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FOREWORD

"Why AIDS/HIV and mobility as a new
area of health concem?" One can raise an
eyebrow when hearing the title of this
project. And, to be frank, I was not quite
sure what was meant by this title when I
first heard about the "AIDS and Mobility"
project. When asked about the impact of
AIDS/HIV on international traffic many
people may think about 2 study into the
rationale and justification of entrance
restrictions imposed by some countries
because of AIDS/HIV. Others will
maintain that AIDS is a disease brought to
their country by foreigners. Probably only
very few persons will first mention the
importance of high quality prevention
activities in order to optimally enable
people engaged in international travel to
protect the health of themselves and
others.

This inventory does not pretend to make
an in-depth analysis of the ethical and
human rights aspects related to travel,
migration and the HIV status of the
individuals involved. Since this is already
the topic of worldwide heated discussions,
this report will restrict itself to only briefly
referring to the most important
internationally recognized principles
regarding travel, migration and AIDS/HIV.
The project on "AIDS and Mobility" was
‘primarily set up to encourage and,
wherever necessary, to improve the
AIDS/HIV  prevention  activities (also)
aimed at people who travel internationally,
or who reside in a culturally and
linguistically "alien” environment.

Both medical, social, political and
economic concems are underlying this
project.  In  brief, health promotion
activities are assumed to reach
insufficiently members of both these
groups as they cannot be approached
through the usual social structures and

channels of communications used by the
national AIDS programmes to distribute
information. Thus, the "AIDS and
Mobility” project is mainly centred around
furthering the development of accurate
and appropriate health information and
educational  instruments targeted on
specific groups.

The context is BEuropean, realizing that
Europeans are extremely mobile and
starting from the assumption that inter-
national mobility will probably only
increase in the forthcoming years.

The National Committee on AIDS Control
of the Netherlands (MCAB) embarked on
the "AIDS and Mobility" project around
mid-1990. The project made a real start in
October 1990, when the AIDS and
Mobility Steering Committee adopted the
workplan and the undersigned commenced
with an ventory study.

The results of this study are laid down in
this report. According to the "AIDS and
Mobility" workplan, this report had to be
produced within a six months period, with
a draft version being discussed and com-
mented upon by an intenational expert
meeting before its eventual publication.
This time restriction is the main reason
why this report is mainly based upon
secondary information, that is to say
already available data, and only upon little
original research.

In terms of the "AIDS and Mobility”
preject, the primary aim of this repont is
serve as a basic document for the
implementation phase. In this follow-up
phase a number of activities will be
undertaken in line with the conclusions
and recommendations of this report. The
implementation phase is scheduled to last
until May 1992. Responsible for the co-




ordination of this phase is my always
enthusiastic  colleague, Rinske van
Duifhuizen, staff member of the National
Committee on AIDS Control of the
Netherlands (NCAB).

Realizing the enormous time pressure, a
nurnber of restrictions had to be imposed
upon myself to ensure that 1 could
produce a document that would indeed
fulfil the foreseen role, that is serve as a
base document for further action. In this
respect I am extremely grateful for the
inspiring guidance I received from Rinske
van Duifhuizen and Hans Moerkerk in
their capacity as members of the "AIDS
and Mobility" Steering Committee. At the
same time, 1 realize that I never would
have been able to collect and go through
all necessary literature without the
constant assistance of Mary Hommes and
Ronald Kolpa, the inseparable duo
running the NCAB's documentation
centre.

Many individuals and institutions
generously gave their time and experience
while I conducted research for this report,
including reviewing earlier drafts and
bringing to my attention useful materials.
Space prevents me from thanking them
all, but 1 feel I should at least mention
Emst Buning, Hans Elbers, Robin Gormna,
Hans Houweling, Sue Lucas, Petra
Narimani, Wouter de Ruyter, and the
participants of the Amsterdam expert
meeting who, each in their own way,
contributed to this work by giving me
advice, energy and inspiration, to the
effect that this report became what it now
is.

In addition, I wish to thank the
Commission of the European
Communities, the World Health
Organization’s Global Programme on
AIDS in the Regional Office for Europe
and the Dutch Ministry of Welfare, Health

and Cultural Affairs for their generous
support to this project. At the same time
I want to emphasize that the willingness to
support and collaborate with this project
does not mean that the views expressed in
this report automatically represent those
of the funding institutions, unless explicitly
referred to.

A special word of thanks to Norma van
Hoewijk who with her unwavering
computer skills assisted me in all stages of
producing this voluminous report.

Aart Hendriks
Amsterdam, April 199!




I INTRODUCTION

Several events preceded the launching of the
European project on "AIDS and Mobility". From
previous epidemiological research, notably in the
field of sexually transmitted diseases (5TDg)} and
travel medicine, it is known that intermational
mobility s an important, though generally
underestimated,  epidemiological  component,
People engaging in interpational travel are, from
an epidemiological point of view, a "high-rigk"
group for a pumber of diseases and health hazards.
A number of factors to explain this phenomenon
has already been documented and described in
literature (Cossar & Reid 1985, De Schryver &
Meheus 1989, Cossar & Reid 1989). These include
both emvirommental factors, such as changes of
climate, altitude, food, hygienic standards, the
prevalence  of unknown  bealth hazards, ete.,
physical, e.g. the non-immunity against prevailing
diseases, and psychological determinants, e.g.
reduction of inhibitions and increase of risk-taking
due to loneliness, boredom, sense of liberty etc.
Due to these additional or situational risk factors,
travellers and -though of a different nature-
migrantg, at least according 10 a pomber of
scientific publications, already were considered
groups with special health needs. The central
quegtion that geperally came up was: how can
travellers and migrants be encouraged and
empowered to best protect the health of
themselves and others? Or, from a more integral
health notion: which policy should be pursued to
promote an optimal health status for travellers and
migrants?

As the transmission routes for a number of
diseases are identical to those for HIV, there is
good reason to believe that intemational mobility
does also bave an impact oo the spread of HIV.
Since AIDS is neither a food nor an air bome
disease, but does exclusively spread through certain
forms of "intimate" human behaviour, whereby the
nsk of HIV iofection can be reduced to ao
absolute minimum, specific study methods are
needed to assess the peeds, possibilities and
effectiveness of AIDS/HIV prevention methods.
The fact that ATDS/HIV is closely related to death,
love, sex and drugs requires a special sensitive
approach.

Concern about the impact of international mobility
became confirmed by scientific publications descri-
bing the first AIDS and HIV cases in a number of
Burgpean  countries. The prevention aspects
became addressed at the "Hard-to-reach” workshop

in Amsterdam (9-11 November 1989),' where a
pumber of alarming observations were expressed.
Whereas this workshop in general dealt with
groups  considered  “"hard-to-reach”  regarding
AIDS/HIV information and education, travellers
and migrants became siogled out as groups with
very specific AIDS/HIV prevention needs. So far
these needs were most often peglected within the
context of current national AIDS programmes. As
a matter of fact, more study was recommended 10
explore how AIDS/HIV information and education
activities could best be structured.

This is where the "ATDS and Mobility" project -
aware that "AIDS/HIV and International Mobility”
actually would have been a better name- was bom,
agd this study is the first effort to respond to some
of the major questions raised during the "Hard-to-
reach” workshop,

Starting point for the "AIDS and Mobility" project
has been that, as long as there is mo vaccine or
efficacions treatment or cure available, the only
effective tools to prevemt the further spread of
HIV infection are information and education,
together with the counselling of HIV infected
persons and ensuring the safety of blood, blood
products, skin-piercing mstruments and  other
invasive products.’ Information and education are
now considered basic tools, also indispensable for
the minimalization of the (negative) social and
personal impacts of AIDS/HIV.

Though international mobility may also have an
important impact on the provision of health care
facilities, costs for insurance companies, expenses
related with repatriation of nationals falling ill
abroad, etc., despite the imponance of such
questions it should be noted that the "AIDS and
Mobility" project restricts itself to the area of
prevention. Thus mo specific attention will be paid
to questions such as people with AIDS/HIV
infection travelling to another country in order to
obtain, hopefully, better treatment, elc.

Travellers, migrants and mobility

Since travel, migration and mobility form the basic
concepts of this report, conceptual precision is of
utmost importance.

In the compass of this study a traveller is 2 person
who engages in interpational movement not having
as hisher main purpose the exercise of a
remunerated activity in the country visited, and
staying for a period of one year or less. The group
of travellers includes such wvarious persons asg
holidaymakers, business people, conference




participants, members of a sportsteamn, soldiers,
etc.

On tbe other hand, a migramt is a person who
comes to a country other than that in which he/she
uzed to have residence, with the main purpose of
engaging in a remunerated activity and/or to stay at
least for the medium term. Moreover, in the
context of the "AIDS and Mobility” project, the
tertn  migrant is restricted to those migrating
people who have a socig-cultural and linguistic
background which is significantly different from the
majority of the domestic population in the
receiving couniry, The group of migrants is widely
diverse and includes, top salaried managers and
high officialsy of multinatonal c¢ompanies and
international organizations together with unskilled
wortkpeople, asylum seekers, refugees and displaced
persons, most of these persons having a low socio-
ecopomic status in the receiving country.®

The term mobility will pomarly be used to
indicate the activity of passing internationat
borders. Though facmally borders in most cages
solely define a coherent system of social and
political organization, the fact of being “abroad"
bhas varipus legal, soctal and psychological
COnsequences.

Following these definitions, it can be put that both
travellers and migrants while in the host country
find themselves in a socto-cultural context which in
one Or more ways is substantially different from
their own frame of reference. The feeling of being
an “alien" may continnously be present. This
feeling may become strengthened by ever present
lingujstic distinctions between the {majority of the)
domestic population and the travelerg/migrants.
Both travellers and migranis often remain in close
contact with friends and relatives living in the
country of origin and may, actively or not, seek to
socialize with fellow nationals also residing in the
host country,

On the other hand, thers are nDumemus
disttnctions between travellers and migrants. Apart
from the different time petspective, there are some
striking variations which may explain differences in
behaviour and attitude, In comtrast with a traveller,
a migrant seeks to settle down and engages, or
tries to engage, in remunerated activities in the
receiving country. This implies that be/she has to
address ingtinttions a traveller penerally ig hardly
aware of. In order to become established, a
migrant has 1o deal with such various bodies as the
immigration services, institotions mesponsible for
the issuing of a2 work and residence permit,

housing autborities, healkh insurapce companies,
educational  institations, etc. If at all, the
institutions a traveller genperally contacts in host
countties include tourist offices, travel agencies,
the aliens registration office, banks and exchange
offices, hotels, etc.

A migrant generally has to make a long tem
planning, while travellers usually have a clear
overview about the pericd of time they intend to
stay in the host country before retuming to the
country of residence. Moreover, travellers more or
less exactly know for how much time they will be
separated from their family, friends apd social
networks,

In addition, a migramt will in general be more
sensitive to behave as is expected by the authorities
and/or the majority of the domestic population
than a traveller. For the migrant il is of crucial
importance to stay for a longer time in the
receiving country, whereas the investmenm travellers
make into the host country is generally insufficient
to make them automatically subjected to social
control mechanisms.

These generalizations are of course an over-
simplificaton of the muyltiple simations that may
present themselves in reality. Moreover, it has to
be taken into account that the dividing line be-
tween travellers and migrants is not always as
transparent as it might resemble at first glanee.
Some travellers may become migrants when their
travel intentions change, for ingtance after having
fallen in love during a trip abroad. Migrants, thus
people residing in an "alien” receiving country, in
general regularly {endeavour to) visit the country
of origin, and then become travellers. Some other
people who, according to the above definitions,
should be considered as "migrants”, such as some
diplomats  accredited with an  international
organization, guest lecturers at a university or even
the Pope, travel so much that the label "traveller”
might probably fit them better than migrant.

In the context of this study report these conceptual
distinctions should 'be seen in proportion. The
starting point for this exploratory study, for various
reasons, is that some members of our societies are
considered as "migrants” and others as "travellers”.
This report endeavours to elaborate on the major
characteristics of these groups which may have an
impact on their sk awareness for HIV, their
actual behaviour and the possibilities to target
these groups with (specific) AIDS/HIV information
and education activities.




Aims of this report
This report attempts to respond to a number of
questions.

- First of all, it seeks to make an inventory of
the extent and characteristics of the most
important groups of travellers moving within,
as well as to and from, Evrope. At the same
time, a similar description will be made for
the migrant populations it Europe. Possible
specific attributes of the members of these
groups associated with the risk of contracting
or transmitting HIV infecdon will be
analyzed and presented.

- Secondly, this repon endeavours to answer
the question if it is necessary to develop
special ATDS/HIV information and education
policies targeted at travellers aod migrants. If
30, the report seeks to indicate how to do so.
In order to answer this question, evidence
and experience will be sought from ongoing
activides in the various European couniries,
and ip exceptional cases outside Europe.

- Thardly, this report will make an analysis of
the travel and migratory patterns currently
perceived, and key figures that can possibly
serve as an intermediary when trying to
influence the health and behaviour of
travellers and migrnts.

- Fourthly, this report will include
recommendations as to how AIDS/HIV
information and education activities for
travellers and migrants can probably best be
undertaken to increase awareness and to
empower people to protect the health of
themselves and others, how to establish
priorities amongst the many categories of
travellers and migrants, to what extent can or
should projects learmn from each other, how to
avoid stigmatization, how to ensure co-
ordination, collaboration and co-operation,
etc.

AIDS/HIV, cross references and notes
Last but not least, in thit report the medical
features and characteristics of AIDS and HIV
infection are assumed to be sufficiently known by
the reader. No special description of these aspects
will be presented here.

Literature cross refersaces with the pame of the
author(s) and the year of publication will be placed
between round brackets. The full details can be
found in the appendix (annex II). These have
served a3 sources of informatdon and can be
consulted to obtain more data.

A second form of cross references will be included
in the text, namely in case reference is being made
to identified health promotion projects for
travellers and/or migrants. The name of the project
and its location will be placed between square
brackets. A full list of identified projects is
annexed to this report (annex III).

Notes will only be made it case some additional or
background information is given about a term or
an event which is not directly relevant for the
course of the text. The sources referred to are
generally not included in the annexed bibliography.
The notes are placed at the end of each chapter

Summary

To summatize the above, the "AIDS and Mobility"
project seeks to cover, encouwrage ardd, where
necessary to improve the AIDS/HIV prevention
activities directed towards international travellers
and migrants. Though international mobility may
have various impacts on the spread of HIV, this
project restricts itself to analyze AJDS/HIV
prevention activities.

This report aims at serving as a base document for
the implementation phase by making an inventory
of mumerous particularities about travel and
migratory patterns and the degree to which these
activities possibly influence the spread of HIV.
Moreover, this report seeks to establish priorities
amongst the npumercus areas that may be
considered for the undertaking of prevention
activities and to indicate how best to cover the
identified needs.

This report and the "AIDS and Mobility” project in
general focus on travellers and migrants. Aware
that while in a host country there are as well
certain overlaps between the members of both
these groups, the divergent intended period of stay,
the distinct activities being engaged in and many
more factors make these groups at the same time
fundamentally different. This justifies why these
groups will be dealt with separately in this repont.
It has to be noted that travel and migration are
not always activities one volantarily engages in.
There are, for example, large numbers of migrants
that for political reasons cannot metum to the
conntry of origin, such as asylom seekers aod
refugees.* In the context of this report these
people will be considered as migrants, often
forbidden to enpage in a remunerated  activity and
sometimes (have to) move further to another host
couttty or even retum to the country of origin
within a short time period.
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Notes

. AIDS prevention for the hard-to-reach, Repont on a WHO Congultation, EURJACP/GPA 067, EUR/HFA
target 4.

