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The past year has brought a lot of changes. The COVID-19 Virtual healthcare at Wellness Wheel
pandemic and the Black Lives Matter movement have
prompted us ,to stop and think about what we take for Getting Starte d
granted. They've shown us that health, safety and freedom Setting up supervised consumption sites
are basic rights that many people don’t have. They’ve also
shown us that addressing these problems needs collective
action—when it comes to urgent social issues, we all have Party Time 8
to do our part. Harm reduction for PnP
In this issue we’re reflecting on where we are and
L e v SexinaPandemic 3
What you need to know about sex and COVID-19

what activism means to them. Closer to home, “Chatty
CATIE” celebrates our 3oth anniversary by looking back
on our activist roots. Elsewhere, we hear from activists
and community workers who are grappling with Canada’s
overdose crisis: in “Getting Started,” harm reduction activ-
ist Matt Bonn gets the scoop on what it takes to set up a
supervised consumption site, and in “Party Time” we look
at harm reduction for Party n’ Play (PnP). Here you’ll learn
how community members and HIV organizations tailor
supports for guys who use drugs during sex, and if you
party, we have some practical tips to keep yourself safer.
In “Sex in a Pandemic” we also have a guide for having sex
during COVID-19.

Here at The Positive Side we love to share your stor-
ies. In “The Parent Trap” we hear from people who have
explored adoption and surrogacy, and we take a closer
look at how—even though people with HIV have increasing
options—some barriers to parenting remain. Finally, our
cover star Dee Stoicescu talks about their art practice in
“Art Posi+ive,” showing how they found identity, community
and their creative voice.

We hope you enjoy the Spring/Summer 2021 issue! If
you would like to contribute to an upcoming issue, then
get in touch—we’re always looking to hear from our
readers (yes, even you!). Got an idea for a topic you'd
like to read about? Send any thoughts or suggestions to:
contribute@positiveside.ca.

—Dan Udy
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Digital Delivery

COVID-19 has forced many healthcare providers to deliver their
services by phone and video. Wellness Wheel in Saskatchewan
had pioneered this approach before the pandemic—
Jennifer McPhee talks to Susanne Nicolay to find out more.

l \t the start of the COVID-19

pandemic, healthcare providers across
Canada switched to virtual healthcare.
This shift has led to services that bet-
ter serve the needs of patients, says
Susanne Nicolay, a nurse based in
Regina. Nicolay is clinical coordin-
ator and nursing lead at Wellness
Wheel, a mobile healthcare service
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serving Indigenous people who live
on reserves and in cities and towns
across Saskatchewan.

Before the pandemic, Susanne’s
Wellness Wheel team drove between
19 Indigenous communities to provide
HIV and hepatitis C care. They also
provided general health care and
treated other diseases in about four

of these communities. Through their
work providing mobile care, the team
already had some experience with
virtual healthcare; they texted to con-
firm appointments, and they offered
video calls to patients. These services
had some limitations, though. Patients
still had to book appointments and
make their way to a health centre that
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offered the virtual care service. Once
there, they could see Wellness Wheel’s
staff on a TV screen. This was not
great for people who lived far from a
service location, or who did not have
access to a car. But it was the only
virtual option that doctors could bill
for in the province.

In November 2019, Wellness Wheel
decided to test a virtual platform
called OnCall. This provides secure
text and video messaging between
patients and their healthcare team. At
the time, Wellness Wheel could not bill
the province for OnCall visits. Nicolay
would travel to a community and see a
patient at the health centre or find them
in the community. Then, she would use
OnCall to talk to the doctor about any
issues outside her area of expertise.
She began to see more people where it
was easiest for them, such as in their
house or car. The platform also meant
Wellness Wheel’s doctor no longer had
to travel as often and could spend the
extra time treating more patients.

When the pandemic hit in March
2020, First Nations governments
closed their communities to outsiders
to protect themselves from COVID-19.
At first, Wellness Wheel staff worried
abouthowto adapttheirservicessothat
they could keep meeting their clients’
needs. However, the Saskatchewan
Ministry of Health quickly increased
the ways that healthcare providers
could communicate with patients and
get paid. As a result, Wellness Wheel
staff were suddenly able to bill the
province for their virtual services.
These included healthcare services
they provided through phone calls,
virtual platforms and text messages.
Since many local healthcare centres in
Indigenous communities fully or partly
shut down when the pandemic arrived
in the province, Wellness Wheel staff
filled the gap. They expanded their
services and began to treat people for
all their health issues virtually.

For example, Wellness Wheel saw
lots of patients with wounds caused
by diabetes. Patients often sent photo-
graphs of these wounds to staff by text.
“It wasn’t 100 percent by the book and
in an ideal world, we wouldn’t do that,”
says Nicolay. “But in an emergency,

In North
America,
healthcare is
what'’s easiest
for providers.
Virtual care
makes it
possible to do
what'’s easiest

for patients.

you can’t prioritize confidentiality
and not provide care to someone.”
To protect patient privacy, staff came
up with ways to make sure they were
texting the right person. They also
knew it was possible that someone
else might get a patient’s phone and
read their messages, says Nicolay. “In
COVID, you had to get creative. I didn’t
say ‘How are your HIV medications?’
I would say ‘How are the three pink
pills we gave you?’”

In many ways, the pandemic has
made it easier for people to get med-
ical help. Virtual care is accessible for
those who cannot easily move around
because of health issues. It is also easier
for people without transportation. And
it allows more people to get medical
help exactly when they are ready and
feel safe enough to do so, says Nicolay.
She explains that virtual care also
protects patient privacy and reduces
stigma. Patients don’t need to go to a
healthcare centre or clinic where they
could be seen receiving HIV care. This
is an even bigger issue in places where
everyone knows each other.

In North America, healthcare is set
up for what’s easiest for healthcare
providers. Virtual care makes it pos-
sible to do what’s easiest for patients.
Often, healthcare providers expect
patients to travel to clinics or hospitals
between certain hours. Many don’t
provide care on weekends, after hours
or during lunch. “Healthcare providers
also want the four walls, the exam bed;
they want all their tools,” says Nicolay.
“But really, there’s a lot we can do in
the back seat of a car.”

“Yes, certainly sometimes people
need to be examined. I am not
saying that’s not important. But we
also have to think about whether we
want people to drive four hours for
a 20-minute appointment. Or do we
want to be respectful of their time, so
they feel valued? Not everyone feels
safe going to a hospital. Not everyone
has sick time or transportation that is
easy to arrange. We think we need to
lay eyes on people every few months.
You may want to physically see people
every year, but in between, you could
see them by phone or using OnCall. It’s
possible now and we need to be open
to this.”

Virtual care has also made it
possible to increase people’s access
to medical help by enabling different
types of healthcare providers to work
together. For instance, Wellness Wheel
provided a tablet for a pharmacist in
Regina that is located near a com-
munity organization that offers free
meals and harm reduction supplies in
a safe, accepting atmosphere. When
people are ready to begin or restart
HIV treatment, the pharmacists use
the tablet to make on-the-spot virtual
appointments with a member of the
Wellness Wheel team.

Healthcare providers need to be
open to these kinds of relationships,
says Nicolay. “Because, if someone is
never going to come into your office,
it’s not helpful to believe they're just
not interested. That’s not usually the
case. They just may not have the ways
and the means.” ¥

Jennifer McPhee is a Toronto-based
writer who contributes regularly to The
Positive Side.
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supervised consumption site
(SCS) is a legally sanctioned sterile
environment where people consume
illegal drugs. These spaces offer drug
equipment, connection and staff
equipped with naloxone and/or oxy-
gen to reverse accidental overdoses.
They also provide access to other ser-
vices for people who use drugs such
as primary healthcare and substance
use treatment.

As the COVID-19 pandemic has
unfolded, this difficult but lifesaving
work has been more important than
ever. Harm reduction measures like
SCS are proven to prevent overdose
deaths. They can also prevent hepa-
titis C and HIV transmission. Because
the pandemic has disrupted harm
reduction services, people who use
drugs now face greater risk of acci-
dental overdose, HIV and hepatitis C.

Harm reduction is backed by
evidence, but many harm reduction
workers still face challenges in setting
up and running a SCS. They must
apply to the federal government for
an exemption to the Controlled Drugs
and Substances Act, which is a long
and difficult process. Overdose pre-
vention sites (OPS) are another type
of space where people can safely use
drugs. To legally operate, OPS can
apply for short-term exemptions from
their regional government. These are
generally granted quickly in response
to urgent community needs.

We spoke to staff at two SCS—
Prairie Harm Reduction (Saskatoon)
and Dr. Peter Centre (Vancouver)—to
hear how they got started.

