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Preface

The World Summit of Ministers of Health on Programmes for AIDS
Prevention held in London on 26-28 January 1988 was a striking
example of international cooperation. The meeting, which was jointly
organized by the Government of the United Kingdom and the World
Hcalth Organization, brought together an unprccedented number of
ministers of health and representatives of United Nations agencies and
intergovernmental and international nongovernmental organizations to
cxchange views on the role of education and information programmes
in the fight against A1DS.

The London Declaration, which was adopted unanimously at the
Summit, highlights the need to broaden the scope of information pro-
grammes, strengthen the exchange of information and expericnce
among countries, and encourage throughout the world social tolerance
for persons infccted with HIV and with ATDS,

This volume contains: the London Declaration; the opening and clos-
ing speeches of the meeting by Her Royal Highness The Princess Royal,
Mr John Moore, MP, Scerctary of State for Social Services, United
Kingdom, Mr Tony Newton, Minister for Health, United Kingdom,
and Dr Halfdan Mahler, Dircctor-General of the World Health Organ-
ization; the keynote speeches of Dr Jonathan Mann, Director of the
WHO Gilobal Programme on AIDS, and Sir Donald Acheson, Chicf
Medical Officer, Department of Health and Social Security, United
Kingdom; introductions to the four tcchnical sessions; the texts of
experts’ presentations; the final list of participants; and additional
WHOQO material on AIDS.

The names of ministers, experts or dclegation members whose
statements madc during the Summit are available are marked by an
asterisk in the list of participants. Copies of thosc statcments arce
available in their original format and language by writing to the
Global Programme on AIDS, World Health Organization, 1211
Geneva 27, Switzerland.



X PREFACE

We thank Mr Robert Maxwell for his collaboration in the publication
of this volume.

Rt Hon. John Moore H. Mahlcr, M.D.
Secrctary of State Director-General
for Social Services World Health

United Kingdom Organization



Opening Addresses

Her Royal Highness The Princess Royal

The Right Honourable John Moore, MP,
Secretary of State for Social Scrvices,
United Kingdom of Great Britain and Northern Ireland

Dr Halfdan Mabhler,
Dircctor-General, World Health Organization,
Geneva, Switzerland






Her Royal Highness The Princess Royal

Your Excellencies, Ministers, Ladics and Gentlemen,

It 1s my pleasure to have been asked to open officially this World
Summit on Programmes for AIDS Prcvention. I offer a sincere wel-
come to all of you, ministers and delegates from so many countries,
who have taken the trouble to be present here this week in London.

This Summit, as the Minister has mentioned, has been jointly organ-
ized by Her Majesty’s Government and the World Health Organiz-
ation. WHO’s Global Programme on AIDS was launched in response
to the need for a coordinated international reaction in combating the
spread of the virus. One of the aims of this Summit is to consider how
the Programme can best be adapted and implemented within national
programmes as part of the global strategy for AIDS prevention and
control.

There is a saying, which was often quoted at me in my youth, usually
in relation to crime and punishment but also occasionally to personal
hygicne, and one which [ now quote frequently, cspecially in relation
to health and hygienc, which is that prevention is better than cure.
When there is no cure, prevention is the only answer. It is also cheaper,
because the cost of AIDS in financial terms — never mind human terms
- Is far more than most countries can support.

It is the measures necessary for prevention and the vitally important
public education which need to be highlighted and to be applied as
widely and consistently as possible. We all nced to learn. Ignorance in
this instance is definitely not bliss.

The world community’s awareness of the rcal risks of catching the
disease can be cloudcd by cultural and traditional attitudes to the role
of men and women and their financial state. 'The realities of the con-
dition need to be explained to sufferers and carcrs; medically, there is
still rclatively little known about the origins, history, and development
of the ALDS virus.

It could be said that thc AIDS pandemic is a classic “‘own goal”
scored by the human race on itself, a self-inflicted wound that only
serves to remind Homo sapiens of his fallibility.

The real tragedy concerns the innocent victims, people who have
been infected unknowingly, perhaps as the result of a blood transfusion.

A
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and the few who may have been infected knowingly by sufferers seeking
revenge, but possibly, worst of all, those babics who are infected in the
womb and are born with the virus. The Save the Children Fund has
experience of the effects of AIDS on families in many parts of the
world, including the United Kingdom.

I know thesc are but some aspects of a much wider problem, but they
scrve to illustrate the importance of the issues to be addressed at this
Summit in examining how to pcrsuade all scctions of our population
that AIDS presents risks not only to themsclves but also 1o their nearest
and dcarcst.

So far, says WHO, the global responsc to A1DS has been character-
ized by a series of delays. World summits arc not quick or easy to
organize and do not always produce results. Please make this onc work!
Make this Summit be the forerunner of the most genuine international
cooperation ever seen so far! Literally millions of people could have
reason to be grateful to you! Do not undcrestimate the long-term ctfects
of the virus! We can put people on the moon, we can cradicate small-
pox, we could stop polio; you can make a start to prevent and control
AIDS!

May 1 wish you a very successtul Summit.



The Right Honourable John Moore

SECRETARY OF STATE FOR SQCIAL SERVICES, UNITED KINGDOM
OF GREA'I' BRITAIN AND NORTHERN [RELAND

Your Royal Highness, Ministers, Collcagues, Ladies and Gentlemen,

1 am delighted to have this opportunity to follow Her Royal Highness
the Princess Royal in addressing this Summit. May [ thank you,
Madam, for honouring us with your presence today.

AIDS presents a growing thrcat to public health throughout the
world, and the very large number of health ministers who are here is a
measurc of the seriousness of that threat. § believe that an intcrnational
gathcring of health ministers on this scale is completely without pre-
cedent, and 1 am particularly pleascd that we in the United Kingdom
have had the opportunity to join WHO in arranging it. May T thank
you all very much for coming and wish you a very pleasant stay in
London and a most constructive Summit.

The central theme of this confercnce is the role of public education
in the fight against AIDS. Whilst in many arcas in which governments
become involved public education may seem something of a luxury, in
this area it is an absolulely vital necessity. With no vaccine available at
present to prevent H1V infection and no cure for AIDS - and with
neither likely for a number of years — public education represents our
best chance of reducing the dreadful toll of this disease. And I believe
this to be true in the case of the population as a whole as well as of
those groups, such as those who inject drugs, whose bchaviour puts
them at particular risk.

Over the next few days you will hear a varicty of presentations dealing
with information and cducation. Our experience here in the United
Kingdom will be among them. But I would not wish to give the
impression that a campaign of public education, crucial though it clearly
is, will be sufficient by itself. It has to be set in the context of a general
framework of action.

XV
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The United Kingdom strategy

Accordingly, we have developed a comprehensive strategy to face
the challenge of AIDS. This comprises action on:

® public education

¢ infcction control and surveillance

® rescarch

e the development of health and other services for people with
AIDS or HIV infection.

As | have said, cducation of the public plays the central rolc in our
strategy. Only by influencing individual behaviour and lilestyles can we
hope to contain the spread of infection. The Uniled Kingdom Govern-
ment committed £20 million to its public cducation campaign in
November 1986, which is a reflection of the importance we attach to it.
1 do not want to say any morc about the campaign at this stagc as you
will hear about our experience in considerable detail during the course
of the conference.

Of the other areas of activity | have mentioned, research is obviously
a major priority. We have given our Medical Research Council an
additional £14.5 million over the next three years to finance a directed
programme of AIDS research aimed at the development not only of
vaccines against HIV but also of antiviral drugs to trcat those who
become infected. The Medical Rescarch Council also receives funds for
general AIDS research outside this programme. And the important
pharmaceutical industry in this country is also investing heavily in this
area.

As for infection control and the development of health and other
services, there 1s a great deal going on in these fields, For examplc, we
have adopted a number of measures to safeguard public health, such
as the screcning of blood donations and the heat treatment of blood
products. As far as care and treatment services are concerned, we are
actively seeking to develop these and to promote cooperation between
our health authoritics, local government, and the voluntary sector - all
of which have important contributions to make. We belicve there will
be an increasing demand for care to be carried out in pcople’s own
homes, which will require sensitive and fiexible community-based
services.

General philosophy

There is a lot of work going on in the United Kingdom 10 tackle the
challenge posed by AIDS. With the number of ALDS cases continuing
to double every 10 or 11 months, such a sensc of urgency is crucial, |
should, however, like to emphasize three strands that form the underly-
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ing philosophy of our whole approach. These arc the exercise of leader-
ship, coopcration across the whole of society, and the importance of
the international dimension.

AlDS raises many difficult cultural, ethical and practical questions.
The problems are compounded by the fact that the main ways by which
the infection may be transmitted involve very sensitive arcas of personal
behaviour. But effective action to contain and then defeat this disease
is dependent on governments squarcly addressing uncomfortuble
issues, not shying away from them. We must all give a lead to our
countrymen. We must give them the facts and try to establish a general
consensus on the measures to be taken. This will not be easy. It will
need the exercise of politica) leadership and the harnessing of a general
political will. But we owe it to our people to find this political will since
the consequences of not doing so would be dire. I belicve that the public
education message has a much greater chance of general acceptance if
governments give a lead and themselves demonstrate commitment o
the fight against AIDS. This is why the British Government has worked
0 hard to produce a coordinated response across all of its departments.

The second basic strand of our approach is cooperation. Qur public
education campaign, for example, has not been run by the central
government only; it has been very much a response from all parts of
British socicty working together. National television and radio as well
as other parts of the media have all played & major part. Education
has been carried forward in schools, in prisons, in the workplace, and
elsewhere. Initiatives to spread the message have been taken at local
level by health and local authoritics.

Voluntary bodies have also played a particularly vital role. They have
delivered information rapidly and in a form most appropriate to the
particular groups they assist.

The international dimension

The third strand of our approach — and it is a crucially important onc
—1is the international dimcnsion. As L said in the very welcome dcbate
held in the General Assembly of the United Nations last October,
AIDS is no respecter of national boundaries and wc need a global
response to contain it. The world must pool its knowledge on research,
care, and treatment and on the cffective use of information and cduca-
tion programmes. WHO's Global Programme on AIDS has a vitatly
important role here, and I am plcased that the United Kingdom
Government has been able to give it substantial support. This Summit
meeting is a further sign of cur commitment to cooperation with WHO.

Of course, if international cooperation is to make the maximum
impact it must be coordinated. It is vital to take action together.
Resources are finite and we must avoid wastctul duplication. As ] have
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said, WHOs Global Programme has a crucial rolc in this arca. The
United Kingdom has so far contributed £3.25 million to its funding. As
substantial further evidence of our commitment to international action,
I am very pleased to be able to announce today a large increase in
that contribution. Subject to the approval of Parliament, we intend to
provide £4.5 million from our Overseas Aid Programme towards the
funding of the WHO Global Programme in 1988/89.

We must not forget that global action by governments and inter-
national agencies must be, and is being, complemented by that of other
bodics such as voluntary organizations. [ was very pleased to see that
the major British aid agencies, such as Oxfam and the Save the Children
Fund - of which Her Royal Highness the Princess Royal is the President
- have comc together to coordinale their efforts in the fight against
AIDS.

To conclude, it is clear that for the moment public information and
cducation remain our most powerful weapons in the fight against the
growing challenge of AIDS. The United Kingdom is committed to
meeting this challenge and to secking the greatest possible international
coopcration in doing so. We are demonstrating this by hosting this
Summit. I hope you find that it provides you with new and useful infor-
mation and permits a valuable exchange of ideas and views, in the spirit
of cooperation against a menace with which we must all deal.



Dr Halfdan Mahler

DIRECTOR-GENERAL, WORLD TTEALTH ORGANIZATION

Your Royal Highness, Ministers, Ladics and Gentlemen,

A meeting of health ministers is an event reserved for only the most
mportant public health concerns — and we are now opening such a
summit on AIDS. T wish to express my gratitude to the Government of
the United Kingdom for giving us all this precious occasion 1o draw
strength from common purpose by generously hosting this world
summit.

With AIDS, the world’s quota of misery, already so full, is cven
fuller. Yet we see, throughout the world, evidence of an energetic
response to AIDS that cannot fail to inspire and bring with it hope.
What 1s this energy? Why do those working on AIDS scem energized,
electrificd, in some way possessed? When 1 look at the quality and
dedication of those working to overcome AIDS 1 cannot believe that
such commitment should be faddish or transitory. AIDS seems to he
calling forth an urgent, deep global need to help others, to help our-
selves.

The World Health Organization, your World Health Organization,
is constitutionally the dirccting and coordinating authority on intcr-
national health work, and you, ministers of health, are the main actors,
the spinal cord uniting the Organization as a collectivity of Member
States and the governments and pcople of cach and every Member
Statc.

As ministers, you have a role in determining collectively the policics
of WLHIO and in carrying them out internationally as well as nationally
in your own countries. Your governments bave all enthusiastically
agreed to the global policy of hcalth for all by the year 20(0) and to the
global strategy to give effect to it. Fortunately, the policy and strategy
for health for all by the year 2000 arc opcrational realities — fortunately
for the health of the peoplc of the world in general and fortunately
becausc they are the key to AIDS prevention and control.

The Global Strategy tor Health for All rests on four pillars:

(1) political commitment;
(2) intersectoral action;

XX
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(3) appropriate technology for bealth; and
(4) community involvement.

According to WHO’s dcfinition to which all governments have
agreed, “appropriate” mcans that the technology is, as well as economi-
cally Icasiblc, not only scientifically sound but also socially acceptable
to those on whom it is used and to those who use it.

The International Conference on Primary Health Care held at Alma
Ata in 1978 declared that the key to health for all is primary health
care. It is not by chance that the first of the cight essential programme
elements of primary health care is education of people concerning pre-
vailing health problems and methods of preventing and controlling
them. Nor indeed is it by chance that education of people is the first
clement, for if governments with all their sectors and people in all walks
of life arc to act in partnership for the improvement of health they must
first understand how this can best be achieved. They must understand
how to promote hcalth, how to prevent and control discase, how to
identify illness and treat and care for the sick and rchabilitate them as
necessary.

As you know, the International Conference at Alma Ata issued a
Declaration which stated thut governments have responsibility for the
health of their people and that they have to fulfil that responsibility by
adequate health and social measures. This is in addition to another
important part of the Declaration, which states that people have the
right and duty to participatc individually and collectively in the planning
and implementation of their health care.

Thus, today. I turn to you who have both national and mternational
responsibility for carrying out the strategy for heulth for all. As you
know, the Health Assembly fast year adopted a global strategy for the
prevention and control of AIDS, a strategy that is fully consonant with
the global strategy for health for all. The light against AIDS, the global
strategy for conducting that fight, follow the principles I have just men-
tioned regarding the strategy for health for all and primary health care.

I shall start with political commiiment, | humbly submit that you, the
ministers of health, using WHO’s policy and stralegy framework, have
responsibility for ensuring the political commitment of your govern-
ments as a whole in the fight against A1DS.

You, the ministers of health, have responsibility for ensuring the
coordinated action of all the sectors concerned in your country — the
ministries of education, culture, the interior, finance, information, and
others, all of which have important roles in the national plan to fight
AlIDS.

You, the mimsters of health, have responsibility for cnsuring that
vour programmes for the prevention and control of AIDS are indeed
based on appropriate technology. That such technology is scientifically
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sound means that it includes the social and behavioural sciences; that
it 1s socially acceptable means that it includes consideration of social,
cultural, and educational factors. Public information on AIDS must be
accepted by your peoplc, by the different groups of your people as well
as by health workers. And, of course, you have to take into account
your own cconomic situation in devising feasible plans.

You, the ministers of health, are the guardians of primary health
care in your countries and of the important cducational component 1
mentioned a few moments ago. [ need not impress upon you the import-
ance of the right kind of communication with the different groups of
people in your country to whom I have just referred. | belicve that you
will benefit from research and development studying optimal ways of
communicating with diffcrent groups — the media, the public, health
workers, risk groups, and the like. Your WHO stands rcady to support
you in such rescarch and development.

Let us remember that the all in health for all mcans all and not just
a few. As HIV-positive people and AIDS patients belong to the aff,
they are entitled to humane and understanding care just like any other
people. WHO has just issued a brochure on the social aspects of ALIDS
prevention and control programmes which, I believe, will be most use-
ful to you in providing guiding principles {or such care.

To those of you who, as part of the global fight against AIDS, arc in
a position to support other countrics, need 1 remind you of WHO's
principle of enlightened bilateralism, that ol supporting other countrics
in lin¢ with the global strategy to combat A1DS, which you adopted
last May at the World Health Assembly and which, I hope, governs
your own national AIDS programme? Of course, in supporting other
countrics you have to take into account their political, social, cconomic,
and cultural circumstances.

WHO is now 40 years old. When it was 30, we spoke together of a
dream, of health for all, of all for health, AIDS is not just another
barrier to achieving that drcam. The fight against AIDS is a fight for
health, AIDS is a symbol of the profound global interdependence which
is the special knowledge, the profound insight, of our time. AIDS
tcaches us yet again about the cultural, social, cconomic, and political
dimensions 1o health. It shows us preciscly how discrimination, mar-
ginalization, and stigmatization arc themselves thrcats to public health.
Easy solutions — no. Long-term commitment to the health of individuals
through the combination of what they can, and must, do for themselves
and what society only can do — yes.

This Summit gives us all a precious, doubly precious, opportunily.
We shall be shown what others have done 1o inform and educate about
AIDS. We shall sce through their work how we can best proceed, if we
have not already done so. And we shall, through the fact of our meeting
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together, through our commitment to the global AIDS strategy, draw

strength from common purpose.

So I humbly submit that, by using your World Health Organization,
its policies, and its stralegies wisely, courageously, and vigorously, you
will demonstrate that « global effort can and will stop AIDS.



PART 1

AIDS — A Global Challenge

A global problem - a global response. AIDS has become a great and
powerful symbol for a world threatened by its divisions, Last and West,
North and South. In a deep and remarkable way, the child with AIDS
is the world’s child; the man or woman dying of AIDS has become the
world’s image of our own mortality; ATDS is also uncertainty and the
unknown. Yet we facc rcsponsibility for this day and these lives.
Against AIDS we have set our common course — the global AIDS
strategy.

JONATHAN MANN
Director, Global Programme on AIDS
World Health Organization, (zeneva.

In the absence of medical defences against AIDS, public cducation
is the main wcapon in the fight to limit the spread of infection. Only by
influencing personal behaviour and lifestyles can we hope to minimize
the ravages of AIDS throughout our population.

Joun Moorg
Secretary of State for Social Services,
United Kingdom of Great Britain and Northern {reland.






Global AIDS: Epidemiology, Impact,
Projections, Global Strategy

JONATHAN MANN®

Your Royal Highness, Mr President, Ministers, Colleagues, Ladies
and Gentlemen,

It is amazing, and humbling, to realize that in the late 1970s the
human immunodeficicncy virus (HIV) was spreading silently —unrecog-
nized and unnoticed — around the world; that by 1981, when AIDS was
first recognized, cascs had alrcady occurred on scveral continents, and
that the worldwide scope of HIV infection and AIDS was not fully
realized until the mid-1980s. Yet, although HIV infection and A1DS
stole a march on us, the global response has been rapid — the global
AILDS stratcgy was designed and adopted, and in the past ycar we have
witnessed an extraordinary and unprecedented global mobitization to
prevent and control the disease.

To describe global AIDS it has been uscful to divide the problem into
three separate yet interdependent epidemics: of infection with HIV; of
the disease ATIDS; and of the reaction and response — social, cultural,
economic, and political — to the HIV and AIDS epidemics, This analysis
permits us to focus separately on each element and also emphasizes
that the third epidemic, that of the rcaction, is as much a part of the
pathology of AIDS as the virus itself.

On the basis of the available information, we believe that HIV is an
old if not ancient virus, of unknown geographical origin. The recent
history - the current epidemic of HIV infection, the pandemic of global
scope — appears to have started in the mid-1970s. From the mid-1570s
to the present, we believe that scveral million people have become
infected with HTV. Today, basing ourselves on thc available infor-
mation, we cstimate that between 5 and 10 million persons in the world
are infected with HIV. To be more precise in our cstimation, more
valid HIV prevalence data at the national level will be needed. Here
we facc a very difficult problem, for it has not yet been possible to
determine the number of HIV-infected peoplc in any individual

* Director, Global Programme on ATDS, World Health Organization, Geneva,
3
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country. This task is urgent, for these national estimates are needed to
provide the scientific basis for predicting the number of AIDS cases that
can be expected during the next sevcral years, for targeting preventive
programmes, and for determining whether, where, and 10 what extent
HIV infection is increasing in the population. They will also allow us
to measure the effectiveness of preventive cfforts.

Throughout the world HIV is transmittcd in the same basic ways:
through sex and blood, and from infected mother to child. Although
variations exist regarding, for example, thc dominant mode of scxual
spread (hcterosexual or homosexual) or the principal route of blood.
transmission (sharing of needles by intravenous drug uscrs or re-use of
contaminated needles for medical injections), the fundamental unity of
HIV transmission must be emphasized. Despite intensc intcrnational
scientific scrutiny, no evidence has emerged to suggest any other modes
of HIV transmission. Nor is there any evidence for any inherent racial
or ethnic resistance to HIV infection or to the pathogenic effects of the
VIIUS,

The transformation of the first cpidemic, that of HIV infection, into
thc second epidemic, of AIDS, is also becoming clearer. Qur
knowledge necessarily remains limited to the bricf peniod, a decade or
less, during which it has been possible to observe the state of health of
HIV-infected persons. Studies of HIV-infected people have consist-
ently shown that the risk of developing the disease AIDS increases with
the length of time they are infected. Expressed in cumulative terms, in
the first five years after infection between 10% and 30% develop AIDS;
according to some studies, nearly 40% will develop ATDS after seven
or cight years, In addition to AIDS itself, other HIV-related illnesses
may occur, including persistent generalized lymphadenopathy, the
AlDS-related complex (ARC), and neurological disease. Thus, in the
first five years, AlDS-related illnesses may occur in 25-50% of infected
persons in addition to those who develop AIDS. We do not know
whether all those infected will ultimately develop AIDS; only the pass-
age of time will clarify the final und complete outcome of HIV infection.

The long delay of years and perhaps decades between HIV infection
and discasc is of critical importance. Thus, all AIDS cases in 1988
and nearly all in 1989 will occur in people already infected today and
probably several years ago.

By 12 January 1988, a total of 75392 AIDS cascs had been officially
reported to WHO from 130 countries around the world. Of the reported
cases, 75% are from 42 countries in the Americas, 12% from 27 Euro-
pean countries, 12% from 38 African countrics, and the remaining 1%
arc from 23 countries in Asia and Oceania. Forty-eight countries have
reported more than 50 AIDS cases to WHO, including 18 countries
from the Americas, 14 from Europe, 13 from Africa, and three from
Asia and Oceania.
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The number of AIDS cascs reported to WHO continues (o rise
rapidly. In the past four years it has increased more than 15 times.
Nearly 1({) more countries are reporting AIDS cases today than thcre
were four years ago. This not only illustrates the widespread awareness
of AIDS but also testifies to growing openness and intcrnational co-
operation. When the rate of increase, rather than the absolute number
of reported cases, is examined, it is interesting to notc that, although
the time when the curve starts in each continent differs, the slope of
the curve is quitc similar. '

In the best of circumstances, as many as 90% of AIDS cases actually
occurring in a country will be reported to the national health authority.
Howcver, in many arcas the number of cases reported is substantially
less than the actual numbcer, owing to problems In recognizing or
diagnosing AIDS or in reporting cascs to national authorities. Taking
these factors into account, we have cstimated that, since the beginning
of the AIDS pandemic a little over a decade ago, the actual number of
AIDS cases that have occurred worldwide is approximately 15000,

The cpidemic is worldwide, yet the current stage of the HIV cpidemic
is not the same everywhere. Three distinct epidemiological patterns can
be described. The first pattern — pattern I — involves Western Europe,
North America, some areas in South America, and Australia and New
Zcaland. The major affected groups are homosexual and bisexual men
and intravenous drug users. Sexual transmmssion is predominantly
homosexual: over 50% of homoscxual men in some urban areas ate
HIV-infected, Although heterosexual transmission is occurring and
increasing in those areas, it accounts for a much smaller portion of
scxually acquired HIV infection than homoscxual transmission. In pat-
tern I areas transmission through blood principally involves intravenous
drug users. After homoscxual and bisexual men, intravenous drug users
account for the next largest proportion of HIV-infected persons,
although in some countries thc majority of AIDS cases occur among
intravenous drug users. HIV transmission from blood or blood products
is not a continuing problem, as blood for transfusion is screcned and
blood products are further treated to prevent HIV contamination. In
pattern I arcas most HIV infections have occurred among men; how-
ever, perinatal transmission has been documented, primarilly among
intravenous drug-using women and sex partners of intravenous drug-
using men and among women from pattern I1 areas of the world.

Pattern 1I areas include parts of Africa — principally central, eastern
and southern — and parts of the Caribbean. There, sexual transmission
is predominantly heterosexual and therefore the sex ratio for AIDS
cascs is approximately equal. In some urban arcas up 10 25% of the age
group 2040 years may be HIV-infected, although substantial variation
has been observed, especially between urban and rural areas. Further,
from 75% to 90% of female prostitutcs in some areas may be HIV-
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infected. In pattern II areas, transfusion of HIV-infected blood is a
public health problem. Non-sterile needles, syringes, and other skin-
picrcing instruments undoubtedly play a role in HIV transmission, but
their contribution to the overall burden of HIV infection is smaller
than that of sexual transmission. Finally, as a rcflection of heteroscxual
spread, perinatal transmission is a substantial problem; in some areas
5-15% or morc of pregnant women are HIV-infected.

Pattcrn [1I areas include Asia, most of the Pacific Region, the Middle
East and Eastern Europe. In thosc areas HIV infection seems to have
appeared more recently, in the early to middle 1980s. Most AIDS cases
involve homosexual or heterosexual contact or reccipt of imported
biood or blood products. The prevalence of HIV infection in high-
risk behaviour groups such as malc or female prostitutes is very low.
Although HIV infection has not yet penetrated into the general popu-
lation of pattern 1II countries, the virus is present and evidence of
within-country HIV transmission is increasing.

While the modes of HIV transmission are identical, therefore, the
detailed epidcmiology of HIV and ALDS differs substantially around
the world. Of course, the three patterns described represent a gencraliz-
ation, for different cpidcmiological patterns may cocxist within a
country or cven within a large city. Also, the patterns are not immut-
able. Over time, in the abscnce of etfective prevention strategies, the
three patterns might be expected to converge. Thus, if sate blood and
blood products and safe injcctions and other skin-piercing practices
become the rulc, most HIV transmission will be sexual and perinatal.
In addition, regardless of which sexual group i1s most affected with HIV
in a given area today, sexual transmission may ultimatcly be the rute in
all groups that engage in risk behavioutr.

The epidemiology of HIV infection also shapes the impact of AIDS
on health in cach society. In general, ALDS affects two age groups
predominantly: adults of 2040 years and infants and very young chil-
dren. The impact of AIDS on voung adults may be severe in both
industrialized and developing countrics. Throughout the world,
7590% of HIV infections and AIDS cases are occurring in the age
group 20-40 years. As a result, by 1991 in a pattern I country the
mortality rate among men aged 25-34 years will incicase by two-thirds
owing to AIDS. By 1991 in that same country the number of deaths
from ATDS among men aged 25-34 years will be greater than the total
number of deaths now occurring in the group from the current four
major causes of death — traffic accidents, svicide, heart disease, and
cancer.

In pattern 11 countrics a scenario can be used to describe the impact
of HIV infection on health among adults. Tn a city of one million inhabi-
tants, if 10% of those aged 20--50 ycars are HIV-infected, assuming that
most have been infected fairly recently, AIDS deaths in 1988 would
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raisc the overall adult mortality rate by one-third. By 1991, even
assuming that no additional people become infected, the cxpected
AIDS deaths will raisc the adult mortality rate by over 100%.

Infants represent another vulnerable population, owing principally
to transmission from infected mothers. In areas where 5% of pregnant
women are HIV-infected, the increase in the infant mortality rate due
to HIV would be approximately 13 per 1000, which is greater than
the total infant mortality rate from all causes in many industrialized
countries. In populations with higher lcvels of infection among preg-
nant women, such as 20%, increases in infant mortality of 50 per 1000
or morc may be anticipated. Thus, the projected gains in infant and
child health from public health efforts, including the Child Survival
Initiatives, may be tragically cancelled by AIDS. The concentrated
impact of HIV and AIDS on young adults and infants will cause a
decline in life expectancy in many industrialized and developing
countries.

