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1. Introduction 
 
 
Since HIV/AIDS appeared in the Russian Federation in the early 90s, and particularly since 2001, the epidemic has 
increased rapidly. For a few years in the end of the last decade the country, together with Ukraine, accounted for 
the fastest increase in newly reported cases worldwide -  far more than in Sub-Saharan Africa, for example. 
Recent statistics from the Joint United Nations Programme on HIV/AIDS (UNAIDS) show that there is still a very 
high number of newly reported cases every year.   
 
As shown in this report, extensive research indicates that the reliability of HIV/AIDS data from the Russian 
Federation is low, and the real number of infections may be as high as three times the official statistics and even 
higher in certain regions of the country. 
  
Nevertheless, even with a much higher number of people living with HIV/AIDS (PLWHA), the situation is not yet 
critical for the country as a whole. The characteristics of HIV prevalence in the Russian Federation are clear, and 
the vast majority of the infected people may be found within certain groups, e.g. injecting drug users (IDUs) and 
their sexual partners, many of whom are also sex workers. Furthermore, the epidemic is concentrated to a 
limited number of regions. A concentrated epidemic should be easier to control, and there is a wide range of 
well- documented evidence based on interventions on how to prevent and treat HIV within the groups affected. 
 
Based on this information, a positive development with a decrease in the real incidence of HIV seems to be both 
realistic and plausible. But a number of factors interfere, and the situation is not just critical – it is worsening. 
Firstly, the concentration of HIV within certain groups may not last. Even though there is little evidence for 
onward spread to other groups, several risks are present and realistic. When HIV is spread to the broader 
population, through sexual transmission, the epidemic may speed up, and both prevention and treatment will 
be much more difficult and expensive to implement. Secondly, the lack of reliable data makes successful actions 
and responses difficult. When information about high risk groups is limited, they are even more difficult to 
reach, and HIV may spread further outside control. Thirdly, stigmatisation and discrimination of sex workers, 
IDUs and PLWHA lead to violations of their rights and make actions even more difficult. When infected people 
avoid, or are denied, official health care due to stigma and discrimination, prevention and treatment are 
impossible. Finally, a lack of political will and targeted actions to high-risk groups, from the Russian authorities 
hinders any full-scale, focused, nationwide initiative to be implemented.  
  
With a regional perspective, looking at the Russian Federation as a part of Eastern Europe and Central Asia, there 
are additional worrying observations. The Russian Federation, together with Ukraine, has the largest 
concentration of people living with HIV and AIDS in the World Health Organisation (WHO) European Region, and 
the increase of HIV in the neighbouring countries is often linked to these two countries. Migration and regional 
mobility thus make the situation in the Russian Federation relevant for all of the European and Central Asian 
countries. 
 
HIV in Russia may in a longer perspective be a threat to other European countries, but it should be emphasised 
that the development already now is violating the rights of people in Russia. Even if the spread to other groups 
can be limited and controlled, there is a steady increase of HIV within certain high risk groups. These people are 
often being stigmatized and discriminated against due to the various groups they are associated to, such as 
IDUs, sex workers or people living with HIV or AIDS. According to the International Covenant on Economic, Social 
and Cultural rights, ratified by Russia in 1976, everyone has a right to the highest attainable standard of health, 
and this right is not being fulfilled in the Russian Federation today. 
  
The aim of this report is to highlight the HIV situation in the Russian Federation and to appeal for 
action - from the Russian authorities, but also action from other European governments. The present 
momentum, where the development may still be turned  and the epidemic may come under control, 
is about to be lost. If HIV in the Russian Federation is dealt with now, it is possible to make a 
difference, but there is a closing window of opport unity. 
 
The report is based on existing data and research, mainly from WHO and UNAIDS. Case stories are included 
throughout the text to illustrate the reality behind data and statistics. The report begins with a description of the 
HIV status in the Russian Federation today, continues with the foreseen developments for the future, and ends 
with a set of recommendations. 
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2. HIV status today 
 
 
The development of HIV and AIDS in Russia and Eastern Europe/Central Asia in general, differs from that of the 
rest of the world. Firstly, through the relatively late outbreak, with a rapid increase in the end of the 90s, and 
secondly, with injecting drug use as the primary mode of transmission. Compared to e.g. Africa the total HIV 
prevalence is modest, but looking at the unreliable nature of the HIV data and the pace of the increase, the 
situation calls for attention. This chapter outlines the epidemic in the Russian Federation beginning with a 
section about available data. 
 
 

2.1. Lack of reliable data 
 
The information and data regarding the incidence and prevalence of HIV/AIDS in Russia are very uncertain. There 
is a major contradiction between the number of officially registered cases of HIV/AIDS and estimates on the real 
number of infected. The official statistics according to UNAIDS thus indicates a HIV prevalence of 370.000 
persons, while estimates reach up to 1.5 million. Other studies indicate that it may be up to even ten times as 
many1.  
 
The Russian Federation has traditionally relied on epidemic surveillance based on recordings of each case 
detected but supplements increasingly with small scale surveys for data on the epidemic. Reliance on case 
reporting has been criticised and it tends to lead to severe underestimation2. The lack of clarity regarding HIV 
prevalence is due to several reasons, which all are under the control or influence of the authorities.  
The reason can be categorised as follows: 
·  Lack of focus on vulnerable groups 
·  Social exclusion and stigmatisation 
·  Testing practices 
·  Lack of consistent routines 
·  The dramatic rise in HIV cases  
 
Lack of focus on vulnerable groups 
Every year more than 20 million HIV tests are being carried out in the Russian Federation. However, services that 
target high risk groups, taking their special need into consideration (e.g. IDUs) are limited, which leads to 
inaccurate estimates of HIV prevalence. As an example, a UNAIDS report from 2005 indicates that only between 
1,3 % and 2,1 % of all HIV tests are offered to IDUs3. Drug users are often hard to reach and they are not likely to 
be covered by general testing programmes. Unless testing is targeted to these groups, many infected persons 
will not be discovered. 
 
Social exclusion and stigmatisation 
Difficulties in reaching IDUs is not only due to lack of initiatives by the authorities. Stigmatisation and social 
exclusion are strongly linked to both IDUs and other risk groups such as men who have sex with men (MSM) and 
sex workers. As a result many people in the risk groups avoid health centres and other institutions where testing, 
prevention and treatment may be offered. How people are treated, and how they believe that they will be 
treated if they approach the official health system, affect the official HIV data, as many people may not contact 
these institutions even if they are in need of help. 
 
Testing practises 
If we turn to the testing which actual is being done new challenges arise. In a report from UNAIDS a senior official 
from the Federal Aids Centre in Russia estimates that at least 50 % of the HIV tests do not meet international 
standards regarding voluntary counselling and testing4. In some cases mandatory testing is also a formal 
practise. Today mandatory testing is carried out on personnel working with HIV infected people as well as 
prisoners, military college applicants, and contracted soldiers.  
 
