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I11. OPENING SPEECEES
Opening statement, by Zbigniew Halat, M.D.

It gives me great pleasure and it is an honour for me to welcome you to
Poland, to Warsaw and to this workshop on AIDS hotlines for countries of
central and eastern Europe. The workshop ie convened in collaboration with
the World Health Qrganization, the Ministry of Welfare, Health and Cultural
Affairs of The Netherlands and the Ministry of Health and Social Welfare of
Poland, and organized by the Dutch National Committee on AIDS Control.

I understand that this ig the second such meeting in Europe, and the
third in the World, grganized with financial support from the Dutch
Government. I wish to express my gratitude to the Government of The
Netherlands for their commitment in this respect. I alee want to put on
record my appreciation of the fact that so many participants from the
countries in Eastern and Central Europe have been able to come together here,
in spite of all the practical difficulties we know most of you experience at
present. Some sixty individuals from countries in central and eastern Europe
have gathered here today including facilitators and temporary advisers from
seven Western European countries.

The tremendous interest to participate in the workshop is an indication
of the correct decision of the Glgbal Programme on AIDS in the WHO Regional
Office of Europe to give priority teo the planning and development of AIDS
hotlines in countries in central and eastern Europe.

This is a field where a tremendous amount of experience has accumulated
recently in countrieg in western and northern Europe over a relatively short
period of time. There iz need to share knowledge of the success and the
failures that has been gained, so that we in the countries of central and
eastern Europe may profit by the experiences in western and northern Europe,
and adapt your knowledge to our own realities.

It is often said that, at present, the only vaccine we have against
transmission of HIV infection is information and education. However, the AIDS
pandemic has underscored what we have known for a long time: that not every
form of information influences people, increases knowledge, changes attitude,
or makes a difference in changing behaviour. The AIDS pandemic has taught the
world that there are great differences between old-fashioned health propaganda
and the modern social marketing that is part of health promotion. It has
illustrated the importance of target groups having confidence and trust in the
source of the information. It has underlined that representatives of target
groups should have a say in how their peers should be approached. It has
ghown the total superiority of one-to—one transfer of information in a
counselling setting, and targeted campaigns should not be discounted as
important conscicusness-raising elements of a total information, education and
health promotion strategy in HIV/AIDS prevention and control. However, before
we start attempting to transmit information to achieve behaviour change, we
must learn how to communicate effectively in a counselling situation.
Counselling in any setting demands listening skills and empathy. Helpline
counselling by telephone requires special skills. These skills do not come
naturally to most of us; they need to be learned.
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When a person has overcome his or her reluctance to call an anonymous
telephone number and to start to talk to a stranger about sensitive issues
like HIV/AIDS, sex and drug use, they do not usually want to be met by a
person spewing out series of epidemiological statistics or masses of
biomedical facts. What they want to meet at the other end of the telephone
line is a sensitive, empathic person with active listening skills; a person
with ability to guide the caller to decisions that are right for her or him.

Various ways have been chosen in various countries and different settings
to meet the needs and demands of the hotline callers or "customers”™. In some
cases great stress has been put on the coungellors with professional training
in health or social sciences or services. In other cases the stress is on
volunteers with non-professional backgrounds; simultaneously stressing the
need for the helpline to enable the non-health (or social service)
professional to be really a professional counsellor rather than a counsellor
with a professional background, and achieving this through intemsive and
extensive training, and on—-the-job supervision.

Participants at this workshop will have the possibility to discuszs the
pros and cons of various solutions to a number of challenges and problems that
have accumulated over the years of running AIDS helplines and other specialist
telephone hotlines in western and northern Europe.

In this, let us remind each other, however, that the solution we choose
for our own ventures must build on acknowledgement of the cultural and
traditional sensitivities that are peculiar to each group targeted. Such
sengitivities exist and need to be recognized. Breaking down social, legal,
cultural, religious and traditional barriers may be needed concerning
sexuvality, sexual orientation and sexual practices, as well as concerning
illicit use of aleohol, drugs and other substances. But in hreaking down
these barriers we must be willing to acknowledge that they exist and respect
them for what theyv are, and on the other hand not be over afraid of breaking
tabogs. The very faect that there exists in the countries of Europe such
variety of social, legal, cultural, religiocus and traditional attitudes is in
itself one of the things that make Europe an exciting continent, and with
increase in persgnal liberty in zo many more countriesg, even more so at
present than a few vears ago. However, in relation to the AIDS epidemic¢ the
very expressions of freedom paradoxically put the population at risk calling
for @ firm public health and social policy response with concerted action of
voluntary activities and statutory actions and duties.

There is an impressive array of participants and of advisers at this
workshop. I am convinced that together you will be able to find answers on
how to respond to this paradox of personal freedom and health-endangering
behaviour. You will not give us the ultimate answer, but you canmot fail to
give us important guidance. T wish you every success in your deliberations.

AIDS BOTLINES, An important element towards an integrated system of HIV
prevention, by Bans Moerkerk, M.D.

It is a preat pleasure for me to address you at this opening session on
behalf of the Government of The Netherlands, one of the main sponseors of this
mesting as a result of an agreement between the Regional 0ffice for Europe of
the World Health Organization and the Govermment of The Netherlands on
financial support for HIV/AIDS related activities in countries of central and
eastern Europe.
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The hilateral and multilateral support programme for countries of eastern
and central Europe as far as The Netherlands iz concerned, is quite
extensive; 100 million US dollars for 1992, mostly to be spent in Bulgaria,
Czechoslovakia, Hungary and Foland as well as in Romania and the countries of
the USSR and approximately 500 000 US dollars will be spent on AIDS prevention
activities in 1991 and 1992 for activities on prevention and control of AIDS
in countries of central and eastern Furope. Recently a contract between the
Government of The Netherlands and WHO Regional Office for Europe was finaligzed.

Just as we give high priority to AIDS prevention in countries in Latin
America, Africa and South-East Asia, we are aware of the emerging problems of
RIV/AIDS in Easterm and Central Eurcpe and should like to ghare our
experiences and financial resources with vou.

But we want to put activities financed by our gevernment in a policy
framework which ig baged on gseveral criteria:

- AIDS prevention by educaticonal activities is at this moment the only
effective instrument we have in fighting AIDS:

- Involvement of groups concerned, like homosexual men, intravenous
drug users, prostitutes, haemophiliacs etc., must be assured, and

- Respect for human rights and the principle of men—diserimination
must be guaranteed by the recipient governments.

Guided by these principles, our government has entrusted the financing of
many activities tc the WHO Glebal Programme on AIDS in the Regional Office for
Europe in which we have great trust and confidence. One of thogse activities
is this conference, as was the recent meeting in Prague on HIV/AIDS and Human
Rights.

The development of AIDs Hotlines always got a lot of attention in our
country hecause we consider it as an important activity which can develop
prevention, care, gounselling and respect for confidentiality.

The firzt AIDS Hotline Conference was held in Amsterdam and the second
one at Curacao at the Netherlands Antilles gituated in the Caribbean.

As a result of both conferences several new Hotlines in Europe as well in
Latin America could be started because it was clear that an AIDS Hotline
should funection ag an important starting point for organized and planned HIV
prevention and were able to show governments the need for good information and
counselling, especially in those areas which are supposed to be of
low-prevalence of HIV at that moment.

That is the situation now in Eastern and Central Europe where there is
still low prevalences of infections, but where in the near future the epidemic
will increase its impact considerably.

In recent years there has been a tendency in the eastern and central
Evuropean countries, to relate HIV/AIDS prevention with existing laws on 5TD
control in an attempt to stop the spread of the virus. Together with
extensive epidemiological studies on the prevalence of the virus combined with
testing programs like in the US5R, the authorities considered these measurcs
ol higher priority than health educational activities.
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For geveral reasons, I believe this attitude hag changed now.

First of all because increasing international contacts convinced many
political and medical authorities that the law and compulsory testing are in
fact artificial instruments which have only limited effects, are
diseriminatory in their nature and disturb the relatiomship with main target
groups because they go 'the underground’.

But alsc awareness of the increased mobility of the population and the
wish to recomstruct the society towards more individual freedom and
responsibility, opened the door towards the development of health educational
instruments which are needed for effective prevention of the spread of AIDS.

Allow me to offer you the conceptual framework of health education and
health promotion on which AIDS prevention activities in my country were
modellied.

The leading principle of the activities in The Netherlands, as well as
other Europegan countries like Norway, Denmark and Switzerland, is what I
should like to call the pragmatic one. Pragmatic responses to HIV infection
and AIDS focus to stop further infeetion and prevent unmecessary anxiety and
social unrest. One of the main elements was and is the inclusion in all the
activities groups and persons at greatest risk of HIV infection. Initially
this concerned men who have sex with men and injecting drug users,
subsequently followed by other groups such as prostitutes and their clients,
migrants, refugees and tourists. DMstinctions have always been made in this
work between health infermation and health education. While the bare facts
may lay the foundations for behaviour change, additional focused interventions
are needed to support people inm the changes they and their partners may need
ta make.

A health communicatiom strategy on HIV/AIDS prevention censists of two
stages, In the first phase the initiative is focused on specific¢ target
groups but gradually attention is diverted towards the general public thus
moving the campaign into the second stage in which also increased attention is
given to the target group. :

The term health information refers tg all activities that are aimed at
enhancing people's knowledge of AIDS. Individual members of high-risk groups
are made aware of their vulnerability and the rest of the population are made
to realize that the digeage ig trangmitted under gpecific circumstances only
and that there is no cause for alarm. Health information is preferably
communicated by experts. This information is a necessary precedent to health
education and should be regarded as a one—way, awareness—creating
commumnication process. In terms of time, health information is a relatively
gshort-term strategy.

Health Education is to a greater extent based on a interchange of
communication, for example in the form of workshops and discussioms. - Health
education on HIV/AIDS needs a long term approach in which other health
elements like sexuality, drugs, STD and lifestyles are to be included.
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It implies the realizatiom of not only one, but a series of campaigns and
interventions. A common feature throughout should be a positive message which
should tell people what they can do instead of what they should not do. In my
concept explicit messages are to be preferred instead of vague expressions
which can lead to numerous interpretations and misunderstandings.

An approach like the one described needs a systematic, step-by-step
strategy. A hit and run approach, fast, powerful and aggressive, leaves
little room for effective planning. But, it has to be admitted, a more
time—consuming systematic strategy is not without problems: "The dilemma in
AIDS prevention is on the one hand the necessity to stop infections as soon as
possible and on the other hand the fact that effective results can only be
achieved through well-planned and comprehensive action in the long rum'”.

To illustrate the complexity of such an operation, but in the same time
the urgency of such an approach, I should like to mention the way in which the
category of homosexual men, one of the main affected groups, in western
countries has to be reached.

First of all, one has to realize that in relation to HIV prevention,
emancipation of gays and lesbians is an important condition! Unless the fact
is recognized that there iz a homosexual lifestyle which ies not to be
clagsified as a disease, but as just ancther way of responsible living,
effective HIV prevention for this group is impossible.

That means that existing taboos and concepts in society have to be
changed or eliminated. This calls for courage in political and societal
responsible authorities whieh have to face a lot of negative reactions. An
educational challenge in itself.

In the planning model for HIV prevention for men who have sex with men,
there are three subgoals, one building on the other.

i. A behaviourial change, achieved by motivating the individual to
practice safer sex.

2. A change of lifestyle, created through communication that answers
the gquestions of how and why sexual behaviour should be modified.

3. A subcultural change, that involves not only the individual, but the
cultural patterns of the entire group. If the cultural environment
learns to accept safer gex, the individual will feel more inclincd
to change his own behaviour: safer sex as a group norm!

It mugt be clear that in such a concept, acceptance of homosexual
behaviour is an important condition. 1In fact the same can be said about
bi-sexuality, prostitution and the use of drugs.

The importance of working on a long-term basis and of choosing .
communication channels encourages the creation of longterm effects. Campaigns
must not become sporadic efforts: rather, one has to be constantly active in
working with AIDS prevention. The French call this 'Frappez toujours’.
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Evaluation has to be an integral part of HIV/AIDS prevention activities.
This is not an easy task. We lack the hard figures on the effects of our
work. We have mostly to rely upon surveys of samples of the population to
track changes in knowledge, attitude and claimed practices before and after
specific campaigns, supported where possible by data and measures of public
response. These ecould be calls to Hotlines and literature ordering services,
requests for HIV antibody tests and sales of condoms as well as surrogate
markers such as reductions in sexually transmitted diseases.

As will be explained by other presenters during this meeting, AIDS
Hotlines can play an important, initiating role in this process in which also
the individual needs of the population can be taken care of. They also can
play a vital role in the learning proceszs towards solidarity,
non-discrimination and respect for human rights. In countries where only
recently the focus on human rights has played such an enormous role in
changing politieal patterns, the plea for taking care of those principles in
RTV/AIDS prevention will be understood.

Let me conclude with some general remarks about the global future with
regard to HIV infection and AIDS.

As Michael Merson, Director, WHQ Global Programme on AIDS, recently
expressed on the occasion of World AIDE Day, we are facing only the heginning
of the pandemic. Devastating effects already can be zeen in countries like
Uganda, Tanzania, Zaire, Zambia and Malawi. Many others will follow in
Africa, Latin America, the Caribbean and Asia. But alsg in Nporth America we
face an increasing AIDS problem among the poor and dizeriminated people in the
large urban areas.

Increasingly AIDS will become the disease of the poor and lezzer educated
also because their access to care and future treatments or vaccines will be
low.

Politicians for a long time can close their eyes to such a development,
because AIDS iz for a long time invisible; the risk of reacting tog late is
an experienced fact already. I hope that the governments and the institutions
in vour society will not make this mistake.

Therefore, the initiative of the World Health Organization's AIDS
initiative for Eastern and Central Europe needs strong support from the
governments in the West. In creating a new Europe, we shall not forget,
neither as individual countries, nor as members of the European Communities
and the Council of Europe, our friends in the eastern part of our continent.