The cifects of AIDS go far beyond changes in health statistics. A third
epidemic relentlessly follows the first two epidemics: it is the economic,
social, cultural and political reaction to HIV infection and AIDS. This
worldwide ¢pidemic has only started, yet it is an integral part of the
global AIDS problem.

The social impact of AIDS is linked to the selective loss of persons
at a time in their lives when, socially and cconomically, they are highly
productive. In many cultures 2040-year-old men and women are the
economic support not only of children but also of older persons, for
whom the family may be the only form of social sccurity. Thus, AIDS
is a particularly dangerous threat to family life; young orphans and the
elderly will be left without support.

Fear and ignorance continue to lead to tragedics for individuals,
families, and entire societies. Unfortunately, as anxiety and fear cause
some to blame others, AIDS has unveiled thinly disguised prejudices
about race, religion, social class, sex, and nationality. As aresult, ATDS
now thrcatens free travel betwcen countries and open international
communication and exchange.

Moreover, in the process of fighting ALDS we find ourselves re-exam-
ining many diffcring aspects of hcalth and the social system. Like a
diagnostic test, AIDS has helped us see the inadequacics and inequities
in health systems. To confront AIDS, we must look again and perhaps
differently at such social problems as the prostitution of women, chil-
dren and men, and intravenous drug usc; we must recognize long-stand-
ing weaknesses in health care systems regarding blood, ncedles, and
invasive practices; and we find oursclf re-examining the ways we speak
to, inform, and educate one another about hcalth. AIDS remorselessly
highlights our most complex problems, challenges our assumptions,
and shakes our complacency.
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In secking now to forecast the future, we are limited by our incom-
plete knowledge. Nevertheless, from the available data we estimate
that in 1988 approximately 150000 new cases of ALDS will occur, equal-
ling the total number of cases that have so far occurred worldwide. If
we adopt the conservative estimate of five million people infected today
with HIV, a cumulative total of one million AIDS cases can be expected
by 1991. Thus the period 198991 will probably witness over five tunes
morc AIDS cases than have so far occurred.

What, then, is the potential for spread of HIV? Studies of intravenous
drug users, homosexual and bisexual men, and women prostitutes have
shown clearly that, if the virus is present in the community and the
behaviour that transmits infection is sufficiently widespread and
intense, HIV can cause explosive epidemics. In addition, HIV infection
is lifelong, so the virus can survive in the human population if, during
the life of an infected person, it can spread to one other person. This
suggests that HIV infection will perpetuate itself relatively casily unless
a cure or a vaccine is discovered, and ncither is likely in the next several
years. Thus HIV infection is likely to remain with us for the foreseeable
future.

The full impact of HIV infection will be felt over decades. The virus
does not need to spread rapidly in a population to have a very marked
and gradually expanding cumulative effect. The two major (actors
influencing the risk of individual infection are the prevalence of HIV
infection and individual behaviour. We do not have precise numbers,
but it is likely that several hundred million people around the world
behave in ways that make them vuinerable to infection with HIV. Thus,
while it has become fashionable to be reassuring and to state that AIDS
will never threaten large populations, we belicve that virology, immu-
nology, sociology and cpidcmiology require us to take the long view, a
more sombre one. Let us remember that we are still in the early phases
of a global epidemic of which the first decade gives every rational reason
for concern about the global future of AIDS.

A global problem — a global rcsponse. AIDS has become a great and
powerlul symbol for a world threatened by its divisions, East and West,
North and South. In a deep and remarkable way, the child with AIDS
is the world’s child; the man or woman dying of AIDS has become the
world’s image of our own mortality; AIDS is also uncertainty and the
unknown. Yct we face responsibility for this day and these lives.
Against AIDS we have set our common course — the global AIDS
strategy.

The global ATDS strategy has three objectives:

¢ 10 prevent HIV infection
® 1o reduce the personal and social impact of HIV infection and to
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care for those already infected with HIV and for those who have
AIDS

® to unify national and international cfforts,

The global strategy is based on the following principles:

public health must be protecied

® human rights must be respected and discrimination against
infected persons prevented

® we know enough now to prevent the spread of HIV, even without
a vaccine

® cducation is the key to AIDS prevention, because HIV trans-
mission can be prevented through informecd and responsible
behaviour

® AIDS control requires a sustained social and political commitment

® all countrics need a comprchensive national AIDS programme,
intcgrated into national health systems and linked within a global
network

® systematic monitoring and evaluation will ensure that the global

strategy can adapt and grow stronger with time.

The first objective, preventing HIV transmission, is achicvable pre-
cisely because HIV is transmitted through the behaviour of individuals
and through a few recognized health carc procedures.

Individual behaviour is responsible for most HIV transmission. It
requires the active participation of two persons; thercfore the chain of
transmission can be broken by a change in the behaviour of either the
infectcd or the non-infected person. For that reason the proper focus
of prevention is behaviour, not infection status. To prevent HIV trans-
mission we must inform and educatc so as to obviatc the adoption of
risk behaviour or to help people with such behaviour to abandon it or
modify it. For that task a four-part information and cducation pro-
gramme is nccded: for the general public, for target groups, for specific
individuals, and for health workers.

Programmes for the general public alcrt the public and inform them
about AIDS. For thc programmes to succeed the media must be well
informed and supportive. But the behaviour involved in AIDS trans-
mission is private, hidden from others, or frankly disapproved of by
many societies. Since we cannot know who already practises or may go
on to risk bchaviour, everyone should be given information and edu-
catcd about AIDS. Programmes for the general public also establish
AIDS as a legitimate national issuc worthy of discussion and action.
But broad public information campaigns do not and should not be
expected to produce a rapid or sustained behaviour change. The need
to address an entire population — young and old, rich and poor, women



10 AIDS — A GLOBAL CHALLENGE

and men, educated and uncducated — inevitably makes a broad public
programme a blunt instrament.

Not everyone is at equal risk of HIV infection so information and
education, like any health intervention, should be especially targeted
where it is most necded. We thercfore need to discover morc about the
private behaviour of people. This must be done carefully, with empathy
and sensitivity, otherwise vital information will be hidden and nothing
useful will be lcarned. The information and education of target groups
must involve their active participation in all phases of the programme
— planning, implcmenting and evaluating. The alternative to working
with the people it is intended to educate is dismal failure. If people
believe that AIDS is a curable disease they will not use condoms. If
intravenous drug users do not understand the words we use to describe
necdles, syringes, and other drug equipment they cannot learn about
prevention. If adolescents are convinced that AIDS is being used to
deprive them of scxual freedom, they may refusc to listen to prevention
messages and cven counter-react in ways that further endanger their
lives, Itisimportant to reccognize that **we”, whoever we are and regard-
less of our experience, do not know how best to educate ““them’. We
need ap alliance, a dialogue, not a monologuc. There is evidence from
around the world that, when people from target groups are asked to
become involved in AIDS information and education programmes,
they respond positively and sincerely and often with great energy and
creativity.

Some individuals will need an even more personal relationship. not
only to inform and educate them but also to support them in the difficult
process of changing behaviour. Counselling, a key component of infor-
mation and education programmes, must be organized and provided
for individuals and smail groups. Counselling is a more personal and
intimate realm in which the person with high-risk behaviour, the person
sceking voluntary HIV testing, the HIV-infected person, and families
and friends can find information, understanding, and support.

The fourth information and education component concerns health
workers. They must not only meet the challenge of informing and edu-
cating others, providing infected people with humane care, and ensur-
ing the safety of health care procedures, but also contribute actively,
through personal and community leadership, 1o forming an enlightened
public opinion.

Such are the four components of national information and education
programmes. Yct by themselves such programmes arc not enough.
Prevention cannot be sustained by information alone; information and
education programmes can succced only if there is a supportive social
environment and if ccrtain health and social services are made avail-
able.

A supportive social environment includes tolerance towards and
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avoidance of discrimination against th. .e who are infected. They, and
others who need help to stop risk behaviour, are also part of our society
and part of us. There is no public health rationale for isolation, quaran-
tine, or other discriminatory measures based solely on a person’s HIV
infection status or risk behaviour. Preventing such discrimination not
only protects human rights but also helps cnsure an effective AIDS
programme. Discrimination and fear will undermine an entire national
information and education programme. Thus discrimination itself can
endanger public health.

Certain health and social services are also needed to support and
strengthen people’s capacity to make long-term behaviour changes.
Examples of such services are: the treatment of intravenous drug users
to stop drug abuse; long-term counselling for infected persons, their
sexual partners, and their families; voluntary HIV-testing; and making
condoms available. Good intentions are not enough. How realistic is
HIV control among intravenous drug users if there are no treatment
programmes for drug abuse? How likely is long-term behaviour change
to be achieved without long-term access to counselling, support, and
advice? How likely is condom use if condoms are too expensive, of poor
quality, or simply not available?

Thus national cfforts to prevent HIV transmission by means of
behaviour change include a four-part information and education pro-
gramme, a supportive social environment, and associated health and
social scrvices. Each is cssential; the lack of any component will dra-
matically reduce the national capacity to prevent transmission.

The second objective of the global AIDS strategy is to reduce the
personal and social effects of HIV infection. This means providing
humane care, of a quality not inferior to that for other diseascs, for
those with H1V infection, and counselling, social support, and scrvices
for thosc infected but not ill. Reducing the social effects also requires
a broad social and political commitment, the strength to reject simplistic
solutions for AIDS control, and the will to ensure participation of the
cntire health and social sector in an active programme “Against AIDS
- For Health”.

The third objective of the global AIDS strategy is to unify national
and international efforts against AIDS. The year 1987 was onc of ALDS
mobilization at the national and global level. There is simply no parallel
to what has been accomplished in 1987. Tn that year many countries
stood forth against AIDS. Those countries were characterized by strong
public health leadership and frankness and openness about AIDS. In
each such country thc words “historic” and “unprecedented” werc
often heard, [or they best described the dimension, creativity, and cour-
age of the AlDS information and education programmes. At the centre
of ¢ach such programme ministcrs of health and public health leaders
spoke to a larger and much more interested public than other health



12 AIDS — A GLOBAIL CHALLENGE

matters in the past had received, and obtained the political support
needed to make openness a reality. Before turning to the future we
salute those public health leaders and their accomplishments.

In 1987 we saw evidence that all — heterosexual men and women,
homosexual and bisexual men, prostitutes, intravenous drug users, ado-
lescents — can learn and that ail are capable of changing their behaviour
to protect themselves from AIDS. In 1987 we saw that information and
education have the potential to succeed against AIDS as no health
education programme has succeeded before, Yet, despite some early
successes in informing large populations about ALDS, in changing high-
risk behaviours in certain groups, in establishing counselling pro-
grammes, and in training and educating health workers, it is too early
for any sense of relief, too soon for self-satisfaction. Quite the contrary!

In 1988 the challenge will be fourfold. We must:

® open fully the channels of communication in each society, so as to
inform and educate people more broadly and intensively

® through information, education, and social leadership, create a
spirit of social tolerance, so as to combat the discrimination that
threatens public health

® cstablish a social and political commitment, to ensure that the
health and social services nceded will be available to sustain
changes in behaviour; the precious fruit of education must not be
allowed to rot from neglect or lack of support

e cnsure, where it has not yet been done, the safety of blood and
blood products, injections, and other skin-piercing procedures
performed within or outside the health system.

In a few short years our technical understanding of AIDS has pro-
gressed rapidly. We know a great deal about a virus we did not even
suspect cxisted ten years ago. Yet, perhaps more importantly, the glo-
bal, social, and personal significance of AIDS is coming rapidly to the
forcfront, and human undcrstanding of this situation is the basis of our
common fight. We have a global strategy against a global discase and
we sec that, to an extraordinary degree, the fight against AIDS is a fight
for health. AIDS must bc combated on its own terms, by achieving
~hanges in behaviour and by ensuring safe practices in the hcalth sys-
tem. Yet, through this particular disease, we are led inevitably and
irresistibly to larger and morc general problems and issues. We are
committed not just against ALDS, but for health; not just for today,
but for decades to come. AIDS is a threat, but through it we may realize
the promise of health promotion and the potential of primary health
care, so that we may thereby come yet closer to the dream of health for
all,

QOur opportunity, brought so clearly into {focus by this Summit, is
truly historic. We live in a world threatened by unlimited destructive
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force, yet we share a vision of creative potentiality: personal, national,
and international. The dream of health for all is not new, but the circum-
stances and the opportunity are of our time alone. The global AIDS
problem speaks cloquently of the need for communication, for the
sharing of information and expericnce, and for mutual support. AIDS
shows us once again that silence, exclusion, and isolation, whether of
individuals, groups, or nations, create a danger for all of us.

Against AIDS, shall we dominate the disease, all three epidemics,
through information-sharing and international cooperation, or shall we
allow the disease and the fears it unleashes to dominate us? Against
AIDS, shall we prevail together, or shall we split and cast into the
shadows those persons, groups, and nations that are affected?

During this global summit on AIDS we shall hear about examples of
excellent work that has been done, of an already evident impact, and
of the creativity called forth by this new challenge. The tools for preven-
tion are available to all and await their full, combined, and vigorous
usc in all countrics. We know how next to proceed. The global A1DS
strategy, fully applied in every country, will start the sequence that
leads, through behaviour change, to slowing down the spread of the
AIDS virus itself. Thus, in this year of 1988 it is possible to enter a new
era in our confrontation with AIDS. The vision of this world Summit
unites us all. With confidence in our collective course, let us proceed
from this Summit to make history together.



Modes of Transmission: the Basis for
Prevention Strategies

STR DONALD ACHESON"

Your Royal Highness, Mr President, Ministers, Colleagues, Ladies and
Gentlemcn,

1 regard it as a great respousibility and privilege to have been given
the opportunity to address such a distinguished audience, gathered
from the four corners of the earth, on this topic.

I should like to take as my starting-point the quotation which you see
at the beginning of your programme. It is taken from an address by my
Secretary of State to the United Nations General Assembly in October
1987, where he said *“In the absence of medical defences against A1DS,
public education is the main weapon in the fight to limit the spread of
infection. Only by influencing personal behaviour and hifestyles can we
hope to minimize the ravages of AIDS throughout our population.”

Thus the nature of the problem which this summit conference is
addrcssing is such that it is necessary to talk, in simple practical terms
understandabie to all, about aspects of human behaviour so intimate
that five years ago they were barcly spoken about in many parts of the
world except in whispers. I shall also be refernng to aspects of human
behaviour which are not universally acceptable and which in many
places are beyond the law. As a public health doctor whose duty is to
help all people preserve and improve their health 1 make no judge-
ments, but I hope you will recognize that T am scnsitive to the moral
and social issues which lie at the root of this epidemic. I crave your
indulgence and, if 1 give offence to anyone, forgiveness.

Your Royal Highness, we are dealing with a virus which we must
regard as potentially lethal to all who are inflected with it. While treat-
ment can reduce suffering and provide support, no curc 1s in sight.
Nor is a vaccine available which would render people injected with it
immune from infection. For the time being our only weapon is to devise

* Chicf Medical Officer, Department of IHealth and Social Security, United Kingdom
of Great Britain and Northern Ireland.
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and implement strategies which will stop the passage of the virus from
one person to another and thus stop the spread of the epidemic.

To do this we must base our strategy on a knowledge of how the virus
is and is not transmitted. In fact, the routes of transmission can be
described quite briefly. They are threefold. The virus is transmitted by:

® penectrative scxual intercourse with an infected person

® inoculation of infected blood

® spread from an infected mother to the unborn fetus, to the baby
as it is delivered, or during breast-feeding.

It is equally important to know how the virus is nor transmatted. It is
not transmitted by social contact, for example within familics, nor by
food or water, nor by insccet bites, nor by contact with telephones, toilet
seats, or used clothes, nor by contact at work, cxcept in a few rare
instances in health carc workers.

The object of out preventive policy is to slow down and if possible
stop transmission of the virus.

Sexual intercourse

The most important way in which the virus is passed on is during
penctrative scxual intercourse with an infected person. Transmission
can undoubtedly occur as a result of peno-vaginal intercourse from
male to female and female to male. The more partners, the greater
the risk. It seems likely that other inflammatory genital disease and in
particular genital ulcer, which is frequent 1n some parts of the world,
increases the risk of transmission.

Transmission also undoubtedly occurs as a result of peno-anal inter-
course between men and between men and women. Again, as one might
cxpect, the greater the number of partners the greater the risk, There
is substantial and consistent cvidence that amongst homosexual men
the partner who receives the sperm is much more at risk than the other.

The risk of infection by sexual intercourse can clearly be avoided by
lifc-long cclibacy or by restricting intercourse to a mutually monog-
amous relationship with an uninfected person. In practical terms, how-
cver, it is obvious that by itself such advice is insufficient to meet the
needs of everyone. The risk can be reduced by reducing the number
of partners and by the use of a condom of high quality throughout
intercourse. It also seems likely that steps taken to climinate genital
ulcer and perhaps other inflammatory genital discases would reduce
the rate of sprcad of the virus.

Prostitutes of both sexcs arc vulncrable to infection with 111V and
can themselves pass on the virus, It is crucial for their own sakes and
those of their clients that they insist on the usc of condoms.
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With regard to types of sexual activity other than penetrative inter-
course, there is at present no sound evidence which implicates them in
the transmission of this virus. There is no convincing evidence that
genito-oral sex or kissing transmits the infection.

Blood to blood

HIV may also be transmiticd when infccted blood or blood products
arc introduced into the blood of another person. Just as pcople who
have become infected sexually may transmit the infection to others
through blood, so people infected through blood may transmit the virus
to their sexual partners, and infected women to their unborn children.

In the United Kingdom and a number of other developed countries,
by far the most important means of transmission by blood is through
the infected syringe needle and other paraphernalia of people who
inject itlegal narcotic and other drugs. While the intravenous route is
the usual one, subcutaneous injections are also sometimes used by drug
abusers and should also be avoided. Rescarch has shown that the risk
of infection is related to the frequency with which the person injects
and with which he or she shares equipment with others.

Put in their simplest terms, the principles underlying risk avoidance
and reduction in this field can be summarized in the following sentences:

If you do not abuse drugs, do not begin,
If you abuse drugs, do not inject.
If you inject, use sterile equipment and never share.

I do not have to underline the difficultics in reducing the rate of
spread by these means. It is ncecessary to develop a set of policies which,
in addition to the correction of social conditions conducive to drug
abuse and reduction of the supply of and demand for such drugs, will
encourage those who are already abusing drugs to come forward and
to change their behaviour in a direction which is safer for others and
safer for themsclves. This will involve a number of controversial
decisions relating to groups of people who are in many parts of the
world outsidc the law and alicnated, and who often finance their habit
by prostitution. The key is to encourage these people to come forward
for education and treatment. But for those who cannot or will not stop
injecting, consideration will also have to be given to the propriety of
providing sterile equipment to render them less of a risk to others.
Those who are infected should be advised on how (o reduce the risk
of infecting their sexual partners by abstinence or the correct use of
condoms,

Because drug abuse is illcgal, prisons often have a relatively high
prevalence of HIV infection. The problems of possible spread of the
virus within prisons and after the prisoner is relcased must be faced.
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Unsterile syringes, ncedles, and other medical equipment may also
transmit HIV when used for the administration of antibodies, vaccines,
and other legitimate medicaments by doctors and nurses as well as
traditional practitioners. Frequent medical injections have been shown
to be a risk factor for HIV in African children and, judging by experi-
ence with the transmission of other virus infections (c.g., hepatitis B
and Ebola fever), are likely also to be a factor in adults. The abolition
of this risk requires not only the supply of appropriate sterile equipment
but also programmes of tramning for health care workers and for tradi-
tional healers. It is a catastrophe if a patient is given an injection which
cures gonorrhoea but transmits HIV. Although no known cases have
yet been reported of transmission of the virus by these means, other
proccdures which involve penctration of the skin, including tattooing,
acupuncture, and penctration of the skin for cosmetic treaiment, are a
potential means of transmission and should always be carried out with
sterile equipment. This requires the development of appropriate poli-
cies and the provision of gnidance to those who use these procedures.

It is a tragic fact that blood transfusion still remains an important
means of transmission of HIV in some parts of the world. The risk of
infection can be markedly reduced by testing all blood donars for HIV
antibodies. In those countries where the prevalence of HIV infection
is largely limited to specific subgroups of the population, it is important
also to invite these people not to present themselves as donors. Similar
precautions are necessary in respcct of donations of tissue for transplan-
tation and of sperm for artificial msemination.

There are few countrics in the world where unnecessary transfusion
of blood does not occur. HIV infection is an additional good reason for
health authorities and the medical profession in all countries to stop
unnecessary transfusions of blood. In countries where HIV infection is
prevalent it would be prudent to consider limiting blood transtusions
to situations where it is life-saving. As far as the use of factors VIII and
IX in the treatment of haemophilia is concerned, screening of donors,
together with proper heat treatment, has climinated the risk of HIV
infection.

Eleven cases in the world are known where the virus has been trans-
mitted from infected patients to people nursing them. They have
involved either injury with an infccted needle or gross contamination
of the skin or mucous membranes of the nurse. In most cases the skin
of the health care worker who became infected was damaged in some
way. In one case there was gross contamination of the nurse, who was
untrained and did not wear gloves. While these cases are a reason for
anxicty and remind us of the need for health care workers to follow the
highest practicable standards of hygiene in dealing with all patients, it
is rcassuring that a follow-up of many hundreds of health care workers
who have suffered an injury as a result of an infected needle has shown
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that less than 1% have subsequently been found to be infected. Sound
hygienic medical and nursing practice and cxtreme care in handling
sharp instruments and disposing of them are the keys to risk reduction

in this area.

Perinatal transmission

Tragically, about half of the babies born to mothcrs infected with
HIV turn out themseclves to be infected. The evidence so far is that they
do badly. Much has still to be learned about the means by which the
virus enters the blood of these babies. However, it is clear that they
may be infected before or during delivery. The breast milk of infected
women has been found to contain the virus. Three instances have been
rcported where mothers who became infected as a result of a blood
transfusion given to them during the delivery of the baby subscquently
infected the baby during breast-feeding.

What can be done to reduce the frequency of these tragic births? Best
of all is to prevent women of reproductive age becoming infected. In
countries where the virus is largely limited to particular subgroups,
policics to reduce the rate of infection of women of reproductive age
must be prepared and implemented. Where the male partner is known
to be already infected, abstinence or the vse of condoms where these
are acccptable is the only means at our disposal. Women presenting in
early pregnancy may be offered testing for HI1V antibodies. In cultures
where abortion is acceptable this gives them the opportunity to consider
this option, although it must be recognized that, on average, an infected
mother has an even chance of giving birth to an infection-free baby.

Where a safe allernative type of feeding is easily available it may be
prudent to recommend that infected mothers should not breast-feed,
but not where a safe alternative is not available.

Conclusion

In conclusion, [ wish to make three points. The first is that it must be
obvious from what I have said that, if we are to succeed in slowing
down or stopping the spread of this fearful virus, rapid, profound, and
widespread changes in human behaviour will have to take place. The
dissemination of correct information is the key Lo changes in attitudes;
and changes in attitudes are the key to changes in behaviour and the
learning of new skills, Correct information, and its delivery in unam-
biguous, simple, and comprehensible terms suitably expressed for the
nceds of a wide variety of groups — older children and adolescents,
adult men and women, prostitutes, drug abusers, and $0 on - is the
foundation of all that follows.

To bring about such changes is, as must be abundantiy clear, far
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beyond the capacity or skill of the medical profession alone, or of scien-
tists or their allies in the field of health care. One only has to remember
that, even where there is an cffective and simple treatment available
for a sexually transmitted discase like syphilis or gonorrhoea, we have
not succccded in controlling the disease. Sexually transmitted discases
have their origins in the cultures of the societies in which we live. Medi-
cal scientists will accomplish nothing without the help and guidance of
society as a whole, not just politicians and rehigious leaders.,

My second point relates to the difficultics associated with practical
advice regarding risk reduction. It is right to advise people to stick to
one faithful partner, but is it right to advise that if they do not thcy
should use a condom? It is night to advise people not to abuse drugs by
injection, but is it right to encourage and support thosc who cannot
stop so that they become less of a hazard to others? Each politician and
each private citizen here today will have his views on these points. But
it is the duty of the public health doctor to put before all of you the
grave nature of this infection and to warn you that we cannot guarantee
that an casy scientific solution to it will soon, or indeed ever, be devel-
oped. 1t is in this context that the issues I have just mentioned should
be decided.

My finai point is one of hope. All of us can take encouragement from
the fact that those groups who so far have been at highest risk and
whom we have been able to study have changed their behaviour in the
direction of safety, and that the rate of spread of infection has declined
within them.






PART TI

AIDS Prevention Through Health
Promotion

National AIDS information programmes for the general public

This scction of the proceedings describes how four countries — Brazil,
France, Uganda, and the United Kingdom of Great Britain and North-
crn Ireland — have organized national A1DS health promotion activi-
tics, using multiple media and communication techniques to inform and
educate the general public about HIV infection and AIDS.

Dr Anthony Meyer, Chief, Health Promotion, WHO Global Pro-
gramme on AIDS, introduccs the section with an outline of the place
and scope of health promotion in the control and prevention of HIV
infection and AIDS.






Introduction

ANTHONY MEYER"

A photograph of a child with AIDS appearcd on the cover of a major
news magazine. Her father became infected with HIV while injecting
drugs into himself with a contaminated needle and syringe. Her mother
was then infected through sexual transmission. The child was born
infected with AIDS from her mother. Drug use, sex, and perinatal
transmission forged a silent but deadly chain which now threatens her
life.

We can break that chain, not through a cure or a vaccine — either of
which may be years away — but through information and education.
Information and education on AIDS are fundamental to prevention,
for the simple reason that AIDS is transmitted by specific acts that are
largely subjcct to individual control. Personal action is the fundamental
measure in stopping A1DS.

However, information also has a potential for harm. Too often the
first news of AIDS is sensationalized, stigmatizing, horrifying, or dis-
torted. First impressions are powerful and, if uncorrected, may persist
and deepen into mislcading beliefs and myths about AIDS. Such beliefs
and myths may harm people and threaten public health by leading to
denial, blame, helplessness, and passivity:

® denial that ATDS is a global problem with the potential to affect
not only the life of homosexual men, prostitutes, or intravenous
drug users, but also the life of everyonc

® blame, in which A1DS is someone else’s fault and therefore some-
one clse’s problem

® helplessness, arising from the belief that pecople cannot protect
themselves and that others determine whether a person will be
infected

® passivity, in the belief that, until a vaccine or cure is found, nothing
can be done to prevent AIDS, that people are powerless to protect
themselves.

* Chicf, Health Promaotion, Global Programme on AIDS, World Health Organiz-
ation, Geneva
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This progression of denial, blame, helplessncss, and passivity leaves
people confused and vulnerable to AIDS infection.

The WHQ Global Programme on AIDS is based on the belief that
through accurate information and intensive education the spread of
AIDS can be stopped. This belicf is grounded in the view that:

e people learn when they are motivated to do so _

e when people learn they can usc what they have learned and inte-
grate it into their own lives

o individuals are influenced in their behaviour by others.

Thus, peoplc who have learned, who wish to use what they have
learned, who arc influenced positively by others, and who have the
opportunity and support to modify their behaviour will do so. Examples
of such learning and change in behaviour are to be found all around us
and are reflected in our personal habits, our choice of food and drink,
our belicfs about our bodies and how to protect our health.

The challenge to our world, a world living in the shadow of AIDS, is
clear and urgent. To prevent the spread of AIDS, we must seek to
influence positively the behaviour of individuals and groups, using our
most effective strategies, what we know about AIDS, and what we can
learn about information and education, society and culture. National
AIDS prevention and control programmes throughout the world will
succeed or fail to the extent that they meet this challenge. Presented
with the unprecedented opportunity to prevent AIDS from becoming
the massive pandemic it clearly has the potential to become, we must
look to the future, when we will have to ask ourselves these questions;

¢ Did we inform?
¢ Did we educate?
#® Did we have the courage to do enough?

Experience throughout the world in relation to such public health
challenges as the prevention of heart discasc, the reduction of tobacco
use, the control of diarrhoeal disease, the promotion of immunization,
and family planning provides us with information and education tech-
niques that can be used against ATDS. Although they have many names
and academic descriptions, we prefer to call them “health promotion”.
Health promotion provides a rational and systematic way to plan,
implement, and monitor and evaluate information and education pro-
grammes to combat AIDS.

