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Abstract Eastern Europe and Central Asia represent one
of the few regions globally where there is a continued
increase in the incidence of HIV infection. For example,
in Eastern Europe the rate of diagnosed cases of HIV
infection per 100 000 population has increased from 11.7
in 2004 to 22.5 in 2011. Initially propelled by injection
drug use, heterosexual transmission has now become a
major driver of new infections in the region. Nonetheless
substance use remains an important factor, with its control
limited by challenges in scaling up harm reduction efforts.
While most countries have implemented opioid substitu-
tion therapy programs, their scale remains very limited.
Similarly, coverage of needles syringe programs across
the region is variable. Complicating the control of HIV
has been the emergence of non-injection drugs and inade-
quate access to antiretroviral therapy. In addition, structur-
al barriers and stigma toward HIV infected people may
contribute to the high proportion of late presentations for
HIV care. Finally in the wake of the HIV epidemic, high
rates of hepatitis C infection and tuberculosis have been
noted.
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Introduction

There is increasing evidence that HIV incidence is in decline
among general populations worldwide [1]. Eastern Europe
and Central Asia, however, are notable exceptions as will be
detailed in this article. This is highlighted by a 13 % increase
in new HIV infections in Eastern Europe and Central Asia
between 2006 to 2012 [2]. In addition, while other regions
have seen declines in death rates, Eastern Europe and Central
Asia have experienced a 2.5 times increase between 2001 and
2012 [2].

A number of factors place the emerging democracies of
Eastern Europe and Central Asia at high risk for HIV
infection [3]. First, the political transition in the early
1990s led to dramatic declines in income, a significant
increase in unemployment, and widened income ineq-
uities. These economic dislocations also led to an expan-
sion of informal and criminal economies [4]. Second, the
highly structured public health system rooted in the Soviet
tradition has been unable to effectively transition to meet
post-Soviet challenges. The Soviet model was based on a
highly centralized and hierarchical sanitary-epidemiologic
system, which was characterized by a large labor force
and minimal emphasis on technology [3]. Thus, while
surveillance was formally enforced, health promotion ef-
forts remained rudimentary [5]. However, there was min-
imal attention to feedback and quality improvement.
These changes have been confounded by dramatic
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increases in injection drug use (IDU), the enormous pro-
duction of opiates from the Central Asian state of
Afghanistan [6] and consequent drug trafficking.

Initially the HIV epidemic in the region was driven by
people who inject drugs (PWIDs). However, while the driving
patterns vary substantially between countries in Eastern
Europe [7], surveillance data [8] and recent analysis of the
modes of transmission [2] suggest that PWID currently ac-
count for up to one third of new HIV infections in Eastern
Europe. In many countries of the region heterosexual trans-
mission has now become the leading mode of HIV
transmission.

Nonetheless, substance use remains an important fac-
tor. While opiod substitution therapy (OST) has been
shown to reduce HIV incidence in drug users [9], it is
variably and inadequately accessible. Its use is pro-
scribed in Russia and access to these services is inade-
quate in other countries of the region. This is in spite of
the fact that in 2005, WHO added methadone and
buprenorphine to the WHO model list of essential medi-
cines for opioid addiction treatment. Implementation of
other interventions to reduce transmission such as needle
exchange has also been limited. Antiretroviral therapy
(ART) in the region became widely (but not universally)
available after 2002. However, as noted below, access to
therapy may be reduced in the setting of substance use.