The Netherlands shall strongly support the wish to include Easternm and
Central Europe in the concerted EC actions for HIV control and preventiom.
The extensive EC programme for eastern and central Europe gives us the
opportunity to do so; my govermment wanted to tune such a development by now
starting multi-bilateral activities through WHO and we hope that this example
will soon be followed by other countries and the European Communities. Strong
collaboration with the World Health Organization will be an absolute condition.
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Let me close this presentation by wishing you a very successful mecting;
although I can stay with you today and tomorrow, I have to apologize for
leaving this conference Saturday evening to join another conference about ATDS
in Africa.

Thank you very much for your attention.

Regults of the First and Second AIDS Hotlipe Conferences, by
Mr& Monique Middelhoff

Ladies and gentlemen,

It is a great pleasure for me to give you an outline of the results of
the First and Second AIDS Hotline Conferences, which were held in 1989 and
1990, Already more than two and one-half years ago I was, as coordinator of
the Netherlands AIDS Helpline, one of the organizers of the First Europcan
AIDS Hotline Conference, which was held in April 1989 in Amsterdam. Some of
vou I have met there for the first time as participants in 'our' conference
and I am very pleased to see you here again, in a different role, prepared to
share your experience and facilitate our discussions.

Introduction

Together with the Dutch National Committee on AIDS Control, of which the
AIDS Helpline is a subdivision, the Commission of the European Communities
(CEC) played a major role in the organization of the first AIDS Hotline
Conference. The CEC also took responsibility to a large extent for the
financial budget. Additional financial support was given by the Ministry of
Welfare, Health and Cultural Affairs in the Netherlands.

About 180 participants from 20 European countries, including somc
countries of central and eastern Europe (CCEE), attended this open
registration conference. Among them AIDS Hotline counsellors, persons
concerned like HIV-infected persons and people with AIDS, and representatives
of goveroments and organizations like the CEC and the World Health
Organiszation (WHO).

Less than one year later, in March 1290, the Second AIDS Hotline
Conference followed in the Dutch Antilles (Curacao). A second time the Dutch
Natienal Committee on AIDS Control played an important role in organizing this
conference for islands and territories in the Caribbean and Latin-American
countries. The CEC financed 507 of .the conference budget. Financial support
was also given by the Government of The Netherlands and the Pan-American
Health Organization (PAHO}. '

Eighty representatives from 30 countries and territories in mainly the
Caribbean and Latin-American region were invited and participated in the
second conference with great enthusiasm and motivation.

Hans Moerkerk has already explained to you that the Dutch Government ig
50 much involved in supporting and sponsoring Hotline conferences, like this
one also, because the great value it attaches to well-functioning and
accessible AIDS Hotlines where callers can discuss their private neede in a
confidential, non~discriminatory way.

|
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In this presentation I will not 2o much focus on the differences between
the First and Second AIDS Hotline Conferences. Instead I will especially
elaborate on the similarities in functioms of AIDS Hotlines and the
similarities in problems discussed and conclusions of both conferences.

A short description will also be given of the different types of Hotlines
in Furope, existing at the time of the First European Conference.

Functions and types of AIDS Hotlines

Although there are great differences between the First and Second AIDS
Hotline Conferences in size, design and working-model and not least in the
part of the world where they were held, there are striking similarities in the
functions of AIDS Hotlines, regardless of the different types of Hotlines.

All AIDS Heotlines have four major functions:

1. providing informaticn

Z. counselling

3. giving support to their callers and not least

4. acting one way or another as the intermediary between the public and

the national AIDS programmes.

This feedback, or so-called 'barometer" function, was seen as very usefnpl
by both conferences, for instance as a tool for measuring the effect of
publicity and measures taken by the authorities, which gometimes can lead to
unintended consequences like digerimination.

To get an impression of the gituation regarding AIDS Hotlines and to
illustrate the fact that '"the' AIDS Hotline does not exist, for both
eonferences a questionnaire was designed with questions on administration and
organization, target groups, staff and selection, training and supervision
facilitieg and results of phone call registrations.

The same has been done for this Workshop, of which you can find the
results in the background document. The response has been very encouraging
and it is very good to see that so many initiatives have been taken in the
last one or two years. :

With respect to the First European AIDS Hotline Conference
32 gquestionnaires from 13 European countries were returned (80 were sent off in
total). Though, as we can see now, there were already some AIDS Hotlines
gperating in Central and Eastern Eurcopean countries, at that time none of
these countries returned a questiomnaire.

This left us with the impression that AIDS Hotlines were only functioning
in mgst of the northern and western znd in some of the southern European
countries like Italy and Spain. Whether this picture still holds for other
southern European countries like Greece, Portugal or Malta, is unknown.
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The picture that emerged from the questionnaires returned, was that AIDS
Hotlines in Europe appear to differ on several characteristics like target
groups, professional organization, funding, call charges, services provided
and catchment area of operatiom.

Roughly two types of Hotlines can be distinguished. Let us be very clear
however that this distinction does not imply any judgment on quality!

The first one is mainly or exclusively concerned with the provision of
the telephone service itself and with additional training and documentation
activities. For the second type of organization, the helpline gervice is one
among others like face-to-face counselling and care for people with AIDS.

A good exponent of the first type is the National AIDS Helpline in the
United Kingdom. The NAH, which is a so-called "green line” or toll-free ling,
iz open 24 hours a day, with an average of 8 lines at a time, works
nation-wide, is financially supported by the national government and works
with paid staff and counsellors. In 1990 the NAH answered about 750 000 calls
in teotal.

T am convinced that the two representatives of NAH, present here, can
tell you much more about their organization, which is certainly the bipgest
AIDS Hotline in Europe if not the world.

An example of the second type of AIDS Hotlines iz the AIDS-Hilfe in
Cermany. Almost every city in Germany has its own AIDS-Hilfe, which works on
a local or regional level. Most AIDS-Hilfee are partly funded by the local
administration and partly dependent on private domations and work with paid
staff and volunteers. The opening hours of the Helpline Service are in
general only a few hours a day or even per week with only one or two telephone
lines staffed at the same time. A representative of the AIDS~Hilfe from
Berlin is algo present here.

As is true for both the United Kingdom and Germany, both types of
Hotlines may exist in one country. Half of all the questionnaires for the
First AIDS Hotline Conference were returned from these two countries alome.
This principle applies to other European countries as well. The different
types can complement each other, can refer callers to one ancther and provide
callers with the opportunity to choose the most suitable gervice needed at
that particular moment.

After this cutline on different types of Hectlines, on which infermation
can also be found in the background document of thiz Workshop, I would like to
address the second item of my speech.

Discussion and conglusions

Common denominators can also be found in the problems discussed and the
conclusions on these topics of both conferences. I will highlight four of
these, namely funding, publicity/promotion, professionalism and co-operation.

Funding

Though present as a secondary theme at the First AIDS Hotline Conference,
the lack of funding has been especially a topic of discussion at the Second
Hotline Conference.
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As I have already sazid AIDS Hotlines are funded in many different ways,
but it often seems to be a problem to acquire funds on a regular and recurring
basis.

{me thing that might help tremendously is to include funding of AIDS
Hotlines as an essential part of the national AIDS programmes. WHO is one of
the organizations that could play an important role in achieving this, as well
ags for instance the CEC.

However, I think it is a misunderstanding that money alone makes a good
helpline serviece. A clear philosophy and a good plan are crucial starting
points, which can support the inevitable process with potential donors.

In this respect it is worthwhile to mention the AIDS Hotline in Colombia,
South America, which started entirely on a voluntary basis in the private
house of one of the initiators and slowly built up a reputation as an
important service. Of course this is not an ideal situation, but everall it
was felt that there will always be temsions with regard to funding, no matter
where the money comes from.

Publicity/promotion

For the effective functioning of an AIDS Hotline, it has to be well-known
and accessible to callers. Hence publicity should be devised in such a way
that it reaches the target group of the Hotline and educates callers in using
the Hotline. Effective promotion may also attract new sponsors and volunteers.

Publicity is not necesgsarily a cosgtly affair. Inventiveness and
creativity in uging existing distribution and communication channels, like
radio and television networks, and a good relationship with, and even
"epurting" the media, is crucial for successful free publicity.

Since promotion should be a constant priority of an AIDS Hotline, it
should be included in the planning for the Hotline itself and also in the

National AIDS Programme.

Preofessicnalism, training and_ evaluation

There is considerable variation in the view of AIDS Hotlines on the
professional expertise needed withdin their organizations.

However mogst Hotlines agree that professionalism is more related to
attitude and approach than with level of education or whether the counsellors
are paid or volunteers. Selection and training play a central reole in
maintaining professional standards. In this respect three functionsg are
considered necessary for all types of Hotlimes:

1. continual training of counsellors

2. access Lo advice on specialized subjects

3. daily individusl supervigion.
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Aftrer the process of selection, of which the eriteria should be clear to
all involved, initial training needs to focusz on information and telephone
techniques.

The continuing training, support and supervision of hotline workers after
the initial phase, play a vital role in safeguarding the health and efficiency
of all concerned. Te guarantee professionalism it is alse essential to have
some kind of monitoring and evaluation syztem for the standards, procedures
and the actual work done by the Hotline.

{Inter)national co=-operation

Ag can be szeen from the previous, at both the First and the Second ATDS
Hotline Conferences many AIDS Hotlines are facing identical problems. Though
all Hotlines seek their own solutions, which show congiderable variation, much
can be learned from one another. Co-operation on national and international
level will not only have a motivating effect, it can alsc help to prevent the
needless repetition of inventing the wheel time and time again. Besides,
intensification of co-operation can lead to common standards of good practice
and hence contribute to a better functioning of AIDS prevention in Europe.
International organizations like WHO and the CEC can play a very useful role
in this respect.

It is pur sinrere hope that this Warsaw Workshop will also lead to
lasting contacts and networks of more — and less - experienced Hotlines.

On all these topics extensive information can also be found in the
excellent report of the Hotlime Conference in Curacao and the background
document for this Workshop.

Conclugion

I do not think I exaggerate in my overall cenclusion that both
conferences were successful not only in bringing together considerable numbers
of highly motivated people, but also in reaching important comclusions
tegarding the importance of ATDS Hotlines and the definition of good standards
of practice in hotlines.

In my pregentation for the Curacaoc Conference I mentioned that a Second
European AIDS Hotline Conference might be of even greater importance in view
of the democratic movements and socio-political changes in central and eastern
Europe, that were taking place at that time and that would undoubtedly also
influence the spread of HIV and AIDS and the necessity to react to this new
threat.

I sincerely hope that this Workshop in Warsaw will prove to be ugeful and
successful. Maybe within one or two yvears from now a truly Pan—European AIDS

Hotline Conference can be announced.

Thank you for your attention.
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"Maximizing the existing health potential of people living with EIV/AIDS", by
Richard Rector

Four vears ago I had the copportunity to visit Poland to address ministers
from all over eastern and central Europe on the subject of AID5. So today, it
is both an honour and a privilege to return to Warsaw and participate in this
ATDS Hotline Worksheop. In less than two weeks I will celebrate my ninth year
of being told that I had AIDS.

There ig little doubt that these years of living with AIDS have been the
most challenging, exciting and inepiring chapter of my life. I have watched,
I have grown and I have learnmed. I have seen many glimpses of rare courage,
integrity and compassion. I have admired power in the face of hardship,
suffering, prejudice and mistreatment. I have gladly had my world made much
richer.

But, many times I have stopped and asked myself if the cost of losing my
friends, watching so many people die of the same diszease that I have and
seeing go much injustice and inequality in our weorld ig really worth it.

Since my last visit to Feland in 1987, I have had the unique opportunity
te travel and work on five continents and in over 50 countries. I have met
many different types of people from many different walks of 1life, some who are
now dead as a result of HIV. Each one of them has been my teacher, my friend
and my herc.

Therefore, I would like to tenderly, respectfully and gratefully
dedicated my work here in Poland to a dear friend, colleague and lover
Dr Ian Schafer who died of AIDS-related complications on 5 November 1989 in
Rerlin.

I have been asked to share with you my thoughts, feelings and ideas about
Living with AIDS and the Role of People with HIV/AIDS in Prevention and Care
Progrzms. I could have set out to record the compassionate and human response
to the AIDS epidemic - recognizing the tremendous work and tireleses hours
committed by individuals around the world. Had I taken that direction I would
present only our successes and ignored the magnificent wall of opposition that
those of living with RIV/AIDS are up against within the field of AIDS
prevention and care. Looking at the results of AIDS-related efforts thus far,
it seems that the topic of utilizing people living with HIV/AIDS must either
be uninteresting for us to consider gor we do not believe in working with
people but prefer to work for people. Nevertheless, I recognize that this may
be the first time some of you are hearing this message and will try once more.

Living with AIDS for nine years has taught me a lot. One of the guiding
principles for AIDS prevention and care, including hotlines, must be to enable
people to increase control over, and to improve, their health and further, to
allow individuals and groups to identify and to realize their ambitiomns, to
zatisfy their needs and to change or cope with their environment. This
principle highlights health as an essential element of the gquality of life,
both personal and social. Accordingly, AIDS hotlines must aim to enable
pecople to maximize their health potential by giving them a new quality to
their life and hegzlth, despite or because of an illness.
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Maximizing the health potential of all people living in the era of
HIV/AIDS is a perspective from which education, care and support must be
established. It implies fighting against stigmatization and social
digadvantages experienced by those of us living with HIV/AIDS, since active
participation in social life is equally as important as physical and
psychological well-being. Maximizing health potential further requires joint
action by those of us living with HIV/AIDS and professionals engaged in
different disciplines. This will involve a process of creating and developing
potentials of health for, with and by people who live with HIV/AIDS.

In countries of eastern and central Europe you have a unique opportunity
to learn from the mistakes that have been made in other parts of the world.
AIDS helplines do not work in isolation and that they must be flexible enough
te meet increasing information needs of communities they serve. And that as
the number of those personally affected by the epidemic increases, go too,
will the demands on helplines and hotlines to assist and to provide accurate
up-to-date information to these people, information about programmcs, services
and treatments.

S0, as we enter the second decade of HIV and AIDS let us leok back,
analyze and learn from our past and then lgok forward to face the challenges
involved in maximizing the health potential of men, women and children with
HIV and AID5. I would like to review the impact of efforts made so far.
First at the global level, sccondly within organizations and institutions and
finally at the individual/persconal level.