A solid understanding of health promotion is essential {or thosc who
direct and coordinate AIDS prevention and control programmes. With-
out informed support AIDS health promotion cannot succeed. Two
panels during this summit meeting will focus on health promotion. The
first will discuss programmes for the general public. The second will be
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concerned with programmes for people at risk from specific practices
such as intravenous drug use and prostitution.

ALDS health promotion begins with planning. Effective planning
relies on information at the local and national level. We need to know
about AIDS and HIV infection, their extent and distribution — in other
words, their epidemiology within the country. We need also to know
about risk bchaviour and those who practise risk behaviour. While the
modes of HIV transmission are the same worldwide, through sex,
blood, and mother-to-child transmission, we need to learn about the
frequency and distribution ot such risk behaviour as the use of contami-
nated needles or prostitution, as well as the cultural context of such
behaviour. This becomes a focus for mformation, services, and pro-
grammes. We must also assess people’s knowledge and thinking about
AIDS, its spread, and its prevention. We must determine which chan-
nels for information and education are most appropriate:

® the media - newspapers and journals, radio, television

& institutional channels — voluntary societies, religious organiz-
ations,

* schools, government agencies

® interpersonal channels — teachers, health workers, counscllors,
social workers.

Finally, we must decide on the content of the information, the vital

organizations and systems, and the cost.

Brief information campaigns and uncoordinated efforts would not be
sufficient and would waste resources. A plan for AIDS health pro-
motion covering several years is needed:

® to maintain a clear and consistent focus on specific audiences
® to reinforce the information through a variety of channels and
messages often repeated.

The heaith promotion plan should:

® be an integral part of the national AIDS plan

® involve target audiences in the design and testing of programmes
mtended for them

¢ include a monitoring and evaluation process.

Implementing AIDS hcalth promotion requires commitment and
sustained support. It is inevitable, given the subject, that controversies
will arise over materials, messages, and strategies. We have alrcady
seen that, in countries using aggressive images to alert the public about
AIDS, programmes are criticized for being too shocking. In countres
with more subtle stratcgies programmes are criticized for being too
cautious and timid. There is no single correct approach for all the
countries of the world, and within a country the right approach for one
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group may be totally unsuitable for another. The challenge is to bc
explicit and clear, to involve those to be cducated, and to be attuned
to the conccrns, strengths, and limitations of thosc you are trying to
reach, so that the intended audience will learn to protect itself from
HIV infection.

If we had known enough a few years ago, the story of the child with
AIDS might be different today. Health promotion might have provided
her father or mother with the information and education they nceded
to protect themselves and her against AIDS. How much effort would
have been enough? Only an effort on that level will be enough to stop
AIDS.

Evaluation of AIDS health promotion is an important part of the
overall plan. It is not an academic exercise, but a way of improving the
programme. Which strategics work best to reduce high-risk behaviour?
Which institutional networks shouid be strengthened? Success in health
promotion must be measured, lessons must be learned. Fear of ¢valu-
ation must be overcome, for without dispassionate evaluation we may
not recognize effective strategies and we risk perpetuating ineffective
programmes. It is the special task of AIDS programmes everywhere to
continuc to learn even as we act. We are all pressed for time and
resources, but even a modest and bricf evaluation effort is better than
no evaluation at all.

To help mect the personal and social challenge of health promotion,
the WHO Global Programme on AIDS is providing support to coun-
tries around the world. This support consists of the following major
elements:

(1) Technical expertise in planning, implementing, monitoring, and
evaluating health promotion. Technical and financial support to
national AIDS programmes can help in the planning of health pro-
motion, the creation and testing of materials, and the development of
practical ways of monitoring and evaluating.

(2) A series of publications under the general titlc **AIDS Preven-
tion through Health Promotion™. The volume entitled “Folio” contains
representative health promotional materials from all over the world. A
techmical gide for AIDS health promotion, intended for national and
district-level health communicators and national AIDS committecs,
will be available shortly.

(3) An exchange programme to share information and experience
from around the world. The Global Programme on ATDS is supporting
regional and global AIDS health promotion materials cxchange cen-
tres, publishing the AIDS Health Promotion Exchange newsletter, and
organizing meetings and consultations on health promotion.

(4) Practical monitoring and evaluation strategies in AIDS health
promotion.
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Many, indeed most, countrics are already cngaged in AIDS preven-
tion through health promotion. This reflects the strength and scope of
the global mobilization against AIDS. It has taken courageous lcader-
ship to initiate such programmes, often in the face of public scepticism,
denial, and antagonism. Even more courage will now be required to
develop AIDS health promotion plans and ensure their implementation
and critical evaluation. Political support and commitment will be funda-
mental to the success of AIDS health promotion. With the will and
determination to act we can overcome ignorance, denial, and helpless-
ness in relation to AIDS and provide the confident leadership needed.



National AIDS Information
Programme in France

ALAIN POMPIDOU

Professor Alain Pompidou is adviser on AIDS to Mrs Michele Barzach, Minister of
Health and the Family, France, and coordinator of the French National A1DS Pro-
pramme. His paper outlines the information and education measures taken by the
Government of France (1) to promote, especially among the young, a sense of social
and individual responsibility for preventing transmission of HI'V infection, and (2) to
train health care and social services staff in A1DS control measures.

By the cnd of 1987 the number of cases of AIDS recorded in France
had reached 3073, or 56 per mitlion inhabitants. France is therefore the
European country most severely affected by this new viral infection.
This was onc of the reasons that impelled Mrs Barzach, Minister of
Health and the Family, to set up a coordination structure as carly as
January 1987. The Minister also created an advisory commitice to
advise her on the important decisions to be taken in the fight against
AIDS. Its members include scientists, spccialists in ethics, education,
communication, and leisure, and representatives of firms, insurance
companies, and the clergy.

The national coordinator is responsible for:

® cnsuring that the activities of the different ministrics arc comple-
mentary

& coordinating international research and cooperation

® cstablishing ties with privatc associations and organizations,
including nongovernmental organizations, foundations, and
industrial groups.

This made it possible to carry out a large-scale information pro-
gramme while at the same time organizing preventive measures:

® by setting up widely accessible screening facilities
® by encouraging the use of condoms and controlling the quality of
the brands available
® by making syringes available for sale withoul either a prescription
or control of identity
28
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® Dy carc facilities
® by rescarch
® by intcrnational cooperation.

The AIDS information campaign is therefore part of a balanced and
global policy which takes into account the different aspects involved.
The national information programme was carricd out in three stages:

¢ informing health professionals

¢ making both the general public and young people more aware of
the problem

¢ (raining the personncl of the information outlcts used.

The lirst two stages used a health education structure, the Health
Education Committee, already in cxistence and responsible to the
Ministry.

Informing health professionals

[t is part of the doctor’s role to reassure the anxious and to make the
indiffecrent more aware of health risks. It therefore seemed vital as a
first step to direct our information campaign at doctors. The campaign
was carricd out with the help of a million copies of documents published
by the Health Education Committec and booklets edited by the group
in charge of turther cducation tor medical personnel (UNAFORMEC).

The regularly updated data published in the Weekly epidemiological
bulletin were backed up by special editions in the medhcal press and, in
the field, by the organization of conference cycles both [or hospital
doctors and for doctors working in large towns.

Informing the general public, and young people in
particular

The AIDS campaign was madec a recognized national movement in
1987 and its aims were precisely defined;
e to provide people with scientific information that is both precise
and clear
® to cncourage a scnsc of personal responsibility rather than fear
e to provide effective means of prevention
e to ensure the cohcrence of the information given.

The lollowing slogan was chosen:
“I"'m not going to spread AIDS”

All the available media aids were used: radio, television, billboards,
and distribution of printed material. We sent 24 million lcaflets with



30 AIDS PREVENTION THROUGH HEALTH PROMOTION

their telephone bills to all households, and distributed 13 million
brochurcs aimed at the gencral public through the social services, phar-
macists, and general practitioners, and to the armed forces, univer-
sities, and the Red Cross.

A data bank was also madc available through the telematic network
Minitel, functioning for 24 hours a day and completely anonymous.
More than 80000 calls were recorded through this telematic network.

Finally, a specific campaign was launched with, as a target, young
people of between 15 and 18 years of age. It consisted of conference
debates and the preparation of audiovisual material to be distributed
to all secondary schools through the rectorates.

After these two awareness campaigns, which used audiovisual com-
munication methods for the most part, information structures are being
progressively set up. They essentially concern three sectors:

® hospitals, especially the 22 hospitals designated as HIV infor-
mation and care centres in Pans, metropolitan France, French
(Guyana

& gnonymous [ree screening centres, which have now been set up in
every department in metropolitan France and overseas

® the associgtions, especially the association AIDES, which now has
outlets in most large towns.

The information being transmitted is aimed not only at doctors and
the general public but also at auxiliary medical personnel and social
workers.

Training the personnel of information outlets

After making the population as a whole more aware of the problem,
it sccmed vital to us to turn our attention to more specific targeted
information based on [ace-to-tace discussion. We then had to train the
personnel of information outlets. More than 20 training programmes
arc now in operation, with almost 2000 trainees, consisting of;

® auxiliary medical workers outside hospitals
® social workers

® pcople working in the health field

® people working with drug addicts,

The teaching is done in seminars lasting 1-3 days, providing both
theoretical information and discussion of practical cases. The pro-
grammes include:

® the clinical and biological background to the infection
® screening methods
® preventive methods
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® socioeconomic implications
® legal elements.

Evaluation of the information campaign

The most recent epidemiological studies show that the spread of the
disease through sexual contact is on the decrease as compared with that
among drug addicts. This encourages us to continue our information
and prevention cfforts and to concentrate even more on the fight against
drug addiction, which the French Government is particularly deter-
mined to stamp out.

In one year:

® the use of voluntary or frecly agreed to screening has tripled

® the use of condoms has risen by 38% and a condom quality control
programme has been sct up on a national scale

® the salc of syringes has more than doubled in the most exposed
areas of large towns.,

This finding is encouraging. We must, however, persevere in our
efforts because AIDS is essentially an avoidable disease and each indi-
vidnal must realize that his fate is in his own hands.

Principles of health education

Before finishing, 1 would remind you of the principles that govern
any properly thought-out health education policy:

¢ being informed does not necessarily mean knowing
® being aware does not necessarily mean taking steps
® deciding docs not necessarily mean doing.

Informing so that there is understanding, undcrstanding so that there
is knowledge, knowing so that decisions are taken, deciding to act: it
appears nccessary to develop the individual’'s scnse of responsibility
during cach of those stages in our health education policy. It is such a
sensc of responsibility, rather than obligation or duress, that leads to
the most effective and widely accepted changes in behaviour among
groups at risk.

The policy adopted by the French Government tries to rceongile
public health protection with the observance of a certain number of
fundamental principles, especially that of according to all human
beings, both sick and well, the respect that is their due.

I hope that this reminder will encourage all governments concerned
to join in the fight against AIDS and to persevere in their information
and preventton cfforts, while Keeping in mind the sociocultural
characteristics of the people in their charge.



Planning AIDS Education for the
Public in Uganda

SAMUEL I. OKWARE

Dr Samucl [ Okware is Chairman of the National Committee for the Prevention of
AIDS in Uganda and former Director of Discase Prevention and Control at the Ministry
of Health. He describes how the National Committee is organized and funciions and
how it went about the task of planning and implementing its health promaotion campaign
to prevent transmission of HIY,

We are approaching the twenty-first century with uncertainties —
uncertainties in our traditional valucs, our basic instinct for survival
and our lifestyles — and all because of one of man's smallest enemies,
the AIDS virus. Without a vaccine and without drugs, health promotion
and cducation of the public are the kcy to interrupting the transmission
of the virus. Our Ugandan programmec thercfore is built on that prin-
ciple. The many tacets of AIDS demand that health promotion and
education be well planned.

Components of educational planning

What does planning of health promotion and education involve?
Planning involves the setting of objectives and the selection of methods
for achieving them. We must obtain resources and materials, and use
them skilfully, We must check progress and modify our programmes as
necessary. And we must cvaluatc oor programmcs.

The educational objectives cannot be achieved without complete
openness. Nothing must be hidden. The people must be told the facts.
The reason for this is that they need to be fully involved in the struggle.
We were convinced that AIDS would ultimately be stopped if the
people were [ully educated about its naturc.

Our first cases of AIDS appeared four years ago. Since that time we
have learned and re-learned many lessons of planning.

32
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Organization

How then did we plan and structure our programme? There must be
only one national plan; there is no place for separate parallel pro-
grammes. To begin with, we set up a broad-based national AIDS com-
mittce with 20 members, as an appropriate forum for bringing to light
the attitudes and views of different groups. It has five subcommittees,
including one on health promotion and cducation. The national com-
mittee consists of senior professionals from the ministries of health,
information, defence, and prisons, from other social service depart-
ments, and from the national university, Nongovernmental organiz-
ations, church organizations, prominent personalities in civic and
private life, and traditional healers are also represented. The committee
assists in policy formulation and is concerned with the complex medical,
psychological, philosophical and, indced, spiritual issues raised by
AlDS.

The decisions taken by the committce are coordinated and
implemented through a national ATDS control programme within the
Ministry of Health. This programme has three levels. The central level
provides leadership and coordination with other components and it
designs, produces and supplies educational material. Implementation
of the programme takes place at the district and community level. The
programme is fully integrated into the existing hecalth and social infra-
structure and,into primary health care.

We designed a six-month emergency plan, a two-year medium-term
plan, and a five-year plan.

Definition of the problem

Planning requires the setting of clearly defined goals and objectives.
The extent of the problem had to be sharply defined. The general modes
of HIV transmission were well known, i.e., sex, blood, and from
mother to child. But we had to detcrmine the details of those risk factors
as they applied to local circumstances. We had to determine which were
the high-risk and which the low-rnisk groups.

We also discovered factors that scemed to be influcncing the spread
of the discase. We found that over 80% of cases occurred between the
ages of 19 and 40 years, the peak age group for sexual activity, and
5-10% under the age of 5 years. Therc were virtually no cascs or evi-
dence of infection between 5 and 14 years or among the clderly (over
55 years).

Both sexes were equally affected. 1t also became clear that AIDS in
Uganda is a disease of urban areas, wherc only 10% of the population
live. It is rare in rural arcas, with their strict traditional codes of
morality. However, we know that the infection can be brought from
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the city to the village by city dwellers with relatives and friends in the
villages.

Methods and approeaches

To design suitable messages for the public we must first assess the
risk behaviour of the different groups to be informed and educated.
We need to discover what they believe about AIDS: from whom they
gct information, what their attitudes are towards risk behaviour,
towards persons with AIDS and their familics, and towards people who
practise risk behaviour, and what among their usual practices may put
them and their scxual partners at risk. For instance, one of our surveys
showed that 60% of the population had first hcard about AIDS from
friends. This asscssment of risk behaviour cnables us to design inter-
ventions and messages to counter and correct misconceptions about
AIDS. It also provides the baseline data against which to monitor
changes resulting rom health cducation.

Messages need to be simple and to the point, and they need to be
pre-tested. They may need to be modified or replaced in the face of
public criticism. We cannot afford to antagonize the pcople and lose
their confidence.

In Uganda the message to the public is: “LOVE CAREFULLY™.

The number of posters and leaflets disiributed has gone up from
under 2000 in the first year of the programme to over two million last
year. We use all the mass media. City people have radio and television,
television commercials are one of our weapons against ignorance. Most
of our rural people do not have radio or television and a large pro-
portion are illiteratc. Therefore we had to use approaches that do not
depend on the mass media or on literacy. We have mainly used the
rosistance committees, which form the backbone of the political infra-
structure in the villages, to transmit simple but effective health infor-
mation and education from door to door. We also usc public mcetings
and political rallies to educate the people.

We ascertained early on that 92% of the population went to church
regularly. The church is respected and accepted as an authority on
moral issues. We therefore organized seminars on AIDS for the clergy,
an they have been using their pulpits very extensively and very effec-
tively to transmit the AIDS-control message. Their message to their
flock is: “LOVE FAITHFULLY”.

We called meetings of schoolteachers to preparc them for explaining
the nature of AIDS transmission and prevention to high-school chil-
dren. The children pass the message from child to child and through
whispers to their parents and older relatives,
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Resources

Planning must provide for the best use of our resources. Our greatest
resources are human resources, the people, and their abundant good-
will. The health promotion component of the national plan takes
account of the potential of different groups, nongovernmental organiz-
ations, action groups, benevolent individuals — any group or individual
with a contribution to make. The plan provides for integrating and
coordinating their efforts and contributions with those of the national
plan. It 1s an cxpression of community participation in primary hcalth
care as applied to AIDS control.

The primary focus of our health promotion and education strategy is
the community, where people live and reproduce, work and play. A1DS
is not just a doctor’s business, or a nurse’s business, or an expert’s
business. Everybody, everywhere, is needed to assist in every way to
sprcad the word about AIDS.

Moncy, as usual, was scarce. However, it was decided to set aside
separate funds for AIDS control, hence the funding of our other health
programmes was not affected. We had to acknowledge our financial
limitations, however. Here we called on WHO, as the global coordinat-
ing agency. With its help thc Government convened a meeting of inter-
ested participating parties and funds for both the emergency and the
mid-term plan were pledged. For this we are most grateful.

Monitoring and indicators of progress

Planning must be sufficiently flexible to respond to changing circum-
stances and interim outcomes. For this, monitoring is essential. The
programme may need to be adjusted, expanded, or redirected. Indi-
cators must be built in to help in monitoring progress.

It takes years, of course, o reduce the incidence of AIDS cases, even
though transmission of the virus may be considerably reduced or even
stopped. A continuing high incidence may give rise to frustration and
disappointment among the public. They scc that, despite everything we
are doing, the number of new cases does not fall and may even rise.
They may not appreciate that some of this is due to better surveillance
and casc dctection. Today’s new cases were, after all, infected many
years back, some even before any programme was started.

In the long run, however, our cfforts will bear fruit. Of this we are
confident. And we must transmit and sustain this confidence, realisti-
cally, to the public.

Attendance at clinics for sexually transmitted discascs has already
dropped considerably, from long lines in 1986 to only a few people a
day in 1987. This drop in demand for the treatment of vencreal discases
indicatcs a substantial decrease in the pumbers of people who put them-
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selves at risk of HIV infection. Private medical practitioners who
thrived on treating patients with venerecal diseases were the first to
complain about lack of patients. Night clubs are complaining about lack
of clients.

With incrcased public awareness, we should anticipate and prevent
prejudice, disinformation, and victimization of those with AIDS. We
should not wait for this to happen. Often people are wrongly informed.
The press, for instance, may give distorted information. People inter-
pret things in different ways. Such disinformation can be disastrous.
Prejudice, victimization, and discrimination feed on disinformation.
Both the infected and the uninfected have to be protected against disin-
formation and prejudice.

Health education needs to be supported by counselling for people
with ATDS and their families and other close associates, as well as for
those with ATDS phobia, obsessed with the fear of catching AIDS.

Programme evaluation

Finally, planning provides for the evaluation of our programme. Are
our objectives and methods the right ones? Do they need to be
changed? Do we need new objectives or new methods?

Are we using our resources to the best effect? Are we wasting
resources? Are we making the right impact? To what extent are com-
munities, our target groups, excreising responsibility for their own
health protection and promotion?

Conclusion

‘The battle against AIDS must be planned and fought on many fronts.
We must fight against ignorancc, against prejudice, against systematic
disinformation. Information and health education are the main
weapons with which to fight ALDS. In a world with ATDS, life must go
on. This is the real challenge to planning.



Brazil’s Educational Programme on
AIDS Prevention

LAIR GUERRA DE MACEDO RODRIGUES

Dr Lair Guerra de Macedo Rodrigues is Dircctor, National Division of Sexually
Transmitted Discases and AIDS, Ministry of Health, Brazil. Of particular interest in
her account of Brazil's programme is the strong intersectoral clement, private and
public, and the painstaking approach towards developing an active role for the Roman
Catholic church in the programme,

The AIDS prevention education unit in Brazil, which is part of the
National Division of Sexually Transmitted Discases and AIDS of the
Ministry of Health, works closely with other ministrics in the fight
against AIDS,

The Brazilian AIDS programme is directed at four broad audiences:

® health professionals

¢ the public at large

® proups engaging in high-risk behaviour
® adolescents.

These audiences were selected between 1985 and 1986 when results
of newspaper surveys showed that they were the most affected by
unfounded fears.

Health professionals

The most scrious problem, one we frequently encounter in these
groups, is the attitude of health professionals shown towards persons
infccted with HIV. They often refuse to assist patients and their families
out of fear of becoming infected.

The first action the Ministry of Health took to remedy the situation
was to convoke a meeting of ATDS experts in order to establish guide-
lines for training health professionals working in STD/AIDS clinics.
The training programme began in March 1986, under the direction of
a multidisciplinary team from each of the 26 states, which had been
specially trained over 15 days in interpersonal skills in scttings simu-
lating the relationship between health professional and patient.
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The methodology used is the training-the-trainer approach, with its
multiplier effcct. This type of training solved the problem partially. We
are now developing new strategies to convince surgeons and hacmo-
dialysis workers that they should treat AIDS patients.

The public at large

Like the first group, the public at large suffered from misinformation
conveycd by the media and reluctance to talk openly of their sexuality
and their sexual practices.

In January 1986 we conducted two surveys to obtain data that would
help us in developing an educational programme. For the first we
employed a private advertising agency to find out which of the mass
media were most commonly used by the general public. The second
survey, conducted by the Folha de Sao Paulo newspaper in eight Brazil-
ian citics, sought to gather information on the public’s knowledge about
AIDS and sexual practices. Simultaneously, a press conference was
organized to dispel misconceptions about AIDS transmission and pre-
vention. The results of the second survey revealed gaps in knowledge
that nceded to be filled.

We then claborated a systcmatic educational programme for AIDS
prevention. It was at that point, in selecting the contents of the edu-
cational material, that we experienccd some difficulty with the Roman
Catholic Church. The Church was concerned about the references to
the use of condoms in the educational material. It also considered all
homosexual and bisexual men to be sinners and was opposed to giving
them any assistance. To cope with this very difficult situation we met
the Archbishop many times to discuss ethical and moral values and to
review the cducational material produccd. Finally the church agreed to
work with infected patients and to disseminate information about AIDS
to poor people living in the slums. Today its attitude has changed to
such an cxtent that it says we arc not doing enough. It has stopped
objecting to the usc of condoms.

Our AIDS prevention programme was launched in February 1986.
The television spots, lasting 30 seconds to one minute, showed: the
safety of blood donation under specified conditions; compassion
towards thc AIDS patient; the use of condoms as a safe means of
avoiding AIDS; mechanisms of transmission; mechanisms of non-trans-
mission; and AIDS and drugs. The printed media ~ newspapers and
magazincs — rcinforced the messages. At the same time radio messages
were broadcast through 60 radio stations for three consecutive
months.

To develop the public’s awareness of the danger of AIDS, the Minis-
try of Health also published a pampblet on AIDS, which it inserted in
the monthly electricity and water bilis, and the pay cheques of
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employees of ministries, privatc enterprises, and nongovernmental
organizations. In addition, during the carnival, a time of greater sexual
permissiveness, the Ministry of Health published a pamphlet in four
languages; it was distributed at the country’s main ports of entry and
warned travellers of the risk of contracting AIDS through casual sexual
encounters, intravenous drug abuse, and blocd transfusions. The pam-
phlet also recommended the use of condoms during sexual intercourse.

Groups engaging in high-risk behaviour

The high-risk groups consist of homosexual and bisexual men, intra-
venous drug users, and male and female prostitutes. Hacmophiliacs
specifically requested that no educational materials or TV messages
should be aimed at them as a group. They do not consider themselves
as cngaging in dangerous behaviour since they are the unwilling victims
of infected blood and blood products.

Television items on high-risk behaviour were broadcast late at night
to enable speakers to talk openly and objectively about sex. Leaflets
on the same subject were published. Evaluation indicated that the most
receptive target audiences were homosexual and bisexual men and
teenagers, and that they had changed their sexual bchaviour to a notice-
ablc extent.

Adolescents

Adolescents we consider to be the most vulnerable group. The result
of the lack of sex education in schools and homes is that 33% of all
pregnancies and 26% of all abortions occur among teenagers and they
show a high incidence of sexually transmitted diseases in both urban
and rural areas. In rural arcas people live closely together with little or
no privacy, and this stimulates promiscuity and carly sexual activity and
often the multiplication of large families in poor health.

The young arc cxposed to the erotic influcnce of the media, which
encourages them 1o experiment with sex while they are still unpreparcd
for it. To cope with this problem the Ministers of Health and of Educa-
tion are taking joint action to reduce the incidence of sexually transmit-
led discascs, including AIDS, and to teach sex as an expression of life.
The action includes the training of teachers and the preparation ot sex
education/STD/AIDS manuals.

Conclusion

What lessons have we drawn from our initial programme?
Tt was a posilive experience to have diverse segments of socicty rep-
resented in the elaboration of the education programme, such as the
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Roman Catholic Church and homoesexual groups. This collaboration
was sometimes stressful, but it created conditions for designing a pro-
gramme that is acceptable to a great variety of audiences. Several mes-
sages were recognized as outstanding:

® the slogan ‘“‘Love does not kill”

® g television broadcast on compassion for AIDS patients presented
by the actress, Ircne Ravache

® 2 television broadcast on sex and AIDS

& 3 television broadcast on AIDS and intravenous drug users.

A negative expericnce was the censuring of many television broad-
casts by the Ministry of Health and the Roman Catholic Church and
the cutback in funds, which hampered the cffectiveness of the media,

On the basis of our evaluation we would, on the whole, maintain the
same content and stratcgies, but consider the following changes:

(1) more reliance on the private sector for the financing and
implementation of the programmec; and

(2) different ways of approaching prostitutcs and intravenous drug
users, the two groups for which the programme proved inetfec-
tive in changing attitudes towards AlDS prevention.



Preventing AIDS Through General
Public Education:
Experience from the United Kingdom

SPENCER 1TAGARD

Dr Spencer Hagard is Director of the Health Education Authority, London. Striking
aspects of the United Kingdom ATDS cducation programme have been the very strong
government leadership and constructive partnership of the normally competitive mass
media.

By the end of 1987, 1227 cases of AIDS had been reported in the
United Kingdom, with 697 deaths. The great majority of our AIDS
cases (84%) arose from male homosexual or bisexual transmission,
Significant minoritics were recipients of infected blood or blood pro-
ducts, people infected through heterosexnal intercourse, intravenous
drug users, and children born of infected mothers.

The United Kingdom public health strategy to combat AIDS has
three main components:

® services for pecople with AIDS and HIV infection

® specific measures to conirol the spread of infection (c.g., screening
of blood, tissue, and organ donors)

® public hcalth education aimed at the general public as well as at
people at particular risk.

Educating the general public

Early in 1986 the Unitcd Kingdom Dcpartment of Health and the
Central Office of Information commissioned a nationwide mass media
campaign with the aim of:

& educating people about the facts of AIDS
e dispelling myths
e offering appropriatc advice and reassurance
® influencing social opinion so as to change attitudes and modify risk
behaviour in the long term.
41
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The campaign was pragmatic rather than moralizing in tone, in the
expectation that that would be more likely to be effective.

General newspaper advertising started during March 1986 and con-
tinued through the next cight months, with feedback and cvaluation.
This was followcd by a concerted campaign of posters, radio, and tele-
vision. In January 1987 a leaflet was distributed to all 25 miilion house-
holds in the United Kingdom. At thc same time, thanks to impressive
media cooperation, there was extensive television, radio, and pews-
paper coverage, with special programmes and featurcs, culminating in
an “AIDS Week on TV during February 1987 when at least 35 AIDS-
related programmes were screened during 19 hours of programming,.
This was supported by a national telephone information, advice, and
leaflet-ordering service.

In September 1987 the second stage of the campaign was aimed at
drug users, discouraging in particular drug use by injection and the
sharing of equipment.

Additional provision has been made for supplying information to the
blind and deaf and to people whose first language is not English.

The mass media campaign has been well supported by intersectoral
initiatives involving national and local government authorities and
voluntary agencies.