Mandatory testing is, apart from violating people’s human and health rights, worrying as it may erode any trust 
and confidence with the client, which is fundamental to establish viable relationships needed for long term 
surveillance and possible treatment. Contact to vulnerable groups, such as IDUs and sex workers, is an important 
challenge, and if these groups fear testing, effective surveillance, prevention and treatment are difficult to 
achieve.  
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Forced testing of sexual partners  
A previous practice forced people who were diagnosed with a sexual transmitted disease to report all sexual 
partners. These partners were then forced to be tested as well. This wider effect did not encourage people to get 
tested, as it could force them in to situations causing conflicts with friends and family. In a study from 2003, 44 
% of the participants, who were all HIV positive, stated that they were required by their doctor to give 
information about their sex partners or other drug users5. 
 
Lack of consistent routines 
The Russian Federation is a big country and practices and routines seem to differ between different regions and 
areas. This leads to a problem in HIV surveillance as central guidelines are being interpreted differently locally. 
UNAIDS highlights an example from a region where 6.000 HIV patients were registered, while there were 10.000 
HIV-positive test results6. This, rather high, difference between different registers, indicates that estimates of HIV 
prevalence are highly unreliable.  
 
The dramatic rise in HIV cases 
The number of new HIV cases peaked in 2001, but since 2004 there is again an increase in the spread of the 
infection. It is difficult to foresee the development and to know if the increase will continue to rise. With a rapid 
increase in specific groups possible errors in estimations may be even bigger, and in combination with the 
factors mentioned above, HIV surveillance will be even more difficult.  
  
 

2.2. HIV in the Russian Federation 
 
According to the official data approximately 370.000 persons in the Russian Federation were living with HIV in 
2006. 39.000 of these people were registered as new cases the same year. As mentioned above, this number 
include only those people who have been in direct contact with the Russian Federation’s HIV reporting system, 
i.e. the formal health care system7 and the real number is likely to be much higher. 
 
There are big fluctuations of HIV prevalence between different regions in the Russian Federation. Even when 
taking into consideration the lack of reliable data mentioned above, it is clear that the spread of HIV has a 
geographic dimension which concentrates the spread of the disease to certain regions. The region with the 
highest HIV prevalence is Irkutsk Oblast, with a prevalence of 0.9 %, while Aginsky Buryatsky Autonomous Oblast, 
has the lowest prevalence of 0.007 %8.  
 
FIGURE 1 SOURCE: WHO, REGIONAL OFFICE FOR EUROPE, RUSSIAN FEDERATION COUNTRY PROFILE 
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HIV in Russia is linked to the social development in the country. The economic recession in the 1990s, which 
followed the perestroika policy and the dissolution of the Soviet Union, resulted in great poverty, social 
deprivation and not least instability and insecurity for the Russian population, peaking with the economic 
collapse in 1998. Even if there has been economic progress for the country as a whole in the last decade, many 
people are excluded from the development and live in poverty and social exclusion. Drug use has been said to 
have risen 900 % from 1994 to 20049. Especially young people, who feel that they lack opportunities and who 
have limited perspectives for the future, turn to the use of various substances e.g. alcohol and heroin - the latter 
increasing their vulnerability to HIV infection. Thus, the majority of the infected people are young drug users, 
living in urban areas. To finance their addiction, some turn to crime while others, mainly women, start as sex 
workers, which again will increase their vulnerability. 
 



                                                        

                                     5 

The majority of people living with HIV is men, but the pattern is changing. In 2001 24 % of the people living with 
HIV were women, while the same figure for 2004 had risen to 38 %10. A considerable part of the people living 
with HIV is relatively young. According to WHO over 80% of people infected are under the age of 3011.  
 
HIV infection decreases the immune system of the person and increases the vulnerability to other diseases. Co-
infection is therefore common. This is particularly relevant for tuberculosis, where HIV is one of the major risk 
factors. At the same time tuberculosis is the most common cause of death for people living with HIV. It is 
estimated that tuberculosis leads to death within a few months for 90 % of people living with a co-infection if  
untreated12. Co-infection is also common between HIV and hepatitis. Research from 2005 showed that 24 % of 
people living with HIV in Russia were also infected with Hepatitis C13. 
 
There are five groups which are relevant to look at in a Russian context. They are: 
·  Injecting drug users 
·  Men who have sex with men 
·  Prisoners 
·  Sex workers and women involved in sex-trade 
·  Heterosexuals  
 
 
Injecting drug users 
Many drug users share needles and syringes which increases the risk for infection and makes this group 
particularly vulnerable. It is estimated that IDUs comprise 85 % of the registered HIV cases in the Russian 
Federation and in some communities the HIV prevalence within this group may be as high as 65 %14. However, 
estimates are somewhat unreliable, since e.g. less than half of all the reported HIV cases in 2006 were recorded 
with mode of transmission.   
 
As data on the number of HIV infected is unreliable, so is data on the number of IDUs. Evidence is scarce but 
estimates show that Russia account for the largest IDU population worldwide15. According to various sources the 
numbers of IDUs range from 1.5 to 3.5 million people with the midpoint estimated as 2.22 of the population. In 
some areas the number of IDUs is estimated to comprise as much as 10 % of the population (in Irkutsk and 
Volgograd). The deputy director of the Russian State Drug Control Committee predicted in 2004 that there 
would be as many as 35 million drug users in Russia by 201416. When considering these numbers in light of the 
fact that many (estimates show 30-40 %17 or even up to 79 % in certain areas18) IDUs presently use non-sterile 
needles and syringes, the need for reaching this group with HIV prevention becomes evident.  
 
Present estimates based on samples show that more than 60 % of IDUs are younger than 25 years old and that 
up to 80 % are male19. For some youth injecting drugs has become a leisure time activity, as a response to lack of 
opportunities and hope for the future, conducted during the weekends. Drug injection is also frequent among 
street children and socially excluded groups. 
 
IDUs in St Petersburg 
Estimating the number of IDUs is in general quite difficult, mainly due to the fact that they have infrequent 
contact with health services and no central registration system exists. In the late 1990s, the St Petersburg-based 
NGO Humanitarian Action Foundation proposed that there were 57.000 active IDUs in the city. At that time the 
drugs were mainly sold around two big markets in St Petersburg, facilitating overview of the situation. Since 
then, due to action from authorities and police, the market for drugs has been spread out in the city, blurring the 
picture. An assessment made by Humanitarian Action in 2005/6 showed that there were approx. 250.000 – 
300.000 active IDUs in the city and an official from the city drug committee unofficially estimated the present 
number to be around 400.00020. As this number can seem extremely high, it should be noted that many young 
IDUs in Russia are not highly dependant everyday users, but use drugs together with friends in social settings. 
 
