84%) 

≥1,000 copies/mL   45 (22.5%)   13 (6.50%)  

Missing   20 (10%)   19 (9.50%)  

TABLE 1. Demographics (cont’d)
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Demographic characteristics 
of the study population

KYRGYZSTAN UKRAINE   

N=200 N=200

LAST REPORTED  
VIRAL LOAD   
TEST RESULTS

<40 copies/mL   22 (11%)   140 (70%) 

≥40 copies/mL  158 (79 %)   41 (20.5%)  

Missing   20 (10 %)   19 (9.50%)  

ANY HIV-RELATED 
STIGMATIZING  
EXPERIENCExiii

Yes  185 (92.5%)   159 (79.5%) 

No   15 (7.50%)   41 (20.5%)  

TABLE 1. Demographics (cont’d)

Diagnosis
In EECA countries, late diagnosis of HIV is a 
significant problem: it occurs often and is strongly 
associated with poor treatment outcomes and 
increased risk of illness and death.20 According to the 
European Centre for Disease Prevention and Control, 
57.2% of newly diagnosed people living with HIV 
in the World Health Organization (WHO) Eastern 
European region had a CD4 count of <350 CD4 
cells/mm3 in 2017. In contrast, the European Union 
reported that 48.6% of HIV diagnoses were among 
late presenters, a nine percentage point difference. 
Moreover, EECA countries carry a significantly 
greater burden of new infections. In 2017, the rate 
of new HIV infections was 51.1 per 100,000 in EECA 
countries, eight-fold higher than the rate in the 
European Union.21 

In our study, 399 of 400 participants received a CD4 
count test result after their HIV diagnosis. Among 
them, 52% (SE = 0.025) were diagnosed at the 
late stage of HIV (CD4 count of <350 cells/mm3), 
including 21.3% (SE = 0.02) who were diagnosed 
with advanced HIV disease (CD4 count of <200 cells/
mm3). Moreover, the median CD4 count at diagnosis 
was 303 cells/mm3 (95% CIxiv: 274.9, 332.3). There 
were no significant differences in the median CD4 
cell count at baseline between study participants 
in Kyrgyzstan and Ukraine (297 cells/mm3 – 95% CI: 
261.4, 334.6 – vs. 314 cells/mm3 – 95% CI: 272, 363 
– respectively). 

The proportion of people who were diagnosed late 
was higher among people who inject drugs than 
people who did not inject drugs (56.6%, SE = 3.3, 
compared with 46.4%, SE = 3.7, among people who 

did not inject drugs; p-value = 0.04). Older people 
(age >49 years) were significantly more likely to be 
late presenters than younger people (64.9%, SE = 
6.4, compared with 49.9%, SE = 2.7, among those 
aged 18-49; p-value = 0.04). 

Overall, neither Kyrgyzstan nor Ukraine is diagnosing 
new HIV infections at early stages. The inefficient 
implementation of early HIV detection strategies 
could be one of the reasons for late diagnosis, 
especially among people who are members of key 
populations and older people. 

Linkage to Care
Linking newly diagnosed people living with HIV to 
care (defined as visiting an HIV treatment facility 
after diagnosis, receiving timely CD4 testing, rapid 
ART initiation and routine viral load monitoring) is 
the single most important step towards successful 
treatment of HIV infection and good health 
outcomes.xv Early and rapid ART initiation and timely 
viral load monitoringxvi markedly reduce mortality 
and HIV-associated illnesses among people living 
with HIV.22,23,24 Moreover, ARVs reduce the risk of 
HIV transmission.25 In addition, prompt linkage to 
and retention in care is associated with faster viral 
suppression.26

In our study, only 10% (SE = 0.015) of respondents 
were linked to HIV care in a timely manner. The 
proportion of people living with HIV with timely 
linkage to care was significantly greater in Kyrgyzstan 
than Ukraine (14%, SE = 2.5, and 5.5%, SE = 1.6, 
respectively; p-value = 0.004). Female gender (14%, 
SE = 2.6, compared with 6%, SE = 1.6, among 
males) and rural residence (18%, SE = 3.2, compared 

http://outcomes.xv
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with 5%, SE = 1.4, among urban) were significantly 
associated with timely linkage to care (p-value 
<0.01). In contrast, people who inject drugs were 
significantly less likely to be promptly linked to care 
(5%, SE = 1.5, vs. 15%, SE = 2.7, among people who 
don’t inject drugs; p-value = 0.001).