SASKATCHEWAN'S FIRST SAFE

CONSUMPTION SITE
Jason Mercredi is the executive dir-
ector at Prairie Harm Reduction, an
organization in Saskatoon serving
communities at risk of HIV and hepa-
titis C. After four years of research
and advocacy from Mercredi and his
team, Prairie Harm Reduction opened
Saskatchewan’s first and only SCS
in October 2020. They are also cur-
rently the only site in the country with
an exemption for indoor inhalation,
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Gettin
Starte

How does a supervised consumption site (SCS)
get up and running? Matt Bonn hears the stories
behind Prairie Harm Reduction (Saskatoon) and
Dr. Peter Centre (Vancouver).

after a SCS in Alberta lost their fund-
ing. This means clients are allowed to
smoke their drugs at the site, as well
as inject or snort them.

Prairie Harm Reduction’s site was
designed for people who use crystal
methamphetamine (crystal meth),
which—along with HIV—dispropor-
tionately affects the local Indigenous
communities. To accommodate these
clients, special ventilation systems
were built to allow them to smoke
their drugs.

Prairie Harm Reduction also built
the site to be sustainable by applying
for a federal exemption that can be
renewed. For Mercredi, this lengthy
process was worth the wait. “How often
do you get to open the first safe con-
sumption site in a province?” he says.

Mercredi, a teacher by trade, has a
big heart for people who use drugs. He
explains that stigma and discrimina-
tion are so widespread, people are
grateful to just be treated normally. “If
you treat people who use drugs like a
human being,” he says, “you make a
friend for life.” His aim was to build
a space that is first and foremost
a community centre: “We have the
only public washroom in the neigh-
borhood, the only place you can get
coffee and the only place you can use
the telephone,” he says. By creating

a comfortable and safe environment,
Prairie Harm Reduction normalizes
and destigmatizes drug use for its
clients. This empowers them to access
the healthcare and social services they
need to survive.

THE STORY OF DR. PETER CENTRE
Patrick McDougall is the director of
knowledge translation and evaluation
at Dr. Peter Centre, an HIV facility
with a SCS in Vancouver’s West End
(pictured). As one of the first two SCS
in Canada, their start was more ad
hoc than Prairie Harm Reduction’s.
McDougall explains that when they
started supervising injections in 2002,
they didn’t have a formal exemption.
Instead, Dr. Peter Centre found a way
to open without one. “We consulted
with the Registered Nurses Association
of British Columbia, who said that ser-
vice was within the scope of nursing
practice,” he says. In 2003 they were
granted a federal exemption along
with Insite, another SCS in Vancouver.

Problems came when it was time
to renew their exemption in 2006.
Dr. Peter Centre learned that the sig-
nature of the then-federal minister of
health wasn'’t attached to their original
exemption. When the Conservative
government’s new minister of health
found this error, he rejected their
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application. Despite this, McDougall
says they kept providing supervised
injection services under the “nursing
practice clarification” they had used
before. In 2014 they applied for an
exemption again, and after a change
to a Liberal government in 2016, their
application was approved.
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Dr. Peter Centre is a member-only
facility for people living with HIV,
which is one of the biggest ways they
differ from Prairie Harm Reduction.
They have over 400 clients who have
access to a health team offering HIV
care, injectable opioid agonist therapy
and prescription opioids (a harm

GLOSSARY

Safe consumption sites or supervised consumption sites (SCS)
SCS offer spaces for people to legally and safely use drugs with staff trained
to prevent overdoses. They offer new drug equipment to reduce the risk
of HIV and hepatitis C. SCS also provide other harm reduction services
like drug-checking, counselling and primary care. SCS receive long-term
exemptions to operate from the federal government.

Overdose prevention site (OPS)

OPS are spaces for people to legally and safely use drugs with staff trained to
prevent overdoses. They offer new drug equipment to reduce the risk of HIV
and hepatitis C. OPS receive shorter exemptions to operate from regional
governments in response to urgent community needs.

Opioid agonist therapy (OAT) or opioid substitution therapy (OST)
OAT or OST is a treatment for opioid use disorder where long-acting opioid
medication is prescribed to manage withdrawal symptoms and drug cravings.
It can help reduce harms and provide stability through structured, regular

access to opioid medication.
Safe supply

Safe supply is when pharmaceutical-grade opioids are prescribed as an
alternative to the illicit drug supply. Illicit opioids are contaminated with
unknown, potent substances that put users at risk of overdose. These include
fentanyl, which can cause overdose for non-fentanyl users.

reduction measure known as “safe
supply”). The centre also provides two
meals a day, showers and a specialized
nursing care residence. This approach
treats food and housing security as an
essential part of harm reduction.

The drugs consumed in each
space also vary. While Prairie Harm
Reduction focuses on crystal meth,
Dr. Peter Centre is geared toward
people who inject opioid drugs. Clem
Fong, the centre’s knowledge trans-
lation clinical counsellor, explains
that decisions about the target client
base are important. “Every safe con-
sumption site should be unique,” he
says. “I think it should appeal to the
culture of the group of users you are
looking to serve.” As part of his work,
he builds relationships with clients
through the injection process itself. He
guides members into the room, where
they are then supervised by a nurse.
“A couple of folks prefer to have me
there,” he explains, “because we have
an ongoing counselling relationship.
That being said, the relationship was
built in the injection room.”

As a long-running SCS with a
knowledge translation team, Dr. Peter
Centre has helped shift drug policy
throughout Canada. Their research
has produced models for harm reduc-
tion elsewhere, and they provide
support for SCS and OPS workers
across the country. This allows organ-
izations like Prairie Harm Reduction
to adapt the Centre’s approach to
their local needs.

At the time of writing there are 39
legal SCS in British Columbia, Ontario,
Quebec and Saskatchewan (with an
application pending in Manitoba).
Beyond this, many harm reduction
activists have used short-term exemp-
tions to set up OPS in places like the
Atlantic provinces, where services
don’t exist. In the context of COVID-19,
these are especially urgent. Thanks to
the hard work of organizations like Dr.
Peter Centre and Prairie Harm Reduc-
tion, activists across the country have
a blueprint for saving lives. #

Matthew Bonn is a freelance journalist and
active drug user who specializes in drug
policy, safe supply, and harm reduction.
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Party n’ Play (PnP) is on the rise in
Canada. But how can we make things
safer for guys who use drugs during sex?
David Soomarie looks at this new
approach to harm reduction.

ILLUSTRATIONS BY FIONA SMYTH

s Canada grapples with an opioid overdose
crisis, harm reduction workers have stepped in to reduce
the risks and harms of drug use. Supervised consumption
sites (SCS) and overdose prevention sites (OPS) across
the country now offer new injecting equipment, naloxone
to reverse an opioid overdose, and referrals to treatment.
Sites like Prairie Harm Reduction in Saskatoon (page 6)
also have inhalation rooms for people who smoke drugs
such as crystal methamphetamine (crystal meth), and
calming spaces where clients can relax. But these services
only work for people who choose to use them. In Canada,
more and more gay, bisexual and men who have sex with
men (gbhMSM) are using drugs like crystal meth before or
during sex. With this phenomenon, known as party n’ play
(PnP), harm reduction needs a different approach.

What is PnP?
PnP can have different meanings, but it usually refers to
two or more people—mainly gbhMSM—who meet to take
drugs (“party”) and have sex (“play”). Drugs are used in
these settings to enhance the sexual experience. These
are mostly crystal meth, gamma-hydroxybutyrate (GHB),
cocaine and ketamine. Parties are often held at people’s
homes and organized through hook-up apps or personal
networks. Unsanctioned parties can also be held at sex
clubs and bathhouses, although venues discourage this.
The privacy of these events can help men who are not “out”
or comfortable at gay bars to connect with others. Using
drugs during sex can also override someone’s feelings of
shame and anxiety, helping them to explore their sexual-
ity and feel accepted. Crystal meth can heighten feelings of
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confidence and euphoria, but this is followed by an abrupt
comedown when effects wear off. As a result, some people
may keep using over multiple days.

Since the 1980s, harm reduction for people who use
drugs has focused on tools like clean needles and drug
equipment. This has been successful at reducing HIV and
hepatitis C transmission. Early HIV activists also applied
the harm reduction approach to sex by sharing the message
that condoms can prevent transmission of the virus. As the
HIV epidemic has continued, these messages have evolved:
for example, we now know that effective treatment means
you can’t pass HIV on during sex (“U=U”"). However, harm
reduction approaches often treat people who use drugs and
gbMSM as separate groups. When it comes to PnP, some
community members have developed their own tools to
bridge this gap.

“Queer sex is not often talked

about. While you're living in a heterosexual

community, PnP allows you to have the

sex you want without shame.”

