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Executive summary 
 
The Community-based voluntary counselling and testing (CBVCT) services are 
commonly recognized as a good model to improve access to most-at-risk populations 
(MARP) by promoting its early HIV diagnosis. These centres are in excellent position 
to improve all aspects of the HIV testing and counselling-including access, offer, 
uptake and effectiveness- for those vulnerable and hard to reach. Most of the 
European countries have universal access to health care. Nevertheless, most of the 
vulnerable groups, such as IDUs, MSM and migrants, because of lack of risk 
perception, marginality, stigma or illegality, do not have active seeking behaviours for 
HIV testing or face important barriers to testing within the formal health care system. 
The study shows that there is not a common definition of CBVCT across European 
countries and even the concept is differently understood.  
From CBVCT data it emerges a picture with four main concepts of “community 
approach” in the HIV testing offer, of which two are characterized by a stronger 
community involvement and targeting. One type targets clearly the MSM population 
through outreach services provided directly in gay venues or in NGO settings, and is 
specifically characterized by a strong peer-driven implementation/management as a 
strategy of community-involvement. The NGO setting solution is still part of this first 
type, but overlaps with the second type targeting IDUs, SWs and migrants too. In this 
second one, there is a shift to a stronger medicalization of the rapid test performance, 
where physicians and/or psychosocial professionals play a central role, but where the 
NGO is still present as a key “community representative”. Probably thanks to the 
involvement of the NGOs and the primary focus on the targets needs, the service is 
organized in order to provide HTC offer at non-conventional hours such as at night. 
The outdoor settings and the young people target are still part of this model of CBVCT 
service, but constitute a point of overlapping with a third type, characterized by a shift 
to the health care setting centrality, where the community plays a role only in the 
sense of a needs assessment. In this third CBVCT model probably little space is left to 
the organizational role of the community as an autonomous resource and agent, and 
the term “community-based” is interpreted mainly in the sense of a target-orientation 
characterized by some kind of needs assessment regarding the target or by specific 
outdoor services provided by the health care facility in collaboration with NGOs. The 
“young people” target seems to be reached mainly by this third type of CBVCT, 
probably because it usually defines neither a specific target of service, nor the mission 
of specific NGOs. The fourth type stands alone with a strong and unique configuration 
characterized by a complete medicalization in rapid test performance (only medical 
staff can provide it) and by the possibility to perform confirmatory tests which are not 
definitely possible in the other types of CBVCTs, especially in those characterized by 
an organizational model focused on the role of the NGO or of the peer-operators. This 
fourth type is the least “community based”. Significantly, it is also not focused on any 
specific target. 
The proposed definition by the HIV-COBATEST project has been highly accepted: 
“CBVCT is any program or service that offers HIV counseling and testing on a 
voluntary basis outside formal health facilities and that has been designed to target 
specific groups of the population most at risk and is clearly adapted for and accessible 
to those communities. Moreover, these services should ensure the active participation 
of the community with the involvement of community representatives either in 
planning or implementing HIV testing interventions and strategies.” 
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Of the 25 responding countries, nearly all reported the presence of CBVCT services, 
although the numbers varied according to both the size of the country and the 
definition employed. 
Despite in the large majority of the countries some kind of CBVCT services were 
found, in slightly more than a half NFPs reported a specific regulation covering HIV 
testing in CBVCT and in only half strategic plans for the implementation of these kind 
of services were reported. The targets mostly considered in strategic plans are MSM, 
IDUs and SW. 
The regulations that exist about which profession can (or cannot) perform an HIV test, 
including where the provision of pre and post-test counselling is appropriate, will have 
a major impact on the establishment of CBVCTs in a country. Although the majority of 
countries reported that health care professionals (i.e. physicians and nurses) were 
allowed to perform rapid HIV tests, in very few countries were peer educators allowed 
to undertake such tests (4 on 25; 16%). In contrast, in most countries, other 
professionals such as social workers or peer educators were able to conduct pre-test 
and post-test counseling, although there was less flexibility for post-test counseling of 
those that had tested positive. Having a training curriculum and guidelines was almost 
reported by all responding CBVCT services (93%). Most of the used guidelines for 
training are national (49%), but regional and international guidelines (31%) were 
reported too.  
The use of rapid tests have been shown to increase the uptake of HIV testing in both 
more traditional medical services as well as outreach services. Nonetheless, policies 
regarding the use of rapid HIV tests vary between countries. Only in 16 on the 25 
countries (64%) are HIV rapid tests on blood formally accepted and/or recommended 
by official guidelines. For a rapid oral fluid test for HIV, the number is fewer (6 on 25; 
24%). The use of rapid blood HIV tests through finger prick were reported by the 
large majority of the CBVCTs (73%) and the use of oral fluid rapid test were reported 
only by two CBVCTs (2%). Confirmatory test was reported to be performed at the 
CBVCT in less than a half of the services (45%) 
This study shows marked differences in the implementation of CBVCT across countries 
and even within countries (management, community involvement, performance 
practices). The main reported setting solutions were NGO facility settings (84%). 
Outreach services (outdoor or in venues) were reported by a half of the responding 
NFPs. Most of CBVCT services reported full public and/or governmental funding. In the 
majority of the cases, the management of the CBVCT services was in charge of NGOs. 
However, also public and/or governmental management was frequently reported. 
Management is often shared between public bodies and NGOs. In only 6 CBVCT 
services on 55 payment is required for users. 
Confidentiality was always reported to be guaranteed in all the responding CBVCTs 
and anonymity was guaranteed almost in all CBVCTs (82%). Not requiring medical 
prescription for HIV testing was reported by all CBVCT. Requirement of informed 
consent was reported by almost all responding CBVCTs (91%). In most of the 
participating services, the required informed consent is only oral (65%). Minimum age 
for being tested for HIV in CBVCT services without parent’s consent varies between 
countries, ranging from 14 to 18 years old. 
Almost all (96%) responding CBVCT services reported having a referral to specialized 
clinical setting for treatment and care for those clients who were diagnosed HIV 
positive in the CBVCT service. Among those centres that have a referral system, the 
78% have some kind of formal agreement with the health structure for making the 
referral, and the 71% have a specific procedure for accompanying these clients into 
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the clinical setting for treatment and care. Almost a third of them perform some kind 
of follow-up of the referred patients.  
Less than half of the participating countries have reported that CBVCT services from 
their countries report their activities periodically to the relevant Public Health body in 
their country or region. The data reported seem also to be quite poor or scarcely 
exhaustive and based on different indicators depending on each CBVCT service. In 
consequence, National focal points on HIV have not been a reliable source of 
information on the implementation of CBVCT services and programmes. National focal 
points, especially in large countries, seems not be aware of all CBVCT activities, and in 
most participating countries, questionnaires have not reach the regional level. 
 
Notes for recommendations 

 
Countries should be encouraged to include CBVCT in their policies and plan of actions. 
Efforts have to be done in order to facilitate the development of common regulations, 
strategies and procedures in order to ensure uniformity regarding the implementation 
of and access to CBVCT services including the use of rapid technologies. 
It is necessary to provide guidance to CBVCT services on use of indicators to monitor 
and evaluate (M&E) their activities. M&E results will provide information for improving 
their services and enable them to compare their performance to other similar services. 
M&E results may also be useful for advocacy for CBVCT services to be provided in 
addition to health care based HIV testing and counselling services and providing 
evidence of their activities and impact.  
CBVCT services are encouraged in working in network. To become a member of a 
European network of CBVCT services would allow sharing common practices in 
monitoring and evaluating HIV testing in CBVCT services as well to perform 
operational research. To be part of a network will bring important benefits for the 
participating CBVCT services: They will have the possibility of sharing and applying 
good practices and capacity building. Sharing a standardized protocol for monitoring 
and evaluation will allow them to compare their data with other European CBVCT 
services, they will dispose of common tools to enter share their data. Moreover, they 
will take profit of all benefits related with the participation in a European initiative, 
with more visibility and more options to get funding.  
Rapid HIV testing is recommended. Rapid HIV tests, may improve HIV testing 
acceptability and uptake in several key settings. These include community testing 
settings serving high-risk populations where traditional venepuncture is not possible 
or where quick turnaround of test results is desirable. Rapid testing has been shown 
to be acceptable and feasible in community settings and has the advantage of 
increasing the proportion of test results that are passed on to testing recipients. 
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1. Introduction 
 
This report has been elaborated in the context of Work Package 4 of the project “HIV 
Community-Based Testing Practices in Europe” financed under the EU Public Health 
Programme (Grant Agreement N° 2009 12 11).  
HIV infection remains of major public health importance in Europe. Although the HIV 
prevalence is relatively low in the general population, a concentrated epidemiological 
pattern with regional differences in terms of infection rates and sub-populations at 
increased risk is observed, including men who have sex with men, migrants 
(especially those from countries with high HIV prevalence) and injected drug users. 
Moreover, levels of undiagnosed HIV infections are still high, and many people with 
HIV remain undiagnosed until late in the course of infection and cannot benefit from 
earlier treatment that reduces morbidity, mortality and infectivity1.  
While there is a general consensus on the need to foster early diagnosis, national 
policies and guidelines about HIV screening are often different country by country. 
The proportion of people getting tested varies dramatically between European 
countries for several subpopulations (IDU, MSM, sex workers)2, and little is known 
about specific policies on HIV screening targeting different sub-populations. Moreover, 
HIV testing policies have been under debate in the last years between “exceptionality” 
and “normalizing” approaches3. From one side, HIV infection was traditionally treated 
differently from other infectious conditions because of its specific concerns about 
stigma and discrimination, and voluntarism, confidentiality and the centrality of 
counseling were underlined as they were basic principles underpinning HIV testing4. 
From the other side, it was suggested5 6 that HIV testing had to be “normalized” 
reducing its exceptional procedures and including it as part of routine clinical care, 
with a re-conceptualization of the “classical” requirements about counseling and 
consent7. 
Nevertheless, the reduction of the number of undiagnosed HIV infections and the 
scaling up of HIV testing remain currently main issues in the effort to reach the goal 
of successfully tackle the HIV epidemic, and in recent years they were objects of 
various official documents and guidelines, both from ECDC and WHO, in order to give 
a coherent policy and guidance framework to a various set of local laws, guidelines 
and recommendations applying to HIV testing in all European countries8 9. 
After all, there is a general agreement that strong community participation in the 
response to HIV is essential to control the epidemic. In the AIDS response, 
community-based organizations and other NGOs have played a critical role. They have 
been key providers of prevention, treatment, care and support services and have 
                                                 
1
 http://ecdc.europa.eu/en/publications/Publications/111129_SUR_Annual_HIV_Report.pdf 

2 http://ecdc.europa.eu/en/publications/Publications/1009_SPR_Dublin_declaration_progress_report.pdf 
3 Deblonde J. et al., 2011, HIV testing in Europe: mapping policies. Health Policy, 103 
4
 Ibidem. 

5 Bayer R. and Edington C., 2009, HIV testing, human rights and global AIDS policy: exceptionalism and 
its discontents. Journal of Health Politics, Policy and Law, 34 
6 Frieden et al., 2005, Applying public health principles to the HIV epidemic. New England Journal of 
Medicine, 353 
7 Deblonde J. et al., 2011, HIV testing in Europe: mapping policies. Health Policy, 103 
8 ECDC guidance, 2010, “HIV testing: increasing uptake and effectiveness in the European Union”. 
Available at http://ecdc.europa.eu/en/publications/Publications/101129_GUI_HIV_testing.pdf 
9 WHO Europe 2010, “Scaling up HIV testing and counseling in the WHO European Region as an essential 
component of efforts to achieve universal access to HIV prevention, treatment, care and support. Policy 
framework.”. Available at http://www.who.int/hiv/pub/vct/hiv_testing_counseling/en/index.html 
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worked to create the social, political, legal and financial environment needed to 
effectively respond to the epidemic. In many countries, community-based 
organizations are the only agents able to reach the most hard-to-reach individuals – 
especially members of key affected populations such as people who use drugs, men 
who have sex with men and sex workers10. 
In 2010 WHO Europe released a document of policy framework called “Scaling up HIV 
testing and counseling in the WHO European Region”11 which aimed to increase access 
to HIV testing and counseling (HTC) both in and outside health facilities, and to 
respond to the particular needs and challenges in the WHO European Region, where 
the HIV epidemic is mostly concentrated among most-at-risk and vulnerable 
populations, such as IDUs, MSM, some migrants, prisoners and people in other closed 
settings. In that document, where strategies targeted to most-at-risk populations 
were taken into consideration, it was clearly recommended to “implement innovative 
approaches such as services delivered through mobile clinics, in community settings 
or through other types of outreach” and to remove any legal or policy barrier to the 
“implementation of innovative approaches and involvements of civil society and 
community-based organizations in providing HTC”. In the context of this approach, 
rapid tests, testing in non-medical settings and peer-driven offer of HIV testing 
(including involvement of non-health-care professionals) played a key role, as a 
complement to expanding health-care-based services. 
The objective of promoting early diagnosis through innovative strategies, especially 
among “risk groups” has been highlighted in the European public health agenda as 
well, since the European Commission included access to HIV testing as a priority in 
their “Community Action in the Field of Public Health Work Plan 2009”12. 
In line with those recommendations, the general objective of the HIV-COBATEST 
project is to promote early diagnosis of HIV infection in Europe by improving the 
implementation and evaluation of community-based testing practices. The specific 
objectives of the HIV-COBATEST project were to gain a thorough understanding of 
CBVCT programmes and services in different countries; to identify and describe good 
practices in the implementation of CBVCT; to agree on a core group of indicators that 
can be used to monitor and evaluate CBVCT; to establish a network of community-
based VCT in which to perform operational research, and, to assess the acceptability, 
feasibility and impact of introducing oral rapid test technologies at community-based 
VCT. 
To achieve these aims the project was built on 3 horizontal Work Packages (WPs), 
such as coordination, dissemination and evaluation of the project, and 5 core Work 
Packages: a cross-national survey on the implementation of CBVCT programmes 
(WP4), a qualitative study and code of good practice for the implementation of CBVCT 
programmes and services (WP5), a core group of indicators to monitor HIV diagnosis 
from CBVCT services (WP6), a standardized protocol for data collection from CBVCT 

                                                 
10 UNAIDS 2011, Supporting community-based responses to AIDS, tubercolosis and malaria. A guidance 
tool for including community systems strengtheningin proposals for the Global Fund to Fight AIDS, 
Tuberculosis and Malaria. 
11

 WHO Europe 2010, “Scaling up HIV testing and counseling in the WHO European Region as an essential 
component of efforts to achieve universal access to HIV prevention, treatment, care and support. Policy 
framework”. Available at http://www.who.int/hiv/pub/vct/hiv_testing_counseling/en/index.html 
12 European Commission, “COMMISSION DECISION of 23 February 2009 on the adoption of the Work Plan 
for 2009 for the implementation of the second programme of Community action in the field of health 
(2008 to 2013), and on the selection, award and other criteria for financial contributions to the actions of 
this programme”, 2009/158/EC. 
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centres, and, finally, the assessment of the acceptability, feasibility, and impact of 
introducing the rapid oral test in the CBVCT network (WP8). 
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2. Objectives of the study 
 

The present report shows the results of WP4, which had the main objective of 
describing the implementation of Community Based Voluntary Counseling and Testing 
(CBVCT) programmes in Europe in order to gain a thorough understanding of the 
“community-based approach” in Europe. To achieve that objective, a survey on CBVCT 
was carried out in EU and EFTA countries. 
 
More specifically, the study aimed to understand how the concept of Community 
Based Voluntary Counseling and Testing is translated into practice and into 
intervention programmes in the different European countries. A further objective of 
the study was to establish through which modalities and strategies each country 
adapts this concept to its local reality in order to make it more efficient in terms of 
accessibility to the HIV test and of increasing early diagnosis of HIV infection. 
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3. Methods and procedure 
 

3.1. Study design 
 
The study was a quantitative Cross sectional survey in EU and EFTA countries. Two 
different respondent targets were foreseen: HIV/AIDS National Focal Points and 
CBVCT services. All NFPs at a national level were identified in order to have a general 
picture of the VCT planning and activity in each country. CBVCT managers were 
identified in order to have direct information about the implementation of their 
services. CBVCTs were contacted thanks to the information provided by the national 
focal points (NFPs) and by other informants, such as the associated and collaborating 
partners of the project and their networks.  
 
3.2. Case definition 

 
Although common sense gives some idea about the meaning of the “community-
based” approach, this study (but in general HIV-COBATEST project) suffered an 
original lack of clear consensus13 both in the literature and among countries about 
what had to be specifically considered “Community-Based” as regards HTC (HIV 
counselling and testing).  
 
As a first step, in order to face this initial problem, during the start up meeting of the 
HIV-COBATEST project (Luxembourg, October 2010) and subsequent discussions, a 
“large” case definition of “CBVCT service” was defined in order to allow the largest 
inclusion of respondents and country experiences as possible. It was therefore defined 
as follows:  
 
“Any program or service which:  
 
• offers voluntary HIV counseling and testing as its main purpose and activity; 

• targets specific groups of the population most at risk in the area; 
• is clearly adapted and accessible to the communities to whom it is addressed. 

 
More specifically the Community based testing service should have the following 
characteristics: 

 
• The programme should be operated in the same context and community where it 

was originally set up and perceived as a reference point by the target group (local 
community or highly vulnerable group) to receive information, support and HIV 
testing. 

 

                                                 
13 This lack of consensus was also confirmed by data collected among the National Focal Points. Most of 
them (84%) reported that in their country there isn’t a clear definition of CBVCT services, while in those 
countries where a definition was reported as available (Germany, Poland, Romania, Switzerland) or a 
definition was suggested for HIV-COBATEST purpose (Belgium, Czech Republic, Denmark, Finland, 
Greece, Latvia, Norway, Spain), these were not specific (making reference to a generic “VCT service 
anonymous and free of charge”) or too little specific (making only reference to a “targeted service”), or 
specific but not further clearly described (“checkpoint”, “low-threshold centre” or “non-health care or non 
clinical” setting). 
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• It should be easily accessible and clearly adapted to the specific needs of the 
target group. Strategies of interventions and planning of activities should be 
oriented in order to meet those needs. 

 
• Needs should be assessed through participative research methods (focus groups, 

interviews, etc.) that ensure the participation of the community. Participation may 
also mean involvement of community representatives in planning and 

implementing interventions and strategies, or directly in the organisation of the 
VCT centre and in the provision of testing. (This last point has been afterward 
slightly modified as it was considered too limitative. The definition adopted before 

sending the data collection instrument to respondents was eventually the 
following: “It ensures the participation of the community: this may also mean 

involvement of community representatives in planning and implementing 
interventions and strategies, or directly in  the organisation of the VCT centre and 
in  the provision of testing”. 

 
There are no restrictions concerning the physical location, staff characteristics, 

funding source or whether the service is provided for free or at a cost. The 
characteristics of the services as described above are more common to non-health 
care settings. Therefore, in general, pharmacies, outreach programs and point of care 

services will be included, but STI clinics, prisons, primary health care will be excluded. 
This said, in some countries this type of service is only implemented within the formal 

health care system. In such cases, they can be included in the study.”  
 
During the analysis of the data collected among HIV Focal Points and CBVCT 
managers (see following paragraphs) on the basis of the above mentioned case 
definition, it was clear that respondents had probably interpreted it in different and 
subjective ways, and that this variegated interpretation could in turn be due to a too 
large definition proposed to them. 
 
The problems arose from the proposed “community-based service” concept, both at 
the level of “community” as a target and at the level of “community” as a provider of 
service. First of all, the concept of “community” as a target was stretched between a 
narrower case focused on “most-at-risk or highly vulnerable populations” and a wider 
case focused on generic “local communities”. Secondly, the concept of “community” 
as a provider was stretched between a narrower case focused on the participation and 
involvement of the targeted community, suggesting that this kind of involvement is 
more common in “non-health care facilities”, and a wider case which allowed to 
consider all services provided in the “formal health care system” as community-based, 
especially if in the country there was no chance for HTC in non-health care facilities. 
 
Following the analysis of our data and the interpretation of the problems encountered 
during the data collection, a second refined and narrower definition was therefore 
agreed as follows: 
 
“CBVCT is any program or service that offers HIV counseling and testing on a 
voluntary basis outside formal health facilities and that has been designed to 

target specific groups of the population most at risk and is clearly adapted for 
and accessible to those communities. Moreover, these services should ensure the 

active participation of the community with the involvement of community 
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representatives either in planning or implementing HIV testing interventions and 
strategies.” 
 

The problem encountered in the definition of the “community-based approach” will be 
better and largely discussed in chapter 4, because it configured at the same time a 
limitation of the study, especially in its procedures and implementation phase, and a 
resource and challenge for a better and in-depth understanding of what’s really going 
on in Europe as regards this approach applied to HTC. 
 
3.3. Target (respondents) 

 
The respondents to the questionnaires were, in each EU/EFTA country:  
 
• The HIV NFPs for HIV surveillance and the HIV Regional Focal Points were 

available; 
• Managers of AIDS prevention programmes at regional level where they exist; 
• Representatives from specific CBVCT programmes in each country (1 respondent 

for each CBVCT). 
 
In January 2011, the NFPs were identified and a list of contact persons was 
established. These respondents were contacted in March 2011 by e-mail and informed 
about the HIV-COBATEST survey that had to be carried out. NFPs were also asked to 
identify the relevant regional focal points (if any) and the persons directly responsible 
for the management of individual CBVCT programmes or services and to send the list 
of contacts by mail to the coordinator of the WP4. 
 
The associated and collaborating partners of HIV-COBATEST also helped in identifying 
the respondents in their country and in their neighbouring countries. The Civil Society 
Forum, EAHC, EATG and AIDS Action Europe were also consulted to help identify 
possible CBVCT/NGO respondents in the European countries or were asked to spread 
the survey among their networks. In the case of AIDS Action Europe, contacts from 
the network available in their website were directly identified, and questionnaire sent 
by the WP coordinator. 
 
3.4. Tools and data collection 

 

3.4.1 Review of previous literature and questionnaires 
 
Little literature was found regarding national or regional implementation of CBVCT 
services in Europe. However, most of the found literature didn’t focus specifically on 
CBVCT implementation, but on HTC in general, including comments, recommendations 
or reviews of CBVCT strategies14. 

                                                 
14 See: Mounier-Jack S., Nielsen S. and Coker R.J., “HIV testing strategies across European countries”, 
British HIV Association, HIV Medicine (2008), 9 (Suppl. 2), 13–19; Center for Disease Control and 
Prevention. “HIV Testing Survey, 2002”, Atlanta, U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention (2004) HIV/AIDS Special Surveillance Report 5; 
WHO/UNAIDS  Towards Universal Access , “Scaling up priority HIV/AIDS interventions in the health 
sector, Progress Report (2010), p13-21; de Wit J.B.F. and Ada P.C.G., “To test or not to test:  
psychosocial barriers to HIV testing in high income countries”, British HIV Association,  HIV Medicine 
(2008), 9 (Suppl. 2), 20–22; WHO, “Increasing Access to HIV Testing and Counselling “, Report of a WHO 
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After a preliminary collection and review of questionnaires already used in previous 
studies15, a questionnaire was defined on the basis of the initial case definition 
proposed and refined between October 2010 and December 2010. 
 
A first draft of the questionnaire was elaborated in January 2011, circulated among 
partners and an agreed version was sent to the Advisory Board for comments and 
suggestions. 
 
3.4.2 Piloting phase 
 
According to the study protocol, the questionnaire was piloted between March and 
April 2011 in a subset of 8 European Countries (HIV-COBATEST project participating 
countries): Spain, Italy, France, Denmark, Germany, Slovenia, Czech Republic and 
Poland.  
 
Each HIV-COBATEST associated partner was responsible for identifying the 
respondents in the piloting phase in their country and for informing them about the 
COBATEST survey and the piloting phase. In this phase, 2 persons were identified in 
each country (one from a governmental or regional public health institution and one 
from a CBVCT). Feedback in the piloting phase suggested splitting the questionnaire in 
two different questionnaires according to the kind of target, one for NFPs or Regional 
Focal Points and one for CBVCT managers. The questionnaire was therefore revised 
and two final versions elaborated by May 2011. 
 
3.4.3 Final questionnaires 

 
Topics mainly addressed to national or regional HIV/AIDS focal points were: policy on 
HTC in general and on CBVCT implementation in specific. Information were collected 
about HTC and CBVCT resources, mapping, coverage, tests used, guidelines for 
testing, new diagnosis, referral procedures of HIV diagnosed, data reporting, 
evaluation processes. 
 
Topics mainly addressed to persons directly responsible for the management of 
individual CBVCT programmes or services were: type of facility settings, kind of 
involvement of the community, testing methods, resources, target groups reached by 
the CBVCT, gratuity of test, accessibility, privacy and confidentiality of HTC, type of 
counseling, new diagnosis, referral procedures of HIV diagnosed people and link with 
the public health structures.  
                                                                                                                                                                  
Consultation 19–21 November 2002, Geneva, Switzerland; UNAIDS/WHO “Policy statement on HIV 
Testing” (2004); UNAIDS/WHO “Scaling-up HIV Testing and Counselling Services A toolkit for programme 
Managers” (2005); WHO/UNAIDS “Guidance on provider-initiated HIV testing in Health facilities” (2007); 
IUSTI WHO  “European Guidelines on HIV Testing” (2008); Thornton A., Delpech V., Evans B., Nardone 
A. “Outreach HIV testing in industrialised countries: A review of the literature”, Abstract presented at IAS 
(2010). 
15 HIV Voluntary Counselling and Testing (VCT) Questionnaire, “HIV/AIDS/STI - Prevention, Diagnostic 
and Therapy across old and new EC Borders (BORDERNET)”, Project supported by the DG Sanco (Public 
Health) Programme of the EC (2005-2008); Questionnaire Outreach work / early intervention in Europe 
and abroad, “European Network Social Inclusion & Health (Correlation II)”, Project funded by the Health 
Programme of the European Commission - DG Sanco (2009-2012); International Centre for Reproductive 
Health (ICRH), Questionnaires at Client Level, Policy Level and Health Care Provider Level, Assessment of 
HIV testing in Europe: from policy to effectiveness (http://www.icrh.org/projects/assessment-of-hiv-
testing-in-europe-from-policy-to-effectiveness). 
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Two different data entry forms for the questionnaires were elaborated (mask using Epi 
Info) according to a Word version of the questionnaire (see Annex II). 
 
An advisory board that provided feedback about the data collection instrument was 
established.  
 
3.4.4 Data collection of the first questionnaires 
 
Respondents in each EU/EFTA country were contacted by email (June 2011), informed 
of the commencement of the data collection process and invited to complete the 
questionnaire electronically and return it by email, by the end of August 2011. 
Respondents were able to choose between using the Epi Info mask and filling in the 
Word questionnaire. 
 
One month after the dissemination of the questionnaires, NFPs and NGO 
representatives who did not fill in the questionnaires were reminded to do that by 
emails and telephone calls. 
 
The minimum response rate accepted was 65% of the participating countries to the 
survey and of the contacted CBVCTs. In September 2011 an unsatisfactory response 
rate of 14 NFPs on 31 was reached. Respondents were therefore stimulated again and 
survey response time prolonged until October 2011. Same procedure was followed in 
November 2011, and survey response time prolonged until December 2011, in order 
to reach the minimum response rate required by the protocol. 
 
3.4.5 Data analysis 

  
Between January and February 2012 data were analyzed through descriptive analysis 
using STATA 11 statistical software and a first draft report was written.  
 
As regards NFPs, since there was only a respondent for each Country, it was not 
possible to perform more complex analysis at country level, such as cross-tables and 
association tests between variables, and only descriptive analysis was possible. 
Moreover, the main purpose of the survey was a mapping of the experiences in CBVCT 
strategies across Europe, and not a statistical comparison between countries. 
 
As regards the CBVCT services, it was not possible to create a statistical sample of the 
target population because no previous information was available about the real 
availability, number and distribution of such kind of services across Europe. Therefore, 
the aim of the survey among CBVCTs was to collect information from the highest 
possible number of them in order to have a more complete picture of the situation. 
Following this consideration, it was decided to perform a descriptive analysis and a 
correspondence analysis in order to highlight the main specific issues underlying the 
CBVCT activities and typologies. 
 
3.4.6 The “second wave” questionnaire to NFPs and CBVCT services 

 
During the analysis phase some internal problems and limitations were encountered, 
identified and evaluated (see paragraph 3.5) and a new strategy and time schedule 



 

 

18

for a second data collection both among NFPs and CBVTCs was taken into 
consideration in order to have more meaningful and strong data.  
 
In April 2012 it was decided to refine the case definition in a narrower way (see 
paragraph 3.2 above) and to send a second more qualitative questionnaire to the 
NFPs, in order to reach a better understanding of the previous collected data, to 
facilitate the interpretation and to have a more complete overview of the role of 
CBVCT services in each country. This new questionnaire was sent to NFPs in May 2012 
and non responding NFPs were stimulated to answer with emails and telephone calls. 
 