Complicating control of HIV has been the emergence
and acceleration of different non-injection drugs in some
regions of the world. Certain non-injection drugs, par-
ticularly stimulants, lead to an elevated rate of HIV
transmission due to their association with high-risk sex-
ual behaviors [10, 11•]. The use of new compounds is
increasing in many countries including Eastern Europe
and Central Asia, which has seen the arrival of synthet-
ic heroin substitutes and home-made ‘street’ drugs such
as krokodil and ‘China white’ [12] locally produced
opiate analogues (so called ‘designer drugs’) [13–15].
Some forms of non-injection substance abuse, particu-
larly amphetamine-types [16–18] and krokodil has in-
creased in Russia, Kazakhstan, Estonia, and Ukraine due
to changes in heroin availability, purity, and price, all of
which are associated with heroin ‘droughts’, police in-
terdiction, legislative changes targeting poppy imports,
and rising poverty levels in Russia since the 2008
global economic downturn [19]. These new compounds
increase the risk of HIV, overdose and mortality rates
among PWID. The epidemic in the region is character-
ized by a number of varying patterns. The subsequent
sections address two important regions, that of Eastern
Europe (assessing the countries of Belarus, Estonia,
Latvia, Lithuania, Moldova, Russia, and Ukraine) and
Central Asia (assessing the countries of Kazakhstan,
Kyrgyzstan, Uzbekistan, Tajikistan, Turkmenistan).

Eastern Europe

Epidemiology

Across Eastern Europe the rate of diagnosed cases of HIV
infection per 100 000 population has increased from 11.7
in 2004 to 22.5 in 2011 [8]. The highest rates of new HIV
infections in 2011 occurred in Russia (47/100 000),
Ukraine (38/100 000), and Estonia (27/100 000) [8].
Notably, the epidemic continues to rise in the most popu-
lous countries of the region. For example, in the first six
months of 2012, Russia reported a 12 % increase in the
number of new HIV cases compared to the same period in
2011 [20]. With the rise in incidence, prevalence is also
rising from 2.6/100 000 in 2004 to 5.7/100 000 in 2011 [8].
The highest AIDS prevalence in 2011 was reported in
Moldova (11.4/100 000), Ukraine (9.0/100 000), and
Belarus (5.4/100 000). According to WHO surveillance
data, the most common HIV associated conditions diag-
nosed in Eastern Europe in 2011 were pulmonary tubercu-
losis (36 %), wasting syndrome (25 %), and esophageal
candidiasis (23 %) [8].

Sex Work

A recent systematic review of the burden of HIV among
female sex workers (FSW) documented scarcity of the data
characterizing HIV risk among female sex workers in parallel
to the disproportionately high burden of disease in this popu-
lation group [21]. According to results of a study conducted
among FSWs in Russia (Kazan, Krasnoyarsk, and Tomsk) in
2011, 3.9 % of women were HIV infected. Those with a
history of IDU, and/or with client-perpetrated physical and
sexual abuse contributing significantly to the HIV risk [22].
Significantly higher HIV prevalence is reported among FSWs
in Moldova (6.9 % among women from Chisinau, and 24.7 %
in Balti) with injection drugs again being associated with HIV
seropositivity [23].

Prisons

HIV infection rates above 10 % have been documented in
correctional institutions in the region [24]. Recent nationwide
studies in Estonia and Ukraine have documented a high HIV
prevalence among inmates – 15.6 % in Estonia (Kivimets K,
Ministry of Justice, Estonia, personal communication) and
19.4 % in Ukraine (among individuals being released from
prisons within six months) [25]. Data assessing the implemen-
tation and effectiveness of HIV prevention and harm reduction
programs introduced in prisons in these countries are limited
or missing.
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Migration

Migration adds another significant layer of complexity for
both HIV transmission and provision of prevention and care.
The most common push factor for migration is seeking eco-
nomic improvement. Apart from economic migration, politi-
cal and social factors may force people to migrate. Particularly
relevant to HIV epidemiology are people who are persecuted
because of their sexual identity (e.g., men who have sex with
men [MSM]). Eastern Europe experiences migration both
within and from the region.

Low socioeconomic status, lack of access to services,
separation from family, and limited risk awareness all contrib-
ute to migrants’ HIV vulnerability. In St. Petersburg, 30 % of
male migrants reported multiple female partners in the past
3 months. Condom use was low, ranging from 35 % with
permanent to 52 % with casual partners. Central Asian mi-
grants had very low AIDS knowledge, low levels of substance
use, moderate sexual risk behaviors, high levels of depression,
and poor social supports [26, 27].