For services, such as 
diagnostics, there are technical 
issues, for example, a queue. 
It happens that there are no 
reagents for CD4 tests, and, if 

there are, then there are no reagents for 
viral load tests. 

– Kyrgyz person living with HIV

Access to and Results  
of CD4 Testing
In Kyrgyzstan and Ukraine, current HIV treatment 
protocols for adults and adolescents recommend 
initiation of ARV treatment at any CD4 cell count.27,28 
However, in Ukraine, during the data collection 
period, the HIV treatment protocol was a CD4 
threshold of ≤500 cells/mm3) for ARV initiation.29 

Of the 400 participants from Kyrgyzstan and Ukraine, 
399 received a CD4 count after HIV diagnosis. The 
time between HIV diagnosis and the first CD4 test 
result varied, with a median of 91 days (95% CI: 59.7, 
131.1): only 25% of EECA study participants received 
results within 12 days (95% CI: 8, 17) and 75% had to 
wait up to 469 days (95% CI: 366, 990). In Kyrgyzstan, 
the median wait for CD4 test results was 72 days (95% 
CI: 34, 111). In Ukraine, people living with HIV had to 
wait longer – 111 days on average (95% CI: 66, 218) – 
but the difference was not significant. 

Among all surveyed people living with HIV in EECA 
with CD4 test results, only 43% (SE = 0.03) received 
them in a timely manner. Only 36 participating people 
living with HIV (9%; SE = 0.01) received their first CD4 
result on the same day as their HIV diagnosis. 

ARV Treatment
At the time of this report, both Kyrgyzstan and 
Ukraine had officially adopted national treatment 
guidelines that included the WHO 2015 “treat-all” 
recommendation.30,31 Kyrgyzstan adopted “treat-

all” in 2017, and Ukraine did so in 2019. Of study 
participants, 92% (SE = 0.01) were on treatment. At 
the same time, only 5% (SE = 0.01) of people living 
with HIV in EECA started ARV treatment on the same 
day as their HIV diagnosis, and only 27% (SE = 0.02) 
started ARV treatment within 30 days of their HIV 
diagnosis. People who inject drugs were significantly 
more likely to start ART more than 30 days after their 
diagnosis (p-value <0.001). 

Access to and Results  
of Viral Load Monitoring
The goal of ART treatment is to suppress HIV to an 
undetectable level and maintain viral suppression 
for as long as possible. Viral load monitoring is 
essential for assessing the response to ART. WHO 
recommends implementation of routine viral load 
testing at six and 12 months after treatment is 
initiated and then once a year for people who 
are clinically stable on ART.32 Kyrgyzstan and 
Ukraine include recommendations on routine viral 
load testing for all people living with HIV in their 
treatment guidelines. 

Of the 400 participants from EECA, 396 received a 
viral load test after their HIV diagnosis. The interval 
between ART initiation and getting an initial viral 
load test result varied, with a median time to results 
of 149 days (95% CI: 87, 188). 

Dolutegravir is available. Now 
we are gradually transferring 
patients to a new treatment 
regimen. 

– Ukrainian doctor 

In Kyrgyzstan, the median waiting time from the day 
of ARV initiation to the first viral load test result was 
55 days (95% CI: 38, 100). For people living with HIV 
in Ukraine, the time was much longer (205 days; 95% 
CI: 184, 277). In both countries, the median time 
from the day of ARV initiation to the first viral load 
test result deviates from what is recommended by 
the national guidelines. In addition, 47% of people 
living with HIV in EECA received their first viral load 
test before starting ART. This might indicate that 
clinicians did not adhere to the guidelines or that 
gaps in the supp ly of viral load testing prevented it 
from being available at recommended intervals. 
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Only 55% of all surveyed people living with HIV in 
EECA (SE = 0.04) received the results of their first 
post-ART viral load test in a timely manner. People 
living with HIV in Kyrgyzstan were nearly twice as 
likely to receive their viral load test result in a timely 
manner than their counterparts in Ukraine (71.2%, SE 
= 4.4, compared with 37.4%, SE = 4.9, respectively; 
p-value <0.001). Also, 12% of all people living with 
HIV in EECA had to wait for their first viral load test 
results for over a year.