Men who have Sex with Men 
There are only rough estimates of the number of MSM in the Russian Federation. In mass media it is often stated 
that MSM account for 7-10 % of the male population, while other estimates refer to 2–5 % as more realistic21. The 
term MSM refers strictly to men who have sex with men, which may include both homosexuals and bi- or 
heterosexuals.  
 
Experiences from Western Europe show that MSM are a high risk group for HIV infections. However, due to the 
strong stigmatisation of the group in the Russian society there are few studies documenting their behaviour and 
HIV prevalence. The official data indicate that less than 1 % of the newly registered HIV cases in 2006 were MSM22. 
A specific study from St Petersburg and Moscow showed that 3.8 %, and 0.93 % respectively, of the MSM covered 
by the survey were HIV positive23.  
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Prisoners 
Prisoners are a high risk group, not so much for being in prison, but because many of the inmates are IDUs, and 
because many male prisoners engage in MSM activities during imprisonment. While many IDUs find themselves 
in prison at some point, due to possession of drugs, drug use is at the same time widespread inside prisons. 
Russia has the world’s second highest incarceration rates with 627 per 100.000 in prisons or pre-trial detention 
facilities 24 and estimates show a vast overrepresentation of IDUs in prisons and other penitentiary institutions. 
Thus, the proportion of IDUs is on average 10 times greater in prisons than in the general population25.  
 
While drugs are reported available in prisons by means of money or good connections26, safe and clean injection 
equipment is scarce and syringes often shared between inmates. Thus 65 % of those having injected drugs in the 
last 3 weeks reported having used previously used injection equipment in a survey conducted in 11 Russian 
prisons27.  
 
Testing of prisoners is mandatory upon arrival and many infected persons therefore receive their diagnosis while 
in custody. Further counselling and treatment are, however, often limited or missing. Even though the 
obligatory practise of segregating HIV positive and negative inmates was officially abandoned in 200128 several 
facilities maintain that HIV positive live in separate blocks. Apart from violating the rights of these inmates, this 
practice contributes to a false sense of security among those IDUs who do not test positive by arrival, failing to 
acknowledge the period during which the virus cannot be detected as well as the possibility for needles 
travelling between the blocks. Together with the general scarcity and punishable nature of injection equipment 
in prisons, an extremely risky environment for HIV is created. This is clearly proven by statistics showing that 
between 1996 and 2003 the number of HIV positive inmates rose from less then 1 out of 1.000, to 42,1 out of 
1.000 – more than thirtyfold29.  
  
Prisoners with HIV in St Petersburg30303030 
Many prisoners are young IDUs infected by HIV. Access to treatment, as well as information about prevention 
and the disease in general, is limited. Reports from 2002, from the Kresty pre-trial detention facility in St 
Petersburg, showed that more than 12 % of the inmates were HIV positive. 

 
Sex workers and women involved in sex-trade 
Sex workers constitute a high risk group for HIV infection, and it is also an important group to monitor as it may 
facilitate spread to other groups of society. There is a substantial overlap between IDUs and sex workers31. One 
study from 2003 of sex workers in St Petersburg showed that 93 % of the persons tested were also IDUs, and the 
HIV prevalence among the sex workers of the study was 48 %32. On country level WHO estimates that 5-15 % of 
the sex workers are HIV positive33. 
 
Sex workers are found all over the country. Their activities may be more or less voluntary, but many are based 
locally selling sex to local clients, short-term (e.g. tourists and business travellers) and long-term (e.g. migrant 
workers) visitors. However, there is also a major sex-trade taking place, through so-called trafficking. Trafficking 
takes place in various parts of the world, and also from Eastern Europe, including the Russian Federation, and 
Western Europe. These sex workers are often heavily abused and at the same time dependent on those 
organisations managing the trade. 
 
The overlap between IDUs and sex workers complicates identification of mode of HIV transmission in this group, 
since several risks of acquiring HIV are present: 1) Infection through needle sharing 2) Unsafe, but voluntary sex 
with clients 3) rape, occasionally carried out by clients and police officers. The last two options can lead to 
bridging of the disease from sex workers to other population groups, but they also represent routes of 
transmission the other way around - from these groups to the sex workers. 
 
HIV transmission through rape is a violation of both human and sexual and reproductive rights. Sadly this mode 
of transmission is a real threat for sex workers, both among locally based sex workers and victims of trafficking. 
 
Heterosexual transmission 
Heterosexual transmission is not yet considered a high risk in the Russian Federation as most HIV cases are found 
among IDUs. Nevertheless the relative proportion of heterosexual transmission is rising and as sex workers are a 
high risk group, HIV may be transmitted to clients and other sex partners via heterosexual contact. In addition, 
condoms as well as other contraception measures that also prevent sexually transmitted infections (STIs) are in 
general not widely used and abortion is still a popular contraceptive. As will be elaborated further in section 5.2 
heterosexual transmission was estimated to be the cause 30 % of all new cases in 2004. 
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2.3. Stigmatization and social exclusion 
 
All high risk groups identified in the Russian Federation are stigmatized and to different degrees socially 
excluded. HIV infection is equally linked to stigma and prejudices, and HIV infected IDUs, MSM, prisoners and sex 
workers are therefore facing double difficulties when they try to access HIV services in the country. 
 
In general, the groups most vulnerable to HIV infection, namely IDUs and sex workers, try to avoid contact with 
representatives from authorities, because of stigmatizing practices and laws that discourage them from 
accessing the appropriate services, where these are offered.  
 
Several practices discourage IDUs from accessing both prevention and treatment. Reports from NGOs show 
examples of police officers standing outside needle exchange services or night pharmacies, selling syringes, 
hoping to catch bribes from IDUs. This is linked to the fact that possession of relatively small amounts of drugs is 
sufficient to lead to imprisonment, providing officers with incentives to look for IDUs34.  
 
Furthermore, staff at AIDS centres has been reported to deny IDUs treatment based on the assumption that they 
would not adhere to the treatment. A survey from 2003 based on 470 HIV positive persons found that 30 per 
cent had been denied health care due to their status, and that 10 % had either been fired or kicked out from their 
place of residence35.  
 
An additional challenge for access to the formal health services offered in relation to HIV/AIDS is their connection 
to a residence registration (formerly known as propiska). All formal health services in Russia are conditioned on 
the patients´ possession of a residence registration, proving that the patient is officially registered as living in the 
district, city or oblast of relevance (depending on the service). The number of people without a residence 
registration is unknown, but it is considered to be much higher than the estimated 4.5 % of the population who 
are in fact homeless (i.e. literally living on the street). It is likely that high risk marginalised people, such as IDUs, 
sex workers and migrant workers constitute a relatively larger part of those without residence registration, than 
of the general population, due to their often unstable lifestyle. 
 
