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Introduction

More than seven million people in the Republic of South Africa are currently living with HIV." Despite the
fact that South Africa is home to the largest global antiretroviral treatment programme, HIV prevalence
remains high at 19 per cent.?2 Prevalence varies markedly between populations and key populations
experience a disproportionate burden of HIV due to barriers to accessing services. These barriers
include stigma, discrimination and criminalisation that leads to unsafe behaviours. South Africa’s
National Strategic Plan for HIV, TB and STls 2017-2022 (NSP) characterises key populations as gay
men and other men who have sex with men; sex workers; people in prisons and other closed settings;
transgender people; and people who use drugs.

Key populations uptake of HIV services is dependent upon quality, as well as actual and perceived
stigma and discrimination on the part of health providers.® While recognising the critical role played by
targeted HIV prevention and treatment initiatives, primary healthcare services for key populations in
South Africa remain inadequate. Key populations are not receiving services due to pervasive stigma,
discrimination, and disapproving attitudes from both clinical and support staff at primary healthcare
facilities. Insufficient training on key populations for health workers have left providers ill-equipped to
address the health needs of key groups and perpetuates stigmatising and discriminating practices.*

There is also a need for clinicians to develop the knowledge and skills necessary to conduct a
comprehensive risk assessment for members of key populations. According to the Joint United Nations
Programme on HIV/AIDS (UNAIDS), “failure to provide adequate HIV services for key groups, such
as gay men and other men who have sex with men, people in prison, people who inject drugs, sex
workers and transgender people, threatens the global progress of the HIV response”.®

Individuals at increased risk of acquiring HIV in South Africa are not obtaining the services they
need. The World Health Organization (WHO) has called for the implementation of strategies and
activities that aim to improve uptake, availability, quality, and effectiveness of HIV interventions for
key populations through improvement and maintenance of provider attitudes, knowledge, and skills.
“Healthcare workers should be given the necessary resources, training, and support to provide services
to key populations. At the same time, healthcare providers should be held accountable when they fail to
meet standards based on professional ethics and internationally agreed human rights principles.”

The NSP is the guiding document for the Department of Health’s approach to epidemic control, provides
strategic direction regarding HIV prevention, care, and treatment initiatives to curb the epidemic, and
promotes the department’s mission of a long and healthy life for all South Africans. Goal Three of the
NSP is to reach all key and vulnerable populations with customised and targeted interventions, including
capacity-building programmes to improve the skills of health providers to address the needs of key
and vulnerable populations, and strengthen their ability to deliver services in a compassionate, non-
discriminatory manner.®

The purpose of the Key Populations Sensitisation and Competency Development Toolkit is to increase
demand and supply of key population-friendly HIV prevention, care, and treatment service, to improve
primary care health outcomes and achieve UNAIDS 95-95-95 targets.

The toolkit will:

e Sensitise clinical and support staff at primary care and community level on issues related to
stigma and discrimination as they relate to five key populations:

» Sex workers

« Gay men and other men who have sex with men
« Transgender people

« People who use drugs

e People in prisons and other closed settingsProvide health workers with the knowledge and skills
necessary to perform a comprehensive and sensitive risk assessment of key population members.

e Provide health workers at facility level with the tools and resources necessary to treat, care for,
and refer key population members to appropriate services.

-—
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How to use this toolkit

The multimodal Key Populations Sensitisation and Competency Development Toolkit provides health
educators, trainers, mentors, and managers with a variety of interactive learning activities that may
be used in the classroom, the workplace, or for independent study. The story-based approach provides
the opportunity to learn from the lived experiences of individual key population members from a
variety of sociocultural backgrounds in South Africa. Toolkit activities are based upon evidence-based
adult learning principles. Learning materials may therefore be accessed as needed, depending on the
learner’s knowledge and skill gaps. Materials need not be accessed in order. The toolkit includes the
following resources:

Classroom training sessions
Lesson plans and session workbooks for facilitators
Session workbooks for participants

Case studies
Job aids
Resources
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Acronyms

ANC Antenatal care

ARV Antiretroviral drugs: Medication used to inhibit HIV at specific phases of its life cycle

ART Antiretroviral therapy

CDC Centers for Disease Control

DOT Directly observed treatment/therapy

ECP Emergency contraception pills

EPOA Enhanced peer outreach approach

HCT HIV counselling and testing

HBV Hepatitis B

HCV Hepatitis C

HIV Human immunodeficiency virus: A retrovirus that causes AIDS by infecting helper T cells of
the immune system

HPV Human papillomavirus

HSV Herpes simplex virus

HTS HIV testing services

I-TECH International Training and Education Centre for Health

LGBTI Abbreviation for ‘lesbian, gay, bisexual, transgender, intersex’

NSP National Strategic Plan for HIV, TB and STls 2017-2022

OST Opioid substitution therapy

PDSA Plan, do, study, act

PEP Post-exposure prophylaxis

PEPFAR President’'s Emergency Plan for AIDS Relief

PICT Provider initiated counselling and testing

PrEP Pre-exposure prophylaxis: Combinations of antiretroviral medications used by HIV-
negative individuals to lower their risk of becoming HIV positive if they are exposed to
the virus

PHC Primary healthcare

Ql Quality improvement

SANAC South African National AIDS Council

SAPS South African Police Service

SNS Social networking service

STI Sexually transmitted infection

B Tuberculosis

UNAIDS Joint United Nations Programme on HIV/AIDS

VMMC Voluntary medical male circumcision

WHO World Health Organization
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MODULE 1: Overview of key populations

The learning objectives for Module 1 will be covered in the following sessions:

Session 1 — Key populations defined

Define key populations
List the five key population groups
Explain why key populations are at increased risk of HIV acquisition and transmission

Session 2 — Human rights

Describe the legal and human rights of key populations and persons who are HIV
positive

Recognise that a human rights approach in health facilities increases access to
tailored services

Discuss personal experiences with human rights violations and identify specific
strategies to increase the enforcement of human rights in the future

Session 3 — Stigma and discrimination

Define and understand stereotypes

Define and understand stigma

Define and understand discrimination

Consider the impact of our own biases and discriminatory behaviours

Session 4 — Violence and abuse

Define violence and abuse

Consider the types of violence and abuse that occur in health facilities
Identify strategies to build healthy relationships

Discuss what to do when you witness violence or abuse in a health facility
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LESSON PLAN
SESSION 1 - Defining KEY POPULATIONS
Learning objectives
At the end of this session, participants should be able to:

* Define key populations
« List the five key population groups
»  Explain why key populations are at increased risk of HIV acquisition and transmission

Session overview

Learning objectives and background Key populations defined Slides 27-28
Defining key populations Large group discussion, fill in the blanks Slides 29-31
Determinants of health affecting key Large group discussion Slides 32-33
populations and intersectionality

Welcome to programme and purpose of Video Slides 34-35
the toolkit

Closing Questions and answers Slide 36

Indicates a workbook prompt.
Show slide 27

READ Learning objectives for the session.
Show slide 28

South Africa=1in5
people lving with HIV glabally

SAY: More than seven million people in South Africa are currently living with HIV. Though South Africa
has the largest antiretroviral treatment programme in the world, HIV prevalence remains high at 19 per
cent. Certain groups experience a disproportionate (higher) burden of HIV due to barriers to accessing
services. These groups are called key populations.

For example, HIV prevalence among the approximately 150 000 female sex workers in South Africa
ranges from 48 per cent to 72 per cent, compared to 14.4 per cent among adult women in the general
population. There is higher HIV prevalence (28 per cent) among the 1.2 million men who have sex with
men, the 67 000 people who inject drugs (14 per cent), and inmates (23 per cent).

Show slide 29

Key populations are at
increased of
__HIV, because of barriers
to accessing health
services that leads to

FE—- B B

SAY: Please take a moment to consider the missing words here. When you have them, you can fill the
missing words in your workbook.
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ASK participants for the missing words. When participants respond correctly, CLICK to the next slide
to reveal the missing words (allow three to four attempts).

Show slide 30

Key populations are at
increased risk of exposure
to HIV. because of barriers

to accessing health
services that leads to
unsafe behaviours

FE— W R

SAY: Key populations are defined groups who, due to higher-risk behaviours, are at increased risk of HIV.
ASK: What are “higher-risk” behaviours? Elicit replies. Highlight the following, if not mentioned:

* Unprotected sex

*  Multiple sexual partners

* Sharing of needles or equipment

SAY: Groups such as adolescents, orphans, and migrants are considered vulnerable populations, meaning
that they are vulnerable to HIV in certain situations or contexts. So these populations are not affected by HIV
uniformly across all countries and epidemics. This toolkit does not specifically address vulnerable populations,
but much of the guidance can apply to them as well.

Show slide 31 (animated)

5 Key Populations

1. Sex workers _

2. Gy men and other men ppey
who have sex with men aLELT
3. Transgender peopls
4. People who use and inject
drugs
. Peaple in prisons and other
closed settings

FE— B R

on

NOTE This slide is animated. Once participants answer the question below, CLICK to reveal the five key
populations.

ASK volunteers to name the five groups. When sufficient time has passed, CLICK to reveal answers on
slide.

SAY: The NSP 2017-2022 defines key populations for South Africa as:

Gay men and other men who have sex with men
People who use and inject drugs

Transgender people

People in prisons and other closed settings

Sex workers

ahwON=

w
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Show slide 32

Determinants of Health Affecting
Key Populations

i = Sacialand cultural
{Newn-Biclagicall m

* Anatomry = Stipma, discominatian *© Candom use
* 5Tl = Policy/lepal issus=s v PrEP pie

4 Anule HIY = Powerly ardd sionemic = Carlraceplive
infecrian hardshia e
e nidy = Valenos « Sunstance uEe
::l:-l:w;l = Power iImbaknce * Unsate sl
- = Farmity ard soccia practcos
= Yiral hepattis 3
. B suapor * Hisk peroeption
= b * Lack of health
literscy
FE— o gt

SAY: We already know that key populations are at increased risk of exposure to HIV, TB and STls.

* All key populations experience high levels of stigma, discrimination, violence and other rights abuses,
which create barriers to access healthcare and other essential services

e These not only affect their overall wellbeing, health, and rights, but also impact their decision-making
power and opportunities to seek and adhere to HIV, TB and STI treatment

* Realities, risks and needs are further influenced by discriminatory laws, policies and practices affecting
their ability to make informed choices about all aspects of their lives

EXPLAIN that factors influencing HIV vulnerability can be grouped into three main categories: biological
factors, social/non-biological factors, and behavioral factors.