The global level reveals:

A dramatiec mobilization of perseoms with HIV/AIDS has led to a remarkable
degree of interaction among and between people in countries and communities,
quite extraordinary in scope and speed. In part because of this mobilization
the science of HIV has become irrevocably internatiomal.

The language we use when talking about AIDS nevertheless still suffers
from a lack of serious reflection and dialogue. In particular, the voice of
persons with HIV and of communities perceived to be at increased risk go
largely unheeded. ‘

AIDS continues to be seen as a disease which concerns "other" people.
Because of the power of fear and prejudice calls for igzolation persist.

The problem of HIV/AIDS is increasingly becoming a "simple” matter of
statisties, graphs, projections and "trendy" themes. Thus, leaving the real
human tragedy in the shadows.

Within organizations and institutions we see that:

Individual human stories related to living with HIV have been
incorporated into some programmes. However, our active participation in
designing, implementing and evaluating full programmes is seldom sought. We
have become a "simple topic' in the AIDS programme.

There is a "conspiracy of silence"” around people with AIDS working in
organizations, particularly within some gay and AIDS specific organizations.
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The nuwmber of persons with HIV "actively" employed by organizations
working in the field of AIDS is negligible.

Any representation of people with HIV on national AIDS committees and
boards is often just tokenism.

Care and counselling are often still provided from the perspective of the
medical profession, when diagnoses are made or AIDS-related illness present.
The perspective of individuals is not taken into account and the continuum of
our needs are neglected.

And all too often the organizations of people with HIV are manipulated as
political pawns when highlighting the inadequacy of health and social systems.

The personal or individual level reveals:

Many individuals overlook the reality of HIV/AIDS until they are
personally touched by the gocio—economic and personal effects.

Current educational efforts have not prepared people to cope with a
possible seropositive diagnosis for themselves or those around them. They
often disregard the fact that target audiences not only include people without
HIV but also personz who are already BIV seropositive.

Current services have neglected to assist sercpositives in managing a
possible diagnosis of AIDS. The participation of personsg with HIV/AIDS in
decisions about our care is not encouraged.

There is iittle doubt that the health potential of persons with HIV/AIDS
has not heen maximized. In part this is because our voice has not been heard
with equal respect within the current structures established in the field of
AIDS. Since the beginning, we have identified and articulated our role as
active participants in designing, implementing and evaluating HIV/AIDS
specific programmes, services and policies. We wanted to assist in shaping
the perceptions and realities surrounding AIDS. And we sought a partnership
built on equal credibility and equality.. Many organizations involved in the
field of AIDS, bowever, have become toc institutionalized and have tended to
lose sight of the commmities and people they serve.

Through its short history, HIV has been seen as a disease of other people
and continues to raise crucial health, economic, social, moral, humanitarian
and legal issues. HIV has forced us to ask questions about the interaction of
health and lifestyles, the role of ipstitutioms and commmities, and even the
value of life itself. HIV has unveiled the dimly disguised prejudices abeut
race, religion, social class, sexual preference and nationality. Throughout
the epidemic people have searched for comegne to hlame. People and
communities thought that those of us infected deserved to be. Well, not all
of us, the baby with HIV was the innocent victim and the rest of us were
guilty.

- Bistory records that "homoszexuals with their promiscuous and deviant
behavigur" were to blame. Even within the gay community people were
blaming certain 'types of gay men'.




EUR/ICP/GPA 116
0012g
page 20

- Africa, an entire continent of diverse cultures and people, was
blamed for the spread of AIDS.

- Drug users and bisexual men were seen as '"the bridge” between AIDS
and the heterosexual community.

- Frostitutes were blamed for spreading the disease to military forces
and to other "customers in the general public"”.

- And women, in general, were only seen as a "vector of transmission"
to unborm bhabies.

In allowing this blaming of "others", we have seen my home country — the
United States - shut its borders to foreigners who are infected with HIV; we
have seen men, women and children with HIV detained in camps; we have seen
¢hildren with HIV denied an education in public schools: and we have geen
families desert each other.

Nearly 10 years have lapsed since people with AIDS/HIV first raised our
voice. With many of our forerunners now dead. People like Dr. Tom Waddell,
Hans~Faul Verhoef, Henki, Lydia Wanagechi, Amy Sloan, Knud Josephson,

Kevin Brown, Ryan White and Ian Schafer. Each in their own way raised their
voice to ensure that people living with HIV were not seen as diseased
individuals but were in fact seen as "healthy individuals” learning to live
life to its fullest in epite of their dizease.

As you begin to develop your AIDS hotlines, programmes and services
remember that in our world, a world obsessed with power — never forget, that
we - the men, women and children living with HIV/AIDS - constitute a unique
and critical resource. The time is long overdue to acknowledge this and to
incorporate us in all AIDS-related strategies. We are the ones living on the
frontline and we can offer an expertise that cannot be learned elsewherc. We
are people with skills and knowledge, talents and abilities, hopes and
dreams. Much more needs to be done to make us full partnmers in the fight
against AIDS.

Ladies and gentlemen, in travelling the road that lies ahead, let usg
never forget the ingpiration people with HIV have given us, and let it
strengthen us; and hold onto the remarkable history of our own individual and
our collective efforts and draw from it the courage and confidence to make a
difference in how our world views HIV/AIDS,

The future of EIV will depend upon the strength and commitment of our
collective will and the wisdom of our vision of humanity, justice and
solidarity.

Thank you very much.

IYT. Plenary sessiems

4. Plenary seeegion: Basic information

. The spread of AIDS ip Europe, use and limitationsz of data for Hotline
counsellors, by Henning Mikkelzen




EUR/ICP/GPA 116
0012g
page 21

Access to relevant, accurate and reliable information is essential to
Hotline counsgsellors in order to respond to the needs of the callers.
Creativity and innovative thinking is an asset when one is searching for
sources of information. A good Hotline counsellor should always be curicus.
Considering the needs of the callers, you should seareh for information from
many different sources.

Scientific information is important. Do not restrict yourself to medical
information. Social sciences, psychology, anthropology, etc., may be equally
important. Scientific information can be obtained in many other ways besides
the traditional ones: visiting the library, subscription tc newsletters,
ete., it is highly recommendable that a network of experts in different areas
who can provide detailed and updated information be developed.

Personal ewperience is another source of information. Do not forget to
draw on your own resources in this respect, you may have a lot of experience
in relation to sexuality, disease, death, etc. The same goeg for your fellow
colleagues. With regard to people who have lifestyles or live under
circumstances which are different from yours, be it youngsters, migrants, gay
men, drug users, sex workers and, in particular, people living with HIV/AIDS,
you should take the opportunity to leara from their experiences, or even
better, involve them in the work of the Hotline.

The e¢allers represent an indispensable source of information. Yeu should
never forget that every caller is a unique human being. For that reason,
active listening is one of the most important skills for a Hotline
counsellor. Here, however, you have to restrict your curiosity, since the
caller does not ¢all to zatisfy your needs in this respect.

Sharing information is important. You should consider how options and
opportunities should be developed for sharing information and making
information accessible to others, €.g., regular meetings, a Hotline diary,
notice boards manuals, & well ezstablished filing and library system, etc.
Further, systems for keeping the information updated should be established.

While many of you are currently experiencing a lack of information, you
may soon enter the stage of being overloaded with information. You must be
selective in your choice of information by considering carefully what kind of
information you really need in your performance as a counselleor. GSimilarly,
when it concerns the information needs of the callers. Be aware of the
'question behind the gquestion’. Very often callers may start the conversation
by bringing up a neutral question, e.g., 'How many prostitutes are infected
with HIV in Warsaw?'. You may be unable to reply to such a question, yet the
question may not reflect what the caller really wants to know or talk about,
e.g., fear of being infected following centact with a prostitute, whether it
ig risky to have sex with a prostitute or how to prevent sexual transmizsion.

Be critical about the information you receive. GScientific information is
not holy, seldom reveals eternal truths. Information is a tool and you are
the person to decide whether or not it applies to the purpose. Consider, for
example, statistics on the epidemiology of AIDS/HIV in Europe which are often
misinterpreted. First, it should be noted that such sgtatistics reveal only
certain partial aspects. As it has been said about statistics: 'They are
like a bikini. It is interesting what they reveal, yet equally interesting
what they do not reveal’.
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The number of AIDS cases gives some indication of the realities of HIV
trangmission in Europe, yet with great delays due to the long dormant period
of HIV infection estimated on the average as 10 years. With regard to events
of HIV transmission, the current number of AIDS cases reflects what happened
10 vears ago, gays little about the current rates of transmission and nothing
about the future.

The statistical fact that the countries of central and eastern Europe so0
far have been classified as low HIV-endemic areas, does not justify any denial
and complacenecy with regard to AIDS prevention. Besides, what I have already
said, the process of rapid social changes may dramatieally change the picture
in the coming years. In some countries there has been a fall in the number of
persons tested HIV positive in recent years. This may reflect an encouraging
decrease in the rate of HIV transmission. Far more likely it reflects that
persong with high risk behaviour for various reasons, be it fear of
discrimination and stigmatization, denial of the realities of AIDS, fear of
knowing about a positive result or simply because they do not find the tegt
beneficial to themselves, refrain from being tested. Consequently, planming
action in the area of AIDS prevention, should not be solely based on such
statistics.

Finally, be aware of your limitations as a Hotline counsellor and
remember that no one knows everything about AIDS. Be courageous, do not try
to hide your ignorance. If you cannot help on every point, try to refer the
caller correctly or agk the caller to call back later on while you, in the
meantime, find the information. Information is important for a Hotline
counsellor. It iz far more impoortant, however, that you are available and
accessible, prepared and committed to help the caller in any way you possibly
can, ligtening, sharing and caring.

2. Drug use and counselling at the AIDS-Linien, by FKirsten Madsen

I think the AIDS-Hotline in Copenhagen could have had good use of the
edperiences from others when we started up five yecars ago.

I hepe that you in my presentation will find bite and pieces of our
experiences that will be of use to you.

I am going to talk about counselling and drug use and about things we
have done at the AIDS-Hotline in ¢rder to reach this population. 1 will in my

presentation talk about:

1. Who they are

2. How to reach this population
3. How te train the counsellors
L, And finally some examples of specific counselling to this group as

we have seen it at the Hotline.

Some figures from Denmark.
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We are 5,5 million people in Denmark. We estimate that there are 6 000 to
10 000 drug users, generally between 15 and 40 years old. About 3 000 are in
some kind of treatment, Z 000 are because of risk of HIV/AIDS on long-term
methadon treatment in order to reduce needles. Alsc we have today an easy
access to free needles and syringes in order to reduce the sharing of
equipment. The drug users in Denmark belong to one of the largest populations
in relatiom to AIDS. We do nmot have any exact figures, also because only
about 10-15% have wanted to be tested, We konow the first HIV-positive drug
user was ideantified din 1984. Because of the late introduction of HIV in the
group so far only about 50 drug users of a total number of about 900 AIDS
cases have been diagnosed with the disease AIDS. We estimate that between 500
and 1 000 are HIV positives.

About attitude towards the drug users.

When we talk about drug users there is a tendency that we only think of
the "hard core fixers" and forgel the whole grey zone of young people
experimenting with drugs. The young people we generally only tell about
sexuality and safe sex, but not the risks involved in flirting with drugs like
the so called "weekend-fixers'" deo. This experimenting group are not very
likely to identify themszelves as drug users, and do not feel the messages
about eclean needles are relevant to them. On the other hand we coften forget
to address sexuality and safe sex to the group who identify themselves as drug
users. The focus ig on the gharing of needles and not on safe sex. We see
today that the mesggage of clean needles generally has come through but not the
message of safe zex.

We are asgking 2 group who iz heavily stigmatized in our zociety to
control behaviours in situations where loosing control is part of the aim,
namely to get high and to be intimate sexually. And the reason why they
should change behaviour is in the media often expressed as to stop the spread
to the '"meormal™ heterosexual population. Not to gave the drug users' lives.
Drug users are often portrayed as totally irresponsible people, willing to
kill in order to get druge, infecting children with their dirty needles, they
throw all over the place, criminals, haggard looking, who show up late for
appointments at hospitals and then only to beg for free drugs. No wonder that
drug users are very suspicious of public services and public szervants.

This stereotype picture of a group, we want to reach, also at the
Hotline, has to be changed into an individual portrait of many men and women,
who have hopez and dreams like everyone else. If our expectations are so low,
how can we as counsellors hope to make a difference?

We have tried at the Hotline different ways of breaking the preconceived
perceptions and prejudices against drug users, by introducing prostitutes and
drug users into the educational programme for the coungellors. This is one
way of showing the human face of the group and alsc te acknowledge the group
ag "experts" concerning safe sex and drug use. ‘

Az I said before, the suspicion of public services, which the Hotline
also could be seen as, are great within the drug using community. Therefore
it is important, that we do not address the drug use as such. We are not here
to tell whether it is good or bad to be a drug user. We are here to give
accurate information about safer needles and sexual practices. This is very
important to remember, so the users of the Hotline can call, without being
confronted with irrelevant moralistic views. 3But also they feel that they can
talk with a counsellor who is familiar with the community and ite realities.
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It is important to be a known face in the community. 1In an effort to
strengthen the partnership with the local ¢community, where the highest
concentration of sewworkers and drug users are, we have made a campaign
specially targeted towards this area. We have held publie meetings, we have
introduced posters, where the community have decided what was needed. The
last two years for World AIDS Day we set up tents providing right-on
counselling and information in the area. Also we have had top artists
entertain the community members and a presentation on living with AIDS given
by a person with AIDS in the local church.

We have tried to strengthen the peer feeling within the group of
sexworkers by sending two prostitutes to a sexworkers conference together with
a ¢counsellor. We have helped get funding to introduce the idea of gelf-help
groups and peer counselling for and by HIV-positive drug users. These are
ways of showing true solidarity by giving power to the group itself.

These steps have been essential for gaining the level of trust so the
drug users have utilized our service as a Hotline. But also it has given some
inside knowledge to the counsellors involved and in this way making it an
equal exchange.