Co-Infections

Tuberculosis (TB)

TB is a common opportunistic infection in Eastern Europe. In
2011, TB notification rates per 100 000 varied from 25.4 in
Estonia to 150.7 in Moldova, and the estimated proportion of
new cases of TB (including relapses) who were HIV positive
varied from 0.9 % in Lithuania to 20 % in Ukraine [28].

In the WHO European area, the highest rates of resistance
to at least one anti-TB drug were reported in Estonia, Latvia,
and Lithuania (34-41 %). Multi-drug resistant (MDR) TBwas
also most frequently observed in the same three Baltic coun-
tries, occurring in 11–23 % of all new cases and 29-58 %
among previously treated cases [28].

A recent study comparing data on 55 patients with HIV
plus MDRTB in Eastern Europe (between 2004 and 2006) to
89 patients whose Mycobacterium tuberculosis isolates were
susceptible to isoniazid and rifampicin documented that pa-
tients with HIVand MDRTB were young and predominantly
male with high rates of IDU, imprisonment, and HCV co-
infection. The majority (84 %) of patients with MDR TB had
no history of previous TB drug exposure suggesting that most
MDR TB infections resulted from transmission of drug resis-
tantMycobacterium tuberculosis. The use of non-standardized
TB treatment was common, and the use of antiretroviral
therapy was infrequent. Mortality was high among HIV in-
fected patients with MDR and they were more likely to die
than the other group (65.5 % vs. 27.0 %, p<0.0001) [29].
Extensively drug resistant TB (XDR TB) has also been re-
ported from the region. A recent study of patients with locally

confirmed pulmonary MDR found XDR rates varying from
6.5 % in Estonia to 11.3 % in Russia [30].

HCV

Eastern Europe has high rates of HIV/HCV co-infection,
which keep rising – currently up to 80 % among people living
with HIV and seeking treatment in Estonia and Ukraine, and
over 90 % in samples tested in Russia [31].

Additionally, HCV/HIV infected persons in Eastern
Europe do not have access to HCV treatment with the new,
oral, direct-acting antivirals (which offer a potential HCV
cure). Even access to pegylated interferon is a challenge as
the average price for a 48-week treatment course in the region
is US$14,500 [32]. According to the Eurasian Harm
Reduction Network (EHRN) mapping experiment, the quality
of treatment offered is substandard due to the lack of treatment
guidelines prioritizing up-to-date, internationally recognized,
HCV diagnostics and treatment protocols; HCV testing access
and uptake are extremely low; and awareness of HCV, includ-
ing risk factors and treatment, is limited among both
healthcare providers and patients [32].

HIV Prevention and Care

A systematic review of data for provision and coverage of
HIV prevention, treatment, and care services for PWIDs was
published in 2010 [33] documenting that needle and syringe
programs (NSPs) were present in nearly all countries in
Eastern Europe and CA, and only five countries did not have
OST programs (Russia, Armenia, Tajikistan, Turkmenistan,
Uzbekistan).

Programs to provide PWID with access to NSPs are gen-
erally considered to be among the most effective means of
reducing HIV and hepatitis C (HCV) transmission among
PWID [1, 2]. However, coverage of NSPs is variable across
Eastern Europe, and generally low (below 35 needle–syringes
distributed per PWID per year); with the lowest coverage
reported from Russia (four needle–syringes distributed per
PWID per year) [32], although in Russia and in other coun-
tries, PWIDs can purchase needles in pharmacies. High NSP
coverage (over 100 needle–syringes distributed per PWID per
year) has been described in Estonia, Moldova [32, 34], and
Lithuania [34, 35].