2. See "Social aspects of AIDS prevention and control programmes”, Gepeva, I December 1987,
WHO/SPA/GLO/RT.2.

3. In the literature, the low socic-economic status of the "migrants" is often considered a main feature of this
group, or presupposes why "migrants” are less well integrated in society. In the context of this study the group’s
socio-economic status and societal participation of ite members are less relevant in comparison to socio-
cultural background and linguistic differences. Cf Epzioger, Het minderhedenbeleid - Dilemma's voor de
gverheid in Nedexland ¢p zes andere immigratielanden in Europa, Boom, Meppel, 1984,

4. Unless having obtained the natiopality of another country or having a UN refugee passport, which is being
recognized by the country of origin.




2  STUDY RATIONALE AND
METHODOLOGIES

As wag already referred to in the introduction,
various factors led to the decision to set wp a
special project on AIDS and Mobility. During the
"Hard-to-reach” workshop (see "Introduction™) a
number of arguments emerged that will be briefly
summarized below. All these can be said to
underlie the project and form together the
ratiohale for the undertaking of this exploratory
study.

The foreign connection

From its early start of the AIDS pandemic in
Europe, and similar to most other parts of the
world, AIDS was associated with “abroad”. The
media and the public at large spoke abomt a pew
epidemic that struck pans of the United States of
America, the Caribbean, and the sub-Sabaran
region and that now was on its way to the "old
continent”.

The first cases of HIV infection in Europe were
found amongst travellers, migrants and returning
expatriates (L’Age-Stehr, Runze, Koch 1983,
Rezza, Ippolito, Marasca & Greco 1984, Gemstoft
et al, 1985, Tauris & Trunk Black 1987, Vittecoq
et al. 1987, Booneux 1987), From studies in the
field of sexually transmitted diseases (STDs), it was
already known that travel iz an important
epidemiological component (Cossar & Reid 1985,
De Schryver & Meheus 1939, Cossar & Reid
1989). The question that came to mind is: Does
intemmational mobility pose an (additiopal) risk to
the further spread of HIV infection? If so, do
travellers and migrants perform a specific role in
this process? And dimctly related herewith, how
can travellers and migrants best be epabled and
-empowered to reduce the taking of health risks?

A value-laden epidemic

AIDS became almost immediately surrounded by
value judgements and prejudices, which made that
the epidemic can hardly be viewed nemtrally. This
holds also true for Europe, where AIDS became
sometimes exploited by racists, unltra-nationalists

and bomophobes. AIDS deals with the most
intimate agpects of life, such as love, sex,
procreation and death, which are for many people
taboo issues one rarely speaks about. This all
makes AIDS a value-laden epidemic, as it forces
people to recomsider their live and lifestyles and
the attitudes taken up. The problems the AIDS
pandemic have caused are muluple, and it is hard

to present apn exbaustive survey: refugees fleeing
from one European country to another wem
literally shocked when being confronted with
AIDS/HIV  information  materials, an  issue
completely concealed in their country of origin’; a
Scandinavian state dissuaded its citizens to visit gay
clubs in a neighbouring Scandinavian country in
order to avoid coptracting HIV, thereby almost
causing a diplomatic scandal’; HIV infected drug
users from one European country have massively
moved into another European country in order to
obtain  better medical treatment (Simon &
Hendriks 1990); contrary to the wishes of the
national health aothorities, a Mediterranean
country decided not to produce any AJDS/MHIV
information materials for foreign tourists due to
fear that this might scare away the foreign pguest
which would be to the detriment of the economic
interest®; foreign students and employees applying
for temporary residence permits or already residing
in the involved European country were often
denied entrance or became brutally expelied as
soon as they were found to be HIV positive. The
fact that expelled HIV infected persons may expe-
rience hostile reactions in the country of origin
does not ssem to bother the expelling authorities®;
border control offrctals from a European country
refused to allow an HIV infected man to travel
over the natiopal territory to 2 neighouring country
where a European meeting for people with
AIDS/HIV was held®; contrary to imnternational
human rights standards, a oumber of European
countries sobjects incoming asylum seckers and
refugees to an HIV antibodies test without having
obtained thewr freely given informed consent
(Duckett & Orkin 1990); in almost all European
countries, people of colour become (even more)
discriminated  against by other citizens or
experience  inconvenient  delays during the
processing of border control formalities. This may
even result i violent mobs based on unfounded
fears of AIDS®; several European countries bave
impeded the importation of AIDS/HIV infor-
mation materials as well a5 (anal) condoms, as
being vulgar, intrusive, undermining public morals,
etc.’ ‘

These illustrations, which by far give a complete
picture, have to be taken into account when
discussing AIDS/HIV information and education
for tavellers and migrants. It is also because of
these reactions that the World Health Assembly
adopted a resolution on “Avoidance of
discrimination in relation to HIV-infected people
and people with AIDS™ in May 1988, an event
without precedent in the history of the WHO.




Does travel influence the spread of HIV?
The first reporis on people found to be HIV
infected have probably strongly influenced public
opinion about the transmission routes of HIV and
the people most likely to be infected. From the
very beginning, a history of "ttavel” was considered
an important parameter to determine if there was
a chance of the person being HIV infected or not.
As stated above, an absolute majority of the first
Eurgpeans found to be HIV infected did report a
history of foreign travel, notably to the USA, the
Caribbean area and sub-Saharan Africa. Those who
bad comtracted HIV homosexually had often
travelled to the USA, while those who had
contracted HIV beterosexually or by way of a
blood transfusion were more likely to have
travelled to the Caribbean or sub-Ssharan Africa.
This might explain why travel became one of the
first topics addregssed by national AIDS/HIV
information campaigns in most of the European
countries.

The rationale seems 1o be that people who are
"away from home" are more likely to engage in
forms of behaviour that pose a nsk of HIV
infection to them when compared with those who
remain in the country of origin. The exactness of
these assumptions or ways to design appropriate
AIDS/HIV prevention activities had hardly been
studied. Now, almost one decade later, the justifi-
cation to explore this area seems to be self-evident
and, moreover, the importance to do so has
increased rather than decreased. With a growing
number of Furopeans going longer and mote
frequently abroad, travel may continue to be an
important (co-)factor for the gpread of HIV
infection. Therefore the gquestion posed here ig: To
what extent is travel of importance to the chances
of contracting or spreading HIV? And how can
people best be epabled and empowered not to
contract or transmit HIV while travetling?

Does migration influence the spread of
HIV?

With deep concern it has to be noted that
politicians, public health ayuthorities as well as the

public at large have not always been as careful and

prudent in reponting about the AIDS/health
simation of their migrant populations. Or, to say
it differently, the national AIDS programmes often
lacked behind the peculiar ATDS/health situation
migrants were facing, with information and
education efforts being insufficient to bridge the
gap.

The fact that amongst the first AIDS cases in
Europe a relatively high number of non-nationals
was found became misused by some whose sole
objective was to enhiance entrance regulations
touching upon all "foreigners" (though most
probably only those with a different racial, ethnic
or religions background). o this respect, ethnic
minority populations, people from previous
colonial termitories, naturalized refugees, second, or
third geperation descendants of migrants, already
residing in the country for years or even since their
birth, were sometimes, to most people’s
embarrassment, conveniently classified as
"foreigners”.

Entrance restrictions

Despite the good intentions of most public health
authorilies to reach various population groups with
ATDS/HIV information materials  thegse effonts
became szomehow obscured by the AIDS/HIV
related entrance restrictions being introduced by a
not unimportant number of countries. The
enhancement of entrance conditions to  the
national territory and the construction of 2 "cordon
sanitaire” by some countries led to worldwide
diseussions about both the effectiveness, feasibility
and justification of such meagures (Zuckerman
1986, Jopes 1989, Ducken & Orkin 1990, Flahault
& Valleron 1990, Roscam  Abbing 1990,
Tomasevski 1990, Gilmore, Orkin, Duckett &
Grover 1990, Gostin, Cleary, Mayer, Brandt,
Chittenden 1990, Heodriks 1990, Simon &
Hendriks 1991).

It cannot be denied that the social and political
boundaries that separate coupires from each other
have affected the current spread of HIV infection,
For some countries, there is correlation between
the degree of integration within the world
economic system, deducible from e.g. the pumber
of border-crossings, and the reported number of
ATIDS and HIV cases. For example, as concerning
the countties of Central and Eastern Europe it is
believed that their social, political and economic
isolation before the end of the 19803 to an
important degree slowed down the spread of AIDS
in this region.

Frem a legal point of view, entrance restrictions
with regard to the involved person’s HIV status
clearly interfere with the "minimum interference
with international travel” principle (Hendsiks
1990), a principle underlying the Intemnational
Health Regulations (IHR)® Moreover, according




to Article 88 IHR, all European states are bound
to fully adhere to the provisions of the IHMR.
Though thers is no absolute human right for non-
nationals 1o free entrance to a foreign country,
there are a number of internationally recoguized
principles that govern international movement and
the grounds on which as well as in which manner
this may be restricted. Most important in this
Tespect are:

- a policy of entrance restrictions needs to
serve a legitimate aim, in this respect
notably to protect public bealth,

- the measure as such, restricting entrance
to the national temitory, meeds to be
legitimate without a less intusive means
being available to achieve the same result,

- the measure needs to be proponional in
view with the aim sesked to be achieved,

- the measure shall not be discriminatory or
otherwise induce arbitrary  practices
(Simon & Hendriks 1990, Westenberg &
Hendriks 1991).

Numerous studies have demonstrated that entrance
restriction  in the context of AIDS/HIV lack 2
convincing "public bealth rationale” and for this
reason are an unjustified imerference with basic
human rights and freedoms (Roscam Abbing 1990,
Tomasevski 1990, Gilmore, Orkin, Duckett &
Grover 1990, Gostin, Cleary, Mayer, Brandi,
Chittenden 1990, Hepdriks 1990). Moreover, the
way such measures are applied, with discretionary
powers being given to immigration authorities to
look after "suspicious individuals”, raises problems
with respect to discrimination (Simon & Hendriks
1990, Westenberg & Hepdriks 1991, Henpdriks
[991b).

In addidon it should first be remembered that
intemational  law does not foresee in an "HIV-free”
travel document, nor are states allowed to subject
incoming travellers to a blood test, as a condition
to enler a country (Hendriks 1990} Moreover, a
national, irrespective of health status, has an
absolute right to return to the country of residence
(Hendriks 1990, Westenberg & Hendriks 1991).

Taking into account the window phase for
geroconversion and the chance of an erroneous test
result,'” entrance restrictions will never be able to
bar entrance to all HIV infecied non-nationals.
Weighing the effect screening policies have on the
imermnational movement of persons, particularly the
impact on the world economy and the psycho-
social burden placed on involved individuals and
families, the costs and the relative benefits for the
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public health system of the country pursuitg such
a policy, entrance restrictions fail to comply with
the proportional principle and create unnecessarily
high bamiers to further integration in the world
economic system.

Entrance restrictions are clearly ineffective with
regard to influencing those forms of behaviour
known to be risky. Entrance restrictions may be
relatively effective to measure the problem.
However, they are inapproptiate as a means to
solve it In addition, entrance restrictions may
create a false sense of security, that is to say that
residents of a country baving introduced such
measures may oot feel the need to keep to the
safer sex and safer drug use rules since "all HIV
infected persons bave been excluded from the
country”.

Thus, travel and immigration restrictions, taking
into account current knowledge about AIDS/HIV
and the transmission routes of the virus, the
accuracy of the available testing methods, the
related costs, the impact on the world ecomomic
system as well as on the psycho-social well-being of
individuals and families, and, last but not least, the
norms prescribed by intemational human rights
laws, are both ipeffective, unjustified,
disproportionate and "at best apd at great cost,
retard only briefly the dissemination of HIV both

globally and with respect 1o any particular
country”, "
All major imternatiopal  organizations  bave

expressed themselves in a similar way, which
justifies the conclusion that entrance restrictions
cannol be comsidered to offer a solution for the
AIDS/HIV crisis.'? Instead, the WHO has strived
and continues to strive for policies and strategies
aimed at empowering and enabling everyonc to
obtain kpowledge, attitudes, beliefs and practices
which will be protective for themselves and others
(Ekeid 1991).

The right to health care

It can also be argued that entrance restrictions
undermine the internationally recognized right to
health care, This right, like many other social and
economic rights being incorporated in inter-
pational meaties, covenants, recommendations, etc.
afier the Second World War,” can be defined as
the right to share the bepefits of health care and
health services available in society. This rght
contains primarily a duty by countries, notably to
provide sufficient means to achieve the highest
attainable stanpdard of health and to make health




care facilities accessible, affordable and
geographically well distributed (Roscam Abbing
1979, Leenen, Pinet, Prims 1986, Hendriks &
Nowak 1991},

There seems to be no justification to restrict the
enjoyment of this right only to nationals. Though
it is arguable if a state can depy entrance to ity
territory 10 non-nationals who come to the country
solely to receive bealth care, legally residing aliens
shall not be discriminated against in the context of
bealth care (Hendriks & Nowak 1991).

During the last decade, discussions started on how
best to protect the health of travellers and
migrants. In view of this health insurance funds
from the various Buropean treaties have signed
agreements guaranteeing each other’s nationals full
access to the each other’s health care system. In
this respect reference can be made to a
recommendation of the Geperal Agsembly of the
World Tourism Organization calling ypon states to
"afford the best possible conditions of hygiene and
access 10 health services as well as the prevention
of communpicable diseases and accidents.""* Thus
one can say that there is a trend that a host
country undeniably has responsibility for the health
and well-being of both travellers and migrants.

Why examine the need of AIDS/HIV
information and education activities

targeted on travellers and migrants?

Realizing that significant percentages of the
population of most European States are, following
the above given definition, migrants, and taking
into account that in view of the scheduled
European single market after 1992 their number
will probably increase, it is important to know how
these groups shall be addressed in the context of
AIDS/HIV prevention, As experience it sotne
countries has clearly demonstrated that migrants
can only successfully be reached by socio-culturally
and linguistically adapted prevention activities, one
first meeds to examine the socio-cultural factors
that have to be takep into account and to consider
the experience gained from previous efforts when
formulating a policy. Moreover, one needs to
assess if there are any group or sitmation specific
factors that determine the prevention
methodologies that can best be applied. In virtue
of such scientifically sound data, 1 well-reasoned
decisionr ¢an be taken in response to the question
if, and if 50, bow a migrant specific AIDS/HIV
information and education policy shall be designed.
One needs always to be alent to avoid that such
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activities be wrongly interpreted and lead to
(further) stigmatization and discriminaton of the
migrant population involved.'

It is obvious that the fight against ATDS/HIV can
only be successful as long as all those who are
potentially at risk of contracting or transmitting
the virus are optimally informed "tak(ing) full
accoupt of the social and cultural  patterns,
different lifestyles, and human and spiritoal
values" ' Therefore we meed to examine the needs
and possibilities to iwform and edocate the
members of those proups that, as a result of their
international  mobility, may have obtained
insufficient knowledge about the AIDS pandemic.

Why only Europe?

There are several reasons, both rational and
practical, which explain why this project at this
stage restricts itself to Europe.