Evaluation of the mass media campaign

Evaluation of the campaign was seen to be very important, its main
results being as follows. Very few peoplc amongst those questioned
found the advertising offensive and nearly all adults agreed that it was
right for the Government to undertake such a campaign. Awarcness of
the information provided by the media, though quitc high before the
campaign, reached the extremely high figure of 96% amongst those
guestioned. It is estimated that three-quarters of adults had read or
looked through the leaflet distributed to all households. All this helped
to create an atmosphere in our socicty in which AIDS could be dis-
cussed.

Amongst those questioned, knowledge about how AIDS is trans-
mitted was high before the campaign but incrcased further, particularly
knowledge about heterosexual intercourse and needle-sharing. The
usefulness of condoms as a protective measure was also understood.
‘There is also evidence of reduction in myths and misconceptions, with
one important exception: 39% of pcople in February 1987 believed that
ALDS could be acquired by donating blood. No significant self-reported
change, however, had occurred in heterosexual behaviour. This was
not unexpected at that stage of the campaign.

With regard to homosexuals, their knowledge and awareness was
alrcady very high even before the media campaign, This is attributable
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to several years of health education by national and local voluntary
organizations. Looking for evidence of changes in homosexual behav-
iour, we found a reduction in risky sexual bebaviour and in the numbers
of sexual partners. This change has been sustained, as illustrated by

data showing a reduction in other sexually transmitted discascs amongst
homosexuals.

Conclusion

I should like to emphasize the key points from the experience of the
United Kingdom. These are:

(1) Government leadership, which acted as a catalyst in achieving
public acceptability.

(2) The importance of pre-planning, with clear objective-setting and
inbuilt monitoring and evaluation. This enables the best use to
be made of limited resources.

(3) A constructive partnership amongst the normally very competi-
tive mass mcdia (with corresponding coverage gained on radio
and television and in the popular press).

(4) Positive collateral effects on policy and practice in such fields as
employment, housing, and education.

(5) The greater effectiveness of a national campaign if it is strongly
linked to local needs, wants, and activities. This linkage has yet
to be fully devcloped in the United Kingdom. It should be
emphasized that the campaign is dynamic, evolving as public
needs change.

In conclusion, our future needs in the United Kingdom are to main-
tain awareness and encouragce and sustain prudent behaviour. The
challenge is how to do this positively and constructively within the
overall national policy of promoting health for all.






PART 111

Theory into Practice: Health Promotion

Programmes for Specific Groups

This part of the proceedings shows that programmes and strategies
can be designed for and aimed at particular target audiences. The
examples given are;

women in New York City

adolescents in Denmark

aboriginal and islander communities in Australia
women prostitutes in Nairobi

homosexual men in Switzerland.

Dr Jake Obetsebe-Lamptey, who has extensive experience, mainly
in Africa, of social marketing and professional advertising in health
promotion campaigns, introduces the subject. He stresses the import-
ance of motivating vulnerable groups Lo accept responsibility for pro-
tecting themselves against HIV infection.






Introduction

JAKE OBETSERLE-EAMPTEY™

As regards the child and her parents described by Dr Meyer (page
23), this Summit may be too late. They were infected with AIDS in the
night of our ignorance. They did not know. We did not know. It is now
morning and we are awake. We can have no excuse for permitting
others to beeome infected because of ignorance about AIDS. We may
not yet have a vaccine or a cure for AIDS, but we can teach people the
facts and give them the reasons to change high-risk behaviour and the
support to sustain the change over time,

We address oursclves today to the future, to intervening now to
prevent tomorrow’s catastrophe, because we can, we must, we will
make a diffcrence.

Dr Jonathan Mann presented us with a challenge. To prevent the
spread of AIDS, he said we must seek to influence positively the behav-
iour of individuals and groups with our most effective strategies. If
AIDS had to come, then it has come into a world which can fight back,
a world which is armed with a tested communication capability that
has already been proven in other public health challenges such as the
prevention of heart discasc and smoking, oral rehydration therapy,
immunization, and family planning.

For effective use of this capability, which exists in every country,
many of us must put aside our prejudices; we must change some of our
attitudes so that wc can communicate and stop merely lecturing. We
hope to show how the real involvement of the people one is communi-
cating with leads to meaningful education and moves away from *‘we
know what is best for you™. We also hope to show that, as AIDS affects
us all, so too all must be allowed to participate m its prevention. We
must lose the prejudices that hamper us from using the total arsenal at
our disposal, be it private or public, paid for or voluntary, formal or
informal. It is true that the government cannot do this alone; the
government needs outside skills, institutional networks. But it is also
very true that without government support no private initiative can long
succced.

* Managing Director, Lintas Worldwide (Educational Programmes), Ghana.
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The challenge is to influence positively the behaviour of individuals
and groups with our most effective strategies, WHO staff members said
that they are confident that people who have learned and wish to usc
what they have learncd, who are influcnced positively by »thers, and
who have the opportunity and support to modify their behaviour will
do so. This confidence would seem to be well placed. The evidence is
already coming in, from San Francisco and Zurich, from Nairobi, that
thosc who have learned, who have wished to use what they have
learned, who have been supported positively by their pecrs, and who
have had the opportunity are modifying their behaviour. Here is where
we find encouragement that our work as communicators will make a
difference. Here also is where we find the lessons that will help us to
make the difference in the future.

Examples of four broad national strategies have been given. Thesc
national strategies are like a giant umbrella, sheltering dozens of speci-
fic private and public activities addressed to specific audicnces — men
who have sex with men, schoolchildren, intravenous drug users,
women, persons with haemophilia, prostitutes, opinion lcaders, health
workers, club owners, and so on. Together these activities create a
whole greater than the simple sum of its parts. These intensive efforts
targeted at specific populations and emerging from their values are
providing the support pcople need to change high-risk behaviour,

The following papers from Australia, Denmark, Kenya, the Nether-
lands, Switzerland, and the United States, deal with just one aspect
of their programmes. Wc recognize that their programmes are more
comprehensive and complex than they will have time to explain, bat
concentralion on a single aspect illustratcs the importance of the com-
munication process in successful AIDS health promotion, as seen in
terms of planning, implementation, monitoring, and evaluation.

Planning

The first element in planning is to learn about the disease and the
behaviour of people in relation to it so that we can define our target
audience. While we are all affected by this disease, some people,
because of their behaviour, are at higher risk. It is risk behaviour and
not class of people that helps us to define our target audience. The
example of New York City illustrates the targeting of audiences on the
basis of behaviour. The New York City example is about women, While
we were preparing for this meeting someone asked: “Supposing a Sum-
mit participant asks the question ‘Why women? After all, what percent-
age of A1DS sufferers in New York can be women?” ” The answer was
“That was a good question five years ago, but today AIDS is the higgest
single cause of death of women in New York between the ages 25 and
34.” There arc countries that do not yet have an AIDS problem. Let
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us hope that they will not have the same question to answer five years
from now.

Implementation

Once we have a target group we must learn from them what they
already know about AIDS, their attitudes towards AIDS, towards
health, towards risk, their full range of practices and how ingrained
they are, how susceptible they are to change. The paper on the Danish
adolescents and school programme shows that we should not assume
that we know the answers, that we must work with our audience to get
the information we need from them. 1t shows the dangers for communi-
cators in making assumptions. Far too often our assumptions are based
on simplistic stereotypes.

‘The paper on the Australian aboriginal and islander people highlights
development of the message. In the paper we are taken into a process
that is as old as time, the process called ‘“‘consultation”. The paper
demonstrates the role of the target audience in creating the message —
a role that can be played by that audience only — and shows how we
must involve our audience if we are to communicate effectively.

A message, however pood, that is not scen or heard cannot communi-
cate. While some of our target audiences can be reached easily, others
for a variety of reasons are far more difficult to reach. However, as the
papers from Kenya and the Netherlands show, by using the existing
infrastructure, skills available in the community, creativity, members
of the target audience, persistence, and repetition of the message, cven
the most hard to reach can be reached.

Monitoring and evaluation

The final element in the process is monitoring and evaluation. Pro-
grammes need to be monitored and evaluated to provide the necessary
direction for growth and change, to help to right what is wrong and to
do better what is right. Monitoring and evaluation start at the planning
stage, where we set measurable objectives, and continue throughout
all aspects of implementation. As the paper from Switzerland shows,
monitoring and evaluation are not always formal and structured activi-
ties. They are ongoing and may involve bar-room conversation as much
as studies focused on groups, anecdotes as much as surveys. They must
bec ongoing; they cannot be deferred for lack of time, effort, finance,
or other reasons. We all make mistakes; the bad mistakes we make are
those we leave uncorrected and those we do not learn from.

I repeat — we want people who engage in high-risk behaviour to
change what they do. We want people to take action to protect them-
selves from HIV infection. The whole process of effective communi-
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cation recognizes the differences in people, in situations, in cultures, in
mores. The papers that follow are examples of what has been done to
illustrate the process of how to communicate effectively and motivate
people to act.

Health promotion will be effective only if the process of planning,
implementation, monitoring, and evaluation is correctly employed in

accordance with needs and resources.



Messages Addressed to Women as a
Target Audience

PEGGY CLARKE

Ms Peggy Clarke is Assistant Commissioncr for AIDS Program Traming, New York
City. She describes a media-based health education component of an AIDS control
programme directed particularly at women, which helps dispel the notion that ATDS
is a disease of homoscxual men only.

In the United States of America, where the number of AIDS cases
exceeds 50000, many people are under the mistaken impression that
AIDS is a disease of homosexual men, a gay disecase. To communicate
AIDS prevention messages to pcople at risk, we must shatter this myth
and tailor prevention programmes to others at risk who are not homo-
sexual men. Women arc just such an audience. New York City has
aver 12000 people with AIDS, of whom 10% are females. AIDS is the
leading cause of death in women aged 25-34 in New York City.

The rnisk behaviour of women with ATDS is primarily intravenous
drug use, or being the sexual partner of an intravenous drug user or a
bisexual man. Women who have AIDS are only a small proportion of
those who are at risk from their sexual or drug behaviour. For our
programme to be effective, women must learn that AIDS is not only a
gay disease but one that may affect them as well.

Numerous polls and surveys have indicated that knowledge about
ATDS is very high in the United States. Ilowever, the extent of change
to lower-risk behaviour does not correspond with the level of
knowledge. Our task s to bridge the gap between what people krow
and what they do to protect themselves.

In our media planning we target women as a special audience. How-
ever, women are not all alike; they vary greatly in their perception of
their own risk of contracting A1DS. This variability refiects their diverse
social, cultural, and ethnic backgrounds as well as the responsibilities
and roles they assume in their lives. These different roles have shaped
and directed our campaign.

We narrowed down the different audiences of women we wanted to
reach and designed specific messages for each one. Our analysis was
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based on academic rcsearch, field observations, and interviews with
women in different situations throughout the city. The advertising
industry regularly shapes messages to appcal to different audiences in
order to scll products. We utilized the same techniques in thesc cam-
paigns to sell A1DS prevention. We organized four different television
campaigns, targeted at adolescent women, womcn as parents, scxually
active women, and women who have sex with partners in long-term
relationships. Each campaign uses a particular approach to appeal to a
particular andience and describes the action that is being promoted as
the means of preventing transmission. Each has a companion strategy
for radio and printed matter,

In the first campaign a young woman with AIDS expresses her regret
at having become pregnant at an early age and given birth to a child
with AIDS. The message here promotcs the idea of sexual abstinence,
a rather unpopular concept on American television. Using a teenage
girl to tell her story acknowledges the strong influence peer groups have
on young people and strengthens the credibility of the message.

The second message, which depicts a mother talking openly to her
child, is aimed at parents who may want to ignore the issue of AIDS or
be inclined to leave the responsibility for educating their children to
teachers, the media, or the children’s peers. Here we ask parents to put
aside their embarrassment and their fear of cncouraging sex and talk
about ATDS before it hits home. The aim is to stimulate discussion
between parents and children and to demonstrate one method of talking
openly about ATDS prevention. In the Spanish adaptation the mother’s
embarrassment is more apparent, rcflecting different cultural mores in
the Hispanic community in New York City.

Two messages are addressed to sexually active women. The first
depicts a young woman who is preparing for a date and whose prep-
aration includes placing a condom in her handbag. Tt challenges all
sexually active women not to deny the risk of AIDS. This is a woman
who is thinking ahead and, by accepting responsibility for self-protec-
tion, is in control of her own life. The companion printed text advises
“Don’t Go Out Without Your Rubbers™. The second message shows a
couple on the verge of intimate sexual rclations. The woman offers the
man a condom, and he rejects it; shc departs. This message suggests
that a sexually active woman should negotiate the terms of a relation-
ship before sexual intimacy begins. She then maintains the ability to
remove herself from a risky situation.

For the fourth group, women in long-term relationships, the spot
begins with the dcath of a baby from AIDS and follows with a flashback
showing the father contracting the virus from intravenous drug use and
passing it to his wife through sexwal intercourse, The message here is
that recognition of risk behaviour is essential, even in a long-standing
and continuing relationship, to ensure that preventive action can be
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taken. Because of the strong link between intravenous drug use and
heterosexual transmission, this campaign message is especially import-
ant for women in New York City.

The primary message in all of these campaigns is that communication
in relationships is a critical componcnt of AIDS prevention. However,
because women are in different relationships and have different
responsibilities, the campaigns must differ in order to reach different
female populations directly.

The media can play a significant role in changing cultural norms
within a society and in fostering open discussion of formerly taboo
topics. These campaigns havc greatly magnified the visibility of the
AIDS issue for women in New York Cily. We have witnessed changes
mn the content of movies, plays, television shows, and song lyrics,
changes that reflect a greater awarcncess of AIDS and the risk of hetero-
sexual transmission.

Finally, it is important to remember that media-based hcalth cduca-
tion is only a small part of the comprehensive effort to combat this
epidemic. Rescarch, cxpanded voluntary counselling, HIV testing,
condom distribution, and school health promotion along with respon-
sible legislative action and increased drug addiction services are ali
fundamental to effective action for the elimination of AIDS as a threat
to the public health.



Adolescents: Knowledge, Attitudes
and Practice

LONE DE NEERGAARD

Dr Lone de Neergaard is ALDS coordinator at the National Board of Health, Copen-
hagen, Denmark. She deseribes an intensive programme focused on adolescents, which
involves them in preparing materials, uses humour and cxplicit pictures, and draws on
public figures, with a view to promoting responsible sexual behaviour and respect for

the positive aspects of sex.

We can learn a lot from one another, but the information to be
transmitted in each country has to be adjusted to the particular country
at the particular time. Although we can get ideas from others, pro-
grammes must be developed with due respect for our own traditions
and culture.

You may know Denmark as a country with a so-called free-sex moral-
ity. Some may like this, some may not, but it has been an advantage to
us in our battle against AIDS; it makes it much casier to talk about
AIDS when you call things by their common names and even show
explicit picturcs. Denmark may be unique in this respect, and 1 there-
fore ask you to view my account not as an example of how things should
be done but rather of how things are being donc in Denmark.

Why is it important to focus on adolescents?
Focus on adolescents is important for three rcasons:

(1) They are in the process of forming habits and can thus be
influenced.

(2) They will go through a period with changing partners and hence
are at risk.

(3) By learning at an early age future problems will be prevented,
and it is therefore a good investment to start carly.
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Why knowledge, attitudes, and practice?

1t is not enough for adolescents to know the facts about AIDS; they
also have to be motivated to apply the knowledge when it matters. This
applies particularly to sexual practices. Many other factors influence
young people; many other messages come into their minds. One of the
characteristics of adolescents is to rebel against the right, the sensible,
the recommendable thing to do. Sometimes thcy may even embark
upon risk behavicur for the fun of it. Altogether, communicating with
adolescents about AIDS can be difficult.

We are not sure that we can achieve a permancnt change in young
people’s behaviour by using fear. We use humour instead. In spite of
the seriousncss of the problem we find humour a good opener to young
people’s minds.

Metheods of study

We studied sexual knowledge, attitudes, and practices among ado-
lescents in several ways. Since we were dealing with very private topics
we had to avoid traditional methods and develop new ones. We inquire
about young people’s knowledge and attitudes at the same time as
we give them new information. One method, which produced many
fascinating resunlts, was an essay competition, for which all school-
children aged 1415 years in Copenhagen were asked to write on their
thoughts about A1DS. This is onc of the many ways in which young
people can learn and at the same time express their feelings about this
new threat to their world.

Of course, the results of such inquiries are derived from reports on
one’s own behaviour. Only figures for the spread of HIV or for the
numbers of sexually transmitted diseases tell us exactly about the effects
of changing practiccs. Nevertheless, we do get from self-reports very
useful information about trends, and by repeating the surveys over time
we can follow their development.

QOur results show that there arc many myths about sex and AIDS. In
one school class 15-year-old students said that they had 15-20 partners,
mostly using safe sex, When we asked about the price of a condom
there was deep silence. We guessed that the silence reflected more of
the truth than the claim of safe sex. We also found that such aspects as
negative discrimination, minority groups, and how to deal with HIV-
positive people were much more a concern of young people than we
had expected. We found that young people are generally very tolerant.
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Messages and channels

We used the results of our inquiries to devise means of filling the gaps
we had discovered in knowledge and attitudes.

Knowledge

The cxtent of the knowledge of the young is considerable, Our main
tasks are to maintain and increase their awareness and to cnsure they
obtain a realistic understanding of the risk to themselves.

What we did was to creatc an advertisement with questions and
answers composed by ourselves. It was published in the main news-
papers and in weekly and monthly journals for adolescents. It was very
well received. It was also easy to produce, which meant that we were
able to correct misunderstandings in the media soon after they

occurred.

Attitudes

Attitudes towards AIDS are very polarized, they are typically either
the “not-me” syndrome or the “‘everyone is going to die of AIDS” fear.
Our main focus is to stress:

® one has personal responsibility for oneself

¢ sex is good and healthy

® condoms must be demystified, made commonly known, accepted

& safe sex is essential; everybody has the same problem

e discrimination is not justified, neither are negative reactions to
HIV-positive people

& AIDS concerns you and me and everybody else.

To make this message effective we asked more than 200 well-known
Danes to participate in our new television and radio campaign for young
people. Politicians, administrators, actors, football players and many
others now come together in 22 television spots. A poster brings all this
together under the slogan “Think twice”. As a consequence to media
coverage of English football players not being allowed to hug and kiss
after a match, we put this advertisement in the sporting sections of the
big newspapers. The message was effective.

To transmit the message “Sex is good and healthy and beautiful, and
we want it to stay that way”, we had advertisements and a poster
printed. The poster became very popular and is now found in many
young people’s rooms.

To make condoms less mysterious and widely known and accepted,
we designed six-metre-long posters for the sides of buses, showing con-
doms, with the text: “Protect the one you love™. It certainly attracted |
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attention, and although we were critized for focusing too much on safe
sex we had very few negative reactions. The message was printed in six
different languages, not for tourists but to attract the attention of the
Danes.

Practice

We want young people to change the way they practise sex; we do
not expect them to abandon sex altogether. We found that explicit
information in the form of pictures, cartoons, and vidcos was nccessary
in order to show exactly what safe sex is.

Pamphlets showing how to use condoms were distributed to super-
markets, petrol stations, kiosks, pharmacies, elc.

Main tactics

The main principles or rules that guide our AIDS information pro-
grammc for adolescents are:

# makc such education life-oriented, not death-directed

® minimize fear

¢ minimize discrimination

® integrate information with other sex and health education (we

know that the need for AIDS information makes sex education

more acceptable than before)

make education open and direct

& include face-to-face communication (pamphlets and posters go
only part of the way)

® make education multisectoral — in schools, clubs, sports, the arts,
etc.

® make education practical — talk about, show, buy, try condoms

® make sure condoms are easily available

® make safe scx smart, “in”, the status thing.

It is our expericnce that by far the best way to develop materials is
by working together with the young or by letting them do it themselves.
We have produced plenty of good material, some of which the young
found too boring or just not what they wanted to do. It is amazing to
see the creativity of a group of young pcople who want to do something
about AIDS.

Generally, teachers have cooperated very well and have accepted the
need for the information; indeed, many teachers themsclves began to
teach about AIDS very early on. Of course, some found it difficult to
embark on discussions about sex, and this must be respected. From the
practical point of view, teachers are not good educators if they do not
feel comfortable with a topic.
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We still have many unanswered questions about AIDS prevention,
and ncw questions arise cvery day. However, one thing is now clear:
we must act now to protect our adolescent population from infection,
even if the number of HIV infections among adolcscents is low. Four
to five years ago we made the mistake of belicving that AIDS affected
only homosexuals. Today we see women and children die as the diseasc
spreads to all our people. We must not make this mistake again. If we
are lucky and the infcction docs not spread as we fear, and if the pum-
bers stay low over the next two to threc years, then 1 shall be pleased
to admit that I was wrong, that we did not necd to do all we arc¢ doing
today. However, if the discase spreads, as we expect it will, in no way
shall I be prepared to commit the same mistake as we made before - to
underestimate the threat and allow thousands morc to die,



Developing Materials for Culture
Groups

GRACE SMALLWOOD

Ms Grace Smallwood is a community health worker and health educatar in an AIDS
control programime for aborigines at Townsville, Quecnstand, Australia, and a member
of the Australian National Advisory Council on AIDS.

Condoms or quandongs? A small lapse in communication illustrates the problems
of adapting educating activities to cultural churacteristics and involving communities
actively in hecalth promaotion,

I'want to talk about an approach to developing media and educational
AIDS materials for a specific culture, which is applicable to societies
that have limited technical, protessional, and monctary resources. This
is not a top-down approach but one that uses aboriginal and islander
health workers as the key people in the conception, development, and
implementation of AIDS education programmes.

Many aboriginalfislander people in Australia have a health status
sirilar to that of pcople in Third World countries. There is a high
prevalence of drug abuse, widesprcad malnutrition, a poor living
environment, inadequate essential services, a low educational achieve-
ment, and high unemployment. To overcome these problems requires
collaboration and consultation with aboriginal/islander communities,
which form an integral part of our cultural heritage spanning over 40((0()

ears.
’ The approach taken to AIDS education in aboriginalfislander com-
munities has threc main components:

® consultation, taking place in aboriginal/islander communities with
local people

® networking, using established aboriginal/islander health worker
networks

® pre-testing of communication materials, which involves aborigi-
nal/islander health workers in developing, pre-testing, and run-
ning public health campaigns.

a9
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"The reasons for working with aboriginal/islander health workers are
that they have:

® 3 practical knowledge of their culture

® 4 commitment to raising the health status of the community

® a knowledge of local health issues

& an understanding of the difficultics facing the resolution of any
problem in the community

® g degree of recognition in the community that visiting experts
cannot quickly achieve.

Our programme is based on a series of workshops. It is essential that
the workshops take place in aboriginal/islander communities, so that
opinions are heard in the most natural and realistic setting. It is also
important to gain the cooperation of workshop participants quickly so
that they will freely contribute their ideas.

The workshop tcam consists of a doctor, 4 nurse, a health educator,
a communication consultant, and a graphic artist. Two of these people
are aborigines or islanders.

The workshop begins with short introductions and information ses-
sions about AIDS. They are followed by sessions on basic rules of
communication, how to develop media materials, and how to plan a
health cducation campaign. Deciding on aims and objectives, selecting
target audicnces, and developing messages 10 be conveyed are key
elements of this process. The ideas of the workshop participants are
recorded and the graphic artist and communication consultant develop
several concepts bascd on them. On the following day the concepts are
presented in rough visual form to the workshop. The participants are
enthusiastic in their response when they see their ideas expressed visu-
ally. Once again note is taken of the participants’ reactions to the vari-
ous concepts, particularly what people say, how they react — with
laughter, puzzlement, seriousncss — and, most important, their ideas
for changes. These changes are then incorporated into further versions
of the materials.

Community members arc then invited to view and comment on the
materials so as to obtain a wider audience response and refine the
materials to a final acceptable stage. The workshop then determines
which posters, slogans, or advertiscments it thinks arc the strongest and
most effective,

The next scssion of the workshop develops action plans on specific
activities that can be undertaken in the campaign. The action plans
bring together networking, rescarch, planning, and evaluation. These
elements are then developed into specific activities related to the net-
works used by health workers.



DEVELOPING MATERIALS FOR CULTURE GROUPS 61

‘Thus the materials go through several stages to reach the final prod-
uct. To illustrate this process, [ shall tell you the story of *““‘condoman”.
The term *‘condoman” was developed to countcract the embarrass-
ment, or ‘‘shame” as we call it, caused by the use of condoms. In
my community condoms are known as “frenchies”, and from my own
experience 1 can tell you a story that highlights the need to use the local
language when talking about AIDS. 1 was talking to a group of local
women about the need to use condoms to prevent AIDS and, because
the use of condoms was regarded as shameful, I kept stressing the need
for it. Later that night one of the women telephoned me to say she did
not know why 1 was so worried about AIDS, because they had plenty of
quandong trees in their area. [ suddenly realized that she had confused
“condom”™ with a local tree called a “quandong’ and thought that AIDS
couid be prevented by eating quandong fruit. So, in this locality, people
had to be persuaded to overcome their shame and be prepared to use
condoms; but condoms also had to be called “frenchies’ so that people
would not confusc them with fruit trees!

Just a final point. We have used the colours red, yellow, and black,
becanse they arc the colours of the aboriginal flag and are instantly
recognizable by aboriginal/islander people. This is another example of
being culturally specific in communication. When aboriginal people see
these colours they know that the communication is for them and they
trust the message.

The most important aspect of the training workshop is that it pro-
duces materials — posters, radio advertisements, action plans — on the
spot and pre-tests them in local communities. This approach reinforces
the importance of aboriginal/islander health workers and develops stra-
tegies that fit into existing structures and nctworks. It also trains health
workers in the essential process of conceiving, planning, and imple-
menting a media campaign concerncd with health issues. Most import-
ant, the health education programme that is devcloped is relevant to
the particular community and is ‘‘owned” by the community.



AIDS Prevention in the Netherlands:
Intravenous Drug Users as a Target
Group

HANS MOERKERK

Dr Hans Moerkerk, of the Netherlands, a political scientist and psychologist, is Director
of the Health Education Centre, Amsterdam, Secrctary of the National AIDS Com-
mission of the Netherlands, and member of the BExpert Committee on AIDS of the
Council of Evrope. In Amsterdam, long experience of unconventional forms of health
care for intravenous drug wsers has helped in incorporating new ATDS prevention
strategies into municipal programmeos, with the cooperation of drug users, and health

care and social workers.

It is noon on a normal working-day in Amsterdam, the old capital of
the Kingdom of the Netherlands. A rebuilt city bus is leaving its garage
to perform its daily duty as a mobile outdoor clinic for drug users,
who receive their daily dose of methadone, personal counselling, free
condoms, and a new supply of clean syringes and needles in exchange
for used ones. Since 1985 three of these vehicles have been used for this
purpose in association with several centres at fixed addresses. Like
s0 many other cities in the world, Amsterdam has such problems as
unemployment, a high crime rate, housing shortages, and drug abuse.
Amsterdam 15 also an attractive town, popular with tourists and aiso
with young people, who try to live their own way of life there.

Since 1975 the municipal government has developed a number of
programmes focused on health care for drug addicts, sometimes by very
unconventional methods. Although the use of hard drugs is illegal, we
have learned to accept the use of drugs as a reality in society. Since
AIDS has developed in our country, this attitude proved to be effective
in the fight against the disease. This small country of 14 million inhabi-
tants has 420 registered cases of AIDS; 16 of them are intravenous drug
users, mostly of heroin. The vast majority live in Amsterdam; many of
them come from abroad.

In 1983 the municipal hcalth service started an integrated drug pro-
gramme which was accepted by the city council. This programme pro-
vides for better cooperation between the police, health care facilities,

iy}
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and the municipal authorities. The national Government has supported

the programme politically and financially. The programme has four
objectives:

(1) Contact.

(2) Harm reduction.

(3) Drug-free treatment.
(4) Resocialization.

Contact

Strect-corner workers, doctors, and spccialized social psychiatric
nurses have access to places where concentrations of addicts are found.
These places include police stations, in which we are able to meet an
increasing number of addicts (2300 in 1987), and general hospitals,
where we can visit an increasing number of addicts also (400 in 1987).

Regular contact with addicts is a necessary condition for preventive
action. Daily experience with addicts tcaches us to be realistic; most
arc caught within a pattern of drug use, rehabilitation, and relapse.

Harm reduction

In our experience harm reduction is the sccond best aim if it is not
possible to cure the addict. It involves extensive medical and social
care, methadone distribution, and needle exchange. Methadone distri-
bution is seen as a major way of reducing harm. It is used as a means
of establishing an arrangement with drug addicts that provides them
with the best medical and social care and gives them a starting-point in
stabilization of the addiction. Participation in the methadone pro-
gramme is increasing rapidly; in 1987, 5000 addicts took part in it, or
about 75% of the drug-addicted population.