This “second wave” questionnaire was shorter, had open questions and was focused 
mainly on five topics (see Annex III): 
 

- The identification of the number of CBVCTs in the country, according to the 
refined definition; 

- A descriptive/qualitative overview of the HTC system in the country, including 
the role of CBVCT services (when available) in the system; 

- A descriptive/qualitative overview of the CBVCT typologies operating in the 
country: for each typology it was required to describe briefly type of service 
(including setting), targeted group, national/regional regulations, kind of HIV 
test accepted/recommended, standard procedures/guidelines for pre- and post-
test counseling, estimated number; 

- A section where new contacts of CBVCT services could be reported; 
- A descriptive/qualitative overview of the reporting/surveillance system in the 

country. 
 
In the same period (May-June 2012), after evaluation of the low response rate of the 
CBVCT services, it was also decided to send again the original questionnaires to a 
new, larger list of potential CBVCT services, with the only change of the refined 
definition of CBVCT in the questionnaire (see Annex IV). This “second wave” 
dissemination of the CBVCT questionnaire was made through new contacts collected 
through the Associated and Collaborating Partners, through the EATG network and 
through the information found in AIDS Action Europe website. Moreover, since the 
“second wave” questionnaire to NFPs included a section with new possible contacts of 
CBVCT services, dissemination was carried out also thanks to this new information 
given by the NFPs. 
 
In order to construct a significant typology of CBVCT services and to focus on key 
dimensions discriminating between a general concept of VCT service and a more 
specific concept of CB(VCT), a correspondence analysis was performed. The 
Correspondence analysis is an exploratory data analytic technique designed to analyze 
simple two-way and multi-way tables containing some measure of correspondence 
between the rows and columns. As opposed to traditional hypothesis testing designed 
to verify a priori hypotheses about relations between variables, exploratory data 
analysis is used to identify systematic relations between variables when there are no 
(or rather incomplete) a priori expectations as to the nature of those relations.  
The analysis starts from the selection of variables considered theoretically relevant. 
The correlation between the modalities of these variables defines some underling 
meaningful dimensions. In case of a two-dimension result, these are represented as 
axis on a Cartesian plane, where the modalities are finally figured and clustered. 
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Thanks to the researcher interpretation of the meaning of the dimensions, it is 
possible to highlight typologies on the base of the positioning and clustering of the 
modalities. 
 
3.5. Evaluation of the collected information 

 
3.5.1 Main problems and limitations encountered 

 
Problems identified during the implementation of the survey were mainly four: 
 

1) Internal interpretative problems arising from the “case definition”, as described 
in paragraph 3.2 above. 

  
This limitation was faced refining the original definition and focusing more largely in 
qualitative data collection from the NFPs in order to have an overview of the role 
played by CBVCT services in the HTC system in each country. 
 

2) Information from NFPs allowed counting of CBVCTs and a general picture of the 
situation in the country, but didn’t allow specific interpretative connections 
between CBVCT typologies, strategies, regulations and activities.  

 
This limitation was faced introducing a more “qualitative” question in the “second 
wave” NFPs questionnaire, in order to provide descriptive/qualitative overview of the 
CBVCT typologies operating in the country (see also paragraph 3.4.6 above). 
 

3) Information given by NFPs is not always reliable about the concrete experience 
of the CBVCT services: this means that sometimes NFPs are not the best way to 
have a clear picture of what’s going on in their country as regards CBVCT 
experiences, nor they are the best way to “count” CBVCT experiences. 

 
This limitation was faced trying to increase information given by CBVCTs directly, 
spreading as much as possible the CBVCT questionnaire to the HIV/AIDS NGOs 
through networks and websites such as EATG and AIDS Action Europe, regardless on 
the information already acquired through the NFPs or other key informants about the 
involvement of the NGOs in the HTC services (see paragraph 3.3 above). In particular, 
EATG network was involved thanks to NGOs already participating in the project and 
available to spread the questionnaire to the network, while AIDS Action Europe 
website was reviewed in order to select and contact all NGOs which declared they 
provide HTC. 
 

4) Regional Focal Points appeared to be scarcely reachable; information was 
redundant, poor and/or concentrated in few countries and sometimes 
confounded the picture of the responses given by the NFPs. 

 
This limitation was faced after evaluation of the low response rate at regional level 
(only 3 regional focal points answered), and data at the national level were treated 
taking only into consideration the NFPs responses. 
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3.5.2 Responding NFPs / CBVCTs and response rates 
 
25 National Focal Points (almost 81% of the EU/EFTA countries) responded (see Fig. 
1). Responding National Focal Points were: Belgium, Czech Republic, Denmark, 
Estonia, Finland, France, Germany, Hungary, Greece, Ireland, Italy, Latvia, 
Luxembourg, Malta, Netherlands, Norway, Poland, Portugal, Romania, Slovakia, 
Slovenia, Spain, Sweden, Switzerland and United Kingdom. Countries from which HIV-
COBATEST study didn’t receive data from NFPs were 6: Austria, Bulgaria, Cyprus, 
Iceland, Liechtenstein and Lithuania. 

 
Fig. 1: List of participant NFPs (Country level) 

 
 

  

Participant NFP (Country level)
Not participant Countries
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Tab. 1: NFPs contact details 

COUNTRY NAME SURNAME POSITION 

Belgium Andrè  Sasse Scientist- Institut Scientifique de Santè Publique 

Czech 
republic 

Dzamila Stehlikova Manager for National HIV/AIDS programme in Czech republic 

Denmark Jan Fouchard National HIV/AIDS Coordinator 

Estonia Kristi Rüütel 
Expert/senior researcher 
Infectious Diseases and Drug Abuse Prevention Department 
National Institute for Health Development 

Finland Kirsi Liitsola National Institute for Health and Welfare 

France Frederique Delatour National HIV and STI testing program coordinator 

Germany Marcus Ulrich Deputy Head, HIV/STI surveillance 

Greece Ioanna  Pavlopoulou Head, Department of Interventions in the Community 

Hungary Maria Dudas Epidemiologist 

Ireland Aidan O'Hora Consultant in Public Health medicine 

Italy Barbara Suligoi Director of the National AIDS Unit, Istituto Superiore di Sanità 

Latvia 

Inga Upmace  
Former Head of HIV/AIDS Surveillance and Prevention Unit, 
Infectology Center of Latvia 

Ingrida  Sniedze HIV/AIDS Epidemiological Surveillance and Prevention Unit State 
Agency "Infectology Centre of Latvia" 

Luxembourg Jean-Claude Schmit Head of Research Unit- Laboratory of Retrovirology – centre de 
recherché public 

Malta Chistopher Barbara Chairman pathology department 

Netherland Eline Op de Coul Senior Epidemiologist 

Norway Hans Blystad Norwegian Institute of Public Health 

Poland Marta Walichnowska Programme specialist CBVCT coordinator 

Portugal Joana Bettencourt National HIV/AIDS focal point 

Romania Mariana Mardarescu INBI "Matei Bals" 

Slovakia Danica Stanekova Head of NRC for HIV/AIDS prevention 

Slovenia Irena Klavs Advisor to the Director General; epidemiologist; 

Spain Olivia Castillo 
Head of Prevention and Coordination – Department for National 
Aids Strategy 

Sweden Frida Hans dotter Epidemiologist 

Switzerland Luciano Ruggia Chef de project international 

Uk 

Alison Brown Principal Scientist  - Centre for Infections Health Protection Agency, 
United Kingdom 

Valerie Delpech Head of HIV surveillance 

Anthony Nardone 
Consultant epidemiologist in the HIV/STI department of the Health 
Protection Agency 
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More than 200 NGOs working on HIV/AIDS throughout all Europe were contacted as 
explained in paragraphs 3.3 and 3.5.1. 55 CBVCT services in 22 countries responded. 
It is not possible to identify correctly the response rate of responding CBVCTs on 
contacted CBVCTs: statistically, it is not possible to calculate the denominator, since 
the dissemination strategy in the “second wave” of the survey changed and was made 
more flexible in order to include all NGOs working on HIV/AIDS, not necessarily those 
which surely managed or participated in CBVCT services. However, it should be taken 
into account that the study was primarily focused on the construction of a subset of 
CBVCT services which are very active, and not on the construction of a statistically 
representative sample of them. 

 
Tab. 2: CBVCTs responding 

ID NUMBER COUNTRY REGION INSTITUTION 

1 Austria Federal Part Salzburg Aids Hilfe Salzburg 

2 Austria Vienna AidsHilfe Wien 

3 Belgium Antwerp - Brabant Ghapro vzw 

4 Belgium Antwerpen-Flanders Institute of tropical medicine 

5 Bulgaria Sofia Association health without borders 

6 Czech Republic Moravian Silesian Czech AIDS Help Society 

7 Czech Republic Prague Czech AIDS Hepl Society 

8 Denmark Aarhus Checkpoint Aarhus 

9 Denmark Copenhagen stop aids gay men's hiv organisation 

10 Denmark Jylland, Sjaelland Cross-Over/AIDS-Fondet 

11 Denmark Odense Checkpoint Odensen 

12 Estonia Tallinn NGO AIDS Information and Support Center 

13 Estonia Tallinn Estonian Network of PLWH 

14 Finland Helsinki,Tampere HIV Foundation/Finnish AIDS Council 

15 France  AIDES (French CBO) 

16 Germany Dusseldorf AIDS Hilfe Dusseldorf 

17 Germany Hamburg Hein & Fiete 

18 Germany Munich Check Point Munchener AIDS Hilfe 

19 Germany North Rhine Westphalia Herzenslust Bochum 

20 Germany North Rhine Westphalia Pudelwohl . gesund und schwul in DO 

21 Germany North Rhine Westphalia Public Health Department 

22 Germany North Rhine Westphalia Aidshilfe Koln 

23 Greece Athens- Thessalonica PRAKSIS 
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24 Hungary Budapest, Central Anonymous AIDS Association 

25 Italy Toscana Associazione LGBT Ireos 

26 Italy Veneto GASP! Gruppo Salute e Prevenzione AIDS 

27 Latvia Ariga Dia+Loga 

28 Luxembourg  Aidsberodung Red Croos/DIMPS 

29 Poland Lower Silesia Wrocla CBVCT in Wroclaw 

30 Poland Podkarpackie Province Fundacja pomocy Mlodziezy 

31 Poland Warsaw Foundation of Social Educ 

32 Portugal Algarve MAPS 

33 Portugal Lisbon CheckpointLX 

34 Romania Dobrogea Baylor Black Sea Foundation 

35 Romania South-East Europe Alaturi de Voi Romania Foundation 

36 Slovakia Bratislava Odyseus 

37 Slovenia  Drustvo informacijski center Legebitra 

38 Spain Basque Country Comisión Ciudadana Antisida de Bizkaia 

39 Spain Catalonia (Barcelona) Gais Positius 

40 Spain Catalonia (Barcelona) Associació Ciutadana Anti Sida de Catalunya 

41 Spain Catalonia (Barcelona) STOP SIDA 

42 Spain Catalonia (Barcelona) Fundació Àmbit Prevenció - ÀMBIT DONA programme 

43 Spain Catalonia (Barcelona) SAPS CREU ROJA BARCELONA 

44 Spain Catalonia (Barcelona) Projecte dels Noms-Hispanosida / BCN Checkpoint 

45 Spain Galicia Medicos do mundo 

46 Spain Seville. Andalusia ADHARA 

47 Switzerland Berne AIDS Hilfe Berne 

48 Switzerland Geneva checkpoint  Geneve 

49 Switzerland Geneva Progr. sante migrants,service HUG 

50 Switzerland Zurich Checkpoint Zurich 

51 United Kingdom Belfast Trust the Rainbow Project 

52 United Kingdom Leicester,leicesters LASS 

53 United Kingdom London Positive East 

54 United Kingdom North West Region Body Positive North West 

55 United Kingdom Wales and Scotland Terrence Higgins Trust 
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In 13 countries more than one CBVCT answered, namely in Austria, Belgium, Czech 
Republic, Denmark, Estonia, Germany, Italy, Poland, Portugal, Romania, Spain, 
Switzerland and United Kingdom (Tab. 3). 
 

Tab.3: Participating NFPs and CBVCTs16 

COUNTRY NFP CBVCT 

Austria 0 2 

Belgium 1 2 

Bulgaria 0 1 

Cyprus 0 0 

Czech Republic 1 2 

Denmark 1 4 

Estonia 1 2 

Finland 1 1 

France 1 1 

Germany 1 7 

Greece 1 1 

Hungary 1 1 

Iceland 0 NA 

Ireland 1 0 

Italy 1 2 

Latvia 1 1 

Liechtenstein 0 NA 

Lithuania 0 0 

Luxembourg 1 1 

Malta 1 0 

Netherlands 1 0 

Norway 1 0 

Poland 1 3 

Portugal 1 2 

Romania 1 2 

                                                 
16 NA: Contacts not available. 0: Contacts available but who did not answer the survey or refuse to 
participate. 
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Slovakia 1 1 

Slovenia 1 1 

Spain 1 9 

Sweden 1 0 

Switzerland 1 4 

United Kingdom 1 5 

Total 25 55 
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4. What is a “CBVCT” service? Defining the “community 
approach” in HTC in Europe 

 
The aim of this chapter is to introduce the “community-based” concept applied to 
HTC, highlighting some possible typologies and criteria for classification. In the first 
paragraph the “community” concept in general health interventions will be 
preliminarily discussed. In the second paragraph the theoretical discussion will be 
applied to COBATEST data about CBVCT services. 
 

4.1 The implicit “community”: a conceptual matter 
 
The past decade has seen a rapid global scale-up of HTC through a variety of 
approaches, including provider-initiated testing and counseling (PITC) as part of 
medical care, and client-initiated testing and counseling (CITC), often called voluntary 
counseling and testing (VCT). In this context, as WHO reported, “service delivery 
points range from health facilities, specially designed stand-alone sites, mobile and 
outreach, to community- and home-based settings”17.  
The formal endorsement in 1978 of primary health care for all by the year 2000 in the 
Declaration of Alma-Ata identified community participation as one of the cornerstones 
of effective health care18. In this perspective, in the last years community-based HTC 
services and programmes have been designed to increase access to HTC, because 
“they are often more flexible than those of facility-based programmes, and they are 
run by peers who understand the circumstances and challenges faced by people in the 
community”19. In the WHO terminology, it is clear that Community-Based Voluntary 
Counseling and Testing services should be considered part of the CITC strategy. 
However, the range of practical implementations, strategies and organizational 
structures in CBVCT programmes and services is often wide and heterogeneous:  
-  “community health programmes” which simply offer VCT through a strong linking 
between the “community” and the facility-based services of the formal health system; 
- “stand-alone VCT services” which have well-established links with community 
leaders and referral networks, that have more flexibility in determining the scope of 
their services than conventional health facilities and can focus their services on 
extended service hours, low-threshold approaches and innovative promotional 
strategies;  
- “home-based” services which offer unique opportunities to engage with targets 
directly at home, particularly those who are not accessing facility-based services; 
- “facility-based” services partially or totally managed and/or implemented by peers 
and/or by community-based organizations in the form of the “check-point”;  
- outdoor outreach services which provide HTC to key populations and through 
community based-organizations that provide integrated health services.  
This list could be probably continued with a variety of mixed solutions, because, 
paraphrasing the words of Whitehead as regards community-based interventions, “the 

                                                 
17 WHO 2011, “Improving HIV testing and counselling services” 
http://www.who.int/hiv/topics/vct/en/index.html 
18 WHO 1978, “Declaration of Alma-Alta” 
http://www.euro.who.int/__data/assets/pdf_file/0009/113877/E93944.pdf 
19 WHO 2012, “Guidance on couples HIV testing and counselling, including antiretroviral therapy for 
treatment and prevention in serodiscordant couples. Recommendations for a public health approach”. 
Available at http://www.who.int/hiv/pub/guidelines/9789241501972/en/ 
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problem is the evasive problem of defining and effectively operationalizing what we 
mean by the concepts of “community” and “community-based”20. 
McLeroy and colleagues, for example, have identified four main types of implicit 
assumptions made in the “community-based” health interventions about the role of 
the community: community as setting, community as target, community as agent and 
community as resource21.  
As setting, the community “is primarily defined geographically and is the location in 
which interventions are implemented”22. In this context, the intervention could take 
place in community institutions or organization, or at least in institutions or 
organizations recognized by the community, or could take place in a community area, 
like for example some community-wide (city-wide, neighbourhoods-wide, and so on) 
initiatives aimed to scale-up HIV testing in a specific geographical area. In this case 
the chosen setting is mainly the way to reach the community individuals according to 
their needs and characteristics, and success is defined by the capacity to reach the 
individuals and change their behaviours thanks to the chosen setting of the 
intervention.  
As target, the community, and not the individual is the “target of change” and 
“health status characteristics of the community are the target of the intervention”23. 
In this case a fundamental role is played by community indicators used “to go beyond 
using individual behaviours as primary outcomes”24 and success is defined by the 
improvement according to the indicators over time. For example, in the case of HTC, if 
the target is the MSM population, success is defined by the increase of HIV testing 
among MSM. 
As a resource, the community is taken into consideration in terms of participation 
and programmes aimed at “marshalling a community’s internal resources or assets, 
often across community sectors, to strategically focus their attention on a selected set 
of priority health-related strategies”25.  
As an agent, the community concept can be seen as an extension of the previous 
one, but the emphasis is on “respecting and reinforcing the natural adaptive, 
supportive and developmental capacities of communities” and resources are provided 
“through community institutions” as “naturally occurring units of solution (which) 
meet the needs of many, if not most, community members without the benefit of 
direct professional intervention”26. In the authors words, this last model necessitates 
“starting where people are”, focusing on the natural structures, institutions and 
processes of the community in order to use them as direct units of practice. 
Like for other health interventions in general, also CBVCT services rarely fit these 
categories neatly and are often constructed by a mix of these characteristics. 
However, this typology helps us to introduce some relevant issues underpinning the 
interpretation of the data collected by HIV-COBATEST study. 
 
 
 
                                                 
20 Whitehead, T. L., 2002, Community based interventions, definitions and types. The Cultural Ecology of 
Health and Change (CEHC) Working Papers Series; Working Paper 2. 
21 McLeroy, K.R. et al., 2003, Community-based Interventions. American Journal of Public Health, 93(4). 
22 Ibidem. 
23 Ibidem. 
24 Ibidem. 
25 Ibidem. 
26 Ibidem. 
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4.2 CB(VCT): the “community approach” in HIV-COBATEST data 
 
In order to outline an understandable picture of the CBVCT categories found with the 
survey, qualitative data provided by some NFPs were taken into consideration, and 
quantitative data collected among CBVCT services were analyzed through a 
correspondence analysis. 
 
4.2.1 Some qualitative data from NFPs 
 
During the “second wave” survey (see Annex III), 14 NFPs filled in the table which 
gave them the possibility to categorize with their own words the major CBVCT 
services according to: 
- type of setting; 
- target group; 
- national regulations; 
- procedures for pre-test; 
- procedures for post test counselling; 
- used HIV test. 
Two major types of settings were mostly reported: outreach outdoor settings, such 
as caravans and mobile units, and indoor NGO settings. The settings were usually 
reported in relation to specific targets and testing and counselling procedures. 
Respondents identified four specific targets (MSM, IDUs, SWs, Migrants) and a fifth 
general target (General population). General population was usually not reported as a 
specific target of the CBVCT services, but its free access in the context of the previous 
targeted services was sometimes reported. Sex workers were sometimes cited 
distinguishing between male SWs and female SWs (for example in Czech Republic) 
and taken into consideration together with IDUs, especially when the setting of the 
CBVCT were the outdoor services such as mobile units. 
It is interesting to note that in most of the Countries no specific national regulations 
dedicated to CBVCT services were reported, regardless of the type of CBVCT service 
or targeted population, but only local agreements between NGOs and health care 
facilities in the context of general national regulations about VCT services or rapid test 
use. This kind of agreements were often reported as focused on the procedures 
regarding the person found HIV positive, such as for example the diagnostic 
confirmation, the involvement of health care professionals and medical staff in post-
test counselling and the referral procedure. French and Swedish NFP reported two 
interesting examples of law addressing HIV testing. In France, the explicit 
involvement of the NGOs with their own staff and/or management is foreseen by a 
recent (2010) law specifically regulating rapid HIV testing. In Sweden, a general 
regulation about some issues related to the cases of HIV positive diagnosis (such as 
treatment, support, contact tracing, etc.) was reported, but no specific guidelines or 
regulations about rapid test use and pre- and post-test counselling (even in case of 
HIV positive result) were cited. 
With only some exceptions (see for example the above mentioned case of Sweden), 
pre-test counselling was usually required and performed according to the type of 
CBVCT/setting: outreach/outdoor settings, for example, sometimes were not reported 
to require pre-test counselling. Another characteristic of pre-test counselling was the 
involvement of peer educators or other trained non-medical staff. 
On the contrary, post-test counselling in case of HIV positive result was always 
reported to be required, regardless of the type of CBVCT or targeted population, and 
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in most of the cases health professionals were reported to be in charge of it, with few 
exceptions such as France and Portugal (where post-test counselling can be provided 
by peer-educators), Sweden (where no guidelines exist) or Greece (where psycho-
social professionals are allowed to perform it). 
Most of the NFPs reported the use of rapid tests: this was especially true for 
outreach/outdoor services such as caravans, mobile units and minibuses targeting 
IDUs or SWs, while venous blood taking was usually reported to be performed in 
NGOs or other indoor settings (with the only exception of Greece). 
 
4.2.2 CBVCT services: a possible typology 

 
In order to construct a meaningful typology of CBVCT services a correspondence 
analysis was performed using data collected among the 55 responding CBVCT 
services. The aim of this analysis was to highlight recurrent typologies thanks to some 
underpinning dimensions which could discriminate between a general concept of VCT 
service and a more specific concept of CB(VCT). Some key variables were therefore 
taken into consideration following the theoretical framework discussed above 
(community as “target”, “setting”, “resource” and “agent”). 
The model was constructed starting first from the variables which could help to 
describe the “community” as setting (modalities: NGO, Outdoor, Venue, Health care), 
as resource (modalities: Community needs assessment, Community management, 
Implementation through community staff) and as agent (modalities: staff performing 
rapid test in a scale from “complete medicalization”, where only physicians or nurse 
are involved, to “complete communitarization”, where only peer-educators are 
involved). Second, two other specific discriminating variables were included, such as 
opening time at night and confirmation test provided directly at the CBVCT service. 
Third, the variable of community as target was added, starting from MSM (the 
modality which was chosen by almost all respondents) and further including step by 
step other modalities such as IDUs, SW, Migrants and Young people27. 
Fig. 2 below shows the model at the third step, with only three target categories, 
MSM, IDUs and SWs. In this model, targets such as Migrants and Young people are 
excluded. The circles figured in the graph identify groups of correlated modalities and 
help to interpret possible typologies. 
 
 
 
 
 
  

                                                 
27 Originally the target variable distinguished between male sex workers, female sex workers, male 
migrants and female migrants. Moreover, a “general population” category was included among the 
modalities that could be chosen. However, since the male gender was often confounded with the MSM 
modality, for the purpose of this analysis it was decided to create a new “Sex Workers” variable which 
includes only those cases where both genders were chosen by the respondents, following the assumption 
that both genders together were more representative of the category “sex worker” instead of only one 
gender. The same was done for the “Migrants” variable. As regards the general population, it was kept 
outside of the model because its distribution didn’t allow identifying any pattern, suggesting that most 
CBVCTs targeting specific vulnerable populations were also opened to “all people” regardless on the main 
target. 



 

 

Fig. 2: scatterplot of category points of the multiple correspondence analysis variables (model 
with three target categories, MSM, IDUs and SWs)
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Two dimensions together explain slightly more than 59% of the variance, although the 
biggest role is played by dimension 1 (45.8%), while dimension 2 explains only 13.6% 
of the variance. The modalities which contribute to the first dimension are mainly 
those defining the community as target and resource, while the modalities which 
mainly contribute to the second dimension are those defining the setting variable and 
the organizational issues, including the opening times at night, the performance of the 
confirmatory test and the “medicalization-communitarization scale” in performing 
rapid tests. The first dimension was therefore called “community issues” and the 
second dimension “organizational issues”. These dimensions are not typologies, but 
key underlying characteristics which help identifying possible typologies. 
It is interesting to note that on the “organizational issues” dimension (dimension 2) 
the complete medicalization in the performance of rapid test characterizes the upper 
part of the graphic, while the complete communitarization characterizes the lower 
part. Coherently, health care settings, confirmatory tests and non-night opening times 
are in the upper part, while outreach settings (such as outdoor setting, venue setting 
and NGO setting), non-available confirmatory tests and opening times at night are in 
the opposite part. As regards the organizational dimension, it is therefore clear that 
there is a distinction between two organizational models, one focused around health 
care settings, medical staff and traditional opening times and one focused around 
outreach community settings and non-medical staff.  
Once we turn the attention to the “community issues” dimension (dimension 1), and 
especially to the targets of the CBVCT services, it can be noticed that two distinct 
groups appear clearly: from one side we have IDUs and SWs together, mainly reached 
through outdoor settings, in nightly opening times and with a still strong involvement 
of professionals in rapid tests (point 2 of the “medicalization-communitarization” 
scale). This group is in the same eastern part of the graph where traditional health 
care settings are located and the community target is involved merely through “needs 
assessment”. At the opposite lower-western quadrant we find the MSM: here a key 
role is played by a strong peer-driven management and implementation of the 
service, also as regards the performance of rapid tests (complete communitarization 
of the performance) and often in venue settings such as saunas, discos and so on. 
The NGO setting is exactly in the middle between the first and the second group as a 
sort of overlapping point and it probably defines services such as the checkpoints or 
the low-threshold centres in NGO settings targeting MSM or IDUs/SWs. 
It is important to note that, compared to the NGO based facilities (lower part of the 
graph), the typology focused around the health care settings (upper part of the graph) 
tries to involve the community through a “needs assessment”, probably the only way 
to mitigate its structural inability to (out)reach the community. No other way of 
community involvement seems to be really planned or implemented in the typology 
organized around health care settings. 
The picture is similar when migrants are included in the model as a different target 
(Fig. 3). 
  



 

 

Fig. 3: scatterplot of category points of the multiple correspondence analysis variables (model 
with four target categories, MSM, IDUs, SWs and migrants)

The overall distribution of the modalities is mostly the same, although some are 
grouped slightly differently and
non-SW target, while the migrant target is clearly absorbed by the IDU and SW group.
Migrants are reached in way similar to IDUs and SWs. From this point of view, MSM 
are probably a very distinct target group 
Interestingly, the position of the outdoor setting modality 
dimension axis is shifted to the group characterized by health
to the non-venue setting and the non
in some typologies of CBVCTs targeting IDUs, SWs and Migrants, outreach work is 
organized together between the services of the formal health care system and the 
NGOs which concretely do the outreach/outdoor work, and this explai
of this kind of modality in the middle between the upper and the lower part of the 
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Once the last target, Young People, 
close to the group characterized by the health care setting an
modality “outdoor setting” despite they remain in the same quadrant where IDUs, 
SWs and migrants take place. 
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Fig. 4: scatterplot of category points of the multiple correspondence analysis variables (model 
with five target categories, MSM, IDUs, SWs, migrants and young people) 

 
 

 
 
After having added new targets, the strength and capacity of the models to explain 
the variance doesn’t change too much, suggesting that the overall picture is 
fundamentally the same: we can say that from CBVCT data it emerges a picture with 
four main types of community approach in the HIV testing offer, of which two are 
characterized by a stronger community involvement and targeting.  
 
One type targets clearly the MSM population through outreach services provided 
directly in gay venues or in NGO settings, and is specifically characterized by a strong 
peer-driven implementation/management as a strategy of community-involvement. In 
this model, the community is interpreted fully as target, setting, resource and agent. 
The NGO setting solution is still part of this first type, but overlaps with the second 
model targeting IDUs, SWs and migrants.  
 
In this second type, there is a shift to a stronger medicalization of the rapid test 
performance, where physicians and/or psychosocial professionals play a central role, 
but where the NGO is still present as a key “community representative”. Probably 

dimension 1: Community issues (39.7%)

 Setting_NGO  Setting_Outdoor  Setting_Venue  Setting_Health_care

 Target_MSM  Target_IDU  Target_Sex_workers  Target_Migrant

Target_Young_peopl  Comm_inv_needs_asses  Comm_inv_managem  Comm_inv_implem_act

 Opening_Night  Confirmatory_test  medicaliz_communit_scale



 

 

34

thanks to the involvement of the NGOs and the primary focus on the targets needs, 
the service is organized in order to provide HTC offer at non-conventional hours such 
as at night. The outdoor settings and the young people target are still part of this 
model, but constitute a point of overlapping with a third model. 
 