First of all, the process of European integration
together with the falling away of artificial, almost
insurmountable  borders within  Europe  have
produced unprecedented stimuli for people to
engage in transborder movements. This becomes
facilitated die to modem means of transport,
totably air traffic. Moreover there i3 a geperally
held opinion that travel is an imponant aspect of
the full development of one’s personality.

Secondly, there is a clear trend to resolve many of
the emerging internatonal problems first on 2
European level, before "going global”, This also
holds true for health issues, including the
formulation of an AIDS/HIV prevention agpd
control policy.

Thirdly, it is also the European states and their
representatives that, at varous occasions, have
reiterated the importance of solving the AIDS
crigis  upholding the  basic human rights,
fundamental freedoms and ethical principles
(Carlé, Hendriks, Zeegers 1991)." It can thus be
assumed that there is & (growing) common
conceptual framework on how to address health
igsues, both on 2 national and on an internationat
level, which facilitates how to deal with the
interrelationship  between AIDSHIV and travel
and migration.

Fourthly but no less important, it should be poted
that starting to work on a (mlatively well)
snrveyable European level poses a pumber of




practical advantages above immediately
endeavouring to work towards global solutions.

At the same time, Europe is mot an isolated
continent, but earlier a region with very strong ties
with all other regions of tbe wotld. This means
that also in this report, though only to a limited
extent, travel and migration to and from Europe
will also be reviewed.

When in a later stage project proposals for
collaboration with countries outside Europe will be
proposed, these will cenainly be considered
seriously,

Central and Eastern Europe

As briefly mentioned above, the radical changes
that have taken place -and still are taking place- in
Central and Eastern BEurope pose new challenges
to the process of European co-operation and
integration. At the same time, this may very well
affect the spread of HIV in Europe, realizing that
Central and Eastern European countries report a
very low HIV prevalence, if compared with other
European countries, and have mounting economic
and social problems and as well have health
education systems that are insufficiently imegrated
in society (Kabakchieva 1991, Hendriks & Krickler
1991).

At the same time there are a pumber of
advantages if compared with the past which may
facilitate stopping a possible spread of HIV inoto
these societies. Thanks to the changes there are
now better possibilities to adapt previous
programmes. Moreover, pumerous
nongovernmental organizations have been formed,
including AIDS service organization with highly
motivated people. In addition, there are better
possibilities to bemefit from the bhelp and
experience of the WHO and other countries.
(Kabakchieva 1991, Hendriks & Krickler 1991).

All over this report, special attention will be paid
10 the so-calied Fast West connection, considersd
to be of utmost importance for the further balt to
the spread of HIV,

Methodology

A combination of methodological approaches has
been used to collect the necessary data upon which
this report is based. It is important to emphasis
that due to time and financial restrictions only
limited origival research has been conducted. A
majority of the data used in the context of this
report was already available, either in written form
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ot as knowledge with individuals, and has been
elaborated upon in the context of this repon.

- Networking and snowballing

Being the official Dutch pational committee on
AIDS control, the NCAB already benefitted from
an extensive network of contacis, both in the
Netherlands and abroad. Accordingly, it was
relatively easy to identify the responsible people in
various countries and to obtain more data on the
national AIDS programmes from other European
countries. :

Moreover, since NCAB representatives working
with travellers snd migrants had  actively
participated in numerous intermational gatherings,
the nucleus for an intemnational network was
already there. The direct and indirect support the
“ATDS and Mobility” project received from the
WHO  Regiomal  Office for Europe, the
Commission of the EC and the EC swdy co-
ordinator on migrants and travellers were
axtremely helpful.

The institutions and people thus identfied were all
sent a letter, explaining the "AIDS and Mobility"
project, and inviting them to collaborate with the
project. They were requested to forward useful
documentation, to comment on the project, to
inform others about the project, or just 1o express
their interest and their willingness to receive the
final version of this report. The response rate was
extraordinary hugh. Of the about 300 leuers sent
out, mote than 250 were answered. The responses
also included the reactions of people and
institutions that had not been originally addressed
but who had obtained a photocopy of the original
letter and reacted upon this.

- Literature research

With regard to the collection of background
materials and additional data, extensive literature
research took place. The NCAB’s documentation
centre used and "crossed" (a professional term -
AH) several key words (travel, migration, holiday,
etc.) when going through its files. The peopie from
the documentation ceotrs actively contacted
colleague institutions asking about the materials
they had that could be of relevance for the project.

Spontaneous support was obtained from the
external relations officer of the "Deutsche AIDS-
Hilfe e.V." in Berlin, Ms. Petra Narimani, who
contributed with many valuable documents, Other
institutions that were highly co-operative are the




information and documentation service of the
"Zentrale der freien Wohlfahrispflege  fiir
Flichtlinge eV." (ZD.W.F) in Bonn and the
"Terrence Higgins Trust” in London.

It was a pleagant surprise to note that the regponse
to the mailing contained a Iot of valuable
documents aod articles, again from all over
Europe. The materials apd Literatwre received are
alt incorporated in the annexes (TI-IV) of this
report.

- Intematiopal Expert Meeting

In draft form, this report was presented to an
internatonal expert meeting, held in Amsterdam,
1-2 March 1991. The aim of this meeting was both
to examine the contents of the draft report, and to
leam from the expertise of the participants (Annex
3) in their respective fields. The latter was
extremely usefi! for the identification of and the
process of giving prorty to  possible  futere
activities to be undertaken in the context of this
project (see chapter "Discussion, conclusions and
recommendations”).

The author bag intended to include as many of the
valuable suggestions and comments made at thig
meeting. The chapter "Discussion, conclusions and
recommendations” to a large extent reflects the
findings of this meeting.

- "AID3 and Mobility" Steering Committee

Last but not least, two staff members and one
member of the Governing Board of the NCAB,
assisted the author throughout the various stages
of writing this report. The "AIDS and Mobility"
Steering Committee met regularly, with an average
of once every three weeks. Each of the steering
group members contributed in his/her own way to
the final product, by making comments upon the
firgt draft, arranging appointments with experts,
bringing along photocopies of articles of interest,
etc,

Summary

There wer various iocentives to start with the

"AIDS and Mobility” project. The main reason is
concern about the fact that current ATDS/HIV pre-
vention campaigns may fail to reach highly mobile
grovps who may also engage in risky forms of
behaviour, In view of this, travellers and migrants
should be considered as groups with specific health
prevention needs.
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From the very beginning ATDS was associated with
abroad. This has probably only obscured the issue
and resulted in vojustified and harmfol forms of
stigmatization and diserimination against particular
groups all over the world. Therefore, dealing with
AIDS/HIV prevention, travel and migration is a
highly sensitive topic.

For both rational and practical reasons the "AIDS
and Mobility” project in this stage restricts itself to
Europe.

For the production of this inventory report, a
combination of methodological approaches has
been used. Only limited original research bas been
conducted due to the time and financial con-
straints.




Notes

1. Legridy, E., "AIDS in Hungary", in Breum, M. & A. Hendriks, AIDS and buman rights - an international
perspective, The Danish Center of Human Rights, Akadmisk Forlag, Copenhagen 1988, pp. 84-85.

2. Moerkerk, J.H., "AIDS prevention strategies in Europe - A comparison and critical analysis”, in F. Aggleton,
P. Davies & G. Han (eds.) AIDS: Individual, cultural and policy dimensions, The Falmer Press, London/New
York/Philadelphia, 199, p. 186.

3. Reuter, 10 May 1987,

4, See for example the story of a Siemra Leotean student: “A stodent driven into isolation”, in WotldAIDS,
No. 3 (1989), p. 8.

5. AIDS . life and rights, report from the "The intemational Conference for people with AIDS/HIV",
Copenhagen, May 1989.
6. Hendriks, A., AIDS in the European Communities and AIDS in Eastem Europe, background papers

produced for the Panos Institmte, Utrecht/London, March 1989,

7. Hendriks, A., AIDS in the munities and AIDS in Eastern Europe, study reports produced
for the FPanos Institute, Utrecht/London, March 1989,

8. Resolution WHA41.24 of 13 May 1928,

9, The Expert Committee on International Epidemiology and Quarantine, which developed the Regulations,
adopted a set of principles to guide its deliberations. Principle Three provides in full: "Measures taken at
frontiers should be the minimum compatible with the existing sapitary situation. Excessive measures not only
entailed undue interference with traffic and severe economic comsequences but might, by their very excess, lead
to deliberate evasion of sanitary control and thereby defeat their object”. Source: Expent Commitize on
International Epidemiology and Quarantine, Report on the first sesgion, 19 Official records of the World
Health Organization, WHO/S/0E/14-21 (1949).

10. Like most other laboratory testing methods, HIV antibodies testing is not perfect. Consequently, "false
positive” and "false negative” test results do occur, that is to say that a testee will be found 1o be HIV infected
or HIV free, while in reality the person 15 HIV free or HIV infected. The probability of an erroneous test
result increases, amongst others, with the aceuracy of the type of assay being applied.

. n tation on Imemational Trav ection, Gepeva, 2-3 March 1987,
WHO/SPA/GLO/BT.1.

12. See, amongst others, Council of Europe, Parliamentary Assembly, "Recommendation 1116 (1989) on AIDS
and Human Rights", Strasbourg, 29 September 1989, "Conclusions of the Council of the European
Communities concerning AIDS", Brussels, 31 May 1988, the Buropean Parliament, "Resolution in the fight
against AIDS", Strasbourg, 26 May 1989,

13. See for example Article 25 of the Universal Declaration of Human Rights, Article 12 of the International
Covepant on Economic, Social and Culturzl Rights, the Preamble of the Constitution of the WHO, Article
11 of the European Social Charter, Article 1 of the Declaration of Alma Ata

14. Sixth ordinary session of the General Assembly of the WTO, "Tourism bill of rights and tourist code”,
Sofia, 17-26 September 1985,

15, The negative effect of stigmatization on health promotion and the important role of AIDS prevention

programmes in this respect was acknowledged by the "World Summit of Mimisters of Health on Programmes
for AIDS Prevention”, meeting in London, 26-28 January 1988. The so-called Londop declaration alleges that

14




"We emphasize the peed in AIDS prevention programmes to protect human rights and human dignity.
Discrimination against, and stigmatization of, HIV-infected people and people with AIDS and population
groups underline public health and must be avoided” (emphasis added -AX).

16. London Declaration, see note 15.

17. See note 12. See also WHO/Euro "Health Legislation and Ethics in the Feld of ATDS and HIV Infection,
Report of an Intemational Consultation”, Oslo, 26-29 Aprit 1988.

15




3 TRAVEL AND AIDS/HIV
PREVENTION

The fact that human beings are mobile can best be
demonstrated by pointing o their inbomn nature to
travel. Throughout homan history people bave
been moving, leaving their place of residence to
spend some time elsewhere. The reasons for this
are various amnd can hardly be summarized.
Examples of such trips are commercial and
diplomatic migsions, a pilgrimage, a vigit to friends
and relatives, active sports, a voyage of discovery,
studies, efc.

When analyzing movements, one canh make various
distinctions. Following the WTO Tourism
Compendium, one can first of all distingnish
between domestic and intemational movements,
with domestic referring to the fact that the persons
involved, already residing iv the involved country,
travel within the same country to a place other
thao that corresponding to their wsual geographical
environment. In the context of the "AIDS and
Mobility" project, attention will primarily be
focussed upon international movements, involving
cross-boundary movements.

Secondly, in WTO terminology, people who travel
abroad are called ioternational visilors, to be
subdivided in internatiomal tourists and
international excorsionists. While both tourists and
excursionists travel (0 a country other than that in
which they have their usual residence, and whose
main purpose of visit is other than the exercise of
an activity rermunerated from within the country
visited and staying for a period of one year or less,
a tounst stays at least ome night in the country
vigited, while an excursionist does not stay
ovemnight,

The objective of travel can generally be classified
under leisare, business and other purposes. While
leisure iocludes holidays, culture, active spors,
visitt to friends and relatives, business includes
meetings, missions, and the engagement in other
business related activities. The category other
purposes includes such diverse activities as studies,
pilgrimage, cure, etc. The latter category will not
be specially analyzed in this chapter.

Throughout this chapter, the country a traveller
originates from will be described as the country of
residence, while the country visited by a traveller is
referred to as the host comlyy.

In this chapter, an assessment will be made of the
possible imerrelationship between international
movement, the purpose of travel, the behaviour of
the international visitor in the hbost c¢ountry,
particularly those forms of behaviour by which
HIV might spread, and the possibilities for
effective and accurate health interventions to
reduce risk taking by international travellers,

Due to the above given definitions, people who
move to a country otber than that in which they
have usual residence, with the main purpose to
epgage in an activity semunerated from within the
country visited and/or to stay for an indefinite
period of at least one year, are called migrants and
will be midressed in the following chapter on
"Migration and AIDS/HIV Prevention”.

When in this chapter the source (WTO 1990 or
1991) is mentiored, this means that information
was kindly provided by Mr. H. Handszuh of the
World Tourism Organization who generously
offered to review certain sections and to provide
most recent data collected by WTO.

31 Background information

Global travel patterns bave c¢hanged beyond
recognition over the last 45 years. Rising personal
incomes, progressive social legislation providing for
paid holidays and sustained employment have laid
the base on which tourism could develop.
Technical inoovations, such as the coming of the
jet aircraft and the dismantling of travel controls,
have played a decisive role in epabling travel to
expand. Creative marketing by tour operators bas
brought far-distant planes accessible to many
people hitherto barred from enjoying holidays in
distant coumtries. Nowadays, more people are
travelling for recreational or business meotives than
at any previous (peace)ime in history (De
Schryver & Meheus 1989).

The volume of international travel is ¢ommonly
measured by the number of tourist or visitor
amivals, the amounts eamned within the host
country from tourist expenditure, and the number
of overnight stays at the destination. All of these
three parameters bhave been on a steeply rising
curve since the Second World War.

It should be poted that international travel
statistics primarlly or exclusively refer to
international tourism, being imematonal visitors
staying for at least one pight in a country visited.
In geperal, a little sophistication is needed in




dealing with  internatonal  travel, or towrism
statisties to forestall certain pitfalls, Thus, the
nomber of arrivals at destination exceeds the
pumber of departures from the countty of
msidence because travellers may visit more than
one country on a simgle tip, or enter the same
country oh more than one occasion. Moreover, the
pumber of domestic wips is estimated by WTO to
exceed international tourist arrivals by nine times
(WTO 1991).

Travellers can also be divided into two major
groups:

a independent travellers, and

b. package travellers, ie. tourists whose
travel is organized by a professional tour
operator  Or agency.

Common to both groups is the use to a varying
degree of the same facilities, such as means of
accommodation and transport.

Border-crossing

As conceming the number of border-crossings
there is a linear increase. Following WTOQ
statistics, the number of interpational tourist
arrivals, ie. travels with a sojourn longer than 24
hours, was still 25 million in 1950. By 1980 this
had gone up to 285 million. According to WTO
estimates, the 1990 number is 425 million (WTO
1991}

Of all regions of the world, Europe ranks highest
with 64% of total imternatonal touxist amrivals. In
1990, the total opumber of tourist arrivals in
Europe was estimated to be 271 million (with
approximately 80% for the Western European
countries) (see figure 1, appex I). It should be
noted that about 80% of tourism in Europe is
intraregional (WTQ 1991).

According to WTO expectations, in the coming
decade the total number of border-crossings will
still increase from 515 million in 1995 to 637
million in 2000. The European share will gradually

decrease, from 59% in 1995 to 56% in 2000, but

remains the world's largest (WTO 1990).