Managing risks
Colin Johnson is a Black, gay, long-term HIV survivor from
Toronto. As a community activist and passionate advocate
for harm reduction, he hosts his own PnP events planned
around harm reduction principles. To reduce the risk of HIV
and hepatitis C, he gives his guests clean pipes and syrin-
ges, containers for used needles, and plenty of condoms and
lube. He also stocks his home with water, fruits and snacks.
And to reduce the risk of overdose, he keeps naloxone on
hand and tests his drugs before each event. “There is shame
associated with queer sex, which is driven by homophobia,”
Johnson says. This shame can be magnified by racism and
stigma around HIV. To combat this, Johnson tries to create
a relaxed, welcoming space at his parties. He makes sure
that people can decide what they are comfortable with, and
that nobody feels judged if they are living with HIV.

Akia Munga, another community activist from Toronto,
also notes that shame is a driving factor for guys who party.
“Queer sex is not often talked about,” he says. “While you're
living in a heterosexual community, PnP allows you to have
the sex you want without shame.” Parties can provide a
way to escape these feelings. They create an overwhelming
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sense of connection to others, partly from the drugs them-
selves but also from the context they are used in. In this
sense, Munga explains, drug use serves a purpose. But
the intensity of this experience can create problems when
people return to their normal lives. Feelings of rejection and
isolation can be heightened after a party is over, prompting
some guys to use drugs again.

While the drugs used for PnP can be enjoyable, they
also carry some risks. Dr. Michael Fanous, a pharmacist in
Toronto, explains that these can vary depending on which
drugs a person uses, their physical and mental health,
and any medicines or supplements they are taking. “Many
drugs are taken by people who PnP,” Dr. Fanous says, “but
the biggest risks come with crystal meth. These range
from heart complications and sleep problems to mental
health issues like depression, anxiety and psychosis.” They

also say that GHB “can cause something we call
cardiorespiratory depression, where your heart
rate and breathing become dangerously
slow.” Both GHB and crystal meth carry a
risk of overdose, which can be fatal. This
is common with GHB, because doses
are small and hard to measure
precisely—especially if you're
already high.

Dr. Fanous explains that
“prescription medicines like
HIV treatment or antidepressants
can also change the effect of drugs
on your body, making overdose more
likely. Injecting or ‘slamming’ drugs also
increases this risk.” When these drugs are
mixed with sex, someone may be less able to
consent or might make choices they normally
wouldn’t. Dr. Fanous says, “It’'s important for
anyone who is thinking of PnP to stay in touch with your
healthcare team. Harm reduction counselling and account-
ability partners—people who can help you keep on top of

your drug use—are also great tools.”

While there are risks with using any drug, not all drug
use is problematic. The Canadian Mental Health Association
(CMHA) outlines a spectrum of drug use. This ranges from
casual or non-problematic use to problematic use and,
finally, chronic dependence. For some guys, PnP can be a
manageable part of their sex life. But for others, PnP can
have serious effects. The CMHA says drug use is problem-
atic when it has severe negative consequences on someone’s
personal life, family, friends and community. Chronic
dependence is when someone can’t stop using despite these
effects. This can lead to the loss of jobs and housing, which
may then lead to survival sex (where someone has sex to
meet their basic needs for food and shelter). When someone
regularly uses drugs during sex, this can affect their rela-
tionship with sex and intimacy in the long term.

For people living with HIV, there are some extra risks to
be aware of with PnP. Using drugs for long periods can make
someone forget to take their medication, which could cause
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drug resistance over time. Mixing some HIV medications
with party drugs could cause side effects like depression,
paranoia and thoughts of suicide. In certain situations, the
law also requires people to disclose their HIV status before
having sex. If someone uses drugs they may forget when
and where they need to do this, which could have serious
consequences.

Harm reduction: a new approach
Harm reduction for PnP is a challenge because of
the nature and range of drugs that are used. Dr.
Fanous explains that “the same harm reduc-
tion strategies can’t always be applied to all
substances. For example, harm reduction
strategies developed for opioid and other
drug use generally aren’t useful for crystal
meth.” This requires a tailored approach for
each drug: for example, someone who wants to
reduce or stop using GHB will have different needs
from a person who wants to reduce or stop using crystal
meth. Dr. Fanous says that stopping crystal meth use can
be hard because “long-term use is associated with decline
in cognitive function and increased episodes of psychosis.
This can often be a challenge when trying to quit.”

The privacy of PnP events can make it hard for HIV
organizations to provide supports. A lack of tailored pro-
grams means that many men who PnP don’t know where

to turn for help. Beyond this, guys who party are often
skeptical about using harm reduction services. One reason
is that services like supervised consumption sites are often
built to serve people who use opioids. These don’t work for
people who use party drugs, or who only use drugs during
sex. In addition, typical clients for these services have a low
income or are marginally housed. By contrast, all kinds of
gbMSM use crystal meth, no matter their income.

Benjamin Warren, Gay Men’s Sexual Health Coordinator
at AIDS Committee of Cambridge, Kitchener, Waterloo and
Area (ACCKWA), explains that for guys who party, “Sexual
pleasure, connection and a sense of community may be
the focus—it’s not always about the drugs.” He also says
that “those who engage in PnP don’t identify as a drug
user in the typical sense and do not connect to the idea
of harm reduction.” Stigma around queer sex can also
turn some away from services that do not speak directly
to them. This stigma is heightened for racial minorities.
In 2020 the Community-Based Research Centre (CBRC)
surveyed Canadians who PnP, and their findings support
this: among gbhMSM who used meth frequently, 60% were
not confident they could find support programs where they
felt comfortable.

On the other hand, some LGBTQ+ services may deter cli-
ents by pushing abstinence or referrals to detox treatment.
Many participants in the CBRC project said that the ser-
vices they had used were abstinence based, and some said
they had been banned from these for using drugs. Stigma
toward drug use among LGBTQ+ people can also turn men
away from community supports. Ryan Tran, Manager of
Education and Outreach at Asian Community AIDS Services
(ACAS) in Toronto, explains that guys who use drugs are
hesitant to access his support groups, because “they do not
want to seen or outed by other members of the community.”

“Those who engage in PnP
don’t identify as a drug user in the
typical sense and do not connect

to the idea of harm reduction.”

To fill this gap, some LGBTQ+ organizations now offer
tailored harm reduction services. Organizations like the
AIDS Committee of Toronto (ACT) and ACAS offer drop-in
peer support groups, while others bring harm reduction
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HARM REDUCTION TIPS

Plan for your safety. Think ahead of time about your
limits. Are you taking risks with people you trust?
How much will you use, how long will you use and
what method (e.g., smoking or injecting) are you
comfortable with?

Find a therapist or friend outside of the PnP scene
you can have honest conversations with.

Start low, go slow. Give your drugs time to work
before taking another dose.

Know where your supplies are coming from.

If you are using fentanyl strips, be cautious as these
test only a small amount. If the test is negative, it
doesn’t always mean that there is no fentanyl in
your drugs.

Consider getting naloxone training.

Make sure to take care of your body. Give yourself
food, water and time to sleep.

Get regular sexual health checkups.

Ask yourself if PnP is meeting your needs. The rea-
sons people use drugs can change; if it stops being
enjoyable, take time to reflect on this.

Know the Good Samaritan law. If you call the police
to report an overdose, you shouldn’t be charged for
drug possession.

Tell a friend where you are going.

Set a timer so you don't forget to take your HIV
medications. Speak to your doctor or pharmacist
about any recreational drugs you are taking, so they
can advise you about interactions.

If you want to reduce or stop your use, take an
inventory of how much you are using. This can
help you decide how to reduce it and understand
your triggers.

For information on support groups or counselling,
contact your local LGBTQ+ organization.

THE POSITIVE SIDE Spring/Summer 2021

directly to their clients. For instance, MAX in Ottawa offers
a discreet online service for people to customize and order
their harm reduction supplies, which can be picked up or
delivered. They also conduct outreach at gay bars to share
harm reduction tips with local guys. For all these examples,
being culturally relevant and responsive are more success-
ful than a “one size fits all” approach. Ultimately, they rely
on confidentiality, trust and a non-judgmental approach
to clients.

Among the experts who spoke to CATIE, all said that
people who use drugs should play a critical role in delivering
these services. Ryan Tran at ACAS explains that “people
who use drugs know more, are less likely to be judgmental
and usually have good intentions of wanting to help others.”
Maticus Adams from MAX also says that people who use
drugs can “develop programs for people who PnP, identify
gaps and clarify messaging ensuring cultural competence.”
At ACCKWA, for example, people who PnP play a key role
in training other members of staff. Across the board, ser-
vice providers agreed that people who use drugs and work
in the sector should be fully supported. They said that these
peer workers should also be involved in debriefing sessions
after training workshops and given access to counselling
support if needed. They also said that adequate pay for peer
workers is a form of harm reduction.