At present 4.5% of the AIDS cases in Holland are intravenous drug
users. This is still a small number, but studies among this group indicate
an HIV seropositivity rate of 30%. Becausc of frequent needle-sharing
and sexual contacts, for example in prostitution, intravenous drug users
can transmit the virus to other larger groups of the population. It is
thercfore essential to organize an infrastructure of harm-reduction
facilities where contact with intravenous drug addicts can easily be
made. The method we have been using since 1985 aims at behaviour
change, which can be achicved only if certain conditions arc fulfilled:

(1) There must be a continuous provision of information about safe
use and safe sex. Personal contact is the best way of bringing the
message to the addicts.

(2) Condoms must be distributcd free of charge in many places to
tacilitate safe scx.



04 THEORY INTO PRACTICE: PROGRAMMES FOR SPECIFIC GROUPS

(3) There must be casy access to health care facilitics for medical
care, for counselling to support drug-free treatment, and for
methadone distribution.

Amsterdam has various mcthadone projects at different levels. The
most obvious is the ‘methadonc by bus’ projcct, but there arc also
outpatient methadone clinics as well as general practitioners who take
part in the project. As most of the addicts visit the facilities frequently,
they are used for the exchange of needles and syringes.

The needle and syringe exchange scheme began in the summer of
1984. AIDS and the spread of hepatitis B inspired thc so-called Junky
Union, a leaguc of drug addicts that proposed the exchange pro-
grammc, which was alrcady under prcparation. The municipal health
service supported them in an experimental scheme in 1984 and it has
been established since 1985. It expanded rapidly, with more than
70000 exchanges in 1987. The expansion was accompanied by a con-
siderable decrease in the numbers of ncedle-sharing addicts, from 75%
in 1985 to only 25% in 1987. Of course we were awarce of the disadvan-
tages and possible criticisms of the scheme — were we encouraging drug
abuse, and would therc be a black market in needles, which would be
sold for money to buy illegal drugs?

The scheme had clear advantages, however: intravenous drug users
would reduce needle-sharing and this could slow down substantially the
spread of HIV; and they would pay more attention to better hygiene,
be morc accessible to AIDS information, and refrain from injecting
themselves with used syringes and needles.

‘The municipality as well as the Government decided to make this
model a part of the national strategy in the fight against AIDS, since
the early findings gave an indication of positive results.

Summary of AIDS prevention policy in the Netherlands
since 1983

1. Prcventive activities were aimed first at people at greatest risk of
HIV infection: men who have sex with men and intravenous drug users.
More groups were, and will be, incorporated, such as prostitutes and
their customers, adolescents, tourists, migrant workers, and pro-
fessional groups. These preventive activitics are being built up by a
step-by-step approach.

2. Itis essential to distinguish between health information and health
education. People first need information, the facts, as the ecssential
foundation for the second step, health education for thosc who need to
change their behaviour, to protect themselves and others from HIV
infection. Health education means much more than giving people the
necessary information, and it docs not usc fear as a means of changing



AIDS PREVENTION IN THE NETHERLANDS 65

their behaviour since undue fear would lead them to ignore the mes-
sage.

3. Although nationwide information campaigns were organized,
priority has been given to programmes directed at specific target groups.
A varicty of cducational activities have been organized for them,

4. Prevention policy in the Netherlands aims at maximum cffective-
ness.

5. The programme is differentiated and target-group-specific.

6. There is permanent monitoring of the input and impact of the
programme, to ensure the rationality of the measures.

7. The continuity and consistency of the programme are considered
to have the maximum priority.

8. According to the recommendations of thc Europcan Economic
Community, the Council of Europe, and WHO, we try to keep our
activities free of secondary aims and value judgements.

9 We consider it essential to include everybody involved in AIDS in
the organization of the prevention programme. Conscnsus gives
maximum effectiveness.

To coordinate and organize all the activities undertaken, the National
Task Force in AIDS has been accorded official status by the Secretary
of State for Health and, even more important, a government-controlled
budget, that can be used for prevention, care, and rescarch.

AIDS needs an integratcd policy, not only on a national scale but
also at the international level. To make a worldwide cffort possible,
the Netherlands is therefore also active in international bodies such
as WHO, the Europcan Economic Community, and the Council of
Europe.



Reaching the Target Population:
Female Prostitutes

ELIZABETH NGUGH

Mrs Elizabeth Njeri Ngugi, a registered nurse from Kenya, is chairwoman of the
Health Education Committee of Kenya's National AIDS Committee and Lecturer,
Department of Community Health, University of Nairobi. She describes here how a
study group worked with a large group of prostitutes to bring about a dramatic increasc
in the proportion of prostitulcs insisting on the use of condoms and a demand for
rehabilitation.

Allow me to make an obvious statement: prostitutes are human
beings. They want to belong and to be appreciated. They want to be
involved in their own wellbeing. Like other people, they want the best
for their children. They are glad and proud when we invite them to
become partners in curbing the spread of the HIV virus. They bring a
wealth of useful practical knowledge to this partnership.

Monogamy with uninfectcd partners is the least-risk type of scxual
relationship. However, not everybody follows this lifestyle. Prostitutes
are usually unable or unwilling to find other occupations. Nor, often,
are their clients able or willing to find other sexual outlets. Then the
condom serves as prophylaxis against the AIDS virus, just as chloro-
quine protects against malaria.

Prostitutes are normally a hard-to-reach group (their clients are even
harder to reach), We walked in the mud, in the rain, and in the sun in
our effort to meet these women where they live and work, in order to
establish a rapport with them and gain their trust and confidence. We
approached them as we would any other group of women. We did not
call them prostitutes. They told us who they werc.

After much effort we were able to bring about 300 of these women
together at a baraza (public mecting). They told us what their needs
were in the control and prevention of sexually transmitted diseases, We
had no cases of AIDS in Kenya at that time. We explained to them how
infection is transmitied and what its effects are. We told them how
infection can be prevented. We invited them to register at a new clinic
that was established specifically to serve them, Eventually over 700
women rcgistered. In their enthusiasm for protecting their own health
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they clected a leader and a committee to represent the three urban
communities where they lived.

We trained the committcc members in community mobilization and
basic communication skills, in order to promote the use of condoms.
They acted as informal health educators of the others. We told them
that HIV dctection and surveillance were to commence. We invited all
the women 1o take part. The committee met the health team every two
months, and barazas took placc every six months.

At one of these barazas, with about 300 women present, we told
them that our HIV studies showed that some of them were infected with
the AIDS virus and other sexually transmitted infections. We explained
that those who were infected were likely to transmit the infection to
their clicnts, and that those who were not infected were at nisk of
becoming infected. The best thing they could do, we told them, was o
cease prostitution, the next best to insist that their clients use condoms.

We used several educational methods. The first was a written test of
the women’s knowledge of AIDS, of their ability to prevent it, and of
how they would teach others to preveat getting AIDS. About 250
women took the test. The 10 with the best answers were invited to
address a gathcring of the other women. They shared with them their
knowledge and skills, and impressed upon them the nature and the
consequences of infection with the virus. The second method was skits
and role-playing. The members of thc committcc acted in them to
reinforce the earhier messages. The third method was a song to be sung
by members of the committee at a baraza. The fourth method was
group and individual counsclling, to enable the women and ourselves
to discuss their problems and how best to solve them.

Onc thing that came out during counselling was that most of the
women would like to change their lifestyle, to give up prostitution.
They asked for a rehabilitation programme to retrain them for other
suitablc work, as a starting-point for a new life.

The result of these joint efforts was a dramatic increase in condom
use. At the beginning 8% of the women insisted occasionally that their
clicnts use condoms. Aftcr a year more than 50% were making their
clients use condoms all the time, and a further 40% did so occasionally.
We believe that the figures are now even higher. These changes, arising
from such a modest educational input, were truly remarkablc; as you
may know, condoms are not readily accepted as a method of contracep-
tion in Africa.

The outcome of all this was a threefold reduction in the rate of
seroconversion from HIV-negative to HIV-positive among the women
insisting on condom use ~ a very impressive result.

Why has this programme been so successful? We belicve that making
the women themsclves responsible for the programme has been the
main factor. This was reinforced by our methods; we took the services
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to the peopic and mobilized the community. The community responded
with a high level of partictpation.

Making condoms easily available was the second important factor.
This depended greatly on the support of the health education services.

Thirdly, we succeeded in reaching the clients indirectly through the
women. The women thus proved to be powerful agents of change, and
important motivators of the men.

It is gratifying that women who were already infected with HIV still
insisted on the use of condoms. They had becen educated to such a level
that they appreciated the neced to protect the client.

This study provides convincing evidence that targeted educational
programmes on AIDS in Africa can bring about important changes in
sexual behaviour. This reduces the risk of transmission of the AIDS
virus. However, such programmes cannot be successful unless they are
an integral part of a country’s total health care system, particularly its
primary health care component.

This work is part of a large study being carried out in collaboration with the following:
F. A. Plummer, J. N. Simonsen, D. W. Cameron, and A. R. Ronald, Department of
Medical Microbiology and Medicipe, University of Manitoba, Canada; M. Bosire,
Centre for Microbiology Rescarch, Medical Research Institute, Nairobi, Kenya; S.
Wanjiku and J. O. Ndinya-Achola, Department of Medical Microbiology, University
of Mairobi, Kenya.



The Hot Rubber Story

ROGER STAUB

Mr Roger Staub of Switzerlund, formerly a schoolteacher and now a consultant with
the Federal Office of Public Health in its ATDS prevention and control programme,
describes a dynamic campaign to persuade male homosexuals to adopt sexual practices
that prevent transmission of HIV.

Three years ago in Switzerland, AIDS and rumours about AIDS
began to cause great alarm, above all in the homosexual community,
Some groups of this community wanted to take swift preventive meas-
ures. They decided to talk to other homosexuals about condoms, for it
was already known that the virus is transmitied by intercourse. While
some still remembered their youth and the protests of the girls when
they were shown a harmless bit of rubber, most of them had never used
condoms, not having any fears about pregnancy.

Fast action was needed, and the first thing they did was to distribute
a simple booklet on safer sex, pointing out the dangers of penetration
without protection, To help gays make their choice in what was to them
a4 new area, this advice was accompanicd by an advertisement for a
well-known brand of condom. The mceting between these two worlds
was cffected through exchange; the manufacturer paid for the adver-
tisement, not in cash but in samples, thus cnabling 5000 samples to be
distributed with the booklet.

Still, gays were not very keen on the idea of using condoms; they
fclt a sort of repugnance for this object, which they thought had been
consigned permanently to oblivion. But cven though this first exper-
jment was not a great success, it did show the way ahead: the organizers
must not try to exploit fear or ask people to give up an established
practice. The change calied for must appear simply as an adaptation,
so that it would be widely accepted. It was thus decided to direct efforts
towards a publicily campaign aimed at making the condom familiar and
even smart and fashionable. Gays in the advertising profession joined
forces with the initial group to help carry out this campaign. The volun-
teer professionals recommended that the information work should be
supplemented by a marketing campaign based on solid realities. That
meant having the best product, the best design, and as many easily
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accessible sales outlets as possible. As a back-up to all this there had to
be continuous publicity designed to reach all segments of the homosex-
ual population.

Finding the right product required no more than a little common
sense. What prostitutes used with success could be readily adapted. The
product existed, but was of a rather clinical whiteness. A number of
tests had to be conducted to develop a logo. The first one tried failed
to get the cntire target population to identify with 1t. The second
achieved very wide acceptance; it was attractive without carrying too
many connotations. An English name was chosen to cope with the
problem of Swiss multilingualism and appeal to the cosmopolitan feel-
ings of gays; product and logo were united and from the union came a
trademark and also a distributing firm, the Hot Rubber Company. In
November 1985 the Hot Rubber Company began selling Hot Rubbers
i their definitive form at the price of one Swiss franc for two. The entire
profits of the company were reinvested in the prevention campaign. The
results were not slow to appear. Although those who tested the product
during its development had not been impressed, when they tried it in
its final version they found it finer and safer and the level of sensation
high. In a word, they were won over; the Hot Rubber was made for
them.

The product was there; it had to be brought to pcople. Bars and
saunas, meeting-points for gays, were obvious distribution points. The
first stage was to convince managers and owners to agree to the sale of
Hot Rubbers in their establishments. After more than two years of
ctfort it has now become possible in certain bars to order ““a beer with”’
and be served beer with iwo condoms; some saunas make them avail-
able free of charge. Constant efforts are exerted on the publicity front.
Every month a new poster comes out, intended for bars and saunas.
The aesthetic presentation is different each time, making a more per-
sonalized identification possible. These regular renewals also provide a
topic of conversation among the gays.

As a back-up to the publicity, and since the product is a new onc, an
instruction sheet on the use of the Hot Rubber has been issued. It tells
the history of the condom and cxplains its usc without prudcry. Several
sentences from this instruction sheet were re-utilized by a chain-store
when it launched its own product.

In addition to observing the reactions of the people concerned, we
undertook some spot evaluations. A survey conducted among gay
circles in Berne after one year of campaigning showed that to the ques-
tion, “What is the Hot Rubber?”’, 90% of thosc polled answered: “a
condom” or “the gay condom”.

The trend of sales figures also speaks for itself. The product came on
the market in November 1985; in 1986, 125000 condoms were sold. In
1987 sales stabilized at around 300000; this figure should be seen in the
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context of the 6800000 inhabitants of Switzerland, some 100000 of
whom may be regarded as potential customers. This levelling-off of
sales may be accounted for by the fact that in the same year the national
AIDS information and prevention campaign was getting under way.
Major supermarket chains then began to offer products comparable m
price and quality to the Hot Rubber. Anonymous purchase of condoms,
as of milk or chocolate, became possible.

A national survey conducted in the summer of 1987 to determine
what changes had takcn place in the behaviour of homosexuals since
the advent of AIDS showed that 85% of the persons polled had changed
their sexual behaviour. The main changes were fewer partners, with a
tendency towards monogamous union, and adoption of the basic rules
of safer sex: anal intercourse with protection, and no sperm in the
mouth.

Among homosexuals 75% say that they buy condoms. The Hot Rub-
ber Company, bars and saunas, large stores and department shops are
their main suppliers.

The efforts of the initiators of the campaign of prevention and pub-
licity have not been in vain, the great majority of reactions having been
positive from the start. Systematic evaluation has amply confirmed the
results inferred from individual testimony. It is striking to find that in
three years 75% of a well-defined group have changed their behaviour,
especially since condoms were hardly ever used by the group.

The fact that the existing structures of an established community —
specifically, bars and saunas — were utilized has certainly been con-
ducive to individual acceptance of responsibility. Thus, instead of being
induced by panic into deserting such places, the gay community havc
been given an opportunity to change their behaviour. Last, but not
least, it was self-proclaimed gays who took responsibility for informing
their community, and this certainly contributed to the fact that the
instructions on safer scx were accepted as preventive and not repressive.

Clearly the campaign has to continue, with the object of raising within
a very limited time the percentage of condom users among Swilzer-
land’s gay community to 100%. '

It should, however, be stressed that the Hot Rubber campaign is
only part of preventive work among the homosexual population of
Switzerland, and only one of the Swiss programmes being conducted
under the slogan STOP AIDS.



Overview of Part ITl Presentations

JAKE OBETSEBE-L.AMPTEY

My task now is to draw lessons from the enormous range of strategies,
messages and materials we have seen this morning. Before presuming
too much, however, T thought I should quickly review the health pro-
motion proccss and how gach of our speakers fits into it.

Peggy showed how programme planning in New York City was based
upon a detailed understanding of women in their different social roles
— adolescent, sexually active adult, parent and sexual partner. A pro-
gramme for “women” was not enough — individual materials addressed
to cach role-type were more cffective than trying to reach all women
as a single group.

Lone showed how Denmark uscd a carcful study of adolescents and
their life-style to plan a programme uniquely suiled to them — vocabu-
lary, music and speakers were selected solcly because of their unique
appeal to adolescents,

Grace took a step further into the implementation of a programme
— the “how”’ of cffective materials creation — showing that for her com-
munity the best materials emerged from exhaustive consultation, a tra-
ditional practice in aboriginal society, working with people to create
relevant symbols, language and meaning.

Hans showed us how to reach a hard-to-reach audience, when he
took us to Amsterdam where a ““‘methadone bus” became the symbol
for a well organized programme of support and resocialization of drug
addicts.

Elizabcth showed how programme implementation can be carried
out for another hard-to-reach group, female prostitutes in Nairobi.
Again the real secret emerged from Elizabeth’s experience: work with
those affected — not for them; do things with people, not to them. And
finally Roger showed how monitoring and evaluation make a good
programme even better. Monitoring of attitudes of gay and bisexual
men towards condoms in Switzerland showed that a special condom,
the Hot Rubber, had to be developed.

I would repeat what I said in my introduction this morning: what we
want you to take away from today’s presentation is not an idea for
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a poster or a TV advertiscment, but a process, for effective health
promotion. This process begins with planning, finding out about your
people and their high-risk behaviour, so that you can select specific
target audiences. Then find out what your defined target audience
already knows about ATDS, their attitudes towards AIDS, towards
health, towards risks; their practices. Effective communication insists
that we answer these questions with them; we must not assume that we
know the answers already.

We must then involve the target audience in creating messages that
will lead to change. There is a difference between knowledge and action
- to tell someone that ATDS KILLS probably will not affect his behav-
iour. To communicate with the person and his or her peers in language
and images that they understand can give them the opportunities and
mutual support that may lead to change,

To admit that we do not always understand our fellow countrymen
is not disgrace. After all, many of us with teenagers rcalize we do not
always understand our own children. Yet we nurtured them, they are
of our blood, they live with us. Othcrs arc not so closc, so let us avoid
the pitfall of assuming that because we are of the culture, of the country,
we have the answers already.

A message, however good, that is not seen or heard cannot, by defi-
nition, be effective communication. The cultural sensitivity of sexual
transmission and the taboo nature of some high-risk behaviours inhibit
our ability as communicators to deal with the specifics of prevention:
how, when, and with whom. These are difficultics that will be overcome
with planning, creativity and the involvement of members of the target
audience to be reached. In delivering messages it also helps to avoid
clutter, to concentrate on onc message at a time and benefit from
repetition.

Effective health promotion guides itself with monitoring and evalu-
ation. The planning process should set measurable objectives. Formal
and informal, structured and unstructured, monitoring of progress in
reaching these objectives will provide the direction for growth and
change. Evaluation will reveal what we got right and what we got
wrong. Mistakes will be made, but mistakes are only bad if they are left
unrecognized and uncorrected.

Finally, [ would repeat what you all know = AIDS affects us all; it is
a challenge to every one of us in this room to provide the leadership
and the resources necessary to help people all over the world protect
themselves from HIV infection.






PART 1V
The Critical Role of Counselling

Counselling is a means of mobilizing the psychological, social, and
matenal resources of people with HIV infection or AIDS and of their
close associates, as well as of the health workers and others concerned
with their care and support. It offers psychological and social support,
assists in modifying risk behaviour, and seeks to maintain HIV-infected
persons as functioning metmbers of their families and society. It aims at
mimmizing psychosocial and physical disability, and preventing further
transmission, thus complementing and reducing the need for medical
care.

Dr Manuel Carballo, Chief, Social and Behavioural Research,
Global Programme on AIDS, WHOQ, presents the rationale of counsel-
ling in AIDS control and prevention, the principal needs it meets, and
what it involves in terms of organization and education.






Introduction

MANUEL CARBALLO?

AIDS presents a new and unique type of challenge to health and
social welfare scrvices. Few diseases have involved, on such a broad
geographical front, such a combination of physical and psychological
stress as that associated in all societies with HIV infection and AIDS.
No disease has highlighted, to the extent that AIDS has done, the close
symbiosis between the individual and the community and the need for
each to protect and support the other.

In the seven years that have elapsed since AIDS was first recognized
it has become clear that those who are infected or have developed
HIV-related diseases experience an extraordinary range of biological,
psychological, and social problems. However, it has also become evi-
dent that AIDS can be prevented through informed and responsible
behaviour.

While the long-term task will be to determine what mix of medical
interventions is most appropriate and effective in protecting against
infection and in the treatment of disease, the immediate challenge is
concerned with how HIV infection can be prevented and, where necess-
ary, managed, at the individual, family, and community level. It s
also concerned with the type of positive social environment in which
management of the disease can be made most effective.

Counselling, we believe, is one of the key components in any strategy
to prevent HIV infection and provide care for HIV-infected people,
including those who have AIDS. 1t is an interpersonal interaction and
dialogue between a client and someone who is trained and skilled in
counselling and at the same time well-informed about HIV infection
and AIDS. While the value and importance of counsclling is felt at
the social level, its most important contribution is at the level of the
individual and the family.

Individuals who learn that they are HI'V-infected must be able to turn
to some source of professional advice. Who is in a position and will help
them to handle the initial fear and panic that so many people feel when

* Chict, Social and Behavioural Research, Global Programme on AIDS, World
Health Organization, Geneva.
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they discover they are infected? Where will they get the type of support
needed to ensure that the changes in their life that will be needed can
be carried through? If and when their resolve weakens, when they suffer
rcjection or humiliation or are discriminated against, where will they
get personal support, continuing guidance, and help? When they need
health and social services, who will help them discover what is available
and ensure that they have access to them? Who, when others abandon
them out of fear and ignorance, will still be able and willing to provide
the time and support required? In almost all countries, counselling and
the counsellor will have to be the source of the continuing technical and
psychosocial support that will help in behaviour change, prevention
of HIV transmission, and adaptation of the persons affected to the
circumstances.

Many caring professions have in one way or another developed and
used counselling skills and techniques. Counselling is certainly not a
new kind of service. In the HIV epidemic, however, a new application
of the principles and practice of counselling is called for in all routine
social welfare and health activities. Counselling in the context of the
HIV epidemic, morcover, stresses ideological commitment to the con-
tinued integration of H1V-infected persons within the wider community
in a way that is economically, intellectually, and socially meaningful.
At the same time it seeks to maximize the contribution that all indivi-
duals can make to the control and prevention of HIV infection through
informed and responsible behaviour.

Counselling is essentially a response to four principal needs. The
first is the need to provide psychological and social support to infected
persons. Today this has become all the more difficult because stress
and fear are almost synonymous with HIV infection and AIDS. AIDS
primarily affects an age group which has traditionally been the least
vulnerable to disease and death. As a result, anger at having been
infceted and fear of loneliness, of being stigmatized and rejected, and
of becoming isolated are not uncommon. Feelings of loss of control,
loss of autonomy, self-blame, and guilt contribute to anxiety and
depression, further weakening people’s ability to look after themselves
and their families. The role of counselling is to strengthen the individu-
al’s control over everyday situations, the individual’s responsibility to
society, and society’s responsibility to the individual. For, as infection
progresses, the balance of responsibility will tilt from that of the indivi-
dual to society for the prevention of HIV transmission, to that of society
for the care of the individual who becomes too ill to function alone.

The second major need is to impress upon individuals and groups that
changes in behaviour are required, indicating those that are acceptable,
realistic, and feasible. Counselling closcly complements other educa-
tion and information measures aimed at preventing the sprcad of HIV.
When education and information are directed at specific groups and
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presented in ways that respect their demographic, cultural, social, and
psychological characteristics, they can be successfully used to explain
and justify the need for behaviour change and risk reduction.

To be effective, however, information and education must first of all
be accepted and then acted npon. Individuals vary in their capacity to
deal with new information according to their personal background and
the social pressures to which they are subjected. Many of the people
and groups expected to make changes in their behaviour on the basis
of the information and advice they receive will require active day-to-day
support and encouragement that takes into account their background
characteristics as well as the particular behaviour in question.

The third need to which counselling responds is to ensure the con-
tinued economic, intellectual, and social productivity and integration
of HIV-infected persons within the larger framework of family and
community. The belief that those who are infected are unemployable,
should not be given educational opportunities, or should not be allowed
to remain socially active would be as great a threat to society as a whole
as it is to the individual or group conccrned; families, friends, and
acquaintances would suffer unnecessarily and society would be bur-
dened with avoidable economic and welfare liabilites. HIV infection
for the most part strikes an age group at the height of its cconomic,
intellectnal, and social productivity. The loss to society from actions
based on such beliefs and the additional stress of rejection of the indivi-
dual or group would be both irrational and counterproductive. One of
the purposes of counselling, therefore, is to reinforce the continued
and productive integration of HIV-infected persons by supporting the
individual and those around him and by mobilizing appropriate realistic
responses from the community. In this regard, the counselling of
infected persons is linked to a much broader social purpose.

Fourthly, counselling responds to the need to minimize psychosocial
and physical morbidity while reducing the burden on medical services
when the type of care needed may not be medical in nature. Timely
and effective counselling helps in the management of many of the
psychological and physical health problems of HIV-infected persons,
and thus can limit the necd for clinical care.

There are several indications for counselling: when individuals are
considering or being recommended for HIV-antibody testing; after test-
ing when individuals rcceive the results; when apparently healthy
individuals are found to be HIV-infected; after a diagnosis of A1DS or
an AIDS-related condition; and when testing is not possible but an
individual is believed 1o be at high risk of HIV infection. For each of
these the individual’s needs and those of his associates are likely to be
different, and the counsellor’s task will vary accordingly.

One of the principles of counselling is that a rapport must be carefully
developed between an individual and a trained counsellor in a way
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that encourages problem-solving, the taking of responsibility for new
behaviour, and adaptation to the notion of infection and illness. It is a
relationship that requires trust, empathy, and time. It involves mobiliz-
ation of nccessary support from the health and social welfare system.
In the context of AIDS, in which the progression from infection to
disease can be long, counsclling must maintain this relationship and
ensure continuing support; interaction and support can mean the differ-
ence between successful and unsuccessful control and prevention pro-
grarmes.

Counselling has for long been part of the management of other dis-
eases, both chronic and acute. However, applying it systematically to
the prevention and control of a disease is new. In a dramatically new
manner, related directly to the epidemiological and social aspects of
AIDS and HIV infection, counselling has become a critical part of the
global AIDS strategy and of national AIDS prevention programmes.
It is already teaching new lessons about the prevention and manage-
ment of discase, lessons that will be directly applicable to other health
conditions,

In every socicty there are already people who have been trained in
counselling or who have acquired counselling skills. When possible,
these people must be asked to participate in HIV counselling to help,
together with those who are at risk, (o organize new training pro-
grammes and develop plans to provide counselling services.

Where there are still too few trained counsellors, new training pro-
grammes will be necded. Fortunately in most communities there are
people who, without formal training in counsclling, possess many of
the characteristics and skills required. These people must now be called
upon and given clear accurate information and guidance ahout HIV
infection and AIDS so that they can participate more fully in the coun-
sclling process.

What organizational forms counselling will take depends on HIV
epidemiology. Where HIV infection is rare, counselling will be oriented
1o the prevention of high-risk behaviour. With a high prevalencc of
HIV infection, counsclling must be concerned with both prevention
and support. In any case, HIV-related counselling must always be an
intcgral part of the broader health and social system.

In summary, we believe that counselling is the key to an innovative
and powerful AIDS prevention and control strategy. In addition to
bringing new techniques and knowledge to bear upon the control and
prevention of AIDS, it may also have future application to many other
health problems. To support countries in taking up this challenge, the
Global Programme on AIDS is preparing a series of guidelines and
training materials and organizing training workshops. Technical sup-
port is also available for the planning and development of national
counselling programmes and strategies. We look forward to respond-
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ing, together with countries, to this challenge and opportunity and
assessing how counselling can be systematically and most effectively
incorporated into national programmes.



Counselling Before HIV Testing

BENJAMIN HARRIS

Dr Benjamin Harris 1s Chief, Psychiatric Department, John F. Kennedy Medical
Center, Monrovia, Liberia. He focuses here on the counselling of individuals who are
considering taking a test for HIV antibodies. Irrespective of the question of a test,
counselling is essentially geared to promoting non-risk behaviour.

HIV infection and AIDS are everyone’s problem. No one is immune.
Although the risks may vary, it is probably true to say that everyone is
exposed to some degree of risk, some more so than others. Ever since
the recognition of AIDS, of its principal modes of transmission, and of
its serious social and health consequences, WHO has proposed coun-
selling as a key strategy in its control and prevention. This includes
attenuation of psychological and social morbidity.