* Biological factors. It is easier for HIV to be transmitted through condomless anal sex than through
condomless vaginal sex, as the rectum is more susceptible to tearing during sex. Also, in penile-vaginal
heterosexual intercourse, the risk is higher for the woman because of vaginal anatomy than for the
man. A person’s anatomy (combined with specific sexual activities) can influence the likelihood of HIV
infection. If a person has another sexually transmitted infection (STI), that can increase the likelihood
that they will contract HIV.

There is a particularly high risk of HIV when having sex with a person who has recently become infected. The
viral load at this point in HIV infection is very high, and a person can be more likely to be unaware of their
HIV status.

e Social/cultural factors. Many HIV prevention campaigns often only talk about the risks of heterosexual
sex, and there is little appropriate information available to men who have sex with men, sex workers,
transgender women, and people who use drugs, which can give them the false impression that they are
not at risk.

Sex workers may find it difficult to persuade their clients to use condoms, or may be offered more money to
have unprotected sex, increasing the risk of exposure to HIV. In some instances, HIV programmes target
female sex workers, but none target male or transgender sex workers.

Where anti-retroviral drugs (ARVs) are widely available, a climate of optimism about the effectiveness of this
treatment may lead some HIV-positive people to take more risks related to sex (such as not using condoms).

Dependence on one’s family for emotional, economic and educational support often deters young men in
particular from disclosing their HIV status, which makes it difficult to access them with services designed for
men who have sex with men.

Men who have sex with men and transgender women are more likely to experience depression due to social
isolation and disconnectedness from health systems, which can make it harder to cope with aspects of HIV
such as adherence to medication.

e Behavioral factors. Certain behaviours increase the risk of becoming infected with HIV. For example,
having multiple sex partners, not using condoms consistently, having sex while under the influence of
drugs or alcohol, etc.

Alcohol and drugs are a common part of socializing in some communities. Drink and drugs can make it more
likely that people will have condomless sex and a higher number of sexual partners.

Some types of drug use (such as injecting drugs and using non-sterile needles) increases the likelihood of
transmitting HIV. Smoking crack cocaine, marijuana, etc. do not put a person at risk for getting HIV; however,
they may affect decision-making or unsafe behaviour.

i
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Show slide 33

Intersectionality

+ Intersectionality: social determinants, povwer dyaamics and
sbruckurs Factors intevsect to disadvantags key population
groups baseo an their chametenstes and contoss,

+ Koy papalation graups aftan ceerlap:

— Some groups [men who hzes secwtth men, peopls who use
ErURs, ransgender peonie, s workors| are more lssy 1o e
Farmuless doe fo sl igma aml deariminat e

= Erapks pmamen and meeowhe hess seewith men, fansgsnlee
weomen, andio home ess people of all apges] may pleo be
CNRARTR I 52K wWork
=eopkz Inany of Ewse roups may engage i drug use, oio.

* Young peapts |10-24 years] wha 2l inte key popalation
graups caperiencs ncreased vl nerakility to HIY sxposune.

= &

EMPHASISE that many key population groups overlap, and you can never assume to know the full story of what is
happening in a client’s life by appearances.

EXPLAIN Intersectionality is an approach to understanding and responding to the multiple social factors that intersect
in dynamic ways to privilege or disadvantage people depending on their characteristics and contexts. It is used as a
framework to improve health equity by identifying and addressing the social determinants, power relations and structural
factors that drive health inequity.

Source: WHO, 2014. Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key populations.
http://apps.who.int/iris/bitstream/10665/128048/1/9789241507431_eng.pdf?ua=1&ua=1

Show slide 34

g i ik
SAY: Meet Steve, human rights activist and co-chair of the South African National AIDS
Council.
Show slide 35

FE— i M

PLAY Video clip #1: My name is Steve
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Show slide 36

Questions?

YT
4 !

FE— & B

ASK if there are any questions before moving on to the next session.
THANK participants for their attention!
LESSON PLAN
SESSION 2 — human rights
Learning objectives
At the end of this session, participants should be able to:
» Describe the legal and human rights of key populations and persons who are HIV positive

* Recognize that a human rights approach in health facilities increases access to tailored
services

» Discuss personal experiences with human rights violations and identify specific strategies to
increase the enforcement of human rights in the future

Session overview

Learning objectives Large group discussion Slide 39

Defining human rights Video and group discussion Slide 40

The right to health Large group discussion Slides 41

Providing appropriate health services Large_ group discussion Reflection and group Slides 42-44
exercise

Closing Questions and answers Slides 45

Indicates a workbook prompt.

Show slide 39

Session 2 Learning objectives

By the end of this session, participants should ke

able to:

= Descrive the legal and hurman rights of key
populations and persons who are HIV positive

+ Recognlse that a human rights approach in health
facilities increases access to tailored services

+ Discuss personal experiences with human rights
violations and identify specific strategies to
increase the enforcement of human rights in the

future
FE— P M

SAY: This section defines and discusses strategies to identify and address human rights violations in
health facilities. Participants will discuss strategies for a non-violent response when rights are violated.
Participants will also talk about past experiences with human rights violations.
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Show slide 40

What are human rights?

+ All hurnan beings are
bBarn free and equal in
dignity and rights.

They are endowed
wiith reason and
consclence and should
act towards one
another in a spint of
krotherhood.

;o — R

SAY All human beings are born free and equal in dignity and rights. They are endowed with reason and
conscience and should act towards one another in a spirit of brotherhood.

PLAY video.

Show slide 41
The Right to Health

* Evaryone has the right to the highest attainable
lewel of physical and mental health

Health rights are closehy linked to other soca
cronomic rights {¢.g., access to sufficiont tood
and water, social security, adequate housing and
a tlean emviromment).

Al people al il times have the right 1o access
services and commadities bo prevent expasure to
and transmission ot HIV, TB and 5TIs, as well a5 ta
treatment, cane and support services

FE— W AR

ADD: This means that no health worker has the right to discriminate against any client seeking pre-
vention care or treatment.

Stigma is a well-documented global barrier to health-seeking behaviour, engagement in care, and adherence
to treatment across a range of health conditions. Stigma, enables different forms of discrimination that
ultimately deny the individual/group full social acceptance, reduce the individuals’ opportunities, and fuel
social inequalities. Stigma influences population health outcomes by worsening, undermining, or interfering
with several processes, including social relationships, resource availability, stress, and psychological and
behavioral responses, exacerbating poor health.

Show slide 42

Appropriate Health Services

+ Avallabde. hialth Systom Infrassructues 15 In placs, witk
adequatzy traned medical stoff

* Arressihle; weeryure can dooess sEryices withaok
diserimiratian, regardloss ab whe thiy 200 o whare ey live
Ihey also should be afferdakle jardtor frez| ane
g NPT

+ Arceptalife: seruleas are rmpectil, asn-disrininatary 359
afford coual trestment for 20 providers respect ane protect
pruples” rights lep., conficerialiy and oorsent)

< Refvat adciress soecilic aeeds of by papilatan gaofs ash
as harmones, methaders, and sterie injecting equipment

» Gpodd guolity: sersices sdequatsly respord townet s nesded

and ensire the gand qasity al sach services

FE— O @

SAY: The right to health means that services need to be available, accessible, acceptable, relevant and of
good quality.
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Show slide 43

Can you think of an example of a human rights
violation against key population member(s)?”

Examples might include:

* Human dignity violations

» Life threatening situations

+ Violations of freedom or security

* Violations of health care

+ Violations related to a person’s needs for food, water and social security
« Verbal abuse, insults, sarcasm

* Physical violence, hitting or being hit

+ Sexual assault

* Theft or vandalism

ASK participants to take five minutes to silently think about a personal experience with a human rights
violation, for example a time when...

*  Your rights were abused or violated
* You abused or violated someone else’s rights
*  You withnessed someone else’s rights being violated but did not intervene

Then ASK: How was this reflection for you? Was it difficult?

LEAD and PARTICIPATE in a group discussion and consider volunteering to describe your experience and
how the situation made you feel. After a volunteer presents their example, participate in a discussion that
asks:

*  “Why did the violation happen?”

+ (If the participant violated someone’s rights) “Why did you behave the way you did?”
« (If the participant witnessed a violation) “Why didn’t you intervene?”

* (To the group) “How would you have behaved in this situation?”

*  “What could have been done differently?”

+  “Was there any way to prevent the situation from happening?”

LEAD and PARTICIPATE in a large group discussion that includes the following three questions:

1. “What does the word ‘tolerance’ mean?”
2. ‘“Is it OK to tolerate everything that other people do or say?”
3. “How does tolerance relate to human rights?”

Show slide 44

Tips for Healthcare Workers

4 Wlskn et aware af 1he Batae Fele Prirciples and the
Ratinrds Rights Thartars

s Pravde cqual trestment ang acress to healthcare for all
zlients, irrespective of whe e persan s

= ‘wark clascly with representabves of key populatian graups
ard crganisakians toenharce service acoess

* Gl Mepdbeck and sugzestions frorm ke populations

+ Pravde neeejudgemenls pon-CoerGae, can-discrirminalary,
mespectiiil, andd dignaified treataect for 21 cheats

+ Culthaba awarenpss arnend rights

= srigma ard disciminatian in healthcans sebings harm peonle,
wicate their rights, and urdermine health gairs. Guestian
wour awn biases znd morzd judgements

e — At A

EMPHASISE that

1. Each facility should have a suggestion box; suggestions should be reviewed and acted upon

2. Liaise with the community (including LGBTI and other key population groups) on a regular basis so that
suggestions are integrated into service provision.

Patient Rights Charters and Batho Pele Principles should be visible in all centers.

Healthcare workers should be aware of and question their own biases and moral judgements
Healthcare workers should be careful to protect the confidentiality and privacy of all clients

akrw

e
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Show slide 45

Questions?

T
4

ASK if there are any questions before moving on to the next session.
THANK participants for their attention!

LESSON PLAN

SESSION 3 — Stigma and Discrimination

Learning objectives

At the end of this session, participants should be able to:

» Define and understand stereotypes

* Define and understand stigma

» Define and understand discrimination

»  Consider the impact of our own biases and discriminatory behaviours

Session overview

Activity

Learning objectives Large group discussion Slide 47
Stereotypes Large group discussion, group exercise Slides 48-50
Defining stigma and discrimina- Large group discussion Slides 51-54
tion, effects

What can health workers do? Large group discussion Slides 55-60
Dos and don’ts

Internal or self-stigma and dis- Large group discussion Slide 61
crimination

Key points and closing Questions and Answers Slides 62-63

Indicates a workbook prompt.