The Hotline has many advantages when it comes to counselling this special
group as well:

- you can be completely ancnymous;

- you can avoid the intimacy of eye contact, which can be difficult
for many;

- vou can generally get the information here and now:
- it is free, except for the pay of the call which is low.

I will now give a few examples of some of the counselling for this group
that have not been general for many other callers as well: problems with
getting a deoctor on call, because you are blacklisted as a drug user, and
therefore might be deprived of the same services as other people with HIV and
AIDS,

In the drug using group which is generally not a brochure reading group,
there is much "pub talk' about HIV and AIDS.

Often dramatic stories are introduced as the truth about HIV and AIDS.
Quite a few drug users tell that they have used us for checking out
information. One example has been that hercin could slow down the process of
getting AIDS, that men could not get AIDS from women, etc.

& girlfriend who injects in a wrong way, and produces a lot of blood in
the room. Do you dare to assist and how. Here we must remember that drug
users are as scared as the rest of us.

A drug user who feels heavy pressure from the treatment center to get
tested, but is scared. He or she can use the Hotline to discuss prog and cons
and reach a decision that he or she can live with.
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Relatives of drug users, who now find it unbearable after living many
years with the pressure of a drug user in the family now alsc have to deal
with HIV.

Desperation when you have finally almost quit using drugs and then test
positive.

With these calls, like many others, our main function is to be openly
ligtening and show understanding. It might sound insignificant, but everyone
working at a Hotlime, will know that this might make the whole difference.

3. Safer sex cowmselling — experiences from the Swedish AIDS Hotline, by
FKergtin Dyrendahl

The Noah's Ark-Red Crozs foundation is an organization based on voluntary
action, founded to work with prevention of HIV infection and support to
infected persons and their close family and friends. The national AIDS
Hotline ig one of the "branches" of the foundation.

At the Hotline we have provided nationwide information since spring 1987,
The amgunt of callg each week has changed over the years. In the beginning,
due to the societal information campaigns, many people phoned. During
1989-1990 HIV and AIDS was no longer "hot stuff", the problem seemed ignered
and we did not receive as many calls az earlier. Lately, several well-known
persong have come forward talking about their HIV infection. Some of them have
gince then died. Based on that, mass media turns once more the attention to
the subject, with the result that people hecome interested in learning more.
The number of calls to the Hotline increases. Most of the calls contains
guestions on whether or not a behaviour is risky.

Safer sex cownselling
When discuszing methods, maybe the first thing to do sghould be to change
the headline. Much more important than giving advice is providing information
on a level appropriate to the person asking for it. What language to use when
talking about genitals, intercourse, ete¢., choesing one's words carefully, not
te insult on one hand, not to arcuse on the other. The information has to be
simple and clear, correct and understandable. This forces us to listen
carefully to the caller and adapt to his/Her language - as far as possible.
It is also very important not to forget checking up on how the caller receives
the information and if the content is undergtood. Ask questioms like "Do you
know where you have your mucous membranes?', or '"Does this make sense to
you?", "Further gquestions?". Basic knowledge of the body is essential for the
understanding when, where and how HIV can become a threat. ‘Inform the caller
about this particular virus and its living conditions to clarify the infection
routes! We have found it important to compare HIV with some other well-known
microbes for instance to describe that it is not possible tg be infected by
taking a swim in a pool. Having acquired the information above, the caller
should be able to discuss safer sex, for instance guestions like;

- what makes a sexual intercourse risgky?
- ig it easier for a man to infect a woman, than vice versal?

- what role does the body fluids play?
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- how come gome people discuss French kisses among the transmission
routes?

- petting?
— how to use condoms?

Having learned that quite a few behaviours could be risky, it is
important to give the caller an opportunity to discuss lifestyle and sexual
behaviour, what is safe, safer, safest? We try to encourage people to find
ways to express their sexuality without feeling anxious afterwardsz. The
caller should become able to make his/her own decisions based on known facts.
Not only rigks but alsc the seriousness of the situation affectzs the way to
give information. Tt is not the same thing to discuss kisses among young
teenagers ag discussing it with a person who has an HIV-infected partner, even
if the content of the message is the same. One problem is that many people do
not phone the Hotline until after a risky behaviour, looking for advice on how
to handle the situation.

This raises many questions on relatioms, i.e. which should not be
discussed under this headline. Knowledge in safer sex and transmission routes
gives the caller guidelines on how to handle practical matterg to avoid
spreading HIV, if infected. To many people phoning the hotline, this reems to
be the very first moment they consider themselves at rigk. Until now HIV
infectior has always been somebody else's problem. Talking about
"rigk-groups".......

People working on the Hotline are not trained sexologists, but mature
persons extremely good at listening to peoples' problems and questions, using
their knowledge, imagination and cultural competence to guide callers on how
to stop HIV transmission.

B. Plenary szession: Hotline experiences in Central and Eastern Europe
1. The Hupgarian AIDS Hotline by Zsuzsamma Sudar

We are very glad to be here and to share our experiences with you. As
you know the first AIDS cases were reported from Hungary in 1986. AIDS
education and prevention began in Hungary then, and due to the early beginning
of AIDS education there is a quite low number of AIDS cases so far. The
centre of AIDE prevention and counselling is the Ministry of Welfare, under
whose supervision the National Institute for Dermato-Venereology worke, and,
besides dermatology, co—ordinates HIV testing, care of 5T patients and
counselling of HIV seropositives. The AIDS Hotline has been working at this
institute since 1 January 1987. Due to these organizational aspects which we
mentioned we co-operate mainly with governmental organizations.
Non—governmental organizations for AIDS prevention exists in Hungary also,
these organizations were established recently and there is no co—operation
between us in this moment. The AIDS Hotline works at the State Institute for
Dermato-Venereology. Persons who answer the questions are
dermato-venereologists of the Institute and medical students who participated
in special training concerning AIDS. The Hotline can be called from all parts
of Hungary at the caller's cost. We receive the calls every workday from
8a.m. to 4 p.m. The advertising of AIDE Hotline is parallel with leaflets in
AIDS prevention published by the Institute for Health Promotion. The
telephone number of the AIDS Hotline appears in every pharmacy and it can be
found in the telephone directory.
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All calls received by us are registered. We register the gender of the
callers and the questions asked by them. No personal data are registered. We
ask for information concerning life-style only when it is necessary for
answering their problems. As many as 3102 questions were received in the
course of the period between 1 January 1987 and 31 October 1991. This low
number is due to the interest of the Hungarian population in AIDS preventiom,
and due to the feeling of safeness of people in the AIDS guestion which safety
originates from ignorance of hazaxrds.

A very interesting fluctuation could be observed in the frequency of
calls: the greatest interest was on Monday and Tuesday in weekly
distribution, possibly due to the experiences of the weekend. The number of
calls increased in spring, probably because of the begimning of relations.
However, the autumn peak is due to worries about the careless relations during
the summer. In spring 1990 there was a decreage in number of calls and that
was because there were general elections in Hungary. In autumn 1991 interest
increased because it was the first occasion in Hungary that World AIDS Day got
g0 much publicity. The interest in AIDS questions became very high in the
last few months. This is due to the large increase of educational activity
via mass media and newspapers.

After this detailed analysis of organizational aspects we try to
summarize very briefly our experiences during processing of the calls
registered. More than half of the callers inquired about HIV testing. Most
of them asked where HIV testing was performed or when seropositivity could be
precent after a specific date when penetration cccurred. There was a great
interest im the possibility of anonymity during HIV testimg. We got a lot of
gquestions concerning clinical symptoms of AIDS and when these signs would
appear. These people generally found something wrong and worried whether they
could be symptoms of AIDS: the number of questions about the transmission of
HIV was approximately the same, whereas less people were interested in the
possibility of prevention. BSixty-five per cent of people who showed interest
in HIV transmission was male. We got a lot of gquestions about the hazards of
kissing, and orogenital contact besides the general possibilities of
penetration. Some people inquired about the transmission of HIV by
mosquitoes. These questions were very freguent especially in summertime.

Algo some callers asked how long HIV survived in body fluids after leaving the
human body. These questions may lead to the consequence that people try to
think about HIV transmission as a process. We got very interesting questions
about other ways of HIV transmission asz you can see in our next slides. In
the first slide there are supported ways of HIV transmiggiom by body fluids
and sexual contacts. In the second slide there are a large number of
infections contracted by people with AIDS. Here we must speak about gays.
only a few callers reported themselves as homosexual. This may be duve to
other ways for gays to get information about AIDS, for example gay
organizations. The number of callers who reported themselves as drug users
were very few, too. This is due to the very strong isolation of drug-users
and the traditional method of drug use in Hungary which is the continuation of
alcohol and sedatives. The small number of seropositive drug users may be due
to this tendency also.

Apart from the tangential contact to prevention of almost all questions
which can be asked concerning AIDS we got only a few questions about
preventicon. Our experiences show that people turn to the Hotline with theix
worries and conscience problems after an occasional contact. There were some
questions about the correct use of condoms, while other callers wanted to hear
about other possibilities of avoiding HIV infection.
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Some calls were also received not directly concerming actual health
protecting topics but for precise information about a szpecial problem. The
majority of these callers inquired about epidemiclogical and statistic data in
Hungary while others were interested in details of diagnostic methods. Some
callere asked for general information about AIDS disease. Especially
youngsters turned to us with sexual problems asking for individual support.

Few callers had an irrational phobia about AIDS and we were unable to
calm them. Some people used the Hotline to proclaim their antisocial
conceptions. Qthers regarded the Hotline as a possibility of realizing their
perverse desires.

Summarizing the calls we should make the conclugion that knowledge of the
public about AIDS is insufficient. The relative increase of questions ahbout
prevention may mean that people are beginning to realize the hazards of AIDS.
They have begun to be interested in avoiding HIV infection in their everyday
life instead of regarding AIDS as a special problem of homosexuals, for
example. The increase of registered calls during the last few months
indicates that the Hotline is becoming a general way for people to get
information about AIDS and in many cases to get urgent counselling.

2. Experiences of the Inetitute of Venerology, by Iwoma Rudnicka

The Institute of Venerclogy is a part of the Medical Academy in Warsaw
and works with medical education, improving physician gualification in
dermatology and venerology., treatment of 5TDs and prevention of 5TDs including
AIDS.

There are many kinds of prophylaxis such as information about STDs and
AIDS in posters, books, calendars, leaflets, filmg. The physicians of the
Institute give lectures about STD and AIDS to schocls, factories,
lodging-houses. The President often takes part in TV and radio programmes.
Ong prevention of 5TDs and AIDS iz free condom distribution.

Since 1970 we have a confidential telephone and since AIDS appeared we
have also answered questions about HIV and AIDS. The confidential phone is
open every day from 4 p.m. to 9 p.m. In fact it is possible to get
information all of the time, because the doctor who is on duty answers the
confidential phone, too.

People find out about the phone from newspapers, leaflets, posters,
calendars, radio and TV programmes. Sometimes the phone number appears on
buzes. Increasing calls are due to this information in papers, on TV and
radio.

After the call we note the sex, age and problem of the caller.

In 1990 we noted 1551 calls and answered 1593 questions. Sixty-three per
cent of callers were male and 37% female. Forty per cent belonged to the
group of 20-30 years old, 37% were between 30-45 years old, only 12% were
younger than 20. People asking about AIDS are older than people with
venereological problems.
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The calls were divided as follows:
65% AIDS
17,5% STD
5,3% dermatological problems
3,5% sewxual problems

Among the calls concerning HIV/AIDS about 25% ask where and when people
can be tested. In this group there were gquestions about anonymous testing.

Twenty per cent concerned AIDS phobia, 12% asked when HIV antibodies
appear in the blood, 11,5% asked about symptoms of HIV infection and AIDS and
differences between HIV and AIDS, 9% were anxious after sex with an unknown
partner, 6,7% asked how the virus is transmitted and what risk behaviours are,
and 4,3% did not know exactly how the virus is transmitted.

Men more often then women had an AIDS phobia and were afraid after sexual
intercourse. Women more often did not know what behaviours risk HIV infection
and were more interested in anonymous testing.

Only 2% of the calls concerned prophylaxis of HIV infection including
safe sex. These people asked how to stay HIV negative.

Only two persons asked about treatment in AIDS. People from risk groups
rarely phoned. Last year there were five drug users, 18 homosexual men. They
asked when and where they can get blood tests. Five callers were HIV
positive. They asked about treatment, safe sex, sgafe behaviours.

Often talking by phone is not enough. In this casge the doctor makes an
appointment to examine and speak to the patient.

Many times people are advised to consult a psychiatrist, psychologist,
sexologist. -

3. Polish experiences with AIDS Hotline cnunselllng by telephone, by
Jan Krukowiecki

In June 1986, Out—patient and In-patient Depariments for HIV/AIDS
patients was opened. One year later, in June 1987, the AIDS Hotline phone
started. Its number is published in daily newspapers. The telephone is
answered by the nurse working in the OQut—patient Department, and once a week a
doctor on duty answers the telephone for two hours. Doctors note the numbers
of the calls and very briefly the subject of conversation.

The nurse calls the doctor to the telephone when the client asks for it.
Every year about 200 callz are registered.

The greater part of callers ask about AIDS and HIV symptoms.

Very often clients ask about ways of infection. A lot of callers want to
know the address where HIV testing is done.
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The counsellor tries to talk in such a way as to find out if the client
has real fear of being infected or not, explains the ways of HIV transmission
and answers every question., But guestions concerning either the AIDS symptoms
or acute HIV diseasze are rather neglected and not very preciszely explained by
counsellors. The callers, if they belong to a high risk group or already had
contact with a risk person or a HIV-poeitive person are asked to come to the
Qut-patient Department for pre-test counselling. During our work we also had
gome calls from health care workers and mediecal staff. They wanted to know
about the possibility of HIV transmission from their patients.

In conclusion knowledge of AIDS problems is still very poor even among
medical staff and health care workers.

4.  Confidential telephone line in AIDS prevention, by Dr Darina Surcheva

There are Hotlines (in seven towns) and the telephone net was established
by the Bulgarian Red Cross.

The mean goal of these telephone lines is to give psychosocial support in
bad or crisis conditions and difficult situations and to decrease and to help
te manage the callers’' stress. The different problems are discussed:
medical, social, moral, juridical, etc. 1In 1986 a special "AIDS Hotling' was
established. It is especially active around World AIDS Day.