While there has been progress in building these tailored
supports, some gaps remain. A major problem is access,
since many services are only available in cities like Vancou-
ver, Toronto or Montreal. These services often only address
certain needs, like harm reduction supplies. To improve
this, service providers who spoke to CATIE suggested a
more integrated approach. Ideally, services should explore
the connection between the mental health challenges that
queer men face—such as the trauma of homophobia, trans-
phobia and racism—and their relationship to drug use.
Tim Guimond, a queer psychiatrist, explains that PnP can
appeal to people struggling with their mental health. “There
are people who feel they are on the margins,” he says, “and
PnP is a way for them to feel better and be accepted.” To
address this, he says, it’s important to build community
connections. He argues that ideal services would be client
centred and holistic. These would include drug counselling
and psychotherapy to help people manage their health.

Community activists Johnson and Munga also empha-
size the need for open conversations about PnP among
LGBTQ+ organizations. They suggest that service providers
need staff training, more psychologists, harm reduction
specialists and greater funding for culturally relevant pro-
gramming. And although some organizations are starting
to respond, more work is needed to combat stigma by
agencies, activists and people who use drugs. Only then will
guys who PnP have the information, skills and tools to do
so safely. #

David DK Soomarie is an openly queer HIV-positive
advocate who works with LGBTQ+ and HIV-positive
communities in Toronto.
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SEX IN A PANDEMIC
R W I

What do we need to know
about sex and COVID-19?
Amanda Giacomazzo
breaks it down.

uring the COVID-19 pandemic, public health guide-
lines tell us to keep physical distance between ourselves
and others. This is because SARS-CoV-2 (the virus that
causes COVID-19) is spread through contact between
people and sometimes through touching your face after
touching surfaces with the virus on them. Other guidelines
include wearing new or clean face coverings, washing your
hands often, and limiting contact with those outside of your
household or small social circle (a “bubble”), especially in
indoor spaces. So, what does this mean for your sex life?
The safest sex avoids in-person contact. This could be
masturbating, sexting, or video and phone sex. But since
in-person sex can help your health and well-being, these
solo options aren’t always realistic. Limiting sex partners to
those in your household is the next safest option, followed
by limiting your partners to a small social circle.

It’s important to talk to your sex partners about COVID-
19. Where possible, you should have an open conversation
about if they are following public health guidelines and if
they have any symptoms. If you or your partner is feeling
unwell or might have been exposed to someone with
COVID-19, you should avoid in-person sex.

Since those without symptoms can pass the virus, asking
a sexual partner if they are feeling ill may not be enough.
To reduce your risk, you could avoid kissing or sexual
positions with close face-to-face contact, or even wear a
face mask during sex. However, we don’t currently know
the effectiveness of these strategies in the context of sex.

If you are having sex during the COVID-19 pandemic,
don’t forget to take care of your sexual health. It’'s a good
idea to have regular tests for sexually transmitted infec-
tions (STIs) especially if you have new or multiple partners
(although access to testing may vary during this time). By
taking your HIV treatment and staying in touch with your
doctor, you can also keep your viral load at an undetectable
level, which means you can’t transmit HIV during sex. If
you have a detectable viral load, your partners can take
pre-exposure prophylaxis (PrEP) or you can use condoms
to prevent HIV. Condoms will also prevent other STIs.

The information in this article was based on currently
available research at the time of printing related to the
transmission and prevention of COVID-19.

Amanda Giacomazzo is CATIE's manager of
community programming.
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The
Parent

Trap

An increasing number of people living with
HIV want to become parents. In the age of
“Undetectable = Untransmittable” (U=U), why
are they still facing stigma and discrimination?

BY ALEXANDRA KIMBALL

ILLUSTRATIONS BY KATY DOCKRILL

M Raposo*, 50, always wanted to be a dad.

Before immigrating from South America to Toronto in 1980, he grew
up in a bustling household. “I'm the baby in a big family of 12,” he
says. “My house was a neighbourhood hangout. I love children.” As
a gay man living with HIV, though, he had thought parenthood was
“unrealistic.” It wasn’t until he was in his 40s that he reconsidered his
dream of being a father. He was in good health with a stable job and
a solid social network. He felt ready. “I was done living la vida loca,”
he laughs. “My ex-roommates had adopted a little girl and I started
asking them questions about adoption.” He researched the Children’s
Aid Societies (CAS), which are government-approved agencies pro-
viding foster care and adoption for Canadian children. Through CAS,
adoption is possible even if a parent is single, gay, or living with HIV.

* Raposo, like the other people living with HIV in this story, has asked
that we use a pseudonym.
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At first, things went smoothly. “I had a great social
worker,” Raposo says. As part of the process, the social
worker conducted a home study. They assessed Raposo’s
parenting abilities by interviewing him, his friends and
family members. They also made home visits to confirm
his residence was safe for children, and they reviewed his

As people
with HIV live
longer, healthier
lives, more
are interested
in becoming

parents.

finances. Raposo passed the home study and a criminal
background check, but he hit a roadblock when he asked
his doctor to confirm he was healthy. “He said, ‘I"d approve
you to adopt a dog,” but it wasn’t fair for me to bring up a
child if I had a shorter lifespan,” Raposo remembers. “I felt
like the ground disappeared under my feet.”

A month later, Raposo was in the emergency room for
an unrelated incident. An HIV specialist happened to be on
duty, and they started talking. Raposo mentioned that his
doctor had refused to write a letter, and she told him that
was wrong. “She said, ‘Why not?’ She wrote me a letter
and gave it to my social worker,” says Raposo. With the
letter, he was approved for adoption. Two years later his
son, Terrance, was placed with him at 18 months old. By
adoption standards, this was very quick. “It’s the best thing
I’'ve done, being a dad,” he says. While single fatherhood
can be challenging, he has a strong support network. “He’s
with me all the time,” Raposo beams. “My friends know, if
we go to dinner, my child is coming along.”
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Barriers to care

Since 1996, people living with HIV have been protected
from discrimination under the Canadian Human Rights
Act. Despite this, stigma persists. Canadians living with HIV
still face social and political barriers. For example, people
who do not disclose their HIV status to their sex partners
in certain contexts can face criminal charges. Family
building is another area where people living with
HIV can be marginalized. Many experts agree that
as people with HIV live longer, healthier lives, more
of them are interested in becoming parents. This
includes gay and bisexual men who may not be
aware of their options. In 1995, CAS approved gay
and bisexual men for fostering and adoption. Since
then, adoption has been a common form of family
building for gay couples and single gay and bisexual
men. However, a 2018 study of HIV-positive gay and
bisexual men in the UK found that while over half
wanted to become fathers, their healthcare provid-

ers “rarely” talked about parenting options.

The reality for people living with HIV, no matter
their gender or sexual orientation, can be very com-
plex. In 2014, researchers in the Women and HIV
Research Program at Women’s College Hospital sur-
veyed 75 Canadian adoption service providers. They
assessed any barriers HIV-positive people might face.
While 64 percent said that people with HIV could
adopt with them, 23 percent weren’t sure.

The study also found that some forms of adoption
had more barriers than others. For example, HIV-posi-
tive people could not apply for any international
adoptions because of policies in the host countries. In
Canada, private adoptions—which arrange adoption
directly between a Canadian birth family and the pro-
spective parent(s)—were also difficult. This is because
an applicant’s health history is shared with birth fam-

ilies. This means that these families could discriminate

against people living with HIV. The study found that
public adoptions through CAS, like Raposo’s, were the
most accessible to HIV-positive people. However, when
researchers did a follow-up study of people’s experiences
through the adoption process, they found that obstacles
remained. These came from social workers, family doctors,
and administrators who may lack knowledge around HIV.

“There is a lack of knowledge and awareness about
HIV among service providers,” says Angela Underhill, PhD
candidate and co-author of the study. “Somebody who was
really worried about the process may call an agency to find
out if they are eligible and be told ‘T don’t know’. This could
discourage them from trying other providers,” she explains.
Uninformed doctors, like Raposo’s, may refuse to give
medical clearance for an applicant. And for people trying to
adopt outside their specific region, their health information
is shared even if they’'ve already been approved in their
home province. “There were extra challenges throughout
the process, and opportunities for bias and discrimination,”
Underhill says.