HIV Care

Limited data are available on health and health/risk behavior
characteristics of people accessing HIV care in Eastern
European countries. Given the large number of PWID’s with
HIV, studies conducted in Russia [36] and Estonia [37] doc-
ument that people accessing HIV treatment services frequent-
ly have an IDU background (Russia, St. Petersburg: PWID
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history 80.3 % of men, 48.7 % of women (15); Estonia: 64 %
of HIV-positive individuals receiving care [37]. A cohort
study in Europe (Collaboration of Observational HIV
Epidemiological Research Europe, COHERE) analyzing the
occurrence and factors associated with late presentation for
HIV care (defined as HIV diagnosis with a CD4+ cell count
<350/mm3 or an AIDS diagnosis within 6 months of HIV
diagnosis) documented that 47.2 % and 28.7 % of patients in
HIV care in Eastern European sites were later presenters or
late presenters with advanced disease, respectively.
Importantly, there was an increase in late presentation among
male and female PWIDs from Eastern Europe between 2000
and 2011 [38]. Officially, HIV care and ART are universally
available for those in need in the region. However, a qualita-
tive study by Sharang et al. delineating systemic barriers to
accessing ART among PWID in Yekaterinburg, Russia iden-
tified three core themes: ‘labyrinthine bureaucracy’ governing
access to ART; a ‘system Catch 22’ created by an expectation
that access to ART was conditional on treated drug use in a
setting of limited drug treatment opportunity; and ‘system
verticalization’, where a lack of integration across HIV, tuber-
culosis, and drug treatment compromised access to ART. The
authors concluded that systemic factors play a key role in
shaping access to ART [39].

Rapid scaling-up of antiretrovirals (ARV) has been report-
ed from Estonia, where data collected from repeated cross-
sectional respondent-driven samples of PWID have docu-
mented increased ARV coverage among PWID (from 0 % in
2005 to 62 % in 2013) [40].

In addition to the structural level barriers, stigma toward
HIV infected people operating at multiple levels has been
documented [41]. In Russia (St. Petersburg), 25 % of people
living with HIV (PLH) had been refused general health care,
11 % refused employment, 7 % fired, and 6 % forced from
family homes [42]. Negative attitudes toward treating HIV-
positive and marginalized patients were found to be common
among medical students in Kazan, Russia [43]. Other related
barriers that have been described include criminalization of
drug use, limited knowledge of HIV/AIDS, services and en-
titlements, shortages of commodities and personnel, and or-
ganizational, economic, and geographical barriers [41]. The
described system-level barriers and stigmatization may partly
explain the high proportion of late presentations for HIV care
and the low acceptance and adherence to ARV. For example,
in Ukraine, in 2008-2010, only 54 % of 108,116 people who
tested HIV positive enrolled in care [44]; in Russia (St.
Petersburg) of those PLH who were offered ARV (n=266),
16 % refused ARV regimens [43].

Opioid Substitution Therapy (OST)

Most countries have implemented OST programs (with
Russia and four other nations as notable exceptions); however,

overall, the scale of programs was very limited in the region
with only one person receiving OST for every 100 PWIDs
[33]. One of the success stories has been the launching of
opioid substitution therapy in Ukraine in 2004 (initially lim-
ited to buprenorphine use followed by methadone since 2007)
[45]. The number of people in Ukraine receiving OST has
increased threefold from 2504 in 2009 to 7090 receiving
treatment in 143 facilities by mid-2012. However, even given
its success, there is less than 3 % OSTcoverage among PWID
in Ukraine. Similar coverage (2 %) is seen in Estonia [34].

Central Asia

Epidemiology of HIV

While HIV incidence has declined globally, UNAIDS recent-
ly identified nine countries where HIV incidence increased
25 % or more between 2001 and 2011 [1, 46]; five of these
nine countries are in Central Asia (i.e., Kazakhstan,
Kyrgyzstan, Uzbekistan, Tajikistan, Turkmenistan) [46]. As
with Eastern Europe, new HIV infections in Central Asia
have risen primarily among PWID, sex partners of men
who inject drugs, men who have sex with men (MSM),
female sex workers, and migrant workers [47–50]. More than
half of the recently-diagnosed HIV infections in Central Asia
have occurred in the PWID population [47, 51, 52]. While it
is estimated that 1 % of adults inject drugs in Central Asia,
the number exceeds 10 % in areas along major drug traffick-
ing routes, representing one of the highest rates of IDU in the
world, which illuminates the rise of the HIV epidemic in this
region [47, 51, 52].