This third type is characterized by a shift to the health care setting, where the 
community plays a role only in the sense of a needs assessment. This third model is 
probably a model where little space is given to the organizational role of the 
community as an autonomous resource and agent, and the term “community-based” 
is interpreted mainly in the sense of a target-orientation characterized by some kind 
of needs assessment regarding the target or by specific outdoor services provided by 
the health care setting. The “young people” target seems to be reached mainly by this 
third model of CBVCT, probably because it usually defines neither a specific target of 
service, nor the mission of specific NGOs.  
 
The fourth type stands alone with a strong and unique configuration characterized by 
a complete medicalization in rapid test performance (only medical staff can provide it) 
and by the possibility to perform confirmatory tests which are not definitely possible in 
the other types of CBVCTs, especially in those characterized by an organizational 
model focused on the role of the NGO or of the peer-operators. This fourth type is the 
least “community based”, without any characteristic usually identifying “community-
based” approach. Significantly, it is also not focused on any special target. 
 
4.2.3 Involvement of the community and provided settings according to  
 the targets 

 
This 4-types typology is also confirmed by the cross-analysis of data concerning the 
community as target, resource/agent and setting. CBVCT respondents had the chance 
to give multiple answers, so their choices among the modalities were not exclusive 
but could be referred to different combinations. However, the most frequent choices 
give already a clear idea of the differences of approach from one target to another. 
Figure 5 below shows the most frequent involvement of the targets in the HTC offer.  
The graph shows clearly that, at the level of “community as resource/agent”, MSM are 
frequently involved in the management and in the implementation of the services, 
while migrants are frequently involved in the implementation of the service (probably 
through cultural mediators) but not in the service management, and IDUs and SWs 
are frequently involved mainly through a practice of needs assessment. This result is 
coherent with the correspondence analysis above, where MSM appear to be the target 
most directly involved as agent in the HTC offer (CBVCT of type 1, as defined in the 
analysis above), while other members from other targets are less frequently involved 
in this way. 
  



 

 

Fig. 5: Percentages of target populations of the responding CBVCT services, by level of 

 
 
Results shown in figure 6 are also coherent with the representation offered by the 
correspondence analysis.  
 

Fig. 6: Percentage of target populations of the responding CBVCT services, by settings
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target populations of the responding CBVCT services, by level of 
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5.  HTC systems in Europe 
 

Of the 25 countries participating in the survey, only two countries (Italy and Slovenia) 
reported not monitoring the number of HIV tests performed nationally (Tab. 4). In the 
remaining 23 countries, a variety of different methods are employed and examples 
include reporting the number of HIV tests: 

• performed by the national reference laboratory (e.g. Czech Republic);  
• undertaken in specific healthcare services. For example, in the UK the number 

of tests conducted in both STI clinics and antenatal services are reported whilst 
in the Netherlands it is only the number of tests performed in STI clinics; 

• ordered through central procurement (e.g. Latvia); 
• conducted in a sample of HIV testing laboratories (e.g. Norway, Germany), 

although data may be collected in either a continuous (e.g. Norway) or punctual 
(e.g. every 2-3 years in Germany) manner. 

 
Nonetheless, it is clear that in each country these monitoring systems capture with 
varying effectiveness the total number of tests conducted in that country. For 
example, in France nearly 5 million HIV tests were performed in 2010, approximately 
a rate of 77 per 1000 population, one of the highest rates in all Europe28. In other 
countries very much fewer tests are reported as having been conducted, a reflection 
of both underreporting and of the different emphasis given to promoting HIV testing in 
the population. It should be taken into consideration, however, that sometimes poor 
national data don’t reflect the real situation because the reporting system is better 
organised at a regional level (e.g. the case of Catalunya). 
 
  

                                                 
28 European Centre for Disease Control and Prevention. HIV/AIDS surveillance in Europe 2010. 
http://ec.europa.eu/health/sti_prevention/docs/ecdc_hiv_aids_surveillance_in_europe_2010_en.pdf 
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Tab. 4: Monitoring and reported number HIV tests conducted nationally in Europe 

COUNTRY 
Monitoring of HIV 

tests 
Number of tests 
performed 

Year 

Belgium √ 639860 2009 

Czech Republic √ 918855 2010 

Denmark √ 120000 2009 

Estonia √ 209694 2010 

Finland √ 456356 2010 

France √ 4980000 2010 

Germany √ 2000000 2009 

Greece √ 12919 2011 

Hungary √ 89137 2010 

Ireland √ 184980 2009 

Italy - - - 

Latvia √ 73734 2010 

Luxembourg √ 62728 2011 

Malta √ 13116 2011 

Netherlands √ NA - 

Norway √ 400000 2010 

Poland √ 1421959 2009 

Portugal √ 19620 2011 

Romania √ 291915 2010 

Slovakia √ 139495 2010 

Slovenia - - - 

Spain √ 1165623 2009 

Sweden √ NA - 

Switzerland √ 300000 2003 

United Kingdom √ 779643 2009 

  
The number of HIV tests conducted nationally will depend on a variety of different 
national policies. HIV testing is offered in nearly all medical health care venues in 
most European countries (Tab. 5). However, only in a minority of countries (12 of 25; 
48%) are HIV tests always free (Fig. 7). In two countries (Belgium and Estonia) a 
valid health insurance is reported by the NFP to be required for HIV testing, and in 
Switzerland charges are made unless the person is economically vulnerable. In the 10 



 

 

38

remaining countries, although HIV tests are free, this is not in all medical services. 
 

Tab. 5: Setting where HIV test is offered 

COUNTRY Hospital 
Sti 
clinic 

Primary 
health 
care 
facility 

Drug 
treatment 
clinic/harm 
reduction 
services 

General 
practitioner 

Community 
based 
facility 

Mobile 
clinic 

Other 

Belgium √ √ - - √ √ - - 

Czech Republic √ √ √ √ √ √ √ √ 

Denmark √ √ √ √ √ √ - - 

Estonia √ √ √ √ √ √ - √ 

Finland  √ √ √ √ √ √ - 

France √ √ √ √ √ √ √ - 

Germany - - √ - √ √ - - 

Greece √ √ - √ - - √ - 

Hungary √ √ - √ - - - - 

Ireland √ √ √ √ √ - - √ 

Italy √ √ √ √ - - - - 

Latvia √ √ √ √ √ √ √ - 

Luxembourg √ - - √ √ √ √ √ 

Malta √ √ √ - √ - - - 

Netherlands - √ √ - √ - √ - 

Norway √ √ √ √ √ √ - - 

Poland √  - √ - √ - - 

Portugal √ √ √ √ √ √ √ - 

Romania √ √ - √ - √ √ √ 

Slovakia √ √ √ √ √ √ √ √ 

Slovenia √ √ √ √ √ √ √ - 

Spain √ √ √ √ √ √ - √ 

Sweden √ √ √ √ √ √ √ - 

Switzerland √ - √ - √ √ √ - 

United Kingdom √ √ √ √ √ √ √ - 

Total 22 21 19 20 20 19 14 7 

% 88% 84% 76% 80% 80% 76% 56% 28% 

Fig. 7: HIV test free of charge in the public health system 



 

 

39

 
 
The use of rapid tests have been shown to increase the uptake of HIV testing in both 
more traditional medical services as well as outreach services2930. Nonetheless, 
policies regarding the use of rapid HIV tests vary between countries (Fig. 8). Only in 
16 of the 25 countries (64%) are HIV rapid tests on blood formally accepted and/or 
recommended by official guidelines. For a rapid oral fluid test for HIV, the number is 
fewer (six of 25; 24%).  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Fig. 8: Official acceptance and/or recommendation about HIV rapid tests 

                                                 
29 Thornton A, Kall K, Delpech V & Nardone A. HIV testing in community settings in resource-rich 
countries: a systematic review of the evidence. HIV Med. 2012 Aug;13(7):416-26. 
30 Fernández L, Rifà B, Pujol F, Becerra J, Pérez M, Meroño M, Zaragoza K, Rafel A, Díaz O, Avellaneda A, 
Casado MJ, Giménez A, and Casabona J. Impact of the introduction of rapid HIV testing in the Voluntary 
Counseling and Testing sites network of Catalonia, Spain. International Journal of STD & AIDS 2010; 21: 
388–391. 

Yes, always (48%)
Yes, but not everywhere (40%)
Yes, only if the person has health insurance (8%)
Yes, only if the person cannot afford it (4%)
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Of the 25 countries, nearly all reported the presence of CBVCT services, although the 
numbers varied according to both the size of the country and the definition employed. 
In Slovakia for example a single CBVCT was identified. In contrast in France, 63 
CBVCTs had recently been selected to participate in a programme to expand and 
improve rapid HIV testing. 
 
The regulations that exist about which profession can (or cannot) perform an HIV test, 
including where appropriate the provision of pre and post-test counseling will have a 
major impact on the establishment of CBVCTs in a country. Although the majority of 
countries reported that health care professionals (i.e. physicians and nurses) were 
allowed to perform rapid HIV tests (Tab. 6), in very few countries were peer educators 
allowed to undertake such tests (4 of 25; 16%).   
 
Furthermore, in only seven countries were other healthcare workers (HCWs) other 
than physicians or nurses allowed to take blood for a conventional HIV test (Tab. 7). 
In contrast, in most countries, other HCWs such as social workers or peer educators 
were able to conduct pre-test and post-test counseling, although there was less 
flexibility for post-test counseling of those that had tested positive.  
  

Yes (24%)
No (72%)
no data (4%)

HIV rapid test - oral fluid 

Yes (64%)
No (36%)

HIV rapid test - blood 
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Tab.6: Rapid test: staff allowed and special licence 

 
Special 
licence 
required 

Professionals allowed to perform rapid tests 

COUNTRY Yes 
Don't 

know 
Physician Nurse 

Lab 

Technician 
Psychologist 

Social 

Worker 

Peer 

Educator 

Any 

specifically 

trained 

person 

Other 

Belgium -  √ √ - - - - - - 

Czech Republic -  √ √ - - - √ - - 

Denmark -  √ √ - - - - √ - 

Estonia -  √ √ √ - - - - - 

Finland √  √ √  - - - √ - 

France √  √ √ √ √ √ √ √ √ 

Germany -  √ √ √ - - - - - 

Greece √  √ √  - - - - - 

Hungary √  - - √ - - - - - 

Ireland -  √ √ - - - - - - 

Italy -  √ √ - - - - - - 

Latvia √  √ √ √ - - - - - 

Luxembourg -  √ √ - - - - - - 

Malta -  - - - - - - - - 

Netherlands - √ √ √ - - - - - - 

Norway -  √ √ √ - - - - - 

Poland √  - - √ - - - - - 

Portugal -  √ √ √ - - - - - 

Romania √  - - √ - - - - - 

Slovakia - √ - √ √ - √ - - - 

Slovenia -  NA NA NA NA NA NA NA NA 

Spain -  √ √ √ √ √ √ - √ 

Sweden -  √ √ - - - - - √ 

Switzerland -  √ √ - - - - √ √ 

United Kingdom -  √ √ - √ - √ - - 

Total 7 2 19 20 11 3 3 4 4 4 

% 28% 8% 76% 80% 44% 12% 12% 16% 16% 16% 
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Tab.7: Professionals allowed taking blood in conventional test 

COUNTRY Physician Nurse 
Lab 

Technician 
Psychologist 

Social 
Worker 

Peer 
Educator 

Any 
specifically 
trained 
person 

Other 

Belgium √ √ - - - - - - 

Czech Republic √ √ - - - - - - 

Denmark √ √ - - - - - - 

Estonia √ √ √ - - - - - 

Finland √ √  - - - √ - 

France √ √ √ - - - - √ 

Germany √ √ - - - - - - 

Greece √ √ - - - - - - 

Hungary √ √ - - - - - - 

Ireland √ √ - - - - - - 

Italy √ √ - - - - - - 

Latvia √ √ √ - - - - - 

Luxembourg √ √ - - - - - - 

Malta √ √ - - - - - - 

Netherlands √ √ - - - - - - 

Norway √ √ √ - - - - - 

Poland - √ - - - - - - 

Portugal - √ - - - - - - 

Romania - √ - - - - - - 

Slovakia √ √ - - - - - - 

Slovenia - - - - - - - - 

Spain √ √ - - - - - - 

Sweden √ √ √ - - - √ - 

Switzerland √ √ - - - - - - 

United Kingdom √ √ - √ - √ - - 

Total 21 24 5 1 0 1 2 1 

% 84% 96% 20% 4% 0% 4% 8% 4% 
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Tab.8: Pre-test counseling: staff allowed and standardized procedures 

 
Standardized 
procedures or 
guidelines 

Professional allowed to perform pre-test counselling 

Country Yes 
Don’t 

know 
Physician Nurse 

Lab 

Technician 
Psychologist 

Social 

Worker 

Peer 

Educator 

Any 

specifically 

trained 

person 

Other 

Belgium √  √ - - √ - - - - 

Czech Republic √  √ √ - √ √ - √ - 

Denmark -  √ √ - - - - √ - 

Estonia √  √ √ - √ √ √ - - 

Finland √  √ √ - - - - √ - 

France -  √ √ - - - - √ √ 

Germany -  √ - - √ √ √ - - 

Greece √  - - - √ √ - - - 

Hungary √  √ √ - √ √ √ - - 

Ireland -  √ √ √ - √ √ - - 

Italy √  √ √ - √ √ √ √ - 

Latvia -  √ √ - - √ - - - 

Luxembourg -  √ √ - √ - - - - 

Malta -  √ √ - √ - - √ - 

Netherlands √  √ √ - - - - - - 

Norway √  √ √ √ √ √ - - - 

Poland √  √ √ √ √ - - √ - 

Portugal √  √ √ - √ - - - - 

Romania √  √ - - √ √ √ - - 

Slovakia √  √ √ √ √ √ √ √ - 

Slovenia  √ NA NA NA NA NA NA NA NA 

Spain -  √ √ - √ √ √ - √ 

Sweden -  NA NA NA NA NA NA NA NA 

Switzerland √  √ √ - √ √ √ √ √ 

United Kingdom √  √ √ √ √ - √ - √ 

Total 15 1 22 19 5 17 13 10 9 4 

% 60% 4% 88% 76% 20% 68% 52% 40% 36% 16% 



 

 

44

Tab.9: Post-test counselling with HIV positive people: 
staff allowed and standardized procedures 

 
Standardized 
procedures or 
guidelines 

Professional allowed to perform post-test counselling with HIV+ people 

Country Yes 
Don’t 

know 
Physician Nurse 

Lab 

Technician 
Psychologist 

Social 

Worker 

Peer 

Educator 

Any 

specifically 

trained 
person 

Other 

Belgium √  √ - - √ - - - - 

Czech Republic √  √ - - - - - - - 

Denmark √  √ √ - - - - √ - 

Estonia √  √ √ - √ √ √ - - 

Finland √  √ - - - - - √ - 

France -  √ √ - - - - √ √ 

Germany -  √ - - - - - - - 

Greece √  - - - √ √ - - - 

Hungary √  √ √ - √ √ √ - - 

Ireland -  √ √ - - √ √ - - 

Italy √  √ √ - √ √ √ √ - 

Latvia -  √ √ - - - - - - 

Luxembourg -  √ - - - - - - - 

Malta -  √ - - - - - - - 

Netherlands √  √ √ - - - - - - 

Norway √  √ √ - √ - - - - 

Poland √  √ √ √ - - - √ - 

Portugal √  √ √ - √ - - - - 

Romania √  √ - - √ - - - - 

Slovakia √  √ - - √ - - - - 

Slovenia  √ NA NA NA NA NA NA NA NA 

Spain -  √ √ - √ √ √ - √ 

Sweden -  NA NA NA NA NA NA NA NA 

Switzerland √  √ - - - - - - - 

United Kingdom √  √ √ - √ - √ - - 

Total 16 1 22 13 1 11 6 6 5 2 

% 64% 4% 88% 52% 4% 44% 24% 24% 20% 8% 
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Tab.10: Post-test counselling with HIV negative people: 
staff allowed and standardized procedures 

 
Standardized 
procedures 
or guidelines 

Professional allowed to perform post-test counselling 
with HIV- people 

COUNTRY 
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Belgium  √ - - - √ - - - - 

Czech Republic √  √ - - √ √ - √ - 

Denmark   √ √ - - - - √ - 

Estonia √  √ √ - √ √ √ - - 

Finland   √ √ - - - - - √ 

France   √ √ - - √ - √ √ 

Germany   √ - - √ - √ - - 

Greece √  - - - √ √ - - - 

Hungary √  √ √ - √ √ √ - - 

Ireland   √ √ - - √ √ - - 

Italy √  √ √ - √ √ √ √ - 

Latvia   √ √ - - - - - - 

Luxembourg   √ √ - √ - - - - 

Malta   √ - - - - - - - 

Netherlands √  √ √ - - - - - - 

Norway   √ √ - √ - - - - 

Poland √  √ √ √ - - - √ - 

Portugal √  √ √ - √ - - - - 

Romania √  √ - - √ - - - - 

Slovakia √  √ √ √ √ √ √ √ - 

Slovenia  √ NA NA NA NA NA NA NA NA 

Spain √  √ √ - √ √ √ - - 

Sweden   NA NA NA NA NA NA NA NA 

Switzerland √  √ √ - √ √ √ √ √ 
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United Kingdom √  √ √ - √ - √ - - 

Total 13 2 21 17 2 15 10 9 7 3 

% 52% 8% 84% 68% 8% 60% 40% 36% 28% 12% 

 

In order to summarize the picture of the allowed community involvement in the 
procedures and activities of the CBVCT services (rapid test performance, blood taking, 
pre- and post test counselling) in Europe, a 5-scores “staff involvement approach” 
scale was constructed between “complete medicalization” and “complete 
communitarization”. In detail, the scale was constructed as follows: 1 (“complete 
medicalization”) when only physicians and/or nurses are involved in the activity; 2 
when, together with physicians and/or nurses, other psycho-social professionals such 
as psychologist or social workers are allowed to perform the activity; 3 when, together 
with the first two groups, also peer operators are allowed and involved, regardless of 
their professional status; 4 when medical professionals such as physicians and/or 
nurses are not involved and the activity is performed by psycho-social professionals or 
peer-operators; 5 (“complete communitarization”) when only peer-operators are 
involved. 
When the scale is applied to NFP data, it reports the limits of allowance defined in 
each country as regards the staff involvement: this means that it gives information 
mostly about who is not allowed to perform an activity, but it doesn’t provide 
information about concrete organizational patterns of each CBVCT operating in the 
country. On the contrary, when it is used to analyze CBVCT data, the scale reflects 
directly the concrete organizational pattern of each respondent, as it was reported in 
paragraph 4.2 above, where the scores were included in the correspondence analysis 
model. 
As shown in figure 9, rapid test is the most medicalized activity, with 44% of the 
countries reporting that only physicians and/or nurses perform it. Coherently score 4 
or 5 (excluding medical staff) were not found for this activity. In general, medical staff 
is always included among those who can perform any kind of activity in the CBVCT 
services, while no activity is reserved to peer-operators, and in only 4% of the 
countries counselling (pre- and post-test) was reserved to combinations of psycho-
social professionals and peer-operators (score 4). 
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Fig. 9: Medicalization or Communitarization approach scale 

 

  

Complete medic(44%)
2 (4%)
3 (32%)
no data (20%)

Rapid test

Complete medic(8%)
2 (24%)
3 (60%)
4 (4%)
no data (4%)

Pre-test counselling

Complete medic(16%)
2 (20%)
3 (56%)
4 (4%)
no data (4%)

Post-test negative counselling

Complete medic(24%)
2 (20%)
3 (48%)
4 (4%)
no data (4%)

Post-test positive counselling
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6.  CBVCT offer in European countries from the point of 
view of the NFPs 

 
6.1 Availability of CBVCT 
 

80% of the NFPs reported the availability of the CBVCTs in their Countries. As regards 
the estimated number the range varies from 50/100 CBVCT services reported by UK 
NFP to 1 reported by Slovenian and Portuguese NFP. 

 
Tab.11: Availability and estimated number of CBVCTs in the Country 

COUNTRY CBVCTs available Estimated number 

Belgium √ Doesn’t know 

Czech Republic √ 34 

Denmark √ 3 

Estonia √ 12 

Finland √ 25 

France √ 63 

Germany √ Unclear 

Greece √ 4 

Hungary √ 20-30 

Ireland - Doesn’t know 

Italy - Doesn’t know 

Latvia √ 12 

Luxembourg √ 2 

Malta - NA 

Netherlands - Doesn’t know 

Norway - 0 

Poland √ 30 

Portugal √ 1 

Romania √ 12 

Slovakia √ 1-2 

Slovenia √ 1 

Spain √ Doesn’t know 

Sweden √ 4 
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Switzerland √ 5 

United 
Kingdom 

√ 50-100 

Total 20  

% 80%  

 

6.2 Governmental/regional regulation covering HIV testing in 

CBVCT 
 

More than a half of the countries/NFPs reported a specific governmental/regional 
regulation covering HIV testing in the CBVCTs (56%). In almost all cases this reported 
regulation was provided at a national level, as law and policy (43%) and/or national 
guidelines (79%), while only in four cases, Belgium, Spain, Germany and the 
Netherlands, this regulation was reported as only regional (29%).  

 
Fig. 10: Regulation HIV test in CBVCT 

 
 

  

Yes (56%)
No (44%)
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6.3 Strategic plans for the implementation of CBVCT 
 
Only half of the responding countries reported having a strategic plan for the 
implementation of the CBVCTs (56%), most of them planned on a time span of more 
than 3 years (79%) while only UK and Denmark reported a period of one year and 2/3 
years respectively. 
 

Fig. 11: Existence of a strategic plan for the implementation of CBVCT 

 
 
The most considered targets in this strategy planning were MSM (56%), IDU (52%), 
and female sex workers (48%), while much less focused on transgender and 
transsexual people (16%), young people (24%) and migrants (28% for both male and 
female). The proportions don’t vary if we take into consideration only the subgroup of 
the Countries with a strategic plan: the most considered targets are again MSM 
(100%), IDU (93%) and female sex workers (86%). 
 
  

Yes (56%)
No (44%)
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Tab.12: Targeted groups by strategic plans for CBVCTs 

COUNTRY 
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Belgium √ √ √ √ √ √ √ √ √ - 

Czech Republic NA NA NA NA NA NA NA NA NA NA 

Denmark √ √ - √ √ √ - - - - 

Estonia √ √ √ √ - - - √ √ - 

Finland NA NA NA NA NA NA NA NA NA NA 

France √ √ - √ √ √ √ - - - 

Germany NA NA NA NA NA NA NA NA NA NA 

Greece NA NA NA NA NA NA NA NA NA NA 

Hungary √ √ √ √ - - - - - - 

Ireland NA NA NA NA NA NA NA NA NA NA 

Italy NA NA NA NA NA NA NA NA NA NA 

Latvia √ √  √ - - - √ √ √ 

Luxembourg √ √ √ √ - - - - - - 

Malta NA NA NA NA NA NA NA NA NA NA 

Netherlands NA NA NA NA NA NA NA NA NA NA 

Norway √ √ √ √ √ √ - - - - 

Poland √ √ √ √ - - - √ √ - 

Portugal √ - - √ - - - - √ - 

Romania √ √ √ √ - - - - - √ 

Slovakia NA NA NA NA NA NA NA NA NA NA 

Slovenia NA NA NA NA NA NA NA NA NA NA 

Spain √ √ √ √ √ √ √ √ √ - 

Sweden NA NA NA NA NA NA NA NA NA NA 

Switzerland √ √ √ √ √ √ √ √ √ - 

United Kingdom √ - - - √ √ - - - - 

Total 14 12 9 13 7 7 4 6 7 2 

% on total 
sample 56% 48% 36% 52% 28% 28% 16% 24% 28% 8% 

% among 
countries with 

strategic plan 
100% 86% 64% 93% 50% 50% 29% 43% 50% 14% 
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6.4 Minimum age for being HIV tested without parent’s consent 
 
Minimum age for being tested for HIV in CBVCT services without parent’s consent 
ranged mainly between 16 y.o. (Denmark, Estonia, Portugal, Slovenia, Spain) and 18 
(Czech Republic, France, Greece, Hungary, Ireland, Poland, Romania, Slovakia), with 
only some exceptions: Germany, Switzerland and United Kingdom (14 y.o.) and Latvia 
(15 y.o.). 
 

Fig. 12: Minimum age required for being tested for HIV in CBVCTs 

 
 

6.5 CBVCTs settings 
 
According to the NFPs, the main reported setting solutions were NGO facility settings 
and health care settings (84% and 68% respectively), while outreach services 
(outdoor or in venues) were reported by a half of the responding NFPs. Finally, only a 
little minority of NFPs (namely Spain and United Kingdom) reported HIV testing 
facilities in the pharmacies. Latvia and Romania reported other kind of setting: Low 
Threshold Centre in Latvia and district public health directorates in Romania. 

 
  

no minimun age (16%)
14 y.o. (12%)
15 (4%)
16 (20%)
18 (32%)
no data (16%)
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Tab.13: Setting where CBVCT programme are implemented 

COUNTRY NGO 
Outdoor 
setting 

Venue 
setting 

Health 
care 
setting 

Pharmacy Other 

Belgium - - √ √ - - 

Czech Republic √ - - √ - - 

Denmark √ - - √ - - 

Estonia √ - - √ - - 

Finland √ √ - - - - 

France √ √ √ √ - - 

Germany √ √ √ √ - - 

Greece √ √ - - - - 

Hungary √ - - √ - - 

Ireland √ - √ √ - - 

Italy NA NA NA NA NA NA 

Latvia √ √ - √ - √ 

Luxembourg √ √ √ - - - 

Malta NA NA NA NA NA NA 

Netherlands NA NA NA NA NA NA 

Norway √ √ - √ - - 

Poland √ - - √ - - 

Portugal √ - - - - - 

Romania √ - - √ - √ 

Slovakia √ √ √ √ - - 

Slovenia √ √ √ √ - - 

Spain √ √ √ √ √ - 

Sweden √ √ √  - - 

Switzerland √ √ √ √ - - 

United 
Kingdom 

√ √ √ √ √ - 

Total 21 13 11 17 2 2 

% 84% 52% 44% 68% 8% 8% 

 
 
 



 

 

54

6.6 CBVCTs programmes funding 
 

The key role of the public funding was reported by almost all NFPs. Full public and/or 
governmental funding was reported in the majority of the countries by the NFPs 
(80%). However, in all countries the presence of public funding was reported, at least 
as co-funding public-private, while in no countries only private (for profit or no-profit) 
funding was reported. When only one form of funding was reported (6 countries: 
Belgium, Denmark, Finland, Ireland, Luxembourg, Norway), it was public, while in all 
other cases there was a co-presence of different forms of funding. 
 

Tab.14: How CBVCTs are funded 

COUNTRY 
Public-

Governmental 
Private/ 
For profit 

Private/ 
No profit 

Co-funded 
private/public 

Other 

Belgium √ - - - - 

Czech Republic √ √ √ - - 

Denmark √ - - - - 

Estonia √ - √ - - 

Finland √ - - - - 

France √ √ √ - - 

Germany √ - - √ - 

Greece √ - - √ - 

Hungary √ - √ √ - 

Ireland √ - - - - 

Italy NA NA NA NA NA 

Latvia √ - √ √ √ 

Luxembourg √ - - - - 

Malta NA NA NA NA NA 

Netherlands NA NA NA NA NA 

Norway √ - - - - 

Poland √ √ √ - - 

Portugal - - - √ - 

Romania √ - √ - - 

Slovakia - - √ √ √ 

Slovenia √ √ - - - 

Spain √ √ √ √ - 

Sweden √ - - √ - 
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Switzerland √ - √ √ - 

United Kingdom √ - √ √ - 

Total 20 5 11 10 2 

% 80% 20% 44% 40% 8% 

 
6.7 CBVCTs programmes management 

 
In the majority of the cases (68%) CBVCTs management was in charge of NGOs, 
according to the NFP reporting. However, also public and/or governmental 
management was frequently reported, although slightly less (60%) than NGO 
management. It should be also noticed that management is often shared between 
public bodies and NGOs. The Private management was reported only by Estonia and 
Spain. 
 