The Hotline

1. vorks twenty—four hours a day,

2. assures anonymity, and

3. confidentiality,

4. does not exert pressure on callers, and

5. makes sure that staff are especially chosen and trained.

The approach is to listen to the caller and to accept his/her problem,
and to give all needed information for the problem-solving. Counsellor and
caller together look for the best possibility to find a way out of the
situation or to find an alternative. The counsellor must mobilize the
caller's will and belief in him/herself. This work requires much professional
skills, confidence, knowledge of the world (experience) and personal
qualities. All this requires special training for the staff and therefore the
telephone line is staffed by specialists only: medical doctors,
psychiatrists, sexologists, sociologists, psychologists, jurists, teachers,
etc., who are well trained in different ecourses. Their work ig unpaid or
partly paid. We can judge of the effectiveness of the Hotline from the
repeated telephone calls, the number of subscribers to the telephone lines and
the callers' gratitude.

In most cases the callers are young people: 36,47 between 20 and 30 years
old, and 17,1% between 30 and 40 years old. The most callers are tingle:
47,6%, married: 36,87, and separated (divorced): 15,6%. Most questions are
about the possibility of being infected with HIV or routes of transmigsion,
the incubation period, the test quality, the first symptoms of AIDS, places
for anonymous testing and confidential counselling, how to tell
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the family, safer sex, etc. These questions and problems are a result of the
great fear of being BIV infected or sick from depregsion by receiving positive
HIV-test result, from the discrimination and isolation of HIV-positive people,
from the increase of prostitution and homosexuality after the democratic
changes, etc. In 36,5% of the phome calls the callers require advice, in
25,8% listening, and in 22,4% to relax. Most phone calls are after the
weekend. On Thursdays and Fridays they are usually about the routes of
transmission and safer sex. It is important to note that in the last year
phone calls from homosexuals increased. All phone calls are registered, but
only on age, sex, education, profession, family status and questions. The
goal of this registration is, after analysis of the data, to find the gaps in
health education and promotion and direct further work (prevention) teo these
fields and populations groups. Now, with the establishing of gay NGOs, they
will be included in these telephome limes. The trust and confidence will be
greater and in this way HIV/AIDS prevention will be more effective and the
public benefit greater.

To promote the telephone lines, mass—media: radio, TV, magazines,
posters, ete., are used. Especially young people receive leaflets and
brochures with information about the work of the telephone line, the telephone
number in different towns, working hours, and the kind of information which
they can recelve.

3. Problems of psychological assistance for homosexuals, by Ririll
Zhuravlyov

The Centre of Crisis Psychological Fhone Assistance "Hotline AntiAIDS"
wags formed in 1991. There are 30 workers, more than 2/3 of them volunteers
(people of different professions). Seven per cent of all the appealings to us
are connected with psychelogical problemg of homoszexuals.

A specific of psychological assiastance methods for any social group
depends on the social attitude to the group. How to prepare special methods
of assistance for homosexuals, if they do not differ from heterosexuals by any
psychological test? In such cases, their psychological problems are caused by
the conditions of GAY beings in society.. Methods of psychological assistance
are prepared on this basis. It causes the need for research on the reasons
for the psychological problems. In this instance the reason is a social
attitude to homosexuals and their way of life. -

The existence of sexual minorities is characterized by the process
including three phases:

1. A society influence directed on the sexual minority group (GAY
digerimination)
2. Some processes inside the group, caused by the gogial influence, and

the transformation of the group.

a, unification of the sexual minorities representatives into
social groups (forming of social structures on sexual basis)

b. sexual minorities transform in a separate social stream,
becoming a social minority

o discomfort of every representative of the minority causes
discomfort in relations inside the group.
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3. A group influence directed on the society: social movement, formed
by homosexuals (GAY movement).

Thiz process results in three conflicts:

1. conflict between the group (the personality) and the society

2. a confliet inside the group

3. a conflict inside a personality.

Let us examine these three main types of conflict:

1. The problems of recognition.
Naturally, it is difficult for the man to admit to such aspects of
his personality, which are net traditiomally accepted by the
gociety. And the negative attitude of society he feels on the part
of acgquaintances, colleagues, relatives.

2. An urge tc change oneself.
Sometimes it happens that tendencies to self-antagonize supported by
society are stronger than personal physical needs. Then a conflict
connected with an urge to change sexual orientation develops. One
can change his life, but suppression of physical needs results in
permanent stress, neurotie conditions, sociable disharmony.

Fractically, people with such inner personality conflict do not
contact psychotherapists.

3. Aggression directed at homosexuals as psychological self defence
against his own homosexual feelings. (Thiz conflict is typical for
heterosexual people).

Mase consciousness resists homosexuality. And when it projects on the
individual consciousness of a man with some instinctive homosexual feelings it
results in inner personality discomfort, which transforms into homofobia in
soclety.

Taking into consideration that thege conflicts are provoked by the
society's rejection of GAYs, one can find some correct methods to
psychologically asgist homosexuals. During volunteer training attention is
paid to such things as: GAYS are not a separate race, nationm, or sgubculture,
but a part of every nation, of every social strata. And to discriminate
against this minority is to discriminate against all society. We raise the
cultural level of every Hotline employee to make him understand and
acknowledge another way of life, in order to achieve ocur aim: the
humanization of interpersonal relationships.

C.  Plenary zession: AID5-Hotline management and organization

1. Goad practice in telephone helplines, by Alan Jamieson

What are AIDS Helplines?

What is their importance?

What is good practice and why it is important for AIDS Helplines?
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These are the key questions which I hope to deal with in this brief
presentation. The aim is chiefly to identify areas which require
consideration rather than provide answers to the questions which need to be
asked.

What are helplines?

AIDS Helplines are human service organisations which offer confidential,
compassionate, non-judgemental, anonymous client centred service to
individuals who telephone with questions or anxieties about HIV infection or
AIDS, As such they form an important point of human contact between national
AIDS programmes and the public.

Their availability and accessibility via the telephone and the service
they offer by listening to and helping callers play a vital role in
communicating information and in personal education, both of which are crucial
factors in the fight against HIV infection and AIDS. AIDS Helplines are
particularly good at encouraging people to take individual responsibility for
their sexual behaviour. They also fulfil a "barometer" function of measuring
the effectives of education campaigns for the public. The services provided
range from pure information teo telephone counselling and long term emotional
support. Such services are offered to the general public or to designated
groups within communities such as gay men.

We need to remember that telephone helplines are a relatively new
creation going back 20-30 years. They have been affected by rapid advances in
technology and considerable cultural changes in terms of attitudes to,
availability of, and use of, the telephone.

Importance of belplinesg

Overall a telephone helpline can provide a unique service., It is
personal, confidential and anonymous, capable of a variety of approaches to a
subject and experience shows it is particularly suited to dealing with such
"taboo' subject areas as sex, sexuality, HIV infection and AIDBS. The number,
type, and variety of telephone helplines has increased dramatically over
recent years and services include small groups based in members own homes and
large national organisatioms. All have been founded as a response and
education. They all provide easy and confidential access to individual help.

Gond practice of helplines

The expansion of helplines to cover a variety of subject areas led to
concern among voluntary and counselling organizations in the UNK about the
standards of help being offered by helplines.

Good practice is seen as essential for all workers and -helplines in order
to engure the provigion of resgponsible and effective quality service to
callers. The principles of good practice are more a set of aims than. & set of
rigid rules namely something to aspire towards rather than something to be
obeyed. People working in telephone helplines offer support to callers in
some cr all of the following ways:

by responding to the immediate feelings and concerns of callers;
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by exploring, with the caller, practical and/emotional issues he/or she
wishes to talk through:

by providing information when it might be useful to the caller;

by letting callers consider and choose for themselves what they want to
do or have happen next.

The guidelines cover:
purpose
managemen b
confidentiality
promotion and publicity
information reseources
recruitment and selection of helpline workers

training

supervision and support
the caltl

I now consider each of these briefly.

Furpose of the helpline

When setting up the helpline it iz essential to consider why anyone
should use your helpline rather than other gervices. 1Is there a need? If you
create a helpline how will it relate to others? There is also a need to be
clear about what you offer te callers. Is it information? Emotional
support? Telephone service only? 1Is it client centred and non—directive? Or
is it directive? Is it an information helpline? Or is it a telephonc
counselling line?

What are its limits and how much and how deep can the support offered to
callers he?

Management of the helpline

By management I mean the taking of overall responsibility for the smooth
coperation of the helpline. Any group involved in management needs to bear in
mind a number of important guestions: is the nature of the helpline clear
both to workers and to users?

Are peolivies regarding confidentiality, referral, relations to other
organisations clear? Are the resources adequate? Is there sufficient
training, accommodation, funding, workers, ete.? '

Is it clear what workers can expect in relation to training, support and
service? Are lines of responsibility within the helpline clear to all who
work within 1t?

Confidentiality

It is vital for helplines to be clear about policy regarding
confidentiality both to the workers and the eallers.
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Mozt helplines want to be able to guarantee that everything the caller
gaye will remain confidential. It is necessary to be clear about whether
there are any exceptions to this and also to be clear about to whom
information is confidential.

Promotion and publicity

There is little point in going to the trouble and probably expense of
setting up a helpline if no one knows of its existence.

Therefore carefully planned promotional activity is essential if the
helpline is to be properly used by those for whom it ig intended. In deing
this it is important to try and ensure that any publicity genmerated accurately
reflects the service provided so there is no risk in raising expectations with
callers beyond those that the helpline can reasonably expect and meet.

Information resqurces

It is necessary to define very c¢learly what information resocurces are to
be maintained by the helpline, then to ensure that they are accurate and up to
date. It iz important to ensure that workers within the helpline know how to
access the information and alse how to gauge the appropriateness of
information for particular callers.

Recruitment and selection of workers

The object of any recruitment and selection exercise is to create a
suitable team ¢of workers who can provide the serviece that is advertised and
offered to the public. Thereafter it is important to try and create teams of
workers who can work effectively within the limits of the helpline service.
Essentially vou need to be clear about the kind of people you are looking for.
A pood worker is someone who is committed to the aims of the helpline; is
comfortable with and comes across well on the phone; 1is able to response
sensitively to participate in training and supervision; iz emotionally stable
and self-aware; is someone who will not take advantage of callers; is
someone who will not depend on the helpline to meet her/his own emotional
needs; 1s someone who is able to take responsibility for calls and kiows
hig/her limitations; is someone able to work as a member of a team. All this
requires a great deal of preparation and thought beforehand.

Training

Training is essential. Tt is important to be clear about what it iz that
you want the training to achieve. There are three elements.

- Induction training where the introduction of the helper to the work
of the helpline is achieved.

- Bagis training where helpers develop listening and responding skills
and their knowledge of the information that is available to callers.

- On-going training to enable established workers to develop their
gkills and potential.
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Good training will always include both practical and theoretical
components. The experiential aspects of training in this type of work are
vital.

Good practice requires that attention be given to listening and
responding skills, understanding the process of the call, the distinet nature
of working on the telephone, skills relating to the beginning and ending of
calls, and awareness of difficult types of calls e.g. suicidal, sexually
manipulative, aggressive etec. Thereafter attention needs to be given to the
discussion of ideas and feelinge that arise from the work,

Supervision and support

Helplines should have a clear policy for supervision and support so that
it is available to all helpers. It iz eszential for the wellbeing of helpers
who are offering emotional concern and support to callers who may often be in
considerable distress. Helpers are bound to be emotionzlly affected from time
to time and will be in need of this kind of support. It further serves a
staff development need and contributes considerably to the health and
wellbeing of the helpline itgelf.

The call
Understanding the process of the call is important.

Calls generally have a beginning, a middle and an end and how these are
handled is important in terms of the gquality of service offered to callers as
well as to the effectiveness and satisfaction of workers.

8o, from giving a welcoming response and creating initial trust, the task
is to help callers explore their difficulty and then provide them with
information and support in helping them to make a decision about what they
decide to do next. This sounds simple but in fact it is a highly skilled
task.

Thig i5 a very brief summary of some of the key points relating to AIDS
helplines and the principle of good practice which can apply within them.
Much greater detail is available within the booklet Telephone guidelines:
Guidelines for good practice which is available to you.

In conclusion there seems no doubt that the telephone will ceontinue to be
an important medium for offering information, counsgelling or emotional support
of the type mentioned. We therefore all have a responsibility, from whatever
service we come, to ensure that what we do is of the highest standard.

It is very easy for standards to slip and short cuts to be taken. We
must take seriously our responsibilities to callers. Their.needs are of
paramount importance and call for the highest possible standards of work. Tt
iz hoped the guidelines will help you to attain those standards.
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2. Comfidentiality, by Shelley Gurney

Telephone counselling is a service to help people through a present upset
or worry; it can be the first contact by & client, and is often anly the
starting-point, the first step in the process of dealing with and overcoming 2
problem.

If thig first contact is experienced az a gafe and pogitive one for the
caller, she/he is more likely to take up a referral to other agencies who may
be able to offer further help.

This is important since most telephome counselling is one-off experience,
the caller has not usually rung before and is unlikely to ring again,
preempting the possibility of on-going work.

This situation is often like crisis counselling, where time is at a
premium and the counsellor has only a lLimited period in which to establish a
relationghip.

it is within this context that I am considering the importance of
confidentiality.

The first step in ¢reating a relationship between a c¢aller and the
helping agency is establishing basic trust -~ one meaning of 'confident' in the
Oxford English Dictionary is "trusting’.

Unless the caller can trust the agency she/he will not be prepared to
discuss issues of an intimate and perszonal nature — iggueg which may involve
some secrecy and feelinge of shame and guilt (if they relate to sexuality and
sexual practices) and may also invelve illegal acts (e.g. drug use) and whose
revelation therefore may put the caller at rigk, e.g. mistrust of staff
agencies.

Telephene counselling can guarantee the caller a greater degree of (and
even total) anenymity, which can encourape preater confidence and willingness
to talk about problems knowing that there can be no repercussicns from
personal revelations.

The callers can choose the space from which to make the call. They can
feel less threatened in places with which they are familiar, and which are
their own territory. However, many callers may not feel gafe calling from
their own homes and use public call boxes or their workplace phone.