Show slide 47

Session 3 Learning objectives

By the end of this sessien, participants should
be able to:

+ Define and understand stereolypes
* Define and understand stigma
* Define and understand discrimination

* Comsider the impact of our own biases and
discriminatary behaviours
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Show slide 48

gecenns

What are our stereotypes?

Answer these questions:

“Please explain what stereotype means?”

“Why do you think stereotyping happens?”

“What is the function or purpose of a stereotype?”

“Can you recall a time when you were stereotyped?”

Remember these points:

Stereotyping is a natural process
Stereotyping is a way to create structure for the world and for one’s position in the world
Stereotyping is used to exert power over another stigmatised individual or group
Usually stereotypes cause others to be judged in a very negative way
Individuals may be stereotyped into categories because of a fear of the other or a fear of the
unknown
» Stereotyping often leads to stigma, discrimination, and other hurtful behaviours
Discuss:

Whether or not the stereotypes are true and where they might originate from

How stereotyping often has little basis but comes out of prejudice

Stereotyping is often extremely hurtful and can cause very negative impact

There are links between stereotypes, power, stigma, discrimination, violence, and abuse in
society

Show slide 49

Stereotypes are...

= Fized ideas or thoughts about a type of persen
or thing.

= Sterectypes are usually negative are often not
accurate

= Stercctyped persist across generations,
countries, and fields of life despite changes in
redlity

SAY: Stereotypes cause negative impact by limiting the freedoms of those impacted.
Discuss how key populations are stereotyped by society as:

Sex workers: No morals, bad mothers. REALITY: sex work is work and a way to earn

e
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a living

Men who have sex with men: Emotional, promiscuous. REALITY: Men who have sex
with men are as diverse in their emotions and behaviours as the general population

Transgender persons: child molesters; drag queens

People who inject drugs: Bring it on themselves; thieves; lazy; must pull themselves
together. REALITY: People start to use drugs for different reasons

Inmates: Violent, guilty, antisocial. REALITY: Some inmates are incarcerated for
non-violent crimes/are falsely accused and sentenced for crimes they did not commit
unlawfully arrested Some inmates regret their criminal actions

These stereotypes apply to all groups of key populations regardless of the reality

Show slide 50

GROUP EXERCISE

Think of a time when you were treated
differently by other people

Hoaw werm traated
1 anmnu,-?m

Hoow i you feal?
2 ¥

Heww idic s miperienoa
3 affect you?

What did youw learn from %

ASK participants to reflect on experiences of being stigmatized and discriminated against and then
relate their experiences to that of key population groups. The objectives are to:

+ Guide participants to acknowledge their own experiences with stigma

* Help participants to recognize how their experiences relate to the experiences of key populations

ASK participants to take a moment to reflect: What does stigma mean to you?

Quietly, think back to a time when you were treated in any way differently by other people. It could have
been a time when you moved into a new area, attended a new school, or lived in an area where you
were considered ‘different.’

Try to remember details of the experience and what happened. Think about how you were treated differ-
ently.

Then ASK if anyone will share their experience with the group.

ASK the volunteer the following questions during the group discussion:
*  “How were you treated differently by the others around you?”
*  “How did this make you feel?”
*  “How did this experience affect you?”

*  “What did you learn from this experience?”

w
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Show slide 61

Refers to megative beliafs andor attitudes towsrds
paople based on characteristics seen as ‘differant” to
thase thought Lo be aoceplable’ by the norm.,
Stigrna is @ dynarmic proosess of devaluation that
significantly discredits an individual in the pyes of
athers, such aswhen certain attributes are seived
ugpan within particular cultures ar settings and
dofined as discreditable or unwoarthy.
= Megative beliefs, astitudes and faclings
+ Thes2 wiews are often supported by stereotypes,
maral judgement, and prejudica,

o FLE et

SAY: The term stigma is derived from a Greek word meaning a mark or stain, and it refers to negative
beliefs and/or attitudes towards people based on characteristics seen as ‘different’ from those thought
to be ‘acceptable’ by the norm (e.g., sex work, drug use).

Stigma can be described as a dynamic process of devaluation that significantly discredits an individual
in the eyes of others, such as when certain attributes are seized upon within particular cultures or set-
tings and defined as discreditable or unworthy.

Stigma results in negative beliefs, attitudes and feelings, which are often supported by stereotypes,
moral judgement and prejudice.

Source adapted from UNAIDS 2017. Fast-Track and human rights: Advancing human
rights in efforts to accelerate the response to HIV and UNAIDS terminology guidelines,
2015.

Show slide 62

Discrimination

* When people act on stigmatising beliefs

+ Whena persan is treated wnjustly or unfairky
because of someone's stigmatising belieks,
attitudes and feelings.

Stigma and diserimination harms people,
winlates their rights, and undermines health
ifforts.

Far key populstions, stigma and discrimination
creates major barriers to access to and use of
health serwices.

g = R ey

Show slide 63

Effects of stigma and discrimination

+ Sligena exists and Takes Tao major Torms —
s atingSmsoiding 2nd blamingshaming;
* Shgma towares key populatians has three major causes:
— dmar gl luck of urderGaedisg of hawe H s rareibied
— (uipsmentsl attiudes
— puple's bk ol s remes that they sbpmatiss
Stigma causes—|ack of wserstanding of marginalised
graups g rmnoral judgement of thair behaviour;
Stigma has a number of effercts:
— saellsbigrie Jaligrnat rol perncnns s epsiog the wgama,
wrhdrawing fmem sonel corkact

— rad accesang besth and other wersices

TE— S M@

Stigma refers to the strong negative feelings or significant disapproval that is linked to a
specific person, group, or trait. For example, HIV/AIDS stigma often involves judging and

20
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blaming a person for being infected with their disease.
Stigma can be experienced both internally and externally.
Discuss external and internal stigma:

[0 External stigma results from the actions of others

[0 Internal stigma is the discriminatory voice inside your own head; it is experienced
inwardly by an individual who is being stigmatised

[0 Internal stigma occurs when those who are stereotyped accept the stereotypes as
true and feel devalued

00 Self-discrimination is behaviour that arises from internal or self-stigma. It is an act
or instance of believing a distinction, stereotype, or stigma

Show slide 64

Levels of stigma

o rhe Lvast BPE e o8n M e o gea gl frone
o fa 1o ti A
Structural el e i it
T

H 1 © i dizrmitrkan et i
Social B

' A RTINS Iporam iz EpTe hchading aercaled
rhgran savel Vg it v g o aab e, A Taden
whandhe b g al

Self

Show slide 65

Stigma leads to illness...

B N b g b i v g
g v

Show slide 66

What can health workers do?

* Slop judgemental atlitudes and practices

s Use carrect tarminalogy

* Avoid stigrmatising language

* Stop stigmatising certain diseases and
behaviours

21
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Show slide 67

Stigmatising key population language

Fomazhogc ze Carractn rpa

K=t s hrsa oo th men katir; duxie

o Fraitene hoaker, whone pammaimalice worer
pranadi fubbar; bumss wrsachar: sl

EMPHASISE that people should never be referred to as an abbreviation, such as IDU
(for injecting drug users), PWID (persons who inject drugs), or MSM (men who have sex
with men) since this is dehumanising. Instead, the name or identity of the group should
be written out in full. Abbreviations for population groups can, however, be used in charts
or graphs where brevity is required.

HIGHLIGHT: The last point here is known as “othering”. When you view or treat a person
or group of people as intrinsically different from and alien to oneself, it is a very subtle
form of discrimination and adds to community marginalisation.

UNAIDS Terminology Guidelines 2015

Show slide 68

Stigmatising HI'V language

Al ang 8 oz i

adsrdinee
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Show slide 69

Stigma DOs...

+ Build a trust ralationship batora asking persanal quastions
D= mony JUdT: ernental, direct, and specific: Doing so with

quastions about sl Brhawaur s a goad way to

normalise the hehaviour and maks the client rn'nfn"rahlﬂ

Ask opereended questions: Queations (Rat réquine mane

trran & yes o no areser help to coen the dialogue bepween

tare pravider and dient.

Remnamber koy papulation mambars, like amy athar person,

usa druge and alcehol for ¢ifferent reasans,

* Keeg inmind that key population membsrs e bslong ta
different groups at the same time.

g M
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Show slide 70

Stigma DON"Ts

= WCUDT |LCRC Ny bonawiours, smouzl orieniator, or smosal onbby
Dalinitasy sl an gaur avmeealan religinns b=ler
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Canstitubon and the |
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trusted (inmates)
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Show slide 71

Examples of health discrimination

Varzalang Laugred o5 bosied o calledi mamas
e onal 2hiie Wil faripencens saued o0 redinkais bedefoha ke thon tha |

brauche <l D sanury cherk apaselarwnsron wrin ool beguen
cordzendaly
Lazkat free Az Forring ey waatoan m Fasr shatiTeorurds 2z maslovion
bareed oonsen
Haring TedRng peapks s rjs o Angs ey 3 be gz chersee ©
azcirdeniad sysidemiu tharasdes:
[ Ll

Show slide 72

More examples of Discrimination

= A transgender man going to the clinic for
reprocuctive healtheane {o.g., PAR smear) is
ridiculed by nurses, denied services and told that
these services are only avallable fior ‘real” women.

A wioman using drugs goes to the clinic for
contraceptives and = told that she should use
Dapo-Provera, since she can’t be trusted ko take a
pill every day due to her drug habit.

= A sex waorker is denied services at a clinic and told
by the nurse that this clinic is naot for people 'like

Yo', g

Ovarcoming Self-ftgma =

I Am Good Encugh

P e T i il e

= e
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Internal or self-stigma and self-

discriminabion

+ Internal or self-stigma: " Discriminatony woice
inside your own head”
= Megative thaughts, attitudes, or faelings about onasalf
because ol e lakeal o stiprna divected towand you
= Negative self-belief because of B2ing key pepulation
memaer, “you da not belang in saciety..”
+ Self-discrimination:
~ Rehavious that arises from intermal ar self-stigma
— &n act or instance of discriminating or af making 2
distinclicn

Self-stigma and discrimination

= Fear of being found oul and being sligmalised
may inhibit key populations and people living
with HIV from using public health services.