Regardless of their gender, many HIV-positive people
may want to have biological children. The good news is that
people living with HIV can safely become pregnant if they
are on effective treatment. If they have an undetectable
viral load before pregnancy and maintain this throughout,
there is no risk of transmitting HIV to their baby through
pregnancy or childbirth. Dr. Deborah J. Money, professor
of obstetrics and gynecology at the University of British
Columbia, recommends seeing a doctor before trying to
conceive. “This is to see if there are any challenges with your
HIV,” she says. For example, someone’s HIV medication
and viral load may need to be reviewed. “Secondly, there
are other steps to pregnancy planning that affect everyone.
These can be simple things like taking folic acid before con-
ception, or more complex issues like older age, high blood

Canada has been
a hub for people
who want to have
children through
gestational

surrogacy.

pressure, obesity, and smoking.” For trans people living
with HIV, biological parenting is also possible with effective
treatment. But Money points out that “the overall barrier
is getting the right expert advice.” Trans people face high
poverty rates because of stigma and discrimination, and it
can be hard to find experts on both trans health and HIV.

Surrogacy in Canada
Surrogacy is an alternative parenting option for people liv-
ing with HIV, but it can present its own challenges. Lawrence
Cutler and Jethro Green are a Toronto couple who have
been together for 12 years. In 2015, they decided to expand
their family. “I grew up in a large family, so home always

included children for me,” explains Cutler, who was diag-
nosed with HIV in 20r10. “Initially we thought of adoption,”
he says, “but we were told that the only children available
to adopt had developmental disabilities. That wouldn’t have
been fair since we are older and couldn’t care for the child
indefinitely.” The couple could have been foster parents, but
they had concerns. They knew that Canada has a policy of
family reunification. This is where each province tries to
reunite foster children with their birth family before placing
them for adoption. Cutler worried that “we could bond with
a child and then see it go back home.” Like a growing num-
ber of gay couples worldwide, they decided to try surrogacy.
Since the mid-2000s, Canada has been a hub for people
who want to have biological children through gestational
surrogacy. This is where someone outside the immediate
family carries a pregnancy for people who want to
become parents, using an embryo made outside the
body. In this process, known as in vitro fertilization
(IVF), an egg is fertilized with sperm in a lab and
then put back into a uterus. Canada also allows
same-sex couples and single people to work with
surrogates, and the process is more affordable than
in other countries. This is because sperm or egg
donors and surrogates can only be reimbursed for

costs directly related to the surrogacy process.

Cutler and Green live in Ontario, where provin-

cial insurance funds one IVF cycle per person. But
because Green was not an Ontario citizen, he was
not eligible for funded treatment. As a result, the
couple used Cutler’s sperm. They didn’t expect any
problems, because his viral load was undetectable.
But after creating five embryos using eggs from a
local donor, they struggled to find a surrogate. They
signed with two different agencies who promised to
find them a match, but the pair kept hitting road-
blocks. Normally, the process takes a few months
to a year, but the pair spent four years trying with
no success.

The couple paid $15,000 total in “matching fees”
upfront. They knew that once an agency provided
them a match, they could not get a refund. “We
matched with a few surrogates,” Cutler says, “but
they had fertility problems. They wouldn’t have met

the clinic recommendations.” The agencies knew of
Cutler’s HIV status, and he wasn’t sure if it factored into the
matching process. Were the agencies not passing their pro-
file to surrogates because he was living with HIV? Or were
surrogates rejecting their profile once they saw his status?
Were the surrogates even informed about U=U? “We were
getting frustrated and suspicious it had something to do with
my status,” Cutler explains. “Were we being strung along?”
In 2019 the couple matched with a surrogate on their
own through a Facebook group. But they found that Cutler’s
HIV status kept coming up in ways that troubled them. “Our
doctor had to tell the surrogate of my HIV status, which
was a little strange because I'm undetectable,” he explains.
The couple were especially worried about this disclosure
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when the surrogacy failed. “It’s a violation of privacy that
is completely unnecessary,” he says. “These people aren’t in
our lives, but now they have this stigmatizing information.”

Changing regulations
Sperm and eggs from people with an undetectable viral
load have been approved for IVF since 2013. Because sur-
rogacy uses IVF, they are also approved for this process.
Despite this, there is still a lack of knowledge around U=U
in the surrogacy industry. This means intended parents like
Cutler are at a disadvantage. Surrogacy agencies report
that more people living with HIV want to have babies via
surrogacy, but this knowledge gap still creates barriers.

“Our clients include a number of intended
parents where one or both partners live
with HIV,” says Linsay Ambeault from JA
Surrogacy Consulting in Calgary, Alberta. Her
agency has worked with surrogates who car-
ried babies for people living with HIV. In her
work, though, “one issue we’ve run into con-
sistently is the lack of good-quality research
on HIV and surrogacy.” Materials do exist,
she says, but they tend to be from the United
States. This means clinic recommendations
may be different. As a result, she says U=U
is “an unheard-of concept in the surrogacy
world.” Well-meaning surrogates may refuse
a person living with HIV simply because they
don’t know the current science.

The policies of fertility clinics can also affect
intended parents living with HIV. Surrogacy in
Canada is governed by the Assisted Human
Reproduction Act. Until recently, this law was
vague about how clinics should store and treat
sperm from people living with HIV. As a result,
many clinics thought they were unequipped to
serve HIV-positive people. New regulations to the Assisted
Human Reproduction Act were introduced in 202o0: the
Safety of Sperm and Ova Regulations. These clarified the
use of semen from people living with HIV in IVF as well as
sperm donation. “People living with HIV can donate sperm
now and there’s a general consensus that reproduction is
safe for them,” says Sara Cohen, a reproductive lawyer in
Toronto. “However, doctors are still required to tell surro-
gates that the embryo they will carry has been created with
HIV-positive sperm,” she says.

These regulations have raised questions among HIV
experts and fertility doctors. They say that the new regula-
tions don’t distinguish between detectable and undetectable
viral loads in semen. As Cutler explained, forcing doctors to
tell surrogates about someone’s HIV status is discrimina-
tory. Also, many doctors don’t know how to apply the new
regulations to surrogacy. Tom Hannam is a reproductive
endocrinologist and director of Hannam Fertility Centre
in Toronto, which serves a large LGBTQ population. He
says that surrogacy for people living with HIV under the
new regulations is “much more difficult.” “This was never

the intent,” he says. “It was supposed to make surrogacy
more accessible and make it easier for people to work with
known donors.” The new regulations were also rolled out at
the start of the COVID-19 pandemic, which slowed down
fertility services overall. “The challenge is matching the
medical system to the legal system,” he explains.

The slow, complicated pace of progress for future parents
living with HIV is frustrating for experts. But the burden of
this is carried by the people who long to have children. In
Cutler and Green’s case, it was too little, too late. After their
failed surrogacy attempt in 2019, the couple decided to call
off their journey. They donated their remaining embryos
to their fertility clinic for research, which Cutler describes

“The challenge
is matching the
medical system to

the legal system.”

as deeply painful. “The sad part is someone had donated a
lot of baby equipment to us,” he tells me. It’s one of many
setbacks he’s faced as a man living with HIV, even in a
country known for its progressive medical system. “Living
with HIV made me appreciate the painful effects of stigma,
even when science says I am not a threat to anyone,” he
says. “I was not prepared for this stigma to still exist in the
surrogacy world.”

For Raposo, the challenges he faced have made him
more aware of how insidious the effects of stigma are—
and more determined to keep fighting them. “From that
experience, I always tell my son to go after his dreams and
never let anyone tell him otherwise,” he says. He is also
encouraging to other people living with HIV who want to
become parents. “HIV doesn’t make who you are and never
let anyone tell you the contrary,” he says. “You deserve and
have the right to be a parent like everyone else.” #

Alexandra Kimball is a journalist and non-fiction writer based in
Toronto. Her first book, The Seed: Infertility Is a Feminist Issue, was
published in 2019 by Coach House Books.
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My
Generation

HIV activism has been going strong for almost 40 years.
What can older and younger activists learn from each other?
Darien Taylor brings together a diverse group

of HIV activists to talk about their work.

ILLUSTRATIONS BY AARON MCCONOMY

oward the end of 2020, and in the midst of the COVID-19
pandemic, Darien Taylor sat down for a physically distanced Zoom
interview with four people living with HIV to get their takes on the
role of HIV activism: past, present and future.

Could you introduce yourselves?

MULUBA HABANYAMA: I was born with HIV. I've now been living with
it for 27 years. When I was 21, I decided to rip the Band-Aid off, so to
speak. I disclosed my HIV status publicly, and I've been doing activism
ever since. [ wear many hats, telling my story, speaking, and educating
young people.
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“The vulnerabilities of

certain communities,
HIV criminalization,
racism, discrimination,
homophaobia, lack of
access to care: these
issues are shameful.”