 
 
 
 

 
 
PEOPLE LIVING WITH HIV/AIDS ARE OFTEN STIGMATISED AND SOCIALLY EXCLUDED, WHICH ALSO AFFECTS THEM WITHIN THE HEALTH SYSTEM. 
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HEROINE IS ONE OF THE MOST COMMON DRUGS USED BY IDUs. PHOTO: HUMANITARIAN ACTION FUND 
 
 
This means that an unknown number of people in need of services, such as treatment for HIV/AIDS, are in 
principle unable to receive these services, even if they are provided by government clinics. However, some 
doctors at government clinics and hospitals do offer services to patients without residence registration36. The 
lack of formal right to HIV/AIDS related health care for all is not only a violation of the right to health, but also 
accentuates the crucial role of NGOs who provide anonymous services for all groups in need.   
 
People living with HIV are also stigmatized by the general public, due to the very low level of public awareness 
about the disease. Thus, a survey from 2001 comprising 5000 Russians found that approximately 40 % felt that 
an HIV positive person should not be allowed to teach37. The fact that most HIV positive persons are still to be 
found in the highly stigmatized groups of IDUs or sex workers, contributes to the general public’s associating HIV 
with these groups only. Thus HIV continues to be connected with the same stigma, and the public fails to 
acknowledge the risks posed to those who do not inject drugs or engage in sex work.     
 
The discrimination of high risk groups, as well as people living with HIV, is a violation of people’s rights. For 
people who are socially excluded it may be difficult to advocate for their own rights. However, it is the 
responsibility of duty bearers, such as local authorities and health institutions, to ensure access to the health 
system and fulfilment of these rights. 
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3. The Russian Authorities 
 
The Russian Government has an official commitment to the fight against HIV and AIDS. In February 2004, 
together with many other governments in Europe, they signed the so-called Dublin Declaration on Partnership to 
fight HIV/AIDS in Europe and Central Asia. In the declaration it is stated that the governments should provide 
“universal access to effective affordable and equitable prevention, treatment and care including safe anti-
retroviral treatment to people living with HIV/AIDS”38.  
 
It should be acknowledged that the political commitment to combating HIV in Russia is growing, both in terms of 
financial allocations and political action. However, looking at the activities implemented by the authorities, it 
appears that they are not reaching the risk groups and that they often lack the quality needed to achieve a 
successful result.  
 
 

3.1. Testing 
 
Testing is a prioritised activity and every year more than 20 million tests are being carried out. The problem is not 
the number of tests, but how they are done, and who they target. As described above the high risk groups in the 
Russian Federation are clearly identified, both in terms of geography and subgroups in the community. 
Unfortunately, focused testing initiatives offered to these groups are relatively limited.  
 
 

3.2. Prevention 
 
Prevention is important as it is the most efficient way to limit further spread of HIV. The Futures Group, a 
consultancy agency within HIV/AIDS in developing countries, estimated that 40 % of HIV/AIDS related funding 
should be allocated for prevention activities. In the Russian Federation only 6 % of the HIV/AIDS budget is spent 
on prevention, and a big portion of these funds comes from international donors39. One type of prevention 
activities, relating to the main high risk group, IDUs, is called Harm Reduction. Harm Reduction is, as the name 
implies, a method applying measures that reduces the harm caused by injecting drug use, without necessarily 
addressing the drug addiction as such. Harm Reduction covers both prevision of safe and clean injection 
equipment (such as needles, disinfective napkins etc.), collection of used injection equipment and different 
types of opioid substitution therapy.   
 
Awareness rising 
There is a huge lack of awareness and knowledge about HIV, its transmission and implications. Dissemination 
and awareness rising are needed for the whole population both to decrease high risk behaviour, and to change 
the attitudes of people towards people living with HIV. Stigma and discrimination are often based on lack of 
knowledge and linked to increased risks for infection as people avoid testing, counselling and treatment. There 
are limited information campaigns about HIV, both for the general public and targeting high risk groups and far 
too few funds are allocated for public awareness rising. In addition, school children are not offered education or 
information regarding HIV and associated risks. In general, the present activities to raise public awareness on HIV 
are unlikely to have any impact on the HIV epidemic. 
   
Needles 
IDUs are in constant need for injecting equipment, such as needles. Needle exchange programmes have proven 
effective to limit the need for needle sharing as well as the options for this through the collection of used 
needles. Research has shown that IDUs who receive their injection equipment through Harm Reduction 
programmes exercise less risky behaviour, due to the counselling connected to these programmes, than those 
whose main source of syringes is pharmacies40. Needle exchange programmes are not illegal in Russia, according 
to a 2003 amendment to the Criminal Code of the Russian Federation, if implemented with the consent of the 
relevant authorities41. Some state-run exchange services do exist, but they are neither sufficient nor efficient 
enough to cover the present need. In addition, leading officials have expressed negative attitudes towards 
needle exchange as well as towards the participation by present and former drug users in the delivery of these 
services42. It is well known that the use of present or former drug users in harm reduction programmes is the 
most appropriate and effective way of reaching IDUs, and in Russia several mobile harm reduction services,run 
by NGOs do this. 
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Closed pharmacies in St Petersburg 
Studies have shown that drugstores are the most important source of clean syringes for drug users43. However, 
increased harassment by police officers and the reaction to this by drugstore owners now limit IDUs’ possibilities 
of purchasing injection equipment. A St Petersburg based NGO working with Harm Reduction reports that 
several night pharmacies in the city have stopped selling syringes because of the uncomfortable presence by 
police squads around their shops. This, together with the risk of being harassed by police at the few shops where 
syringes can still be bought at night, prevents IDUs from accessing clean and safe injection equipment which 
may lead to increased sharing of needles, and thus increased risk for HIV transmission44. 

 
Opioid substitution therapy (OST)  
OST is another preventive measure which has a documented positive effect for addressing opioid dependence. 
However, OST is prohibited in the Russian Federation and there is therefore no access for IDUs. Succesful OST 
requires counselling and support. 
 
 

3.3. Treatment 
 
There are many different so-called antiretroviral drugs which are used for HIV treatment. Different drugs are 
used for different stages of HIV, and a combination of several antiretroviral drugs is called Highly Active Anti-
Retroviral Therapy (HAART). Failing compliance may lead to resistance, which may force patients to take new 
combinations of drugs. HAART is not a cure, but successful treatment may control and delay further 
development of the virus. 
 
People living with HIV who have access to HAART have increased chances for living longer, and with less 
inconvenience due to the infection. HIV is still a rather young disease in a Russian context. The first HIV/AIDS 
cases were reported in the end of the 1980s and the big increase of the number of infected people came in the 
end of the 90s. As HIV takes time to develop, the need for treatment is delayed compared to the date of 
identification. Therefore the need for HAART will increase rapidly in the coming years. In the end of 2003 it was 
expected that 56.000 persons were in need of HAART, and the predicted need in the end of 2008 will be more 
than 360.00045.  
 