* May not be able to access information about
prevention or feel too embarrassed to access
services and less able to take care of health.

* All these tactors increase the vulnerability of
key populations to acguiring HIV, TB and 5Tls.

P 5]

Examiples . EXTERMAL
cfaclions -~ STIGMA

Causas

INTERMAL
ETIGMA

In society, stigma against key population groups can undermine a person'’s ability (e.g. people
who use drugs or paroled inmate) to reintegrate into society. People who are labelled and
stereotyped may internalise the negative association and then behave in ways to confirm the
stereotype.

Answer the questions:
“How does external stigma become internal?”

“Think back to the earlier exercise when we reflected on our own experiences with stigma. Let
us fill in these columns.”

EXAMPLES/ACTIONS  CAUSES EFFECTS
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Key points

]

It is important to acknowledge and address our own
personal steraolypes so thatwe da nol stigrratise o
discriminale against olhars

Structural, sadal and self-stigrma impact the health and
wellbring of key papulation groups and its members

s

Intermal stigma can cawsa low seif estorm, shame and
leews el winrth

Mscrmination basad en gender and sexual orientation
may kaad to rape and other forms of sexuzl violence
Approprizte suggort and counselling helps to reduce
the negative impact of external and internal stigma

P — W O

®

+
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LESSON PLAN

SESSION 4 — VIOLENCE and abuse
Learning objectives
At the end of this session, participants should be able to:

» Define violence and abuse

+ Consider the types of violence and abuse that occur in health facilities

+ lIdentify strategies to build healthy relationships

« Discuss what to do when you witness violence or abuse in a health facility
Session overview

Learning objectives Large group discussion Slide 65
Defining violence and abuse Large group discussion Slides 66-67
Violence and abuse of key populations Group exercise Slides 68-70
Violence and abuse in health facilities Large group discussion

Closing Questions and answers Slide 71

Content adapted from (SA Partners, 2017)

Indicates a workbook prompt.

Show slide 65

Learning objectives

fiy the end of this sessien, participants should

be able to:

+ Define vislence and abuse

* Consider the types of violence and abuse that
occur in hezlth facilities

ldentify strategies ta build healthy
relationships

-

« Discuss what to do when you witness vielence
or akuse ina health facility

gE— W AR

Defining Violence

The intentional use of physical force ar
poweer, threatened or actual, against
oneself, another person, or against a group
ar community, which either results in or has
a high likelihood of resulting in fnjurg
death, psychological harm,
mnaldevelapment, or degrivalion

W2 Hha itk Oryprinaiior

26



NN 22 (EE————m—m————————————, ] ...
KEY POPULATIONS SENSITISATION AND COMPETENCY DEVELOPMENT

Defining Abuse

* Abuse is treating somecne or something with
cruglty or violenoe or using something to bad
effect or purpose.

Abuse is the misuse of power through which the
perpetrator gains control or advantage of the
abused, using and causing physical or
peychological harm or inflicting or inciting, fear of
that harr,

Abuse prevents people from making free
delirs'mns and forces them to behave against their
will,

Example: Violence In Correctional

Violence is a common occurance
in correctional facilities

Vialencs is often dus There are differcnt iypes:
ta inmates’ diverse af wiolent attacks in

behaviours and needs, coerectional faciliigs:
their varied criminal and
eoclal baskgreunds and « Werdar on e
the comactional r&{:""" = Inmasle an guand
arironmart © Satt- iAo

* Inmate on inmate

How Violence and Abuse is expressed

Exprossiue Spantannrous, Impulshes, ratianal sttack boically
carned aut when the perpetrazor fesls oravaked
gquestiored § thresieresd

Salf-iflicted  Oriven by mentzd health disordars, aralety or
depression dus 1o influences such as iy
sarrourdings, harsh sreatmert, siigma, ard
distrimnation received fom other

Instrumental  Premeditated, planned cut, cakculated ane then
implemznt=d; mars commonly ssecated as @ shoee
of strength and power

Pe— W R

Forms of violence and abuse key
populations are exposed to

Pl by sameara s 8 pard ul Bar beoy e enzlyzss zaeiod a
P acHizrs: Hzmopinshic aps o0 e ekl

Crrars ol hen wmsare i o° daes iETe 1N 12 make & zena feel wapld
o s b Kok o e coperein ty ard Bavdby
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Finanrial “When wimsane conmdlan inedkidoal Bl meacrecaichzar s
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SgRin pa b w1 e g s B 5 1 v pealone, Faimybang o
crmrce mnciher perscr
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GROUP EXERCISE

What are different forms of viclence key populations
experience?
What forme are violence happen in health faciliies?

During this group exercise, create and act out short skits that portray violent and non-violent
incidents in health facilities.

The objectives are to:

* Discuss violence in health facilities

* Develop strategies to promote respect and prevent violence
Participants should divide into four small groups.

For two of the groups: Prepare a brief skit, less than five minutes long, that shows an incident
in a health facility that involves violence. The violence can be physical or psychological.

For the other two groups: Prepare a brief skit, less than five minutes long, that shows an
incident in a health facility that is based on mutual respect. Show how the people who are
involved can handle a conflict without resorting to violence.

For all participants: Be realistic and use examples from your experience. Act out events
among key population members and staff, friends, family, or others.

After the first two groups perform, answer the questions:

“Do you have any questions?”

“Why do you think this incident led to violence?”

After the remaining two groups perform their skits about mutual respect, answer:
“Do you have any questions?”

“Why do you think this event was healthy and nonviolent?”

Facilitate a group discussion about the following questions:

* “What are different types of violence in health facilities?”

* “What are the characteristics of a violent incident?”

* Why do people feel powerless to do anything about violence in health? Are they really pow-
erless?

* What are characteristics of healthy and respectful conduct? Were the examples used in the
skits realistic? Do you see these situations in your daily lives?

* Is physical and/or sexual violence mostly committed by men against women? Are women
equally violent toward men?

* What causes violent relationships in general?
« What causes violent incidents in health facilities?

« Are the causes for violent incidents in health facilities related to or the same as for violent
relationships outside of facilities?

e
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* When you witness violence, what do you normally do? What could you do?

* What strategies can we use to build healthy relationships with work colleagues, friends, and
sexual partners?

Source: This group exercise was developed by the International Sexuality and HIV Curriculum
Working Group as “Activity 13: From Violence to Respect in Intimate Relationships,” in It's All
One Curriculum, Volume 2 Activities Guide available at:

http://www.popcouncil.org/uploads/pdfs/2011PGY _ltsAllOneActivities_en.pdf

Fuorms of violence and abuse in health

sirps
facilities

Fraical VEmpn 1eaith wanros dedheorslp b s clstrwnendndop anoaral
CmaTerliar

Ermas onal Tebrgirmancs thoy da nar desemae Acalh seo 0 S meatm
Ig7oring s2e worken or iaapnder consass when by cama o
rhes Flnie

Pepchclngica VEmen eaith et threanen o oa withhz M lohurs mesdm e
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DISCUSS the different forms of violence that occur in health facilities and review the following key points
about violence:

* Health workers may use emotional coercion, psychological force, or manipulation to coerce a
person into non-consensual procedures (sterilisation, abortion)

*  Health workers can withhold prevention and treatment options from clients (post-exposure pro-
phylaxis (PEP) and other support after rape; contraception options; condom supplies)

* Violence in health facilities is an example of a hate crime or form of gay bashing

* Some key population members are more vulnerable to violence in health facilities, including
*  Young people who know very little about what services they are entitled to
» Desperate clients who are homeless and lack food, money, and toiletries

* Clients who are isolated from friends and family (inmates; sex workers; people who use
drugs)

»  Clients with low self-esteem who will not confront the abuse (young people or those with
severe self-stigma)

* Inmates who are thought to be ‘pretty’ or ‘good looking’ or look ‘feminine’
» Clients who are openly gay, lesbian or trans identified

« Clients with mental health disorders or with disabilities
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MODULE 2: Gender and Sex

The learning objectives for Module 2 will be covered in the following sessions:

Session 5 — Sexual orientation and gender identity

+ Define and understand the different sexual orientations and gender identities

Session 6 — Safe and unsafe behaviours

« Define different sexual behaviours and assess the associated health risks

» Discuss possible prevention methods to reduce the transmission of HIV and other
STls and other communicable diseases

+ Explain why it is important to understand human sexuality and sexual behaviour

Session 7 — Harm reduction and self-care

« Define harm reduction

* Define self-care

+ Explain the importance of harm reduction and self-care in working with key popula-
tions to improve health outcomes
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LESSON PLAN
SESSION 5 — sexual orientation and gender identity

Learning objectives

At the end of this session, participants should be able to:
* Define and understand the different sexual orientations and gender identities

Session overview

Learning objectives Large group discussion Slides 75-76
Binaries NOT Boxes Anatomical sex Gender Large group discussion Group exercise Slides 77-89
Binaries NOT Boxes Sexual orientation Sexual Large group discussion Group exercise Slides 90-95
behaviour

Conclusion and closing Questions and answers Slides 96-97

(Content adapted from (SA Partners, 2017)

Indicates a workbook prompt.

Show slide 75

Learning objectives

« Define and understand the different sexual
orientations and gender identities

Divide into 4 groups:

« Group 1 writes all the names and words, in different
languages, that refer to a penis

+ Group 2 writes all the names and words, in different
languages, that refer to a vagina
Group 3 draws a naked man, from hair to toes, and labels
all parts of the man's body that can cause him to become
aroused when they are touched
Group 4 draws a naked woman, from hair to toes, and
labels all parts of the woman’s body that can cause her to
become aroused when they are touched

You have 10 minutes for this exercise. While you are

meeting, please select one person to present your work

when we reconvene the larger group.
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Key point

= When we talk about controversial issues,
thoughts or feelings, we can potentially
recognise any bias or prejudice

Binaries AND Boxes

Deconstructing societal norms about
anatomical sex, gender, sexual orientation
and sexual practices

Mlg:hl Gender

Sexuial Samul
Orfenintion  Praclices

Helpful tip

To understand the Binaries NOT Boxes group exercise, please see the recording and slides available at
http://www.msmgf.org/files/msmgf/documents/BinariesBoxes_slidedeck.pdf

SAY: In this session we are going to gain a better understanding of the terms sex, gender, sexual orienta-
tions, and sexual practices.

Binaries NOT Boxes

Anatomical Sex
Biclogical poncept

+ Mal
+ Femake
+ Infersax

Answer the question:
“When | say the word ‘SEX,” what do you think of?”