Recent data from national integrated bio-behavioral sur-
veys (IBBS) among PWID show that HIV prevalence ranges
from 0 to 13.1 % in different parts in Kazakhstan [53], 3-
32.4% in Kyrgyzstan [54], 0.27-.4% in Tajikistan [55], and 0-
25% in Uzbekistan [56]. At the end of 2012, data showed that
33 % of Uzbekistan’s cumulative registered cases and 72% of
those in Kazakhstan were transmitted through the use of
shared injection equipment [57, 58]. These statistics, however,
may not be fully accurate given that only registered PWID in
these countries are included in the surveys.

In the past three years, there has also been a steady rise in
the incidence of sexual transmission of HIV as PWID in
Central Asia have spread the virus to their sexual partners
[59]. Official data from Kazakhstan in 2011 showed hetero-
sexual activity as the primary mode of transmission, which
represented 50.7 % of new cases and surpassed IDU, which
represented 47 % of new cases [53]. The rise in sexual HIV
transmission, particularly to the sexual partners of PWID, has
been reported in each of the Central Asian countries except
Turkmenistan [59, 60••]. Although data on HIVand drug use
from Turkmenistan remain very scarce; it is estimated that the
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HIV epidemic is similar to other Central Asia countries be-
cause of shared historical and geographical contexts [59].
These statistics, however, may be underreported by the sur-
veillance data.

Another key population affected by HIV in Central Asia is
MSM. National reports estimate HIV prevalence among
MSM to range from 1 % to 2 % in Kazakhstan, Kyrgyzstan,
Tajikistan, and Uzbekistan in 2011 [61] and as high as 6.8 %
in Tashkent, Uzbekistan [47, 51]. In a study among MSM in
Kazakhstan, HIV prevalence was 20.2 % [Berry et al.,
Association between human rights violations and HIV risk
behaviors among men who have sex with men (MSM) in
Almaty, unpublished]. In a meta-analysis paper, lifetime prev-
alence of same sex sexual activity among men in Central Asia
and Eastern Europe countries was found to range between 6-
27 % [62]. The paper does not provide these data by country.

Sex work has also emerged as a major driver of HIVamong
females who inject drugs (FWID) in Central Asia [10, 11•, 63,
64••] where the dual risks of injection and sex trading influ-
ence rates of HIV transmission [65]. Although it is estimated
that a third of FWID engage in sex trading globally, data about
this population is limited in Central Asia. More research and
surveillance on this key population group is needed. MSM
and FWID, in general and especially those who trade sex, face
social and structural barriers that impede their access to HIV
prevention such as a lack of access to health care and HIV
services, poverty, criminalization of MSM, sex work, impris-
onment, and the confiscation of condoms as evidence of
commercial sex work [10, 59, 63]. This situation underscores
the urgent need to address sexual and drug risks and structural
barriers to HIV prevention services and policies for people
who use drugs, specifically for FWID who trade sex.

While some evidence is growing on IDU among
youth in Central Asia, this population has not yet been
included as a key risk population in the region. A
recent review of studies conducted in Ukraine indicated
that youth who were homeless and orphaned were more
likely to be HIV-positive and engaging in IDU, com-
pared to youth with stable housing who resided with
their parents [46, 49, 66]. A similar situation may be
occurring in Central Asia. Age-appropriate HIV preven-
tion services are needed for young people who use
drugs, as are additional studies to inform prevention
development.

Co-infections

IDU, increased use of synthetic heroin substitutes, and mixing
different drugs and alcohol has led to elevated risks for mor-
bidity and mortality from HIV, HCV, TB, and overdose. The
prevalence of HCV infection is exceptionally high and the
rates of MDR-TB in PWID in Central Asia are among the
highest in the world [67].