Quality of Comprehensive 
Package of Care
Successful management of HIV infection includes 
screening for and treatment of co-morbidities 
and co-infections, such as tuberculosis (TB), viral 
hepatitis and sexually transmitted infections (STIs). 
Moreover, as ART has improved survival of people 
living with HIV, they begin to face a new threat: 
non-communicable diseases (NCDs). Morbidity and 
mortality from NCDs, such as heart disease, stroke, 
cancer, diabetes, renal and liver diseases and mental 
illnesses, occur among people living with HIV as they 
get older.33 Monitoring for, and timely treatment of, 
co-infections and NCDs among people living with 
HIV is an important measure to improve their quality 
and length of life. 

There is no unified definition for, or description of, 
a comprehensive package of care for people living 
with HIV in the EECA region. Community-based 
organizations have an opportunity to spearhead 
the development and promotion of such a package 
of care, which should be focused on management 
of HIV, AIDS-defining illnesses and other common 
opportunistic infections, and aim to link people who 
are in HIV care with screenings and treatment for 
cancer and cardiovascular disease (CVD).  

To evaluate access among people living with HIV 
in EECA to a comprehensive package of care, 
we defined a complete set of diagnostic and 
prophylactic measures that should be included,  
as follows:

■�� A diagnostics package covering examinations, 
screening and testing for any STI, viral hepatitis 
(HBV and HCV), human papillomavirus (HPV), 
cryptococcal infection, CVD, hypertension and 
diabetes

■�� Prophylaxis (including co-trimoxazole and/or 
isoniazid preventive therapy) and vaccination 
for at least one preventable disease (including 
influenza and HPV).

Of all EECA participants, only 24% (SE = 0.02) 
received the complete diagnostics package. There 
was less access to the diagnostics package in 
Kyrgyzstan than Ukraine (20.4%, SE = 3.0, compared 
with 28.7%, SE = 3.4, respectively; p-value = 0.07). 
Being a sex worker was positively associated with 
receiving the complete set (p-value = 0.01), possibly 
because sex workers are more likely to receive STI 
testing than other groups. 

An analysis of access to individual components of 
the comprehensive package of care revealed that 
coverage of STI, HCV and HBV testing was high: 
89.5% (SE = 0.02), 95% (SE = 0.01) and 91% (SE = 
0.01), respectively, among all respondents. 

Access to testing for NCDs (CVD, hypertension and 
diabetes) was lower: 62% (SE = 0.02), 52% (SE = 0.03) 
and 68% (SE = 0.02), respectively, of all surveyed 
people living with HIV received these tests. In 
Kyrgyzstan, access to testing for CVD, hypertension 
and diabetes was markedly lower than in Ukraine 
(45% vs. 78% for CVD; 35% vs. 68% for hypertension; 
40% vs. 96% for diabetes; p-value <0.001). Moreover, 
coverage of testing for cryptococcal infection and HPV 
was the lowest: only 32% (SE = 0.03) in Kyrgyzstan 
and 30% (SE = 0.03) in Ukraine. Access to HPV testing 
was better in Kyrgyzstan than Ukraine, at 40% versus 
27% (p-value = 0.03).

Access to barrier contraception was high: 91% (SE 
= 0.01) of all respondents reported that they can 
always get condoms. At the same time, only 33% 
(SE = 0.04) of all women had access to pregnancy 
testing. Additionally, only 24% (SE = 0.02) of all 
surveyed people living with HIV were offered a 
vaccine for at least one preventable disease (for 
example, HBV, influenza, pneumococcal disease, 
tetanus or HPV). Virtually none of the people living 
with HIV in Kyrgyzstan were offered vaccines: 1% (SE 
= 0.7) versus 45.5% (SE = 3.5) in Ukraine (p-value 
<0.001).