“There are many meanings for this small three-letter word. For this exercise, let us think about ‘sex’ as a
biological concept or ‘what’s in the pants.’ In most cases, a ‘male’ body has a penis and a ‘female’ body
has a vagina.”

Answer the question:

“Are male and female the only possibilities?”

e
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Defining Anatomical Sex: Male

Review the diagram of the male anatomical sex and how it usually contains:
* Penis

* Testicles

* Testosterone

* Oestrogen (a little bit)

» XY chromosomes

* Prostate

Defining Anatomical Sex: Female

igipons e |
Wamb (uterus)

Review the diagram of the female anatomical sex and how it usually contains:
* Vulva (vagina, labia, clitoris)

* Ovaries

* Womb (uterus)

» Oestrogen

* Progesterone

* Testosterone (a little bit)

* XX chromosomes

w
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Defining Anatomical Sex: Intersex

Chromosomes, genitals and/or reproductive
organs that are traditionally considered to be
hoth “male” and “female” or atypical

Some people are not born with either a penis or a vagina. Intersex-bodied people are born with a mix of
chromosomes, genitals and/or reproductive organs that are traditionally considered to be both ‘male’ and
‘female’ or atypical for either.

Intersex challenges the concept that there are only two sexes.

Answer the question:

“Does anyone have any questions about the biological concept of sex and male, female or intersex?”

Helpful tip

The term, ‘hermaphrodite’, is no longer used to describe intersex people because it is stigmatising and
confusing. Hermaphrodite implies that someone has all the organs of males and females—but that is
physically not possible.

Binaries NOT Boxes

Gandar
Eocal comacpt

= Msiciilida
= Famininz
= Transgendsr

Answer the question:
“Male, female and intersex describe biological sex. What describes gender?”

Gender is socially constructed characteristics that are assigned to women and men and varies across
different cultures over time. Sex is a biological concept and gender is a social construct.

Participate in a discussion about constructs:
e Aconstruct is an idea, philosophy, or belief that is built for specific purposes
e Gender constructs are expectations based on biology or ‘what’s in the pants’

A male-bodied person is expected to behave in certain ways, masculine ways
A female-bodied person is expected to behave in certain ways, feminine ways

Constructs are thought to be ‘normal’ but are really related to stereotypes.

Gender is not always divided by male/masculine and female/feminine.

e
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GROUP EXERCISE

What thoughts or images come to
mind when you think about gender?

Answer the question:

“What thoughts or images come to mind when you think about gender? What examples of gender con-
structs can you think of?”

Review three examples of gender constructs:

Gender and cooking

* Who does the cooking at home? (female/feminine)

* Who are the best chefs in the world? (male/masculine)

* Why is there a gender construct that women cook at home but not as world-class chefs?
Food portions

» Some restaurants call a smaller sized steak, a ‘ladies-sized’ steak, and a larger sized steak, a ‘man-
sized’ steak

* Why do they use these names instead of just listing the weight of the steak?

* Would a not-so-hungry man ever order a ‘ladies’ steak?

* Would a really hungry woman ever order a ‘mens’ steak?

» What would the possible reaction be of dinner companions? Or of restaurant staff?
Women as nurturing wives and mothers

* How are women treated when they choose not to get married?

* How are women treated when they choose not to bear children?

* How are married mothers treated when they choose to work outside their home?

The following discussion about gender roles is excerpted from Blackstone’s Gender Roles and Society,
available at http://digitalcommons.library.umaine.edu/cgi/viewcontent.cgi?article=1000&context=soc_fac-

pub

Gender roles are based on society’s constructs of men/masculine and women/feminine and reflect the
values and beliefs that are considered to be appropriate.

For example, the traditional feminine gender role suggests that women should be nurturing, stay-home
mothers who are not employed outside the home. A masculine gender role suggests that men should be
the heads of their households, provide financially for their family and make the important family decisions.
Yet alternative perspectives about gender roles are becoming more popular.

Review the following alternative perspectives about male and female gender roles:

Biological perspective:

* Women are naturally drawn toward femininity

* Men are naturally drawn toward masculinity

w
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» Masculine and feminine are equally valued gender roles

Sociological perspective:

» Masculine and feminine roles are learned over time

» Masculine and feminine roles are not necessarily connected to males’ and females’ biological traits
Feminist perspective:

» Gender roles are not simply ideas about appropriate behaviour for males and females

» Gender roles are strongly linked to different levels of power that males and females hold in society
Because traditional gender roles dominate many parts of society, power imbalances exist between male/

masculine and females/feminine. Power imbalances can further stereotypes, stigma, discrimination and
potentially abuse and violence.

“Masculine”

Pawer
Parfoernance
Well groamed
Mot emotional

Pravider

Bpgressine

Answer the question:

“What does ‘masculine’ mean to you?”
Potential masculine traits include:
Strong

Muscular

Hard

Aggressive

Competitive

Dynamic

Active

Potent

Self-confident

Independent

Rebellious

A leader

Powerful

Experienced

Loud voice

Bold
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Brave
Honourable
Hairy

Manly

Clumsy
Tough-skinned
Non-emotional
Rational

Sexually aggressive

“Feminine”

Appearing feminine
Happy in genaral
Wururing and caring

wak | aezugly
ubmissive

Answer the question:

“What does ‘feminine’ mean to you?”
Potential feminine traits include:
Nurturing

Caring

Submissive

Passive

Innocent

Sexy

Flirtatious

Sexually submissive

Weak

Sensitive

Emotional

Quiet

Soft spoken

Dependent

Slim

Soft
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Graceful

Self-critical

Accepting

Answer the questions:

“Do masculine attributes only apply to men?”

“Do feminine attributes only apply to women?”

Transgender

“Trans" means crossing or across.
“Transgender” describes someone who is
crossing gender boundaries.

Trans means crossing or across. Transgender describes someone who is crossing gender
boundaries.

Participate in a discussion that includes the following points:

Cisgender describes when an individual’s gender identity matches their biological sex at
birth, for example, a person born female who identifies with the female gender.

Gender non-conforming describes when people do not identify as cisgender but challenge
societal expectations of a specific gender.

Transgender describes a wide range of identities and experiences, including transsexuals,
transvestites, drag queens and kings, two-spirits, gender-queers and others.

A trans person may transition to cross gender boundaries with or without gender reassign-
ment surgery and hormonal therapy.

Transsexual describes people who wish to or are undergoing gender reassignment therapy
to align their bodies to their gender identity:

[0 Transsexuals may have any sexual orientation
[ Transsexuals can transition from male to female, she is a woman
[l Transsexuals can transition from female to male, he is a man

Transvestites enjoy wearing clothing, make up, accessories to cross dress and appear as a
different gender that is different from their biological sex

[0 Transvestites may have any sexual orientation

[0 Transvestites may cross dress to gain sexual arousal and gratification
[0 Transvestites may cross dress to gain non-sexual satisfaction
a

Transvestites generally self-identify according to their biological sex at birth and
have no interest in gender reassignment therapy

There is a societal double standard so that biological women can wear men’s clothing and
often be accepted by society while men who wear women'’s clothing are generally not ac-
cepted in the same way.

Remember that a person’s gender identity does NOT imply their sexual orientation, who they

T mmee——mm
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are attracted to.

Gender In Correctional Facilities

Mazculinity is defined by recowesin
ard maimaining the power, cmlruF
and dominance that was ket
because of incarceration, being a
“raal man,*

Femininity is sssncatmd with
demales AMD males who ars
parzeived to be weak or without
comirel over others ar b facility
anwironmant.

Answer the questions:
In a correctional facility, what are masculine gender traits?
In a correctional facility, what are feminine gender traits?

Participate in a group discussion about gender and gender expectations in correctional facilities and
answer:

*  Why is feminine perceived to be bad?
*  What is the impact of hyper-masculinity in a male facility?

In correctional facilities, gender roles can be fluid. For example, male inmates may identify
and engage in gender roles that are masculine or feminine. It is also possible for someone
to adopt different gender roles at different times.

Answer the questions:
*  What does it mean to be ‘the man’ or ‘Ndoda?’
*  What does it mean to be the wyfie?
*  What could be done to change these expectations?

* Are there words, other than ‘wyfie,” that would lessen stigma?

Feminine and Masculine

Helpful tip

These photos are of a biological man with masculine gender and again with feminine gen-
der. Use the photos to explain that all people have masculine and feminine gender traits that
can be expressed in different ways at different times.

w
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Binaries MOT Boxes

Anatombcal sex Gender
Blalagiesd cancepe Sealal coneapt
P Lt * NaaGaline

* female + Fam

= Inlersee * Tranegmrder

Saxual Origmtation

sl Expirassion and ldenciy

SAY: We now understand that male, female and intersex describe biological sex. Mas-
culine, feminine and transgender are social concepts to describe gender. Let us talk
about the third quadrant, sexual orientation.

Answer the question:

How do you define sexual orientation?

Defining Sexual Orientation

Am emnaotional, physical and sexual attraction
to persans af the opposite sex or gendaer, the
same sex or gender, to both sexes or more
than one gender.

Alzo refers to s person’s sense of identity
based an their attraction, related behavicurs
ard membership in a community of people
whi share the attraction.

FE— 4 AR

Sexual orientation is an emotional, physical and sexual attraction. These attractions are of a
romantic nature, not platonic. A person can be attracted to people of the opposite sex or gen-
der, to people of the same sex or gender, to both sexes or more than one gender.

Sexual orientation also refers to a person’s identity and feelings of membership in a communi-
ty of people who share their attractions.

Different Sexual Orientations

Heterospeaal  Samenre wha scoks ramantc refatinrships
witn somecns af the opposite sex (male
with fermae|

Homasexual  Samenre wha secks ramantc redatinrships
with soreone af the same sex (gay - male
with male er leshizn - female with female)

Risexual Sammnr wha seeks ramantc redatinrships
with someone af the same sex and with the
ocppasite sex

FE— 4 A

Three sexual orientations include heterosexual, homosexual and bisexual
Participate in a group discussion that includes the following points:

Heterosexual describes people who have romantic, sexual, intellectual and intimate feelings for the
opposite biological sex and gender.

¢ A man attracted to women
¢ A woman attracted to men

«  Sometimes the word ‘straight’ is used to describe heterosexual individuals or relationships
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Homosexual describes people who have romantic, sexual, intellectual and intimate feelings for the
same biological sex and gender.