Counselling plays an important role throughout the progress of HIV
infection. Here I shall deal primarily with aspects of counselling that
are particularly relevant to the pre-test period, when an individual who
has not yet been tested for HIV antibodies is considering taking such a
test. It is a period in which the role of counselling is to explore and
settle a number of issues relating to why the individual is seeking to be
tested, the nature and extent of his previous and present risk behaviour,
the psychosocial implications of the test for him, and the steps that need
to be taken to prevent him from becoming infected or from transmitting
infection.

A variety of factors may contribute to seeking a test. In some cases
individuals may be asked to be tested as part of employment or
insurance regulations. In others they may simply be interested in know-
ing what their health condition is in general and, as part of this, their
serostatus with regard to HIV infection. Unfortunately, the infor-
mation that has been available to many people on the subject of AIDS
has created irrational fears and concern. Many of those who come
forward for testing do so in a context of agitation and anxiety. Psychi-
atric disturbances are not unusual during this period, in association with
a morbid fear of HIV infection.

In some countries considerable numbers of people have come for-
ward to be tested for HIV antibodies with no previous medical history
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or indication of previous high-risk behaviour. Ofien referred to as the
“w?rried well”, they place an immense burden on testing facilities and
staff.

Depending on the society, a variety of cultural pressures and values
may make test-secking difficult or easy. Political and legal consider-
ations may also play an important role in determining whether a person
seeks to bc tested and whether there is excessive anxiety associated
with his action.

In some areas testing may not cven be available, even though the
arca may be one of high AIDS prevalence, and the initial contact may
represent the first the individual has with the health care system.

Counselling is fundamental before a test

Before testing, the importance of counselling is that it permits com-
prehensive assessment of the individual’s risk background, psychologi-
cal condition, and ability to deal with the results of the test and needs
in the post-test period. In a way, counselling is the first level of screen-
ing. It requires discussion of the known modes of transmission and the
particular behaviour that is likely to put the individual at rigk. In assess-
ing the risk, the counsellor considers the client’s sociocultural context
and 1s sensitive to, and aware of, cultural issues and culturally related
risk factors.

There is no cure for AIDS. The possibility of developing a safe and
effective vaccinc to control the spread of the virus is still a long way off.
The most important and effective strategy for controlling the spread
of infection at present is through counselling bringing about positive
behaviour changes that emphasize safer sex and awareness of high-nsk
behaviour, The primary reason for exploring risk issues in the counsell-
ing process is therefore to assist individuals to become conscious of how
behaviour is related to health and disease and to learn how to modify
this rclationship.

Change in behaviour (especially as it relates to high-risk sexual prac-
tices) may appear to be simple. However, it is by no mcans easy. Well-
established lifestyles and practices can be cxtremely difficult to change,
especially if concepts of masculinity or femininity are closely associated
in the local culture with sexual activity. Similarly, among individuals
using drugs intravenously, or, indeed, where therc is any drug abuse
that involves collective and group support, a change in behaviour is all
thc more difficult because of the peer group pressure that is inevitably
brought to bear on the mdividual.

Pre-test counselling attempts to clarify problems, settle issues, and
eliminate misunderstanding by providing factual information. One of
its first tasks is to make sure that the client is told as clcarly as possible
what the difference is between being seropositive and having AIDS.
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All 100 often the stress experienced by the public, and certainly by
those who are seropositive, is related to the confusion betwcen HIV
infection and AIDS; they assume that infection necessartly means the
rapid onset of fatal illness, when clearly it does not, It is vital to empha-
size, for example, that the test docs not diagnose AIDS but detects
antibodies to the A1DS virus. Additional information needs to be given
on test specificity and sensitivity, Experience with AlDS-related coun-
selling has shown that at some point most people want to know their
chances of developing the discase if they take the test and if it is positive.
Information on the natural progression of the infection necds to be
provided sensitively and in a way that is easily understood. There also
has to be an explanation of the latency period between the time of
infection and the appearance of antibodics and consequently of the
fact that a negative test result does not mean that the person tested 1s
necessarily free from infection.

The development of responsible and effective coping skills is an
important objective of pre-test counselling. We sometimes explore with
the client the possible personal reactions to being positive or negative
and the serious psychosocial ramifications of a positive test result. At
some point role-playing exercises can be effectively employed in help-
ing to look at this issue together with the client. Seropositivity can
adversely affect employment, the taking out of insurance and, ulu-
mately, status in the community. Confidentiality of test results is conse-
quently vital, and the pre-test counselling phase must emphasize that
this confidentiality is implicit in the relationship with the counsellor and
will be respected at all times.

Pre-test counselling is also directed at the possible disadvantages of
a negative test result. The false sensc of security caused by a negative
test result in an exposed individual who has not seroconverted always
needs to be taken into consideration. A true negative result may cqually
present problems. This is exemplified by a 21-year old male, at high
risk, who was so relieved by a first negative rcsult that he went on an
indiscriminate sexual sprcc. A further negative result six months later
was followed again by sexual activities with a total disrcgard for safe
sex practices. At a subsequent re-test about six months later he was
found to be seropositive and has since been diagnosed as having AIDS.

Pre-test counsclling also involves asscssing how best to prepare the
immediate circle of family and friends, who will inevitably be affected
and who could be called upon to help. If the initial asscssment suggests
that the individual is at high nisk, it is somctimes useful to help prepare
them for involvement in the support network by informing them of the
plan to take the test and the chances of its being positive. Community
resources, which may include voluntary groups and sclf-help organiz-
ations, need to be identified. Determining whom to tell is not always
easy and must always be donc by the individual himself or herself.
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Indeed, deciding to tell anyone has to be the individual’s responsibility,
and only his or hers. Pre-test counselling is the best opportunity for
raising this issue, but only as a possibility and with an offer of support
in arriving at a decision. The counsellor needs to bear in mind that it is
those who are sometimes considered closest to the individual who may
react the most negatively. Care therefore needs to be taken in this initial
period to have a clear picture of what the response might be and what
the real relationship is between the individual concerned and his or her
most intimate associates.

it must always be borne in mind that counselling is geared to achiev-
ing a change in behaviour, irrespective of any decision about taking the
test, of thc outcome of the test, or even of whether testing is being
considered. Morcover, the ultimate decision about whether to take the
test is not the counsellor’s to make. The decision should always rest
with the client. The counsellor’s role is to assist the client in exploring
the issues, solving his or her problems, making the decisions that best
suit his or her particular needs, and deciding whether the test would
help in making other decisions.

There has been considerable discussion about the pros and cons of
compulsory testing. Perhaps a more worthwhile and productive dis-
cussion would concern the pros and cons of compulsory counselling,
since it is this that will uitimately bring about constructive change and
lead to successful prevention and control of AIDS.



Counselling After HIV Testing

GLORIA ORNELAS HALL

Dr Gloria Ornetas Hall, Secretariat of Health, Mexico, is Director of the National
Information Ceentre on AIDS, Mexico City. She draws on the extensive experience of
the Centre with post-test counselling of HIV-infected persons and their sexual partners

and families.

Much has been done to combat ATDS. But, in spite of the success of
the many national and international intervention strategies and endeav-
ours, the number of cases continues to rise at an alarming rate. It has
not been enough to provide information; education is nceded. Patterns
of behaviour must change and support must be given to sustain the
continuity of the change.

Mass information campaigns have on occasion saturated the media,
at the expense of credibility. People no longer readily accept media
messages of prevention. We need to reinforce existing measures on a
new front, by offering individuals a face-to-face opportunity to assess
their personal situation and by adapting counselling to their needs. That
is our day-to-day experience at the National Information Centre on

- AIDS that has been established by the health sector in Mexico. We
provide information on a permanent telephone call line and offer
screening tests and counsclling anonymously and totally free of charpe.
Those counselled include not only the population groups most at risk,
such as homosexuals, bisexuals, prostituies, drug addicts, and their
families and partners, but also students, tcachers, doctors, and people
such as you and me, for unfortunately there i1s no group that is not
affected by AIDS.

Our experience in post-test counselling in Mexico is an example of
the type of approach that can be taken at a national level, and of how
the principles of counselling can be observed even though unusual and
unconventional methods are used. We view counselling as caring, car-
ing enough to listen, to understand, to help deal with HIV infection
and AIDS. Tt is a question not just of responding with good intentions
but of offering up-to-date professional skills so that seropositive indivi-
duals can be assisted in problem-solving, in changing their behaviour,
and in Icarning to live meaningfully with HIV infection.
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Our centre is located in an old colonial house away from any insti-
tutional or official buildings, wherce people can feel free to come for
help without fear of scrutiny by the authorities.

The experience of our programme was that at first people would just
come in for information. Then it was risk groups that were being
referred for testing. Later we were counselling HIV-infected individ-
uals. Increasingly it was the symptomatic AIDS patient we were seeing;
and it was not long before we were being asked for funeral guidance.
Now we are counselling some of the sexual partners of those infected,
whom we had previously scen in the waiting-room and who are now
themselves infected. So we experience the day-to-day growing magni-
tude of the HIV epidemic and share its effects with those who owing to
it are so often shunned by society.

AIDS is a deadly scxually transmitted disease and therefore gives
rise to social panic, stigma, and rejection. Thus, when people are faced
with the possibility of being HIV-infected they have a tendency to flee
reality through myths and evasive fantasies. It is at this point in the HIV
infection process that the value of post-test counselling becomes most
evident, We have found that coping differs totally according to social,
cultural, and economic background. HIV infection and AIDS may
affect homosexuals, prostitutes, or drug addicts, low-income, middle-
income to high-income individuals, or other than minority groups.
Counselling programmes then have to respond to the various needs
and characteristics of each person, adapting the message to his or her
understanding.

We have, for example, discovered subcultures in minority groups
where sexuality enhances self-destructive tendencies because of cultur-
ally determined feelings of guilt and shame. Many have been margina-
lized socially and their ignorance adds to their economic deprivation,
leaving them with few resources to deal with the added burden of AIDS.
Hcre post-test counselling must ensure that these individuals have
immediate support and reassurance after a diagnosis of HIV infection;
this may possibly prevent them from engaging in antisocial and person-
ally disruptive behaviour. A counsellor must be able to detect their
crippled defence mechanisms and help build them up to cope with HIV
infection. If they have been discovered in the pre-test assessment, and
empathy and good working relationships have been cstablished with a
counsellor, we recommend that the same counsellor should inform
them of the test results.

We insist that counsellors be previously trained and that the training
include role-playing cxercises that place them in their client’s shoes.
We feel that not enough has been done to deal with medical and para-
medical fears about AIDS or, indeed, about other communicable dis-
eases. The front line against this deadly epidemic will be reinforced
by the application of sound psychological techniques only when all
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counsellors have faced and resolved their own personal fears. What
would we feel if we or our family werc HIV-infected? Only then will
we be able to treat the infected as persons with feelings and a need for
kindness.

Qur counselling is done in offices where sheltered space, intimacy,
trust, and confidentiality can be guaranteed. Intimacy, we believe, can
enhance rapport and overcome some of the problems of social distance
that are inevitable where individuals are separated by a formal desk or
the classic white uniform, Here post-test counselling may extend for
months or years. Yet, it has to belp sct day-to-day objectives and share
with the chients their problems of rejection; their shame and guilt; the
continuing fear of letting others know; their isolation; their wanting to
love and be loved, not through unromantic isolated relationships and
emotionally empty “one-night stands”, but through longer commit-
ments that provide a more fundamental emotional involvement permit-
ting and supporting behaviour change. All of the options theoretically
open to the individual must be carefully weighed, taking his or her
specific background and economic situation into account, and the range
of support networks that can be called on, medical, legal, psychological,
or cconomic.

It is through counselling approaches that take such factors into
account that individual problems can be evaluated and solutions
worked out. 1t is not realistic to tell prostitutes they have HIV infection
without first analysing with them viable alternative sources of income
and lifestyles. A homosexual cannot be expected to change his freely
chosen sexual preference, but he can and must be told how to practise
safe sex. The seropositive couple cannot be expected to stop making
love, but counselling must ensure that they understand the risk of infect-
ing offspring and are informed of ways of preventing pregnancy.
Equally, one seropositive partner must be told of the risks the other
partner is exposed to and the risk of an infected pregnancy. Likcwise,
intravenous drug-users should ideally be treated and encouraged to give
up drugs, but experience compels us also to teach them how to sterilize
syringes and, perhaps, at a latcr date, join in syringe exchange pro-
grammes,

Thus, through carcfully designed post-test counselling, individuals
can confront social values and modify and adapt their behaviour for
their own protection and the protection of others. The goal of post-test
counselling is to emphasize social responsibility and provide support
for a change in risk behaviour. At the same time, it must uphold willing-
ncss to hive and deal with an infection that may otherwise be attended
by fear, ostracism, and possibly rejection, which could seriously impair
the functioning of society at large.

Sexual partners and families too must be counselled, as HIV infection
and AIDS also gravely affect them. Counsellors must calm their fears
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with solid information and practical guidance and support them in a
common endeavour to cnsure risk-free behaviour. Families must also
be supported in coping with the effects of rejection. They must be
dissuaded from marginalizing an HI1V-infected family member; rather
they must be persuaded to respond with responsibility to the commit-
ment created by an oncoming illness that may require long-term care.

Unfortunately, a great number of our clicnts have a history of
unstable relationships within their families, in their jobs, or with their
sexual partners, and they therefore are often solitary. For them we have
integrated group dynamics; HIV-infecied individuals meet periodically
and share cxperiences under professional guidance that reinforce their
ability to cope with thc fear of (uture suffering or death. Along with
others an HIV-infected individual can confront AIDS, whilc prevention
can be emphasized and epidemiological follow-up made possible that
respects the individual’s desire to be kept anonymous,

We have found that some of our mosi committed voluntecrs have
emerged from groups such as thesc that had received counselling. They
arc creating new outreach groups that will open the way to social mobil-
ization and help in the prevention of AIDS. One cxample is a deaf-
mute promoter who has uncovered a silent subculture that depends on
itincrant prostitution; anothcr is a female prostitute who has been quite
successful in teaching and promoting the use of condoms among her
clients.

To fight AIDS effectively we must darc to look it in the facc. This is
what we do each time we face an HIV-infected individual in counselling.



Counselling of Persons with AIDS

DAVID MILLER

Dr David Miller is Senior Psychologist, Middlesex Hospital Medical School, London.,
The counselling of persons with ALDS is concerned first with the crisis of diagnosis and
then with the process of adjustment to a life under constant threat. Counselling is now
in a position to benefit substantially from a growing body of research on how people
cope with AIDS.

I would like to begin by expressing my thanks to three groups of
people: first, to the World Health Organization and the Government
of the United Kingdom for their gracious invitation to speak; second,
to my colleagues, whose shared experiences and insights are reflected
in what is described here; and finally, to my patients, with my deepest
respect. Their courage, patience and shecr generosity at times of acute
personal vulnerability has enabled us to learn much in the past six years.
Our efforts and understanding stand as a memorial to their concern for
the future welfare of their fellow men and women.

Counselling people with AIDS requires an awareness of the unique
features that make AIDS different from other chronic diseases:

1. Often our patients are marginalized members of society, subject to
prejudicc and oppression. They will have internalized many negative
social attitudes towards them, which may re-emerge after a diagnosis
of AIDS.
2. Social and political opinion cxcrts considerable force upon how
AIDS patients are diagnosed and managed and how people behave
towards them. In particular, misinformed fcar of social contagion has
led to an often hysterical focus on sexual activities and restrictions on
sufferers, at the expense of appropriate general HIV education and
management.
3. Becausc the spread of HIV depends primarily on sexual and drug-
injecting behaviour in young people, we as health professionals advo-
cate behaviour change as a means of control.
4. Because of the universal association of AIDS and decath, we counsel
in a context of fear and hopelessncss, despitc the advances made in the
understanding and management of AIDS. For these and other reasons
it is easy to appreciate that HIV infection and AIDS are perhaps social
90
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rather than medical phenomena, and why so many patient problems
are not medical but psychological.

Counselling the person with AIDS involves two broad levels of
engagement. The first concerns the crisis of diagnosis, the second the
long process of adjustment to a life under constant threat.

The crisis of diagnosis

In Western experience patients seem to respond to a diagnosis of
AIDS in the ways paticnts respond to other life-threatening illnesses
such as cancer. Of course, the unique extra burdens of HIV, such as
the stigma associated with homosexuality, intravenous drug use, and
prostitution, and misperceived social fear of infection, are reflected in
the familiar reactions to the diagnosis, which include shock, despair,
grief, acute high-level anxiety, depression and withdrawal, anger, guilt,
avoidance, and denial.

Such reactions are to be expected in the context of a perceived death
sentence, but they arc destructive, they undermine confidence and
motivation to engage in constructive individual action. It is not surpris-
ing, therefore (especially with growing patient awareness of the possi-
bility of AIDS-related dementias), that some patients react with
suicidal impulses, especially if they are socially and culturally isolated,
follow-up support and counselling are not offered or available, or the
diagnosis is imparted in an insensitive manner to patients not carefully
prepared for the possibility of such news,

The common theme underlying all these reactions is uncertainty.
Uncertainty is a constant visitor in the life of the person with AIDS.
Onr own roles as hcalth professionals play an important part in this; we
cannot reliably forecast the course and prognosis of HIV disease for
each individual, the availability or individual impact of new drug ther-
apies (or their side-effects), or the levels of social tolerance or accept-
ancc the new patient may expect to cncounter. In short, we cannot
help the patients reliably to sec into their future; we can only decipher
fragments from a short history and cxperience laden with prophecies
of doom. Wc have to comfort our paticnts with the news that in these
most important respects they are teaching us.

The process of adjustment

The highly complex process of adjustment to infection 1s detcrmined
by many variables: the patients’ pre-morbid personality and psychiatric
history, their range of and familiarity with coping cxperiences and skills,
their motivations, relatipnships, family and social network, occu-
pational flexibility and financial status, rcactions to stigma and dis-
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closures both of lifestyle and of HIV infection, their self-esteem and
scnse of personal identity, and their acceptance, control, and mastery
of self. Adjustment also depends on the severity of the illness.

For example, many people with AIDS have had previous problems
with major depression, alcohol and drug dependence, and anxiety dis-
orders. The potential for a relapse is considerable and serrously com-
promising in the recently diagnosed, An increasing number of reports
suggest that the stress of diagnosis and adjustment to it may lcad n
some to functional (as distinct from organic) psychiatric symptoms,
although this is comparatively rare. However, we sometimes sce psy-
chotic fcatures, paranoia, personality disorders, delusional states, and
affective disorders, together with morc commeon but no less disruptive
psychological disorders such as chronic anxiety, reactive depression,
hypochondriasts, and obsessive states.

The diagnosis may lead to a rencwed expression of psychological
problems associated with pre-AIDS lifestyle trawma. How such mul-
tiple loadings affect the response of individuals to AIDS may be crucial
to their continued health, both physical and psychological.

Although such initial reactions and adjustment disorders may be
quitc transitory for many patients, for others they may come to charac-
terize their life with infection or disease. Clinical evidence shows that
greater difficulties are expericnccd by people who are socially isolated
or have little family or peer acceptance, who have reservations or frank
guilt about their sexuality or lifestyle, or who have poor accommodation
and suffer additional insecurity in rclation to resources, finances, and
employment,

Intensity of psychological distress is also influenced by the diagnosis.
Those with the AIDS-related complex (ARC) experience more psycho-
logical disturbance than those with AIDS or asymptomatic infection,
because they are more uncertain about the likelihood of developing
end-stage (and probably fatal) illness. Pcrhaps this explains why sorze
patients express relief upon hearing the diagnosis of AIDS — at last,
after months or years of slow decline and worry about the future, they
know where they stand.

We are now at the stage where clinical counselling interventions can
become more informed by the progress in research into the ways people
with A1DS cope best with their condition. For example, studies empha-
size that we should be cncouraging our patients to engage actively in
problem-solving and information-seeking and to participate in decision-
making (particularly regarding their treatment options). The most suc-
cessful counselling is that which encourages paticnts to take charge of
their new circumstances. These and other studies emphasize that such
an approach should be established as soon as possible after the diag-
NOSIS.

Research from San Francisco shows that as health becomes increas- -
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ingly worse with AIDS, patient perception of the support available can
change. This, along with the cognitive effccts already resulting from
chronic fatigue, weakness, and perhaps pain can Icad to greater psycho-
logical distress. Where there is more perceived social support there is
less hopelessness and depression. Converscly, lack of social support
leads to an increase in depressive symptoms. Patients report that
emotional support is crucially important for them, particularly when it
comes from lovers, friends, and families,

It is vital also to consider the role of “significant others™ in the care
of people with AIDS. Carers and loved ones are our main community
helpers. Yet good counselling necessitates that they too be informed
and educated and supported throughout the post-diagnostic period, for
the following reasons:

1. Loved ones may unwittingly add to the pressures on patients who
may fcel guilty or see themselves as a burden or a bore and therefore
attempt to conceal their own distress in order to protect the loved ones
(especially children) from the cmotional or practical unheavals that
often accompany chronic illness. In so doing, the patients may suffer
greater cmotional, psychological, and even physical distress.

2. Significant others may have misplaced fears about the risks of HIV
transmission, which can easily be overcome with appropriate counsell-
ing and discussion.

3. Significant others have to live with the distressing consequences of
the disease and of investigations and treatment just as do patients, and
they too suffer from anxiety and the effects of prejudice. Studies show
consistently that significant others run a far higher risk of developing
chronic psychological disturbances than the patients themselves do.

4. The pressurcs associatcd with IV infection may lead to family
estrangement or, where family ties are maintained, to a conspiracy of
silence never to discuss the true diagnosis with outsiders. These press-
ures can easily destroy families who lack support and information and,
most important, the opportunity simply to talk to trained counsellors,

It is equally important to consider the social milien of patients. If
paticnts have known friends or others with HIV infection or AIDS,
their response to the diagnosis may already have been formed. If friends
or lovers have died of AIDS, fears may be intensified and lead to a
greater demand on counselling. Worry over the ability of significant
others to copc with the illness may also complicate the process of adjust-
ment, especially where a patient’s scxuality or lifestyle has not pre-
viously been discloscd.

A patient’s social milieu can also be crucially helpful in management
options. For example, community-based peer group support networks
can maintain and develop counselling initiatives for people with AIDS
and their significant others in the community. Such an extended family
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of supporters and carcrs also provides health services with major cost
savings. No country’s health systems can manage the burden of AIDS
without voluntary peer-group and community-based support. Where
they have tried to do so the services have been inadequate.

Research has shown unequivocally that it is when peer-based com-
munity support is allied to health system care that patients adopt and
maintain low-risk behaviour best. However, this effect is obtained only
if agencies arc given motivation and government endorsement (includ-
ing sufficient financial support), appropriate and consistent training,
and the opportunity to coopcrate meaningfully with medical manage-
ment. It should not need saying that among the biggest handicaps to
such potentially life-saving initiatives are social (and therefore govern-
ment} apathy, indifference, or opprcssion, attitudes of moral super-
iority, and professional arrogance and territoriality.

To summarize, people with AIDS are required to grapple with the
twin demons of uncertainty and adjustment, often in the context of
social suspicion and scapegoatism. These create a constant tension that
mforms all the stages of disease following on the initial diagnosis. In
counselling the person with AIDS, psychological distress must be man-
aged alongside education and information about the control of HIV
infection. However, with the diagnosis of AIDS comes a shift in the
balance of social and individual responsibility. For the seronegative and
asymptomatic seropositive person, the emphasis in counselling is on
personal responsibility for futurc conduct and infection control. But
with the onset of life-threatening disease society has the responsibility
of acknowledging and supporting the nceds of the person so threatened,
including the responsibility of ensuring that impending decline is not
cruelly complicated by social marginalization or, perhaps worse, indif-
ference to the pain and loneliness A1DS creates. We have a responsi-
bility to ensure that persons with AIDS have access to the widest
possible range of resources so that they have the best care and comfort
possible. If such resources do not exist, it is our responsibility to create
them.

We know that, with AIDS, avoidance, denial, scapegoating, and
moralizing kill just as cffcetively as the disease itself. AIDS has scen
whole communities decimated. At the samc time, whole communities
have put aside their differences and risen to the challenge of affirming
our humanity in all its variety and needs. Is it not time to say we are
proud to take the opportunity to do the samc? In doing so, we offer
ourselves the best, and only, opportunity to stop the further spread of
HIV. The communities from which we come are surely the obvious and
Most necessary starting-points.



PART V

Arming Health Workers for the AIDS
Challenge

AIDS is making new demands on the health services and on the
competence of health workers and has changed educational priorities.
It has, inter alia, highlighted the need for intersectoral action and com-
munity involvement. These in turn make new demands on planners and
designers of educational programmes.

Health workers engaged in the care of AIDS patients and in the
control of AIDS have a special necd for support. This mainly takes the
form of information and training, and personal, psychological, material
and technical support. The support is needed because, by reason of its
complex medical, social and ethical aspects, AIDS imposes on phys-
icians, nurses, and other health workers forms of stress associated with
a sense of professional and personal inadequacy and fear of becoming
infected.

Dr Daniel Tarantola, Chief, National Programme Support, Global
Programme on AIDS, WHO, introduces this topic with an overview of
the information, training, and other forms of support that health ser-
vices and their personnel need for their tasks in AIDS control and the
care of AIDS patients.






Introduction

DANIEL TARANTOLA*

AIDS is confronting health personnel with a widening range of new
problems relating to biology, therapy, and behaviour. But what is most
striking is that it has, by itself, led to the resurgence of many older
problems that were familiar or at least suspected, which did not scem
to require specific solutions and yet today seem to threaten and over-
whelm us. Not a week goes by without the repercussions of ATDS on
physical and mental health, on individual behaviour, and on society
reminding us of our lack of vision, our negligence and our errors of
judgement. Each time the patient turns to his doctor, society turns to
its elected representatives, and the elected representatives turn to their
government ministrics and health departments for an answer or at least
a sign of reassurance. Health personnel, sometimes well briefed, some-
times forced to interprct facts themselves, sometimes completely
unequipped, are in the front line for action, but also for criticism. All
countries in the world arc desperately eager for information, education,
and support as they face a challenge that has become a fact of everyday
life.

This thirst for knowledge arises out of a deep-scated desire to do
more and do it better, or out of thc anxious questions asked by the
public, by their clected represematives, and by the media. For health
personnel, doing more and better means (i) being able to obtain infor-
mation more easily and quickly, (ii) undertaking training, and (iii)
receiving the necessary material and psychological support,

Information

Three aspects of information need to be stressed. The first is quality.
The media, all too often criticized for helping to spread inaccurate
news, are constantly faced with the risk that the information they collect
may be lcss than reliable. Information may come from someone work-
ing in the health services somewhere in the world, or from one of the

* Chief, National Programme Support, Global Programme on A1DS, Worid Health
Organization, Geneva.
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many research centres, and it is not easy to assess with any confidence
the extent to which the source of information has a mastery of the
subject. For health personnel, this implies the need for greater ability
to select good-quality information and to deal with the media with
competence and a sense of proportion when supplying them with infor-
mation.

The second aspect is relevance. In 1ecent years, indeed even in recent
months, a large amount and wide varicty of printed matter intended
for health professionals has made its appearance. Periodic bulletins,
specialist journals, bibliographies and articles published in professional
journals contain an abundance of information, which is becoming
mcreasingly comprehensive. But it is sometimes hard to grasp, because
of both its content and its form (AIDS is generating its own jargon).
The relevant information must therefore be carefully chosen, either
actively, when the individual selects his own mode of access to infor-
mation, or passively, when the choice is made by someone else. In all
cases, the purpose of the information selected will be to equip the health
workers concerned with the optimum knowledge for carrying out their
duties more effectively and reliably, and to provide or reinforce the
information intended for thc public, for elected represcntatives, and
for those in government.

The third important aspect of information is speed. Here the develop-
ing countries are at a disadvantage. Long-distance data transmission
facilitics, direct access to the best sources of information, personal par-
ticipation in congresses and conferences, or simply everyday access to
a wide range of media enable the health personnel of industrialized
countries 1o keep themselves constantly up to date. Elsewhere such
opportunities are often scanty: information produced in the country
itself does not circulate properly, and it takes weeks or months for
information from abroad to reach a health team in a rural area. More-
over, national currency restrictions or prohibitive prices sometimes pre-
vent staff from subscribing to international journals, and often it is not
until the local journals publish an item that the information finally
reaches its destination. How frustrated and helpless the doctor and
nursc must feel in their health post when they learn from radio or
television of some new developments but know they may not be able
to find out more for a very long time!