Economic importance of travel

One can observe that travel, notably tourism, is
vital to the economy of many countries. At
present, tourism is the world's third largest
industry -after petrolenm and automobiles- and it
is expected to become the first by the end of the
1990s (Tomasevski 1990, WTO 1991).
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Despite¢  economic fluctuatons, intemnational
tourism is the world's fastest growing industry for
several years (Cossar & Reid 1985, WTO 1990).
Tourism alene, incloding domestic tourist expen-
diture, contributes 12% 1o the world gross national
product. International tourism receipts in 1990 are
estimated at USH 230 billion, an increase of 9.9%
over the preceding vear and a gain of 98% over
1985. Europe accounted for US$ 117 billion in
1990, vearly 51% of the world total, and 21%
abead of receipts recorded in 1985 (WTO 1991).

There are also  considerable differences as
concerning the expenditure per capita and per
country for tourism. A survey among a selective
number of European OE.CD. countries
demonstrated that Swiss tourists spent most money
abroad and Dutch tourists the least (for EC
figures, see figure 2). Among the first twenty top
tourism spenders, thirteen are European led by
(West) Germany whose expendire i 1989 was
reported to WTO as US$ 237 billion (figure 3,
annex I}

Among the world’s first twenty top toutist eamers,
eleven are European, with seven European
countries  among the first eight. France ranks
highest among the European countties with US§
16.5 billion reported receipts in 1989 {figure 4,
annex I).

Number of nights spent abroad

Also as conceming the average aumber of nights
a European citizen stayed abroad, there are
considerable differences with regard to pationality,
Of the EC countres, iohabitants of Luxembouorg
rank highest with 94 overnight stays abroad in
1988, while Greeks mank lowest with 7 overnights
{figure 5, anpex I},

Changing destinations

Asia and the Pacific are the fastest growing tourist
destinations. This bolds also true for European
visitors tavelling to these countries. In 1989, the
numnber of incoming Eurcpean tourists in two
Asian countries are set down in figure 6 (annex 1),

Other countries that attract large pumbers of
Eurgpean tourists are the Republic of Koma (in
1990, 31,274 (West) German and 15661 UK tou-
rists) and, in Africa, Kenya (in 1989, 107,400
(West) German, 37,500 Swiss and 94,900 UK
tourists) (WTO Statistics).



Youth tourism

A special segment of the tourism market, generaily
considered as "low budget tourism”, is youth
tourigtn, According to WTO statistics, in 1989
there were 50 million European border-crossings
by people of the 15-24 age bracket, 80% of whom
originated from within Europe itself. If the present
tend will be continved, the number of border-
crossings will increase to 78 million by the end of
the 19905 (Morganti  1990).

Yet, youth tourism should not be considered as a
homogenous  group. Youth travellers ¢an be
broken down by:

a, independent leisure travellers;

b. package travellers making unse of
specialized youth travel organizations;

c. package travellers - clients of mainstream

tour operators or agetcies catering for the
public at large, and

d. longer-term travellers whose main purpose
of visit is to study.

Medical aspects of travel

Apart from the economic repercussions, travel
produces also a number of cultural, social and, not
in the least, medical consequences. The cultural
and social consequences of travel fall outside the
scope of this repon. Prior to highlighting the
possible link between travel amnd the spread of
HIV, a few general aspects deserve some closer
attention.

- Travel as such has no, or almost no {e.g.
seasickness), medical consequences. It is
the behaviour of the traveller during the
tip and in the host country, which
determines  the probability of health
hazards to occur. A pgreat number of
health hazards can be prevented by taking
sufficient precautionary measures which
often are the same as at home (these can
range from suobum oil to vaccines).

- Travellers can both impont and export
infectious diseases.

As a consequence of the shifting increase fo quick
means of transport, travellers are more likely to
come to a host country or to retorn home still in
the incubation period. This has a significant impact
on the effectiveness of already existing pre- and
post-travel health services and the bealth advice
that should be given to (retuming) travellers.
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A precise assessment of the impact of travel on the
spread of health hazards, like STDs, is fairly
difficult since a large nomber of health hazards is
asymptomatic and/or has a long incubation period.
Moreover the incubation time for many health
hazards includes periods of travel and periods at
home, and even if a bealth bazard is contracted
abroad, it can be from a fellow traveller (Maardh
1991).

For HIV infection it should be repeated that this
is mainly transmitted through certain forms of
"unsafe” behaviour a person voluntarily engages in.
Usually one can easily abstain from these forms of
behaviour or at least take precawionary measures.
In case of travel, the traveller can without great
effortc reduce the chances of HIV transmission (o
take place by adhering to a few rules that are the
same as at home: do not engage in unprotected
sexual intercourse, do not wse unsterile skin
piercing instruments and avoid, whenever possible,
a blood transfusion or agy other form of invasive
medical treatment it a place where there are no
guarantees that the blood stock is safe and the
hygienitc standards in the medical settings are
insufficiently observed

The underlying reasoning to study buman
behaviour while travelling in the context of
AIDS/HIV seems to be that there are indications
that (certain) people who are "away from home™ to
a certain degree engage in forms of behaviour that
pose a risk of HIV transmission (cf. Feachem &
Phillips-Howard 1988, Conway, Gillies & Slack
1990, Eltis 1990). Valuable information hag already
been obtained by studies in the field of STDs and
travel (De Schoyver & Meheus 1989, Maardh &
Kallings 1990). Since the transmission routes of
HIV and some STDs largely overlap, there seems
to be a stromg argument to explore the ineraction
between travel and human bebaviour further in the
context of AIDS/HIV.

There are, indeed, several indicators that confirm
the assumption that people who travel do not
always stick to the above mentioned mles. There is
gtrong evidence that peopie who go abroad behave
differently when compared with everyday life at
home. Some feel released to be away from routine
stress and work. The experience of being abroad
may provoke a sense of freedom and adventure,
and increase the willingness to experiment and to
take certain risks. Thege often unconscious
determinants of individual behaviour may become
reinforced by external factors. The different climate
of the host country together with the digtinct




lifestyle of the local population, the prevailing
babits and customs, tbe wuolmown food and
{excessive alcoholic) drinks, etc. all compel the
individual traveller to adapt bhisfer usual
behaviour. One can easily imagine or knows from
own experence that all these factors may induce
the individual to engage in npew gexual
relationships or to experiment with drugs, when
available. The sensation of freedom and liberty
may make a traveller decide, rationally or not, to
ignore the safer sex rules as well as the rules for
secure drug using techniques (Cossar & Reid 1989,
Conway, Gillies & Slack 1990)).

Sex and drugs tourism

In this compection it is worth noting that for a
number of people, travel has always been
associated with sex. At present times there are
even forms of travel specially peared at casual sex,
This category of travel is generally known as "sex
tourism” and will be reviewed wnder "Travel and
sexnal behaviour" (3.2.1),

It ig rather unclear to what extent there is such a
phenomenon  as "drugs toudsm”. There is some
evidence that some people are travelling to places
where drugs are more easily available, cheaper or
of a higher quality thap at home (Grapendaal &
Aldala 1991). Others may leave the country of
residence becanse of police repression, high prices,
etc. Korf speaks about "pull and push factors”
(Korf 1986, Korf 1987). Though lLittile studied, first
indicadons show that a considerable pumber are
travelling primarily or solely for drugs reazons. In
the context of AIDS/HIV it is important to
distingnish between the type of drugs people are
afier, and particularly its effect on  human
behaviour (wanquillizer, stimulant, etc.), and the
way the drugs can be taken (oral, inhalant,
intravenons, intramuscular, etc.). It is obvious that
not all dregs iocrease the chance of HIV
transmission and in this context these are of Jess
interest.

Other factors influencing the chance of
HIV exposure

There are some additiopal factors which have an -

impact on the chance of a baveller contracting or
spreading HIV while abroad.

First of all, the traveller may like to engage in
sexual relations in a country where condoms are
hardly available or unreliable. In case the traveller
did not bring sufficient good quality condoms with
him/er -assuming these are available in the
country of restdence- the traveller has to choose
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either not to engage in risky sexual techniques, or
to run the risk of contracting HIV from or passing
HIV to the sexual partner.

Secondly, 2 traveller may go to a country where the
blood stock is mot systematically screened for HIV
antibodies. There are equal rnisks in case the
hygienic standards are ingsufficiently observed in the
medical settings. In these countries, undergoing a
medical treatment may pose an additional risk to
the health and well-being of the traveller
concemed. Though a traveller may take certain
precautionary measures, such as taking along a
travel kit while travelling, or by asking for
repatriation  in case of certain invasive medical
interventions, particularly in case of an emergency
situation there is little time to waste and action
peeds to be taken immediately, with the patient
ofien unconscious.

Thirdly, a large number of highly individual factors
inflience the actual probability of exposure to
HIV. These include the sexual and drug using
techniques displayed, the number of casual sexval
encounters and "shots", co-factors, such as the
presence of genital ulcers and sores or STDs,
loneliness, alcohol wvse etc,

Transmission rountes related to travel
Thus speaking about forms of (avoidable} risky
behaviour people may engage in when travelling

abroad, the following categories can be
distinguished:
1) unprotected  sexual encounters, to be

subdivided in casual sex comtacts with
fellow tmvellers (from the same and from
different countries) and sexual encounters
with persons from the host coontry;

2) practices of needle sharing, and

3) undergoing a blood wansfusion or any
other form of sub-gtandard (invasive)
medical treatment in a foreign country.

The third category also covers the activities a
{para)medical  professional  performs  while
travelling abroad ‘withouwt complying to the
standard hygienic rules. Due to the professional
code of conduct (Hippocratic Oath) a doctor may
be compelled to provide medical assistance even
when a number of bagsic facilides are not available,

When making an inventory of (specific) AIDS/HIY
prevention strategies towards travellers, these three
catepories need to be carefully distinguished and
seen jn proportion. Ip the pext paragraph an




assessment of the need of prevention strategies will
be made following the above identified categories.

3.2 Assessing the need for specific

AIDS/HIV prevention strategies
towards travellers

At this stage the answer to the question if, and if
30, what specific AIDS/HIV information and
education activities are peeded for travellers can
only be answered on the basis of current know-
ledge about the patterns of sexual and dnig using
behaviour of people travelling, as well as the
probability that they will need medical assistance.
AIDS/HIV preveotion strategies shounld primarily
aim at enabling and empowering people to avoid
tigky forms of sexual and drug injection techniques
through which HIV c¢an spread. As conceming the
nsk of HIV infection through a blood transfusion
or a medical treaiment, it is believed that measures
aimed at increasing the travellers’ knowledge about
the local health system in the host country and
providing information about what to do in case of
a health hazard or a medical intervention are most
appropriate, but bear the risk that they may
provoke inappropriate fear and anxiety amongst
the travellers.

Epidemiology

For those who consider that epidemioclogical data
should be the basis for policy making, a few
comments can be made on the impact of travel on
AIDSHIV. As mentioned in chapter two, amongst
the initial AIDS and KOV cases in Europe an
absolute majority of the people found to be HIV
infected had a history of intemnational travel
(L'Age-Stehr, Runze, Koch 1983, Rezza, Ippolito,
Marasca, Creco 1984, Gerstoft et al. 1985, Tauris
& Trunk Black 1987, Vittecoq et al. 1987, Bonneux
et al. 1987). It seems, however, that with the
‘incidence of HIV infection attention shifted from
the place of infection towards the tmwmgmission
oute. It is mainly the cooptries with few cases of
AIDS and HIV infection that continue to report
the percentage of people who contracted HIV
whilst abroad, such as Bulgania where 42% of the
AIDS cases are international seafarers
{Kabakchieva 1991). Also in couptries with a
relatively high AIDS/HIV prevalence the number
of (known) AIDS cases where HIV wag contracted
abroad can be considerable, such as in the UK
being 5% or Finland even 50% (Gillies 1991,
Tarminnen 1991)). As was noted above, this does
not automatically mean that HIV was passed by an
inhabitamt of the host country, but can as well be
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contracted as a resolt of intimate contacts with
fellow travellers, including travellers of the same
nationality (Maardh 1991).

Toe Paris based WHO-EC Collaborating Centre
on AIDS? in charge of the collecting and
processing of epidemiological data in Europe, does
ot agk countries to indicate the place of infection.
Moreover, as a result of the very long incubation
period of HIV, it is extremely difficult to indicate
precisely where people got infected (Maardh 1991).

As statistics op travel are mainly collected for
economic feasons, it is not always possible to
deduce patterns about bhuman behavigur from
these. In order to design an accurate AIDS policy
in the area of travel, it would be extremely useful
to have the disposal of data describing sexual and
drug using habits of people while being away from
home (notz: for many countries this information is
not available with regard 1o permanent residents
gither) as well as number of hospitalizations,
accidents, etc. On the other hand, the current data
give a clear picture as conceming the number of
people travelling, their destiations, their means of
transport, the seasons they travel and the period
they remain abroad, eic.

The reader is wamed that the partial lack of
information did hinder a precise and balanced
assessment of the need for specific AIDS/HIV
prevention strategies towards travellers.

3.2.1 Travel and sexual behaviour

The sexual behaviour of a traveller significantly
seems to depend on the context wherein someone
travels, as well as if 2 traveller is accompanied by
the partner or npot According to epidemiological,
social and behavioural studies on travellers, the
following groups with different pattems of (risky)
sexual behaviour can be distinguished.

3.2.1.a Leisure travellers

In general, leisure travellers may display forms of
bebaviour that are notably different from at home.
The self-imposed constraints, generally reinforced
by social control mechanisms, are wsually less
strictly adhered to in comparison with the situation
in the country of residence. To what extent this
may result in casual sexval comtacts whilst being
abroad mainly seem to depend on the traveller's
company and the notion the traveller holds about
"vacation”, Though there is a significant group of
"sex tourists”, there ic probably a far more
numerous  group  of wavellers that  considers




socializing and going out with new peeple an
important part of “holiday fon". It is not unlikely
that in several cases thiy may result in sexual
encounters.

The group of leisure tmivellers that seems to be
least likely to plunge into sexual adventures am
people travelling with a steady partoer, as well as
people under or beyond the age of sexual activity.
All other travellers can be said to bave, in terms of
percentage, a greater probability to esgage in
casual sexual relations whilst travelling (Gillies
1991). Moreover, it is to be expected that
independent travellers have a wider scope of
possible sexual partners, including people from the
host country and fellow travellers, while package
tour travellers are more likely to establish sexual
relations with someone in the group, usually
someone of the same pationality.