Tab.15: How CBVCTs are managed 

COUNTRY 
Public-

Governmental 
Private NGO 

Belgium √ - - 

Czech Republic √ - √ 

Denmark √ - √ 

Estonia - √ - 

Finland √ - √ 

France - - √ 

Germany √ - √ 

Greece √ - √ 

Hungary √ - √ 

Ireland - - √ 

Italy NA NA NA 

Latvia NA NA NA 

Luxembourg √ -  

Malta NA NA NA 

Netherlands NA NA NA 

Norway √ - √ 

Poland √ - √ 

Portugal - - √ 

Romania NA NA NA 
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Slovakia - - √ 

Slovenia √ - √ 

Spain √ √ √ 

Sweden √ - √ 

Switzerland √ - √ 

United Kingdom √ - √ 

Total 15 2 17 

% 60% 8% 68% 

 
6.8 Indicators used for monitoring and evaluation of CBVCTs 

activities 
 

Ten countries (Czech Republic, Estonia, Finland, Germany, Greece, Latvia, Poland, 
Portugal, Romania and Switzerland) have reported the total number of test performed 
in CBVCT in their countries in one year31. The largest number of test performed in 
CBVCT in their countries in one year was reported by Germany (125,000 tests 
performed in 2009), followed by Romania (75,329 made in 2010) and Poland (30813 
tests performed in 2011). (Tab. 16) 
Regarding rapid tests, 8 countries/NFPs (Czech Republic, Estonia, Finland, Germany, 
Latvia, Poland, Portugal, and Switzerland) have reported the number of rapid tests 
performed in CBVCT services in their country32. Switzerland and Portugal are only 
offering rapid test in this kind of services (10,425 tests in Switzerland in 2010 and 
918 in Portugal in 2011). In Finland and Estonia, the percentage of rapid tests 
performed in the CBVCT services were 77.7% (2,563 rapid tests performed in 2009) 
and 50,7% (5,960 rapid tests performed in 2010), respectively. The percentage of 
rapid test performing were much lower in CBVCT services from Czech Republic 
(10.3%, 806 rapid tests performed in 2009), Germany 3.2%, 4,000 rapid tests 
performed in 2009) and Poland (3.2%, 985 rapid tests performed in 2011).  

 
  

                                                 
31

 Although Spain has not reported the number of test performed, Catalunya, one of its regions, has 
reported 7,822 tests performed in its CBVCT network in 2010 
32

 Again, although Spain has not reported the number of rapid tests performed in CBVCT, Catalunya has 
reported 7,519 tests performed in their CBVCT services in 2010 (96.1%) 
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Tab.16: HIV test performing in CBVCTs in Europe 

COUNTRY 

HIV test 
performed 
in 1 year 
in CBVCT 

Year 

Rapid test 
performed 
in 1 year 
in CBVCT 

Year 
% Rapid test 
performed in 
CBVCT 

HIV 
infection 
detected 
in 1 year 
in CBVCT 

Year 

% HIV 
infections 
detected in 
CBVCT 

Belgium - - - -  - -  
Czech 
republic 

7804 2009 806 2009 10,3 27 2010 NA 

Denmark - - - - - - - - 

Estonia 11766 2010 5960 2010 50,7 261 2010 2,2 

Finland 3300 2009 2563 2009 77,7 12 2010 NA 

France - - - - - - - - 

Germany 125000 2009 4000 2009 3,2 - - - 

Greece 1939 2012 - - - 100 2011 NA 

Hungary - - - - - - - - 

Ireland - - - - - - - - 

Italy NA - NA - - NA - - 

Latvia 1324 2010 1418 2010 NA 83 2010 6,3 

Luxembourg - - - - - - - - 

Malta NA - NA - - NA - NA 

Netherland NA - NA - - NA - NA 

Norway NA - NA - - NA - NA 

Poland 30813 2011 985 2011 3,2 285 2010 NA 

Portugal 918 2011 918 2011 100,0 37 2011 4,0 

Romania 75329 2010 - - - 948 2010 1,3 

Slovakia - - - - - - - - 

Slovenia - - - - - - - - 

Spain - - - - - - - - 

Sweden - - - - - - - - 

Switzerland 10425 2010 10425 2010 100,0 60 2010 0,6 

United 

Kingdom 
- - - - 

 
- - 

 

Total 268618 
 

27075 
 

10,1 1813 
 

0,7 

 
The number of tests performed to specific sub-populations in CBVCT services was 
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reported by 9 countries (Czech Republic, Denmark, Finland, Germany, Greece, Latvia, 
Poland, Portugal and Switzerland). The groups who were more tested were MSM 
(reported by 7 CBVCT countries) followed by IDU (reported by 6 countries). Also 
reported were sex workers, migrants, young people, heterosexual men and women 
and sexual partners of IDU and sex workers.  
 

Tab.17: HIV test performing in CBVCTs in Europe by sub-population 

COUNTRY MSM 
Sex 
worker 

Migrants IDU 
Young 
people 

Other Year 

Belgium - - - - - - - 

Czech 
republic 

4599 2044 - 1592 - - 2010 

Denmark 618 - 128 - - - 2010 

Estonia - - - - - - - 

Finland 1152 150 - 1261 - - 2010 

France - - - - - - - 

Germany 70000 - - - - - 2009 

Greece - - 1095 450 - - 2012 

Hungary - - - - - - - 

Ireland - - - - - - - 

Italy NA NA NA NA NA NA - 

Latvia . . . 1111 . 307 2010 

Luxembourg - - - - - - - 

Malta NA NA NA NA NA NA - 

Netherland NA NA NA NA NA NA - 

Norway NA NA NA NA NA NA - 

Poland 5080 482 - 508 3810 - 2009 

Portugal 803 - - - - 115 2011 

Romania - - - - - - - 

Slovakia - - - - - - - 

Slovenia - - - - - - - 

Spain - - - - - - - 

Sweden - - - - - - - 

Switzerland 2000 - 2000 30 - - 2010 

United 
Kingdom 

- - - - - - - 

The total number of HIV infections that have been detected in CBVCT services in one 
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year was reported by 9 countries (Czech Republic, Estonia, Finland, Greece, Latvia, 
Poland, Portugal, Romania and Switzerland)33. The number of infections detected 
varies from 948 reported by Romania, 285 in Poland, 261 in Estonia, 100 in Greece 
(this only refers to regional data), 83 in Latvia, 60 in Switzerland, 37 in Portugal, 27 
in Czech Republic and 12 in Finland. The highest percentages of infections detected in 
CBVCT were reported by Latvia (6,3% in 2012), Portugal (4% in 2011) and Estonia 
(2,2% in 2010). 
 

6.9 Referral system of new HIV cases diagnosed in CBVCT 
services 

 
The majority of the responding countries (22/25, 88%) have reported that all new 
cases of HIV diagnosed in CBVCT services are referred to the National Public Health 
System.  

 
Fig. 13: New HIV cases referred to clinical service 

 
 

  

                                                 
33Once again, even though, Spain has not reported the number of HIV infections detected in CBVCT, it 
has been reported by the Catalan region that 179 infections were detected in their CBVCT services in 
2010 (2.3%). 
 

Yes (88%)
no data (12%)
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6.10 Reporting CBVCT services activities 
 
The new cases of HIV what are diagnosed through CBVCT services are reported to the 
National or regional Public Health System by 19 countries of 25 (76%). Fig. 14 

 
Fig. 14: New HIV cases reported to National Health system 

 
The reporting of new cases of HIV detected in CBVCT services varies widely from 
country to country. While in some countries such as Czech Republic, Denmark, 
Finland, Spain, Sweden and Switzerland there is a formal system of reporting of HIV 
cases detected in CBVCT services; other countries, like Germany do not have a 
standardized national reporting system and France is currently working on it. On the 
other hand, in other countries like in Hungary, the reporting of new cases is made by 
the central laboratory. 
Eleven countries (44%) have reported that CBVCT services from their countries report 
their activities periodically at national or regional level.  
The indicators used for monitoring and evaluation in CBVCT services who do report 
their activities were: Number of total HIV test performed, in 9 countries; Number of 
rapid test performed, in 8 countries and Number of test performed by target group, in 
7 countries.  
 

  

Yes (76%)
No (8%)
Don't know (4%)
no data (12%)
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7. CBVCT functioning according to the CBVCTs 
 

7.1 Management, community involvement and setting 
 
Almost all CBVCTs reported exclusive management by the NGOs (91%). Only in 3 
cases (one in Belgium, one in Czech Republic, one in Italy and one in Switzerland), 
the CBVCT was managed by the public body. In one Estonian CBVCT the responsibility 
is share between NGO and public body. 

 
Tab.18: Who is responsible for the management of the CBVCT 

 NGO A public body Other 

Total 50 4 1 

% 91% 7% 2% 

 
One of the aspects of the definition proposed by COBATEST for CBVCTs included the 
involvement of the “community” and its needs assessment and looking at the concrete 
experience of the CBVCTs, HIV-COBATEST study was able to highlight how this these 
two processes are implemented (Tab. 19). 
The large majority (60%) of the CBVCTs reported the involvement of the community 
in the implementation of the service followed by “needs assessment” (40%), while 
lower figures were reported for direct management by the community and 
participation in the planning of the activity and strategies of the service (27% and 
24% respectively).  
Community needs were assessed mainly by interviews with key people from the 
community and regular meetings with community representatives (55% and 49% 
respectively), followed by surveys among target groups (33%) and structured focus 
groups (24%) 
 

Tab.19: Involvement of the community in the programme/service 
 

How the community are involved in the 
programme/service 

How are the community needs in terms of HIV 
prevention and testing assessed? 
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Total 22 13 15 33 7 30 27 13 18 11 

% 40% 24% 27% 60% 13% 55% 49% 24% 33% 20% 
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Regarding the setting: NGO settings were the most reported (in almost 70% of the 
cases) while health care settings are the less cited (31%), excluding the pharmacies 
(no CBVCT). On the contrary, outreach services and venue setting are reported by the 
40% of the CBVCTs. 
 

 Tab.20: Setting of the participating CBVCTs 

 NGO setting Outdoor setting Venue setting Health care setting Pharmacy Other 

Total 40 23 22 17 0 
35% 

% 73% 42% 40% 31% 0% 

 
7.2 Funding 

 
As shown in Tab. 20, half of the CBVCTs reported a co-funded public and private and 
one third reported a Public/governmental funding. Only one CBVCT in Greece declares 
Private for profit funding. 
 

 Tab.21: How the participating CBVCT are funded and annual budget of the CBVCTs 

 How the CBVCT is funded Annual budget 

 
Public/ governmental 

funded 
Private -for 
profit 

Private -not 
for profit 

Co-funded public 
and private 

Other 
(in Euro) 

 

Total 18 1 5 27 4 Mean: 120294 

% 33% 2% 9% 49% 7%  

 
7.3 Target populations 

 
The CBVCTs reached by HIV-COBATEST study were focused predominantly on MSM 
(84%). IDU are the second target population reached by the CBVCT intervention 
(49%). Moreover, the vulnerable populations less reported by the NFPs, were male 
migrants and transgender/transsexual people. This result could be due to the fact that 
most of the CBVCTs focused on MSM also offer their services to sub-populations of the 
MSM community, such as MSM migrants, male sex workers and 
transsexual/transgender people. 
 

 Tab.22: Target population of the participating CBVCTs 

 MSM 
Female 
Sex 
work. 

Male 
Sex 
work. 

IDU 
Male 
migrant 

Female 
migrants 

Transsexual/ 
transgender 

Young 
people 

General 
pop. 

Other 

Total 46 22 27 18 26 23 22 22 23 8 

% 84% 40% 49% 33% 47% 42% 40% 40% 42% 15% 
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7.4 Minimum age for being HIV tested without parent’s consent 
 
The minimum age for being tested for HIV without parent’s consent range mainly 
between 16 y.o. (35% of the responding CBVCTs) and 18 y.o. with 29% of the 
respondents. 

 
Tab.23: Minimum age required for being tested for HIV 
without parent’s consent in the participating CBVCTs 

 No minimum age required 14 15 16 17 18 

Total 9 4 4 19 1 16 

% 16% 7% 7% 35% 2% 29% 

 
7.5 Organizational issues 

  
Opening times vary from country to country. In Belgium, for example, the CBVCT 
reported to be opened 23 days in a month, for 7 hours every day. In some other 
countries, like Italy or Germany, some CBVCTs reported only 1 day of opening time in 
a month for 2 or 3 hours. Regardless of the time span of the working activity, the 
most reported moments for opening in a day were the afternoon and/or evening (73% 
and 65% respectively), while the less was the night (22%) or the morning (53%). 
 

 Tab.24: Organizational issues of the participating CBVCTs 

 

How many days in a 
month the HIV testing 
and counseling 
provided? 

How many hours a 
day is the HIV 
testing and 
counseling 
provided? 

 Opening time of the CBVCT service 

 days hours  morning afternoon evening night 

Mean 13 5 Tot 29 40 36 12 

   % 53% 73% 65% 22% 

 
Confidentiality was always reported to be guaranteed in all the CBVCTs. Anonymity 
was reported to be guaranteed almost in all CBVCTs (82%). However, anonymity 
sometimes is guaranteed only on request: this happens in 5 CBVCTs: in Belgium, 
France, Spain, Switzerland and United Kingdom. Direct access is facilitated almost 
everywhere (98%) not requiring medical prescription, with the only exception of 1 
CBVCT in Germany. Similarly, previous appointment is not necessary in most of the 
CBVCTs (76%). Regarding the requirement of informed consent reported by the 
CBVCTs, it is required in all questioned CBVCT, except one in Austria, one in 
Denmark, one in Finland, one in Slovenia and one in Spain. However, in most of the 
countries, the informed consent is only oral (65%). 
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Tab.25: Confidentiality of the partipating CBVCTs 

 

Possibility to be 

HIV tested 
anonymously in the 

CBVCT 

To guarantee 
confidentiality 
to the clients 

Provided informed 
consent 

Necessity to 
have an 

appointment to 
be HIV tested in 
the CBVCT 

Necessity to 
have a medical 
prescription to 
be HIV tested in 
the CBVCT 

 Always 
On 

request 
Always Yes Oral Written Yes Yes 

Total 45 5 55 49 36 13 13 1 

% 82% 9% 100% 89% 65% 24% 24% 2% 

 
Regarding the economical affordance for users, the Tab.26 shows that only in 6 cases 
payment requirement was reported, 2 CBVCTs in Germany and all Swiss CBVCTs. 
Medical prescription requirements for HIV testing were never reported by the 
participating CBVCTs. 
 

 Tab.26: HIV test free of charge in participating CBVCTs 

 Always Other No 

Total 48 4 2 

% 87% 7% 4% 

 
7.6 Pre- and post-test counseling 

 
Almost all the answering CBVCTs always perform pre-test counseling, while only in 
four cases (one in Estonia, one in Italy, one in Portugal and one in Romania) pre-test 
counseling is performed only on request. The average time spent for pre-test 
counseling is about 19 minutes, ranging from 5 minutes reported in Estonia to 45 
minutes reported in one CBVCT in UK. 
The most used category of staff reported for pre-test counseling was the nurse: 
slightly more than a half of the CBVCTs (47%) had nurses committed in this activity, 
followed by social workers, psychologists and peer educators (38% each), or doctors 
(31%). 

  
Tab.27: Pre-test counseling performance in the participating CBVCTs 

 

CBVCT provides pre-test 
counseling 

Professional allowed to provide 
pre-test counseling 

Guidelines for pre-test 
counseling 
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Total 51 4 Mean: 
19 minutes 

17 26 21 21 21 10 54 40 9 19 20 

% 93% 7%   31% 47% 38% 38% 38% 18% 98% 73% 16% 35% 36% 
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Almost all CBVCTs (87%) declared that they follow some kind of guidelines for post-
test counseling (Tab. 27). Moreover, for almost all services that reported following 
guidelines, these latter were thought to be national, with the only exception of one 
CBVCT in Austria (only regional guidelines was reported), one in Czech Republic, 3 
CBVCTs in Denmark, one in Germany, one in Portugal, one in Slovakia and three in 
Spain. 
The most involved category of staff in post-test counseling are the doctor in case of 
HIV positive result (58%) and the nurse in case of HIV negative result (42%), while 
the least involved category are the social worker and the peer educator in case of HIV 
positive (35% and 31% respectively) and psychologist and peer educator in case of 
HIV negative result (36% and 33% respectively) 

  
Tab.28: Post-test counseling performance in the participating CBVCTs 
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provide post-test positive 
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provide post-test negative 

counseling 
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Guidelines for 
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Tot 48 5 32 23 21 19 17 9 21 23 20 21 18 8 40 13 23 52 40 11 19 16 

% 
87
% 

9
% 

58
% 

42
% 

38
% 

35
% 

31
% 

16
% 

38
% 

42
% 

36
% 

38
% 

33
% 

15
% 

   
95
% 

73
% 

20
% 

35
% 

29
% 

 

7.7 Rapid tests and confirmatory tests 
 
The use of rapid blood HIV tests through finger prick were reported by the large 
majority of the CBVCTs (73%). Conventional test on blood was much less reported, 
often in concomitance with rapid test. 
Oral fluid rapid test for HIV was reported only by two CBVCTs: one in Greece and one 
in Spain. 
  
The percentages of clients who do not come back for the test result in non-rapid test 
procedures among the CBVCT services that answered the question and considered it 
applicable was very low: only 6 CBVCTs reported percentage over the 5%. The 
highest percentages were reported in one CBVCT in Slovenia and one in Spain, with 
more than 10% and more than 20% of MSM respectively not getting their result after 
having been tested. 
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When rapid test were used, only in Denmark 8 CBVCTs reported that they don’t have 
quality assurance34 when using rapid test. The large majority (62%) of the other 
CBVCTs using rapid test have a kind of special assurance. 

 
Tab.29: HIV test used, quality assurance availability in the participating CBVCTs 

 HIV test used for diagnostic purpose 
Quality assurance 
in case of rapid test 

What is the proportion of people who 
get tested for HIV and do not come 

back for the result 
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Total 25 40 2 1 34 8 3 12 4 1 1 2 

% 45% 73% 4% 2% 62% 15% 5% 22% 7% 2% 2% 4% 

 
Confirmatory test was reported to be performed at the CBVCT in less than a half of 
the services (45%). When confirmatory test is performed in the CBVCT service, test 
strategies change: almost half of the CBVCTs use Western Blot and some Elisa (often 
together), only two CBVCTs use a second rapid test: one in Germany and one in Italy. 

  
Tab.30: Confirmatory test performance in the participating CBVCTs 

 
Confirmatory test 

performed at the CBVCT 
Test used for confirmation 

 Yes 
Western Blot test 

on blood 
ELISA test 
on blood 

Rapid test 
on blood 

Doesn't 
know 

Other 

Total 25 28 12 2 2 2 

% 45% 51% 22% 4% 4% 4% 

 
Counseling was reported to be different in case of rapid test only in 6 CBVCTs (11%), 
while in most of the cases where the question was applicable, performed counseling 
was the same than that offered in case of conventional test. Written information about 
the procedure was provided in almost half of the cases. 
Half of the respondents reported nurse as professionals allowed to perform rapid 
tests, followed by doctors (35%). 
 
 

                                                 
34

 Quality assurance (QA) refers to planned, step-by-step activities that let one know that testing is being carried out 

correctly, results are accurate, and mistakes are found and corrected to avoid adverse outcomes. Quality assurance is 

an ongoing set of activities that help to ensure that the test results provided are as accurate and reliable as possible 

for all persons being tested. These activities should be in place during the entire testing process, from the time a 

person agrees to be tested until after the test results are provided. 
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Tab.31: Rapid test performance in the participating CBVCTs 

 
Different counseling 
with rapid test 

Professional allowed to perform rapid test 

Specific 
written 

information 
in case of 
rapid test 

 Yes No 
Doesn't 
know 

Doctor Nurse Psychologist 
Social 
Worker 

Peer 
Educator 

Other Yes 

Total 6 27 1 19 29 9 9 14 6 28 

% 11% 49% 2% 35% 53% 16% 16% 25% 11% 51% 

 

7.8 Training of the staff 
 
Having a training curriculum and guidelines was almost everywhere reported (93%). 
Most of these guidelines are national (49%), but also other kind of not national, 
regional or international guidelines and curriculum were reported (31%).  
This last result is probably consistent with the picture about who carries out the 
training: in most of the CBVCTs training was reported to be “internal”, made by the 
NGO itself or by other NGOs (56%), followed (and probably assisted) by regional and 
local health authorities (27%). 
 

Tab.32: Training of the staff 

 
Any training curriculum or guideline 

followed for VCT counsellors 
training 

Who carries out the training 
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Total 51 27 16 12 17 13 2 15 3 31 1 10 

% 93% 49% 29% 22% 31% 24% 4% 27% 5% 56% 2% 18% 

 
7.9 Staff involved 

 
The picture about the staff involved is varied. In fact, the number of personnel 
involved varies from a minimum of one in Hungary to a maximum of 51 in 
Switzerland. Also the proportion between paid staff and volunteer staff varies 
considerably from country to country and from CBVCT to CBVCT in the same country. 
In some services all the staffs was reported to be paid, in others it was reported to be 
all or almost all volunteer, like in Czech Republic, Italy, Germany, Hungary, Spain and 
UK. 
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 Tab.33: Volunteers and people who works in the participating CBVCTs 

 
N° of people that 
works in the CBVCT 

N° of volunteers in 
the CBVCT 

 N° Doesn't know N° Doesn't know 

MEAN 10  11  

 
7.10 Conventional tests for HIV 

 
As expected, blood sampled obtained for conventional HIV testing (venopuncture) 
were reported to be performed almost only by nurses (42%) or doctors (29%). Peer 
educators were involved in this activity only in France, the social worker only in 
Switzerland and psychologists only in Luxembourg. 
 

 Tab.34: Professionals allowed obtaining blood samples for conventional HIV testing in 
the participating CBVCTs 

 Doctor Nurse Psychologist Social Worker Peer Educator 

Total 16 23 1 1 1 

% 29% 42% 2% 2% 2% 

 
7.11 HIV Tests performed in CBVCT Services in Europe 

 
The total number of HIV tests performed in one year was reported by 38 CBVCT 
services (69%). The mean number of tests performed was 1356. The largest numbers 
of test reported were 6863 by the Estonian Network of PLWH (Estonia), followed by 
4730 reported by the Czech AIDS Help Society (Czech Republic) and 4500 tests 
performed in the Association health without borders (Hungary).  
Forty one CBVCT services of 48 (85%) reported using rapid tests. For the 22 services 
where it was possible to calculate the proportion of rapid test used, 14 (64%) 
reported exclusively use of rapid tests. The mean percentage of use of rapid test in 
CBVCT services was 84% respect the total number of test performed.  
Regarding the number of new cases of HIV detected in CBVCT services in one year, 
this data was reported by 50 services (91%). The mean number of new cases 
detected was 16. For the 29 services where it was possible to calculate the proportion 
of HIV cases detected, the mean rate of new HIV cases detected in one year was 
1,69%. The highest rates were reported by the associations CheckpointLX, (Portugal) 
Gais Positius (Spain) and PRAKSIS (Greece), with rates of HIV infections detected of 
4,72%, 4,07% and 4,0% respectively. The first two are mainly addressed to MSM and 
the last one attend to Sex workers, MSM; IDUs, migrants and general population. 
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Tab.35: HIV tests performed in 1 year in CBVCT 

 

Number of 
HIV test 

performed in 
CBVCT in 1 
year 

Number of 
rapid test 
performed in 
CBVCT in 1 
year 

% Rapid 
test 

performed 
in CBVCT 

Number of 
HIV positive 
cases 

detected in 
CBVCT in 1 
year 

% HIV 
infections 
detected in 
CBVCT 

Mean 1356 967 84 16 1.69 

 
7.12 Referral system of new HIV cases diagnosed 

 
Regarding the referral to specialized clinical setting for treatment and care for those 
clients who were diagnosed HIV positive in the CBVCT service, 44 services (80%) 
reported that clients are referred to a specific public health structure, 4 services 
(7,0%) reported that clients are referred to a specific private health structure and 
only 2 services (4,0%) do not have a referrals system, the client is only informed 
about existing structures.  
Among those centres who has a referral system for those clients diagnosed HIV 
positive, 43 services (78%) have some kind of formal agreement with the health 
structure for making the referral, and 39 (71%) have a specific procedure for 
accompanying these clients into the clinical setting for treatment and care. Forty 
services (73%) perform some kind of follow-up of the referred patients.  

 
Tab.36: Referral system of new HIV cases diagnosed 

Is there a referral to specialised clinical setting for 
treatment and care for HIV +  

diagnosed patients 

Do you have 
any specific 
procedure for 
accompanying 

HIV + 
diagnosed 
patients into 
the clinical 
setting for 

treatment and 
care? 

Do you perform 
any kind of 
follow-up of 
those HIV + 
diagnosed 
patients who 
have been 
referred? 

 

Yes to a 

specific 
public 

health 

structure 

Yes to a 

specific 
private 

health 

structure 

No , the 

patient is 

only 
informed 

about the 

existing 

structure 

Other Yes 
Doesn't 

know 
Yes 

Doesn't 

know 

Total 44 4 2 4 39 1 40 1 

% 80% 7% 4% 7% 71% 2% 73% 2% 
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7.13 Reporting CBVCT activities 
 
Fifty two (95%) CBVCT services carry out periodical reporting of their activities. Forty 
four (80%) CBVCT services report data to the relevant Public Health body in their 
country or region. The data reported are:  

• Number of total HIV test performed, by 33 CBVCT services (60%). 

• Number of rapid test performed, by 30 CBVCT services (55%) 

• Number of test performed by target group, by 26 CBVCT services (47%). 

• Total number of new HIV infections detected, by 42 CBVCT services (76%). 

• Total number of new HIV infections detected by target group, by 30 CBVCT 
services (55%). 
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8. Some comparisons between NFPs and CBVCTs point of 
views 

 
Sometimes, at country level, the representation of the situation by NFPs and by 
CBVCT managers was found to be slightly different. Since data provided by NFPs 
regarded all possible situations in their country, while data provided by CBVCT 
managers regarded only their specific CBVCT service, it is possible that the NFP 
reported a situation that was not reported by our responding CBVCT. On the contrary, 
if our responding CBVCT reported a situation that the NFP thought to be not present in 
their country, this highlighted an incoherency that probably arose by a non clear (or 
at least not shared) definition of the situation at country level. 
In the following tables we will present a comparison between the picture provided by 
NFPs and that provided by CBVCTs, highlighting in yellow colour those cases where 
the NFP and the CBVCT didn’t probably share the same information. 
 

8.1 CBVCT management and setting according to NFPs and 
CBVCTs 

  
As regards the CBVCT management, in the case of Public management there were any 
discrepancies but in the case of NGO management, the NFPs from Belgium, Estonia 
and Luxembourg didn’t report any of this kind of management although some 
responding CBVCTs in the same countries declared it. 
 
As regards the setting there are also some differences between NFPs answers and 
CBVCTs answers: for example the NFPs from Belgium, Czech Republic, Denmark, 
Estonia, Hungary and Romania declared that CBVCT services in their country are not 
implemented in outdoor settings or venue settings, while some of the participating 
CBVCTs reported these kind of settings for their activities. The case of Italy is 
probably different, because the NFP declared that no CBVCT service are present in the 
country, while we received answers from two CBVCT service, one implemented in a 
NGO setting and one implemented in a health care setting. 
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Tab.37: CBVCT management according to NFPs and CBVCTs 
(Comparison at country level) 

 Public NGO 

COUNTRY 
According 

NFPs 

According 

CBVCTs 

According 

NFPs 

According 

CBVCTs 

Austria NA - NA √ 

Belgium √ √ - √ 

Bulgaria NA - NA √ 

Czech Republic √ √ √ √ 

Denmark √ - √ √ 

Estonia - - - √ 

Finland √ - √ √ 

France - - √ √ 

Germany √ - √ √ 

Greece √ - √ √ 

Hungary √ - √ √ 

Ireland - NA √ NA 

Italy NA √ NA √ 

Latvia NA - NA √ 

Luxembourg √ - - √ 

Malta NA NA NA NA 

Netherlands NA NA NA NA 

Norway √ NA √ NA 

Poland √ - √ √ 

Portugal - - √ √ 

Romania NA - NA √ 

Slovakia - - √ √ 

Slovenia √ - √ √ 

Spain √ - √ √ 

Sweden √ NA √ NA 

Switzerland √ √ √ √ 

United Kingdom √ - √ √ 
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Tab.38: CBVCT settings according to NFPs and CBVCTs 
 (Comparison at country level) 

 NGO Outdoor setting Venue setting Health care setting 

Country 
According 

NFPs 

According 

CBVCTs 

According 

NFPs 

According 

CBVCTs 

According 

NFPs 

According 

CBVCTs 

According 

NFPs 

According 

CBVCTs 

Austria NA √ NA √ NA √ NA √ 

Belgium - - - √ √ √ √ √ 

Bulgaria NA √ NA √ NA - NA √ 

Czech Republic √ √ - √ - - √ √ 

Denmark √ √ - √ - √ √ √ 

Estonia √ √ - √ - √ √ - 

Finland √ √ √ - - - - - 

France √ √ √ √ √ √ √ - 

Germany √ √ √ √ √ √ √ - 

Greece √ √ √ √ - - - - 

Hungary √ √ - √ - √ √ √ 

Ireland √ NA - NA √ NA √ NA 

Italy - √ - - - - - √ 

Latvia √ √ √ √ - - √ - 

Luxembourg √ - √ √ √ √ - - 

Malta NA NA NA NA NA NA NA NA 

Netherlands NA NA NA NA NA NA NA NA 

Norway √ NA √ NA - NA √ NA 

Poland √ √ - - - - √ √ 

Portugal √ - - - - - - √ 

Romania √ √ - √ - - √ √ 

Slovakia √ - √ √ √ - √ - 

Slovenia √ √ √ - √ √ √ - 

Spain √ √ √ √ √ - √ √ 

Sweden √ NA √ NA √ NA - NA 

Switzerland √ √ √ √ √ √ √ √ 

United 

Kingdom 
√ √ √ √ √ √ √ - 
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8.2 Minimum age for being HIV tested without parent’s consent 
according to NFPs and CBVCTs 

 
As regards the minimum age required for being HIV tested without parent’s consent, 
there are several countries with discordant answers: Czech Republic, Denmark, 
Estonia, Germany, Latvia, Portugal, Switzerland and United Kingdom. 
 