* Gay, a man attracted to men
e Lesbian, a woman attracted to women

Bisexual — describes people who have romantic, sexual, intellectual and intimate feelings for the oppo-
site biological sex and gender and/or the same biological sex or gender.

* A man attracted to men and/or women

A woman attracted to men and/or women

» Bisexuals do not always experience attraction to men and women at the same time

+ Bisexuals are often stereotyped as promiscuous or as people who ‘cannot choose’

It is unclear what determines a person’s sexual orientation.

When people ask, “Where does homosexuality come from?”

The answer is, “From the same place as other sexual orientations”.

This question is often asked because some people mistakenly believe that sexual orientation is a
choice or that homosexuality or bisexuality is different, an illness or a sin. In the past, some people also
thought that homosexuality should be cured or fixed. These false beliefs were due to ignorance and a
lack of information.

Answer the question:

“How do you know another person’s sexual orientation?”

Participate in a group discussion about sexual orientation:

» Biological sex, gender and sexual behaviour are separate and different from sexual orientation

*  Men with feminine traits can be heterosexual, homosexual or bisexual

«  Women with masculine traits can be heterosexual, homosexual or bisexual

» People of all sexual orientations can have intimate partners of different genders

The Diagnostic and Statistical Manual of Mental Disorders removed homosexuality as a mental iliness
in 1973 but there is still a bias that happy families include a heterosexual father, mother and offspring.
Prejudice, stigma and shame continue to impact homosexuals and bisexuals.

In South Africa, homosexuals and bisexuals are protected by the Constitution but do experience a lot of
stigma and discrimination and are vulnerable to sexual violence, including rape.

Remember that sexual orientation is an emotional, physical and sexual attraction, and an identity.
Answer the question:

“Does anyone have any questions about sexual orientation and heterosexuality, homosexuality or bisex-
uality?”
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Binaries MOT Boxes

+ Nasculine
* Femining
+ Transgender

Sexual Orientation

%ual Expression and 1d

oiith, braasts, vagiea,
e penis, ames
al {Lmshian, Gay|

Let us talk about the final quadrant of Binaries NOT Boxes, sexual practices.
Sexual practices include all sexual acts or activities that people experience with them-
selves, another person or more than one other person, including desires, fantasies,
sexual self-stimulation and sexual acts with various body parts.
Answer the question:
“Who can identify different body parts that people use to experience sexual pleasure?”
Participate in a group discussion about the following questions:

* “Can avagina and mouth go together?”

*  “What about a vagina and penis?”

* “Avagina and hand or finger?”

*  “Amouth and a penis?”

e “Amouth and a hand?”

*  “Amouth and an anus?”

* “Hands and breasts?”

*  “Apenis and a hand?”

*  “Apenis and breasts?”

*  “Apenis and an anus?”

*  “Ananus and a hand?”

People of all biological sexes, genders and sexual orientations use many different parts
of the body for a variety of sexual practices.

Why is this important to understand? In the past, some people believed that the only sex-
ual practice was the penetration of a penis into a vagina and the only associated health
risk was pregnancy. Many people still believe, consciously or unconsciously, that if there
is no vaginal intercourse, there is no health risk.

We know this is not true. All sexual practices, including anal intercourse and the other
practices we discussed earlier, have health risks including HIV and other sexually trans-
mitted infections.

e —
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Defining Sexual Behaviours

» Spqual practices include acts with body parts,
sex toys AND desires and fantazies that
provide sexual pleasure

* Sexual practices do NOT always match one's
sexuzl orientation. Men who enjoy sex with
other men are not always gay. Men whao love
and are attracted te other men are gay

e L

Sexual practices include acts with body parts, sex toys and desires and fantasies that provide sexual
pleasure. People engage in sexual practices for many different reasons.

Participate in a discussion about different reasons why people engage in sexual activities:
» Feelings of pleasure and physical satisfaction

«  Sexual desire or attraction towards another person

» To create pleasure and physical satisfaction for a partner

* Money or financial considerations

* Achievement of an advantage from a partner

Sexual practices do not always match one’s sexual orientation. It is important not to make assumptions
about other people’s sexual behaviours and sexual orientations.

DISCUSS the following three real life scenarios to provide examples of how sexual behaviour is not
necessarily aligned with sexual orientation:

1. Thembi is biological female with feminine gender. She is happily married to Simphiwe and identifies
as heterosexual. While she served her five-year sentence in a correctional facility, she had sex with
multiple female inmates. She also had a relationship with a female staff member, whom she had to
break up with when she left the facility. She misses her sometimes.

2. Jack is a biological male with a masculine gender. He has been married to Anna for the past 10
years and they have two children. Jack loves his wife and children very much. He identifies as het-
erosexual. While currently serving his sentence as an inmate in a correctional facility, Jack engages
in anal intercourse, both as penetrator and receiver.

Sometimes he engages in anal intercourse because he misses sex. Other times he really just en-
joys being penetrated by a masculine man. Jack often feels confused about his sexual desires and
fantasies but has no one to share his uncertainties with.

3. Lindiwe is a transwoman. Though she has male genitals, she identifies as a woman and has a fem-
inine gender. She is physically beautiful, and people do not notice her male genitals. She identifies
as heterosexual and has not had intercourse with anyone since being incarcerated two years ago.

Men who enjoy sex with men are not always gay.

Women who enjoy sex with women are not always lesbian.

People may regularly have sex with others of the same sex, without identifying as lesbian or gay due to
cultural, religious, or personal reasons.

People may also adopt sexual behaviors, including anal intercourse, due to temporary circumstances
such as being confined to a correctional facility where biological men and women are separated.

Participate in a discussion about the “anal taboo” to include the following key points:
People perceive anal intercourse in different ways.
» Some heterosexual people enjoy anal intercourse

» Some heterosexual women enjoy anal penetration by men

w
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» Some heterosexual men enjoy anal penetration by women (called “pegging”)

* Some but not all homosexual men enjoy anal intercourse

» Some but not all homosexual women enjoy anal intercourse

« Some but not all bisexual people enjoy anal intercourse

» Some people feel guilt or shame about anal intercourse

* Guilt or shame can cause people to engage in secretive sexual behaviour

* Guilt or shame can increase health risks because partners may not use protection

It is important to overcome the ‘anal taboo’ and talk about anal intercourse and prevention strategies.
Unprotected anal intercourse is high risk for HIV transmission. When we talk about it, we take the first
step towards reducing health risks.

Society SAYS...
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The following few slides are used to facilitate a discussion about the many different ways that the four
quadrants of Binaries NOT Boxes work together to describe human sexuality.

Society says that biological males are masculine, heterosexual and prefer vaginal-penile intercourse
and biological females are feminine, heterosexual and prefer penile-vaginal intercourse. In reality, we
know that human sexuality is more complex.

Society SAYS..
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LESSON PLAN
SESSION 6 — safe and unsafe sexual behaviour
Learning objectives

At the end of this session, participants should be able to:
*  Define harm reduction

¢ Define self-care

»  Explain the importance of harm reduction and self-care in working with key populations to improve
health outcomes

Session overview

Learning objectives Large group discussion Slide 99

HIV risk and sexual behaviour Large group discussion, fill in the blank Slides 100-106
Tap framework Large group discussion Slide 107
Safer sexual behaviours Large group discussion Slide 108
Closing Questions and answers Slide 109

(Content adapted from SA Partners, 2017)

Indicates a workbook prompt.

Show slide 99

Session 6 Training objectives

« Define different sexual behavieurs and assess
the assoriated health risks

* Discuss possible prevention maethaods Lo
reduce the tranzmission of HIV and other 5Tls
and other communicable diseases

+ Explain why it is impertant to understand
human sexuality and sexual behaviour

g=— & it This session provides knowledge, resources and a safe space for discus-
sion to understand sexual behaviours and support prevention. Detailed information is presented to help participants
learn about sexual practices, HIV transmission and prevention strategies.

We will now talk about specific sexual behaviours. We will assess the associated health risks and
review strategies to lower the transmission of HIV, STls and other communicable diseases.
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HIV risk and behaviour

MWOTE: Risky sexual behaviour does not
always mean increased risk HIV exposure.
Remember that there is only HIV exposure

during a risky behaviour if one of the
peaple involved is HIV positive,

& =— Ra R

Multiple studies demonstrate that key population groups have high rates of HIV and other STls and viral
hepatitis.

Prevention and control are based on the following major strategies:

1.

Education and counselling of persons at risk on ways to avoid STls through safer sexual behaviors
and use of recommended combination prevention services

Identification of asymptomatic persons and of symptomatic persons unlikely to seek diagnostic and
treatment services

Effective diagnosis, treatment, and counselling
Evaluation, treatment, and counselling of sex partners of persons with HIV and other STls

Availability of male and female condoms and lubricant and information how to use condoms correct-
ly every time you have sex

PEP of persons at risk of HIV and hepatitis

Voluntary medical male circumcision to protect men against HIV exposure — not a proven preven-
tion strategy for anal sex

The most effective HIV prevention involves biomedical, behavioural and structural strategies.

Condomless sex...

_relers Lo g ses act which is rol prolecisd by male oo
famale cancams, Presiously irawn as ungrabeen s,
this iz naw ineraasingly referred fo At condomless s,
this s dane te avald confusion with the protection from
pregnancy that & pravided by cther mizans of
comtracepbon. As aral pre-espasune araphydass (FriF|
beromes more widespread Jand f topical FrCR s
introduced), it i importanl b be clear sbaut the
dilferert metheds af pratectian aganst HIY arsl e
ottsar cosenUancas of sae, and hnw tansa methods
right an used ar combined

and anus
Thigh sex

Self utual
masturbation

LOW risk for HIV and other S8Tls

oy PR

These are sexual behaviours that are LOW risk for the transmission of HIVV and STls:
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0 Non-penetrative sex, also known as “outercourse,” includes mutual masturbation, kissing, cuddling
and thigh sex

[0 People engage in non-penetrative sex for a variety of reasons, including:

o Foreplay

o As a primary or preferred sexual act

o To preserve virginity

o As a strategy to prevent pregnancy

o Fingering the vagina and anus is penetrating sex but is also relatively low risk

While the risk of HIV and STI transmission is generally low with non-penetrative sexual plays, it is

important to remember that some STls including genital herpes, genital warts and pubic lice CAN be
transmitted through close genital contact (skin-to-skin) even when there is no penetration.