Letsure travel and sexval activity

In some studies an inventory was made of the
sexual activity of travellers whilst abroad. In a
survey on the sexual behaviour of 978 UK
travellers Conway, Gillies and Slack found that
males and young travelles were more likely to
form a relationship and have sexuval intercourse
while abroad than others. Of the surveyed group,
cnly travellers without a parimer formed a new
relationship while abroad. In the group of men
aged 16-15 travelling without a partoer, 41%
reported an affectiomate relationship, aod 26%
reporing  sexual intercourse (Conway, Gillies &
Slack 1990}, Stricker, Steffen, Horonng, Gutzwiller,
Eichmann and Witassek found that 3.6% of a
randomized sample of travellers going to Kenya for
less than a month bhad sexual contacts (Stricker,
Steffen, Homug, Gutzwiller, FEichmann and
Witagsek 1990). Steffen and Hornung hold that 4%
of all Swiss tourists to countries in Africa have
casual sexual contacts in the country of destination.
This percentage is assumed to be higber for Swiss
nationals travelling to Asia and latin America
{Steffen & Hornung 1990). In both these studies,
the men travelling without a steady partoer are far
more likely to engage in sexual relations than
those accompanied by a partner (Conway, Gillies
& Slack 1990, Stricker, Steffen, Homung, Gut-
zwiller, Eichmann and Witassek 1990),

Far less is known about the sexual patterns of
women whilst travelling abroad In geoeral it has
to be noticed that both for traditional, economic
and security reagsons, considerably less women are
travelling, let alone by themselves. Nevertheless,
there seems to be no reason to believe that women
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are sexually inactive whilst away from home. In this
respect the "safer sex” slogan may provoke some
confusion. For mamy women safer sex is
aatomatically associated with avoiding a pregnancy
and not AIDS/HIV or other STDs, More research
would be needed to provide more details about the
sexual behaviour of female travellers and their
reception of health advice.

Youth tourism

A group that seems to be extremely sexually active
whilst travelling abroad are adolescents and people
in their early rwenties. A survey conducted by
Womm and Lillelund amongst 1,229 guests of a
Copephagen youth hostel demonstrated that 13%
of men and 9% of women had sexual contacts
during their stay in Copenhagen. Of the male
young tourists who had female sexual pantners 39%
reported always to have used a condom. Of those
male young tourists who had male sexual partoers
33% reported using condoms. Of the women 19%
reported that their male partners always used a
coopdom (Worm & Litlelund 1989).° In another
study, Maardh and Kallings found that of the 19to
21 year heterosexually active Swedish male
travellers, more or less one third had casual
contacts with fellow Swedish travelling females,
one third with female tourists from another
country and another third with girls living in the
host country (Maardh & Kallings 1990).*

When analyzing youth tourism, Marziale noticed
that youth by nature is curious, somehow carefree
and ofien having a strong incentive to experiment,
without a proper risk asgessmemt (Marziale 1990).
This may have important implications for the
sexual habits of young tourists. The fact that young
tourists almost per definition have a small amount
of money to spend probably determines the
priority they give to purchasing condoms, the most
effective means known to prevent the transmission
of HIV when having penetrative sexual comtacts.

Sex tourism

The last category of leisure travellers that will be
locked upon are the so-called sex toursts. Sex
tourists in the context of this report are defined ay
people travelling abroad with the primary intention
of having sexual encounters, mostly in exchange for
money or other goods, It is important to note that
already in 1937 the Committee of Ministers of the
Council of Europe identified the group of sex
tourists as a special target group for AIDS/HIV
prevention activities.” '




From the few studies condocted op this
phenomenon during the Jast years it is known that
the "favorite gex degtinations” for Europeans are
Thailand, the Philippines, Indonesia, South Korea,
Goa/India, Kenya, Ghana, the Dominican Republic
and Brazil (Maurer 1990, Inquity Commission of
the Parliament of the Federal Republic of
Gemany 1990, Rosendahl 1990, Maurer 1991). Per
country there are slight differences regarding the
gender and sexual orientation of the incoming
European tourists. Female heterosexual sex
tourists, by some considered to embrace 10% of all
sex tourists (Inquiry Commission of the Parliament
of the Federal Republic of Germany 1990), have a
slight preference for Kenya and Haiti. Men looking
for sexual contacts with men cap predominantly be
found in Thailand, the Philippines, Sri Lanka and
some of the Caribbean and Latin American
counties (Mavrer 1990, Ioquiry Commigsion of
the Federal Republic of Germany 1990, Sommer
1990),

The proportions of sex tourism, particularly in
non-industrialized countries, can best be illustrated
by the following figures. In 1988 both in Thailand
and South Korea, there were considered to be
more than one million sex workers (Inquiry
Commission of the Parliament of the Federal
Republic of Germmany 1990). In Thailand, the
number one destination of sex tourists, 80% of all
incoming male travellers come with the purpose of
baving sexual contacts, In total, 70% of the overall
travellers are male, thus 54% of the travellers
influx can be classified as sex tourists (Maurer
1990, Inquiry Commission of the Parliament of the
Federal Republic of Gemany 1990).

Degpite these high mmbers, only very few of these
travellers will consider themnselves as "sex tourists”.
Sex tourism remaing a relatively sensitive topic lo
speak about. This has to be borne in mind when
plapning to develop certain preveotion  and
outreach programmes.

Leisure travel and HIV incidence

It is particularly in the countries frequented by sex
tourists where HIV prevalence is rising sharply.
Though HIV prevalence was already known to be
high amongst Nairobi prostitutes (Kreis et al
1086), recent figures from Thailand show an
alarming HIV incidence amongst Thai sex workers,
both male and female (Ungchusak et al. 1990,
Vithayasai & Vithayasai 1990, Traisupa, et al
1990, Anderson 199, Sittitrai, Brown & Virulrak
19913, In December 1990 it was reported that one
out of every six Bangkok female sex workers was
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assomed to be HIV infected. In Northern Thailand
even 50 percemt of the femnale sex workers was
anticipated to bave contracted HIV.®

Despite these alarming figures, a Swiss survey
amongst assumed sex tourists travelling 10 non-
industrislized countries leamned that only 33.9% of
all those who had sexuval contacts always used a
condom (Stricker, Steffen, Horung, Gutzwiller,
Eichmann and Witassek et al. 1990). According to
another Swiss study, many of the European s2x
tourists do stick to the safer sex rules when having
a caspal sexual epcoumter in the country of
residence, but they throw these principles
immediately overboard as soon as they are abroad
{(Maurer 1990). A recent television programme
showed that British tourists travelling to Bangkok
showed no concern ahout AIDS/HIV.)

Another frequently reported phenomenon amongst
sex tourists in order “to avoid contracting AIDS" is
the trend to choose very young sexual partners,
often stilf teenagers or literally children. As these
are still copsidered to be "unspoiled” the risk of
becoming HIV infected is thought to be non
existent or at least lower (Pltiss & Gutmann 1990).

Conclusions
Cumrent studies all indicate that casual sexual
coptacts are quite common among leisure

travellers not being accompanied by the partner,
This is most clear in the case of sex tourism.

A considerable percentage of leisure travellers do
not use a condom when engaging in a casual sexual
relationship.

It is unclear to what extent the feeling of
"vacation" bas an impact on condom use,

The sexual behaviour of sex tourists and the
reported ifrregular use of condoms causes great
concermn, particularly now that HIV prevalence is
steeply increasing in the countries frequented by
sex tourists. Nevertbeless when dealing with sex
tourists ope needs to exercise great prudence, since
only very few of these travellers will indeed call
themselves sex toursts, while for the absolute
majority this remains somehow a tabu issue.

3.2.1.b Business travellers

When studying the sexual behaviour of business
travellers whilst abroad, there are several groups
that may be focussed upon. From previous
epidemiological and socio-behavioural studies,
boginess tavellers were frequently found to have




bad sexual intercourse with cagual panners. Both
amongst business travellers and their sexual
partiiers, npumerous STDs have been detected,
which presumes that risky sexual practices am not
UnCoOmMmon.

Little research

Studies primarily dealing with AIDS/HIV and
business travellers are relatively scarce. No studies
were found in which a comparison was made
between the patterns of sexual behaviour of
business travellers at different periods of time,
notably before and after AIDS/HIV  became
known. The latter could be used to measure the
impact of AIDS/HIV prevention campalgns on
individual behaviour.

The cogoidve studies on  knowledge about
AIDS/HIV showed rather disappointing results
{(Bada 1990, Van Damme 9%, Carlin 1990,
Mohamed Ali, Bwayo, et al. 1990). It is assumed
that a major reason for this is the fact that health
mesgages insufficiently reach business travellers as
they are regularly away. An additional factor may
be that for unknown reasons travellers disregard
certain health recommendations whilst away.

More on an individual level, psychological reasons
such a5 loneliness and even boredom may be co-
factors in changed sexual practices.

Though so far there has oot been amy research into
the patterns  of sexval behaviour of business
people, there is overwhelming anecdotal evidence
that casual sexual encounters, often with [ocal sex
workers, are much in evidence. Tn this respect,
business travellers have probably much in common
with independent and unaccompanied leisure
travellers,

Some groups that are believed to be particularly in
need of AIDS/HIV inforrmatdon are seafarers and
international tmck dovers (Bada 1990, Van
Damme 1990, Carlin 1990, Mohamed Ali, Bwayo,
et al. 1990). The regular bealth information and
education programmes have tumed out to reach
these groups insufficiently. Efforts should be made
to promote an accorate and tustworthy personal
risk assessment with regard 10 AIDS/HIV, while
minimizing inappropriate fear and anxiety.”

International sex workers

A last category that deserves special attention is
the group of "internationally working sex workers".
This term refers to all those individuals who come
1o a couttry oft a toutist visa or even illegally w0
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work in the sex industry for a limited period of
time. While this embraces a diverse group of
individuals, both from European as well as from
non-European  countries, these persons have ip
common that they mainly perform their work for
economic reasons. Thus, in general, their
negotiating skills will be weak since the incentive
to make money is great® Moreover, language
barriers may pose another bamier to discuss safe
sexual techniques. This group is hardly organized
and iy often living on the margin of the European
societies.

The share of non-nationals in the composition of
the sex workers population in most countries is
congsiderable. In the Netherlands, for ezample, 40-
60% of the female sex workers in big cities are
woinen of foreign origin (Biersteker 1991). The
living and work conditions of these women are
often sub-standard, and the fact that they often
reside illegally in the country implies that there is
no or lile contact with bealth and social
organizations. In additdon this makes these persons
particularly vulnerable to varous forms of
exploitation (Biersteker 1991).

S0 far most attention was focussed on women from
the nom-industrialized  countties. They were
sometimes lured to come to Europe with a
prospect of marriage. For obvious reasons thig
phenomenon became often compared with trade io
women, These womer, though also men can be the
subject, often were forced to work in the sex
industry afier their arrival in Europe. After three
months of work in one countty, the expiration of
the tourist visa or their illegal status makes that
they have 1o continue their work in apother
country. A network of pimps seems to fulfil an im-
portant co-ordinative role behind the screens. It is
not  uncommon  that these women and mep
perform their job without insisting on the use of
condoms (e.z. Eonotey-Ahuln  1990), This may
have cultural reasons, but it is also believed that
some customers prefer to go to these so-called
internationally working sex workers, as they know
that they can imsist op pbot using a condom by
paying a bit more. This to the chagrin of the
otganized sex workers who advocate safer sex prac-
tices and uniform prices for equal services.

Up untl now less attention was paid to the male
sex workers. These men are often hardly vigible,
marginalized and believed to live in great social
isolation. AIDS/HIV information -is unlikely to
reach them. Despite concern about reported unsafe
sex practices, almost nowhere in Europe do health




authotities or voluntary-based groups seem to have
succeeded to build up a relationship of confidence
with the men."” The newspaper "The European”
reponted that none of the 1,500 Brazilian transves-
tites working in Milan, Ialy in the sex industry,
sttended a conference of the Italian Trans-Sexual
Movement with AIDS being one of the central to-
pics."

The fact that from tme to time internationally
working sex workers change the country where they
perform  their job makes that AIDS/HIV
prevention  activities intended to reach the
members of this group should have a cross-
boundary approach. A message only transferred in
a limited pumber of countries is less likely to
influence knowledge and behaviour of the sex
workers than a uniform policy followed by all
countries (Biersteker 1991). Such efforts would be
facilitated if the messages could be passed within
an (informal} network of the internationally
working sex wotkers themselves. Since this is not
yet the case Biersteker, who works with
internationally  working sex workers in  the
Netherlands, recommended that an appropriate
structure  to develop such a structure should be
established in close collaboration with organizati-
ons already working with intermationally working
sex workers (Biersteker 1991).

At the same time, 1t has to be repeated, that
AIDS/HIV prevention policies as well as health
promotion in general can only be successful as
long a5 these also endeavour to influence the
customers of sex workers and encourage them to
sustain tisky sexual practices. Other important
intermediaries for health education are the pimps,
the management of parlours, etc.'?

The East-West connection

There seems to arise a new group of
internationally working sex workers, composed of
men and women coming from the Central and
Easten European countries. Though there is still
very little known about this group, there is strong
evidence that both men and women travel 1o
Western European countries to eafi Some money
by offering paid sexual services. Large numbers of
Polish, Soviet and Bulgarian women are travelling
to Greece to offer sexual services to domestic men
as well as foreign tourists (Kabakchieva 1991). At
the Amsterdam, Berlin, Hamburg and Vienna
railway stations, male sex workers complain about
the increased competition and drop in prices since
young men from (Easgt) Gemany, Poland and
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Czechoslovakia have discovered these

(Hendriks & Krickler 1991).

places

Though there have been some proposal 10 study
this phenomebon, notably to generate information
about sexual behaviour, this has not started yet
[Maschewsky, Hamburg]. Agatn, risky sexual practi-
ces do not seem 1o be exceptional. Westem
customers have been reported to reason that they
do not peed to use a condom with a Central or
Eastern Buropean, "as there is no AIDS" in the
countries these sexual partners come from
{(Hendriks & Krickler 1991).

Conclusions
On the basis of the limited scientific data available,
a number of preliminary conclusions can be drawn.

I} Knowledge about AIDS/HIV amongst
such groups as seafarers and truck drivers
has turned out to be alatmingly low, while

there are strong indications  that
(frequent) risky sexval contacts do take
place.

2} About the sexual behaviour of buginess
people no scientific data were identfied,
though considerzd to be of utmost import-
ance.

3 Though there may be an interrelationship
between the person's integration in the
country of residence and the consequent
knowledge about AIDS/HIV, more
knowledge does not as a matter of course
lead to less risky sexual behaviour whilst
abroad.

4) The weak legal and social position of
internationally  working sex  workers
facilitates high risk practices to occur. This
tendency becomes reinforced by the
attitnde and behaviour of their cusiomers,
Both amongst the sex workers and the
customers there iz often an ibaccurate
personal risk assessment with regard to
ATDS/HIV, while negotiational skills are
usually weak.

5) An AIDS/HIV prevention policy targeted
towards ioternationally  working  sex
workers showld have a cross-boundary
approach, preferably enjoying the full
participation of the sex workers themsel-
ves. An appropmate  structure to develop
such a structure should be established in




close collaboration with organizations
already working with intemnationally
working sex workers.

6) At the same time, appropriate measures
peed 1o be taken to reach the customers
of interpationally working sex workers
with AIDS/HIV prevention messages, as
well a5 the pimps and the management of
parlours,

3.2.2 Travel and drug use”

Although there will be a group of people that first
starts to experiment with drugs or exclugively vses
drugs while abroad, thiz is considered of litile
relevance in the context of preventing the further
spread of HIV. Auention is regtricted to thoge
drug using techniques whereby HIV might spread
or make that people are less alert to conform to
the safer sex or dmug uwse roles. It is konown, for
example, that certain dmgs, including alcohol, have
an impact on previously held sexual inhibitions.