Prevention, timely diagnosis and treatment of TB are 
crucial for reducing the risk of death among people 
living with HIV in EECA. Currently, TB/HIV mortality is 
growing in the WHO European Region (13.8% annual 
increase), and EECA countries carry the largest 
burden.34 Among all people living with HIV in the 
EECA region, 25.5% (SE = 0.02) were diagnosed with 
TB after they received an HIV diagnosis; 97% of them 
(SE = 0.02) received anti-tuberculosis treatment.

Access to co-trimoxazole and isoniazid (for TB 
preventive treatment) was suboptimal. Among all 
EECA respondents, only 49% (SE = 0.03) reported 
receiving co-trimoxazole and only 67% (SE = 0.02) 
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reported receiving isoniazid. More people living with 
HIV had access to both co-trimoxazole and isoniazid 
in Kyrgyzstan than Ukraine: 55% versus 43% for 
access to co-trimoxazole (p-value = 0.02) and 73% 
versus 65% (p-value = 0.09) for access to isoniazid, 
respectively.

Co-infection with HCV increases all-cause and liver-
related mortality among people living with HIV.35 
Timely diagnosis of HCV and access to treatment 
improves treatment outcomes and life expectancy 
among co-infected people living with HIV. Among 
people living with HIV in EECA who were tested 
for HCV, 21% (SE = 0.03) were HCV positive. The 
proportion of those who received positive HCV test 
results was lower in Kyrgyzstan than in Ukraine: 51% 
(SE = 4.3) versus 65% (SE = 6.5), respectively (p-value 
= 0.01). 

Access to HCV treatment was low. Only 21%  
(SE = 0.03) of those who tested positive for HCV 
were treated, and fewer people living with HIV 
received HCV treatment in Kyrgyzstan than Ukraine: 
8.6% (SE = 3.4) and 28.6% (SE = 4.1), respectively. 

I wish I could get all medical 
services in one place. But I 
have to go to different clinics 
because none of them has all 
medical services in one place 

for HIV-positive [people]. I could also use 
a good psychologist. 

– Ukrainian person living with HIV 

Retention in Care and 
Adherence to Treatment
High adherence to ARV treatment leads to viral 
suppression and immune recovery among people 
living with HIV.36 Periodic evaluation of adherence 
among people living with HIV could serve as a tool 
for assessing treatment success or warn of possible 
treatment failure.37,38 In our study, participants 
reported adherence based on a visual analogue 
scale. Optimal adherence was defined as a score 
above 90%. Additionally, results from the most 
recent viral load test were abstracted from the 
medical charts of study participants. Viral load was 
considered to be suppressed if the last reported 
viral load test results were <1,000 copies/mL or 

<40 copies/mL. In addition, HIV treatment literacy 
among people living with HIV was measured with a 
questionnaire that included question and statements 
about the benefits of ARVs.

The majority of participating people living with HIV 
in EECA reported good adherence to ARVs (94%, SE 
= 0.01). At the same time, the proportion of those 
with viral loads of <1,000 copies/mL was 83% (SE = 
0.02). Of this group, 45% (SE = 0.03) had a viral load 
of <40 copies/mL. Treatment outcomes were worse 
in Kyrgyzstan than Ukraine: 75% (SE=3.2) of people 
living with HIV had a viral load of <1,000 copies/mL) 
versus 93% (SE = 1.9) in Ukraine (p-value <0.001). 
Also, a smaller proportion of people living with HIV 
in Kyrgyzstan had a viral load of <40 copies/mL than 
in Ukraine: 12% (SE = 2.4) versus 77.3% (SE = 3.1) 
(p-value <0.001).

Of all respondents, only 41% (SE = 0.02) had highxvii 
knowledge of HIV treatment. The proportion of 
people with lowxviii knowledge was significantly 
higher in Kyrgyzstan than Ukraine: 69% (SE = 3.3) 
and 48.5% (SE = 3.5), respectively. 