TB

Overall tuberculosis incidence rates in Kazakhstan,
Uzbekistan, Tajikistan, and Kyrgyzstan are extremely high
[68] and the percentage of both new cases and previously
treated cases of TB that demonstrate multidrug-resistance
in Kazakhstan, Uzbekistan, Tajikistan, and Kyrgyzstan are
among the highest in the world [50, 68]. All of these
countries of Central Asia are among the 27 high- burden
countries for MDR-TB in the world. The percentages both
of new cases and previously treated cases of tuberculosis
that demonstrate multidrug-resistance in Kazakhstan,
Uzbekistan, Tajikistan, and Kyrgyzstan are among the
highest in the world [69].

According to WHO, the percentage of TB cases with HIV
co-infection is 2 % in Kazakhstan and Tajikistan and 3 % in
Uzbekistan [67]. In these three countries, between 82-100 %
of TB patients have been tested for HIV [67]. Data from
Kyrgyzstan on testing TB patients for HIV are sparse and
unreliable.

This situation requires substantial effort and improvement
in diagnosis and treatment to control Central Asia’s staggering
TB epidemic, especially that of MDR-TB. Furthermore, there
is limited attention to adherence to TB treatment protocols for
people who use drugs. Effective programs have been created
in a number of regions around the world and these models
should be adopted in Central Asia.

HCV

HCV imposes a major disease burden in regions that have
high numbers of PWID, such as Central Asia, Eastern
Europe, and Russia. While robust data on the magnitude
of HIV/HCV co-infections are lacking, the higher preva-
lence and increased risk of HCV relative to HIV transmis-
sion through sharing contaminated injection equipment sug-
gests that the majority of PWID infected with HIV will also
be co-infected with HCV [70••]. In a recent study with 364
couples (728 individuals) from Almaty, Kazakhstan, where
at least one member of the dyad reported recent IDU,
90.2 % of PWID were HCV positive and 15.5 % of those
who did not report injecting drugs were HCV positive. The
prevalence of HIV and HCV co-infection among the total
sample was 20.7 % [18].

Prisoners are a unique population of PWID affected by
HCV. In Kyrgyzstan, where 26 % of incarcerated men and
women are estimated to be HIV positive, 38% test positive for
HCV [71]. In Kazakhstan, 91 % of HIV infected prisoners are
HCV positive and 40 % of the general prison population have
antibodies to HCV [47, 72]. A sample of 491 PWID in
Dushanbe, Tajikistan reported HCV prevalence of 61 % with
50 to 51 (98 %) also tested HCVantibody positive, suggesting
near universal HIV/HCV co-infection [16].
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The high prevalence of HCVobserved among PWID high-
lights the need for an urgent focus on HCV testing and
treatment among this most at risk group in Central Asia.
Needle exchange programs (NEP), OST, and ART programs
can serve as appropriate settings to help reduce HIVand HCV
co-infections. Improving HCV treatment outcomes among
PWID should include education and training for service pro-
viders and primary care physicians on understanding HCV
risks and recognizing the importance of receiving treatment.
HCV prevention and treatment needs to be integrated into
services for patients who are at risk for HIV as well as for
those who are HIV positive. A long-term strategy for the
control of HIV/HCV co-infection should encompass the pre-
vention of both HIV and HCV and co-infection treatment.
Finally, reduction of stigma and discrimination related to both
HCVand PWID are required in order to promote the uptake of
HCV testing and treatment programs.