Prugs tourism

As noted above, there is still limited knowledge asg
to what extent there exists such a phenomenon as
"drugs tourism”. Some bigger Enropean cities, like
Amsterdamn,  Berlin, Copenhagen, Frankfurt,

Hamburg, London, Paris and Zurich, are reported

1o attract considerable numbers of non-nationals

who primarily or exclusively come to obtain drugs.
These cilies guaramiee a certain anonymity and are
characterized by intermational traffic. Apart from
the short term dtug tourism there is a category of
drug users that stays abroad for a mediym or
longer term period,

Drugs tourism also affects smaller cides all over
Europe. The Dutch border cities of Enschede,
Arnhem, Nijmegen, Venlo, Heerlen, Maastricht
and even Rotterdam report quite extensive cross-
boundary trffic of drug users coming from
neighbouring countries to buy drugs. A recent
study leammt that 1o Amhem (+100,000 inh.) alone
a group of 500-800 Germans came on an average
eight times a year to buy drugs. So far this

phenomenon  has mainly been stodied to obtain -

more knowledge about the social backpround of
these people, the reasons why they consume drugs
and the most important pull and push factors to
travel (Grpendaal & Aidala 1991). Littde is known
about the impact on the spread of AIDS/HIV.

It is obvious that there are significant risks as
concernang  possible exposure to and spread of
HIV. The experience of Amsterdam, with known
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large number of German and Italian self-injecting
drug users yearly visiting the Dutch capital (Korf
1986, Korf 1987), learn that the drug tourists are
bardly informed about the risks of certain drug
using techniques. Important data on the health
status and knowledge about safer drug wusing
techniques is collected by the Amsterdam
Municipal Health Service (GG&GD) that runs
special consulting hours to assist foreign drug
users.

Since 1988, these consulting hours form part of the
special project started within the drugs department
of the Municipal Health Service under the name
"temporary visitors and prostitutes project” ("Pas-
santert en Prostituté(e)s  Project”, PPF). This
project aims at providing temporary visitors as well
as male and female prostitites who use drugs the
necessary socio-medical support. A majority of the
clients is of forign orgin, with a considerable
percentage found to be HIV infected. The latter
holds both tree for the Duich and the non-Dutch
clhients (van Amhem 1990).

There is great coticern about the reported group of
injecting drug users that after a pegative HIV
antibodies test continues to engage in high nsk
behaviour, The meed for good counselling
techniques seems to be obvious.

Despite the fact that the Netberlands Institute for
Alcobol and Drugs (MIAD) together with the
Amsterdam Working Party on Drugs have decided
to produce posters and leaflets about safe drug
using techniques in vadous foreign languages,
including English, German, French and Italian, the
drug tourists primarily come to obtain drugs. It has
to be taken into account that they often come from
coutitries where they are marginalized as a group,
prosecuted by the police authorities, and hardly
targeted with AIDS/HIV related information, Such
factors to a larpe extent may determine their
willingness to leamn from (semi-)official authorities
ag well ag from NGOs about safer drup wusing
techniques. Moreover, when drug users come t0 a
foreigm city they cannot be expected to kiow where
to change used needles for new ones. With
"dealers” located all around the city, there is often
o cental place where AIDS/HIV information,
clean needles and sterile syringes can be provided,

London also mports a potable increase of drug
users  onginating from Italy and Ireland. A
substantial proportion  of these people are HIV
infected. Following a study day organized by the
UK service orgamization for drug users SCODA




(Standing Conference On Drug Abuse), an Anglo-
Italian drugs and HIV network was established in
London (Lipsedge & Tumer 1990). In close
collaboration with the same orgamization, Irish
HIV iofected drug users founded the group
"Positively Irish".™

While Frankfurt mainly attracts drug users from
other German "Bundeslioder” and only few non-
nationals, the Swiss city of Zurich reports that
more than 10% of the drug nsers come from South
Gemany, Italy and Austria. In the period 1988-90,
the total number of non-nationals was 17.7%, with
another 18.7% of the dmg usem coming from

other "Cantons"."?

Increasing mobility?

The process of drug wsers going abroad and
travelling around will probably omly increase in
view of "Burope 1992". Intra-EC drugs tourism will
be facilitated by the fact that the intenal border
checks will be resolved, which so far often impede
drug users to leave their country because of unpaid
penalties, ete. Moreover, despite efforts by the EC
to enhance enotrance to the community territory to
"third pationals" known or assumed to be a drug
user,’ there are already first reports of citizens
from Central and Eastern FEuropean countries
coming to such cities as Berlin, Amsterdam, etc. in
order to obtain drugs (Hendriks & Krickler 1991).
Poland i3 already a country with a significamt
number of drug users, with 70 percent of the seif-
injecting drug users expected to be HIV infected
(Hendriks 1991b).”

The knowledge amongst Central and Eastemn
European  citizens about safer dmg using
techniques is virtvally nil. Thus there is an urgent
need to respond to the threat of unsafe drug nsing
techniques in the context of travelling abroad from
‘an integral European perspective.

Drugs and prostitution

Last but oot least, there is strong evidence that
there is an interrelationship between drug ase and
prostitution, particularly among short term vigitors
in a host country (De Schryver & Meheus 1989). A
significant number of drug users is meported to
offer sexual services in exchaonge for drugs, or
money to buy drugs.' Unsafe sexual practices,
often upon the request of the customer, are not
uncommon {Plapt 1990).

Conclusions
The group of drug users who travels aronnd in
Europe is assumed to be considerable. Drug
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tourists both visit the bigger, more anonymous
European capitals as well as the gmaller border
cities.

Drug tourists come from very different countries
with diverse policies towards drug use and
AIDS/HIV prevention. The knowledge about safer
drug using techniques and the willingness to
comact (semi-jofficial bealth services may vary in
proportion.

Litde systematic research- has been conducted into
the interrelationship between drugs tourism and
unsafe drug wsing techoiques. According o key
persons, there is a high proportion of drug tourists
who continue to engage in tisky forms of drug
using techniques.

There are even less reliable data about drugs
tourism and sexual behaviour whilst abroad. There
is some evidence that there is an interrelationship
between drugs tourism and prostitution,

In view of 1992 and the lifting of travel restrictions
between East and West, it is assumed that drugs
tourism will become a more pan-European
phenomenon. This will centainly have its impact on
the spread of HIV as long as no appropriate  health
interventions are undertaken in those countries
drug tourists originate from as well as in the
countries they travel to.

3.2.3 Travel and medical treatment

The major reason why this section 15 included in
this report is that there is generally large concem
amongst travellers that they may contract HIV
abroad by undergoing a form of medical treatment,

There is indeed a possibility that this may happen
in case a form of (invagive) medical treatment does
take place in a country where the medical services
do npot meet the intermatonally prescribed
standards. According to WHO and Council of
Europe guidelines, the blood stock of each country
sbould be screeped for HIV antibodies, while
sterile equipraent shonld be used for all forms of
invasive medical treatment. Many countries, mainly
the countries with limited resources, cannot afford
to comply with these expensive requirements.

Besides these, there are some countries that for
other reasons cannot guarantee that medical
treatment does not iovolve a risk  of HIV
infaction.

Travel as such does not affect the chance for
hospitalization. There are, however, situations
where hospitalization can be foreseen, independent




of uavel. At the same time, some travellers do
indeed merease -intentionally or not- the chance
that they may need to undergo medical teatment
by taking imespongible high risks.

Travelling to a country with sub-standard
medical services

Particularly if one travels to a countty with sub-
standard medical services precautionary measures
can ofien be taken. Those who foresee that
medical treatment will be peeded can take
medicaments (possibly including blood) with them,
decide to stay at home or fly back to the country
of residence by the time treatment becomes in
prospect (e.g. in case of pregnancy). It is generally
recommended that one consults the geperal
physician if not one's specialist before departure.
In general, it iz recommended that opne also visits
the dentist in the country of residence before
travelling to a country with sub-standard medical
gervices, Pregnant women after their third month
of pregnancy may be advised to stay in the conntry
of residence (Cobelens 1991).

One should, however, realize that certain health
risks can easily be avoided. This holds particularly
true for road accidents, notably in the pop-
industriatized world. The advice may be given not
to travel by car after sunset (Cobelens 1991).

On the other hand, in case of a serions accident
hospitalizadon in general is often unavoidable.

Though there are no statistics on people becoming
hospitalized whilst abroad, it is believed that the
health risks people take by engaging in unsafe
forms of sexual behaviour is many times higher
than the chance that they will be exposed to HIV
as a result of hospitalization (Cobelens 1991). It
sounds self-evident that health advice given to
travellers should be proportiomate and s0 not
create unnecessary feelings of anxiety when
unfounded.

The East-West connection

A pew feature, related to medical treatmemt -

though fundamentally different, is the reported
flow of people from Central and Eastern European
countries coming to Northem and Western
European countries to sell blood. Despite the
lower prevalence of HIV in Central and Eastern
Europe, the need for careful screening remains the
same. Concern shout this process and the
safeguards for adequate screening were expressed
by the Dutch Hemophilia Society.'®

27

On the other hand, the reports about HIV
epidemics in medical settings in certain Central
and Fastern European countries (Hendriks 1991b)
besides creating great concem about the health
care situation may probably also have an impact on
the tourist flows to these countries. While for
public health and humanitarian reasons systematic
screening ig extremely important, tourism might be
an appropriate  source to bring the necessary
revenues.

Conclusions

The impact of medical treatment on the spread of
HIV seems to be relatively low. This particulasly
bolds troe if compared with the reported high
prevalence of travellers continuing to epgage in
risky forms of sexual behaviour and drug wsing
techniques.

In the majority of the Europesan countries,
prescribed medical standards are strictly adhered
to. In countries where these standards cannot
always be obgerved, notably in the countres with
limited resources, it is highly important to remain
alert. This certainly should be the case whenever
one can foresee that medical treatmemt during the
stay abroad will be pecessary. For this reason,
special bealth advice for pregnant women travelling
to countries with sub-standard medical services
seem to be an appropriate means {0 prevent the
contraction of avoidable health bazards. People
travelling to such countries should also be advised
to visit a dentist in the country of residence before
departure. Moreover, travellers should seek to
avoid injections, particularly in case the diug can
also be taken omlly. In general, travellers should
be encouraged to inform themselves before going
abroad.

There are various reasons why special attention
needs to be paid to the East-West dimension, also
in the case of medical treatment. It is known, for
example, that people from Central and Eastern
Europe sell their blood in Northern, Western and
Sowthern European countries. On the other hand,
media reports about HIV epidemics in the Central
and Eastern European health care settings may
cause disproportionate feelings of anxiety amongst
(prospective) tourists, which may imply that they
change their travel plans resulting in urgendy
peeded bard currency pot being invested in the
Central and Eastern European economies.




3.3  Assessing ongoing and scheduled

AIDS/HIV information and
education activities for travellers

Although sexual behaviour is considered the most
important  determinant a3 concerning the current
and future dypamics of the AIDS pandemic,
potably the HIV incidence, adequate bealth
promotion  activities are seriously hiodered by a
lack of qualitative and quantitative data about
patterns of human sexwal behaviour, particularly of
mobile persons. The same can be said about drug
use and drug using techniques, and the
interrelationship  between drug use and travel,

The impact of East-West travel (apd vice versa) is
a new growing pbenomenon that seems to have
vanous imphcations for the success of the current
efforis to fight against ATDS/HIV in Eorope. It is
thought that there are both potential possibilities
for the spread of HIV through risky sexual
techniques travellers may engage in as well as
through risky drug using techniques. In general,
knowledge about unsafe sexval behaviour as well
as risky drug using techniques amongst Central ard
Eastemn European citizens is considered to be
insufficiet. For a long time these countries were
indeed a low prevalence region, with -at l[east
assumed- limited possibilities for its citizens to be
exposed to HIV. This has since 1989 radically
changed. At the same time it is reported that
citizens from the Northern, Westem and Southem
European  countries  “refrain” from Jow risk
behaviour while in Central or Eagtem European
countries it is "becawse there is nmo AIDS in that
part of Europe" (Hendriks & Krickler 1991).

In the current simiation, various efforts have
already been made to provide travellers with
AIDSHIV information before and during their
trip. Before travelling, the health avthorities of the
country of regidence can play an important role.
Experience so far is that this is considerably less
while the travellers are already on their way or
arrive at the place of destination. Sometimes this
task is taken over by the bealth authorities in the
host coumry. As an esample of the latter,
reference can be made 10 the multi-lingnal leaflets
that are available to incoming travellers at attports
(see Annex IV). Maardh and Kallings noted in this
respect that these leaflets are geperally not very
actively promoted (Maardh & Kallings 1990).
From my own experience | know that these leaflets
are sometimes displayed tear the immigration
officials. It is not only that taking such a folder for
some people is already embarrassing, but in sight
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of these officials, known sometimes to deny
entrance 10 people congidered to be a "threat of
public bealth®, is not very encouraging.

Specific outreach activities by national bealth
authotities towards their own citizens while abroad
have not been reported so far. Since many
travellers do wamt to remain in contact with the
country of residence they may be reached by
advertisements i national newspapers that are also
for sale abroad, broadcasting programmes on the
radio stations that can be received abroad, etc.

Holiday campaigns

The so-called ATDS/HIV “holiday campaigns” and
their impact on the eventual behaviour of
holidaymakers have not been systematically
evaluated so far. Though cognitive factors ¢an be
measured, it is uncertain to what extent the
warranted bebaviour &5 actually displayed (or,
refraimed from), MNevertheless, some aspects are
rather  poteworthy  about  these  AIDS/HIV
campaigns primarily focussed on leisure travellers.

First, holiday campaigns seem to concentrate
around the Furopean summer period, being from
May vntil September. While this is indeed the top
penod for most of the people to go on vacation,
holidaymakers travelling 1o the tropics, as well as
young and single people are less restricted to this
season. According to the contacted travel agencies,
these people often even have a clear preference to
travel during other parts of the year. It was ofien
heard that additional advantages are that the other
seasops are less crowded and that both travel and
accommodation are cheaper. In addition, the
winter season seems to be almost as popular for
going on vacation, particulatly amongst those who
want to engage in (cross-country) skiing.

Secondly, even when there is a kind of follow-up
AIDS/HIV information campaign in the country of
destination it may easily confuse the traveller. A
simple comparison of the materials produced in
some different countries shows that what is called
"safe(r)” in one country is considered “unsafe” in
another (Hendriks 1991a).

Thirdly, business people travel all during the year,
with a possible decline in the summer period. It
seems equally important to reach this group and
that the message is repeated all year round.




Health authorities, travel agents and
commercial companies

For various reasons, it i considered crucially
important to provide travellers with as moch
health information before their trip actually begins.
Before going abroad, prospective travellers
generally may be in contact with thiee different
insdtutions in relation to their frip: firsty, the
official public bealth authorities; secondly, the
travel agent and thirdly, several commercial
companies. Begides these, the media play a very
important role in the process of image building
and thus influencing the enthusiasm of prospective
travellers 1o travel to a particular couniry, to
atdhere to a certain health advice, etc.

The interests of these three bodies are clearly
distinctive. Public health authorities have the duty
to promote amd protect the highest obtainable
standard of mental and physical health for all
citizens.™ A cenain distinction can be made
between the interest of the public health
anthonities of the country where travellers usually
reside - long term commitment: remain healthy -
and those of the host country - short term
commitment: do not fall ill while visiting the
involved country. Travel agents endeavour to offer
the best possible services to their clients, while the
overall objective is to sell as many tours, related
services and goods as possible, Under commercial
institutions ope can think of condom
manufacturers, travel kit producers and travel
insurance companies. Their inceptives to address
prospective travellers are mainly financial.