However, anonymity and confidentiality are not syﬂonymdus and callers may
5till need to feel reassured and understand the specific terms under which the
agency can guarantee confidentiality, particularly in small communities.

If we accept the necessity of confidentiality in providing an effective
service then each individual agency will need to develop an agency policy of
confidentiality which defines the extent of confidentiality both within and
putside the agency.
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Confidentiality in the context of counselling has been defined by the
British Aszociation for Counselling as treating 'with confidence persconal
information about clients, whether obtained directly or indirectly or by
inference. Such information includes name, address, bicgraphical details, and
other descriptions of the elient's life which might result in the
identification of the client'.

It is important to consider what information is considered confidential.
Does this relate to personally identifiable information such as names and
addresses, or to more general content information?

To whom is the information confidential? It is probably unrealistic for
an agency to offer its clients 'total' confidentiality, i.e. between caller
and counsellor. In order to best support callers, helpers and other workers -
to allow for mutual development and support — confidentiality can be kept
within the confines of the agency, its past, present and future workers.

There can be 'lavers' of confidentiality which extend from individual to other
team members, through line management and inte staff support practice and
internal and external training. A strategy which defines confidentiality as a
restriction on the communication of personally identifiable information, i.e.
preserving anonymity, can allow for considerable communication between staff
members within a totally confidential cliert/counsellor relationship.

However, helplines may nct be able to offer their callers continuity in
terms of counselling staff and may need to share information about callers.
Similarly some agencies may operate in close contact with others, e.g. medical
or social services. Inter-agency co-operation is important and information
about callers may need to be shared between agencies. Does confidentiality
extend to preclude discussions with other organizations? There may be workers
whose work overlaps between two agencies with clients in common.

Can callers and calls be discussed outside the agency in general terms,
g.g. with family and friends, who may also be potential users of the service?
Are such discussions useful and respectful of the callers or frivolous?

The policy needs to be clearly understood by all staff - confidentiality
is easily breached and can never be mended. Staff should be able to
communicate the policy clearly to all c¢lients including any limitatiens on the
degree of confidentiality being offered.

How doesz the agency approach confidentiality to its workers? Especially
if offering further services? How much confidential contact is acknowledged?
How are workers protected?

There may be certain circumstances in which an agency may consider
breaching confidentiality and disclosing information to a third party.

In what c¢ircumstances can confidentiality be breached? Common arguments
include:

- it is in the ¢lient's best interest, e.g. threatened suicide

the client may be putting others at risk, e.g. illegal acts
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- professionals involved may 'need to know', e.g. medics, dentists,
health care workers

- digclosure is in the overriding public interest.

In such circumstances the client's consent to a change in the agreement
about confidentiality should be sought whenever possible unless there are good
reasons for believing that the client is no longer able to take responsibility
for his/her actions.

Any breach of confidentiality is an extremely serious matter and should
whenever possible be discussed with a supervisor/line manager. C(lients must
be informed of the action and advised of the implicatioms and consequences of
disclosing information.

Firnally it is worth considering what written infermation and records are
required to be kept by the agency.

Records may need to be kept for continuity and statistical information.
Agencies may need to consider for what purpose they keep written records:

- what information is needed?
- can this information be made anonymous (not personally identifiable)}?

- who hasz acess to the information and where and how is it stored
{cleaners, office/admininigtrative gtaff)?

- for how long is it kept?
- how is it destroyed? (is it destroyed?)

What iz the agencies' recording system? 1Is it centralized? Can
individual workers keep individual detailed notes which can be
crogs-referenced?

‘

How is HIV status recorded and is this necessary?

And finally what is the legal position with regard. to withholding
information?

3. Public relatioms at the Danish AIDS5-Linien, by Kirsten Madsgen

I am going to talk to you about a different approach to public relations
work as we have practised it at the AIDS-Hotline in Copenhagen. I hope you
can use seme of the ideas, if you are setting up an AIDS Hotline,

First I will give you a short introduction to the situation in Denmark,
because the frame is of course important for how you as a Hotline can:
implement your "local campaign". This is also to emphasize that coming from a
social democratic society, with free medical care and which has a reputation
for net having many taboos about sex educatioen as an example, makes it, of
course, a lot easler, than making public relations in a society, where for
example, even showing a condom can be controversial.
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First some statistiecs. We are 5,5 million inhabitants in Denmark. We
have so far had 905 persons diagnosed with AIDS, of which 407 have been
diagnosed only in the last two vears and 607 have died. Through the last two
years every second day one person has received the diagnosis AIDS and every
day one person is told that he or sghe is HIV positive. Three-quarters of the
AIDS-diagnosed people are men and we estimate that 3 500 — 4 000 men are
infected through homosexual contact., A thousand te 1.500 are estimated
infected either through heterosex or drug use.

The government in 19287 decided by law that the fight against AIDS should
be done voluntarily, anonymously, and with honest and direect information and
education.

The Hotline where I work can be geen as an important part of this
information and education. We are both a telephone and an en-site one-to-one
counselling and we also try to take initiative in new projects. We are 5,9
pald staff and 50 volunteers. T will show you a few slides of what the
Hotline looks like as well az some of the staff and volunteers.

The callers were — when the Hotline started in 1986 - asking a lot about
sexunl transmigsion and questions like whether mosquito bites, using the
public toilet, swimming pool, eating of the same plate could cause infection
with HIV.

As time has gone by more callers and people on the one-to-one counselling
at the AIDS Hotline are personally touched by HIV and AIDS. Either they know
somegone who is infected or sick, they themselves are HIV positives or they
have had a real risk of being infected. The callers are often very concerned
about the reaction of thelr surroundings. I think the Hotline has a moral
obligation to utilize this knowledge about different callers, in a more
gencral manner, through public relation work. Callers can be seen asz an
indicator of what is needed in public relations.

My responsibility at the Hotline is public relations. Traditionally,
public relations has been advertisements in papers and magarines, making
brochures and TV spots. Often all this dic done by a professional advertiasing
COMmpany .

We see at least five problems in this approach:

1. it is expensive and we have only 50 000 dollars per year, which for
Danish standards is little;

2. it is difficult to distribute materials to where Ehey are mogt
needed

3. there iz an overload of written materials that deal with the game
subject;

4. you do not reach the nonreading community;

5. it is a passive way of giving and receiving information.
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At the Hotline we found that in the late eighties there were enough
prganizations who made publications about gafe szex, etc.,, and alse that it was
a real problem to distribute the information where it was most needed. What
was even more lacking, was the cutreach to people who do not read these sort
of materials or read at all. We found that many were willing to volunteer
their services in the P.R. work, and I must add here that there iz not a big
tradition for volunteers in Demmark. Because it is people who are sensitive
to iggues around HIV and AIDS, it ig also an ethical guality comtrol, to
include some of the people who could actually be your callerg or target group.

All this has caused us to try other ways of doing public relations than
is traditionally seen in Denmark.

We try to initiate new groups where we see a need. We gaw a need for
support to relatives to people who had died of AIDS. Also we knew it was hard
to make the press write anymore about HIV and AIDS so something new had to be
introduced. Therefore we decided to "steal" the american idea of the Names
Project which is a project about making a personal memory quilt to someone you
have loved that died of AIDS. By sewing the quilts together we can use them
for displays. ©So far this has been a very successful project. We found that
relatives, lovers and friends got great support, by meeting other people who
had lost one to AIDS. Many people in Denmark do not like to seek help when it
is called counselling. With the Names Project you start doing zomething
practical, visible and artistic, that bhas to do with the one who died that you
loved and now miss. His or her death will get some meaning as the guilt will
be displayed in comnection with AIDS information events. Sewing a memory
guilt can also bring family and friends together.

The Names Project is now a well established group on its own feet with
less and less support from the Hotline. It has attracted a very mixed group
of grandmotherz, gay lovers, sisters and friends, who have been able to share
feelings, which iz not =0 easy to do in ecold Denmark.

From & public relation standpoint, this project has been covered by TV,
magazines, books and museums to a degree that we often have to make a "waiting
list"”. PFPart of the sucresg is that here is something wvisual that is not gcary
but still deals with death. We have arranged lots of public meetings,
volunteer appreciation parties, support partiesg, etc. We have tried to pull
people in from other countries to get inspired and learn from their
experiences. But also to show the global picture of AIDS. We try to pull
people in from the community and let them present what they see as the
problem. We have done this especially in an area where we see a lot of
sexworkers and drug users. We have asked different groups from this area what
they could use us for and this has resulted in specially designed posters and
a demand for having people from the Hotline come to the different institutions
to tell staff, wolunteers and users about AIDS.

Io making our printed materials, we have tried to use people that are
sensitive to the issue. For instance the postcards and posters are made by a
person who died of AIDS this year. We try to attract people's attention by
making sgomething beautiful they want to keep and something that has a message
they can play with and which is not too obvious and carries simple messages
about condom use, etc., AIDS i3 many things and changing behaviour for one is
not just done by telling about condoms.
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I started out saying something about distribution problems. It ig
important to show faces behind the AIDS Hotline too, 50 we have been a small
team who has visited bars and pornoshops to distribute materials. This is of
course very time-consuming and you need a lot of humour. But if there is
time, 1 think this is also a very mutual learning experience, to get a feeling
of what the man in the street feels about AIDS, and for him to Eee that we are
not necessarily strange looking transvestites or whatever picture he might
have had in his mind. I will show you a few glides with different
"streetwork' events. What I have been trying to say and show is that public
relations can be a vital part of a Hotline and also have the effect that the
volunteers and staff will be proud of bheing a part of the organization which
isg very important in order to keep already trained volunteers and staff.

I will end my presentation by showing some slides from parties hosted by
the Hotline to show the importance of putting joy into the work as well.

Thank you very much!
D. Plenary segsion: The calls and the callers
1. 'Gorry, I've got the wrong number', by George Sved
The SFGL (Swedish Federation for CGay and Lesbian Righte) has about
5 000 members. There are 25 local departments, three counsgelling centres,

15 gay/lesbian switchboards (helplines), six radio stations and three bookshops.

The list below shows the guestions that are most frequent.

MEN:

1. Sorry, I've got the wrong number

2. I am not gay, but ...

3. I am s¢ worried, I have a cold since Friday, fever, diarrhoea
4. How is it transmitted? Symptoms?

3. What iz safer sex?

6. Testing?

- Where? When? Anonymity? Result? How? Legislation?
7. The bisexual dilemma
8. I am HIV positive, but my boyfriend is

9, Haragssment at work

10. The physician

- fear of the health care system in general
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- the AIDS Media~Doctoxs

- the certificate; sick-leave/take leave
- the commands/regulations
- contact tracing
11, To live with HIV
- to be alone
- to have sex
- to be in love
- to hide
- to be afraid of living and dying

- to arrange the funeral or a travel around the world on your
credit card

- to make up the last will
- ingurance and work
12. The surviving relatives

13. It's yvour fault - gay pride.

WOMEN :
1. To have been unfaithful
- where is the ¢losest testing-site
2. The Nursge at frimary Healtp‘ﬂare Centre
3. "Liberated Libby"
4. Prostitutes
5. Leshbians

- rizks for HIV for women engaging in lesbian sex
- vaginal secretion, periods

- bigexuality

- IV drug uge

insemination/children
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- other sexually transmitted diseases; herpes, chlamydia.
IV. Working group reports
1. VWorking group: A

Rapporteur : GCeorge Sved
Chairpergon : Eirsten Madsen

First session

The group consisted of about 15 persons with very different backgrounds.
The introduction round showed that expectations mostly were to learn from each
other, share practical information and experience on Hotlines and to create a
social network.

Special interests

- Special hotlines for some target groups like health care person-
nel and HIV-positive people?

- How to influence governments to abolish legislation that is
counter-productive te AIDS prevention.

second session

The session was used to discuss two major topics; general versus
specialized hotlines and safer sex. It became obvious that different kind of
Hotlines run by government agencies and NGOs aimed at specific target groups
are necesgary because at the moment there is a lack of trust hetween Lhe
different parties,

On safer sex, the discussion was most about how to bring the mes=zage,
having almost nothing to offer.

For instance the guality of available condoms is sometimes very bad and
lubricants are not available at all, not to mention waterbased lubricants. It
was felt that protection with bad condoms used the right way is much better
than no protection at all. '

A central issue was also the AIDS phobia on different levels as well as
homophobia.

Third _session

The group had a very active discussion. The impact of fear for HIV
infection and AIDS was highlighted from different angles.

The 'afraid-callers' seem to be quite universal. Their repeated. calls to
different Hotlines is time-consuming and often manipulative. 1In gpite of
quite good theoretical knowledge of HIV/AIDS, fear and prejudice is often
present also in the medical profession. One group member told that their
Hotline was kicked out of the building when it became public that they were
drug users counselling on AIDS.
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It proved also important to give HIV a human face in order to overcome
fear, in order to replace fear by a wish to come close.

Fourth and fifth session

The group started with discussing the possibilities for setting up
Hotlines. In many countries the telephone system is not perfect. It is not
unusual that lines interfere, and several conversations can be overheard at
the same time.

Telephone lines are scarce in many countries, and you may have te wait
for years to get a telephome. Due to this, many pecple do not have
telephones, and costs for the call ¢an also be high (especially for
long—distance calls). Not all areas are automatic, which means calls from
rural parts of countries must be ordered and can be overheard by a local
switchhoard operator. Thus there are difficulties in setting up Hotlines but
it can be done.

Promotion issues were alsc discussed especially in the light of balance.
Some felt they had reached out well, and did not want to 'overdo' the
promotion because of the lack of technical resources and the lack of
manpower. Others felt that much more needs to be done.

When discussing the budget that Western countries and WHO allocated to
central and castern Europe, it was felt that it would be a great help if funds
could be earmarked for AIDS activities not only for governmental agencies but
also for NGOs and if the activities could be better monitored. Funding for
existing, well functioning services should be a priority.

A round was made on the testing policies in the different countries and
some group members were astonished to experience under what circumstances RIV
tests were used.

The picture that emerges is:

A lot of false positive test results due to lack of confirmatory tests,
and testing without informed consent or other compulsory forms.