Muluba Habanyama
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TIM McCASKELL: I worked in the early gay movement in
the *70s and was involved in The Body Politic and Xtra!
magazine, and the Right to Privacy Committee, which
defended people after the Toronto bath raids. I was a
founding member of AIDS ACTION NOW! in 1987-88. 1
guess I'm a bit of a dinosaur.

TREVOR STRATTON: I work for the Canadian Aboriginal
AIDS Network. I'm the coordinator of the International
Indigenous Working Group on HIV & AIDS. I also am
engaged with the 2-Spirited People of the 15t Nations, a
community organization for two-spirited people in and
around Toronto. I was diagnosed with HIV in 1990, 30
years ago. As I age, I see my role as a mentor.

AIDAN DOLAN: With regards to activism, I have to say
I'm such a novice. 'm a baby activist. 'm here to talk
about my experiences as someone who is recently diag-
nosed with HIV. I am an aspiring artist and I'd like to
channel my identity into the work that I do.

What is your definition of activism?

TIM: The iconic AIDS activist group is ACT UP, and
Toronto’s AIDS ACTION NOW! was cut from that cloth.
Activism in the ’8os meant the involvement of people
who were directly affected by HIV/AIDS. Both ACT UP
and AIDS ACTION NOW! were volunteer organizations
without paid staff. We didn’t receive money from phar-
maceutical companies or government because those
were the people we had to bark at.

Nowadays the word “activism” seems to be used in
a much wider sense. But at AIDS ACTION NOW! we
always distinguished between activism and service
provision. For example, we did a lot of work around
treatment information in the early days. But when we
realized that the task of providing treatment informa-
tion was so huge that it required a service organization,
AIDS ACTION NOW! created the organization that
eventually became CATIE. We didn’t try to do it our-
selves because we didn’t have the capacity. I don’t
know how useful it is to make that distinction between
activism and services, but it was certainly one that we
made in the old days.

AIDAN: To me, activism is anything that works towards
a purpose. So, I think HIV services are totally a part of
activism. My involvement in Positive Youth Outreach at
the AIDS Committee of Toronto is what got me inter-
ested in this interview. HIV services build community
directly. As someone interested in art, I think a lot about
General Idea, and the AIDS quilt, and Keith Haring.
That art-based activism became part of queer culture.

MULUBA: Activism is taking a stand, fighting, and try-
ing to be a part of the change. I think Tim’s distinc-
tion between activism and service provision is very



interesting. A little pot of money to tell our story is
sometimes appropriate. But then there are protests that
you go to because you want to. I don’t think activism is
always doing the actual work. For example, during the
recent Black Lives Matter protest in Toronto, a white
friend who has lots of experience organizing protests
made sure there was enough security there. Being an
ally is important, too.

TREVOR: My thoughts around activism have evolved.
I remember right after I was diagnosed, two big First
Nations guys came up to me in one of the gay bars and
said, “Welcome to the family. Have you heard about
2-Spirited People of the 15t Nations? We are reclaim-
ing our traditional roles. We have thousands of years
of history.” I was blown away by the psychic energy of
their activism, even though I wasn’t ready to join them
yet. After my HIV developed into AIDS, I finally started
feeling like I was an activist, and I started travelling to
different First Nations to share my story. There were
people in those communities living with HIV who didn’t
want to disclose. It was too dangerous for them. But
they would set up the chairs for the meeting, or they’d
be cooking in the back. And that is activism to me.

It’s different now that HIV is a manageable illness.
What motivates an activist now that there is no sense
of desperation? And what does activism mean with
COVID? But lastly I want to say this: there are different
layers of activism. Most service providers are activists.

They’re trying to keep government and institutions in
”Th e I’EUI Ch a ”E' n g e chegk. Thgn f?here are ﬁeople within government and
the private sector working within the system to gener-
ate change. And then there are independent activists

that fUCE’S GCtIVIsm who keep us all in line.

What changes have you seen in activism over

these days is to the years?

MULUBA: [ was born in 1993 and diagnosed in 1995.
waor k tO g e th erasa There were a few medications at the time. They weren’t
the greatest, but I acknowledge that they were available

. to me because of the work of activists. I'm thankful for
communi ty Wh en that. Because of how far we’ve come since those days,
activism looks a little different. People with HIV are liv-

J . ing long lives. We're able to get a PhD ourselves, and
were no I on g era I I In sit at the table as equals with the experts. That’s amaz-
ing. But sometimes we have to use the old methods.

We have to be rowdy and loud. The vulnerabilities of

)
th E’ S CI m E b O CI t. certain communities, HIV criminalization, racism, dis-

crimination, homophobia, lack of access to care: these

- issues are shameful. As I get older, the activist passion

TI m M o ca S ke I I is rising in me. We have to find our talents and use them
in this fight.

AIDAN: Maybe I can talk about what I know about activ-
ism and access to services. The Toronto AIDS Memorial
has an Instagram page that posts stories memorializing
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“Most of my work is

international and
I'm like, ‘Why the
hell can’t we get
HIV medication for
everybody on

the planet?”

Trevor Stratton
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loved ones that folks have lost to AIDS. It is a great way
for people my age to connect to the history of HIV/AIDS
activism and to hear stories from elders in our com-
munity on a platform we are actively engaging with.
I visit it almost every day. It makes me feel less alone.
Personally, I had tremendous access to lots of dif-
ferent HIV services: counsellors, testing, mental health
supports. But I still struggled so much, and I still became
HIV-positive. It goes to show that the story isn’t over
yet. Of course we all want to end AIDS, but there is
something about young people who are continuing to be
diagnosed with HIV that we need to discuss further. 'm
grateful for all the hard work of past generations to build
this network of services because HIV doesn’t feel like a
death sentence. I don’t think it’s easy, but I have hope.

TIM: Activism has changed a lot because society has
changed a lot. In the ’8os, when AIDS ACTION NOW!
started, our society was much less disparate. The gap
between rich and poor was not nearly as great as it
is today. The gap around marginalization and poverty
has become racialized, and so that throws anti-Black
and anti-Indigenous racism into the current mix. When
we were all in the same boat, it was relatively easy to
say, “OK, this is an issue that affects all of us.” But as
society pulls itself apart, and some of us get services
and others don’t, suddenly we're in different boats.
We're fragmented.

And the other thing is that the level of risk people
are asked to embrace if they’re going to be an activist
has changed. If you look back at those early days of
AIDS ACTION NOW!, most of the members were white,
relatively educated gay men. So, even though all this
horrible shit was happening to us, we had a certain
level of privilege that allowed us to barge into a govern-
ment office and lock ourselves to the furniture. If you
were an undocumented person and you did that, you'd
be deported. The level of risk is really, really different
for people. To me, the real challenge that faces activism
these days is to work together as a community when
we’re no longer all in the same boat.

TREVOR: People who are already disadvantaged, people
who are not in control of the health policies and legal
frameworks in which they live, seem to be much more
vulnerable to HIV. It’s someone else’s system: it wasn’t
really created for Indigenous people. It wasn’t really
created for African, Caribbean, or Black people. This
system is very risky for us.

If T feel strong and enfranchised, why should I be
an activist? Why should I disclose my HIV status to
anybody? Why not just take my pills, and go to work,
and get my degree, and buy my big house? Why should
anybody even need to know I have HIV? The burden of
activism has shifted to populations and people who are
not privileged, which makes it difficult. When privileged
people are activists, more doors open for all of us.



What are the issues that currently need an activist
response to move them ahead?

MULUBA: For people born with HIV, the transition from
the children’s clinics where everybody does everything
for you to the system of health care for adults could be
improved. I know it’s nice to be taken care of, but there
are some things that the young people who grew up in
the protective environment of CHEO [Children’s Hospi-
tal of Eastern Ontario] in Ottawa and SickKids in Toronto
don’t learn, that they need to know about as adults.

TIM: We know that a major driver of HIV infection is
crystal meth use. Yet I still hear fuck-all from AIDS
service organizations. Everybody sits on their thumbs
because they’re so afraid to talk about drug use. A clear
warning to people is needed: “Don’t go there. Meth is
a bad one.” Crystal meth use is a pretty concrete issue
where a lot more could be done and it’s not going to
come from institutions. It’s going to require some grass-
roots activism by people who’ve managed to come out
on the other side of it.

AIDAN: And there is another side. I came out of it. I'm
eight months sober off of crystal meth, and I was diag-
nosed with HIV while I was using. It was difficult. I blame
my diagnosis on crystal meth. So hit the pavement, get
out there, talk to your friends, talk to your family, because
there needs to be a collective effort to address HIV.