In 2005 WHO estimated a need for treatment for 150.000 persons, while only 4.847 persons actually had access 
to HAART. This can be compared to western countries such as Denmark where 2.764 out of 3.400 persons with a 
need for treatment had access to the same46. Today the access to HAART has increased and in the end of 2007 a 
total of 31.084 persons had initiated treatment. However, the increased access is still far from fulfilling the need, 
which is still growing. 
 
The focus on IDUs is also missing in terms of treatment. When looking at the people who receive HAART it is clear 
that IDUs, constituting the biggest group of HIV infected people, receive extremely little attention. Data from 
2004 indicates that 185 IDUs in the Russian Federation were on HAART. This corresponds to 7% of the total 
number of people on HAART, which should be compared to the proportion of IDUs among people living with 
HIV, which was 88 %.  
 
The low access to HAART among IDUs may be explained by the fact that many clinicians are reluctant to offer 
HAART to drug users before they are free of drugs. The argument is that their adherence is lower. There is, 
however, no evidence supporting this argument47 and on the contrary IDUs who are offered appropriate 
counselling and supervision, in combination with harm reduction initiatives such as OST, show the same result as 
other groups.  
 
It should be acknowledged that HAART is very expensive and a long-term financial commitment as it is not a 
cure. But there are measures that can be taken. Prices can be negotiated, taxes and tariffs can be adjusted, and a 
special safeguard measurement within the international agreement on intellectual property rights (TRIPS) can be 
applied to lower prices and increase access. In the end access to HAART is a political decision, and thus a priority 
to be made.    
 
 

3.4. The role of NGOs 
 
NGOs fulfil an important role in the work with HIV and AIDS, within testing, prevention and facilitation of 
treatment. As explained above authorities have difficulties in reaching out to high risk groups such as IDUs. 
These groups have prejudices against the official institutions and often fear contact with the authorities. 
Unfortunately many of these prejudices and fears have a base in reality as stigmatisation and social exclusion of 



                                                        

                                     11 

HIV high risk groups are widely spread. Many NGOs are therefore playing an important role as bridge between the 
formal health system and the target groups. NGOs are present on the streets in close contact with IDUs and sex 
workers, and they build up a confidence, which may facilitate further support in clinics, test centres etc. In 
addition, many NGOs make use of peers, such as formers IDUs or people with connection to the prostitution 
environment, when reaching out to these marginalised groups.  
 
Cooperation between local authorities and NGOs in St Petersburg 
4 years ago, a city law on harm reduction was passed in St Petersburg. As is the case in Moscow, St Petersburg 
has its own health committee which can make independent regulations within the boundaries of the federal law. 
This regulation meant that the city became obliged to run harm reduction services for IDUs, which currently 
takes place in three facilities: The Botkin Infectious Disease Hospital, the government AIDS centre, and a 
government facility for treatment of drug addiction. The authorities have acknowledged the capacity and 
experience of NGOs, and the harm reduction activities have therefore been developed in cooperation between 
the local authorities and NGOs48.  

 
Within prevention NGOs are major players and as their activities are often funded by international donors, they 
bring additional funds to the total budget allocated for HIV in the Russian Federation. The dependency on 
foreign donors is, however, not sustainable. Donor support is often tied to short-term project work and not long-
term service delivery. Donor support is also depending on political trends and policies. When the economic 
development of the Russian Federation is positive, donor support to NGOs may be at risk following the argument 
that these activities might as well be funded domestically. This is unfortunately not the case. Even if local 
cooperation between authorities and NGOs exists, in for example St Petersburg, the relation between authorities 
and NGOs in many cases is related to both conflicts and difficulties. Management of NGO activities includes many 
administrative obstacles, related to demands and criteria from the authorities. Access to government funding 
for NGO activities is very limited, and where it exists the room for public dissent seems to be less than 
traditionally associated with an NGO identity. 
 
No Danish support to HIV/AIDS activities in Russia 
Denmark has one of the highest levels of development aid in the world and HIV/AIDS is a prioritised area. 
However, aid is only given to poor countries, identified as a limit of gross national income (GNI) per capita. In 
2007 the limit was 2.397 USD, where the Russian Federation had a GNI per capita at 5.770 USD. As the Russian 
Federation does not fall into the category of eligible countries financial support through existing development 
aid mechanisms is not possible. 

 
 

 
 
STREET CHILDREN IN ST PETERSBURG. PHOTO: HUMANITARIAN ACTION FUND
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MOUNTAINS IN KYRGYSZTAN. PHOTO: NAJA MAMMEN NIELSEN © DANCHURCHAID 

 
4. The spread of HIV to other countries 
 
 
HIV development in the Russian Federation should not be seen as an epidemic limited to a single country. On the 
contrary, HIV in Russia has a big influence on neighbouring countries, as well as both Eastern and Western 
Europe. In Eastern Europe and Central Asia migration is often related to labour, while migration to Western 
Europe is related to sex workers. A dramatic increase of HIV prevalence in the Russian Federation will therefore 
have effects far beyond the national boarders. 
 
HIV prevalence is by far biggest in the Russian Federation followed by Ukraine. In Eastern Europe and Central Asia 
as a whole it is estimated that 1.6 million persons are HIV positive, and 66 % of them are registered in the Russian 
Federation49.  
 
Test results came as a surprise 
Gulbi, a woman from Tajikistan was treated for another illness when she was registered as HIV positive in an 
ordinary blood test. The result came as a big surprise, and the infection could be traced back to her husband who 
worked abroad for four years and brought the virus back with him during one of his visits back in Tajikistan50.  

 
A lot of research documents the link between HIV in Russia and other countries in the region. As an example, 
research from Azerbaijan indicates that 45 % of the people living with HIV were infected outside the country, 
mainly in the Russian Federation and Ukraine51.  
 
Migrant workers from Central Asia 
In Tajikistan and Kyrgyzstan up to 20 % of the population are estimated to work shorter or longer periods in the 
Russian Federation. People who migrate through official “state programmes” are required to take an HIV test on 
both entering and exiting the country. However, many people migrate outside the official framework or use false 
documentation. The awareness of HIV in Central Asian countries is very low and the risk for migrants to get 
infected is high as their knowledge about prevention is limited. HIV is now spreading to non-risks groups such as 
wives of migrant workers  and their children. 

 
There are different types of commercial sex workers. Many are working locally, organised or unorganised, but 
there is also a high international mobility of the group, also from Eastern to Western Europe. So called trafficking 
is an increasing problem, where girls from Eastern Europe are going to Western Europe to work as sex workers. 
Trafficking is in many cases linked to abuse and appalling conditions.  
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5. HIV status tomorrow 
 
 
Predictions for the future are difficult, and the actual future situation will depend on the actions taken today. 
This section will look at the expected HIV status tomorrow, based on the present trends and response. An 
increased attention from Russian authorities, behaviour change or economic and social development may have 
an important impact on the outcome. 
 