In discussing the test issue also a wide range of questions on safer sex
and counselling skills and methods were dealt with.

Sixth closing session

Discussion on the follow-up and conclusions of the workshop. The
different remarks:

- Flanning a two-week seminar for Hotline volunteers from Russia and
gther republics.

- Better goungelling skills are important for the Polish participants.

- Drug users' problems in connection with Hotlines were not addressed
sufficiently. It is felt important to liberalize legislation on
drug use in eastern European countries. Harm reduction and not
marginalize drug users should be the policy.
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Inspired to work in a wider sgense with changing attitudes and
information among teachers and health care personmel.

Very useful. Will start with my friends and colleagues. Pleasze do
not leave us alone now. We need training.

In the beginning optimistic. After role-play more 'pessimistic’
becauze of complexity of practising counselling with regard to
RIV/AIDS.

Would like to have guidance from existing Hotlines on questions and
angwers. Believe us that at this time a big state—ogwned line would
not be called by prostitutes and gays. More training on

counselling content, not on corganizing. How to come closer to a
very scared and shy person? Thanks to WHO for organizing a
conference and the importance of Hotlines in the countries of
central and eastern Europe was recognized. Western countries should
be patient. We will be more experienced in three or four years. We
also need some form of recording.

I feel it important in Hungary to give publicity to AIDS Hotlines in
order to give information to general public on AIDS (the risk groups
are informed). Workshop was useful - same questions, same problems
in the countries of central and eastern Europe.

It was a good workshop, networking was very useful, both nationally
and internationally. More information is wanted from the Global
Programme on AIDS of the WHOQ Regional Office for Europe direct to
helplines if possible. A profile of counsellors would be helpful
(what information the counsellor must know, skills etc.).

The workshop has been worthwhile. Recommend my government some sort
of follow up. Socially very pleasant cenference.

Very useful to see there are many ways to do things. Confronted
with own prejudice to the countries of central and eastern Europe.
I have enjoyed the group.

Important that invitation was sent direct te individuals.

Many people working in the national AIDS programme are homophohic,
will never be trusted by oppressed gay and lesbian people.

One country's decision not to grant citizenship to HIV-infected
people was regretted.

Thinking about preparing a centre in Warsaw for lesbian and gay
switchboards and for AIDS prevention as a result of the workshop.
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2. Working group: B

Ferstin Dyrendahl
Alan Jamiegon

Rapporteur
Chairperson

First sesgion

The group split up in pairs and then introduced each other saying who
they were, what they did, why they were here, what they wanted from the
workshop and what they brought.

Participants then worked in small groups to identify their own needs and
expectations of the workshop.

These were:
- networking
- more information about AIDS
- more information about AIDS Hotlines
- relation between AIDS Hotlines and other Hotlines
- information on evolution of Hotlines
- gtructure and staffing and organization
- intensity of work hours/calls/problems
- more basic information on HIV/AIDS
- the role of personal counselling/anonymous counselling
- is just a Hotline enough?
- recruiting and training counsellors
how? for how long? in whét skills?
- counselling the counsellors
- who is calling? why?
- registration and analysis of calls
- information about documentation
- how to reach specific groups?
- marketing and public relations

- effectiveness of clear messages
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- funding
- cost efficiency.

Second session

Trying to discuss yesterday's list, the group started with whether or not
deep kigsing might transmit the virus (HIV).

Other questions discussed: how to acquire basic information and how to
interpret it before informing others.

Various methods were presented. In Poland for example there is a
national institute that is responsible also for validating of the facts
(interpretation of articles in magazines).

Discussion followed on how to develeop a good manual and keep it updated.

How to recrult and select counsellors?

=Who should become a HIV counsellor?
- Should he or she be physician or not?
- Should HIV-pesitive persons' experiences be used?
- Who iz too young to answer?
- Could a gay answer?

Should the Hetline reflect the spectrum of the society?

It was also felt impertant that if no tradition of counselling exists in
a society one sheuld try teo create one in a changing society.

The training of hotline counsellors was also discussed.

skills

[

- methods to answer
- training models, role plays, peer meonitoring, etc.
mentorship/support/supervision
- credibility (of both the counsellor and the organization responsible
for the Hotline) and empathy are considered more important than

professional background.

Every country or organization has te find its own model hecause there is
no 'THE HOTLINE'.

Anonymity creates possibilities to pose the questions needed,
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There ig a risk with scientific translation of texts. Texts must use the
language of the target population.

s ion

An example of fund raising in the UNK was presented. How to find money
within the countries of cenmtral and eastern Europe.

Know the local setups.

Small initiatives are important like:
- buses in streets

- concerts.

Sew educatign traditions were also discusgsed: in school, in the family.
Semetimes none geem to exist at all.

Ways of promotion.

- on goods, newspapers, stickers, posters, buses, TV/radio, sex shop,
through friends.

Fourth sgseion
Management of calls.

First the response to callers was discusgsed in small groups. Different
points of view existed on how to respond, anonymity or not.

But there was agreement on: friendly tone, good articulation, adapted
language, empathy, patience, listening to questions 'behind’. In summary:

interested, welcoming ('opening the door'), creating trust and setting the
scene.

A good call should have a clear structure: beginning - middle - end.
Piscussion followed on the importance of a clear registration system, not

only to clarify and make results vigible but alse to support, for example,
promotion strategies for the Hotline.

Fifth session
Role plays showed examples of finding good and bad answers.
Discussion followed om:

- How to advige the caller what to do. The coungellor can only
support the caller in finding a solutiom.

Two groups worked on whether the Hotline be autonomous or be a part of a
treatment centre.

Group I - two views were expressed:
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1. Autonomous Hotlines give better accessibility to general public
2. In a treatment centre medics will be counsellors and they are able

to give best possible advice,
Morals were alszo discussed:
- basic shared values
- need to be defined

- others will change with the progression or regression of society and
with time.

Is promotion based om moral principles? Or on the need for safer sex?
Or do both these factors prevail?

CGroup IT

Need to consider what underlines the need for the helpline wether it is
in an STD clinic or is a gay or body positive or drug help line.

Co-operation between a2ll lines ig aimed for but at this moment one has

got to be happy with what exists. The future is not known, and we are
therefore not in a position to know what is better.

Sixth closing session
Individually:
Think of one positive thing you received from this workshop
- (more) supportive
- learning from experience
- techniques
- role of Hotlines
- operation of Hotlines
- more information on training
- learning from West AIDS Hotlines should be confidential
- good group experience

What will you do differently as a result of this workshop and what else
would help you?

- create a working model

- involve more physicians
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- give more information to callers
- more training for counsellors
- more supervision
- learn new sgkills
- support helplinees training
- charge education material away
- change registration forms
- more support to callers, comfort them
- make better contacts with seroﬁositives
- networking
- keep contacts
- money
- good reference
- material
- (information and training)
3. Working group : C

Carsten Hingz
Shelley Gurney

Rapportenur
Chairperson

First session

After the introduction of the facilitator and the rapporteur by
themselves, two participants introduced themselves one to another. Then, each
participant introduced his 'partmer' to the whole group.

In three groups of four persons, the participants cleared their
expectations on the workshop apart from the general themes given in order of

appearance:

- persomnal contact with people from other countries working on the
same theme :

- technical problems in setting up & Hotline
- how to reach target groups

- fighting bureaucracy
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how to find reliable specialiets/organizations to refer the caller
to

right level of language for good communication with the caller
what kind of support to offer to seropositives
what kind of callers to expect

other themes of the target groups, e.g. coming-out, emancipation of
gays

prevention not separated from emancipation
how to attract people
fighting conservative politics

how should authorities encourage and enable people to run Hotlines,
how to start them

co-operation of authorities with, e.g. gay groups who want to run a
Hotline

how to change policies/legislation to enable activities of, e.g. gays

problems concerning different languages/cultures in the region of
the Hotline

discrimination of languages/ethnic groups within Hotline.

Second secsion

The group exchanged experiences concerning:

e

Lack/availability of general information on sexuality, i.e.
- sex education programmes ig schools

- appropriate books/material

- competent educators/teachers

- inereasing influence of relipious forces
Posgibilities/limits of Hotlines, i.e.

- referral systems

- how to find/motivate members of the target groups for work in a
Hotline

- how to enable/train professionals (medical doctors,
psychologists, etc) towards special needs of the target groups
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coping with/fighting the limits set by legislation

of communication/co—operation between

groups, who want to run a Hotline and authorities

groups with a different approach towards the 'Hotline', e.g.

whether it should work for the general public or for specifie
target groups.

Three small groups worked on different issues, which are important when
planning or starting a Hotline:

1. referral systems/how to find out their reliability
2. selection and training of staff
3. collection of data/information needed for work.

After 30 miputes work in these subgroups, each group presented the

cutcome:
1. A National AIDS Committee should be able to
- recommend reliable specialists
- build up training programmes for specialists, where they get to
know people belonging to the target groups and where they are
provided with special informatiom/issues concerning, e.g.
lifestyles of target groups
- give licences to the gpecialiste, who have attended these
seminars
- have the activities funded by govermments, helped by WHO.
2. A psychological profile has to be worked out which clears the

conditions for appropriate communication with callers belonging to
different target groups.

Professional background, social level or sexual orientation of the
counsellor are of minor importance.

The team of counsellors ghould regularly exchange experiences and
information, especially concerning referral possibilities. The
question of (dis)advantages of volunteers and/or paid staff remaineqd
for discussion.

3. The most important aspect/criterium has to be the credibility of the
Hotline. Discussion on how far the counsellor can/should enter the
privacy of the caller without scaring him/her.

Direct questions only as much as necessary for the counselling.
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Fourth session

Before starting to work in sub—groups, each participant was asked Lo give
a short comment on what is still missing for him/her, and what kind of
expectations have already been met.

Benefits on

- personal contact that may serve to selve problems coming up in
practical work later on

- confidentiality/commynication
- gocial aspects of AIDS/sexual orientation

- informaticn from activities in other countries that may help in
negotiationg with their own authorities

Open aspects

- general Hotlines versus target Hotlines

- practical financial/funding problems.

Two small groups worked on the following topica:
1. registration of data/confidentiality

2. general Hotlines versus targeted Hotlines.
Results presented to the whole group:

1. There was agreement that some collection of data is useful

1

to present the work of the hotline to the public

- to justify funding

- bagsic information for lobbging

- monitoring effectiveness, i.e. reaching target groups
The e¢ollection should be made‘as sensitive ags posgeible.

The purpose of the Hotline is help the caller, i.e. above all,
confidentiality has to be assured.

2. The decision towards a general hotline or a target hotline finally
depends on the conditions in each country. It is important ‘to
choose an appropriate name depending on the language, to mention in
a specific way the services offered in the adverticements, e.g.
psychological, medical, social, legal. The {volunteer) counsellors
have to be trained on these subjects by experts so that the experts
only must be present personally at certain advertisced hours for any
specific questions.
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A targeted Hotline dis important for, e.g.

- lifestyle problems apart from AIDS

eagier access to AIDS-related lifestyle questions

1

AIDS problems can sometimes not be separated from lifestyle aspects.

A general and targeted Hotline ecould be run together, with different
opening hoursg and shared expertise.

As lomg as only one Hotline is possible, a general hotline has priority,
but if specified hotlines are possible, it is better to separate them to avoid
confusion for the caller.

Fifth session

The group first separated into two small groups and worked onm practical
aspects of questions that could come up in a Hotline.

Each group choose three possible gquestions and discussed possible answers:

1. 'Te tell or not to tell I am sercopositive’
2. 'How ghould I go on living as a seropositive'
3. 'What does safer sex mean, how to practice it?%'

The whole group worked out that there ig not one correct answer, but that
it is necesgary to concentrate on the personal situation of each caller.

The two common issues were recognition of the importance of

- information regarding the prevention of further infection

- providing the caller with information relevant to his/her perscnal

henefit.
Sixth ¢losing session

In the last working group session, the participants resumed the main
achievements of the workshop:

. to make contact with other people working on the same issue

2. to exchange experiences with people at both natlonal and
international levels

Support and encourage starting activities of one's own:

1. Hotlines

- Agreement of the importance of standards and the necessity of
profound preparation, e.g.
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- training for counsellors (counselling does not just mean to
provide the caller with information, but putting emphasis on
personal problems and enabling the caller to find the
conclusion on his/her own)
- getting up information (translating from clinical terms into a
language the caller underetands)
- getting to know material, e.g. for translation
- Criteria for setting up a reliable referral gyetem
- Being clear what kind of service is appropriate in relation to the
individual vequests of the caller
2. Agreement of the importance of general sex educalion programmes and
the need to target young people in particular.
3. The importance of naticnal and regionmal networking for
- training programmes for counsellors
- lobbying to change the legislation for discriminated minorities
- putting pressure on national governments to add '"the free
choice of sgexual orientation' to the basic human rights in the
constitutions.
4. The importance of specific activities for target groups which
proceed emancipation of minorities.
V. Working group results, conclusions and recommendations

The summarized results of the three working groups and the workshop as a
whole, are preszented in this chapter.

Conclusiong

]

It was very stimulating and encouraging for the participants to meet
other people confronted with similar experiences, problems and
challenges when combating AIDS in their individual country;

Eefore an AIDS Heotline is able to operate appropriately some basic
criteria have to be fulfilled {(non-judgemental approach, respect for
human rights in general and more specific: no diserimination based
on sexual preferences);

An AIDS Hetline should involve members of specific target groups as
much as possible (people with HIV/AIDS, men who have sex with men,
women, drug users):

There is a great lack of possibilities for the practical execution
of a kind of AIDS Hotline (recognition at the policy level, funding,
space, skills, etc.).
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The workshop answered a lot of questions, but at the same time launched
new gquestions and needs.

In all of the central and eastern European countries that participated
there is a great need for:

- basic information about: AIDS, (homo)sexuality, counselling, the
role of the Global Programme on AIDS of the WHO Regional Office for
Europe, etc.;

- concrete guidelines for telephone counselling:

- some kind of training as follow—up of the workshopi

- funding and skills to negotiate funding:

- participation in (inter)national networks.

The participants of the workshop agreed on a statement concerning the
rights of homosexuals.