”H It th e p agvemen t, TREVOR: Most of my work is international and I'm like,

“Why the hell can’t we get HIV medication for every-

body on the planet?” The prices for medication, the lack

g e t OUt thE‘I’ E’, tU I k tO of distribution networks, and the absence of political
will to save lives—it’s apartheid. This situation is com-

. pletely unacceptable for me. And it doesn’t bode well

y our fl’l en CIS, tCI Ik tU for COVID vaccines either. The criminalization of HIV—
and I'm not just talking about the criminalization of HIV

. non-disclosure—I'm talking about the criminalization

y our fU mi I y ) b ecause of same sex relationships, of sex work, the criminaliza-
tion of simply being transgender, the criminalization of

drugs. It’s killing people. We should all be ashamed. I

th ere nee CIS tO b ea can’t say it any more plainly than that. 4

Darien Taylor has been living with and working in HIV for

CO”E’CUVE’ E’ffD I’t tO the past thirty-plus years.

Trevor Stratton is a citizen of the Mississaugas of the Credit

a d d ress HI V n First Nation and works for the Canadian Aboriginal AIDS

Network (CAAN).

Tim McCaskell is a gay activist dinosaur and a founding

Aidan Dolan member of AIDS ACTION NOWL.

Muluba Habanyama is a human rights activist and communi-
cations specialist who has been living with HIV since birth.

Aidan Dolan is a queer non-binary artist and baby activist
living in Tkaronto/Toronto.
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CATIE at 30

As CATIE turns 30, three employees reflect
on their time at the organization and how it
has evolved over the years.

INTERVIEWS BY RONNILYN PUSTIL

DARIEN TAYLOR

Time at CATIE: 1991 to 1993 (board
member), 2004 to 2012 (employee)
Position: Director of program delivery

My history with CATIE started in
1989 with AIDS ACTION NOW!—the
activist organization in Toronto that
created the idea of CATIE and got it
off the ground. One of our early initia-
tives was the Treatment Information
Exchange (TIE) project, which was
national and included a phone-line
component. CATIE originally stood
for Community AIDS Treatment Infor-
mation Exchange. When it became a
national organization with govern-
ment funding in 2000, it became the
Canadian AIDS Treatment Informa-
tion Exchange.

I've always been attracted to the idea
of knowledge exchange. When I found
out I was HIV positive in 1987, I started
reading booklets from the United States
that were filled with research data in
plain language for people with HIV. It
was incredibly reassuring to have that
knowledge at a time when there was
so little that you could do for yourself.
Putting scientific information into sim-
ple language so people with HIV could
participate in these conversations was
important to me. At CATIE I was able
to do this full-time.

As CATIE’s director of program
delivery, I worked with the educators
to deliver workshops and information
to people with HIV. In the course of my
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“I've always
been attracted
to the idea of
knowledge

exchange.”

job, CATIE began to focus on service
providers, so we shifted a lot of our
knowledge translation work towards
them. I had about five staff in my
department, and during that time I
was able to streamline the “syllabus”
that they delivered. I also worked on
Managing Your Health, which was our
comprehensive resource for people
living with HIV.

Seeing through the revisions to
Managing Your Health was one of my
biggest accomplishments at CATIE.
Working on that was very difficult.

We fell behind on it and lost our
editor, so I felt an enormous amount
of relief when it was finally completed.
I remember back in the day at AIDS
ACTION NOW! we were working on
what we believed would be a pamph-
let for people with HIV and AIDS, and
that eventually became Managing Your
Health. There’s something important
about it—it’s so substantial and is so
tied in with the beginning of CATIE.

My own health has always been
good. I was able to last a long time
without treatment. I started taking
meds in 1996, then stopped four years
later because of side effects. I went
back on them in 2004. At CATIE I was
the only director with HIV, and some-
times it was hard being a woman and
a person with HIV. In 2012, I started
to get impatient with the science of
U=U [undetectable = untransmissible]
and was feeling constrained at work.
People were so cautious about saying
that treatment could prevent transmis-
sion. I thought, “I'm 55. Maybe now is
a good time to acknowledge that in
HIV years I'm actually 65, and just
do my own thing around the house in
my slippers with the cats.” I've been
retired for eight years now.

RALPH WUSHKE
Time at CATIE: 1996 to 1999
Position: Treatment information
consultant (TIC)

My move to CATIE was really an
escape from Saskatoon, where I had
been the executive director of AIDS
Saskatoon. From late 1994 to spring
1996 I was on long-term disability with
HIV and I was incredibly depressed,
more because of heartbreak than HIV.
Out of this desperate unhappiness, I
decided to move to Toronto. I got a job
and moved there in June 1996.

At CATIE, I was a TIC—treatment
information consultant. We were on
the phones eight hours a day, five days
a week. We got all kinds of callers
asking about treatments, side effects,
complementary therapies, and so on.
Many people needed peer support and
counselling, but we weren’t trained as
counsellors and we were forbidden to



“I was the
listening ear

for people who

were having a
rough time.”

do it. Of course, we all did some of
that. It was a balancing act.

[ am a pastor and a theologian, and
I try to live ethically. At CATIE, that was
the other sort of role I had. In 1978
I was ordained as a Lutheran pastor,
but I was kicked out of the ministry in
the mid-1980s because I came out as
gay. Despite this, I never left my faith,
and everybody at CATIE knew that I
was a Christian. Often people would
slink around to my office and say, “Can
I come in for some pastoral care?” I
was the listening ear for people who
were having a rough time.

When I started at CATIE, combina-
tion therapy was new and the clinical
trials for AZT, 3TC, and indinavir were
happening. Dr. Sharon Walmsley was
running a clinical trial with that very
combination, which saved my life. At
the beginning, my T4 count was 14. I
had some minor but stubborn infec-
tions, like molluscum contagiosum,
a viral skin infection that had spread
to my face. Within a year of taking
treatment, my T4 count was in the
400s—well within a normal range. So,
while I was at CATIE, I was tracking
this improvement in my own health.

Personally, I got a lot out of working
at CATIE. I had fled Saskatoon to save

my life because I was in deep emotional
trouble there. When I was at CATIE I
would work out at the Y and I always
started out on the stair climber. Most
days when I got on the stair climber
I'd start crying as I thought about my
life back in Saskatoon. By the end of
my first six months at CATIE, I was on
the stair climber and realized I wasn’t
crying anymore. Il never forget
that moment. Suddenly it was like,
“Oh, the world is a different colour!”
The abysmal greyness and sadness
and weightiness was over. Life had
begun again.

SEAN HOSEIN
Time at CATIE: 1990 to present
Position: Science and medicine editor

Aside from being the science and
medicine editor, I'm also one of the
cofounders of CATIE, along with
George Smith and Alan Cornwall.
When we started CATIE in 1990, we
were working together as part of the
Treatment Information Exchange.
People with HIV were being neglected
simply because HIV was seen as a dis-
ease of gays and drug users, who were
despised by the larger society (and still
are to some degree). They were being
neglected, so we decided to stand with
HIV-positive people and try to help
them through this terrible crisis.

One of the things we found out was
that doctors were having a hard time
keeping up with the latest informa-
tion—it was changing so fast. So, there
was a need to help both doctors and
people with HIV find out more about
the disease, prevent AIDS-related
infections, and know that treatments
were in the pipeline.

Before working at CATIE, T had been
writing a column called Treatment-
Update in community newsletters
since 1985. This covered HIV and
potential treatments. After we founded
CATIE, I continued to do this and also
sat on the board for the first two years.
I still write TU today, but now I write
about many more topics, and I also
write CATIE News articles. Back in
the early 'gos, because very little was
known about the virus, everything

was experimental. There was a sense
of urgency, as people were getting
very sick and dying. You didn’t know
who would be alive from one week to
the next.

Now, thanks to treatment, many
people with HIV will live into their sen-
ior years.Among people who know their
status and who adhere to treatment,
AIDS-related infections are rare. Back
in the early '9os, the goal and focus for
doctors and patients was about surviv-
ing the next life-threatening infection.
Now it’s about growing older. So, part
of what I do is help people focus on
aging well with HIV.

I think that in the next 10 years
or so the virus will be brought under
control. There might even be a vac-
cine, because right now, based on

“Part of what
I do is help

people focus

on aging well
with HIV.”

studies in monkeys, we have the first
vaccine that might reduce the risk of
HIV transmission by 70 percent. I'm
hopeful that the next generation of
vaccines could aim for an 8o or 9o
percent reduction. What I'm saying is,
I think my job will become unneces-
sary 10, 15 years from now. My hope
is that I'll be able to retire and live in
an AIDS-free world. 4
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Sharing the experience of living with HIV through creative works

Ametitor [Dizzying], 2019

Confession,
Care & ‘
Community

Multimedia artist Dee Stoicescu talks to
Jessica Whitbread about finding community
and finding themself.
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Dee StoicescuisaRomanian-born

queer artist and writer from Toronto.
Their art is a deeply personal and
poetic account of their journey to
reconnect with their Romanian ances-
try and navigate deep family secrets.
Dee’s work engages queerness, HIV,
immigration, and childhood; it tries to
express their need for understanding
from their family and their desire to
find community.