 

5.1. An increased prevalence of HIV 
 
The World Bank’s “optimistic scenario” for the number of new HIV infections in Russia in 2020 is 5.4 million, and 
a pessimistic scenario is 14.5 million52. The increase in the number of people infected with HIV went up 
dramatically between 1997 and 2001. In the period between 1997 and 2005 the official accumulated number 
increased from 3.623 cases to 318.394 cases53. In 2002 the curve of new cases dropped, but since 2004 it has 
started to increase again.  
  
 
FIGURE 2                                                                                                                                                                                                                                                                                                                                                                           
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5.2. Spread to other groups 
 
The proportion of IDUs among HIV registered cases in Russia is 85 %, but looking at new cases the proportion is 
decreasing, and a report from UNAIDS indicates that the proportion of heterosexual transmission increased from 
3.2 % in 2001 to 30 % in 200454. The increase is not only a result of changed relation between different modes of 
transmission, but also a sign of real increase in the number of persons who get infected through heterosexual 
contact55.  
 
FIGURE 3 

 
 
 
 
 
 
 
 
 
 
 
 

This could be a sign of rapid change of the spread to other groups of the society. However, it may also be linked 
to an increasing stigmatisation of IDUs, which may have an effect on how cases are registered56. According to 
WHO there is presently no sign that HIV has “bridged” into the general population57. However, as prevalence 
among IDUs and sex workers increase, the risks for spread to other groups of society follow. This concern is 
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strengthened by the fact that many IDUs have non-injecting sex-partners58, which increases the risk for 
transmission to other groups than IDUs.   
 
One worrying note from UNAIDS is that HIV surveillance in bridging populations (e.g. non-drug using sexual 
partner of IDUs, clients of sex workers etc.) is missing, which decreases the possibilities to monitor changes in 
the spread of HIV. UNAIDS also notes that testing within high-risk groups has decreased significantly during the 
last years, which makes surveillances of possible changes in the spread of HIV even harder59. Furthermore a 
systematic test among sex workers does not exist.  
 
 

5.3. Geographic spread 
 
As described above there is a documented link between HIV development in the Russian Federation and other 
countries in the region. It is therefore likely that an increase in HIV prevalence in Russia will have an effect also on 
other countries. This will of course depend on the characteristics of an increase, and if it comes within groups 
which are mobile and likely to migrate. It is difficult to make reliable predictions but based on the surveys 
presented in this report HIV may “migrate” both through IDU transmission and sex workers who are also two of 
the high risk groups.  
 
There have been identified cases of the same HIV type common in the Russian Federation, in other European 
countries. The outstanding example is Estonia which has experienced a rapid increase in HIV incidence with clear 
links to the Russian Federation.  
 
 
 
 
 

 
 

CHILDREN PLAYING IN A VILLAGE IN KYRGYSZTAN. PHOTO: MORTEN CHRISTENSEN © DANCHURCHAID 
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NEEDLE EXCHANGE IN ST PETERSBURG. PHOTO: HUMANITARIAN ACTION FUND 

 
6. Solutions within range 
 
 
There is a wide range of evidence-based methods to prevent and treat HIV and AIDS60. Prevention measures 
include condoms, harm-reduction (including OST and needles exchange services for IDUs and sex education for 
youth both in and out of school). For treatment HAART is the best solution.  
 

6.1. Prevention 
 
As mentioned above one important prevention method is labelled Harm Reduction. Harm Reduction is not 
necessarily reducing or eliminating drug use, but it is reducing the negative effects of the use. This makes it 
possible to work with IDUs who are not willing or able to stop using drugs. Harm Reduction acknowledges that 
IDUs are capable to make rational choices and it is a method to fight stigma as it is an approach respecting the 
individual. Knowing the characteristics of people living with HIV in Russia, there is only one way to reduce the 
epidemic and that is targeted prevention efforts in high risk groups.  
 
Needle and syringe exchange 
It is well documented that needle and syringe exchange programmes have a positive effect61. These programmes 
do exist in all European countries, but in several countries their outreach is very limited. Data from 2006 
indicated that only 2 % of IDUs in the Russian Federation were reached by this type of programmes62. Reports 
from NGOs working in the fields show, that there is a great unmet need for these programmes. 
 
In Russia most needle exchange programmes are financed and implemented by NGOs. This has two 
disadvantages. Firstly, NGOs often operate locally, which may leave certain areas without access to the service. 
Secondly, Harm Reduction activities implemented by NGOs are vulnerable as funding depends on both donor 
possibilities and local conditions for acting in the Russian society. However, NGOs have an important strength, in 
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their credibility and confidence within high risk groups. Thus they can reach out to people whom the official 
health system never reaches.  
  
Opioid substitution therapy 
Through OST IDUs are offered substitutes to the drugs they are addicted to. The most common opioid is 
methadone, which has proven effective. There are many examples of scientific evidence indicating that OST 
leads to reducing injecting use and sharing of injecting equipment, thus preventing overdose deaths and HIV 
infections63. OST is also promoting employment and social functioning, and it reduces criminality rate and illegal 
forms of opioid use. 
 
A positive side effect of the substitution therapy is that users come in close contact with health care systems 
providing the treatment. When contact is established, further support and possible treatment, including HIV 
testing, is being facilitated. In the Russian Federation no OST alternatives are provided64.   
 
It should be noted that OST is a method not without disadvantages. Methadone may also lead to addiction and in 
combination with other drugs, such as alcohol, effects can be negative. However, OST, used in a correct way in 
combination with good counselling and surveillance, has proven to be efficient.   
 
Use of condoms 
Correct use of condoms is probably the most used evidence-based prevention methods in the world in 
prevention of sexually transmitted infections. Condoms are promoted especially in countries where 
heterosexual transmission is common, but they are also important and efficient in areas where other forms of 
transmission than sexual contact are spreading the infection. One study from North West Russia in 2005 showed 
that approximately 50 % of the sexually active IDUs did not use condoms with their regular partners.  
  
Behaviour change 
The risk of HIV transmission is to a large extent related to high risk behaviour, such as unprotected sex and 
sharing of needles. Many actors therefore argue for behaviour change. While this is a relevant cause, it should 
also be noticed that behaviour change is often difficult to achieve, and that it may take time, even if it is 
supported by well-organised and focused campaigns. Research shows that behaviour related to drug use, e.g. 
sharing of needles, is easer to change than behaviour related to sexual practices65. From that perspective it would 
be most relevant to engage in HIV control and prevention while the epidemic is still concentrated to IDUs. When 
heterosexual transmissions become a major risk, efforts to limit the spread will be both more costly and less 
efficient. 
  
 

6.2. Treatment 
 
Highly Active Anti-Retroviral Therapy (HAART) 
HAART is not a cure, but it controls the virus and hinders development of AIDS. HAART has proven successful in 
many countries. It has been used widely in Western Europe since 1995, and shortly after both the number of 
AIDS deaths and number of new AIDS cases decreased rapidly66.  
 