HIV Testing and Counseling

The WHO European Action Plan for 2012-2015 released in
2011 calls for reducing the number of undiagnosed people by
increasing early uptake of HIV testing and counseling ser-
vices, especially in the critical populations mentioned above
[73]. Specifically, the Action Plan sets as a target having more
than 90 % of PWID aware of their HIV status by 2015.
Despite notable progress in scaling up HIV testing in
Central Asia, the number of key populations (such as PWID,
MSM, and FSWs who inject drugs) who have been tested
remains well below WHO’s recommended coverage of more
than 90% [73]. Coverage of PWIDwith recent testing (during
the last 12 months) increased in Kazakhstan (from 52 to 65%)
and in Tajikistan (from 40 to 54 %) from 2009 through 2011.
However, testing dropped from 40 % to 36 % in
Kyrgyzstan and from 34 % to 29 % in Uzbekistan
[74]. A recent study conducted in Almaty, Kazakhstan
with 580 PWID found that 25 % of the study sample
had never been tested for HIV [18]. Coverage of PWID
with a recent HIV test is higher than coverage among
MSM with an HIV test in all Central Asian countries,
except for Uzbekistan (29 % for PWID versus 31 % for
MSM in 2011). For example 77.1 % of FSWs were
tested in Kazakhstan versus 64.7 % of PWID in 2011
and this can be explained by mandatory testing of
detained FSWs in all Central Asian countries. HIV
home-based self-testing is not available in Central
Asia. There is an urgent need to increase HIV testing
among these key populations in Central Asia.

HIV Care

Currently, the Ministries of Health in Central Asian countries
recommend ART for HIV-infected individuals with CD4+ cell

count <350/mm3 or WHO clinical stage III/IV which is anal-
ogous with the 2010 WHO guidelines [75]. As of January
2013, the proportion of estimated ART-eligible PWID on
treatment among those who were enrolled in HIV care in
Kazakhstan, Kyrgyzstan, and Tajikistan ranged between
51 % and 88 % [53, 55, 56]. However these statistics must
be considered with caution because a large number of PWID
are not enrolled in care and ART coverage may actually be
much lower [76, 77]. Solid data on ART among other key
populations are limited and access to ART treatment is limited
by several barriers.

Barriers to HIV Testing, Treatment and Care

A number of structural barriers to HIV testing and
treatment among key at-risk populations in Central
Asia have been identified in multiple level domains
[78]. Barriers to HIV testing and treatment exist within
the health sector (i.e., discriminatory practices of health
care providers, violation of confidentiality, logistic, and
geographical barriers). Negative attitudes deprive PWID,
MSM, and FSWs of needed services. Informal charges
are often instituted for what should be anonymous, free
health care. Low levels of commitment by staff and
unwillingness to work with these key at-risk populations
among government health care providers often result in
clients having negative experiences in accessing HIV
services and prevent them from using such services
again [79].

Discrimination against PWID such as punitive drug laws,
stigmatization of HIV/AIDS and drug use, police harassment
and violence affect access to HIV testing and treatment [49].
Criminalization of drug use and discriminatory practices
among government service providers restrict access of
PWID to NEPs and NGOs where HIV services are located.
Police often arrest PWID who access harm reduction services,
confiscate drugs and syringes, and/or extract bribes for the
possession of syringes/needles [78, 80].

There are a number of organizational barriers to accessing
government-run clinic-based HIV testing and counseling ser-
vices for PWID in Central Asia such as inconvenient hours,
distant locations, and transportation costs [77, 81]. Despite
increasing the number of HIV service sites, most are located in
urban communities and are consolidated in certain areas,
which limits access to HIV testing and treatment for suburban
and rural PWID [81].

Women who inject drugs suffer additional structural bar-
riers to accessing HIV testing and treatment including gender-
based violence and inequalities in accessing health services
[82, 83]. They also face more difficulties in obtaining child
care, and paying for transportation to get to distant HIV
services sites [81].
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Conclusion

To meet the needs of key populations especially PWID, their
sexual partners, MSM, sex workers and their social networks,
it is critical to establish comprehensive programs that include
harm reduction services, that integrate HIV prevention, care,
and treatment services, and that target common co-
morbidities, particularly HCV, TB, and the consequences of
drug overdose.Most importantly, redressing structural barriers
is critical to enhancing access to such services. This process
must involve overcoming all the aforementioned barriers,
especially discriminatory practices and laws and transforming
the health system to enable ready access and quality of care.
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