Jessica: Can you tell us a little more
about yourself and your work?

Dee: 1 like to think of myself as a
creative human. Currently, I am the
coordinator of a 2SLGBTQ+ youth
centre. I really enjoy working with
young folks. They have helped me to
open up about my non-binary identity
and become more comfortable explor-
ing what that means as a queer person
living with HIV.

Queer Virus: Radical Sick Queer
Softness and Romanian Diasporic
Identity (2019, pictured) is a digital
photo series that was my entry point
for reflecting on my illness in relation
to society. It’s my “the personal is polit-
ical,” if you will. This work features a lot
of “firsts” for me and it’s experimental
in many ways. After my sister gave me
a camera I played around with editing
software to layer and pixelate images,
and it was the first time I felt comfort-
able being public about my diagnosis.

Because the images are taken in
a domestic space, the work is deeply
intimate. I like to think that intimacy
crosses time and space and is actually
quite a public feeling. It's a way of
connecting with my ancestors through
everyday objects and settings and
sharing that with the world.

J:I'm very intrigued by your choice

of overlapping images—together

they have an eerie, abandoned,
post-Soviet feel. Maybe this is the
ancestors telling their secrets?

[ was pleasantly surprised at how
“eerie” it ended up. I'm really inter-
ested in theories of “haunting” and
being in touch with past histories.
Thinking of histories as a haunting
can remind us of things unsaid or left
unfinished, whether on a personal,
family, or community level.

The choice of overlapping images
is a way of representing my complex
experience of living with HIV. I'm also
queer, non-binary, living with a dis-
ability, Romanian, a first-generation
immigrant, and a white settler on
Indigenous land. These are complex
experiences that I embody everywhere
I go.

This series was also my attempt at
reconnecting with a past that [ wanted

to forget when I was younger. When [
learned about my HIV at 14, I turned
away from Romania as a birthplace.
This is a big regret of mine now,
because I lost language and the ability
to speak and connect to my extended
family. I use Romanian titles as an
attempt to regrasp this “lost” language.

J:In one of your writings you state,

“I try to channel my inner sickly child in
my work as an artist and activist today,
listening back across time and the ocean
for its hopes, fears, secret thoughts and
longings. | wish someone had told me
that my body is perfect just the way it

is.” Can you speak more to that?

D: Coming to terms with my diag-
nosis was incredibly confusing and
scary for me. Because I was so ill, I

I am the only poz person in my
family. My family’s relationship to HIV
is complicated, and they tried some
interventions in my teens and early
20s that I wish hadn’t happened, but I
understand. My mom is Orthodox and
wanted to support me through reli-
gion, which never felt healing for me.
[ wish [ had more community-oriented
support when I was first diagnosed. It
was hard navigating these things on
my own. These days I talk freely about
HIV with the women in my family—
and they listen and support me in the
best ways that they can, which con-
tributes to my overall healing practice.
I'm grateful for them.

Coming into my feminist self has
really helped me grow and strengthen
my relationship to my body and to my

Intreruperea corporald [Bodily Interruption], 2019

£

7

“The choice of overlapping images is
a way of representing my complex
experience of living with HIV”

was diagnosed with AIDS. It’s like a
time anchor: there is my life before
diagnosis, and then life after. My ill-
ness created a lot of shame and anger,
which 1 reflected inwards because
there wasn’t anyone to talk to about
it—I didn’t know where it came from.
Eventually, I found out about the
babies and children who were infected
with HIV in medical settings in Roma-
nia. [ was one of them.

HIV. I now feel a sense of agency over
my body, my sexuality, and my gender
identity. I needed someone to tell me,
as a teenager, that living with HIV can
be a normal experience and to not
be scared.

J: Queerness is an ongoing theme

in your work. Backgrounds (2019) is
one of your recent written works that
speaks to your desire to reconnect
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Sa te faci bine! [Get well soon!], 2019

with your Romanian memories

but also connect with community.

In this piece you write that “HIV+

femme and queer bodies still get left

out of history.” Can you talk more

about this?

I'love my queer community—it’s where
I feel the most authentic.

However, I've had a hard time
finding an HIV community in the
city, and I haven’t found where I
belong yet. Once, at a prominent HIV
organization, I was speaking to the
women’s group and someone said
that my non-binary identity doesn’t
exist. I also heard a lot of transphobic
comments in this organization. I didn’t
feel comfortable going back, and there
is nothing for queer and non-binary
women/femme-identifying people. HIV
discourse and service provision rely
heavily on the binaries.

My art and writing try to bridge
this gap. I make art for myself first;
it’s deeply healing and therapeutic to
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reflect on what’s going on inside and
to make that visible. Anyone can be
an artist! I truly believe that artists
keep the world going. We all rely on
or consume art in one way or another.

Conventional narratives of history
leave lots of folks out. It’s important
that we reclaim these histories and
rewrite them for ourselves. Also,
you [Jessica] were the first queer
HIV-positive woman I'd ever heard
about, in a women’s studies class
at York University. We need more
representation and mentorship oppor-
tunities for young, HIV-positive, queer
femmes, and non-binary folks. I've felt
alone most of the time, but 'm slowly
finding ground and learning how
my experience is connected to other
HIV-positive people.

J: It amazes me that almost 40 years
into the epidemic, we're still almost
invisible. Where do you see your work
going next?

D: I can’t even believe it’s been that
long and we’re still here! I'd like to
continue exploring writing—it’s a very
different process than digital art. I'm
also an entrepreneur and curator. I
run an online store for vintage cloth-
ing, antiques, and oddities, which
allows me to explore my creative side
while also paying rent.

Art is self-care and community
care. By telling these stories, I am
part of something bigger than myself
and these connections matter. Art also
helps facilitate connections and bridge
differences between communities. I
would love to collaborate with other
folks living with chronic illness in
making art. I'd love one of my future
projects to be a collaborative zine or
anthology created by queer and dis-
abled folks. #

Jessica Whitbread is Canadian-born artist
and advocate working in global move-
ment building.



CONTRIBUTE

Want to share your story in The Positive
Side? Send your name, where you live
and 150 words describing your story to
contribute@positiveside.ca. We prefer
email, but you can also mail your contri-
bution to our office. (We will not return
originals; please send a copy.) No calls,
please. We will contact those people
whose stories we are considering for
inclusion. Contributions will appear in
print and online. We can use a pseudo-
nym to protect your identity. We do not
accept poetry and we do not promote
commercial products or services. The
full contribution policy is available at
www.positiveside.ca.

CATIE. For more information, contact CATIE at BY USING *
info@catie.ca.” ; )
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Production of this document has been made
possible through a financial contribution from
the Public Health Agency of Canada. The views
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IMPORTANT: Decisions about particular
medical treatments should always be made in
consultation with a qualified medical practi-
tioner knowledgeable about HIV-related illness
and the treatments in question.

CATIE in good faith provides information
resources to help people living with HIV who wish
to manage their own health care in partnership
with their care providers. Information accessed
through or published or provided by CATIE,
however, is not to be considered medical advice.
We do not recommend or advocate particular
treatments and we urge users to consult as broad
arange of sources as possible.

We do not guarantee the accuracy or com-
pleteness of any information accessed through
or published or provided by CATIE. Users relying
on this information do so entirely at their own . .
risk. Neither CATIE nor its funders nor any of their CATIE delivers free harm reduction resources to
employees, directors, officers or volunteers may
be held liable for damages of any kind that may . [ . .
result from the use or misuse of any such informa- I nd IVId uals a nd Orga nizations across Canada'
tion. The views expressed herein or in any article
or publication accessed through or published or
provided by CATIE are solely those of the authors
and do not reflect the policies or opinions of

CATIE or the views of its funders. @ www.orders.catie.ca DA orders@catie.ca ¥ K] caTiEinfo

Disponible aussi en francais.

CATIE is Canada’s source for up-to-date, unbiased
information about HIV and hepatitis C. For details,
please visit www.catie.ca.

PERMISSION TO REPRODUCE: This docu-
ment is copyrighted. It may be reprinted and
distributed in its entirety for non-commercial
purposes without prior permission, but per-
mission must be obtained to edit its content.
The following credit must appear on any
reprint: “This information was provided by
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