Sexual Behaviours and Risk

pra : netratlon o
!c“ .'ﬁg uaglﬂnﬁe:mm
. i Licking the anus
icking vulia or
Bl il

LOW risk for HIV

1o HIGH risk For injuries, 8Tls or Hepatitis &, B, C
28 xgipemn

These penetrating sexual plays may have LOW risk for HIV but MEDIUM or HIGH risks for injuries,
STls or Hepatitis A, B or C:

«  Sexual penetration is the insertion of a body part or other object into a body orifice including the
vagina, anus or mouth

* Penetrative sex may involve:
o Penetration of the mouth by a penis (blow job or fellatio)
o Use of the tongue to penetrate a vagina or vulva (cunnilingus)
o Use of the tongue to penetrate an anus (anilingus)
o Use of fingers to penetrate an orifice (fingering)

o Insertion of an object, such as a dildo, vibrator or other sex toy, into a person’s genital area or
anus

o Double penetration involves simultaneous sexual penetration in the orifices of two partners

Discuss the risks of HIV, STI and hepatitis transmission for the behaviours on the slide.
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Sexual Behaviours and Risk

Scissaring

HIGH risk for HIV and 5Tls

NOTE: When we talk about HIV transmission we must focus on a person’s behaviours and not their
identity, not their race, gender, age or sexual orientation. For example, unprotected anal sex is the high-
risk behaviour and being a man who has sex with another man is not the risk.

Some penetrating sexual plays are HIGH risk for HIV, STI and/or hepatitis transmission:

» Scissoring: a woman having sex with a woman rubs her vulva against her partner’s vulva
« Vaginal intercourse: a man inserts his penis into a woman’s vagina

* Anal sex or anal intercourse: a penis penetrates another man or woman’s anus

Discuss behaviours that can transmit HIV:

» Use of non-sterile syringes and other unsafe means of injection

* Condomless anal, vaginal, and oral sex

Condomless Vaginal Intercourse

The most frequent route of sexual HIY trarsmission |s
condemless vaginal intercourse

\Wniman are a graatar risk than man af HY
fromangngl nla s

+ Exposedsurfacearaa of S vagina s
lzrperihan the pens

+ g lnal Intarcoursa causas mingia arsin
the vagiral Ining

g '-l!u'lili‘\mll'niuu ligauie tanlbanaale that

HI¥ can aasily emer

+ Sarran ramaing in e veging fora
prodongad parad

The most frequent way that HIV is transmitted is condomless vaginal intercourse.

Both men and women are at risk of HIV transmission during unprotected vaginal intercourse. Women
are at greater risk because:

« The exposed surface area of the vagina is larger than that of the penis
* Vaginal intercourse causes minute tears in the vaginal lining
* The tissue of the vaginal lining contains certain types of cells that HIV can easily enter

+  Semen remains in the vagina for a prolonged period

Discuss the sexual practice of “dry sex”.

Dry sex involves removing of vaginal lubrication using herbal aphrodisiacs, household detergents, anti-
septics or other materials before having sexual intercourse.

Dry sex increases the risk of HIV and STls for both partners:
« Drying the vagina removes the natural antiseptic lactobacilli which can combat STIs

» Dry sex increases friction and the risk that a condom will break as a result
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*  Dry sex may also result in vaginal inflammation, lacerations and/or traumatic lesions which in turn
may increase the transmission of STls

Condomless Anal Intercourse

Condomidess anal sex carrles a h

transmission than co
fH

&ralmenccurse can be practsed bebszen
T i B i g wosen,
+ Reotal Huld can cantan ahign
carsestralion of HI
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Anal intercourse can be practiced between men or between men and women.

Unprotected anal intercourse carries a higher risk of sexual HIV transmission than unprotected vaginal
intercourse.

When an HIV-negative person has insertive anal sex with an HIV-positive partner, rectal fluid containing
HIV can come into contact with the urethra and/or the penis foreskin. Both the urethra and foreskin are
vulnerable to HIV infection. Blood does NOT need to be present in the HIV positive partner’s rectum.
Discuss strategies for reducing the risk of HIV and STI transmission during anal sex:

*  Use lubricants (lube) to minimize rectal inflammation

+ Condoms, in combination with lube, are highly effective if used consistently and correctly

* Manage STls through regular testing and treatment to reduce the viral load in rectal fluid

+ Adhere to ART to lower the viral load in blood and rectal fluid

« Post-exposure prophylaxis (PEP) and pre-exposure prophylaxis (PrEP) are highly effective

» Evidence has not been confirmed but penile circumcision may reduce the risk of HIV infection for
men who primarily engage in insertive anal sex

Discuss mucus and rectal fluid:

*  Mucus is a slippery secretion produced by certain parts of our body known as the mucous mem-
branes, which are located at the entrances into the body and line the internal passages of many of
our organs (mouth, intestines, rectum, vagina, cervix, foreskin and urethra)

*  Mucus protects the mucous membranes by trapping bacteria and viruses and preventing them from
coming into contact with the membranes

¢ Mucus contains substances that can, to some extent, kill bacteria and viruses

+ For some membranes, mucus also acts as a lubricant that prevents friction and tearing when ob-
jects pass through them

* Mucus in the vagina reduces friction during sexual intercourse; mucus in the gastrointestinal tract
(including the rectum) helps with the passage of food and faeces; mucus in the rectum also helps

w
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reduce friction during anal intercourse
* Rectal fluid, the mucus that lines the rectum, can contain a high concentration of HIV

* Inflammation in the rectum, caused by STIs or tearing, may increase the amount of HIV in the rectal
fluid
The TAP framework

T § AP

*Type of sAmount  +Paint of
fluid of fluid entry

gE— O M

The TAP framework helps us understand the risks of sexual behaviours.
Type of fluid
* The more HIV in the body fluid, the higher the risk of infection

* The concentration of HIV in body fluid depends on many factors including STls, ART and stage of HIV
infection

» More HIV is typically present in the body fluids of newly infected individuals
Amount of fluid
» Exposure to less fluid typically means exposure to less viral load, which lowers risk

» Withdrawal/pulling out the penis during intercourse but before ejaculation reduces the risk for the
receptive partner (the bottom)

* For injection drug users, needles cleaned with water reduce blood on or in the syringe
Point of entry

« Different risks are associated with different entry points for HIV

» Having a cut or sore on skin or a membrane can increase the risk of HIV transmission
 STls, especially those that cause sores or lesions, also increase risk

Use the TAP framework to discuss the risks of kissing, touching HIV-positive blood and being the bot-
tom partner during anal sex.

“What is the risk from kissing?”

“What is the body fluid involved?”

“Is there risk from saliva?”

“What is the risk if a person gets HIV-positive blood on their arm if they have no cuts?”
“What is the type of fluid?”

“Can blood transmit HIV?”

“What is the amount of fluid?” We are not sure; could be a lot, could be a little.

“Is an arm a point of entry?”

e —
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“Is there any risk in this case?”

“What is the risk of being the bottom partner in anal sex, without a condom and water-based lubricant?”
“What is the type of fluid?”

“Can semen transmit HIV?”

“What is the amount of fluid?”

NOTE: Remember that HIV transmission requires enough HIV in the body fluid AND a way for the

infectious fluid to enter the blood stream. Also remember that, HIV-positive body fluids carry 96 per cent
lesser risk if the individual is on ART and adhering to treatment.

Safer sexual behaviours

art an PrIE or e ponadzreand lobrzam ot ennshienes
St on PrRE or ces reradzmcand Lbrza J qpbennskienss
Wiear ardsmarar

L rger cama mit = e fromn urpical phras

Wiz e e hech fon puls

U oAk v and kv ann
Wan with vy weber

Hiraring Want e wrh szapans water
Miafzh Lt 5 chevt 0 AN £ = o meRry Hime

Fingaring Lawrigz
Thigh ez Lawrinx
Marhr babizr Lawries



KEY POPULATIONS SENSITISATION AND COMPETENCY DEVELOPMENT

LESSON PLAN
SESSION 7 — harm reduction and self-care for people who use or inject drugs
Learning objectives
At the end of this session, participants should be able to:
+ Define harm reduction

« Define self-care

» Explain the importance of harm reduction and self-care in working with key populations to
improve health outcomes

Session overview

Content Activity Mate-
rials

Learning objectives Group discussion Slide 111

Harm reduction Large group discussion, fill in the Slides 112-116
blank

Self-care Large group discussion Slides 117-119

Closing Questions and answers Slide 120

(Content adapted from SA Partners, 2017)

Indicates a workbook prompt.

Show slide 111

Session 7 Learning objectives

By the end of this sessien, participants will be

able to:

« Define harm reduction

* Define self-care

* Explain the impartance of harm reduction and
self-care in working with key populations to
improwe health outcomes
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Harm reduction

Comprehensive package of policies, programrmes, and
approaches that seeks to reduce the harmful health,
sotial and economic consequences assaciated with
drug use,

Elemeants include:

necdle 2 syringe programmes

opioid substriution theraoy

tasting and courselling far HIY, T8 and wiral hepatits
Hi's care and ART for people who inject drags
preventior of wexual ransnizsian

nulrea

= LE 5]

For example, people who inject drugs are vulnerable to blood-borne infections (such as HIV) if they use
non-sterile injecting equipment. Therefore, ensuring adequate supplies of sterile needles and syringes
is a harm reduction measure that helps to reduce the risk of blood-borne infections.

Harm Reduction =1

+ Toreduce harm from drug use, advize clients:
— Thatthere (= treatment to stop drug or alcohal

wser, but that the decision must be theirs

— If stopping is nat possible, reduce amountdose

and/for frequancy of use

— Byoitd injecting drugs, iF possible

Harm Reduction - 2

= If clicnts chonse to injoct drugs, teach them howe to do
it safaly

— dktam sterie needles and syrnges from o neecle ard

=pTinpe prosgram, ar clean used pesdiee

= b clean needles, spri
e e Lo clean e

waTEr ar ar snnudd De nsed ea

Plan anead o ger Righ in g sate pace, and ta hase Teod,
weater ARV, comdems, ik ote. an band

s, cookers and surfaces

Dspose of syringes safzhy after one uscin a shamps
comtainer or other hard comtaire:, saway from ather people

— Talksca health came provider about preczuatons for wking

Ay alurgside specilic recrealivnal drogs ardfor Slcshal

Harm reduction - 3

Additicnal poinls te advise/suppart:
+ Aveld sole drug use
* loin a support graup

* Owerdose prevention

= Be informed about HIV, 5Tls and other
diseases like skin and heart infections

* Practice safer sex
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Harm reduction - 3

* Practice safer sex
+ Adopt safer injecting practices
Myenid salo drug use
— Use different weins far mjection
— Uze clean supplies
=afehy despose af wsed needles in sharps containars
— Use blezdh to dean needles and 2guiamens
— Uzg saler injeclicn sites
= Join a support group
+ Beinformad about HIY, 5Tl= and other diseasas

T S M@

EMPHASISE that people can also overdose or even die from having too many drugs or too much of
one drug in their body or from products that may be mixed with the drugs without their knowledge (for
example, fentanyl). Advise clients to consider all of the different substances they may have in their body
at one time and to learn which may cause unwanted interactions.