Recommendation

Attached.
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Annex 1

Recommendation

Participants at the "Workshop on AIDS Hotlines for Countries of Central
and Eastern Europe', Warsaw, 13-16 December 1991, examined the Lendon
Declaration on AIDS Prevention, unanimously adopted on 28 January 1988 by the
World Bummit of Ministers of Health on Programmes for AIDS Prevetnion, which
emphasized the need in AIDS programmes to protect human rights and human
dignity.

They also reviewed Resolution WHALL.Z24 of the Fortv-firet World Health
Assembly on Aveidance of Discrimination in Relation to HIV-infected People and
People with AIDS, urging Member States to protect human rights and dignity of
HiV-infected people and people with AIDS, and of members of population groups,
and tec avoid discriminatory action against and stipmatization of them in the
provision of services, employment and travel.

The group further considered the Prague Statement, unanimously endorsed
by participants of the Pan—Eurcpean Consultatiom on HIV/AIDS in the Context of
Public Health and Human Rights, held in Prague from 26 to 27 November 1991,
urging Member States to ensure that all laws, policies and practices which
directly or indirectly affect HIV/AIDS prevention and control or concern the
legal emancipation and empowerment of women and vulnerable population groups
take full account of prineiples of human rights, ethies and humanity, pointing
tout the need to pay special attentieon te the needs and rights of men who have
sex with men, drug users, sex workers, prisoners, migrants, refugees and
ethnic mincorities.

The participants unanimously decided to recommend that Member States of
countries of central and eastern Europe, in view of the potential risk of a
rapid increase in HIV transmission among men who have sex with men, take
immediate action to review and revise all existing laws, policies and
practices which discriminate on the grounds of sexual orientation, and
counteract discriminatery attitudes among the general pepulation along the
guidelines suggested in the Prague Statement.
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Annex 2

List of partigipants

ALBANTA

Mr. Besim Nuri

Responsable of the AIDS Unit at the Research Institute of Hygiene and
Epidemiology

Research Institute of Hygiene & Epidemiology

Tirana

Albania

Phome: # 355,4233553

Fax : # 355.4222463

Telex: 0604/4205

BULGARIA

Mzr. Dr. Rumen Bostandjiev
M.D. - psychiatrist

Medical Academy

Ministry of Heazlth

5 Sveta Nedelja Square

1000 Sofia

Bulgaria

Phone: # 3592542965

Phone: # 3592724882 (private)

Mrs. Daniela Kerina

Psychologist - consultant at the Hotline
c/o Medical Academy — Presidium

D. Nestorov 5t. 15 '

143) Sofia

Bulgaria

Phone: # 3592591146

Fax : ## 3592599126

Mr. Dr. Dimiter Radew FKujumdijiew

Coungellor and Consultant by the AIDS telephone Sofia
Str. Tina Kirkowa 16

1000 Sofia

Bulgaria

Phone: ## 3592835993
Fax : # 3592885349
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Mr. Valery Laftchiyski
Lawyer

Ministry of Health
Drujba 2, bl. 217 B
1582 Bofia

Bulgaria

Phone: # 3592879945
Fax : # 3592800031

Mrs. Tilyjama Niagolowva
Ministry of Health

5 Bveta Nedelja Sg.
1000 Sofia

Bulgaria

Phone: # 3592876182

Fax : # 3592800031

Mre. Darina Surcheva
Medic¢al Doctor — expert
Ministry of Health

5 Sveta Nedelja Sq.
1030 Sofia

Bulgaria

Phone: # 3592876182

Faw : # 3592800031

CZECEQSLOVAKTA

Mr. Cyril Dyre
Vice~chair of SAP

F.O. Box 13

14700 Praha 4 - Podoli
Czechoslovakia

Phone: # 4227152156
Fax : # 422530775

Mr. Jiri Holub .

Manager of Prague Helpline AIDS gpecialist of gorcial medicine
Krajska Hygienickd stamice KHelpline

Dittrichova 17

12007 Frague 2

Czecheslovakia

Phone: # 422291773

Phone: # 422299584 (Secretariat of director)

Fax =+ f#f 422292234

Mr. Daniel Polakovic

Member of Staff Ganymedes

Grznarova 1

83102 Bratislava, CS5FR

Czechoslovakia

Phone: # 427253888 {(answering machine)
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Mr. Richard Prusa

M.D., AIDS—co-ordinator
Lambda Union

Pod Kotlarkou 14

15000 PRAGUE
Czechoslovakia

Phone: # 422527388

Fax + # 4227982278

Mr. Marian Vojter

President of Ganymedes

Grznarova 1

#3102 Bratislava, CSFR

Czechoslovakia

Phone: # 427253888 (answering machine)}

DENMARK

Mrs. Kirsten Madsen (WHO temporary adviser)
Social worker/counsellor

Toldbodgade 11, 1 t.h.

1253 Copenhagen K

Denmark

Phone: # 4533128205

Fax @ # 4533010348

Mr. Richard Rector (WHO temporary adviser)
Toldbodgade 11, t.h.

1253 Copenhagen K

Denmark

Phone: # 4533128205

Fax ¢ i 4533010348

ESTONTA

Mr. Alexander V. Romenski
Co-ordinator

Vabaduse pst 165/8

200009 Tallinn 9

Estonia

USSR

Phone: # 70142438566

GERMANY

Mr. Carsten Hing (WHO temporary adviser)
Caseworker section gay/bisexual men

Deutsche AIDS-Hilfe

Nestorstrasse 8-9

1000 Berlin 31

Germany

Phone: # 3080690641

Fax : # 3089690642
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Mr. Dénes Bénhegyi

Senior lLectuerer

Hungarian Tropical Health Institute
Gyali ut 5-7

1097 Budapest

Hungary

Phone: # 3611130219

Fax : # 3611330560

Mr. Dr. Peter Bokor

Internist Cardiologist, AIDS Counsellor
Lambda Budapest

P.0. Box 701/759

1399 Budapest

Hungary

Phone: # 3611200106

Mrs. Zsuzsanna Suddr
Medical student

Szinyei Merse u. 32. I/1Z
1064 Budapest

Hungary

Phone: # 3611382419

Fax : # 3611382419

Mr. Berky Zsolt

Medical student

Szinyei Merse w. 32. I/12
1064 Budapest

Hungary

Phone: # 3611382419

Fax : # 3611382419

LITHUANTIA

Mrs. Ruta Rokiene
Epidemiologist
Lithuanian AIDS Center
Noletu plentas 40
232021 Vilnius
Lithuania

USSR

Phone: # 70122350465
Fax @ # 70122350225
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Mr. Juozas Qlekas
Minister of Health
Ministry of Health
Gedimine Av. 27
232682 Vilnius
Lithuania

USSR

Phone: # 70122621625
Fax : # 70122224601

MATTA

Mr. Albert Spiteri
Broadcaster
"Rommar™

Santa Venera

Malta

Phone: # 356997604
Fax : # 356242884

IHE NETHERLANDS

Mrs. Ringke van Duifhuizen (WHO temporary adviser)
Organizer

National Committee om AIDS Control

Polderweg 92

1093 KP Amsterdam

The Netherlands

Phone: # 31206939444

Fax 1 # 31206927989

Mrs. Norma van Hpoewijk (WHO temporary adviser)
Secretary

National Committee on AIDS Control °

Polderweg 92 ‘

1093 KP Amsterdam

The Netherlands

Fhone: # 31206939444

Fax : # 31206927989

Mrs. Monique Middelhoff (WHQ temporary adviser)
Staff Member Internatiomnal Health Affairs Division
Ministry of Welfare, Health and Cultural Affairs

P.O. Box 3008

2280 MK Rijswijk

Phone: # 31703407242

Fax : # 31703405079
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Mr. Drs. Hans Moerkerk (WHO temporary adviser)
Special Adviser Minister of Health

Ministry of Welfare, Health and Cultural Affairs

P.0. Box 3008

2280 MK Rijewijk

The Netherlands

Phone: # 31703407242

Phone: # 31703486009

Fax : # 31703405079

POLAND

Mrs. Dorota Cianciara
Assistant Professor

National Ingtitute of Hygiene
Dept. of Health Education and
School Health

Dolna Str. 42

00-774 Warsaw

Foland

Fhone: # 4822411173

Fax 1 # LB224L97484

Mr. Zbigniew Halat
Deputy Minister
Ministry of Health

Miodowa 15
00-923 Warsaw
Poland

Phone: # 4822260728
Fax ¢+ # 4822260966

Mr. Piotr Jaworski
Aesistant of Deputy Minister
Ministry of Health -

Miodowa 15
00-923 Warsaw
Poland

Phone: # 4822260728
Fax : f# 4822260966

Mr. Andrzej Kacper Kalin .
Member of the AIDS prevention section in ""Lambda" Society
¢/o Prof. Weodzimierz Lengauer

Brzozowa 13/23

(00-494 Warsaw

Poland

Phone: # 4822319906




Mr. Jan Krukowiecki
Doctor/assistant

Hospital of Infectious Disecases
of Medical Academy of Cracow
Ul. Kopernika 21

31-501 EKrakoew

Poland

Phone: # 4812213801

Mr. Jerzy Krzyspien

Dr. secretary

cfo Association of Groups 'Lambda’
P.Q. Box 249

30-960 Krakow 1

Foland

Phome: # 4812432409

Mr. Janusz Madej
Medical doctor

Ul. Sukiennicza 3 m. 35
91-851 Lddsz

Poland

Phone: # 4822349263

Mrs. Iwona Rudnicka

Physician Dermatologist - Venerologist
Koszyvkowa B2 A

02-008 Warszawa

Poland

Phone: # 4822297977

Mr. Boguslaw Wach

Directer Poradni Skorno-Wenerologioznej
Ul., Pulawska 14/19

20-078 Lublin

Poland

Phone: # 488133461

Mrs. Katerine Walewska
Psychoanalist

Ul. B. Zuga 33

01-805 Warsaw

Poland

Phone: # 4822348340

Mrs. Danuta Wiewiora

Clinical Psycheologist-Counselor
Grzegorzewskiej 6 M 30

02-777 Warsaw

Foland

Phone: # 4826413751
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ROMAN A

Dr. Laurentiu Zolostusca

Medical Epidemiologist

Preventive Medicine Dept. Minigtry of Health
Str. Ministerulul 2-4

70052 Bucharest

Romania

Fhone: # 400131452

Fax = ## 400120173

SWEDEN

Mrg. Kerstin Dyrendahl (WHO temporary adviser)
National! AIDS Hotline manager

Red Cross Foundation

Drottninggatan 61

11121 Stockholm

Sweden

Phone: ## 468235060

Fax : # LeB210866

Mr. George Sved (WHO temporary adviser)
HIV/AIDS co-ordinator

RFSL

Box 350

10126 sStockholm

Sweden

Phone: #f 4687360211

Fax : # 468304730

UNITED KINGDOM

Mra. Shelley Gurmey (WHO temporary adviser)
Supervisor

National AIDS Helpline

P.QO. Box 1577

London NWI 3DW

United Kingdom

Phone: #f 44713876900

Fax : #f 44713800925

Mr. Alan Jamieson {WHO temporary adviser)
Project Director

National AIDS Helpline

P.O. Box 1577

London NW1 3DW

United Kingdom

Phone: # LA4T713876900

Fax ¢ # 44713800925




USSR

Mr. Vladislav Yu. Artszatbanov
ARGO Group Founder
Severodvinskaya 11-87

Moscow 129224

USSR

Phone: # 70954768538

Fax : # 70952926511

Mr, Nicolai Chaika

Chief, Department of Scientific Information
Pasteur Institute

Mira Street 14

St. Petersburg 197101

USSR

Phone: ## 78122333420

Fax : i 78122329217

Mr. Ju.M. Fedorov

Ministry of Health of the USSR
Rahmanovskij pereulok 3

101431 GSF Meoscow K-51

USSR

Phone: f# 70952924737

Mrs. Irina Pankova

Volunteer

Marshal Zhukov prospect, 31-17
Moscow 123423

USSR

Phone: # 709519284172

Fax : # 70953107041

Prof. Azaz G. Rakhmanova
Chief of BRIV-AIDS clinic
Saltykov Shedrin str. 41
St. Petersburg 193015
USSR

Phone: # 78122776496

Fax : f 78122730039

Mr. Sergej Trofimov
Confidential "Crocus anti AIDS"
Hotline Director

B. Pionerskaya St. 15-52
Moscow 113054

USSR
Fhone: ff 70954179695
Fax : f 70953107041
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Mrs. Kirill Zhuravlyov
Volunteer

Ostrovityanova St. 26-2-116
Moscow 117321

USSR

Phone: ## 70954179695

Fax : # 70953107041

YUGQSTAVIA

Mr. Ogkar Kaiz
Co—ordinator Koper
C. 1 Istrskebrigade
Pohegi Koper
Ljubljana-Slovenia
Yugoslavia

Phone: # 3861222054
Fax : ff 3861323955

Mr. Marko Rovacevic
Institute for Public Health
Service of Epidemiology

29 Novembra 34 a

11000 Belgrade

Yugoslavia

Phone: # 3811337122

Fax : # 3811339207

Mr. Gorjup Slavko
President—-co-prdinator
STIGMA

Studentovska 13

61000 Ljubljana
Slovenia -~ Yugoslavia
Phone: # 3861222054
Fax : # 3861323955

CEC

Mrs. Robin Gorna

Commission of the European Communities
Health and Safety Directorate

Jean Monnet Building C4-87

Luxembourg

Phone: # 35243012729

Fax : # 35243014511
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WHO

Mr. Dr. Svein-Erik Ekeid
Regional Coordimator

WHO Regional Qffice for Europe
Scherfigsvej 8

2100 Copenhagen

Denmark

Phone: # 4539171254

Fax : # 4531181120

Mr. Henning Mikkelsen

Short term professional Health Promotion Consultant
WHO Regional 0ffice for Europe

Scherfigsvei 8

2100 Copenhagen

Denmark

Phone: # 4339171254

Fax : { 4531181120

Mrs. Katinka de Vries

WHO Regional Office for Europe
Scherfigsvej 8

2190 Ceopenhagen

Denmark

Phone: # 4539171254

Fax =« # 4531181120