In many cases a requirement for receiving HAART is that the person has proven long-term abstinence of drug 
use. The argument is that practicing IDUs will not be able to adhere to the treatment. Extensive research, 
however, argues against this position, as it shows that HAART treatment of IDUs is as effective as of other 
groups67. The decisive factor is how the person is approached and if the treatment includes education and 
support. As with OST, a positive side effect of using HAART is that the users get in contact with the health care 
system, which facilitates further treatment and preventive measures.  
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7. Recommendations 
 
 
As shown in this report, development of the HIV epidemic in the Russian Federation contains a big amount of 
uncertainty. However, indications are still clear enough to point out that there is a negative development, which 
has a devastating effect on the Russian population. The risk for further spread to other countries has also been 
highlighted. It may appear to be low for many Western governments. Nevertheless, it is already happening. As 
noted, the high prevalence of HIV in Estonia has links to HIV in Russia, and statistics show that the proportion of 
heterosexual transmission is increasing in Russia, which may lead to further spread to new groups in society.     
 
 
What should the Russian authorities do? 
 
·  Expand HIV voluntary counselling and testing among hard-to-reach vulnerable groups (e.g. injecting 

drug users and sex workers). 
·  Increase the capacity and skills of health care staff and health administration, working with testing, 

prevention and treatment of vulnerable groups (e.g. injecting drug users and sex workers). 
·  Increase the focus on prevention, including awareness rising and dissemination  
·  Provide OST, in combination with necessary guidance and counselling. 
·  Fight stigma and discrimination, through law, education of health workers and other key-actors and 

public campaigns. 
·  Actively cooperate with experienced NGOs in order to reach out to hard-to-reach vulnerable groups. 
·  Introduce awareness raising, harm reduction programmes, voluntary counselling and testing in prisons 

and penitentiary institutions.  
·  Increase provision and access to treatment (HAART), including necessary counselling and support,  – 

especially for vulnerable groups such as injecting drug users and sex workers. 
·  Formally offer health services to all, regardless of possession of residence registration. 
 
 
What should Western governments do? 
 
·  Politically encourage and support the Russian government to prioritise the focus on HIV/AIDS and to 

fulfil commitments made through international agreements regarding HIV prevention and treatment, 
including initiatives to ensure the rights of people at risk. 

·  Provide increased financial support, through the Global fund, European Unions budget lines or bilateral 
initiatives such as the Neighbourhood programme or the special fund for innovative AIDS initiatives of 
Denmark. 
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Annex 1 
 

Abbreviations 
 
 
AIDS Acquired Immune Deficiency Syndrome 
 
GNI Gross National Income 
 
HAART Highly Active Anti-Retroviral Therapy 
 
HIV Human Immunodeficiency Virus 
 
IDU Injecting drug users 
 
MSM Men who have sex with men 
    
NGO Non-governmental organisation 
 
OST Opioid substitution therapy 
 
PLWHA People living with HIV/AIDS 
 
STI Sexually Transmitted Infections 
 
UNAIDS Joint United Nations Programme on HIV/AIDS 
 
UNDP United Nations Development Programme 
 
WHO World Health Organisation 
 



                                                        

                                     19 

References 
                                                 
 
1 Bernitz, B. L. and Rechel, B. (2006), HIV data in Central and Eastern Europe: Fact or Fiction?, in Matic, S., Lazarus, J.V. and Donoghoe, 
M. C., HIV/AIDS in Europe, Moving from death sentence to chronic disease management. 
2 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 16, 
No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
3 Hoppenbrouwer, Joost, Sergeyev, Boris and Nitzsche-Bell, Anja (2005), Assessment of HIV/AIDS Monitoring and Evaluation Practices 
in the Russian Federation, UNAIDS Moscow. 
4 Ibid. 
5 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 16, 
No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
6 Hoppenbrouwer, Joost, Sergeyev, Boris and Nitzsche-Bell, Anja (2005), Assessment of HIV/AIDS Monitoring and Evaluation Practices 
in the Russian Federation. UNAIDS Moscow. 
7 UNAIDS (2007), 2007 AIDS Epidemic Update   
Available from: http://www.unaids.org/en/KnowledgeCentre/HIVData/EpiUpdate/EpiUpdArchive/2007/  
8 AIDS Foundation East and West (2007), Available from: http://www.afew.org/english/statistics/HIVinRFregions.htm 
9 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
10 Gushulak, B. D., and MacPherson, D. W. (2006), The impact of population movement on HIV/AIDS in Europe, in Matic, S., Lazarus, 
J.V. and Donoghoe, M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
11 WHO Europe (2004), Press release EURO/19/04 
12 Lazarus, J.V., Olsen, M., Ditiu, L., Matic, S. (2008), TB/HIV coinfection: policy and epidemiology in 25 countries in the WHO European 
Region, HIV Medicine, 2008 
13 Lazarus, J.V., Shete, P.B.,  Eramova, I., Merkinaite, S., Matic, S. (2007), HIV/hepatitis coinfection in eastern Europe and new pan-
European approaches to hepatitis prevention and management, In the International Journal of Drug Policy, nr 18, 2007. 
14 WHO Regional Office for Europe (2007), Russian  Federation – HIV/AIDS Country Profile 
15 Aceijas C., Friedman, S. R., Cooper, H. L. F., Wiessing, L, Stimson, G.V. and Hickman, M. on behalf of the Reference Group on 
HIV/AIDS Prevention and Care among IDU in Developing and Transitional Countries (2006), Estimates of injecting drug users at the 
national and local level in developing and transitional countries, and gender and age distribution, Sexually Transmitted Infections 82, 
iii 10-17. 
16 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
17 Bernitz, B. L. and Rechel, B. (2006), HIV data in Central and Eastern Europe: Fact or Fiction?, in Matic, S., Lazarus, J.V. and Donoghoe, 
M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
18 UNAIDS (2006),  AIDS Epidemic Update 2006 
Available from: http://www.unaids.org/en/KnowledgeCentre/HIVData/EpiUpdate/EpiUpdArchive/2006/Default.asp 
19