Tab.39: CBVCT minimum age required according to NFPs and CBVCTs  
(Comparison at country level) 

COUNTRY 
According 
NFPs 

According 
CBVCTs 

Austria NA 14 

Belgium NA 16- No minimum age 
required 

Bulgaria NA 16 

Czech Republic 18 15 

Denmark 16 14-15 

Estonia 16 16-17 

Finland No minimum age required No minimum age required 

France 18 18 

Germany 14 16-18 

Greece 18 18 

Hungary 18 NA 

Ireland 18 NA 

Italy NA 
16- No minimum age 

required 

Latvia 15 18 

Luxembourg No minimum age required No minimum age required 

Malta NA NA 

Netherlands NA NA 

Norway No minimum age required NA 

Poland 18 18 

Portugal 16 18- No minimum age 
required 

Romania 18 18 

Slovakia 18 18 

Slovenia 16 - 

Spain 16 16-18 

Sweden No minimum age required NA 

Switzerland 14 16- No minimum age 
required 

United Kingdom 14 14-16-18 
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8.3 Rapid tests according to NFPs and CBVCTs 
  

If we take into consideration the kind of rapid tests accepted in the country (according 
to the NFPs) and provided by the respondent CBVCTs, as regards the rapid test on 
oral fluid there is a total coherence, while for the rapid test on blood in Italy, 
Luxembourg and Poland there are discordant answers between NFPs and CBVCTs.  

 
Tab.40: Rapid test on blood and on oral fluid according to NFPs and CBVCTs 

 (Comparison at country level) 

 
Rapid test on oral 

fluid 
Rapid test on blood 

COUNTRY 
According 
NFPs 

According 
CBVCTs 

According 
NFPs 

According 
CBVCTs 

Austria NA - NA √ 

Belgium - - √ √ 

Bulgaria NA - NA √ 

Czech 
Republic 

- - - - 

Denmark - - √ √ 

Estonia √ - √ √ 

Finland - - √ √ 

France - - √ √ 

Germany - - √ √ 

Greece √ √ √ - 

Hungary - - - - 

Ireland - NA - NA 

Italy - - - √ 

Latvia - - √ √ 

Luxembourg - - - √ 

Malta - NA - NA 

Netherlands NA NA √ NA 

Norway - NA - NA 

Poland - - - √ 

Portugal - - √ √ 

Romania - - √ √ 

Slovakia √ - √ √ 
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Slovenia - - - - 

Spain √ √ √ √ 

Sweden √ NA √ NA 

Switzerland - - √ √ 

United 
Kingdom 

√ - √ √ 

 

8.4 Pre- and post-test counselling according to NFPs and CBVCTs 
  

Tables 41 and 42 displayed in the next pages, show the standard procedures (or 
guidelines) for pre- and post-test counselling, according to NFPs reporting and to 
CBVCTs practices.  As it can be seen, there are discrepancies between the NFPs and 
CBVCTs answers in France, Germany, Latvia and Luxembourg.  
 
As regards the professionals allowed to perform pre- and post-test counselling (Tables 
41 and 43), it should be taken into account that NFP answers refer to general 
regulations and not to local practices, while the CBVCT answers report what it is 
practically done in their service.  
The countries with more differences between general regulations and local practices 
are Belgium and Denmark both in case of pre- and post-test counseling. Germany and 
Switzerland have differences especially in case of post-test counseling. 
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Tab.41: Pre-test counselling: standard procedures and professionals allowed to provide pre-
test counseling, according to NFPs and CBVCTs (comparison at country level) 

 
Standardized 
procedures 
or guidelines 

Physician Nurse Psychologist 
Social 
Worker 

Peer 
educator 

COUNTRY 
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Austria NA √ NA √ NA - NA √ NA √ NA - 

Belgium √ √ √ √ - √ - √ - - - - 

Bulgaria NA √ NA √ NA √ NA √ NA √ NA - 

Czech Republic √ √ √ √ √ √ √ √ √ √ - √ 

Denmark - √ √ √ √ √ - √ - √ - √ 

Estonia √ √ √ √ √ √ √ - √ - √ - 

Finland √ √ √ - √ √ - - - - - - 

France - √ √ - √ - - - - - - √ 

Germany - √ √ - - √ √ √ √ √ √ √ 

Greece √ √ - - - - √ √ √ √ - - 

Hungary √ √ √ √ √ - √ - √ √ √ √ 

Ireland - NA √ NA √ NA - NA √ NA √ NA 

Italy √ √ √ √ √ √ √ - √ - √ √ 

Latvia - √ √ - √ √ - - √ - - - 

Luxembourg - √ √ - √ √ √ √ - - - - 

Malta - NA √ NA √ NA √ NA - NA - NA 

Netherlands √ NA √ NA √ NA - NA - NA - NA 

Norway √ NA √ NA √ NA √ NA √ NA - NA 

Poland √ √ √ √ √ - √ √ - - - - 

Portugal √ √ √ - √ √ √ √ - - - √ 

Romania √ √ √ - - - √ √ √ √ √ - 

Slovakia √ √ √ - √ √ √ - √ √ √ - 

Slovenia NA √ NA - NA - NA - NA - NA √ 

Spain - √ √ √ √ √ √ √ √ √ √ √ 

Sweden - NA NA NA NA NA NA NA NA NA NA NA 

Switzerland √ √ √ √ √ √ √ √ √ √ √ - 

United Kingdom √ √ √ √ √ √ √ √ - √ √ √ 
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Tab.42: Standard procedures for post-test counseling, according to NFPs and CBVCTs  
(Comparison at country level) 

 Standardized procedures or guidelines for post-test counseling 

 in case of positive result in case of negative result 

COUNTRY According NFPs According NFPs According CBVCTs 

Austria NA NA √ 

Belgium √ NA √ 

Bulgaria NA NA √ 

Czech 
Republic 

√ √ √ 

Denmark √ - √ 

Estonia √ √ √ 

Finland √ - √ 

France - - √ 

Germany - - √ 

Greece √ √ √ 

Hungary √ √ √ 

Ireland - - NA 

Italy √ √ √ 

Latvia - - √ 

Luxembourg - - √ 

Malta - - NA 

Netherland √ √ NA 

Norway √ - NA 

Poland √ √ √ 

Portugal √ √ √ 

Romania √ √ √ 

Slovakia √ √ √ 

Slovenia NA NA √ 

Spain - √ √ 

Sweden - - NA 

Switzerland √ √ √ 

United 
Kingdom 

√ √ √ 
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Tab.43: Professionals allowed to provide post-test counseling, according to NFPs and CBVCTs  
(comparison at country level) 

 Professional allowed to perform post-test POSITIVE counselling Professional allowed to perform post-test NEGATIVE counselling 

 Physician Nurse Psychologist 
Social 
Worker 

Peer 
educator 

Physician Nurse Psychologist 
Social 
Worker 

Peer 
educator 
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Austria NA √ NA - NA √ NA √ NA - NA - NA - NA √ NA √ NA - 

Belgium √ √ - √ √ - - √ - - √ √ - √ √ √ - - - - 

Bulgaria NA √ NA √ NA √ NA - NA - NA √ NA √ NA √ NA - NA - 

Czech Republic √ √ - - - - - - - - √ √ - - √ - √ √ - √ 

Denmark √ √ √ √ - √ - √ - √ √ √ √ √ - √ - √ - √ 

Estonia √ √ √ √ √ √ √ - √ √ √ √ √ - √ - √ - √ - 

Finland √ - - √ - - - √ - - √ - √ √ - - - √ - - 

France √ - √ - - - - - - √ √ - √ - - - √ - - √ 

Germany √ √ - √ - √ - √ - √ √ √ - √ √ √ - √ √ √ 

Greece √ √ - √ √ √ √ √ - - - √ - √ √ √ √ √ - - 

Hungary √ √ √ - √ - √ - √ - √ √ √ - √ - √ √ √ √ 

Ireland √ NA √ NA - NA √ NA √ - √ NA √ NA - NA √ NA √ NA 
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Italy √ √ √ - √ - √ - √ - √ √ √ - √ - √ - √ √ 

Latvia √ - √ √ - - - - - - √ - √ √ - - - - - - 

Luxembourg √ √ - - - √ - - - - √ - √ - √ √ - - - - 

Malta √ NA - NA - NA - NA - NA √ NA - NA - NA - NA - NA 

Netherlands √ NA √ NA - NA - NA - NA √ NA √ NA - NA - NA - NA 

Norway √ NA √ NA √ NA - NA - NA √ NA √ NA √ NA - NA - NA 

Poland √ √ √ - - √ - - - - √ √ √ - - √ - - - - 

Portugal √ - √ √ √ √ - - - √ √ - √ √ √ √ - - - √ 

Romania √ - - - √ √ - √ - - √ - - - √ √ - √ - - 

Slovakia √ - - √ √ - - √ - - √ - √ √ √ - √ √ √ - 

Slovenia √ √ NA - NA - NA - NA - NA √ NA - NA - NA - NA - 

Spain √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

Sweden NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA 

Switzerland √ √ - √ - √ - √ - √ √ √ √ √ √ √ √ √ √ - 

United Kingdom √ √ √ √ √ √ - √ √ √ √ √ √ √ √ √ - √ √ √ 



 

 

81 

8.5 Reporting CBVCT activities according to NFPs and CBVCTs 
 

The Tab.44 describes the activities reporting from CBVCTs to regional/national level 
and shows a coherency between the CBVCTs and NFPs answers.  
The only difference was found in United Kingdom.  
 

Tab.44: CBVCT activities reported at regional/national level, 
according to NFPs and CBVCTs (Comparison at country level) 

COUNTRY 

CBVCT activities reported at 
regional/national level 

According to NFPs According 
to 

CBVCTs 
Yes, 
always 

Yes, 
depending 

Austria NA NA NA 

Belgium - √ √ 

Bulgaria NA - NA 

Czech 
Republic 

√ - √ 

Denmark √ - √ 

Estonia √ - √ 

Finland √ - √ 

France √ - √ 

Germany - √ √ 

Greece √ - √ 

Hungary √ - √ 

Ireland NA NA NA 

Italy NA NA √ 

Latvia - √ - 

Luxembourg - √ √ 

Malta NA NA NA 

Netherland NA NA NA 

Norway √ - NA 

Poland √ - √ 

Portugal √ - √ 

Romania √ - √ 

Slovakia - √ √ 

Slovenia NA NA √ 
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Spain - √ √ 

Sweden - - NA 

Switzerland - √ √ 

United 
Kingdom 

- - √ 

 

As regards the indicators used for monitoring and evaluation countries with 
discrepancies are Estonia, Hungary, Luxembourg, Romania, Switzerland and United 
Kingdom: this means that the responding CBVCT services in those countries declare 
that they report data that at the national level are not known. 
 

Tab.45: Indicators used for monitoring and evaluation, according to NFPs and CBVCTs 
(Comparison at country level) 

 
N° total HIV 
test performed 

N° rapid test 
performed 

N° HIV test 
performed by 
target group 

Total number of 
new HIV 
infections 
detected 

N° of new HIV 
infections 
detected by 
target group 

COUNTRY 
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Austria NA √ NA - NA √ NA √ NA - 

Belgium NA √ NA √ NA √ NA √ NA √ 

Bulgaria NA √ NA √ NA √ NA √ NA √ 

Czech 
Republic 

√ √ √ - √ √ √ √ √ - 

Denmark √ √ √ √ √ - √ √ √ - 

Estonia √ √ √ √ - √ √ √ - √ 

Finland √ - √ - √ - - - - - 

France - - √ √ √ √ √ √ - √ 

Germany NA √ NA √ NA √ NA √ NA √ 

Greece √ - - - - - √ - - - 

Hungary - √ - - - √ - √ - √ 

Ireland - NA - NA - NA - NA - NA 

Italy NA √ NA - NA √ NA √ NA √ 

Latvia - - √ √ - - - - √ - 

Luxembourg √ √ - √ - √ - √ - √ 
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Malta NA NA NA NA NA NA NA NA NA NA 

Netherland NA NA NA NA NA NA NA NA NA NA 

Norway NA NA NA NA NA NA NA NA NA NA 

Poland √ √ √ √ √ √ √ √ √ √ 

Portugal √ √ √ √ √ √ √ √ √ √ 

Romania √ - - √ √ √ √ √ √ √ 

Slovakia NA - NA - NA - NA - NA - 

Slovenia NA - NA - NA - NA - NA - 

Spain NA √ NA √ NA √ NA √ NA √ 

Sweden - NA - NA - NA - NA - NA 

Switzerland - √ - √ - √ - √ - √ 

United 
Kingdom 

- - - √ - √ - √ - √ 
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9. Conclusions and recommendations 
  
Conclusions 
 
According to data provided by NFPs and by CBVCT services across Europe, CBVCT 
services are implemented in at least 23 European Countries.  
 

1. Although CBVCT services are implemented in nearly all the responding 
European countries, only 56% of them have specific strategic plans for them. 

2. Among those countries that have specific strategic plans for the implementation 
of CBVCT services, the mostly considered target populations in those strategic 
plans are MSM (100%), IDU (93%), female sex workers (86%) male sex 
workers (64%) and migrants (50%). 

3. There is not a common definition of CBVCT services across European countries 
and the proposed definition by the HIV-COBATEST project has been highly 
accepted.  

4. However the community-based approach in HCT offer is very different across 
Europe and can have different forms across countries and in each country. 
Thanks to data provided by CBVCTs, three main forms of CBVCT were 
identified: one with a strong community involvement, peer-driven, 
implemented in venue or NGO settings, managed by the community and usually 
targeting MSM; one characterized by a bigger role played by professionals such 
as psycho-social workers, but where an NGO is present as a key “community 
representative” and where work and settings (NGO settings or outdoor settings) 
are organized in order to meet the needs of the target, mainly IDUs, SWs and 
migrants; one characterized by the central role of the health care setting, and 
the term “community-based” is interpreted mainly in the sense of a target 
orientation characterized by some kind of needs assessment regarding the 
target and some level of outdoor activity. There is also a fourth form that is less 
clearly identifiable as “community-based”, characterized by a full medicalization 
of the rapid test performance, by the chance to provide directly confirmatory 
tests and no kind of community involvement in the procedures. 

5. Only less than half of the responding National Focal Points (NFPs) inform that in 
their countries CBVCT services systematically report their activities to the local 
Public Health authorities. NFPs on HIV, especially in large countries, have not 
been a reliable source of information on the implementation of CBVCT services 
and programmes.  

6. Only nine countries have reported the total number of test performed in CBVCT 
in their countries in one year. The largest number of test performed in these 
services was reported by Germany (125,000 tests performed in 2009), followed 
by Romania (75,329 made in 2010) and Poland (30,813 tests performed in 
2011). 

7. Although the information collected by the HIV-COBATEST survey does not allow 
do describe an exhaustive picture of all CBVCT centers operating in Europe, the 
collected information will be very useful to complement qualitative studies and 
policy analysis.  

8. Fourteen of 25 responding NFPs (56%) report to have a specific regulation 
covering HIV testing in CBVCT services and only in 4 of them (28.5%) non 
health professionals, like peer educators, are allowed to perform HIV testing in 
CBCVT centres.  
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9. Non-health professionals such as social workers or peer educators are allowed 
to conduct pre-test and post-test counselling in most countries, but post-test 
counselling among those who obtain a reactive result is more likely to be 
performed by health care staff.  

10.In 84% of the participant countries, CBVCT services are located in NGOs 
venues. However, the percentage of countries reporting a health care setting is 
also high (68%).  

11.HIV rapid tests on blood are formally accepted and/or recommended by official 
guidelines in 16 of 25 the responding countries (64%). Only in 4 of 25 countries 
(24%) oral fluid based rapid test are formally accepted. 

12.Almost all CBVCT services (73%) report using rapid blood HIV tests through 
finger prick; in contrast the use of oral fluid rapid test was only reported by two 
CBVCT services (2%). Confirmatory test is reported to be performed at the 
same CBVCT service in the 45% of the responding services  

13.The large majority of responding CBVCT services reports a NGO management 
(91%), 3 CBVCTs are managed by public body and only in one CBVCT service 
NGO and public body share responsibility. 

14.Half of the CBVCTs reported a co-funded public and private and one third 
reported a Public/governmental funding. In only 6 services (11%) the HIV 
testing is not offer for free.   

15.Having a training curriculum and guidelines is reported by almost all responding 
CBVCT services (93%). In half of the CBVCTs the used guidelines for staff 
training are national. 

16.Although most of the services are anonymous based (82%), requirement of 
informed consent is reported by almost all responding CBVCT services (89%), 
being oral consent the most reported (65%).  

17.Minimum age for being tested for HIV in CBVCT services without parents’ 
consent varies between countries, ranging from 14 to 18 years old. 16% of the 
CBVCTs don’t require any minimum age. 

18.Almost all responding CBVCT services (94%) report having some kind of 
referral system to specialized clinical setting for treatment and care of those 
found to be positive. Most of them (84%) with some agreement with the public 
health system and 71% with a specific accompanying procedure.  

19.Data from this survey suggest important differences in the implementation and 
managing of CBVCT services across Europe countries. Given the lack of 
standardized indicators for the monitoring and evaluation of CBVCT services, it 
has been difficult to compare specific questions between countries.  

 
Recommendations 
 
The Community-based voluntary counselling and testing (CBVCT) services are 
commonly recognized as a good model to improve access to most-at-risk populations 
(MARP) by promoting its early HIV diagnosis. These centres are in excellent position 
to improve all aspects of the HIV testing and counselling-including access, offer, 
uptake and effectiveness- for those vulnerable and hard to reach 1-4. Most of the 
European countries have universal access to health care. Nevertheless, most of the 
vulnerable groups, such as IDUs, MSM and migrants, because of lack of risk 
perception, marginality, stigma or illegality, do not have active seeking behaviours for 
HIV testing or face important barriers to testing within the formal health care system. 
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1. Data from the COBATEST survey should be analyzed complementarily with data 
from the qualitative studies of the project as well as with data from other 
existing surveys to have a more precise picture of the magnitude and 
characteristics of CBVCT implementation in Europe.  

2. CBVCT services including outreach programmes and any other actions designed 
to decrease thresholds for HIV-testing, should be potentiated and included as a 
priority of the Prevention and Control HIV Programs in Europe. They should 
respond to the specific local epidemiological patterns and needs of the 
population, and should be established with the involvement of the relevant 
target groups. 

3. Efforts have to be done in order to facilitate the development of common 
regulations, strategies and procedures to implement and evaluate CBVCT 
services to ensure comparability across countries.  

4. The use of rapid test technologies both either blood or oral fluid should be 
encouraged among CBVCT services.  

5. Regulations that may act as obstacles to testing in community settings have to 
be reviewed. Common legal frameworks for non health professionals performing 
rapid tests should be developed and minimum pre-test information packages 
needs to be agreed.   

6. It is necessary to provide guidance to CBVCT services on use of indicators to 
monitor and evaluate (M&E) their activities. M&E results will provide information 
for improving their services and enable them to compare their performance to 
other similar services.  

7. In particular the use of a Unique Personal Identifier which allow identifying 
duplicates and to warranty the confidentiality of the data should be encouraged 
to be used to facilitate the interpretation of the data. 

8. The introduction in CBVCT services of Quality Assurance Programmes for rapid 
HIV testing is recommended. These programmes should provide guidelines to 
ensure the execution of the tests, to verify the ability of the test performer and 
to properly interpret the obtained results. 

9. It is essential for all CBVCT services and programmes to have clear mechanisms 
to ensure that clients who test positive are integrated into HIV treatment and 
care. Referral system should be in place from all CBVCT sites to ensure that 
people receive a specialist consultation promptly after receiving a positive HIV 
test result.  

10.Efforts have to be done in order to facilitate the development of networks of 
CBVCT services that would allow sharing methodologies, data collection 
instruments and monitoring and evaluation tool.  
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10. Annex I   
CBVCT functioning according to the CBVCTs: tables  

 
Responding CBVCTs 

ID NUMBER COUNTRY REGION INSTITUTION 

1 Austria Federal Part Salzburg Aids Hilfe Salzburg 

2 Austria Vienna AidsHilfe Wien 

3 Belgium Antwerp - Brabant Ghapro vzw 

4 Belgium Antwerpen-Flanders Institute of tropical medicine 

5 Bulgaria Sofia Association health without borders 

6 Czech Republic Moravian Silesian Czech AIDS Help Society 

7 Czech Republic Prague Czech AIDS Hepl Society 

8 Denmark Aarhus Checkpoint Aarhus 

9 Denmark Copenhagen stop aids gay men's hiv organisation 

10 Denmark Jylland, Sjaelland Cross-Over/AIDS-Fondet 

11 Denmark Odense Checkpoint Odensen 

12 Estonia Tallinn NGO AIDS Information and Support Center 

13 Estonia Tallinn Estonian Network of PLWH 

14 Finland Helsinki,Tampere HIV Foundation/Finnish AIDS Council 

15 France  AIDES (French CBO) 

16 Germany Dusseldorf AIDS Hilfe Dusseldorf 

17 Germany Hamburg Hein & Fiete 

18 Germany Munich Check Point Munchener AIDS Hilfe 

19 Germany North Rhine Westphalia Herzenslust Bochum 

20 Germany North Rhine Westphalia Pudelwohl . gesund und schwul in DO 

21 Germany North Rhine Westphalia Public Health Department 

22 Germany North Rhine Westphalia Aidshilfe Koln 

23 Greece Athens- Thessalonica PRAKSIS 

24 Hungary Budapest, Central Anonymous AIDS Association 

25 Italy Toscana Associazione LGBT Ireos 

26 Italy Veneto GASP! Gruppo Salute e Prevenzione AIDS 

27 Latvia Ariga Dia+Loga 
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28 Luxembourg  Aidsberodung Red Croos/DIMPS 

29 Poland Lower Silesia Wrocla CBVCT in Wroclaw 

30 Poland Podkarpackie Province Fundacja pomocy Mlodziezy 

31 Poland Warsaw Foundation of Social Educ 

32 Portugal Algarve MAPS 

33 Portugal Lisbon CheckpointLX 

34 Romania Dobrogea Baylor Black Sea Foundation 

35 Romania South-East Europe Alaturi de Voi Romania Foundation 

36 Slovakia Bratislava Odyseus 

37 Slovenia  Drustvo informacijski center Legebitra 

38 Spain Basque Country Comisión Ciudadana Antisida de Bizkaia 

39 Spain Catalonia (Barcelona) Gais Positius 

40 Spain Catalonia (Barcelona) Associació Ciutadana Anti Sida de Catalunya 

41 Spain Catalonia (Barcelona) STOP SIDA 

42 Spain Catalonia (Barcelona) Fundació Àmbit Prevenció - ÀMBIT DONA programme 

43 Spain Catalonia (Barcelona) SAPS CREU ROJA BARCELONA 

44 Spain Catalonia (Barcelona) Projecte dels Noms-Hispanosida / BCN Checkpoint 

45 Spain Galicia Medicos do mundo 

46 Spain Seville. Andalusia ADHARA 

47 Switzerland Berne AIDS Hilfe Berne 

48 Switzerland Geneva checkpoint  Geneve 

49 Switzerland Geneva Progr. sante migrants,service HUG 

50 Switzerland Zurich Checkpoint Zurich 

51 United Kingdom Belfast Trust the Rainbow Project 

52 United Kingdom Leicester,leicesters LASS 

53 United Kingdom London Positive East 

54 United Kingdom North West Region Body Positive North West 

55 United Kingdom Wales and Scotland Terrence Higgins Trust 
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Tab.18: Who is responsible for the management of the CBVCT 

ID number* NGO A public body Other 

1 √ - -  

2 √ - -  

3 √ - -  

4 - √ -  

5 √ - -  

6 - √ -  

7 √ - -  

8 √ - -  

9 √ - -  

10 √ - -  

11 √ - -  

12 √ - -  

13 - - √ 
NGO and public body 
share responsibility 

14 √ - -  

15 √ - -  

16 √ - -  

17 √ - -  

18 √ - -  

19 √ - -  

20 √ - -  

21 √ - -  

22 √ - -  

23 √ - -  

24 √ - -  

25 √ - -  

26 - √ -  

27 √ - -  

28 √ - -  

29 √ - -  

30 √ - -  
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31 √ - -  

32 √ - -  

33 √ - -  

34 √ - -  

35 √ - -  

36 √ - -  

37 √ - -  

38 √ - -  

39 √ - -  

40 √ - -  

41 √ - -  

42 √ - -  

43 √ - -  

44 √ - -  

45 √ - -  

46 √ - -  

47 √ - -  

48 √ - -  

49 - √ -  

50 √ - -  

51 √ - -  

52 √ - -  

53 √ - -  

54 √ - -  

55 √ - -  

Total 50 4 1  

% 91% 7% 2%  

 
*Refer to table “Responding CBVCTs” at pag. 87
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Tab.19: Involvement of the community in the programme/service  

 
How the community are involved in the 

programme/service 
  

How are the community needs in terms of HIV prevention and testing 
assessed? 

ID 

number

* 

Needs 

assessmen

t through 

participativ

e methods 

Community 

partecipate

s in the 

planning of 

CBVCT 
activities 

CBVCT 

managed 

by the 

communit

y 

Members of 

the 

community 

directly 

involved in 

the 
implementatio

n of activities 

Other 

Interviews 

with 

community 

members/ke

y people 

Regular 

meetings 

with 

communit

y 
members 

Focus 

groups 

with 

communit

y 
members 

Survey
s 

among 

people 

from 

target 

groups 

Other 

1 √ - - - √ 

Frequent 
contacts to 

target 
groups by 
members of 

service 

√ √ - - -  

2 √ √ - - √ 

test 
locations 
are offered 
through the 
community 

√ √ √ √ -  

3 √ - - - -  - - - √ -  

4 - - - √ √ 

specify 
regular 
meetings 

with 
community 
organization

s 

- √ - - -  

5 √ - - √ -  - √ - √ -  

6 - - - √ -  √ √ - - -  

7 - √ √ √ -  √ - - - -  

8 - - - √ -  - - - - √ individual user satisfaction 
assessment 
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9 - - - √ -  - - - - √ individual user satisfaction 
assessment 

10 - - - √ √  - - - - √ 
doctors,counsellors,trainers,cent

ers of Disease control etc 

11 - - - √ -  - - - - √ 
individual user satisfaction 

assessment 

12 NA NA NA NA NA  - √ - - -  

13 - √ √ √ -  √ - - √ -  

14 √ - - - -  - √ √ - -  

15 √ √ - √ -  √ √ √ √ -  

16 √ √ - - -  √ - - - -  

17 - - √ √ -  - - - - √ agenda setting 

18 - - √ √ -  √ - - - -  

19 - √ - √ -  - √ √ √ √ 
We appeal to the most 

participative implementation of 
the community 

20 - - √ √ -  - √ - - -  

21 - - √ √ -  - √ - - -  

22 - - - √ -  √ - - √ -  

23 √ - - - √ 

target group 
members 

are involved 
in the 

organizat 

√ - √ - -  

24 √ √ - √ -  √ √ √ - -  

25 - √ √ √ -  - √ - - -  
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26 √ - - - -  √ √ - - -  

27 NA NA NA NA NA  √ √ - - -  

28 - √ - √ -  √ √ - - -  

29 √ - - - -  √ - - √ -  

30 √ - - - -  √ - - - -  

31 - - - √ -  NA NA NA NA NA  

32 √ - - √ -  √ - √ √ -  

33 - - √ - -  √ - - √ -  

34 √ - - - -  √ - - √ √ meeting with stakeholders 

35 - - - - √ 

some of 
community 
memb. are 
involved in 
CBVCT 
prom 

- √ - √ √ statistics... 