Before it was poticed that public health authoritieg
tend to concentrate their ATDS/HIYV campaigning
during the (summer) holiday season. Public health
authonties of the country where travellers usually
reside often intend to give their citizens health
advice for their absences ("take good care while on
holiday'). Public health authorities of the country
of destination may have other reasons to recall this
message (e.g. in order to avoid that their own
citizens become HIV infected, or that forcign
visitors will not be a burden on the health system).

The health messages do not always very well go

together. This may easily be the result of difference
in the pational AIDS policies aod the slogans
being tmnsmitted.  As a  consequence, such
digparities may create confusion amongst travellers
50 that these efforts miss their aim.

Travel agents generally have a different attitude,
comesponding  to their financial imterest. Though
selling tours is an important activity of travel
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agents, fruithd relations with the clients and the
creation of goodwill are at least as important in
the long term. While some tmvel agents have
demonstrated to be willing 10 collaborate in the
fight against AIDS/HIV, otbers have stubboroly
dissociated themselves, An argument often heard
was "not to scare away prospective clients”.
Nevertheless, travel agents are probably the most
important intermediary, as a large percentage of
the people make their travel amrangements
exclusively through a professional agency (Cossar
& Reid 1989).

Commercial companies producing travel-related
products primarily have a short-term financial
interest. Their aim is to sefl a product. The
relations with the clients are more anonymous in
compatison with a travel agent. In case healih
related articles are produced, notably aricles that
have a relatonship with (the prevention of)
ATDS/HTV, it seems reasonable at least to achieve
that the information a manufacturer provides
about AIDS and HIV infection is correct and
complete. A possible form of collaboration with
the health authorities could be to have commercial
companies freely distribute brochures produced by
the competent authonities,

An exception in this respect are travel heahh
insurance companies, particularly in case these
companies also bear the costs of health hazards
contracted abroad that possibly only manifest
themselves after retum in the country of residence.
It is self evident that these companies have 2
financial interest in helping their clients to avoid
health risks, both in the country of residence and
in a host country.

Sources travellers wsually consult to

obtain health information

Apant from attempts to actively reach travellers
with health information, for a oumber of reasons
travellers  themselves often look for health
information before their trip abroad. A poteptially
important source of information seems to be travel
literature together with travel brochures. In
geperal, the authors ‘of these documents endeavour
to arouse a certain holiday feeling, something
AIDS/HIV information is usually coosidered to
spoil. In 1985 Reid, Cossar, Ako & Dewar found
that 33% of all surveyed British travel brochures
offering package tours in the UK contained no
health informatdon. Winter travellers and travellers
to other European countries were even more likely
to receive no bealth information: respectively 47%
and 629% of the surveyed brochures contained no




health advice at all (Reid, Cossar, Ako & Dewar
1985}

Many travellers ask their travel agent questions
about health issves. A Canadian survey leamed
that 60% of all travellers relied to some extent on
their travel agent to provide them with information
ob diseases, bealth hazards, etc. (Zotis 1989).
Though not specially geared to dealing with this
kind of question, many of the agents will answer as
well as they can considering it to be part of the
service they should offer their chents. The
imponance of these agencies possessing good and
up-to-date health information is self-evident. To
assess the quality of bealth information provided,
a telephone survey was carried out among 30 travel
agents in Leeds, England. They were asked about
the health advice they gave to prospective
travellers going to Bangkok. Al advised on
relevant immunizations and malaria prophylaxis.
Though 19 (63%) recognized the risk of HIV
infection, only 4 of these (13%) advised travellers
of that risk. The United Kingdom Department of
Health's booklet on traveller’s health, which inclu-
des information on AIDS/HIV, was available in 18
(60%) but only given to all clients in 5 agencies
(17%) (Mahler & Crosse 1990). The conclusion
might be that travel agents have accepted some
respongibility as conceming the provision of health
information  to travellers, but this is st
insufficient to base a campaign on.

Some travellers may as well contact their general
physician or a vaccination centre with guestions
about the health situation in a foreign country and
ask advice for theit own health. If 2 person travels
to a country where specific vaccinations are
required or recommended, it is obvious that the
prospective traveller will obtain the relevant
vaccinations. This would be an excellent
opportunity to provide travellers with essential
information about AIDS/HIV and to stress the
importance of adhering to the safer sex and drug-
using techniques, also while abroad (Coblens
1991).

The carrier, health insurance companies
and other intermediaries

Many travellers ask their carrers questions
regarding the place they might like to visit. Such
questions vary from the weatber in the place of
destination, the required travel documents, the
local cumency, etc, In view of this, numerous
carriers have produced leafiets with basic facts
about the countries they are carrying people to. In
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this respect, the role of the carmer is somehow
similar to that of the travel agemt.

There are various reasons why camiers can or
should be considered to be involved in health
promotion issues, One can argne that providing
up-to-date health information is a service that
carviers should offer their clients. Inflight
magazines in plages already regularly inform
passengers about many aspects of the country of
destination. At the same time, ope can mote that
carriers have already been subjected to a number
of regulations prescribing how best to comply with
the protection of the health and well-being of
passengers during transport.  These include
provisions regarding lifebelts, lifeboats, gas masks,
fire extinguishers, etc.

More and more, carmiers are also being seen as
responsible  for various pom-transport  related
aspects of their clients. In an effort to curb illegal
migration, air companies are pow Hable in case
they carry a traveller that does not possess the
prescribed entrance documents for the country of
destination.

One can question the effectiveness and desirability
of carriers being obliged to inform their clients in
an adequate way on a number of health questions.
It has to be considered that people travel from
countries  with completely  different  health
standards, prevailing diseases, food and drinking
habits, etc. It is suggested by some health
education workers that passengers can easily be
reached by inflight videos, inflight audios and
inflight publications specially geared to the
situation it the country of destination (Obetshi-
Lamptey 1991).

An important advantage of making the carrier
involved is that cenain health messages can thus
be provided just before arrival in the host country.
While for some passengers this will mean a
repetiion, and maybe thus a reinforcement, of the
message, for others this may be the first ime that
they will leam about how they can best protect
their bealth and that of others in a particylar
context.

Ag stated above, bealth insurance companies have
direct financial imterest in protecting their clients
from heafth hazards at home as well as abroad.
This becomes particularly clear since many health
hazards have long incubation periods. Though still
uncommon, health insurance companies could
consider starting outreach activities with clients




- notably in case an additional travel health
msurance  policy is concluded, produce heaith
information materials for travellers, or (Gnaocially)
support others who already do so.

Other intermediary institutions that might play an
importamt.  role in distnbuting ATDS/HIV
information to the traveller include:

- hotel/hostel/camping ¢hains  and
teservation offices;

- national tourist offices of the country of
destnation based in the country of
residence;

- touring clubs;

- embasgies/consulates  of the countty of
destination, and

- tropical institutes.

How to involve the intermediaries?

The feasibility of involving these institations in the
fight against AIDS/HIV needs further to be
assessed. As was seen above, this holds particularly
true for travel agenis, carriers and health insurance
companies. Much of their willingness will probably
depend on the responsibility felt or ascmbed by
these imtermediaries for the health of travellers.

Another way to ensure thal accurate health advice
is being given by these intermedianes is to create
a legal obligation to do so. In several instances, it
is ultimately only after the legislator has
demonstrated the importance of a certain case by
making regulations that a situation can be achieved
in which all imermediaries will uniformly perform
a certain task. In additon, through iaternational
legiglation, the argnment of undue international
competition would not hold.

As an example, with the adoption of "Council
Directive of }3 June 1990 on package travel,
holidays and package tours” the Council of the
Eurppean Communities together with the ministers
of health of the 12 member states demonstrated
not only their concern but also their responsibility
for the health of their citizens while engaging in
specific forms of international movement. This
Council  Directive not only preserbes  that
brochures include information about the health
formalities required for the journey and the stay
(Article 3.2{e)) but also that the organizer and/or
the retatler shall provide the client, before the
contract is concluded, with health formalities
required for the journey and the stay (Anricle
4.1(a)). It can be argued that such information
should (as well) include facts about the headth care

system, avoidable bebaviowr, etc. In addition,
gimilar Directives can also be considered for travel
agents and other intermediaries.

Examples of AIDS/HIV prevention
activities

A number of concrete AIDS/HIV prevemtion amd
health promotion activities for vadous groups of
travellers will be shortly reviewed below. For more
information about the materials, see annex IV.

As mentioned before, nowadays most countnes
organize a holiday campaign around the summer
months. The major distinction is between those
countries that (not explicitly) discourage their
citizens to engage in any form of new relationship,
and those that primarily stress the importance of
keeping to the safer sex rules®' A few of these
campaigns will be mentoned as examples: the
Federal Ministry of Youth, Family, Women and
Health (BMJFFG) in the Federal Republic of
Gemmany camied ouwt an  extensive AIDS
information campaign in 1987, with posters being
digplayed at petrol stations, rest places, newspaper
stands, etc. along the German highways. The
slogans were, amongst others, “atrive well ... and
come back home without AIDS”. The 1989 French
campaign, organized by the Fremch Agency to
Fight ATDS (AFLS} used a very simple slogan "the
condoms are wishing vow a good vacation”. The
Federal Office of Public Health in Switzerland as
well emphasized the role of condoms. Texts being
transmitted through billboards are, amongst others
"Sex while travelling - always with a condom”. For
1991, the Dutch STD Foundation, in charge of the
Dutch holiday campaign, seeks to link the holiday
campaigh to the regular campaigns running during
the pop-holiday season. The 1991 slogan will
(probably) be "Safe gex, also on vacation”.

Three noteworthy projects of travel agents taking
an  active stance as concemning  AIDS/HIV
information and prevention were identified. The
famous chain of "Club Méditerranée” holiday
resorts, with 98 holiday villages in 26 countries and
more than § million overnights per year, bas a
programme for its staff (6,700 in the villages)
whereby otal, written and video-information i3
given. Condoms are available in the village shops,
which are also accessible to holiday guests (Binder
1990),

In Belgium, the ATDS service organization "AIDS-
team” collaborates direct with the travel agency
"Buro Man Travel” (EMT). The latter iz a
European travel agency, based in Brussels, which




is specialized in organized tours for gay men. The
collaboration has resulted in a agreement whereby
the "AIDS.team" freely distributes condoms which
are visibly sponmsored by EMT, whereas EMT
openly anpounces in its brochures that the
programme  includes meetings about AIDS related
topics.?

The last example comes from Canada where the
bealth department of the city of Scarborough,
Ontario, started to (freely) distribute "travel kdts"
10 overseas travellers from January 1989, as they
picked up their ticket from the wavel agency.
Besides sunbum oil, antibiotics aod lip balsam,
each kit contained condoms together with
information about the incidence of AIDS/HIV
throughout the world, how to use a condom, risks
of needle sharing, and telephone numbers for
further information. Almost all the city's travel
agencies were willing to collaborate in this project.
The reactions of the travellers were in general very
favourable

Concerning involvement of camiers in AIDS/HIV
related prevention activities, in general, this can be
described as very low. Experience has shown that
carriers are rather hesitant to engage in such
activities. Though various arguments are used, the
underlying reasoning is ofien that the carmiers,
being commercial companies, consider the
distribution of AIDS/HIV information as inhibitory
to travel enjoyment and scaring away clients. AIDS
iz still a topic companies do not want 0 be identi-
fied with. Moreover, carriers in general do not
consider themselves responsible for the behaviour
of travellers while abroad nor on retum. Only one
air company, Malaysian Airlines, was identified as
including AIDS/HIV information in its inflight
magazine under the title "AIDS and the wise
traveller”. Adria Airways, a Yugoslavian charter
‘company, had also provided AIDS/HIV informati-
on, though for the atrcraft siaff only,

In France, an airline ticket sized AIDS/HIV
information leaflet developed by the "Comité
Francais d’'Bducation pour la Santé” has been
available since 1989, The leaflet is in French,
though there are also versions available in other
languages, such as English, German, Spanish and
Arabic. Therefore the leaflet can both be used for
incoming and outgoing travellers. As the leaflet is
identical to an airline tcket, it is believed that it
appeals 1o people’s curiosity and will thus reach a
large audience. However, it is unclear if thiz leaflet
ever has been evaluated.
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In Scotland, a general pre-travel health advice
booklet has been developed by the Communicable
Digeases (Scotland) Unit (CDSU) in collaboration
with the Scottish Health Education Group in 1986.
This brochure a5 well iz airline ticket sized,
attractively designed and has been widely accepted
by representatives of the travel trade in Scotland
{Cossar & Reid 1989). The brochure containg
sections on pre-travel, while in trangit, while
abroad and on return. Different from the French
leaflet, the Scottish brochure is not AJDS/HIV or
any other heaith hazard specific, but is general in
its design. It is uoknown how these two brochures
are distributed.

In the Netherlands, all travellers whe come
forward for recommended vaccinations for tropical
countries at the Amsterdam Municipal Health
Service™ are handed out a small health brochure
with the title "Vakantie en hygitne” (Vacation and
bygiepe). This brochure contains  explicit
information about STDs and AIDS. According to
the head of the vaccination centre, Mr F.
Cobelens, experience shows that candidate
travellers themselves ofien bave questions aboul
§TDs and AIDS. This would actually argue for
imparting the necessary knowledge to the involved
vaccipation doctors.

Examples of AIDS/HIV  prevention

activities for specific target groups

Apart from these activities developed to inform the
general public, there are also examples of
AIDSHIV informaton campaigns for specific
target groups. The Nordic countries as well as the
Netherlands have been highly active to ensure that
young and adolescent travellers would obtain
sufficient "safer sex” information.

In the Nordic countries, a health information
brochure is distibuted to all young travellers who
purchase an ‘“Interrail” ticket (which enables
people under the age of 26 to travel widely across
Europe by train). In 1988 the Norwegian AIDS
campaign targeted towards young people was baged
npon the interrail theme. The major aim of the
campaign was 1o encourage the use of condoms.
An evaluation survey conducted amongst 3,000
young people aged 17-19 years leamed that it is an
important task for future campaigns to increase the
ability of young people to communicate and to
help them develop communication skills connected
to sexnal topics (Trasen 1990).

In the Netberands a concrete effort hag been
made to facilitate young people to speak about




(safer) sexual topics by the development of 2 so0-
called "holiday talk fan". This fan-sized brochure,
for the first time produced in 1990 by Cineventure
b.v., contains a large number of standard phrases
which may be a health aid to young Dutch tourists
who may engage in sexual relations while on holi-
day. The fan contains a basic safer sex vocabulary
in the languages of the countries most popular
amongst Dutch adolescents. The fan was promoted
by tetevision clips broadcasted by Veronica, one of
the Duich broadcasting companies.

For the group of buginess travellers various kind of
AIDSMHIV as well as integrated health information
campaigns have been set up. In Belgium and the
Metherlands special brochures for seafarers have
been developed in various languages. The health
authorities aim both at informing national
seafarers going abroad as well as incoming
seafarers. In Norway a special leaflet has been
developed for business people travelling by plane.
A condom was attached to reinforce the message.
As said before, Adra Airways has desigped a
brochure for Hs aireraft personnel on AIDS/HIV.

For intenationally working sex workers, most
initiadves exclusively originate from the self-help
groups. The German group for female prostitutes
HWG ("Verein zur Férdeming der Information und
Kommunikation zwischen weiblichen
Prostituierten”) and the Dutch group for female
and male (ex-)prostinntes "De Rode Draad" (The
Red Thread) were probably one of the first groups
in Europe to produce multingual brochures about
the meaning of ATDS/HIV for people working in
the sex industry.