An analysis of factors associated with viral 
suppression revealed positive associations with: 

■ Living in an urban area (88% of urban residents 
had suppressed viral load vs. 76% in rural areas; 
p-value = 0.003) 

■ Regularlyxix visiting HIV treatment facilities (86% of 
regular visitors had suppressed viral load vs. 56% 
of non-regular; p-value < 0.001) 

■ Having good relationships with health workers 
(89% vs. 77% of those who had poor relationships; 
p-value = 0.003). 

It is very difficult to work with 
people on methadone, as well 
as with people who have been 
released from prison. Some of 
them do not have a permanent 

place of residence, which also affects 
adherence.

– Kyrgyz doctor 
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Stigma and Discrimination 
against People Living with HIV
HIV-related stigma and discrimination have a 
serious negative impact on physical and mental 
health, adherence to treatment and engagement 
in healthcare among people living with HIV.39 Our 
study found that people living with HIV in EECA 
continue to experience high levels of stigma and 
discrimination. Of all study participants, 86% (SE 
= 0.02) reported experiencing at least one HIV-
related stigmatizing event in the past year. A larger 
proportion of people living with HIV experienced 
HIV-related stigma in Kyrgyzstan than Ukraine 
(92.5%, SE = 1.9, and 79.5%, SE = 2.9, respectively). 
Almost all people living with HIV in rural areas faced 
stigma (93.8%, SE = 2.0); fewer people living with 
HIV in urban areas experienced stigma (81.5%, 
SE = 2.4; p-value <0.001). A lower proportion of 
people who inject drugs experienced stigma than 
people who don’t inject drugs (79.2%, SE = 2.7, 
vs. 94.4%, SE = 1.7), possibly due to differences in 
how stigma is perceived among these groups; it is 
also possible that stigma of people who inject drugs 
may have been compared with stigma of other key 
populations, not only the general population.

Of all participating people living with HIV in EECA, 
65% (SE = 0.02) had anticipated experiencing HIV-
related stigmaxx at least once in the past year. A 
larger proportion of women anticipated HIV-related 
stigma than men: 69.4% (SE = 3.4) versus 60.5% 
(SE = 3.3), respectively (p-value = 0.06). A larger 
proportion of older people (>49 years) anticipated 
stigmatizing events than younger people (18-49 
years): 84.2% (SE = 4.8) and 61.2% (SE = 2.6), 
respectively (p-value <0.001). A larger proportion 

of people living with HIV in rural areas anticipated 
stigmatizing events than those in urban areas:  
80.1% (SE = 3.3) and 55.5% (SE = 3.1), respectively 
(p-value <0.001).

 

It happens that the patient 
may be met at the market and 
loudly asked why they did 
not go to take CD4 test. This 
attitude of physicians frightens, 

stops the patients from going to the 
physician. 

– Kyrgyz person living with HIV 

Findings about enacted stigmaxxi were less common, 
with 25% (SE = 0.02) of all participants reporting it. 
The proportion of people living with HIV who faced 
enacted stigma in Kyrgyzstan was significantly lower 
than in Ukraine: 13% (SE = 2.4) versus 36.5% (SE = 
3.4), respectively (p-value <0.001). Enacted stigma 
was more pervasive among urban residents than 
those in rural areas: 30.7% (SE = 2.9) versus 14.4% 
(SE = 2.9), respectively (p-value <0.001). 

Additionally, half of all participants reported 
experiencing internalized HIV-related stigmaxxii in the 
past year (51%, SE = 0.03). The proportion of people 
living with HIV who experienced internalized stigma 
was slightly lower in Kyrgyzstan than Ukraine: 46.5% 
(SE = 3.5) versus 55.5% (SE = 3.5), respectively 
(p-value = 0.07).
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The findings in Kyrgyzstan and Ukraine reveal existing challenges 
and gaps in the continuum of HIV services and in provision of the 
comprehensive package of care for people living with HIV. Despite 
evident improvements in scaling up ARV treatment and diagnostic 
tests, EECA countries still lack optimized delivery of care and 
treatment. 