36 NA NA NA NA NA  √ - - - -  

37 √ √ √ √ -  √ √ - - -  

38 NA NA NA NA NA  √ √ - - -  

39 √ √ √ √ -  √ √ √ √ -  

40 - - √ - -  - - - - -  

41 - - √ √ -  - √ - - -  

42 √ - - - -  - - √ √ -  

43 √ - - - -  √ √ √ √ -  

44 - - √ √ -  - - - - √ CBVCT is managed by the 
community 

45 - - - √ -  - √ - - -  

46 √ √ √ √ -  √ - - - √ Specific campaign 

47 - - - √ -  √ - - - -  
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48 - - √ √ -  √ √ - √ -  

49 NA NA NA NA NA  - - - - √  

50 √ - - √ -  √ √ √ - -  

51 NA NA NA NA NA  - - √ - -  

52 √ √ - √ √ 

The 
community 
promotes 
the service 

and 
requests it 
at different 
event and 
places 

√ √ √ - -  

53 - - - √ -  - - - √ -  

54 - - - √ -  - √ - √ -  

55 √ - - - -  √ - - - -  

Total 22 13 15 33 7  30 27 13 18 11  

% 40% 24% 27% 60% 
13
% 

 55% 49% 24% 33% 
20
% 
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 Tab.20: Setting of the participating CBVCTs 

ID 
number* 

NGO 
setting 

Outdoor 
setting 

Venue 
setting 

Health care 
setting 

Pharmacy Other 

1 √ - - √ - -  

2 - √ √ - - -  

3 - √ √ √ - -  

4 - - √ √ - -  

5 √ √ - √ - -  

6 - √ - - - √ 
consultancy, 
free testing 

7 √ - - √ - -  

8 √ - √ - - -  

9 √ - √ - - -  

10 √ √ - √ - -  

11 √ - √ - - -  

12 √ - - - - -  

13 - √ √ - - -  

14 √ - - - - -  

15 √ √ √ - - -  

16 - - √ - - -  

17 √ - √ - - -  

18 √ - √ - - -  

19 - √ √ - - -  

20 √ √ √ - - -  

21 √ √ √ - - -  

22 √ - - - - -  

23 √ √ - - - -  

24 √ √ √ √ - -  

25 √ - - - - -  

26 - - - √ - -  

27 √ √ - - - -  

28 - √ √ - - -  

29 √ - - √ - -  
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30 √ - - - - -  

31 √ - - √ - -  

32 - - - √ - -  

33 - - - - - √ own facilities 

34 √ √ - √ - -  

35 - - - √ - -  

36 - √ - - - -  

37 √ - √ - - -  

38 √ - - - - -  

39 √ - - - - -  

40 √ - - - - -  

41 √ - - - - -  

42 √ √ - - - -  

43 √ - - √ - -  

44 √ - - - - -  

45 √ √ - - - -  

46 √ √ - √ - √ Prostibules of 
male sex workers 

47 √ - - - - -  

48 - √ √ √ - -  

49 - - - √ - -  

50 √ √ √ - - -  

51 √ - - - - -  

52 √ √ - - - -  

53 √ - √ - - -  

54 √ - √ - - -  

55 √ √ √ - - -  

Total 40 23 22 17 0 3  

% 73% 42% 40% 31% 0% 5%  

*Refer to table “Responding CBVCTs” at pag. 87
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Tab.21: How the participating CBVCT are funded and annual budget of the CBVCTs 

 How the CBVCT is funded Annual budget 

ID 
number 

Public/ 
governmental 
funded 

Private -
for 
profit 

Private -
not for 
profit 

Co-funded 
public and 
private 

Other 
(in Euro) 

 

1 - - - √ -  92000 

2 - - - √ -  25000 

3 √ - - - -  400000 

4 √ - - - -  NA 

5 - - √ - -  70000 

6 √ - - - -  2000 

7 - - - √ -  336000 

8 √ - - - -  55000 

9 √ - - - -  94000 

10 - - - √ - 
private for profit 
(pharmaceutical) 134000 

11 √ - - - -  433000 

12 - - - - √ NGO 77192 

13 - - - √ -  100000 

14 √ - - - -  1000000 

15 - - - √ -  300000 

16 - - - √ -  NA 

17 √ - - - -  NA 

18 - - √ - -  50000 

19 √ - - - -  1100 

20 √ - - - -  25000 

21 √ - - - -  25000 

22 - - - √ -  102000 

23 - √ - - -  183216 

24 - - - √ -  NA 

25 - - - - √ Not funded 0 

26 - - - - √ Not funded 0 

27 √ - - - -  NA 
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28 - - - √ -  30000 

29 - - - √ -  31000 

30 √ - - - -  16000 

31 - - - √ -  47500 

32 - - - √ -  0 

33 - - - √ -  135000 

34 - - √ - -  70000 

35 - - √ - -  0 

36 - - √ - -  NA 

37 - - - √ -  40000 

38 - - - √ -  20000 

39 - - - √ -  20000 

40 - - - √ -  NA 

41 √ - - - -  8700 

42 - - - √ -  20000 

43 - - - √ -  21000 

44 - - - √ -  200000 

45 - - - √ -  NA 

46 - - - √ -  100000 

47 - - - √ -  NA 

48 - - - √ - private-not for profit 333000 

49 √ - - - -  67000 

50 √ - - - -  333000 

51 - - - √ -  29000 

52 √ - - - -  7000 

53 √ - - - -  7000 

54 - - - - √ 
currently funded from 
the Charities Reservice NA 

55 - - - √ -  373500 

Total 18 1 5 27  4 Mean: 120294 

% 33% 2% 9% 49%  7%  

*Refer to table “Responding CBVCTs” at pag. 87
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Tab.22: Target population of the participating CBVCTs 

ID 
number M

S
M
 

F
e
m
a
le
 S
e
x
 

w
o
r
k
. 

M
a
le
 S
e
x
 w
o
r
k
. 

I
D
U
 

M
a
le
 m
ig
ra
n
t 

F
e
m
a
le
 

m
ig
r
a
n
ts
 

T
r
a
n
s
s
e
x
u
a
l/
 

tr
a
n
s
g
e
n
d
e
r
 

Y
o
u
n
g
 p
e
o
p
le
 

G
e
n
e
r
a
l 
p
o
p
. 

O
th
e
r 

1 √ - - √ √ √ - √ √ -  

2 √ - - - - - - - - -  

3 - √ √ - - - - - - -  

4 √ - - - √ √ √ √ - -  

5 √ √ √ - - - √ √ √ -  

6 √ √ √ √ - - - √ √ -  

7 √ - - - - - - √ - √ Prisoners 

8 √ - - - √ √ - - - -  

9 √ - - - - - - - - -  

10 - - - - √ √ - - - -  

11 √ - - - √ √ - - - -  

12 - √ √ √ - - - - - -  

13 √ √ - √ - - - - √ -  

14 √ - - - √ √ - √ √ -  

15 √ √ √ √ √ √ √ - - √ 

General 
population in 
Caribbean 

area 

16 √ - - - - - - - - -  

17 √ - - - √ - √ - - -  

18 √ √ √ √ √ √ √ √ √ -  

19 √ - - - - - - - - -  

20 √ - √ - - - - - - -  

21 √ - √ - - - - - - -  

22 √ - √ - √ - √ - - -  

23 √ √ √ √ √ √ √ - √ -  

24 √ √ √ √ - - √ √ √ -  

25 √ - - - - - - - √ -  

26 √ - - - - - - - - -  
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27 √ √ √ √ - - - - √ √  

28 √ √ - √ √ √ - - - -  

29 √ - - √ - - - √ √ -  

30 √ √ - √ - - - √ √ -  

31 √ - - - - - - √ √ -  

32 - √ √ - √ √ √ - - -  

33 √ - √ - - - - - - -  

34 √ - - - - - - √ √ √ Pregnant 
women 

35 - - - - - - - √ - -  

36 - √ √ √ - - - √ - -  

37 √ - - - - - - - - -  

38 √ √ √ √ √ √ √ √ √ -  

39 √ - √ - √ √ √ √ √ -  

40 √ √ - - √ √ √ √ √ -  

41 √ - √ - - - √ - - √ LGTB 

42 - √ √ - - - √ - - √ Sex workers 
clients 

43 - √ √ √ √ √ √ - - -  

44 √ - √ - √ - √ - - -  

45 √ √ √ - √ √ √ - - -  

46 √ √ √ √ √ √ √ √ √ -  

47 √ - - - √ √ - - - -  

48 √ - √ - - - √ √ √ -  

49 - - - - √ √ - - - -  

50 √ - √ - - - √ - - -  

51 √ - - - - - - - - -  

52 √ - - - √ √ - √ √ √  

53 √ - - - √ √ - - √ √ Black africans 

54 √ √ √ √ √ √ √ √ √ -  

55 √ √ √ √ √ √ √ √ √ -  

Total 46 22 27 18 26 23 22 22 23 8  

% 84% 40% 49% 33% 
47
% 

42% 40% 40% 
42
% 

15
% 

 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.23: Minimum age required for being tested for HIV without parents 
consent in the participating CBVCTs 

ID number* 
No minimum 
age required 

14 15 16 17 18 

1 - √ - - - - 

2 - √ - - - - 

3 √ - - - - - 

4 - - - √ - - 

5 - - - √ - - 

6 - - √ - - - 

7 √ - - - - - 

8 - - √ - - - 

9 - - √ - - - 

10 - √ - - - - 

11 - - √ - - - 

12 - - - - √ - 

13 - - - √ - - 

14 √ - - - - - 

15 - - - - - √ 

16 - - - - - √ 

17 - - - √ - - 

18 - - - √ - - 

19 - - - - - √ 

20 - - - √ - - 

21 - - - √ - - 

22 - - - √ - - 

23 - - - - - √ 

24 √ - - - - - 

25 - - - √ - - 

26 - - - √ - - 

27 - - - - - √ 

28 √ - - - - - 

29 - - - - - √ 
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30 √ - - - - - 

31 - - - - - √ 

32 - - - - - √ 

33 √ - - - - - 

34 - - - - - √ 

35 √ - - - - - 

36 - - - - - √ 

37 NA NA NA NA NA NA 

38 - - - √ - - 

39 - - - √ - - 

40 - - - √ - - 

41 - - - √ - - 

42 - - - - - √ 

43 - - - - - √ 

44 - - - √ - - 

45 - - - - - √ 

46 - - - - - √ 

47 NA NA NA NA NA NA 

48 - - - √ - - 

49 - - - √ - - 

50 √ - - - - - 

51 - - - √ - - 

52 - - - - - √ 

53 - - - √ - - 

54 - - - - - √ 

55 - √ - - - - 

Total 9 4 4 19 1 16 

% 16% 7% 7% 35% 2% 29% 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.24: Organizational issues of the participating CBVCTs 

 

How many days in a 

month the HIV testing 
and counseling 
provided? 

How many hours a day is 
the HIV testing and 
counseling provided? 

Opening time of the CBVCT service 

ID 
number* 

days hours  morning afternoon evening night 

1 8 2 

 

- - √ - 

2 4 4 - √ √ - 

3 NA NA √ √ √ √ 

4 23 7 √ √ √ - 

5 22 8 √ √ - - 

6 4 2 - √ - - 

7 9 3 √ √ √ - 

8 5 3 - √ √ - 

9 5 4 - √ √ - 

10 20 NA √ √ √ - 

11 5 3 - √ √ - 

12 8 3 √ √ - - 

13 10 6 - √ √ √ 

14 18 7 √ √ - - 

15 12 3 - √ √ √ 

16 1 3 - - √ - 

17 8 2 - √ - - 

18 12 3 - - √ - 

19 2 3 - √ √ - 

20 4 4 - - √ - 

21 4 4 - - √ - 

22 8 4 - - √ - 

23 25 10 √ √ √ √ 

24 25 3 √ - √ √ 

25 1 2 - - √ - 

26 20 6 √ √ - - 

27 20 4 √ √ √ - 
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28 2 3 - √ √ √ 

29 22 4 - √ √ - 

30 8 3 - √ - - 

31 20 4 - √ - - 

32 12 NA √ √ - - 

33 22 8 - √ - - 

34 16 6 √ √ - - 

35 10 2 √ - - - 

36 12 4 √ - √ - 

37 2 4 - √ - √ 

38 10 3 - - √ - 

39 22 5 √ √ - - 

40 22 6 √ - - - 

41 24 8 √ √ √ - 

42 20 5 √ - - √ 

43 20 7 - - √ √ 

44 20 9 √ √ √ - 

45 10 20 √ √ - - 

46 16 5 √ - √ - 

47 20 6 √ √ √ - 

48 12 8 √ √ √ - 

49 12 8 √ √ √ - 

50 16 8 - √ √ √ 

51 20 7 √ √ √ √ 

52 20 8 √ √ - - 

53 4 4 √ √ - - 

54 20 6 √ √ √ - 

55 25 6 - √ √ √ 

Mean 13 5 
Tot 
% 

29 40 36 12 

   53% 73% 65% 22% 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.25: Confidentiality of the partipating CBVCTs 

 

Possibility to be 
HIV tested 

anonymously in 
the CBVCT 

To guarantee 
confidentiality 
to the clients 

Provided informed 
consent 

Necessity to 
have an 

appointment 
to be HIV 
tested in the 
CBVCT 

Necessity to 
have a 
medical 

prescription 
to be HIV 
tested in the 
CBVCT 

ID number* Always 
On 

request 
Always Yes Oral Written Yes Yes 

1 √ - √ √ √ - - - 

2 √ - √ - - - - - 

3 √ - √ √ √ - - - 

4 - √ √ √ √ - - - 

5 √ - √ √ - √ - - 

6 √ - √ √ √ - √ - 

7 √ - √ √ √ - - - 

8 √ - √ √ √ - - - 

9 √ - √ √ √ - - - 

10 √ - √ - NA NA - - 

11 √ - √ √ √ - - - 

12 √ - √ √ √ - - - 

13 √ - √ √ √ - - - 

14 √ - √ - NA NA √ - 

15 - √ √ √ √ - - - 

16 √ - √ √ √ - - - 

17 √ - √ √ √ - - - 

18 √ - √ √ √ - - - 

19 √ - √ √ √ - - - 

20 √ - √ √ √ - - - 

21 √ - √ √ √ - - - 

22 √ - √ √ √ - NA √ 

23 √ - √ √ - √ - - 

24 √ - √ √ √ - - - 

25 √ - √ √ - √ √ - 

26 √ - √ √ - √ - - 
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27 √ - √ √ √ - - - 

28 √ - √ √ √ - - - 

29 √ - √ √ √ - - - 

30 √ - √ √ √ - - - 

31 √ - √ √ √ - - - 

32 - - √ √ √ - √ - 

33 √ - √ √ √ - - - 

34 - - √ √ - √ √ - 

35 NA NA √ NA NA NA NA NA 

36 √ - √ √ √ - - - 

37 √ - √ - NA NA - - 

38 √ - √ √ √ - - - 

39 √ - √ √ - √ √ - 

40 √ - √ √ - - √ - 

41 √ - √ √ √ - √ - 

42 - √ √ √ - √ - - 

43 √ - √ √ - √ - - 

44 √ - √ √ - √ √ - 

45 √ - √ - NA NA √ - 

46 √ - √ √ √ - √ - 

47 √ - √ √ √ - √ - 

48 √ - √ √ √ - - - 

49 - √ √ √ √ - - - 

50 √ - √ √ √ √ - - 

51 - - √ √ - √ √ - 

52 √ - √ √ √ √ - - 

53 - √ √ √ - √ - - 

54 √ - √ √ NA NA - - 

55 - - √ √ √ - - - 

Total 45 5 55 49 36 13 13 1 

% 82% 9% 100% 89% 65% 24% 24% 2% 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.26: HIV test free of charge in participating CBVCTs 

ID number* Always Other 

1 √ -  

2 √ -  

3 √ -  

4 √ -  

5 √ -  

6 √ -  

7 √ -  

8 √ -  

9 √ -  

10 √ -  

11 √ -  

12 √ -  

13 √ -  

14 √ -  

15 √ -  

16 √ -  

17 √ -  

18 - -  

19 √ -  

20 √ -  

21 √ -  

22 - -  

23 √ -  

24 √ -  

25 √ -  

26 √ -  

27 √ -  

28 √ -  

29 √ -  

30 √ -  

31 √ -  

32 √ -  

33 √ -  

34 √ -  

35 NA NA  

36 √ -  

37 √ -  

38 √ -  

39 √ -  

40 √ -  
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41 √ -  

42 √ -  

43 √ -  

44 √ -  

45 √ -  

46 √ -  

47 - √ MSM no, Migrants:always 

48 - √ 50 CHF normally 30 CHF under 26 age 

49 - √ 
Free for patients in medical 

insurance exists,otherwise 12 Swiss francs 

50 - √ for MSW 

51 √ -  

52 √ -  

53 √ -  

54 √ -  

55 √ -  

Total 48 4  

% 87% 7%  

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.27: Pre-test counseling performance in the participating CBVCTs 

 
 

CBVCT 
provides 
pre-test 

counseling 

Professional allowed to 
provide pre-test counseling 

Guidelines for pre-test 
counseling 

 

ID 
number* 

A
lw
a
y
s
 

O
n
 r
e
q
u
e
s
t 

A
v
e
r
a
g
e
 T
im
e
 

(
m
in
u
te
s
)
 

D
o
c
to
r
 

N
u
r
s
e
 

P
s
y
c
h
o
lo
g
is
t 

S
o
c
ia
l 
W
o
r
k
e
r
 

P
e
e
r
 

E
d
u
c
a
to
r 

O
th
e
r 

Y
e
s
 

N
a
ti
o
n
a
l 

g
u
id
e
li
n
e
s
 

R
e
g
io
n
a
l 

g
u
id
e
li
n
e
s
 

I
n
te
rn
a
ti
o
n
a
l 

O
th
e
r 

 

1 √ - 15 √ - √ √ - - √ - - - √ minimun standarda agreed upon with all aidshilfen in aurstia 

2 √ - 
N
A 

- - √ - - - √ √ - √ √ our own guidelines 

3 √ - 10 √ √ - - - - √ √ - √ -  

4 √ - 15 √ √ √ - - - - NA NA NA NA  

5 √ - 10 √ √ √ √ - - √ √ - √ -  

6 √ - 10 - - - - √ - √ - - - √ made by our community 

7 √ - 15 √ - √ √ √ √ √ √ - - √  

8 √ - 20 - √ - √ √ - √ - - - √ http://www.sst.dk/publ/Publ2007/CFF/HIV/SF_Smit_Raad_Hiv.pdf 

9 √ - 20 √ √ - - √ - √ - - - √ http://www.sst.dk/publ/Publ2007/CFF/HIV/SF_Smit_Raad_Hiv.pdf 

10 √ - 30 √ √ √ √ - √ √ √ - - -  

11 √ - 20 - √ - √ √ - √ - - - √ www.stt.dk/publ/publ2007/cff/hiv/sf_smith_raad_hiv.pdf 

12 √ - 20 √ - - - - - √ √ - - -  

13 - √ 5 - √ - - - - √ √ - - -  
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14 √ - 
N
A 

- √ - - - - √ - - √ -  

15 √ - 20 - - - - √ - √ √ - - √ AIDES guidelines 

16 √ - 15 - - - √ - - √ √ - - √ Quality standard Deutsche AIDS Hilfe 

17 √ - 15 - - - √ √ - √ - - - √ own and from DAH 

18 √ - 30 √ √ √ √ - - √ √ - - √ own 

19 √ - 30 - - - - √ - √ √ √ - -  

20 √ - 15 - - - √ - √ √ √ - - -  

21 √ - 15 - - - √ - √ √ √ - - -  

22 √ - 10 - - - √ - - √ √ √ √ -  

23 √ - 15 - - √ √ - - √ √ - √ -  

24 √ - 15 - - - √ √ - √ √ - √ -  

25 √ - 20 - - - - √ - √ √ √ - -  

26 - √ 20 √ √ - - - - √ √ - - -  

27 √ - 30 - √ - - - - √ √ - √ -  

28 √ - 15 - √ √ - - - √ √ - - -  

29 √ - 30 √ - √ - - √ √ √ - √ - www.aids.gov.pl www.popwale-siedem.pl 

30 √ - 15 √ - - - - - √ √ - √ - www.aids.gov.pl 

31 √ - 15 √ - √ - - - √ √ - √ -  

32 √ - 15 - √ √ - - - √ - √ - -  

33 - √ 30 - √ √ - √ - √ NA NA NA NA  
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34 √ - 20 - - √ - - - √ √ - √ -  

35 - √ 45 - - √ √ - - √ √ √ √ -  

36 √ - 8 - √ - √ - - √ - - - √ internal 

37 √ - 15 - - - - √ - √ √ - - -  

38 √ - 20 - - √ √ - - √ √ - - -  

39 √ - 15 - - - - √ √ √ √ - √ -  

40 √ - 15 - √ √ √ - - √ √ - - -  

41 √ - 20 - - - - √ √ √ - - - √ we have designed a srcrpt within the group of volunteers 

42 √ - 30 - √ √ - - - √ √ √ √ -  

43 √ - 15 - √ - - √ - √ √ √ - √ internal guidelines and Harm reduction network of Catalonia guidelines 

44 √ - 30 - - - - √ - √ - √ - √ 
Internal Protocol.  (link reg. guidelines: 

www.gencat.cat/salut/depsalut/pdf/counseling.pdf) 

45 √ - 30 √ √ √ √ √ - √ - - √ √ our own guidelines from medicos du mundo 

46 √ - 10 - √ √ - √ - √ √ √ - -  

47 √ - 
N
A 

- - - - - - √ √ - - √ manual for intern use 

48 √ - 20 √ √ - √ - - √ √ - √ √ our guideline 

49 √ - 30 - - - - - - √ - - - √ a mixt of all of that 

50 √ - 
N
A 

- √ - - - - √ √ - - -  

51 √ - 20 √ √ - - - - √ √ - - -  

52 √ - 15 - - - - √ √ √ √ - - √ BASHH 

53 √ - 15 - - - - √ - √ √ - √ -  
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54 √ - 45 √ √ √ √ √ √ √ √ - √ -  

55 √ - 10 - √ - - - √ √ √ - - -  

Total 51 4 
1

9 
17 26 21 21 21 10 54 40 9 19 20  

% 
93

% 

7

% 
 

31

% 

47

% 

38

% 

38

% 

38

% 

18

% 

98

% 

73

% 

16

% 

35

% 

36

% 
 

*Refer to table “Responding CBVCTs” at pag. 87  
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Tab.28: Post-test counseling performance in the participating CBVCTs 
 C
B
V
C
T
 p
r
o
v
id
e
s
 p
o
s
t-

te
s
t 
c
o
u
n
s
e
l.
 

P
r
o
fe
s
s
io
n
a
l 
a
ll
o
w
e
d
 

to
 p
ro
v
id
e
 p
o
s
t-
te
s
t 

p
o
s
it
iv
e
 c
o
u
n
s
e
li
n
g
 

P
r
o
fe
s
s
io
n
a
l 
a
ll
o
w
e
d
 

to
 p
ro
v
id
e
 p
o
s
t-
te
s
t 

n
e
g
a
ti
v
e
 c
o
u
n
s
e
li
n
g
 

T
im
e
 s
p
e
n
t 

G
u
id
e
li
n
e
s
 f
o
r
 p
o
s
t-

te
s
t 
c
o
u
n
s
e
li
n
g
 

 

ID 
number
* A

lw
a
y
s
 

O
n
 r
e
q
u
e
s
t 

D
o
c
to
r
 

N
u
r
s
e
 

P
s
y
c
h
o
lo
g
is
t 

S
o
c
ia
l 
W
o
r
k
e
r
 

P
e
e
r
 E
d
u
c
a
to
r 

O
th
e
r 

D
o
c
to
r
 

N
u
r
s
e
 

P
s
y
c
h
o
lo
g
is
t 

S
o
c
ia
l 
W
o
r
k
e
r
 

P
e
e
r
 E
d
u
c
a
to
r 

O
th
e
r 

fo
r
 p
o
s
it
iv
e
 r
e
s
u
lt
 

fo
r
 n
e
g
a
ti
v
e
 r
e
s
u
lt
 

fo
r
 i
n
d
e
te
rm
in
a
te
 

r
e
s
u
lt
 

Y
e
s
 

N
a
ti
o
n
a
l 
g
u
id
e
li
n
e
s
 

R
e
g
io
n
a
l 

g
u
id
e
li
n
e
s
 

I
n
te
rn
a
ti
o
n
a
l 

O
th
e
r 

 

1 √ - √ - √ √ - - - - √ √ - - 45 10 10 √ - √ - -  

2 √ - √ - √ - - - - - √ √ - - 60 5 60 √ √ - √ √ our own 

3 √ - √ √ - √ - - √ - - - - - 30 10 
N
A 

√ √ √ √ -  

4 √ - √ - - - - - √ √ √ - - - 60 10 
N
A 

- NA NA NA NA  

5 √ - √ √ √ - - - √ √ √ - - - 40 10 
N
A 

√ √ - √ -  

6 √ - √ - - - - - - - - - √ - 60 5 
N
A 

√ - - - √ 
our community 

guidelines 

7 √ - √ - - - - - √ - - √ √ - 60 10 40 √ √ - - -  

8 √ - - √ - √ √ - - √ - √ √ - 80 12 20 √ - - - √  

9 √ - √ √ - - √ - √ √ - - √ - 80 12 20 √ - - - √  
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10 √ - √ √ √ √ - √ √ √ √ √ - √ 
12
0 

N
A 

N
A 

√ √ - - -  

11 √ - - √ - √ √ - - √ - √ √ - NA 12 
N
A 

√ - - - √  

12 √ - √ - - - - - √ - - - - - 10 
N
A 

N
A 

√ √ - - -  

13 - √ - √ √ - √ - - - - - - - 10 
N
A 

N
A 

√ √ - - -  

14 NA NA - √ - √ - - - √ - √ - - NA 
N
A 

N
A 

√ √ - √ √  

15 √ - - - - - √ - - - - - √ - 30 10 10 √ √ - - √  

16 √ - - - - √ - - - - - √ - - NA 5 15 √ √ - - -  

17 √ - √ - - √ √ - √ - - √ √ - 40 10 
N
A 

√ - - - √  

18 √ - √ √ √ √ - - √ √ √ √ - - NA 
N
A 

N
A 

√ √ - - √  

19 - √ √ - - - √ - √ - - - - - NA 
N
A 

N
A 

NA NA NA NA NA  

20 - √ √ - - √ - √ - - - √ - √ 30 
N
A 

N
A 

√ √ - - -  

21 - √ √ - - √ - √ - - - √ - √ 30 
N
A 

N
A 

√ √ - - -  

22 √ - √ - - √ - - √ - - √ - - 20 5 25 √ √ √ √ -  

23 √ - √ √ √ √ - - √ √ √ √ - - 40 10 40 √ √ √ √ √  

24 √ - √ - - - - - - - - √ √ - 30 10 15 √ √ - √ -  

25 √ - √ - - - - - - - - - √ - 40 20 
N
A 

√ √ √ - -  

26 - √ √ - - - - - √ - - - - - 40 0 
N
A 

√ √ - - -  

27 √ - - √ - - - - - √ - - - - 30 10 15 √ √ - √ -  

28 √ - √ - √ - - - - - √ - - - 30 30 30 √ √ - - -  

29 √ - √ - √ - - √ √ - √ - - √ 20 10 10 √ √ - √ -  
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30 √ - √ - - - - - √ - - - - - 30 15 15 √ √ - √ -  

31 √ - √ - √ - - - √ - √ - - - 30 15 30 √ √ - √ -  

32 √ - - √ √ - - - - √ √ - - - 30 15 
N
A 

√ - √ - -  

33 √ - - √ √ - √ - - √ √ - √ - 20 10 
N
A 

√ NA NA NA NA  

34 √ - - - √ - - - - - √ - - - 30 20 20 √ √ - √ -  

35 √ - - - √ √ - - - - √ √ - - 45 40 40 √ √ √ √ -  

36 √ - - √ - √ - - - √ - √ - - 20 8 5 √ - - - √  

37 NA NA √ - - - - - √ - - - - - NA 10 20 √ √ - - -  

38 √ - - - √ √ - - - - √ √ - - NA 3 
N
A 

√ √ - - -  

39 √ - - - - - √ √ - - - - √ √ 25 10 
N
A 

√ √ - √ -  

40 √ - - √ √ √ - - - √ √ √ - - 90 15 45 √ √ - - -  

41 √ - - - - - √ √ - - - - √ √ 20 20 20 √ - - - √  

42 √ - - - √ - - - - √ √ - - - 30 15 20 √ √ √ √ -  

43 √ - - √ - - √ - - √ - - √ - 25 15 15 √ √ √ - √  

44 √ - - - - - √ - - - - - √ - 60 30 60 √ - √ - √  

45 √ - √ √ - - - - √ √ - - - - 45 15 
N
A 

√ - - √ √  

46 √ - - √ √ - √ - - √ √ - √ - 40 10 
N
A 

√ √ √ - -  

47 √ - √ - √ - - - - - √ - - - NA 
N
A 

N
A 

√ √ - - √  

48 √ - √ √ - √ - - √ √ - √ - - 60 10 
N
A 

√ √ - √ -  

49 √ - √ √ - - - - - √ - - - - NA 13 
N
A 

- - - - -  
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50 √ - √ - √ - √ - - - - - - - NA 10 10 √ √ - - -  