Despite the high prevalence figures, a group often
concealed in the national campaigns are men who
have sex with men. This is reflected in the
campaigns developed for travellers zo0 far. In
Amsterdam  several innovative projects began to
inform foreign homo/bisexval travellers coming to
the Dutch capital in 1989. The Health Information

apd Education Board (GVOQ, "GezondheidsVoor-

lichting en Opvoeding”) developed a pumber of
brochures on safer sex for men who have sex with
men in various languages. Durdg the summer
period the "HIV agenda”, a magazine announcing
all AIDS/HIV related activities, is translated into
English. In addition, a "Gay Tourist Information”
newsgpaper was first made freely available in 1990
with plenty of information about ATDS/HIY, safer
sexual technigues, AIDS helplines, etc. From 1991,
GVCO will place more empbasis on informing
Geman speaking homo/bisezual tourists coming to
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the Netherlands, There are also activities being
planned outside Asmsterdam, e.g. in popular
seaside resorts”

Moreover, both in Amsterdam and Barcelona
owners of gay bars finance safer sex posters for
men who have sex with men which is displayed in
their bars.

For the 1991 summer season, the Swedish
Federation for Gays and Leshians, RFSL
("Riksforbundet for Sexuellt Likaberattigande”), in
cloge collaboration with the Swedish heaith
authorities is planning an AIDS  ouweach
progmamme in foreign tourist spots frequented by
Swedish gays. The aim of this project is to
reinforce the AIDS/HIV messages by reminding
the tourists about the safer sex rules.”

There has also been very limited interest in the
development of health promotion related activides
targeted to travelling drug users. So far, only some
countries with a pragmatic approach”™  have
responded and developed some activities,

It has to be noted, however, that the brochures
produced io the Netherlands for Genman-, English-
, French-, Spanish- and Italian-speaking drug users
are all literal translations of a Dutch folder.
Despite the high quality of the translations, these
have never been pre-tested or evaluated. Moreover,
one can wonder if the European environment is 5o
homogenous that ¢pe can do with 3 aniform text.

It iz somehow embarrassing to note that no
AIDSHIV  information materials have been
identified exclusively directed towards female
travellers. There is no reason to believe that there
are no health risks for women while travelling. The
fact that there are less women travelling by
themselves and that there are less business women
in key positions is no excuse. Ope could wonder to
what extent the current AIDS/HIV information
activities targeted to travellers of both genders
sufficiently reach women. In this respect states
have a special responsibility.” What is the use of
encouraging men to use condoms without making
a similar effort towards women, for instance to
help women oo bow they could insist that their
male partoers indeed use 2 condom?

Bilateral co-operation

Reference should also be made to bilateral co-
operation as concerming HIV prevention and
health promotion. This aspe¢t of AIDS/HIV
prevention was already identified by the Inquiry




Commission of the Parliament of the Federal
Republic of Gennany ("Bundestag”). 'The
commission recommended to develop AIDS/HIV
prevention campaigns in close collaboration with
the authorities of the destination countries of
Getman  tourists, notably the authorities of the
countries frequented by Gemnan sex tourists
(Inquiry Commigsion of the Parliament of the
Federal Republic of Gemany 1990).

On a European level, Finland and Estonia,
countries with closely mlated languages, are
somehow the pioneers. Between the bealth
authorities of thege two countries, the basis for an
AIDSHIV information campaign targeted to
tourists visiting each other’s country was agreed in
spring 1990. In summer 1990, an outdoor adver-
tising campaign on AYDS/HIV was set up in
Estonja directed to Finpish tourists. A similar
campaign was set up for Estonian tourists going to
Finland. The campaign received extensive press
coverage. Although the campaign has not been
evaluated so far, the Estopian authorities have
already expressed  their interest in  future
collaboration in the field of AIDS/HIV with
Finland (Tamminen 1990).

Between the Dutch and  Surinamese  bealth
authorities another ATDS/HIV information project
is being scheduled. This project aims at informing
travellers to and from Suyriname, an ex-Duich
colony in the Caribbean region. The goal of the
project is to make travellers to and from Sunname
aware of the risks of unsafe sexual behaviour and
to inform them about safer sexual techniques. The
project foresees involving both air and bus carriers,
travel agencies, and bealth services in both
countries as well ag the Surinamese Cousulate in
Amgsterdam regponsible for issuing vigas (5.D.0.5.
1990},

34  Summary and conclusions

The group of travellers comprises literally an
extremely diverse group of people. The purpose of
travel and the behaviour displayed vary widely.
This holds true in the country of residence, while
travelling and in the host country. The consequent
risk of contracting or spreading HIV varies
accordingly. Much seems to depend on the
traveller's intentions, age, company and knowledge
about AIDS/HIV,

There is strong evideoce that a substantial group
of travellers acts differenlly while abroad, some
engaging in risky forms of bebaviour, not always
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displayed in the countrty of residence. More
qualitative and quantitative research is needed to
assess and explain these behavioural changes.

More scientific knowledge about the sexual
attitudes, motives and behaviour of travellers in
geperal would be extremely useful and conceming
sex tourism is urgently peeded. From existing data
it is obvious that immediate action needs to be
undertaken directed te the members of this group
to enable and empower them to better protect
their health as well as that of their sexual partners.

Insufficient data is avaitable about patterns of drug
consumption of travellers as well as "drugs
tourism”. Experience gathered from a limited
pumber of Enropean cities shows that drugs
tourism is a widely spread phenomenon and that
safer drug using techniques are not always commeon
practice amongst the members of this group.

The interrelationship of travel and medical
treatment does not seem to be an area of primary
concern for action.

The various groups of travellers could possibly be
reached through a number of general as well as
gpecific intermediaries. The willingness of such
intermediaries to collaborate seems to depend on
the regponsibility felt for the health and well-being
of the travellers. In general intermediaties would
assess the impact the provision of AIDS/HIV
information would have on the rest of their clients’
activities, Therefore, AIDS/HIV information must
pot be hammful to the interests of the
intermediaries in case their collaboration is sought.

Very immportant imermediaries are travel agents. In
gome countres very successful AIDS/HIV
preveniion activities have been set up in close
collaboration with these agencies. It now seems of
primary copcern that the travel agencies provide
correct and accurate information.

The important role carriers and health imsurance
companies can probably play in reinforcing the
health message to their clients seems to be
vooderestimated  and needs further exploration,

In geperal it can be said that all imermediaries
involved in travel need to be encouraged to
provide their customers with correct and
appropriate health information. In case this cannot
voluntarily be achieved, legislation, possibly even
international  regulations, could be considered to




take away unwillingness or fear of competitive
advantages for others.

The most commonly used means of information
and prevention are the so-called "AIDS/HIV
holiday campaigns”, with accompanying  posters,
brochures, television spots, etc. These campaigns
probably fail to reach a significant number of
travellers, amongst them a considerable pumber of
travellers who are reported (o engage in risky
forms of sexual and/or drug using behaviour.

There is evidence that the messages in ATDS/HIV
campaigns are predominantly male oriented, which
make women probably less likely to identify with
such campaigns.

The groups probably in greatest need of
AIDS/HIYV  information, being s$ex and drug
tourists, so far hardly seem to have been the tarpet
of AIDS/HIV and travel campaigns. The same
holds true for men who have gex with men.
Though immediate action is wrgently required, at
the same time research should be conducted o
assess the impact of the curently available
tnethodologies and tw detect bow these could
possibly be improved.

The tieed to develop AIDS/HIV specific prevention
activiies for groups that for business reasons
frequently travel abroad opeed to be cautiously
asgsegsed. Though little scientific data is available
on the sex and drug use pattern of business people
while abroad, there are clear indications that
members of some professional groups regularly
travelling abroad are likely to engage regularly in
tisky sexual contacts without baving obtained
proper knowledge about how to protect their own
health as well as that of others. It seems logical to
consider these professional groups as groups with
a great meed 10 be reached with AIDS/HIV
tnformation and education,

A group that deserves special attention are the so-
called imemationally working sex workers.
AIDS/HIV prevention activities targeted towards

internationally working sex workers are thought -

onty to be successful as long as they have a cross-
boundary approach, An appropriate structure to
develop such a structure should be established in
close collabomation with organizations already
working with internationally working sex workers.
At the same time, appropriate measures need 1o be
taken to reach the customers of intemationally
working sex workers with AIDS/HIV prevention

35

and  the

messages, a5 well as the pimps
management of parlours.

The impact of "blood travel”, that is to say people
travelling to sell thelr blood, is uoknown so far
The need to follow all prescribed safeguards to
avoid contaminated blood entering the blood stock
remains the same, independent of which country a
donor comes from, :

So far little experience has been gained in the
context of bilateral ATDS/HIV information/health
promotion projects.

AIDS/HIV specific and general health

brochures

To ensure that printed brochures which often
accompany the holiday campaigns achieve their
goals, a number of conditions need to be met. The
brochure should be understandable for the target
group, provide comect information which is the
same as the advice given in the national campaigns,
should not be inhibitory to the enjoyment the
traveller zeeks during the trip, and be attractively
designed. Moreover, as they should be available
where travellers gather, such as aitports, seaports,
(youth) hotels, discotheques, campings, etc. (De
Schryver & Meheus 1989). They should also be
acceptable to the travel industry.

Travel

As demonstrated above, the risk of contracting
HIV as a result of medical treatment is probably
negligible in comparison with risky sexual and drug
using techmigues. N 15 maily commercial
companies who have developed "AIDS/HIV travel
kits" "to prevent travellers contracting HIV while
abroad”. These kits usually contain a set of sterile
needlez and some other medical equipment, but
often fail to include condoms and information on
safer sexual and drug using techpiques. All in all,
the promotion of these kits seems to be of liwe
effect as a precautionary tool in the fght against
AIDS/HIV, particularly when sexual bebaviour and
drug using patterns  are neglected, Reassurance and
factwal information need to be sufficient to ake
away unfounded fears (Cobelens 1991). When
travel kits are being made available, these should
preferably at least contain sterile syringes, hypo-
dermic peedles, stylets, condoms and written
information about AIDS/HIV to protect the
traveller from HIV infection while abroad. To
avoid problems, the kits should also contain an
official "intended for medical wuse" statement
{Cobelens 1991).




Health manval

The involvement of the major iotermediaries in
health aspects of travelling could be stimulated and
qualitatively improved by providing them with
accurate health information about the countries
they are dealing with and a standard, loose leaf,
regularly updatable health manual could be edited
and distributed centvally.

This manual could contain facts about public
bealtl: issues and information about the hygienic
situation in foreign countries, required and
recommended  vaccinations, facts about bealth
insurance, AIDS/HIV prevalence and distribution,
the safety of the blood supply, entrance and
immigration regulations with regard to health, etc.

The main objective would be to assist those
intermediary institutions in providing correct and
appropriate  health information to travellers who
request it.
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1. For more information about the interrelationship between genital scores, ulcers and STDs see Fiot, P,
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States concerning a common European public health policy to fight the acquired immunodeficiency syndrome
(AIDS), 26 November 1987,
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7. Ib note &,

8. See "Consensus Statement from the Consultation on AIDS and Seafarers”, WHO, Geneva, 5-6 Qctober
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most where prostitutes are empowered to determine their working conditions”, Consensus statement from the
consultation on HIV epidemiology and prostitution, Geneva, 3-6 July 1989, WHO/GPA/INF/§9.11.
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aucher/io f 1 , Zurich, 1991, pp. 139-142,
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the Schengen Accord, see Boeles, P., "Vrij verkeer van personen: mensenrechten aan de buitengrenzen”, in
SEW., Vol 38, No. November 1990, pp. 686-765.
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and_prostitution, Travigtock/Routledge, Londonm, 1990.
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23, Information provided by Mr. R. LaRade, Scarborough Health Department, Scarborough.
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4 MIGRATION AND AIDS/HIV
PREVENTION

There are gevera! reasons why a person may decide
to teave the country of origin and to settle down
elsewhere, Most often there are ecotomic or
political motives, though there can also be relig-
ious, social or purely personal motives. Natural
disasters and prevailing wars are traditional "push
factors", driving people away from their soil.

Following the definitions given in chapter 3 on
"Travel and AIDS/HIV Prevention”, a migrant can
be defined as a person who moves w0 a country
other than that in which he/she has usual
residence, with the main purpose to engage io an
activity remunerated  from  within  the country
vigited and/or to stay for an indefinite period of at
least one year. Though factually there are both
domestic and intemational rmigrants, this report
will resmict itself to analyze the international
migration flows within the European context.

Additionally, attention will be paid to those
Europeans who live for a longer perod of time in
non-European  countries. Thus, following our
definitions, an expatriate i3 a person with citi-
zenship of and usual residence in one of the
Egropean countries, who moves to a non-
European country with the purpose of exercising a
remunerated activity and/or to stay in the receiving
country for at least one year.

The country a migrant cr an European expatriate
originates from will be describes as the comntry of
origin, while the country he/she moves to will be
defined as the receiving country.

4.1 Background information

Since the Second World War Europe has
experienced  several, ever more  accelerating
migration flows. For various reasons European
citizens left the "old continem” and built up a pew
existence in countries such as Canada, Australia
and MNew Zealand. At the same time, considerable
numbers of expatrates and residents from the
{ex-)colopial territories moved (or returped) to the
European “mother” country. There have also been
several inotra-European migration flows, such as
people from the Mediterranean countries (notably
Italy, Spain and Yugoslavia) migrating to the
highly industrialized Western and Northem
European coutries. In the beginning of the 1970g
the gverheated Western and Northern Enropean
economies urgently npeeded to recruit human
resources in countres, such as Morocco, Tuonisia
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- people

and Turkey, to neutralize the acute shortage of
unskilled labour. With the present economic
development of the Southern European countries,
there bas been a substantial group of migrants
moving into these traditional “sending countries”.
For example, in the period 1970-1990, nearly
500,000 people from Africa and East Asia
emigrated to Italy.’

Another significant migratory flow includes the
increasing number of, mainly non-European,
asylum seekers and refugees secking shelter in
Europe. As of I January 1989 there were almost
750,000 officially accepted refugees in Europe,
530,000 of them residing in the EC. In comparison
with the nnmber of asylom seekers this is stli
marginal. Asylum seekers outnumber refugees
probably with the factor twenty. During the last
two decades there has been a linear increase of
asylum seekers in Europe from 12,000 in 1972, 10
75,000 in 1983 (only OECD countries), to more
than 200,000 annwally since 1986 (Sopemi 1990,
Vreemdelingen Werk 1990).

Besides these there is still the influx of migrants
coming to a country within the compass of family
revnification, as well as people settling down in a
country because of study reasons (Sopemi 1990).

The rexder is wamed, however, that all countries
use different definitions for a migrant, asylumn
seeker, etc. Moreover, the official figures do not
inclade the number of clandestine migrants, a not
insignificant group of people in most European
countries.

The above can be summarized by noting that most
European countries durng the last decades bave
both been sending and receiving migrants. As a
result of the latter, the composition of the popu-
lation of variouws European as well as non-
European countries, has considerably changed
during this time period. People have setled down
from [Iinguistically and secio-culturally similar
countries (e.g. Norwegians it Denmark and Irish
in the UNK) and from considembly
different backgrounds (e.g. Algerians in France and
Turks in Germany).

The EC

The European iotegration and the perspective of
"Europe 1992" primarily affects the twelve EC
Member States and their populations. Predictions
about the resulting intra-EC migration fluxes still
widely vary. With the prospect of the single
European common market between “the twelve"