Advocacy efforts focused on quality, timeliness and 
appropriateness of services for people living with HIV 
in the region are urgently needed. Such efforts should 
be developed and implemented in a coordinated 
fashion across the region and with meaningful 
involvement of people living with HIV and key 
affected populations. Technically sound and relevant 
long-term advocacy campaigns should be aimed 
at improving access to modern ARVs, supporting 
affordability of treatment and sustainable financing, 
and implementing core prevention, care and support 
services at regional, national and local levels. 

To overcome the existing barriers to reaching the  
90-90-90 targets in Kyrgyzstan, Ukraine and the 
EECA region as a whole, we recommend the 
following: 

■ Accelerate multi-sectoral efforts to expand 
access to, reach and acceptability of testing, 
and to facilitate early diagnosis of HIV, 
especially among people who are members 
of key populations and their sex and injecting 
drug-using partners. 

■ Optimize the current pathways to improve 
linkage to and retention in care. Transition 
of newly diagnosed people living with 
HIV between steps in and systems of care 
should be as smooth and fast as possible. 
Pathways should be developed around the 
needs of people living with HIV, not around 
bureaucratic procedures.  

■ Prioritize rapid ARV initiation as soon as 
clinically feasible, taking into account 
counselling and readiness to initiate 

treatment, and co-morbidities, such as 
tuberculosis and cryptococcal meningitis, 
that may have to be treated before ART is 
started. Monitor people with advanced HIV 
disease for immune reconstitution syndrome. 

■ Develop and implement comprehensive 
reproductive health programmes and 
services for all women, particularly those who 
are members of key populations. 

■ Improve the delivery of a comprehensive 
package of care for people living with HIV, 
including testing for, and treatment of, TB, 
HCV, HCB, STIs and NCDs.

■ Advocate for stable and sufficient financing 
for prevention, treatment and care services.

■ Continue work to reduce HIV-related stigma 
and discrimination at all levels. 

■ Ensure continuous education of healthcare 
workers and NGO service providers about 
HIV services, treatment and their delivery, 
based on internationally recognized 
guidelines and standards from the World 
Health Organization. 

■ Implement and maintain continuous 
community oversight by people living with 
HIV on the financing and implementation of 
national and local policies aimed at ending 
the AIDS epidemic by 2030.

RECOMMENDATIONS5
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ENDNOTES AND REFERENCES6
i Burkina Faso, Cote d’Ivoire, Dominican Republic, Honduras, 

Indonesia, Kenya, Kyrgyzstan, Lebanon, Morocco, Uganda, 
Ukraine, Vietnam, Zambia, Zimbabwe

ii Only one person identified themselves as transgender

iii Including international migrants and labour migrants

iv Including prisoner, ex-prisoners and sexual partners of key 
populations

v Including semi/peri-urban

vi Measured in United States dollars. Reported in local currency 
and converted using average conversion rates of 2018 

vii People who inject drugs

viii Men who have sex with men or transgenders

viiii Including international and labour migrants

x Including prisoners, ex-prisoners and sexual partners of key 
populations

xi Defined as <350 CD4 cell count/mm3 at HIV diagnosis 

xii Defined as <200 CD4 cell count/mm3 at HIV diagnosis 

xiii Measured as occurrence any HIV status-related stigmatizing 
experience in the past 12 months

xiv Confidence interval

xv Initiation of ARV within 30 days of the date of HIV diagnosis

xvi First viral load test results within six months of the date of 
ART initiation

xvii Measured as more than eight correct answers to a 10-piece 
HIV treatment literacy questionnaire

xviii Measured as eight or less correct answers to a 10-piece HIV 
treatment literacy questionnaire

xix At least once every four months after HIV diagnosis

xx Defined as the decision to not disclose HIV status to anyone 
or to avoid seeing friends or participate in social gatherings 
due to HIV status

xxi Defined as, because of HIV status: being excluded from 
family, social, religious gatherings; being subject to gossip; 
being verbally or physically assaulted; being forced to 
change residence; losing job; being denied health services

xxii Defined as blaming themselves for being HIV positive and 
deciding to not have children or sex due to HIV status
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