51 √ - √ √ - - - - √ √ - - - - 30 10 10 √ √ - - -  

52 √ - - - - - √ √ - - - - √ - 30 10 5 √ √ - - -  

53 √ - - - - - √ - - - - - √ - 20 10 10 √ √ - √ -  

54 √ - √ √ √ √ √ √ √ √ √ √ √ √ 30 30 30 √ √ - √ -  

55 √ - - √ - - - √ - √ - - - √ 45 10 15 √ √ - - -  

Total 48 5 32 23 21 19 17 9 21 23 20 21 18 8 40 
1

3 

2

3 
52 40 11 19 16  

% 
87

% 

9

% 

58

% 

42

% 

38

% 

35

% 

31

% 

16

% 

38

% 

42

% 

36

% 

38

% 

33

% 

15

% 
   

95

% 

73

% 

20

% 

35

% 

29

% 
 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.29: HIV test used, quality assurance availability in the participating CBVCTs 

 HIV test used for diagnostic purpose 
Quality assurance in 
case of rapid test 

What is the proportion of people who get 
tested for HIV and do not come back for 

the result 

ID number* 
T
e
s
t 
o
n
 b
lo
o
d
 

s
a
m
p
le
 

F
in
g
e
r 
p
r
ic
k
 

R
a
p
id
 t
e
s
t 
o
n
 

o
r
a
l 
fl
u
id
 

Other Yes No 
Doesn't 
know 

L
e
s
s
 t
h
a
n
 5
%
 

B
e
tw
e
e
n
 5
%
 

a
n
d
 1
0
%
 

B
e
tw
e
e
n
 1
0
%
 

a
n
d
 2
0
%
 

M
o
re
 t
h
a
n
 

2
0
%
 

D
o
e
s
n
't
 k
n
o
w
 

1 √ - - -  NA NA NA √ - - - - 

2 √ √ - -  √ - - √ - - - - 

3 √ - - -  NA NA NA - - - - √ 

4 √ √ - -  √ - - NA NA NA NA NA 

5 √ √ - -  √ - - NA NA NA NA NA 

6 √ - - -  √ - - √ - - - - 

7 √ - - -  NA NA NA √ - - - - 

8 - √ - -  - √ - NA NA NA NA NA 

9 - √ - -  - √ - NA NA NA NA NA 

10 - √ - -  √ - - NA NA NA NA NA 

11 - √ - -  - √ - NA NA NA NA NA 

12 - √ - -  - √ - √ - - - - 

13 - √ - -  - √ - NA NA NA NA NA 

14 - √ - -  √ - - √ - - - - 

15 - √ - -  √ - - NA NA NA NA NA 

16 √ - - -  √ - - √ - - - - 

17 √ - - -  NA NA NA √ - - - - 

18 √ √ - -  √ - - √ - - - - 

19 - √ - -  √ - - NA NA NA NA NA 

20 - √ - -  √ - - NA NA NA NA NA 
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21 - √ - -  √ - - NA NA NA NA NA 

22 √ √ - -  √ - - √ - - - - 

23 - - √ -  √ - - NA NA NA NA NA 

24 √ - - -  NA NA NA √ - - - - 

25 √ - - -  NA NA NA √ - - - - 

26 √ √ - -  - - √ - - - - √ 

27 - √ - -  NA NA NA NA NA NA NA NA 

28 √ √ - -  √ - - NA NA NA NA NA 

29 √ √ - -  √ - - - √ - - - 

30 √ - - -  NA NA NA - √ - - - 

31 √ - - -  NA NA NA NA NA NA NA NA 

32 √ √ - -  - √ - NA NA NA NA NA 

33 - √ - -  √ - - NA NA NA NA NA 

34 √ √ - -  √ - - NA NA NA NA NA 

35 NA NA NA NA  NA NA NA NA NA NA NA NA 

36 - √ - -  - - √ NA NA NA NA NA 

37 √ - - -  - √ - - - - √ - 

38 - √ - -  √ - - NA NA NA NA NA 

39 - √ - -  √ - - NA NA NA NA NA 

40 - √ - -  √ - - NA NA NA NA NA 

41 - √ - -  - - √ NA NA NA NA NA 

42 √ √ - -  √ - - - √ - - - 

43 √ √ - -  √ - - - - √ - - 

44 √ √ - -  √ - - NA NA NA NA NA 

45 - √ - -  - √ - NA NA NA NA NA 

46 - - √ -  √ - - NA NA NA NA NA 

47 - √ - -  √ - - NA NA NA NA NA 

48 √ √ - -  √ - - NA NA NA NA NA 

49 - √ - -  √ - - NA NA NA NA NA 

50 - √ - -  √ - - - √ - - - 
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51 - - - √ Referral pathway set up with local GUM √ - - NA NA NA NA NA 

52 - √ - -  √ - - NA NA NA NA NA 

53 - √ - -  √ - - NA NA NA NA NA 

54 - √ - -  √ - - NA NA NA NA NA 

55 - √ - -  √ - - NA NA NA NA NA 

Total 25 40 2 1  34 8 3 12 4 1 1 2 

% 45% 73% 4% 2%  62% 15% 5% 22% 7% 2% 2% 4% 

*Refer to table “Responding CBVCTs” at pag. 87
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Tab.30: Confirmatory test performance in the participating CBVCTs 

 

Confirmatory 

test 
performed at 
the CBVCT 

Test used for confirmation 

ID 
number* 

Yes 

Western 
Blot 
test on 
blood 

ELISA 
test on 
blood 

Rapid 
test on 
blood 

Doesn't 
know 

Other 

1 - √ - - - -  

2 √ √ - - - -  

3 √ √ - - - -  

4 √ √ - - - -  

5 √ √ √ - - -  

6 √ - √ - √ -  

7 - √ - - - -  

8 - - - - - -  

9 √ - - - - √ 
Hiv 1-2 Riba 

test 

10 - - - - - -  

11 - - - - - -  

12 √ √ - - - -  

13 - - - - - -  

14 √ √ √ - - -  

15 - √ √ - - -  

16 √ √ - - - -  

17 √ √ - - - -  

18 √ √ √ - - -  

19 √ - - - √ -  

20 √ √ √ - - -  

21 √ √ √ - - -  

22 √ √ - √ - -  

23 - - - - - -  

24 NA - - - - -  

25 - - - - - -  

26 √ √ - √ - -  

27 - - - - - -  

28 √ - √ - - -  

29 √ √ - - - -  

30 √ √ √ - - -  

31 √ √ - - - -  

32 - - - - - -  

33 - - - - - -  

34 - - √ - - -  

35 NA - - - - -  

36 - - - - - -  
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37 - √ - - - -  

38 - - - - - -  

39 √ √ - - - -  

40 - - - - - -  

41 - √ - - - -  

42 - - - - - -  

43 - √ - - - -  

44 √ √ - - - -  

45 - - - - - -  

46 - - - - - -  

47 - - - - - √ Inno Lia- 
Bloot 

48 - √ - - - -  

49 √ √ √ - - -  

50 √ √ - - - -  

51 - - - - - -  

52 - - - - - -  

53 - - - - - -  

54 - - - - - -  

55 √ √ √ - - -  

Total 25 28 12 2 2 2  

% 45% 51% 22% 4% 4% 4%  

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.31: Rapid test performance in the participating CBVCTs 

 
Different counseling 
with rapid test 

Professional allowed to perform rapid test 

Specific 
written 

information in 
case of rapid 

test 

ID 

number* 
Yes No 

Doesn't 

know 
Doctor Nurse Psychologist 

Social 

Worker 

Peer 

Educator 
Other Yes 

1 NA NA NA - - - - - - NA 

2 √ - - √ - - - - - - 

3 NA NA NA - - - - - - NA 

4 - √ - √ √ - - - - - 

5 - √ - √ √ - - - - √ 

6 NA NA NA - - - - - - √ 

7 NA NA NA - - - - - - √ 

8 - √ - - √ - √ √ - - 

9 - √ - √ √ - - √ - - 

10 NA NA NA √ √ √ √ - √ √ 

11 - √ - - √ - √ √ - - 

12 - √ - - √ - - - - √ 

13 √ - - - √ - - - - - 

14 - √ - - √ - - - - - 

15 NA NA NA - - - - √ - √ 

16 √ - - √ - - - - - - 

17 - √ - √ - - - - - - 

18 - √ - √ √ √ √ - - - 

19 - √ - √ - - - - - - 

20 - √ - √ - - - - - - 

21 - √ - √ - - - - - - 

22 - √ - √ - - - - - √ 

23 NA NA NA √ √ √ √ - - √ 

24 NA NA NA - - - - - - NA 

25 NA NA NA - - - - - - NA 

26 - √ - √ - - - - - √ 

27 NA NA NA - √ - - - - √ 

28 - √ - - √ √ - √ - - 

29 - √ - - √ - - - - √ 

30 NA NA NA - - - - - - NA 

31 NA NA NA - - - - - - NA 

32 - √ - - √ - - - - √ 
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33 NA NA NA - √ √ - √ - - 

34 - √ - - √ - - - - √ 

35 NA NA NA - - - - - - NA 

36 NA NA NA - √ - - - - √ 

37 NA NA NA - - - - - - NA 

38 NA NA NA √ - - - - - √ 

39 √ - - - - - - √ √ √ 

40 NA NA NA - √ √ √ - - √ 

41 NA NA NA - - - - √ √ √ 

42 - √ - - √ √ - - - - 

43 - √ - - √ - √ √ - √ 

44 √ - - - - - - √ - √ 

45 √ - - √ √ - - - - - 

46 - √ - - √ √ - √ - √ 

47 - √ - - - - - - - - 

48 - √ - √ √ - √ - - √ 

49 NA NA NA - √ - - - - NA 

50 - √ - - √ - - - - √ 

51 - - √ √ √ - - - - √ 

52 - √ - - - - - √ √ √ 

53 - √ - - - - - √ - √ 

54 NA NA NA √ √ √ √ √ √ √ 

55 - √ - - √ - - - √ √ 

Total 6 27 1 19 29 9 9 14 6 28 

% 11% 49% 2% 35% 53% 16% 16% 25% 11% 51% 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.32: Training of the staff 

 
Any training curriculum 
or guideline followed for 
VCT counsellors training 

Who carries out the training 

ID 
number* y

e
s
 

n
a
ti
o
n
a
l 

r
e
g
io
n
a
l 

in
te
r
n
a
ti
o
n
a
l 

o
th
e
r 

M
in
is
tr
y
 o
f 

h
e
a
lt
h
/
N
a
ti
o
n

a
l 
A
I
D
S
 

p
r
o
g
r
a
m
 

U
n
iv
e
r
s
it
y
 

R
e
g
io
n
a
l/
L
o
c
a

l 
h
e
a
lt
h
 

a
u
th
o
r
it
ie
s
 

P
r
iv
a
te
 

tr
a
in
in
g
 

o
r
g
a
n
iz
a
ti
o
n
s
 

N
G
O
s
 

D
o
e
s
n
't
 k
n
o
w
 

Other 

1 √ √ √ - - - - - - - - √ 
counseling experienced stuff 

members 

2 √ - - - √ - - - - √ - -  

3 √ √ √ √ - - - √ - - - -  

4 - NA NA NA NA NA NA NA NA NA N
A 

-  

5 √ √ - √ - √ - √ - √ - -  

6 √ - √ - √ √ - - - √ - -  

7 √ √ - - - √ - - - - - √ Gay association, Red Cross 

8 √ - - - √ - - - - √ - -  

9 √ - - - √ - - - - √ - -  

10 √ √ - - - - - - - √ - -  

11 √ - - - √ - - - - √ - -  

12 √ √ - - - - - - - √ - -  

13 √ √ - - - √ - - - - - -  

14 √ √ - √ - - - - - - - -  

15 √ - - - √ - - - - √ - √ AIDES's trainging program 

16 √ - √ - - √ - √ - - - -  

17 NA NA NA NA NA NA NA NA NA NA 
N
A -  

18 √ - - - √ - - - - √ - -  

19 √ - √ - - - - √ √ √ - -  

20 √ - √ - - - - - - √ - -  

21 √ - √ - - - - - - √ - -  

22 √ √ √ - - - - √ - √ - -  

23 √ √ √ √ - √ - - - √ - -  

24 √ √ - - - √ √ √ √ √ - -  

25 √ - √ - - - - √ - - - -  

26 √ √ - - - - - - - - √ -  

27 √ √ - √ - √ - - - - - √  

28 √ √ - - - - - - - √ - -  

29 √ √ - √ - √ √ - - √ - -  

30 √ √ - √ - √ - - - √ - -  

31 √ √ - √ - √ - - - - - -  

32 √ - √ - - - - √ - - - -  

33 √ - - - √ - - - - √ - -  

34 √ √ - √ - - - - - √ - -  
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35 √ NA NA NA NA - - - - √ - -  

36 √ - - - √ - - - - - - √ the management of our C.A. 

37 - NA NA NA NA NA NA NA NA NA 
N
A -  

38 √ - - - √ - - - - √ - -  

39 √ √ - √ - - - √ √ √ - -  

40 √ √ - - - - - √ - √ - -  

41 √ - - - √ - - - - √ - -  

42 √ √ √ √ - - - √ - - - -  

43 √ - √ - √ - - √ - √ - -  

44 √ - - - √ - - - - - - √ Internal procedure 

45 √ - √ - √ √ - √ - - - -  

46 √ - √ - - - - √ - - - -  

47 √ √ - - √ - - - - - - √ VCT COUNSELLOR 

48 - NA NA NA NA - - - - - - -  

49 √ - - - √ - - - - - - √ 
the nurse in charge of VTC in 

our facility 

50 √ - √ - - √ - - - √ - -  

51 √ √ - - - - - - - √ - -  

52 √ √ - - √ - - - - √ - √ Company who provides the 
test kits 

53 √ √ - - - - - √ - - - -  

54 √ √ - √ - - - - - √ - -  

55 √ √ - - - - - - - - - √ In house training 

Total 51 27 16 12 17 13 2 15 3 31 1 10  

% 
93

% 

49

% 

29

% 

22

% 

31

% 
24% 4% 27% 5% 56% 

2

% 

18

% 
 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.33: Volunteers and people who works in the participating CBVCTs 

 
N° of people that 
works in the 
CBVCT 

N° of volunteers in 
the CBVCT 

ID 
number* 

N° 
Doesn't 
know 

N° 
Doesn't 
know 

1 4 - 0 - 

2 4 - 0 - 

3 10 - 0 - 

4 6 - 0 - 

5 21 - 3 - 

6 5 - 5 - 

7 12 - 6 - 

8 6 - 0 - 

9 12 - 0 - 

10 NA NA NA NA 

11 4 - 0 - 

12 3 - 0 - 

13 15 - 10 - 

14 14 - 0 - 

15 - √ - √ 

16 3 - 0 - 

17 20 - 16 - 

18 10 - 0 - 

19 22 - 20 - 

20 7 - 4 - 

21 7 - 4 - 

22 24 - 15 - 

23 20 - 5 - 

24 1 - 50 - 

25 4 - 4 - 

26 5 - 1 - 

27 3 - NA NA 

28 10 - 0 - 
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29 20 - 0 - 

30 3 - 1 - 

31 20 - 0 - 

32 7 - 0 - 

33 9 - 1 - 

34 6 - 0 - 

35 2 - 0 - 

36 7 - 0 - 

37 8 - 3 - 

38 14 - 10 - 

39 9 - 3 - 

40 6 - 5 - 

41 20 - 18 - 

42 3 - 0 - 

43 15 - 0 - 

44 8 - 2 - 

45 3 - 17 - 

46 11 - 7 - 

47 2 - 0 - 

48 5 - 3 - 

49 51 - 0 - 

50 24 - 10 - 

51 3 - 0 - 

52 NA NA NA NA 

53 6 - 1 - 

54 19 - 16 - 

55 NA NA 300 NA 

MEAN 10  11  

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.34: Professionals allowed obtaining blood samples 
for conventional HIV testing in the participating CBVCTs 

ID 
number* 

Doctor Nurse Psychologist 
Social 
Worker 

Peer 
Educator 

1 - - - - - 

2 √ - - - - 

3 √ √ - - - 

4 √ √ - - - 

5 √ √ - - - 

6 - √ - - - 

7 √ √ - - - 

8 - - - - - 

9 √ √ - - - 

10 - - - - - 

11 - - - - - 

12 - √ - - - 

13 - - - - - 

14 - √ - - - 

15 - - - - √ 

16 √ - - - - 

17 √ - - - - 

18 √ - - - - 

19 √ - - - - 

20 √ - - - - 

21 √ - - - - 

22 √ - - - - 

23 - - - - - 

24 √ - - - - 

25 - √ - - - 

26 - √ - - - 

27 - - - - - 

28 - √ √ - - 

29 - √ - - - 
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30 - √ - - - 

31 - √ - - - 

32 - √ - - - 

33 - - - - - 

34 - √ - - - 

35 - - - - - 

36 - - - - - 

37 - √ - - - 

38 - - - - - 

39 - - - - - 

40 - - - - - 

41 - - - - - 

42 - √ - - - 

43 - √ - - - 

44 - - - - - 

45 - - - - - 

46 - - - - - 

47 - - - - - 

48 √ √ - √ - 

49 - - - - - 

50 - √ - - - 

51 √ √ - - - 

52 - - - - - 

53 - - - - - 

54 - - - - - 

55 - √ - - - 

Total 16 23 1 1 1 

% 29% 42% 2% 2% 2% 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.35: HIV tests performed in 1 year in CBVCT 

ID 
number* 

Number of HIV 
test performed in 
CBVCT in 1 year 

year 

Number 
of rapid 
test 

performed 
in CBVCT 
in 1 year 

year 

% Rapid 
test 

performed 
in CBVCT 

Number of 
HIV 

positive 
cases 
detected 
in CBVCT 
in 1 year 

year 

% HIV 
infections 
detected 
in CBVCT 

1 854 2011 0 NA NA 4 2011 0.47 

2 300 NA 200 NA NA 2 NA NA 

3 1139 2011 NA NA NA 7 2011 0.61 

4 1286 2010 1030 2010 80 11 2010 0.86 

5 4500 2011 4500 2011 100 35 2011 0.78 

6 385 NA 0 NA NA 0 NA NA 

7 4730 2011 NA NA NA 19 2011 0.40 

8 76 2011 76 2011 100 1 2011 1.32 

9 567 2010 567 2010 100 6 2010 1.06 

10 200 NA NA NA NA 1 2011 NA 

11 50 2011 50 2011 100 0 2011 0.00 

12 800 2011 800 2011 100 5 2011 0.63 

13 6863 2011 6863 2011 100 87 2011 1.27 

14 1165 2010 1152 2010 98 8 2010 0.69 

15 NA 2011 1000 2011 NA 11 2011 NA 

16 100 2010 80 2010 80 NA NA NA 

17 770 2011 0 NA NA 20 2011 2.60 

18 2200 2011 2350 2011 NA 14 2011 0.64 

19 NA 2010 16 NA NA NA NA NA 

20 NA 2010 130 2010 NA 3 2010 NA 

21 NA 2010 130 2010 NA 3 2010 NA 

22 NA NA 2291 2011 NA 30 2011 NA 

23 850 2011 850 2011 100 34 2011 4.00 

24 3696 2010 NA NA NA 31 2010 0.84 

25 60 2010 0 NA NA 1 NA 1.67 

26 NA NA NA NA NA 0 NA NA 

27 NA NA 621 NA NA NA NA NA 
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28 240 2011 200 2011 83 2 2012 NA 

29 2551 2011 781 2011 30 40 2011 1.57 

30 1242 2011 0 2011 0 3 2011 0.24 

31 4000 NA 0 NA NA 37 2011 NA 

32 101 2011 12 2011 11 3 2011 2.97 

33 360 2011 360 2011 100 17 2011 4.72 

34 NA NA 7826 NA NA 38 NA NA 

35 NA NA NA NA NA NA NA NA 

36 NA NA 260 2012 NA 1 2012 NA 

37 220 NA 0 NA NA 3 NA NA 

38 480 2010 480 2010 100 8 2010 1.67 

39 910 2010 910 2010 100 37 2010 4.07 

40 980 2010 980 2010 100 18 2010 1.84 

41 347 2010 347 2010 100 10 2010 2.88 

42 257 2010 61 2010 23 2 2010 0.78 

43 186 2010 85 2010 45 3 2010 1.61 

44 3428 2010 3428 2010 100 126 2010 3.68 

45 NA NA 110 2011 NA 2 NA NA 

46 NA NA 531 2011 NA 19 2011 NA 

47 NA NA 200 NA NA 2 NA NA 

48 NA NA 600 2010 NA 5 2010 NA 

49 127 2010 127 NA NA 4 2010 3.15 

50 2400 2010 2400 2010 100 48 2010 2.00 

51 100 NA NA NA NA 0 NA NA 

52 NA NA 270 2010 NA 2 2010 NA 

53 NA 2010 340 NA NA 6 2010 NA 

54 NA NA 387 2010 NA 11 2010 NA 

55 3000 NA 3000 NA NA NA NA NA 

Mean 1356  967  84 16  1.69 

*Refer to table “Responding CBVCTs” at pag. 87 
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Tab.36: Referral system of new HIV cases diagnosed 

Is there a referral to specialised clinical setting for treatment 
and care for HIV +  
diagnosed patients 

Do you have 
any specific 
procedure 
for 

accompanyin
g HIV + 
diagnosed 
patients into 
the clinical 
setting for 
treatment 
and care? 

Do you perform 
any kind of 
follow-up of 
those HIV + 
diagnosed 
patients who 
have been 
referred? 

ID 
number
* 

Yes to a 
specific 
public 
health 

structure 

Yes to a 
specific 
private 
health 

structure 

No , the 
patient is 
only 

informed 
about the 

existing 
structure 

Other Yes 
Doesn't 
know 

Yes 
Doesn't 
know 

1 √ - - -  - - √ - 

2 √ - - -  - - √ - 

3 - √ - -  - - √ - 

4 √ - - -  √ - √ - 

5 √ - - -  √ - √ - 

6 √ - - -  - √ - - 

7 √ - - -  √ - √ - 

8 √ - - -  √ - - - 

9 √ - - -  - - - - 

10 - √ - -  √ - √ - 

11 √ - - -  √ - - - 

12 √ - - -  √ - √ - 

13 √ - - -  √ - √ - 

14 √ - - -  √ - √ - 

15 √ - - -  √ - √ - 

16 √ - - -  √ - √ - 

17 - √ - -  √ - √ - 

18 √ - - - 
The CBVCT reported 
also private health 

structure 
√ - - - 

19 √ - - -  √ - √ - 

20 √ - - -  √ - √ - 

21 - √ - -  √ - √ - 
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22 √ - - - 
The CBVCT  reported 
also private health 

structure 
√ - √ - 

23 - - √ -  - - - - 

24 √ - - -  √ - - √ 

25 - - - √ 
Only in case of HIV+ 

result - - √ - 

26 - - - √ 
Diagnosis is already 
communicated in a 

clinic 
NA NA √ - 

27 - - √ -  - - - - 

28 √ - - -  √ - √ - 

29 √ - - -  √ - √ - 

30 √ - - -  - - - - 

31 √ - - -  √ - √ - 

32 √ - - -  √ - √ - 

33 √ - - -  √ - - - 

34 - - - √ 
Baylor HIV centre of 

excellence √ - √ - 

35 NA NA NA NA  - - - - 

36 √ - - -  √ - - - 

37 √ - - -  - - - - 

38 √ - - -  √ - √ - 

39 √ - - -  √ - √ - 

40 √ - - -  √ - √ - 

41 √ - - -  - - - - 

42 √ - - -  √ - √ - 

43 √ - - -  √ - √ - 

44 √ - - -  √ - √ - 

45 √ - - -  √ - √ - 

46 √ - - -  √ - √ - 

47 √ - - -  √ - √ - 

48 √ - - - 
The CBVCT reported 
also private health 

structure 
- - √ - 

49 √ - - -  - - √ - 

50 √ - - -  √ - √ - 

51 √ - - -  √ - - - 

52 √ - - -  √ - √ - 
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53 √ - - -  - - √ - 

54 - - - √ 

The patient is 
referred to a clinical 

setting  
of their choice with 
referral letter and 

subsequent follow up 
by BPNW in order to 
assure the best level 

of  support and 
access to support for 
the patient. These 

clinical pathways are 
long established by 
BPNW and allow us 
to maintain, where 
requested and 

appropriate, ongoing 
support for the 

patient. No one has 
bee lost to services 
in our three year 
CBVCT history 

√ - √ - 

55 √ - - -  √ - √ - 

Total 44 4 2 4  39 1 40 1 

% 80% 7% 4% 7%  71
% 

2% 73% 2% 

*Refer to table “Responding CBVCTs” at pag. 87 
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11. Annex II  
      The first NFP questionnaire 

 

 
QUESTIONNAIRE ON IMPLEMENTATION OF COMMUNITY BASED 

VOLUNTARY COUNSELLING AND TESTING (CBVCT) 

PROGRAMMES 
IN EU AND EFTA COUNTRIES 

 
Introduction 
 
This questionnaire has been elaborated in the context of the project “HIV Community-Based 
Testing Practices in Europe” (Grant Agreement N° 2009 12 11) financed under the EU Public 
Health Programme. The overall objective of this project is to gain a thorough understanding 
of Community Based Voluntary Counselling and Testing (CBVCT) programmes and services in 
European countries by conducting a survey to ascertain how CBVCT programmes are being 
implemented.  
 
 
Community based testing service definition 
 
For the purpose of this survey, a Community based testing service is defined as any program 
or service which:  

• offers voluntary HIV counselling and testing as its main purpose and activity; 
• targets specific groups of the population most at risk in the area; 
• is clearly adapted and accessible to the communities to whom it is addressed.  

 
There are no restrictions concerning the physical location, staff characteristics, funding source 
or whether the service is provided for free or at a cost.  
 
More specifically, using this definition, a Community based testing service has the following 
characteristics: 
 

• the programme is operated in the same context and community where it was 
originally set up and is perceived as a reference point by the target group (local 
community or highly vulnerable group) for obtaining information, support and HIV 
testing. 

• it is  easily accessible and clearly adapted to  the specific needs of the target 
group. Strategies of interventions and planning of activities are oriented towards their 
particular needs. 

• It ensures the participation of the community: this may also mean involvement of 
community representatives in planning and implementing interventions and strategies, 
or directly in the organisation of the VCT centre and in  the provision of testing.  

 
The characteristics of the services as described above are more common to non-health care 
settings. Therefore, in general, pharmacies, outreach programs and point of care services will 
be included, but STI clinics, prisons, primary health care will be excluded. This said, in some 
countries this type of service is only implemented within the formal health care system. In 
such cases, they can be included in the study.  
 
Questionnaire structure 
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This questionnaire is addressed to both National HIV/AIDS focal points and, where they 
exist, to managers of AIDS prevention programmes at regional level. The questions are of a 
general nature and are related more to overall policy, statistics and organisational systems. 
 
Another questionnaire has been sent to those persons who are directly responsible for the 
management of specific CBVCT programmes or services. The questions are more specific 
and relate to the day to day running of the CBVCT programmes and services.  
 

RESPONDENT INFORMATION 
 

Country 
 
--------------------------------------- 

Region 
 
---------------------------------------- 

 

RESPONDENT TYPE 

 

O 
 

National HIV/AIDS focal point  

 

� 
 
Regional HIV/AIDS programme manager 
 

� 
 
Other: please specify: .....................................................................…. 
 

 

Name: 

 

 

Surname: 

 

 

 

CONTACT DETAILS 

 
 

Position: 

 

 

Phone: 

 

 

E-mail: 

 

 

Organisation 

website: 
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1. In your country or region, does an HIV testing monitoring system exist in the 

context of HIV surveillance?  

(if you are a regional programme manager, please refer only to your region) 

 

1.1. � Yes  
1.2. � No  
1.3. � Don’t know   
 If yes please provide brief description:-
______________________________________________________________________ 
 

2. In your country or region, where can people go to take a HIV test? 

(you may tick more than one , if you are a regional programme manager, please refer only 

to your region) 

 

2.1. � Hospital  
2.2. � STI clinic 
2.3. � Primary health care facility  
2.4. � Drug treatment clinic/harm reduction services  
2.5. � General practitioner 
2.6. � Community based facility, freestanding HIV testing and counselling site - not      

              necessarily  associated with other health care institution  
2.7. � Mobile clinic–van, during outreach services 
2.8. � Other : specify ______________________  

 
3. In your country, is the HIV test free of charge in the public health system ?  

(if you are a regional programme manager, please refer only to your region) 

 

3.1. � Yes always 
3.2. � Yes only if the person has health insurance  
3.3. � Yes only if the person cannot afford it 
3.4. � Yes, but not everywhere 
3.5. � No   
3.6. � Don’t know   

 
4. In your country, are the following HIV rapid tests formally  accepted and 

recommended  by official guidelines or recommendations for diagnoses of HIV 

infection? 

 Yes No Don’t know 

4.1. Rapid test on blood (finger prick)   � � � 

4.2. Rapid test on oral fluid                  � � � 

5. In your country, does a Community Based Voluntary Counselling and Testing 

(CBVCT) definition exist? 

5.1. � Yes  
5.2. � No   
5.3. � Don’t know   
 

If “Yes”: what is the definition of Community Based VCT in your country? 
 