 Aceijas C., Friedman, S. R., Cooper, H. L. F., Wiessing, L, Stimson, G.V. and Hickman, M. on behalf of the Reference Group on 
HIV/AIDS Prevention and Care among IDU in Developing and Transitional Countries (2006), Estimates of injecting drug users at the 
national and local level in developing and transitional countries, and gender and age distribution, Sexually Transmitted Infections, 82, 
iii 10-17. 
20 Alexander Tsekhanovich, Humanitarian Action Fund, 26.3.2008, interview by Mattias Söderberg. 
21 WHO (2007), HIV prevalence and risks among men having sex with men in Moscow and Saint Petersburg. 
22 UNAIDS (2007), 2007 AIDS Epidemic Update   
Available from: http://www.unaids.org/en/KnowledgeCentre/HIVData/EpiUpdate/EpiUpdArchive/2007/  
23 WHO (2007), HIV prevalence and risks among men having sex with men in Moscow and Saint Petersburg. 
24 Prison Brief for Russian Federation, Kings College London. 
Available from: http://www.kcl.ac.uk/depsta/law/research/icps/worldbrief/wpb_country_print.php?country=118 
25 Open Society Institute (2008), Harm Reduction Developments. 
26 Sarang, A., Rhodes, T., Platt, L., Kirzhanova, V., Shelkovnikova, O., Volnov, V., Blagovo, D. and Rylkov, A. (2006), 
Drug injecting and syringe use in the HIV risk environment of Russian penitentiary institutions: Qualitative study, Addiction, 101, 
1787-1796 
27 Frost, l., Bijl, M. and Tchertkov, V. (2001), Conference document: Prisoner risk taking in the Russian Federation. Twelfth 
International Conference on the Reduction of Drug Related Harm. New Delhi, India, 1-5 April 2001. 
28 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
29 Ibid. 
30 IMENA+, Russian NGO (2007) and Human Rights Watch (2004), Lessons not learned: Human rights abuses and HIV/AIDS in the 
Russian Federation. April 2004, Vol 16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
31 Godinho, J. and Veen, J. (2006), Illicit drug policies and their impact on the HIV epidemic in Europe, in Matic, S., Lazarus, J.V. and 
Donoghoe, M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
32 Euro HIV (2006) HIV/AIDS Surveillance in Europe.  
33 WHO (2007) Country profile 
34 Until 2003, possession of 0.005 grams of heroin was defined as a ”large amount” sufficient to lead to imprisonment. This amount is 
now 0.5 grams compared to e.g. Danish law, where the limit is 10 times as high for e.g. heroin (possession of less than 5 grams 
(possession for own consumation) is only fined). 
http://www.folketinget.dk/samling/20051/almdel/REU/ spm/4/svar/endeligt/20051101/214695.HTM 
35 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
36 Alexander Tsekhanovich, Humanitarian Action Fund, 26.3.2008, interview by Mattias Söderberg. 
37 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
38 Dublin Declaration on Partnership to fight HIV/AIDS in Europe and Central Asia. Dublin, Government of Ireland, 2004. 
39 Atun, R., A. (2006) How European Health Systems have reacted to the HIV/AIDS Epidemic,  in Matic, S., Lazarus, J.V. and Donoghoe, 
M. C., HIV/AIDS in Eurupe, Moving from death senctence to chronic disease management. 



    20  

                                                                                                                                                      
40 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
41 Human Rights Watch (2004), Lessons Not Learned: Human Rights abuses and HIV/AIDS in The Russian Federation. April 2004, Vol 
16, No 5 (D). Available from: http://www.hrw.org/reports/2004/russia0404/ 
42 Ibid. 
43 Ibid.  
44 Alexander Tsekhanovich, Humanitarian Action Fund, 26.3.2008, interview by Mattias Söderberg. 
45 Joncheere, K. and Sautenkouva, N. (2006), Money and power: Making antiretrovirals affordable in the transition countries, in Matic, 
S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
46 WHO (2006), Update on HIV/AIDS in the European Region, Ensuring universal access to prevention, treatment, care and support 
services. Technical briefing document  01A/06 
47 Donoghoe, Martin C., Bellerup, Annemarie R., Lazarus, Jeffrey V., Nielsen, Stine, Matic, Srdan (2007), Acces to highly active 
antiretroviral therapy (HAART) for injucting drug user in the WHO European Region 2002-2004, in International Journal of Drug Policy 
(18(2007) 271-280. 
48 Alexander Tsekhanovich, Humanitarian Action Fund, 26.3.2008, interview by Mattias Söderberg. 
49 UNAIDS (2006), Eastern Europe and Central Asia AIDS Epidemic Update - Regional Summary. 
50 Jamila Majidova is an IWPR-trained journalist in Dushanbe. 
51 Bernitz, B. L. and Rechel, B. (2006), HIV data in Central and Eastern Europe: Fact or Fiction?, in Matic, S., Lazarus, J.V. and Donoghoe, 
M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
52 UNDP (2004), Reversing the Epidemic: Facts and Policy Options. 
53 Matic, S., Lazarus, J.V. and Donoghoe, M. C., (2006) HIV/AIDS in Europe, Moving from death senctence to chronic disease 
management. 
54 Hoppenbrouwer, Joost, Sergeyev, Boris and Nitzsche-Bell, Anja (2005), Assessment of HIV/AIDS Monitoring and Evaluation 
Practices in the Russian Federation. UNAIDS Moscow. 
55 Euro HIV (2006) HIV/AIDS Surveillance in Europe 
56 WHO Regional Office for Europe (2007), Russian  Federation – HIV/AIDS country profile 
57 Lazarus, V. Jeffrey, Bollerup, Annemarie and Matic, Sradan (2006), HIV/AIDS in Eastern Europe: More than a sexual health crisis, in 
Cent Eur J Public Health 2006; 14 (2): 55-58 
58 Donoghe, M. C. (2006), Injecting drug use, harm reduction and HIV/AIDS, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in 
Europe, Moving from death senctence to chronic disease management. 
59 Hoppenbrouwer, Joost, Sergeyev, Boris and Nitzsche-Bell, Anja (2005) Assessment of HIV/AIDS Monitoring and Evaluation Practices 
in the Russian Federation. UNAIDS Moscow. 
60 Eramova, I., Matic, S. and Munz, M. (2007), HIV/AIDS treatment and care, Clinical protocols for the WHO European Region 
61 Donoghe, M. C. (2006), Injecting drug use, harm reduction and HIV/AIDS, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in 
Europe, Moving from death senctence to chronic disease management. 
62 Open Society Institute (2008), Harm Reduction Developments. 
63 Donoghe, M. C. (2006), Injecting drug use, harm reduction and HIV/AIDS, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in 
Europe, Moving from death senctence to chronic disease management. 
64 Bernitz, B. L. and Rechel, B. (2006), HIV data in Central and Eastern Euorope: Fact or Fiction?, in Matic, S., Lazarus, J.V. and Donoghoe, 
M. C., HIV/AIDS in Europe, Moving from death senctence to chronic disease management. 
65 Donoghe, M. C. (2006), Injecting drug use, harm reduction and HIV/AIDS, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in 
Europe, Moving from death senctence to chronic disease management 
66 Matic, S (2006), Twenty-five years of HIV/AIDS in Europe, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in Europe, Moving 
from death senctence to chronic disease management. 
67 Donoghe, M. C. (2006), Injecting drug use, harm reduction and hiv/aids, in Matic, S., Lazarus, J.V. and Donoghoe, M. C., HIV/AIDS in 
Europe, Moving from death senctence to chronic disease management. 