Training

Training is the second component in the preparation of health per-
sonnel. No national health service employee, private practitioner, or
voluntary health agency can fail to be involved with ATDS in the course
of normal professional activities. The volume of training required is
therefore immense.
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It is essential to focus the training of the different categories of health
personnel on the specific tasks expected of them and on the particular
problems they will have to deal with. Curricula for health personnel are
already top-heavy with subjects of doubtful relevance to the social and
professional setting, whilc students are required to know far more than
they need in some subjects and far too little in others, In the health
sector, the principle of knowing more in order to know better has been
very liberally applied, and educators have often lost sight of the fact
that it is not just a matter of knowing, but rather of performing tasks
and solving very specific problems. The advent of AIDS has generated
a great deal of knowledge and new techniques, and it is the health
sector’s duty to re-examine its approach to staff training so as to prevent
curricula from becoming even more overloaded than they already are.

AIDS is a health problem that has come to the forefront of worldwide
concern, and in the process health personnel have found themselves
under the spotlight before an audience seeking information and guid-
ance. Clearly AIDS is a social and behavioural problem as well as a
medical one. However, the health scrvices have played a predominant
role in making the general public aware of the nature and extent of the
AIDS problem, and in every country they are continuing to prepare
the ground for intersectoral mobilization for prevention and control of
the disease. This is a leadership role to which the health services are
unaccustomed and for which in many cases they are poorly equipped.

In the last few months — and this is a phenomenon as interesting as it
is recent — health ministries have become unusually assertive in combat-
ing the lack of resources, the undeserved label of being consumers
rather than producers, and the low priority often given to health con-
siderations within the national political context. The ministries have
swiltly set up technical advisory committees on AIDS, expanded them
to include representatives of other ministries, and managed to gain a
much better hearing from the highest authorities. This has happened
spontaneously, and in many cases the health services have been faced
with a new and urgent challenge, that of taking charge of intersectoral
activities very much in the public eye and maintaining close cooperation
and collaboration with other sectors that are more powerful, better
equipped, and generally wield more authonty. In the training of health
personnel for the critical levels of the health system (which may very
roughly be described as government, province (or district), and com-
munity levels), there is an urgent need to provide the skills and
resources the personnel nced to carry out their leadership and coordi-
nation duties. The professional dignity of those now responsible for this
task is at stake. So 1s the credibihty of the health services, both public
and private, as a whole.

A final aspect of staff training concerns the need to get the community
actively involved tn prevention and control activities. AIDS made its
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appearance just when primary health care was successfully making the
transition from concept to practice. AIDS is daily climbing higher up
the list of health priorities everywhere in the world and it is obvious
that if its transmission is to be prevented it is where transmission takes
placc, i.e., in the community, that the main work must be done. Morc-
over, the worst affected countries, whether industrialized or develop-
ing, favour the idea of community support for AIDS patients, which
may include home treatment with family back-up and financial,
cmotional, social and religious support. In some countries, the AI_DS
patient’s return to the village will stimulate closer collaboration
between health service personnel and traditional practitioners. By
learning to carry out AIDS prevention and control in the heart of the
community, health personnel also learn to speed up the implementation
of primary health care.

Material, technical, and psychological support

Qur aim should be to provide health personnel with the most favour-
ablc conditions for carrying out their tasks. Such support is primarily
of a practical nature; intensive health education cannot be undertaken
without the necessary structures, staff, and channels of communication.
This is an expensive and difficult undertaking, and it is well known that
health education units arc among the health services least well provided
with human, material and financial resources. In some national pro-
grammes today the budget for education about AIDS is ten times the
previous budget for all health education activities. This shot in the arm
for a hitherto underprivileged area of endcavour should have a great
many favourable repercussions on health activities as a whole, provided
that the sudden expansion is properly planned and, of course, that
additional financial resources are allocated at the national or inter-
national level.

Necessary material and technical support also includes the facilitics
needed by health personnel to detect the virus in donated blood and to
sterilize medical and surgical equipment properly, so that health care
procedures do not lead to virus transmission. It also means providing
the staff with the equipment and supplies they need for their own pro-
tection. National programmes in developing countries are having to
cope with a dramatic increase in requests {or supplies of gloves, reliable
and unbreakable laboratory and sampling equipment, and protective
clothing. Here again, extra financial resources will be needed. The
management of stocks, of distribution, and of replacement equipment
will sometimes creatc major problems, but there will be a substantial
spin-off for the prevention of other virus discases, especially hepatitis
B.

A legal framework and internal health service regulations are
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required to provide staff with clear guidelines on their responsibilities
and respect for individual rights in regard to screening for HIV, moni-
toring of virus carriers, and treatment of patients, This legal and admin-
istrative framework will also provide an essential back-up for those who
have to carry out their prevention and health carc activities in settings
where the public is liable to show opposition or even react aggressively.
For many years health legislation has received very inadequate atten-
tion. The advent of A1DS calls for a very special effort in this area.

Confronted as they are by a health problem about which knowledge
is still scanty, by patients - often very young - whose chances of survival
are slender, and by an exccssive burden of consultations and hospital
admissions, health workers are exposed day by day to severe psycho-
logical stress. It is clearly becoming more and more difficult to persuade
staff to remain in departmenits that see many AIDS cases. Some such
departments have granted their staff shorter working hours, others have
introduced a system of staff rotation, and still others have initiated
group dynamics sessions in which problems of the relations between
health care staff, their patients, and their environment are discussed.
All of these initiatives need to be followed up most attentively, for
obviously the physical and psychological stress to which health person-
nel are subjected does not create favourable conditions enabling them
to provide their patients with the support they need.

Other aspects of support

Public and private bodies have already made a spectacular contri-
bution to the expansion of an information support system for use by
health personnel. WHO for its part has published a periodic bulletin
(Update on AIDS), disseminated epidemiological and technical data
in the Weekly epidemiological record, and produced and distributed
technical documents on various aspects of AIDS control —such as guide-
lines for planning national programmes and reports on criteria for
screening, new retroviruses and international travel. Many other
reports are being preparcd. A bulletin will shortly begin to appear
periodically as a collaborative effort of WHO and the Appropriate
Health Resources and Technologies Action Group (AHRTAG), a vol-
untary organization based in London. The WHO Division of Public
Information and Education for Health, strengthened by staff specially
assigned to the programme on AIDS, has collected a large quantity of
audiovisual material produced in different parts of the world, which
can be used to produce material properly suited to local situations.

Great use has been made of radio and television to pass on infor-
mation to the general public as well as to health personnel. The Global
Programme is at present establishing a telematic system which will
complement similar systcms already developed in several countries for
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essentially local or national purposes. The WHO system will ¢nable a
worldwide user network to have access to an AIDS data bank. Users
of the network will have to possess an ordinary microcomputer connec-
ted to a telephone line. Talks are in progress with the association Inter-
national Physicians for the Prevention of Nuclear War with a view to
the network gaining access to a satellite launched by the USSR and
whose frequencies would be put free of charge at the disposal of the
Programme.

Numerous training courses, workshops, and conferences on AIDS
have been held during the last few ycars, particularly in 1987. These
activities have been concerned with very varied aspects of AIDS con-
trol, ranging from serological diagnosis of the infection and its clinical
and psychological management to information and cducation. WHO
for its part has brought together over 150 specialists in briefing seminars
for consultants employed by the Programme. Two seminars of this type
have been held in Genceva and one in Australia; in 1988 others will be
held in the African Region, the Region of the Americas, and the
Eastern Mediterranean Region. The seminars have made it possible to
brief the consultants needed to carry out over 300 missions in various
parts of the world between February and December 1987, Guides for
trainers arc being prepared for various categories of health personnel
and personnel in other sectors. One such guide, for nursing staff, is to
be published shortly.

Although WHO recognizes the advantages of an international
exchange of participants in training activities, the Programme is concen-
trating its efforts on individual countries. Indced, once trainers have
themselves been well trained, the specific social and cultural features
of national AIDS control programmes and the need to train very large
numbers of people make it essential for the training to take place in the
environment to which the participants are accustomed. The Programme
furnished large-scalc support to countries in 1987, obligating to the
support of national programmes almost US$ 15 million, or about two-
thirds of its total budget. A large proportion of the funds was devoted
to strengthening the structures, educational activities, and equipment
of national programmes. In 1988 a sum of US$ 40 million will be com-
mitted for activities in countries, while an increasing proportion of their
national budgets will be assigned to AIDS control by the countries
themselves. This effort must be sustained. Information, training, and
effective support must be commensurate with the size of the AIDS
problem and will require world mobilization over a long period.



Knowledge and Fear among Health
Workers: The San Francisco
Experience

PAUL A. VOLBERDING

D1 Paul Volberding, Chief, Medical Oncology and AIDS Activities Division, San
Francisco General Hospital, USA, saw the first cases of the newly recognized disease
now called AIDS. He explains in this paper why health care systems may need to be
changed to cope with the medical complexities of AIDS and its associated social and
ethical problems, what stresses AIDS care imposes upon physicians, and what may be
done to support them psychologically.

The physician caring for AIDS patients undertakes a degree of
responsibility and faces an array of problems greater than that pertain-
ing to almost any other patient group. Not only is AIDS care challeng-
ing in its medical complexity but also the stigma and the social and
political problems associated with the disease are forcing caring phys-
icians to consider aspects of medicine in its wider context, that many
had previously preferred to ignore. For example, will health care pro-
viders be affccted by the social fear and discrimination associated with
homosexuality and intravenous drug use? Can we organize and main-
tain a comprehensive and socially sensitive system of care for AIDS
patients while many in our society continue to think of AIDS as some-
one else’s problem? Can AIDS health care providers find the personal
support they will need if they are to continue to see their best efforts
fail to prevent tens, and soon hundreds, of thousands of deaths from
this dreadful scourge?

Wec have already heard about the vital need for morc accurate and
timely information for health care providers. I should like to consider
two additional needs if the medical community is to cope with the still
growing threat of AIDS. One is the need to reorganize systems of health
care to meet the unique problems of AIDS; the other is the need to
develop and implement strategies of psychological support for AIDS
providers,

None of us can completely escape the biases of personal experience.
My remarks will undoubtedly reflect the fact that I work primarily with
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homosexual men with AIDS in a city, San Francisco, that has been
more supportive of this work than any other city in the United States.
My patients are typically well-informed about their illness and comply
with their treatment, and they have been able to mobilize an array of
community-based resources that reflect San Francisco’s inclusion rather
than exclusion of homosexuals in the political process, Despite this
somewhat parochial experience, | hope that we may still find some
value in this discussion. If AIDS care is difficult cven when there are
many resources, how much harder it must be in other situations!

Ideally, the system of health carc should be designed to meet the
needs of the patients. To force an illness inte an unsuitable system is at
best inefficient and at worst ineffective in mecting patients’ needs.
AIDS, because of its medical complexities and associated social and
ethical problems, does not fit easily into medical care as it has evolved
in the past several decades.

The central and most obvious difficulty in organizing AIDS care is
the multidisciplinary nature of the care. In AIDS any organ system can
be the target of life-threatening infections or malignancics, and often
several are involved simultaneously. Thus cither the ATDS physician
must be a particularly gifted and educated generalist, or a tcam of
physicians must be assembled ready to deal effectively and in coordi-
nated fashion with that wide spectrum of disorders. In addition to
strictly medical problems, AIDS patients have psychosocial difficulties
which the health care team must confront. AIDS patients are frequently
young, have few savings, and because of medical problems or discrimi-
nation may lose their job, their home, and all too often their family and
friends. Obviously the physician’s care is of little value to a patient who
is unable to find a place to live in or food to eat. Therefore the physician
must ensure that these social services are provided — an addition to the
burden of AIDS care.

Still another burden on the health care worker is that of the ethical
problems poscd by AIDS. For example, when is limitation of care or
withdrawal of support ethically admissible for a patient who is young,
has no one who can speak for him, and because of AIDS-related
dementia is unable to express his own wishes? How should the physician
involved in AIDS care react when colleagues refuse to assist in care
because of their own beliefs or fears? What resources should be used
in the care of AIDS patients with an apparently dismal prognosis when
they may be needed for non-AIDS patients with a better chance of
recovery? What are the cthical aspects of compulsary testing for anti-
bodies and of quarantine and what role should the physician play in this
often rather political debatc? 1 pose these etbical issues as questions
quite deliberately because I do not think we know yet how to answer
them. This does not mean, however, that they are not practical ques-
tions or that we can avoid them, for they face us daily. And yct we find
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physicians poorly trained in medical ethics. This again, adds to the
burden of the AIDS health care provider.

I have raised the subject of the stress on the physician in A1DS care,
but before addressing it directly 1 shall summarize some components of
an optimal health care system for AIDS patients. First, the system must
be multidisciplinary, probably combining skilled generalists trained in
AIDS with specialists in, for example, oncology and infectious disease.
Secondly, individuals able to assist patients with their social, economic,
and psychological difficulties should be included, as should skilled and
practical medical ethicists. Finally, the system should use the resources
available in the patient’s community so as to control the growing burden
on the acute-care hospital. In my own city, where we have seen over
5000 cases of AIDS, we have found that ATDS-dedicated inpatient
units and outpatient clinics, staffed in part by representatives of gay
community organizations, assume many of these tasks.

What are the stresses on the physician caring for AIDS patients (irres-
pective of the system of care) and how can we reduce them so that they
do not limit the involvement of physicians? Let me briefly mention
some general reasons why physicians have chosen to limit their involve-
ment with AIDS. First, they may be intimidated by the rapidly growing
medical complexity of AIDS-associated illnesses and the many diagnos-
tic and therapeutic approaches available. Secondly, they may be afraid
of becoming infected with HIV in the course of their occupation.
Thirdly, like many others in our society, they may fear the behaviour,
both sexual and drug-related, that accounts for much of HIV trans-
mission — a fear that contributes to the discrimination against AIDS
patients. Finally, they may feel unable to cope with the severe psycho-
logical stress of caring for the young, dying, disfigured, isolated patient
so typical in this epidemic. 1 would maintain that, with an aggressive
programme of professional education, we can limit the impact of the
sense of professional inadequacy and the fear of HIV infection. I
believe that education alone will not control discrimination, and that
there are other things we might do as well to help physicians handle the
stress AIDS care imposes on them.

We have already referred to some of the sources of stress. The
patients are young, deteriorate physically and often mentally with a
grim incxorability, and almost inevitably dic. Can you imaginc how
grcat a burden this is for the physician who still, undoubtedly naively,
enters the medical profession to cure the sick? How frightening it is
when the patients who are dying are like the physician himself in so
many ways, wecar the same clothes, listen to the same music, have
attended the same schools, and in some cases share the same sexual
preferences! Have many of us reconciled ourselves so well to our own
mortality for this sight not to cause pain and fear? And what must it be
like to have come to know tens, hundreds, and perhaps soon thousands
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of people with AIDS, who have fought against and finally died of the
horrible virus we call so simply HIV?

In San Francisco we have diagnosed thousands of AIDS cases, so
perhaps it should not be surprising that we are also expericncing stress
in response. I cannot tell you that we have found a way of reducing the
stress. We do not yet even know the full extent of the probicm. Some
of the current attempts at reducing stress may however be mentioned;
they range from efforts to distribute AIDS care throughout the com-
munity to more effective management of our own programme, and
group therapy for staff at all levels.

One of the basic ways is to spread the stress by distributing AIDS
patients as widely as possible without compromising the quality of their
care. This may involve disseminating lists of physicians interested in
AIDS care and establishing AIDS care services in many rather than a
few hospitals. Using the educational approaches recommended by Dr
Tarantola, all physicians must be encouraged to become involved, and
hospitals should be similarly encouraged. For example, under the lead-
ership of Dr Donald Abrams, we have held monthly meetings with
community physicians who care for AIDS patients and are now organiz-
ing clinical research with them as well as sharing the latest A1DS infor-
mation. We also distribute a newsletter of practical AIDS information
without charge to all physicians in our region.

Many of the stresses I have referred to are increased because of the
rapid growth in AIDS-rclated organizations as we try to keep up with
the growing epidemic. The resultant stress gives rise in staff members
(physicians and others) to feelings of isolation from co-workers and
uncertainty about their own values. We feel that careful attention to
communication within the organizations is vital for the control of this
somctimes crippling stress reaction. We try to share our goals with our
staff and solicit group participation in decision-making.

Even when other sources of stress are controlled to the best of our
ability, how can we cope with our paticnts’ suffering and death? lHere
we arc just beginning. One of the most exciting of our recent efforts has
been our collaboration with a group called the Center for Attitudinal
Healing. Two members of this centre have led a group of ten of us for
the past six months. From them we have begun to learn principles that
seem applicable to our personal lives, as well as to our AIDS care
organizations and the care of our patients. We have learned that anger
and discrimination are expressions of fear, that there is no conflict if we
choose not to participate, and that underlying much of our stress is fear
of our own mortality. Taught by these and other lessons, we hope to
continue to take care of our patients and yet remain healthy in all
respects ourselves. These results have [ead to the enthusiastic launching
of a second similar group, and others will be started as our needs and
resources permit. Unfortunately, along with education, stress reduction
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groups for AIDS health care providers are s¢en as luxuries rather than
as essential elements in the control of the epidemic. If T can convince
you of but one point today it would be this: AIDS places severe and
chronic stress on health care providers, and if they are to maintain their
own health and continue to provide effective care they must be provided
with the resources needed to reduce the stress.

I have tried today to offer several ideas for your consideration. The
complexities of AIDS care force us to reconsider our health carc sys-
tems, ask ourselves whether our systems are functioning well, and be
prepared to revise them to enable us to deal with the medical, psycho-
social, and ethical problems of AIDS. I have also reviewed some of the
reasons why physicians have chosen not to become involved in AIDS
care, and action that can be taken through intensified professional edu-
cation and new regulations or standards of conduct within our pro-
. fession, Finally, T have reviewed the enormous stress of AIDS care and
suggested several possible approaches to its control. Let us hope that
we shall find qualities in ourselves and in those around us that will
permit us to improve our efforts without forgetting the humanity we all
share.



Health Workers, the Community and
AIDS

MAFAMA OMBA NGANDU

Ms Mafama Ormba Ngandu is Director, Paediatrics Department, University Clinic,
Kinshasa, Zaire. Her paper describes the effects on a hospital paediatric department
of the sudden appearance and growing numbers of infants and young children with
AIDS = the fear of the staff, the resentment of parents and families, and the gradual
development of new relationships and new rules for the hospital and the community,

It was at a conferencc on A1IDS in 1983 that my colleagues and myself,
health workers at the hospitals in Kinshasa, heard about this new
problem from the experts who had come from the United States of
Amcrica. My colleagues and I returned home convinced that this new
discase was something of a curiosity and did not concern us directly,
although it did have a number of complex and intriguing aspects. A
year later, in 1984, a succession of courses and workshops taught us
more about this problem and put us on our guard.

My first paticnt was an infant of 11 months born to a 24-ycar-old
singlec mother. Admitted in a state of emaciation, with pncumonia
which had been treated for over a month without success, persistent
diarrhoea that did not respond to medication, and stomatitis, the infant
was given a number of AIDS tests, all of which were positive. The
infant died a few days latcr. We did not dare tell the parents what its
disease had been. We would not have known what to say or do to
prevent them reacting with panic, so we said nothing. As other cases
were admitted day after day to the hospital, we were given protective
materials such as gloves, overalls, and disinfectants, and we stepped up
precautionary measures. This sudden issuc of protective materials may
have helped trigger the reaction of fear that quickly gripped the health
workers in my department. Fcar of infection made us kcep away from
patients with diarrhoea and from people who coughed or merely had
simple skin rashes. Caring for patients, who were usually put in iso-
lation, became increasingly difficult. The staff asked the patients’ fami-
lies to see to their personal hygiene, or put considerable pressure on
doctors to prescribe remedics to be administered orally rather than by
injection. There were obviously two groups confronting each other; the
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health workers on one side, the patients and their families on the other,
with AIDS in between.

Things have progressed a great deal since 1984, The two groups have
come much closer together as information and training have succeeded
in conquering ignorance and fear. The fear of infection has now been
reduced, although it persists among health workers in rural areas who
have not yet benehited from the education programmecs set up by the
Coordination Bureau for AIDS Control established in 1987. In the
hospitals of Kinshasa and the large towns of Zaire, health workers
have learned to improve their technical efficiency and to provide the
psychological support expected by patients and their families. Tact,
prudence and patience are essential in the establishment of such good
relations.

The patients, whose numbers are growing daily, wish to spend as
little time as possible in hospital. The overloading of services, staff
shortages, and overcrowded wards make the patients and their families
wish to return home rapidly.

There is often a lingering fear of the disease among those closest to
the patient, which prompts them to refuse permission for the screening
of children, who are my main concern, When the family has been per-
suaded that the test is necessary, and if the result is positive, the news
often causes great distress. Husband and wife engage in mutual recrimi-
nation or accuse us of having infected their child during previous medi-
cal treatment. Some parents disappear, abandoming their child, while
others decide to face up to this new trial together, surrounding the child
with all the care and affection they can muster at the hospital or in the
village, depending on where the community provides the best physical
and moral environment for confronting the problem.

The extent of the epidemic is such that the hospitals, which were
already overcrowded, cannot accommodate all AIDS sufferers for
lengthy periods. It is now esscntial to prepare communities to accept
and provide services for healthy HIV carriers and AIDS cases. Qur
communitics are capable of performing a number of tasks if health
workers give them the necessary support, First, they need to be made
aware of the discase and its modes of transmission, and of what behav-
iour puts people at risk. They should learn also how it is not transmitted.
Examples from everyday life can be used to illustrate the situations
where contact with an infected person entails no risk.

Secondly, communities must be informed about the system of referral
for screening and where to go for advice and treatment. Where con-
doms are one of the methods of preventing the disease, the community
must know where to obtain them and how to use and dispose of them.
This information is given to carefully selected groups in such a manncr
that neither its content nor its presentation conflicts with tradition.

The community can play an important role in ensuring that health
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workers use appropriate procedures. The public can, for example,
cheek with health personnel that needles, syringes, and any medical
instruments to be used have been properly sterilized. One indication
that this is fcasible is that there are patients in Kinshasa who buy a sterile
syringe for their personal use before going to hospital for treatment.

The community can also help prevent diseases that causc anaemia,
which all too often leads to the need for blood transfusion. Parasitic
diseases, malnutrition, and diseases of the blood, such as sickle-cell
anacmia, can be combated by sustained primary health care work.

Finally, since ATDS has a direct effect on the community, education
programmes need to be sct up so that the community, far from stigma-
tizing and ostracizing people with AIDS, accepts and supports them.
In this respect traditional medicine can play a very important role, It
gives the sufferers hope and comfort and helps the community accept
them and their families. Howcvcer, traditional medicine is not always
cheap; some families may be ruined financially by protracted illness and
treatment. Modern medicine can be associated with this treatment in
places without health care facilities, as long as 2 member of the com-
munity is familiar with the salient features of certain opportunistic infec-
tions and can dispense a few carefully selected drugs. Oral candidiasis,
for example, can easily be treated in the home, thus giving sufferers
some comfort and allowing them to eat. The distribution, storage, and
supply of essential drugs, even cheap ones, are often very complex and
we, as health workers, still have much to learn about logistics.

Nurses and health workers also have an important role to play in the
education of members of the community who can takc a prominent part
in community care. These include in the first place the administrative
andl traditional authorities, without whose support nothing can be done
in our countries, and, secondly, professional groups such as teachers,
who must not only teach children about AIDS but also be prepared for
the appearance of the disease among their pupils or their families.
Finally, there are the religious authorities, whose assistance should be
sought both in prevention and in the provision of the support needed
by sufferers and their families.

In conclusion, health workers confronted with AIDS in the hospital
environment must now adopt a more dynamic approach to the disease,
attacking the problem at its source, i.e., in the community. The tasks
we have described can be carried out in our villages and towns by those
around the patients, as long as they are given proper instruction and
continuous support and as long as health workers are well prepared and
have the means to et up a programme of action.



Ensuring Safe Injection Procedures

NILTON ARNT

Dr Nilton Arnt is intercountry epidemiologist with the Pan American Sanitary
Bureau i Buenos Aires, Argentina.

Hippocrates particularly enjoined physicians never to do harm. Medical injections
can transmit AIDS. Health administrators, physicians, and other health workers have
it within their power to eliminate the AIDS transmission caused by medical injections.

I am surc that many have heard people say in informal conversation
about AIDS that they might eventually become resigned to AIDS
acquired through a chosen sexual practice but never to that from a
blood transfusion or medical injection. Quite apart from any moral
considerations of guilt or innocence, such a widespread attitude under-
scores the dramatic confirmation AIDS brings us, as health scrvice
managers, of the cogency of the Hippocratic principle not to do harm.
In this perspective, I invite you to reflect for a few moments on the
medical actions that are dircctly associated with the possibility of AIDS
transmission.

We can easily imagine the suffering caused by a mistaken diagnosis
as a result of a substandard laboratory service, or the personal and
family tragcdy caused by a positive finding communicated without pre-
liminary psychological and social preparation. It is equally easy to see
the potential for harm of a blood transfusion or treatment involving the
use of blood products. But the prospect of danger is not so obvious
when we consider such a commonplace medical procedure as injection,
possibly because the risk of A1DS transmission is very low. We cannot,
howevcr, be complacent. Rather, we should take the view that it is
unaceeptable that even a single case of AIDS should be caused by an
injection given in a health service. Nothing can justify a tragedy of that
kind. Resolute determination to see that it does not happen will lead
to the introduction of some very simple measures that will have an
overwhelming impact on health, for they will close the door not only
to onc route of AIDS transmission but also to hepatitis, abscesses,
and other infections, thus increasing public confidence in the health
services.
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I should like to highlight three of the measures that are possible:

1. Reduction in the number of injections

We are convinced of the absolute necessity of about 25% of the
injections given in many countries to children in the first year of life
to immunize them against tuberculosis, diphtheria, whooping cough,
tetanus, and measles; they prevent a million deaths among children
every year. A large proportion of the other injections they are given —
about 75% — have no legitimate justification; they are given on the
false assumption that mcdicaments administered by injection are more
effective than those administered orally. The elimination of unnccess-
ary injections, which would be feasible through health education of the
public and of health workers, would automatically lead to a reduction
in the risk of HIV infection by this route. We have all heard stories of
doctors whose patients have left them because they have not preseribed
injections. There again health education is required.

2. Provision of adequate injection equipment

Three types of equipment are in common use: re-usable syringes and
needles, disposable syringes and needles, and jet injectors. Re-usable
needles are made of stainless steel. Re-usable syringes are made of
glass, nylon, or plastic. Re-usable steel needles with plastic adaptors
and re-usable plastic syringes are gradually coming to be preferred.
They are unbreakable and will withstand autoclaving 50-200 times.
Disposable syringes and the nozzles of disposable needles are also made
of plastic, but of a less resilient type than is used for re-usable syringes.
They become distorted when they are boiled or autoclaved. Jet injec-
tors are precision instruments designed for the high-speed adminis-
tration of a large number of injections. The tip of the injector is placed
against the skin and the vaccine is ejected in a fine jet at high speed and
penetrates the skin. No other instrument is needed.

Today we have new types of cheap re-usable needles and syringes,
which are also suitable for special mass vaccination campaigns. As they
are supplied already sterilized, they can be put to immediate use. The
additional cost of procuring sufficient quantities to ensure that there is a
sterile needle and syringe for every injection given during a vaccination
campaign is offset by the twofold advantage that the long-term cost is
lower and that the routine health services then have injection equip-
ment for further use. Sterilization involves additional costs in equip-
ment, time, and energy. Even so, re-usable plastic syringes are less
expensive than disposable syringes. WHO has done studies that show
these differences in cost.

The industrialized countries have mostly adopted disposable syr-
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inges, which are used once and then destroyed. This saves them the
high cost of staff time required for sterilization, and there are proper
facilities for the disposal of materials. In many developing countries,
however, disposable needles and syringes cannot be recommended. In
practice they increase the risk of infection, for two reasons:

® when discarded by the health services but not destroyed they end
up in less qualified hands, and sterilization may be less than satis-
factory;

® proper sterilization shortens the life of most disposable materials,
and hence health personnel often do not sterilize them adequately.

The quantity of disposable ncedles and syringes required is 50-200
times greater than the quantity of re-usable supplies, which increases
transport and storage requirements. It must also be remembered that
some re-usable syringes and needles and sterilization facilities must be
kept in reserve in case there are breaks in the supply of disposable
materials.