--------------------------------------------------------------------------------------------------- 
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6. Would you agree with our definition of CBVCT? 

6.1. � Yes  
6.2. � No   
6.3. � Don’t know   

 
If no please elaborate why? --------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------- 
 
7. Is your country using another terminology for this kind of service:  

 

7.1. � Yes  
7.2. � No   
7.3. � Don’t know   

 

If “Yes”: which? : _____________________________________ 
 

8. In your country or region is CBVCT available? 

(if you are a regional programme manager, please refer only to your region) 

 

8.1. � Yes  
8.2. � No   
8.3. � Don’t know   

 
9. In your country or region, is there a governmental/regional regulation covering 

HIV testing in CBVCT? 

(if you are a regional programme manager, please refer only to your region) 

 

9.1. � Yes  
9.2. � No   
9.3. � Don’t know   
If “yes”: 
(you may tick more than one) 

1. � CBVCT is regulated by a national law/policy 
2. � CBVCT is regulated in a national guideline/recommendation 
3. � CBVCT is regulated by a regional regulation/policy/guideline 
4. �        Other:  
 specify_____________________________________________ 

 
If possible, please include the link from which the applicable regulation can 
be downloaded, (even if in national language): 
__________________________________________________________ 
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10. According to the regulation regarding HIV testing in your country, which 

professionals are allowed to perform the following tasks? 

(if you are a regional programme manager, please refer only to your region) 

  
 Pre-test 

counselling 

Taking 

blood for 

conventional 

test  

Performing 

rapid test 

Post-test counselling  Not 

applicable/

specified 

Don’t know 

If HIV + If HIV - 

Physician  � � � � � � � 

Nurse  � � � � � � � 

Psychologist � � � � � � � 

Lab technician  � � � � � � � 

Social worker 
 

O O O � � � � 

Peer educator 
 

O O O � � � � 

Any specifically 
trained person 

O O O � � � � 

 
Other (specify) 
 
-----------------
----------------- 
 

O O O � � � � 

 

11.  Is any special licence required to perform rapid tests in your country/region? 

  

11.1. � Yes 
11.2. � No  
11.3. � Don’t know   
 

 If Yes, please indicate the name of the body that issues the licence:  
 

 

12.  Are there standardised procedures/guidelines for pre test counselling? 

  

12.1. � Yes 
12.2. � No  
12.3. � Don’t know   

 
13. Are there standardised procedures /guidelines for post test counselling in case 

of a positive result?  

 

13.1. � Yes 
13.2. � No  
13.3. � Don’t know   

 
14. Are there standardised procedures/guidelines for post test counselling in case of 

a negative result?  

 

14.1. � Yes 
14.2. � No  
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14.3. � Don’t know   
 

If possible, please include the link from which the guidelines can be downloaded, (even if in 
national language)  
: _______________________________________________________________________ 

 
15. Is informed consent required to the client to perform HIV test? 

 
15.1. � Yes always 
15.2. � Not always, please specify in which situation: 

______________________________________ 
15.3. � No  
15.4. � Don’t know   

 
If “Yes”, is the informed consent:       � Written 

     � Oral 
 
16. In your country/region, does a strategic plan for the implementation of CBVCT as 

defined above exist? 

 (if you are a regional programme manager, please refer only to your region) 

 

16.1. � Yes  
16.2. � No  
16.3. � Don’t know  

 
17. If yes, please specify for which period? 

 (you may tick more than one) 

 

17.1. � one year 
17.2. � 2 – 3 years 
17.3. � more than 3 years_______________________ 
17.4. � Don’t know  

 
18. If yes to question 16, for which target group? 

 (if you are a regional programme manager, please refer only to your region) 

 

18.1. �  MSM 
18.2. �  Female Sex workers 
18.3. �  Male Sex workers 
18.4. �  IDU 
18.5. �  Male migrants and/or ethnic minorities 
18.6. �  Female migrants and/or ethnic minorities 
18.7. �  Transsexual/transgender 
18.8. �  Young people 
18.9. �  General population 
18.10. �  Other: specify ______________________ 
18.11. �  Not specified 
18.12. �  Don’t know 

 
19. In your country/region, what is the minimum age for being tested for HIV in a 

CBVCT without parent’s consent? 

 (if you are a regional programme manager, please refer only to your region) 
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�� years old 
 

20. In which settings are CBVCT programme implemented?  

 (you may tick more than one) 

 

20.1. � NGO facility setting (drop in center, etc),  
20.2. � Outdoor setting (e.g. van, street..) 
20.3. � Venue setting (e.g. gay venue, sauna, disco, bar) 
20.4. � Health care setting (Clinic, Hospital, Health centre, ..) 
20.5. � Pharmacy 
20.6. � Others  (specify).........  , .........., ......... 

 
21. How are CBVCT programmes funded? 

(if you are a regional programme manager, please refer only to your region) 

you may tick more than one 

 

21.1. � Public/governmental funded  
21.2. � Private – for profit (e.g. pharmaceutical)  
21.3. � Private - non for profit (e.g. foundations, etc),  
21.4. � Co-funded public and private 
21.5. � Other, specify 
21.6. � Don’t know  
 

22. Who is responsible for the management of the individual CBVCTs?  

(you may tick more than one) 

 

22.1. O Public/governmental funded  
22.2. � Private  
22.3. � NGO 
22.4. � Don’t know  
 

23. How many CBVCT are currently operating in your country/region?  

(if you are a regional programme manager, please refer only to your region) 

 

23.1. ��� 
23.2. � Don’t know  
 

24. How many HIV tests have been performed IN TOTAL in your country/region in 

one year (most recent data)? 

(this refers to all tests performed in the country/region, not only in the Community based 

facilities. If you are a regional programme manager, please refer only to your region) 

 

24.1. ������        () 
24.2. � Don’t know /data not available 
 
please specify which year the data refers to: ����  

23.a � national data    
23.b � regional data    

 

25. How many new HIV infections have been diagnosed in your country/region in 

one year (total number of new HIV+ cases, most recent data)? 
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(this refers to all new cases diagnosed in the country/region, not only in the Community 

based facilities. If you are a regional programme manager, please refer only to your 

region) 

 

25.1. ������  
25.2. � Don’t know /data not available 

 

please specify which year the data refers to: ����  
24.a  national data    

24.b regional data 
 

26. How many HIV tests have been performed in CBVCT in one year (most recent 

data)? 

 (if you are a regional programme manager, please refer only to your region) 

 

26.1. ������    
26.2.  � Don’t know /data not available 
 

please specify which year the data refers to: ����  
25.a  national data    

25.b regional data 
 

27.  How many rapid tests were performed in CBVCT in one year (most recent data)?  

 

27.1. ������       (� Don’t know /data not available 
 

please specify which year the data refers to: ����  
26.a  national data    

26.b regional data 
 

28. Many HIV tests have been performed in CBVCT in one year, in the following sub 

populations (most recent data)? 

(if you are a regional programme manager, please refer only to your region) 

 

Target group Number of tests in CBVCT Don’t know/ Not available 

MSM  � 

Sex workers  � 

Migrants/ethnic minorities  � 

IDU  � 

Young people  � 

Other (specify) 

.......   
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please specify which year the data refers to: ����  
27.a  national data    

27.b regional data 
  

29. How many HIV infections have been detected in CBVCT in one year (most recent 

data)?  

(if you are a regional programme manager, please refer only to your region) 

 

29.1. ������            
29.2. � Don’t know /data not available 

 
please specify which year the data refers to: ����  

28.a  national data    

28.b regional data 
 

30. How many HIV infections have been diagnosed in CBVCT in one year, in the 

following sub populations (most recent data)? 

(if you are a regional programme manager, please refer only to your region) 

Target group Number of new HIV+ Don’t know/not available 

MSM  � 

Sex workers  � 

Migrants/ethnic minorities  � 

IDU  � 

Young people  � 

Other (specify) 

.......   

 

please specify which year the data refers to: ����  
29.a  national data    

29.b regional data 
 

31. Are new cases of HIV which are diagnosed through CBVCT reported to the 

National/Regional Public Health system? 

(if you are a regional programme manager, please refer only to your region) 

 

31.1. � Yes  
31.2. � No  
31.3. � Don’t know  
 

32. Are new cases of HIV which are diagnosed through CBVCT referred to clinical 

services?   

(if you are a regional programme manager, please refer only to your region) 
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32.1. � Yes  
32.2. � No  
32.3. � Don’t know  
 

 

33.  Are activities of CBVCT reported at regional/national level? 

(if you are a regional programme manager, please refer only to your region) 

 

33.1. � Yes always  
33.2. � Yes, depending on the type of service specify: _________________________   
33.3. � No  
33.4. � Don’t know  

 
34. Are activities of CBVCT (HIV counselling and testing) monitored over time and 

evaluated at regional/national level? 

 (if you are a regional programme manager, please refer only to your region) 

 

34.1. � Yes   
34.2. � No  
34.3. � Don’t know  
 

35. If yes, which indicators  are used for monitoring and evaluation? 

(you may tick more than one) 

 

35.1. � Number of total HIV tests performed  
35.2. � Number of rapid tests performed  
35.3. � Number of HIV tests performed by target group  
35.4. � Total number of new HIV infections detected  
35.5. � Number of new HIV infections detected by target group 
35.6. � other, specify________________________________________ 

 

If you have any additional comments/ information relevant to this questionnaire, 

please use the box below: 
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12.Annex III  
The“second wave” questionnaire 

 
 
National Focal Point – Country XXX 
After a first look at the data received from the National Focal Points in Europe, the range of services and 
programmes identified as CBVCT is very broad. In order to ensure uniformity in the type of service qualifying 
as CBVCT, the HIV COBATEST Group proposes a refined definition of CBVCT. 
CBVCT is any program or service that offers HIV counselling and testing on a voluntary basis outside 
formal health facilities and that has been designed to target specific groups of the population most at risk 
and is clearly adapted for and accessible to those communities. Moreover, these services should ensure 
the active participation of the community with the involvement of community representatives either in 
planning or implementing HIV testing interventions and strategies. 
 

According to your answer to question 5 and 23 of the questionnaire (“how many CBVCT 
services are currently operating in your country?”), in Country XXX there are number XXX 
CBVCT services.  
 
Taking into consideration the above suggested refined definition, do you confirm this? 
Yes X  No 
If NO, how many CBVCT Services are there in your country? _________________ 
 
Could you please briefly explain (give AN OVERVIEW) how the offer of HIV testing is organized in your 
Country, focusing on the relation between the health system and other entities or services that offer HIV 
testing, especially CBVCTs? This overview could help us understand better how HIV testing is offered in 
your country, through with channels, subjects, general regulations, and the role played by the CBVCTs in the 
overall system. 
Please use this box for the overview… (there are no restrictions about number of rows/words) 
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We were able to contact  number XXX CBVCT in Country XXX. Could you send us further details about 
other CBVCTs, taking into consideration the refined definition we suggested above?  

Institution/Organization name City and Region Contact details (telephone 
and/or email) 

   

   

   

   

Add as many as apply… (if necessary and 
easier, please attach an already prepared 
list) 

  

 
If you are not able to give us other contact details, could you please explain better the reason why you can’t 
provide other contacts? 
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The HIV-COBATEST group is very interested in having more detailed information about the different types of 
CBVCT services that are operating in your country. Could you please give us a brief explanation of each kind 
of CBVCT in your country, putting information in the table in the next page? You can follow the examples 
provided in this page: 

 

Type of CBVCT 

service/progra

m (including 

setting) 

Targeted 

groups 

Is there any 

national/regional 

regulation for this 

kind of service? 

Kind of HIV test 

accepted/recom

mended for this 

kind of service? 

Could you please 

briefly describe the 

standard 

procedures/guidelin

es for PRE-TEST 

counseling for each 

type of CBVCT that 

you listed below?  

Could you please 

briefly describe the 

standard 

procedures/guidelin

es for POST-TEST 

counseling for each 

type of CBVCT that 

you listed below 

Estimate

d total 

number 

of these 

type of 

CBVCT  

services 

in your 

country 

If data is 

available

, please 

specify 

how 

many 

CBVCTs 

are there 

for each 

target 

group 

Ex.

1 

Outreach 

services 

(outdoor: 

caravan, 

street, etc) 

Sex workers 

(male, 

female, 

transsexuals

); general 

population; 

MSM; IDU 

No, there are only 

national guidelines 

regarding the offer 

of VCT and rapid 

test, but no specific 

regulations 

regarding these 

Community Based 

VCT services. 

Oral fluid rapid 

test/Finger prick 

rapid test 

 Pre-test is not 

considered 

necessary according 

to the specific kind 

of setting. 

Post-test counseling 

is postponed after 

referral to the 

service. Result is not 

given on site after 

test. 

13 

3sex 

workers 

5general 

populati

on 

3MSM 

2 IDU 

Ex.

2 

Outreach 

services 

(indoor: gay 

venue, sauna, 

ecc) 

MSM Same as above 

Oral fluid rapid 

test/Finger prick 

rapid test 

 pre-test is not 

considered 

necessary according 

to the specific kind 

of setting. 

Post test counseling 

is provided on site 

by peer-educators or 

health professionals 

in a separate setting 

in the venue. In case 

of HIV positive 

result, counseling 

MUST be provided 

by health 

professionals. 

3  

 

Ex.

3 

Service in Gay 

NGO facility 

setting 

MSM (but 

open to 

everyone) 

There is no national 

regulation but there 

are local specific 

regulations and 

agreements 

between the NGO 

and the health 

authorities about 

the necessary 

involvement of 

medical doctors or 

health professionals 

as regards post test 

counseling in case 

of HIV positive 

result. 

Test on 

blood/Finger prick 

rapid test 

Pre-test should be 

always provided, at 

least by peer 

educators. 

Post test counseling 

is provided on site 

by peer-educators or 

health professionals. 

In case of HIV 

positive result, 

counseling MUST be 

provided by health 

professionals. 

5  
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Type of CBVCT 

service/program 

(including setting) 

Targeted 

groups 

Is there any 

national/regional 

regulation for this kind of 

service? 

Kind of HIV test 

accepted/recommen

ded for this kind of 

service? 

Could you please briefly 

describe the standard 

procedures/guidelines for 

PRE-TEST counseling for 

each type of CBVCT that you 

listed below?  

Could you please briefly 

describe the standard 

procedures/guidelines for 

POST-TEST counseling for 

each type of CBVCT that you 

listed below 

Estimated 

total number 

of these type 

of CBVCT  

services in 

your country 

If data is available, 

please specify how 

many CBVCTs are 

there for each target 

group 
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13.Annex IV   

             The CBVCT questionnaire 
 

 

QUESTIONNAIRE ON IMPLEMENTATION OF COMMUNITY BASED 
VOLUNTARY COUNSELLING AND TESTING (CBVCT) 

PROGRAMMES 
IN EU AND EFTA COUNTRIES 

 
 

 
Introduction 

 
This questionnaire has been elaborated in the context of the project “HIV Community-Based 
Testing Practices in Europe” (Grant Agreement N° 2009 12 11) financed under the EU Public 
Health Programme. The overall objective of this project is to gain a thorough understanding 
of Community Based Voluntary Counselling and Testing (CBVCT) programmes and services in 
European countries by conducting a survey to ascertain how CBVCT programmes are being 
implemented.  
 
 
Community based testing service definition 
 
For the purpose of this survey, a Community based testing service is defined as any program 
or service which:  

• offers voluntary HIV counselling and testing as its main purpose and activity; 
• targets specific groups of the population most at risk in the area; 
• is clearly adapted and accessible to the communities to whom it is addressed.  

 
There are no restrictions concerning the physical location, staff characteristics, funding source 
or whether the service is provided for free or at a cost.  
 
More specifically, using this definition, a Community based testing service has the following 
characteristics: 
 

• the programme is operated in the same context and community where it was 
originally set up and is perceived as a reference point by the target group (local 
community or highly vulnerable group) for obtaining information, support and HIV 
testing. 

• it is  easily accessible and clearly adapted to  the specific needs of the target 
group. Strategies of interventions and planning of activities are oriented towards their 
particular needs. 

• It ensures the participation of the community: this may also mean involvement of 
community representatives in planning and implementing interventions and strategies, 
or directly in  the organisation of the VCT centre and in  the provision of testing.  

 
 
The characteristics of the services as described above are more common to non-health care 
settings. Therefore, in general, pharmacies, outreach programs and point of care services will 
be included, but STI clinics, prisons, primary health care will be excluded. This said, in some 
countries this type of service is only implemented within the formal health care system. In 
such cases,  they can be included in the study.  
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Questionnaire structure 
 
This questionnaire is addressed to those persons who are directly responsible for the 
management of specific CBVCT programmes or services. The questions relate to the day 
to day running of the CBVCT programmes and services. One questionnaire should be 
completed for each individual CBVCT service. 
 
Another questionnaire has been sent to National HIV/AIDS focal points and, where they 
exist, to managers of AIDS prevention programmes at regional level. The questions are of a 
general nature and are related more to overall policy, statistics and organisational systems 

RESPONDENT INFORMATION 
 
 
Country  

--------------------------------------- 
Region  

---------------------------------------- 
 

RESPONDENT TYPE 

 

� 

 
Person in charge of management of individual CBVCT programmes or 
services 
 

� 
 
Other: please specify: .....................................................................…. 
 

  

 

Name 

 

 

 

Surname 

 

 

 

Institution  

/ CBVCT 

service 

 

 

 

Position 

 

 

 

CONTACT DETAILS 

 

 

Phone 

 

 

Fax 

 

 

E-mail 
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Organisation 

website 

 

 
PLEASE REFER ONLY TO THE PROGRAMME/SERVICE WHERE YOU ARE DIRECTLY 

INVOLVED, (if  you are responsible of more than 1 CBVCT please fill one questionnaire for 

each service) 

 
 

1. Who is responsible for the management of the CBVCT? 

 

1.1. � an NGO  
1.2. � a public body 
1.3. � other, please specify_______________ 
 
 

2. In which settings is your CBVCT programme implemented?  

(you may tick more than one) 

 

2.1. � NGO setting (specify…….) 
2.2. � Outdoor setting (e.g. van, street..) 
2.3. � Venue setting (e.g. gay venue, sauna, disco, bar) 
2.4. � Health care setting (Clinic, Hospital, Health centre, ..) 
2.5. � Pharmacy 
2.6. � Others  (specify).........  , .........., ......... 
 

 

3. How is your CBVCT service funded? 

 

 

3.1. � Public/governmental funded  
3.2. � Private – for profit (e.g. pharmaceutical)  
3.3. � Private -  not for profit (e.g. foundation) 
3.4. � Co-funded public and private 
3.5. � other - specify 
 

 

4. What is your approximate annual budget in total or specifically for the CBVCT, in 

national currency or euros? 

 

_______________________ 

      
5. Which target group is reached by your programme? 

(you may tick more than one) 

 
5.1.   �  MSM 
5.2.   �  Female Sex workers 
5.3.   �  Male Sex workers 
5.4.   �  IDU 
5.5.   �  Male migrants 
5.6.   �  Female migrants 
5.7.   �  Transsexual/transgender 
5.8.   �  Young people 
5.9.   �  General population 
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5.10. �  Other: specify ______________________ 
5.11. �  Not specified 
5.12. �  Don’t know 
 

6. In your service what is the minimum age for being tested for HIV without 
parental consent?  

 

�� 
 

7. How is the community involved in your programme/service? 

(you may tick more than one) 

 

7.1. � There is a needs assessment through participative methods (focus groups, interview     
    to key people from the target group)   

7.2. � The community participates in the planning of the CBVCT activities   
7.3. � The CBVCT is managed by the community  
7.4. � Members of the community are directly involved in the implementation of activities     

    (eg. counselling, test performing)  
7.5. � Other: specify_________________________________________ 

 

 

8. How are the community needs in terms of HIV prevention and testing assessed? 

(you may tick more than one) 

 

8.1. � Interviews with community members/key people 
8.2. � Regular meetings with community members 
8.3. � Focus groups with community members 
8.4. � Surveys among people from target groups(s) 
8.5. � Other specify__________________________ 

 
 

9. How many days in a month is the HIV testing and counselling provided?  

 
9.1. �� Days 
9.2. � Don’t know  
 
 

10. How many hours a day is the HIV testing and counselling provided?  

 

10.1. �� Hours 
10.2. � Don’t know  
 

 

11. Please indicate the opening times of the VCT services:  

 (you may tick more than one) 

 

11.1. � morning 
11.2. � afternoon 
11.3. � evening 
11.4. � night 
 

12. How many tests do you perform in a month (approximately)? 
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12.1. ��� 
12.2. � Don’t know /data not available 

 
 

13. Is it possible to be tested for HIV anonymously in your service? 

 

13.1. � Yes always 
13.2. � Yes, on request 
13.3. � No  

 
 

14. Do you guarantee confidentiality to your clients? 

 

14.1. � Yes always 
14.2. � Yes, on request 
14.3. � No  

 
 

15. Is the person requesting the HIV test required to provide informed consent? 

 
15.1. � Yes 
15.2. � No  

 
If “Yes”, is the informed consent:     � written 

   � oral 
 

 
16. Is the HIV test free of charge? 

 

16.1. � Yes always 
16.2. � Yes, with a medical prescription 
16.3. � No  
16.4. � Other : specify___________ 

 
 
17. Is it necessary to have an appointment to be tested for HIV in the CBVCT?  

 
17.1. � Yes  
17.2. � No  
 
 

18.  Is it necessary to have a medical prescription to be tested for HIV in the CBVCT? 

 
18.1. � Yes  
18.2. � No  
 
 

19. Does your CBVCT provide pre-test counselling? 

 

19.1. � Yes always 
19.2. � yes, on request 
19.3. � No  
 
If “Yes”, how much time do you spend on the pre test counselling? �� minutes 



   

 154

 
 
 
 
 

20. Do you follow any guidelines on how to carry out and provide HIV pre-test 

counselling? 

 

20.1. � Yes 
20.2. � No  
 
If “yes”, which guidelines? 
(you may tick more than one) 

1. � National 
2. � Regional 
3. � International (UNAIDS, WHO) 
4. �    Other, specify : _____________________ 

If possible, please include the link from which the guidelines can be 
downloaded, (even if in national language):-
______________________________________________________ 
 
 

21. Does your CBVCT provide counselling post test? 

 
21.1. � Yes always 
21.2. � Yes only if the result is HIV+ 
21.3. � No  

 
 

22. If yes, how much time do you spend on the post-test counselling approximately? 

 

22.1. In case of positive result  �� minutes 
22.2. In case of negative result  �� minutes 
22.3. In case of indeterminate result �� minutes 
 
 
 

23. Do you follow any guidelines on how to carry out and provide HIV post-test 

counselling  ? 

 

23.1. � Yes 
23.2. � No  
 
If “yes”, which guidelines? 
(you may tick more than one) 

5. � National 
6. � Regional 
7. � International (UNAIDS, WHO) 
8. � Other, specify : _____________________ 

   
 

24. Is counselling different if a rapid test is performed? 

 

24.1. � Yes  
24.2. � No  



   

 155

24.3. � Don’t know  
24.4. � Not Applicable 

 

 

 

25.  Is any specific written information provided in case a rapid test is performed? 

 

25.1. � Yes  
25.2. � No  
25.3. � Don’t know  
25.4. � Not Applicable 

 

 

26. Do you follow any training curriculum or guidelines for training of VCT 

counsellors? 

 

26.1. � Yes  
26.2. � No  
26.3. � Don’t know  

 
If “yes”, which guidelines: 
(you may tick more than one) 

1. � National 
2. � Regional 
3. � International (UNAIDS, WHO) 
4. � Other, specify : _____________________ 

  
 

27.  Who carries out the training? 

 (you may tick more than one) 

 

27.1. � Ministry of Health/National AIDS Programme 
27.2. � University 
27.3. � Regional/Local health authorities 
27.4. � Private training organisations 
27.5. � NGOs (Gay association, AIDS Help groups, Red Cross, etc.) 
27.6. � Other, specify: _______________________________________ 
27.7. � Don’t know  
27.8. � Not Applicable 
 

28. Which tests are used for HIV diagnostic purpose ? 

 (you may tick more than one) 

 

28.1. � Test on blood sample 
28.2. � Rapid test on blood (finger prick) 
28.3. � Rapid test on oral fluid 
28.4. � Other: specify____________ 
28.5. � Don’t know  
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29.  Is there a quality assurance35 programme in the case rapid tests are used? 

 

29.1. � Yes  
29.2. � No  
29.3. � Don’t know  
29.4. � Not applicable 

 
 

 
30. Are the confirmatory tests performed at the CBVCT?  

 

30.1. � Yes  
30.2. � No  
30.3. � Don’t know  
 

 

31. If yes which tests are used for confirmation? 

 (you may tick more than one) 

 
31.1. � A Western Blot test on blood 
31.2. � An ELISA test on blood 
31.3. � A rapid test on blood 
31.4. � Other, please specify:______________________ 
31.5. � Don’t know  

 
 

32. If you do not use rapid tests, what is the proportion of people who get tested for 

HIV and do not come back for the result?  

 

32.1. � Less than 5% 
32.2. � Between 5% and 10% 
32.3. � Between 10% and 20% 
32.4. � More than 20% 
32.5. � Don't know 
32.6. � Not applicable 

 
 

33. How many people in total are working in the CBVCT (including part-time, full 

time,  temporary staff......)? 

 

33.1. ��� 
33.2. � Don’t know  
  
 
 

34.  From those how many are volunteers?  

                                                 
35

 Quality assurance (QA) refers to planned, step-by-step activities that let one know that testing is being carried out 

correctly, results are accurate, and mistakes are found and corrected to avoid adverse outcomes. Quality assurance is 

an ongoing set of activities that help to ensure that the test results provided are as accurate and reliable as possible 

for all persons being tested. These activities should be in place during the entire testing process, from the time a 

person agrees to be tested until after the test results are provided. 
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34.1. ��� 
34.2. � Don’t know  
34.3.  

35. Which category of person is involved in the implementation of the following 

activities?  

(you may tick more than one) 

 

Personnel 
Pre-test 

Counselling 

Taking blood 

specimen for 

conventional 

test 

Performing 

rapid test 

Post-test 

Counselling 

in case of 

HIV+ result 

Post-test 

Counselling 

in case of 

HIV - result 

Doctor 

 
O 

 

O 

 

O 

 

O 

 

O 

 

Nurse 
O 

 

O 

 

O 

 

O 

 

O 

 

Psychologist 
O 

 

O 

 

O 

 

O 

 

O 

 

Social worker 
O 

 

O 

 

O 

 

O 

 

O 

 

Peer educator 

 
O 

 

O 

 

O 

 

O 

 

O 

 

Others 

(specify) 
    

 

        
____________   

� 
 

� 
 

� 
 

� 
 

� 
 

        
____________  

� 
 

� 
 

� 
 

� 
 

� 
 

 

36. How many new HIV positive cases have been detected in  your CBVCT in one 

year (most recent data)?  

 
36.1. �����        (please specify which year the data refers to: ����) 
36.2. � Don’t know  
 

 

37. How many HIV tests were performed in your CBVCT in one year (most recent 

data) ? 

 
37.1. �����        (please specify which year the data refers to: ����) 
37.2. � Don’t know  
 

 

38. How many rapid tests were performed in your CBVCT in one year (most recent 

data) ?  

 

38.1. ������      (please specify which year the data refers to: ����) 
38.2. � Don’t know  
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39. Is there a referral to specialised clinical setting for treatment and care for HIV + 

diagnosed patients? 

 
39.1. � Yes to a specific public health structure 
39.2. � Yes to a specific private health structure 
39.3. � No , the patient is only informed about the existing structure 
39.4. � other (specify) __________________________________ 

 
40. If yes, does your CBVCT service have some kind of formal agreement with this 

service for making a referral? 

 
40.1. � Yes  
40.2. � No  
40.3. � Don’t know  

 
 

41. Do you have any specific procedure  for accompanying HIV + diagnosed patients 

into  the clinical setting for treatment and care?  

 

41.1. � Yes  
41.2. � No  
41.3. � Don’t know  

 
 

42. Do you perform any kind of follow-up of those HIV + diagnosed patients who 

have been referred?  

 
42.1. � Yes  
42.2. � No  
42.3. � Don’t know  

 
 

43. Do you carry out any periodical reporting on your activities?  

 

43.1. � Yes 
43.2. � No  
43.3. � Don’t know  

 
44.  Do you send any data (e.g. new HIV infections, number of tested people) to the 

relevant Public Health body in your country/region?  

 

44.1. � Yes  
44.2. � No  
44.3. � Don’t know  

 

 

45. If yes, which data?  

(you may tick more than one) 

 

45.1. � Number of total HIV tests performed  
45.2. � Number of rapid tests performed  
45.3. � Number of HIV tests performed by target group  
45.4. � Total number of new HIV infections detected  
45.5. � Number of new HIV infections detected by target group 
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45.6. � other, specify________________________________________ 
 

 

If you have any additional comments/ information relevant to this questionnaire, 

please use the box below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