3. Proper sterilization practices

If a sterilized needle and sterilized syringe are used for every injec-
tion, the risk of transmission of the AIDS virus and other infectious
agents is eliminated. To ensure this, peripheral health services must
receive both equipment and supplies and have the necessary knowledge
to ensure that sterilization is carried out properly. This requires
adequate funding, the training of health personncl, and certain mana-
gerial skills.

Autoclaving at a temperature of 121°C for 20 minutes is sufficient to
destroy all the micro-organisms that cause disease. The immersion of
needles and syringes in boiling water for 20 minutes does not necessarily
kill all micro-organisms but does destroy most bacteria and the AIDS
and hepatitis viruses. This is an acceptable method of sterilization when
there are no facilities for autoclaving. Autoclaving can be carried out
with apparatus that has recently been developed from the domestic
pressure cooker and is specially designed for immunization centres.

Health workers cannot use the proper techniques unless they are
trained to do so. Educational technology for this type of training is
casily available, but safe sterilization requires an extra effort and train-
ing alone is therefore not enough; it must be reinforced by incentives
and supervision to cnsure that the extra effort i1s made.

As well as reliable equipment and trained and motivated personnel,
there must be available essential supplies such as fuel. Even so, all these
inputs will be effective only if they are supported by a good administrat-
ive system.

All this costs money. However, failure to eliminate the risk of AIDS
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transmission by injection cannot be excused on the ground of cost.
Studies have shown that the cost of safc sterilization adds only 2% to
the total cost of immunizing a child.

I should like to mention the following important points for your final
consideration:

® WHO and UNICEF play an influential part in product develop-
ment and arc coordinating independent evaluation trials. The
results are published and distributed to countries to provide them
with guidance for their own decisions. UNICEF also has stocks of
many of the items to which 1 have referred.

® WHO and UNICEEF are acting for countries in the procurement
of supplics and equipment. It may be possible to establish a global
procurement scheme, with funding mechanisms along the lines of
the Pan American Health Organization revolving fund for the
purchase of vaccines.

® The WHO Expanded Programme on Tmmunization is coordinat-
ing a vast scheme for the training of health personnel in immuniz-
ation. [t could be further expanded to include all types of injection.

® Basic information and news of technological advances are passed
on to countries through the regular newsletters publishcd by
special programmes. At this meeting we are launching the circu-
lation of guidelincs for efficient sterilization and disinfection
against the AIDS virus.

In summary, we can say that all the conditions are met that enable
health services to eliminatc AIDS transmission through medical injec-
tions. It is political will that will serve as the catalyst to transform this
possibility into practice. The commitment remains that we should do
no harm.
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Tony Newton

MINISTER FOR HEALTH, DEPARTMENT OF HEALTH AND SOCIAL
SECURITY, UNITED KINGDOM

As the Summit draws to a close, 1 would like to make a few remarks.
1 am sure you will agree that the Summit has been an excellent example
of international cooperation. First, it has brought together an unpre-
cedented number of ministers of health, as well as representatives of
many international nongovernmental organizations, to exchange views
and share experience. Representatives of 149 states have attended this
Summit, nearly all of whom are ministers. This has provided a unique
occasion to hear authoritative speeches and reports of the latest position
and the action being taken in a large number of countries. In the formal
presentations we have heard of the successes in AIDS education. In the
private discussions we have had a chance also to hear about the pitfalls
and difficulties. In both respects we can learn from each other.

Second, there has been an unprecedented level of agreement —
indeed a universal consensus — that the whole international community
must work together in seeking to prevent the spread of HIV infection.
The London Declaration we have agreed on today focuses on and gives
impetus 10 national and international action in the vital areas of educa-
tion and prevention, and I hope you will give a further impetus to these
efforts.

I wish briefly to highlight some points from the Declaration that strike
me as particularly significant. First, we have recognized the need for
information and education programmes as a vital element in pational
programmes for action; this indced 1s a central theme of the Summit.
These programmes must of course be designed to meet the needs of
particular countries and to address both the population as a whole and
different groups within the population.

Second, we have recognized the need for international cooperation
and coordination and the central role of WHO in achieving this. We
have charged WHO with a number of umportant tasks that are set out
in the Declaration. These tasks will not be casy. Together we must now
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ensure that we provide WHQO with the support and resources needed
to carry this work through, And individually we must see that our own
countries take all the necessary steps.

Third, we have recognized the need to acknowledge the rights and
dignity of people infected with HIV and with AIDS. We must avoid
the situation where infected people are excluded from society, stigma-
tized and discriminated against. And we must ensure that pecople with
AIDS receive care and support of the same standard as we would extend
to people who are sick for any other reason.

Fourth, we have recognized the need for governments, and in par-
ticular health ministers, to exercise leadership in carrying through their
countries’ AIDS prevention programmcs. The Summit, and the sense
of purpose that has been shown by everyone here, gives real cause for
believing that this leadcrship will be given.

This Summit has given us the opportunity to learn, to share experi-
ence and information, and to join together in making a far-reaching
declaration of principle on action to curb the AIDS epidemic.

The consensus achieved here on what i1s nceded both nationally and
intcrnationally and the commitment that has been demonstrated
towards taking the necessary steps make me optimistic that together we
can achieve our aim.

In opening our proceedings the Princess Royal asked us to make this
Summit work. As our programme draws to a close, I think we can claim
to have done just that. And now we must ensure that our work here in
London is followed by action at home.



Halfdan Mahler

DIRECTOR-GENERAL. WORLD HEALTH ORGANIZATION

I believe the exchange of information and experience at such a high
level during the past two days has inspired all of us to become much
more optimistic than we were that we can and will defeat AIDS.

The Declaration of this Summit is excellent. However, the true test
of this Declaration and of our intentions is action. Therefore, within
four weeks from today, I will be contacting you regarding the further
steps of implementation which we all seek. This Summit, marking an
important step along our common path, will be followed up with great
cnergy and commitment. We must therefore make sure that the
exchange of information becomes a continuing process everywhere and
receives high public visibility in order to induce as widespread optimism
as possible. We must make use of this Summit as a launching pad for a
sustained AIDS communication programme throughout the world.
You have designated 1988 as a year of communication on AIDS and 1
intend to promote an annual World Day of Dialogue on AIDS, the first
to be on 1 December 1988.

What is the basis for my optimism? Much of it has been inspired by
what I have heard at this Summit. It is conditional optimism — con-
ditional on what you do when you return home. The conditions will be
fulfilled:

® if you ensure the political commitment of your governments as a
whole to fighting AIDS

& if you motivate your heads of state to take a personal interest in
the fight

® if you mobilize leaders in all walks of life

# if you mobilize adequate human and financial resources for the
fight

® ifgyou devise and carry out national plans to fight AIDS as an
integral part of your health system

¢ if you ensure the coordinated action of all sectors concerned in
your country — education, culture, interior, finance, communi-
cations, and the like — by setting up, for example, a central multi-
sectoral committee at the highest government level
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if you muster the support of nongovernmental organizations in all

the sectors concerned

if you inspire people to become health promoters to ensure that

they, their families, and the communities in which they live behave

in such a way as not to become infected with HIV

e if you ensure the understanding and coopcration of people at
special risk

# if you make sure that HIV-positive peoplc and AIDS patients
arc not discriminated against, not ostracized, not stigmatized, not
marginalized

® if you pursue vigorous information and education programmes,
using all the appropriate media and being very active in edu-
cational establishments, starting with those for the young

® if you persuadc the media to assume a socially responsible role in
informing the public about AIDS and ways of preventing it

® if you train the health professions to inform and educate others
and to counsel thosc infected with HIV, those suffering from
AIDS, and their families and friends

® if you educate your health professions to provide those suffering
from AIDS and the AIDS-related complex with devoted and
humane care

¢ if you ensurc the safety of blood, biood products, and invasive
practices on people within and outside the health system

¢ if you energetically promote suitable education as well as adequate
information to cnsure the sterility of all syringes, needles, and
other instruments used in medical practice as well as other skin-
piercing instruments used on people

® if you epsure that the health and social services needed to support
and strengthen behaviour change are indeed accessible

® if those of you who are in a position to do so support developing
countries in setting up and carrying out national AIDS plans,
including information and education that arc appropriate to their
needs and culture, and in taking measures to strengthen their
health infrastructure

® if you insist that the United Nations system and all other develop-
ment partners coordinate their efforts (o ensure synergistic support
to your countrics

® if you do all of this in line with WHO’s global strategy to prevent
and control AIDS and in a spirit of worldwide health solidarity

® if you do all this without in any way compromising your

commitment to the policies of health for all and primary health

care.

Then you can be confident that you can and will slow the spread of HIV
infection, starting now. So let the resolutcly determined outcome of
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this Summit be one of world solidarity in the face of the common enemy
AIDS. We can and will stop AIDS. But first of all we will slow the
spread of HIV, starting now.



ANNEX 1

London Declaration on AIDS
Prevention

B JANUARY 1938

The World Summit of Ministers of Health on Programmes for AIDS
Prevention, involving delegates from 148 countries representing the
vast majority of the people of the world, makes the following declar-
ation:

1. Since AIDS is a global problem that poses a serious threat to
humanity, urgent action by all governments and people the world over
is needed to implement WHOQ’s global AIDS strategy as defincd by the
Fortieth World Health Assembly and supported by the United Nations
General Assembly.
2. We shall do all in our power to ensure that our governments do
indeed undertake such urgent action.
3. We undertake to devise national programmes to prevent and contain
the spread of human immunodeficiency virus (HIV) infection as part
of our countries’ health systems. We commend to all governments the
value of a high-level coordinating committee to bring together all
government sectors, and we shall involve to the fullest extent possible
all governmental sectors and relevant nongovernmental orgamzations
in the planning and tmplementation of such programmes in conformity
with the global AIDS strategy.
4. We recognize that, particularly in the absence at present of a vaccine
or cure for AIDS, the single most important component of national
AIDS programmes is information and education because HIV trans-
mission can be prevented through informed and responsible behaviour.
In this respect, individuals, governments, the media and other sectors
all have major roles to play in preventing the spread of HIV infection.
5. We consider that information and education programmes should be
aimed at the general public and should take full account of social and
cultural patterns, different lifestyles, and human and spiritual values.
The same principles should apply equally to programmes directed
122
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towards specific groups, involving these groups as appropriate. These
include groups such as:

® policy makers

health and social service workers at all levels

international travellers

persons whose practices may place them at increased risk of infec-
tion

the media

youth and those that work with them, especially teachers
community and religious leaders

potential blood donors

those with HIV infections, their relatives, and others concerned
with their care, all of whom need appropriate counselling.
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6. We emphasize the need in AIDS prevention programmes to protect
human rights and human dignity. Discrimination against, and stig-
matization of, HIV-infected people and people with AIDS and
population groups undermine public health and must be avoided.

7. We urge the media to fulfil their important social responsibility to
provide factual and balanced information to the general publicon AIDS
and on ways of preventing its spread.

8. We shall seek the involvement of all relevant governmental sectors
and nongovernmental organizations in creating the supportive social
environment needed to ensure the effective implementation of AIDS
prevention programmes and humane care of atfected individuals.

9. We shall impress on our governments the importance for national
health of ensuring the availability of the human and financial resources,
mcluding health and social services with well-traincd personnel, needed
to carry out our national AIDS programmes and in order to support
informed and responsible behaviour.

10. In the spirit of United Nations General Assembly resolution
Af42/8, we appeal:

¢ to all appropriate organizations of the United Nations system,
including the specialized agencies

¢ to bilateral and multilateral agencies

e to nongovernmental and voluntary organizations

to support the worldwide struggle against AIDS in conformity with
WHOQ’s glabal stratcgy.

11. We appealin particular to these bodics to provide well-coordinated
support to developing countries in setting up and carrying out national
AlDS programmes in the light of their needs. We recognize that these
needs vary from country to country in the light of their epidemiological
situation.

12. We also appeal to those involved in dealing with drug abuse to
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intensify their efforts in the spirit of the International Conference on
Drug Abuse and lllicit Trafficking (Vienna, June 1987) with a view to
contributing to reduction in the spread of HIV infection.

13. We call on the World Health Organization, through its Global
Programme on AIDS, to continue to:

(i) exercise its mandate to direct and coordinate the worldwide
effort against AIDS;

(ii) promote, encourage, and support the worldwide collection and
dissemination of accurate mformation on AIDS;

(iii) develop and issue guidelines on the planning, implementation,
monitoring, and evaluation of information and education pro-
grammes, including the related research and development, and
ensure that these guidelines are updated and revised in the light
of evolving experience;

(iv) support countries in monitoring and evaluating preventive pro-
grammes, including information and education activities, and
encourage wide dissemination of the findings in order to help
countries to learn from the experience of others;

(v) support and strengthen national programmes for the prevention
and control of AIDS,

14. Following from this Summit, 1988 shall be a Year of Communi-
cation and Cooperation about ATDS in which we shall:

® open fully the channels of communication in each society so as to
inform and educate more widely, broadiy, and mtensively;

® strengthen the exchange of information and experience among all
countries; and

¢ forge, through information and education and social leadership, a
spirit of social tolcrance.

15. We are convinced that, by promoting responsible bchaviour and
through international cooperation, we can and will begin now to slow
the spread of HIV infection.



ANNEX 2

AIDS cases reported to WHO as of
20 January 1988

TABLE 1. AIDS cases reported to WHQ by region and country ay of
20 January 1988

African Region

Date of most Cases
Country or arca recent report reported
Algeria 01/06/1987 5
Angola 26/09/1986 6
Benin 18/05/1987 3
Botswana 10/10/1987 13
Burkina Faso 30/06/1987 26
Burundi 15/10/1987 569
Cameroon 05/03/1987 25
Cape Verde 30/04/1087 4
Central Alrican Republic 31/10/1986 254
Chad 13/11/1986 1
Comaros 13/11/1986 0
Congo 13/11/1986 250
Cote d'lvoire 20/11/1987 250
Ethiopia 04/12/1987 19
Gabon 06071987 13
Gambia 16/03/1987 14
Ghana 25/05/1987 145
Guinea 12/11/1987 4
Guinea-Bissau 20/11/1987 16
Kenya 10/11/1987 964
Lesotho 2HNN987 2
Liberia 12/06/1987 2
Madagascar 25/04/1987 0
Malawi 13/11/1986 13
Mali 08/09/1987 0
Mauritania 13/11/1986 0
Mauritius 18/12/1987 1
Mozambigue 08/12/1987 4
Niger 14/10/1987 9
Nigeria 22/05/1987 5
Reéunion 10/06/1987 1
Rwanda /111986 7035
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Alrican Region — contd.

ANNEX 2

Darte of most Cases
Country or arca recent report reported
Sa0 Tome and Principe 01/12/1986 0
Senegal 04/12/1957 6
Scychelles 13/11/1986 0
Sierra Leone 03/11/1987 0
South Africa 04/01/1988 98
Swaziland 01/07/1987 7
Togo 10/12/1987 2
Uganda 3/10/1987 2369
United Republic of Tanzania 17/10/1987 1608
Zaire 30406/ 1987 335
Zambia 09/£2/1987 536
Zimbabwe 28/08/1987 380
Tatal 8724
Region of the Americas

Dratc of most Cases
Country or area recent report reported
Anguilla 31/03/1987 2
Antigna 30/06/1987 3
Argentina 30/09/1987 120
Bahamas 16/10/1987 163
Barbados A0/09/1987 52
Belize 3Y09/1987 4
Bermuda 30/09/1987 75
Bolivia 16/10/1987 4
British Virgin Islands 3103/1947 0
Brazil 12/07/1987 2325
Canada 07/01/1988 1435
Cayman Islands 31/03/1987 2
Chile 30/0%1987 56
Colombia 30/09/1987 153
Cosla Rica 30/09/1987 39
Cuba 16/10/1987 ]
Dominica 30/09/1987 5
Dominican Republic 30/09/1987 352
Ecuador 30/09/1987 52
El Salvador 03/10/1987 i6
French Guiana 30/09/1987 93
Grenada 30/09/1987 7
Guadcloupe /06/1987 51
Guatemala Y 09/1987 30
Guyana 30/09/1987 5
Haiti 30/09/1987 912
Hondaras 15/09/1987 51
Jamaica 91987 30
Martinigue 30/06/1947 27
Mexico 16/10/1987 713
Montserrat 30/09/1987 0
Nicaragua 18/09/1987 19
Pinama 30/09/1987 22
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Paraguay 30/060/1987 14
Peru 30/09/1987 44
Saint Kitts and Nevis 30/09/1987 1
Saint Lucia 30/09/1987 6
Swint Vincent 30/09/14987 7
Suriname 30/09/1987 6
Trinidad and Tobago /111987 206
Turks and Caicos WY06/1987 4
United States of America 28/12/1987 49743
Urngnay 91957 14
Venezuela 30/09/1987 101
Total 5691
South-East Asia Region

Date of most Cases
Country or area recent report reported
Bangladesh 14/04/1987 0
Bhulan 14/04/1987 0
Burma 14/04/1987 0
Democratic People’s Republic of Korea 09/05/1987 0
India 09/05/1987 9
Indongsia 21/04/1987 1
Maldives 30/06/1987 0
Mongolia 3121987 0
Nepal 09/05/1987 0
Sti Lanka 14/04/1987 2
Thailand 12/10/1987 12
Total 24
Europesn Region

Date of most Cases
Country or area recent report reported
Albania N/08/1987 0
Austria 30/09/1987 120
Belgium 30/09/1987 280
Bulgaria 06/10/1987 3
Czechoslovakia 31/03/1987 7
Denmark 30/09/1987 202
Finland 30/09/1987 22
France 00w 1987 2523
German Democratic Republic 30/06/1987 4
Germany, Federal Republic of 31/12/1987 1669
mw
Hungary |
Icela’ﬁd 30/09/1987 4
Ircland 30/09/1987 25
Israel 30/00/1987 43
Italy 30/09/1987 1104
Luxembourg 30/09/1987 8
Malta 30/09/1087 7
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ANNEX 2

Date of most Cases
Country or area recent report reported
Netherlands 30/09/1987 370
Norway 30/09/18R7 64
Poland 30/06/1987 3
Portugal 30/09/1987 £1
Romania 31/03/1587 2
Spain 30/09/1987 624
Sweden 7121987 156
Switzerland 30/09/1987 299
Turkey 30/06/1987 21
United Kingdom 04/12/1987 1170
USSR 05/08/1987 4
Yugoslavia )/09/1987 21
Total 84920
Eastern Mediterranean Region

Date of most Cases
Country or area recent report reported
Cyprus 01/06/1987 3
Djibouti 01/1/1987 0
Egypt 06/07/1987 1
Jordan 24/12/1987 3
Lebanon 03/06/1987 3
Qatar 09/05/1987 9
Sudan 23/08/1987 12
Tunisia 06/12/1987 i
Other countrics 10/09/1987 36
Total 78
Western Pacific Region

Date of most Cases
Counley or arca recent report reporied
Australia 07/12/1987 681
Brunei Darussalam 08/09/1987 1]
China (Mainland) 08/09/1987 2
China (Province of Taiwan) 26/01/1986 1
Cook Islands 08/09/1987 0
Fiji 08/09/1987 0
French Potynesia 0R/09/1987 1
Hong Kong 17/11/1987 6
Japan 14/12/1987 59
Kiritrati 26/10/1987 0
Malaysia 08/09/1987 1
Mariana Islands 05/08/1987 0
New Caledonia 08/09/1987 0
New Zealand 14/12/1987 59
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Papua New Guinea 08/09/1987 0
Philippines 30/10/1987 10
Republic of Korea 08/09/1987 1
Samoa 08/09/1987 0
Singapore 30/06/1987 2
Solomon Islands 0R/00/1987 0
Tonga U6/ 10/1987 1
Tuvalu 08/09/1987 0
Vanuatu 08/09/1987 0
Viet Nam 08/00/1937 0
Total 824

TABLE 2. AIDS cases reporied o WHQ by year as of 20/01/1988

Pre-
Continent 1979 1979 1930 1981 1982 1983 1984 1085 1986 1987 1988 Total
Adrica 1 0 0 0 3 14 82 206 2441 6001 0 8748
Americas 68 14 66 277 1054 3188 6267 11302 17090 17644 g 56970
Asia Q 0 1 0 1 & 4 29 54 127 0 224
Europe 5 0 3 16 72219 576 1389 2641 3935 0 8856
Oceania 4] 0 0 0 2 6 45 124 240 325 0 742
Total 74 14 70 293 1132 3435 6974 13050 224466 28032 0 75540

TABLE 3. Cumulative AIDS cases after 1979 repurted to WHO by year as of 20/01/1988

. Pre-
Continent 1979 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 Total
Africa 1 0 0 0 3 17 G 305 2746 K747 8747 BT4R
Americas 68 14 B0 357 1411 4599 10866 22168 39258 56902 56902 56970
Agia 0 0 1 1 2 10 14 43 97 224 224 224
Europe 5 0 3 19 91 310 86 2275 4916  BB51  B851  BB56
Qccania 0 0 U 0 2 # 53 177 417 T42 742 742
Total T4 14 B4 377 1509 4944 11918 24968 47434 75466 T5466 T5540
TABLE 4. Cases reported by continent av of 20/01/1988
Number of countries or territories repaorting
Numhcr of
Continent cases o WHO (cases 1 ot more cases
Africa 8748 48 8 40
Americas 56970 44 2 42
Asia 224 28 9 19
Europe BE36 28 1 27
QOceania 742 14 10 4
Total 75540 162 30 132
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TABLE 5. Cases reported by WHO region as of 20/01/1988

Number of countrics or territorics reporting

Number of
WHO Region cases to WHO 0 cases 1 aor more cases

Africa 8724 44 7 a7
Amgericas 564970 44 2 42
South-Eust Asia 24 1 7 4
Europe 8920 30 1 29
Eastern

Mediterrancan 78 9 1 8
Western Pacific 824 24 12 12

Total 75540 162 30 132
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Social Aspects of AIDS Prevention
and Control Programmes*

The Global Programme on AIDS of the World Health Organization
has worked with national authorities in developing over 100 national
programmes for the prevention and control of AIDS throughout the
world. Whilc these national programmes operate in substantially differ-
ent epidemiological, social, economie and political environments, they
have been faced with a similar range of complex social issues, involving
such areas as screening, employment, housing, access to health care
and schooling. In the light of the experience of these national pro-
grammes to datc, as well as current knowledge about human immuno-
deficiency virus (HIV) infection and AIDS, the Global Programme on
AIDS wishes to draw attention, through this statement, to the following
social aspects of AIDS prevention and control.

L. AIDS prevention and control strategies can be implemented effec-
tively and efficiently and evaluated in a manner that respects and pro-
tects human rights.

2. There is no public health rationale to justify isolation, quarantine,
or any discriminatory measures based solely on the fact that a person
is suspected or known to be infected with HIV. The modes of HIV
transmission arc limited (sex, blood, mother-to-child) and HIV spreads
almost entirely through identifiable behaviours and specific actions
which are subject to individual control. In most instances, the active
participation of two people is required for HIV transmission, such as in
sexual intercourse and in sharing contaminated needles or syringes.
However, spread of HIV can also be prevented through the health
systcm (e.g., by ensuring the safety of blood, blood products, artificial
insemination and organ transplantation, and preventing reuse of

* This statement may be updated by the WHO Global Programme on AIDS, on the
basis of expericnce in A1DS prevention and control programmes worldwide, and as
additional knowledpe about HIV infection and AIDS becomes available.

131



132 ANNEX 3

needles, syringes and other skin-piercing or tnvasive equipment without
proper sterilization).

H1V infection is not spread through casual contact, routine social
contact in schools, the workplace or public places, nor through water or
food, eating utensils, coughing or sneezing, insects, toilets or swimming
pools.

Accordingly, an AIDS prevention and control strategy should
include:

e provision of information and education to the general public, to
persons with behaviours that place them at risk of HIV infection
(risk behaviour groups), and to HIV-infected persons;

¢ counselling of HIV-infected persons;

e ensuring the safety of blood and blood products, skin-piercing
practices and other invasive procedures.

In accordance with this strategy, persons suspected or known to be
HIV-infected should remain integrated within society to the maximum
possible extent and be helped to assume responsibility for preventing
HIV transmission to others. Exclusion of persons suspected or known
to be HIV-infected would be unjustified in public health terms and
would seriously jeopardize educational and other efforts to prevent
the spread of HIV. Furthermore, discriminatory measures create
additional problems and cause unnccessary human suffering. The
avoidance of discrimination against persons known or suspected to be
HIV-infected is important for AIDS prevention and control; failure to
prevent such discrimination may endanger public health,

3. Determination of an individual’s HIV-infection status may occur
through medical examination for suspected HIV-related illness, volun-
tary testing programmes, screening of blood donors, or in other set-
tings., Testing for the purpose of determining an individual’s HIV-
infection status should involve informed consent and counselling and
should ensure confidentiality.

The Global Programme on AIDS has alrcady laid down criteria for
HIV-screening programmes™* which emphasize the need to consider
carefully the public health rationale for such screening as well as to
address explicitly the technical, operational, economic, social, legal and
cthical issues inherent in screcning programmes (see Annex 4).

* Report of the Meeting on Criteria for HIV-Screzning Programmes, Geneva, 20-21
May 1987, Unpublished WHO document WHOQ/SPA/GLO/E7.2
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Screening and Testing in AIDS
Prevention and Control Programmes

Screening is the examination of entire populations or groups within
populations to determine their infection or discase status.

Testing is the determination of infection or disease status for an individ-
val.

The Global Programme on AIDS has worked with national authorities
in over 100 countries to develop programmes for AIDS prevention and
control, In this context, screening for human immunodeficiency virus
(HIV) infection has often been discussed to determine its role, if any,
in national AIDS programmes. HIV screening involves many complex
technical, logistical, social, legai and ethical issues; to help ensure their
complete analysis and review, the Programme convened a meeting of
health experts on screening for HIV infection.* The meeting listed a
broad range of issues that must be considered, including:

1 the rationale of the proposed programme;

2 the population to be screened;

3 the test method to be used;

4 where the laboratory testing is to be done;

5 the intended use of data obtained from testing;

6 the plan for communicating results to the person tested;

7 how counselling is to be accomplished;

8 the social impact of screening;

9 legal and ethical considerations raised by the proposed screening
programme.

* Single copies of the Report of the Meeting on Criteria for HIV Screening Pro-
grammes, Geneva, 20-2] May 1987 (WH(/SPA/GL.O/87.2) can be obtained [rom
the Global Programme on AIDS, WHO, Avenue Appia, CH-1211 Geneva 27,
Switzerland.
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In the light of:

¢ the Report of the Meeting of Expcrts;
® the experience of national programmes to date;
e current knowledge about HIV infection and AIDS;

the World Health Organization Global Programme on AIDS wishcs to
draw attention to the following issues related to screening and testing
in AIDS prevention and control programmes.

1

Screening programmes for HIV infection can help: .

® prevent transmission through blood supplies, secmen, tissues, or
organs for transplant; o

® obtain epidemiological information on HIV prevalence or inci-

dence.

Whenever a screening programme is under consideration, all the
issues raised by the expert mecting should be explicitly addressed
and resolved. Poorly designed or implemented HIV-screcning pro-
grammces will be detrimental to public health, and will waste
resources. Public health needs and human rights will be best served
by carcfully considering the entire range of technical, logistical,
social, legal and ethical issues before deciding whether to proceed
with any screening programme.

Mandatory screening for HIV has only a very limited role in pro-
grammes for AIDS prevention and control. Mandatory screening of
donors is uscful to prevent HIV transmission through blood, scmen,
or other cells, tissues or organs. This screening should involve
informed consent and counselling and should ensure confidentiality.

Serosurveys help clarify the epidemiological pattern of HIV, which
is useful to assess the areas and groups that need specific educational
programmes or other preventive services. These surveys can be con-
ducted using methods that do not threaten human rights. Such sur-
veys can either involve informed consent and counselling and ensure
confidentiality or they may be anonymous (no record of name or
other specific identifiers).

Voluntary HIV testing may form part of medical carc for suspected
HIV-related illness and may also be provided as a service to indivi-
duals in conjunction with information and education, counselling and
other support services to help promote sustained behaviour change.
Voluntary HIV testing should involve informed consent and coun-
sclling and should ensure confidentiality.

Voluntary HIV testing services should be made widely available as
part of AIDS prevention and control programmes, and access to such
services should be facilitated.
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