Key points

-

Itis important to be aware of different
substances that are commonly wsed

Different people use drugs for different reasons
There are many physical, behavioural, and
psychologleal symptoms of substance use

Harm reduction strategies are intended to reduce
drug-related HI% and disease transmission

The abjective of harm reduction is not
necessarily to stop using

TE— S M@

-

Self-care...

...the ability to promote health, pravent diseasea,
maintain health, and cope with liness and disability with
o without the support of a healtheare provider through:

= health promotion

* diseaze pravention and control

= sell-medication

= providing care to dependent persons

= sesking care il necessary

= and rehabilitation.

& = A

Self-care is the ability of individuals, families, and communities to promote health, prevent disease,
maintain health, and cope with illness and disability with or without the support of a healthcare provid-
er. The scope of self-care as described in this definition includes health promotion; disease prevention
and control; self-medication; providing care to dependent persons; seeking hospital/specialist/primary
care if necessary; and rehabilitation, including palliative care. It includes a range of self-care modes and
approaches.
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Self-care for key populations

= Epit- medicabion, freatment,
Self-managemient sezmirabtion, Injection,
rdm nistratinn, e

« Sl sampling, serseninyg

Selltesting

+ 5ol he'p, educarion. regalation,

Selt-awareness elficady, detemination

EXPLAIN Self-care interventions have the potential to increase choice, when they are accessible and
affordable, and they can also provide more opportunities for individuals to make informed decisions
regarding their health and healthcare. Self-care could play an important role to improve health-related
outcomes. Self-care also builds upon existing movements, such as task sharing and task shifting, which
are powerful strategies to support health systems.
We distinguish between three types of self-care:
Self-management

¢ PrEP and condoms for prevention

e Safer injection practices

e Safer behaviours

e Drug collection or delivery

Self-testing
e HIV self-screening
* Risk self-screening

e Case finding and index testing using key population networks such as the enhanced peer out-
reach approach or social networking service

Self-awareness
e Peers reach key populations, create demand for services, promote safer behaviours
e Small group interventions

e Social media

Key points

+ Splfcare is ancther way to overcome barriers
to socessing services for key populations

+ Bplfcare empowers key population members
to take responsibility for their own health

* Spll-care isa form of task shifting
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MODULE 3: Risk Assessment

The learning objectives for Module 3 will be covered in the following sessions:

Session 8 — Risk screening

+ Define and understand the different sexual orientations and gender identities

Session 9 — Clinical history taking

+ Define different sexual behaviours and assess the associated health risks

» Discuss possible prevention methods to reduce the transmission of HIV and other
STls and other communicable diseases

« Explain why it is important to understand human sexuality and sexual behavior
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LESSON PLAN

SESSION 8 — risk screening
Learning objectives
At the end of this session, participants should be able to:
+ Define risk assessment
» Describe the importance of risk assessment
» Describe the general intake process performed by administrative staff

» Describe the screening performed by peer educators, lay counsellors and other staff trained
to perform screening for HIV, TB, STls, and mental health

Session overview

Learning objectives Large group discussion Slide 124
Risk assessment Large group discussion Slides 125-131
General intake Large group discussion Slides 132-133
Risk screening Large group discussion Slides 134-141
Supported referrals are key Large group discussion Slide 142
Closing Questions and answers Slide 143

Indicates a workbook prompt.

Show slide 124

Session 8 Learning objecltives

By the end of this session, participants will be able
to:

+ Define risk assessmeant

= Describe the impartance of risk assessment

= Descripe the general intake process performed by
adrministrative statl

Describe the screening performed by peer
educators, lay counsellors and other staff trained
to pc}rh:lrrr screening for HIV, TB, 5Tls, and mental
health

-

F=— 0 4

Risk Assessment

-

Rizk azzessment iz the process of evaluating the
probability of acguiring HIY, ather 5T1 based on
behaviocur
Llswilly ocours over a series of private,
confidential conversations with a client, and ohten
inwolves the use of screening tools
Helps bealth care waorkers Lo
— ldantify clients at risk

Ensurs that agproanate screenings are cancducted

"

— Cutabilish strategios o redeos risks and pravent
arward Infaction:

== & W 44
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Performing sensitive risk assessments for key populations

Tips for performing a risk assessment

Risk assessment quick guide: Things to remember before you begin

Assure confidentiality

“Everything you say to me will remain
private and confidential”

Convey routine nature of risk assessment

“I am going to ask you standard questions
that I ask all my clients”

Explain that questions may be person-
al and sensitive

“It may be uncomfortable to discuss these
personal and sensitive questions, but they
affect your health so I need to ask them.”

Use open-ended questions (not yes/no)

“How are you feeling today?”
“What can we do for you today?”
“What do you know about HIV?”

Reinforce healthy behaviours

“Using condoms most of the time is
better than none of the time!” “Adher-
ence is hard; it’s great that you took
90% of your pills”

General Intake Needs

= ldentify need for urgent ar emergency care
and direct to an appropriate provider

= Address reason(s) for visit

— What can we do for wou today?

— Update dermographics and contact details

ldentify potential subtexts

— & clicnt comes infor the commaon flu, but might
have ather concerns that could be addrassad.

* Client satisfaction survey

"

e 3 ek General intake
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Identify need for urgent or emergent care. If emergency care is not required continue with risk
assessment

[0 Address reason(s) for visit

o What can we do for you today?

o Identify potential subtexts

E.g. a client comes in for the common flu but has underlying issues that could be identified and
addressed

= Do not ask probing questions based on assumptions

Performed during outreach and in the facility by peer educators, lay
counsellors, social auxiliary workers and other staff trained to do the

screening

2. RISK ASSESSMENT

P e 8

ey
W PEFENLC P RONTH AP

Risk screening questionnaires

L HIW risk
ATl risk

A TRrisk
4. Mental health gquestionnaire screens for:

W

— Alochol wse
— Deprassion
— Anxiety

FE— 0 MR

Please see different risk assessment questionnaires in the resources section of this manual
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How to conduct a risk assessment

Risk assessments is an important skill for anyone working in the field of HIV pre-
vention, care, and treatment. Risk assessments helps healthcare workers to identify
clients at risk, ensure that appropriate screenings are conducted, and establish risk
reduction education topics and strategies.

Effective risk assessments help healthcare workers provide tailored risk reduction
counselling to each client that can in turn prevent new infections.

Risk assessments can also help people living with HIV access and adhere to effec-
tive treatment.

Risks should be determined during routine history taking with each new client and
should be periodically updated during ongoing care.

The following steps outline the basics of how to conduct a risk assessment.

To conduct a comprehensive risk assessment, healthcare workers should be familiar
with the specific screening tools and referral mechanisms for their area, to clinical as
well as to counselling and support services.

Establishing rapport

For a risk assessment to be effective, the client must feel safe. Take time to build a trust relationship
with the client.

0 Be non-judgemental
0 Do not assume anything about a client’s life or behaviour

o For example, people who identify as homosexual may also have sex with people of
the opposite gender; people who identify as heterosexual may also have sex with
people of the same sex

o Reassure the client that everything they share is confidential. You can begin with
phrases like:

= “Everything you say will remain between you and me.”
= “You have a right to privacy and confidentiality that | will respect.”

= “Itis my ethical and legal obligation as a healthcare provider to protect your
privacy.”

[0 Greetthe client and introduce yourself

[0 Ask about the client’s preferred name and pronouns and use them consistently throughout
the session. If a client expresses a preference about what terms they prefer, use the client’s
preference as much as possible

[0 Itis important to accept and respect the self-identification of each individual person

[0 Do not assume that all people falling into one or more key population groups will have the
same preferences, attitudes, beliefs, behaviours, experience, or understanding

[0 Use specific terms and neutral language:

o Use “men who have sex with men” or “women who have sex with women” instead of
acronyms

o Avoid words such as faithful/unfaithful, promiscuous, irresponsible, prostitute, and
other value-laden terms

o Avoid presumptive questions

= Example: “How often do you use drugs?” or “When was the

e —
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last time you had sex with someone you just met?”

[l Be aware that there are many derogatory, offensive, insulting, and insensitive
terms used to talk about key populations found in many different cultures and
communities. This type of language should always be avoided in the health
facility, whether a client is present or not.

0 Convey the routine nature of risk assessments

o Use language that emphasises that this type of discussion happens
with all patients

o Itis important to ensure that your client do not feel like they are being
singled out

o Consider phrases like:

= “I'm going to ask you some questions that | ask all my clients,
because they have a big impact on people’s health.”

= “The following topics are standard.”
=  “These topics are discussed with all clients.”
0 Acknowledge that personal and sensitive information will be assessed

o Giving the client an introductory notice that you are about to talk about
personal topics will help prepare them and may result in them being
more open

o Consider phrases like:

=  “m going to ask you about some personal topics. | talk to all
my clients about these topics because they affect your health.
Many people find it hard to discuss these issues at first.”

= “The next set of questions cover sensitive information, but
they are routinely discussed with all clients at this clinic.”

= ‘It may be uncomfortable to discuss some of these topics at
first. | talk to all my clients about these issues and am able to
provide the best care to those who are open.”

[0 Confirm with the clients which risk assessments will be formed and the purpose of
each questionnaire:

o HIV risk screening questionnaire — Annex 1
o STl risk questionnaire — Annex 2
o Mental health questionnaire — Annex 3

[0 Reinforce healthy behaviours

= Praise clients for positive steps they are taking to maintain or improve their health and/or to reduce
their risks

= Do not judge unsafe behaviours
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Importance of Risk Assessment

+ Unzafe hehaviours can put people at risk for HIV,
ather infections, and adverse bealth outcormes,
= Fffective risk assessment helps health care
workers provide targeted care and counsclling to
gzch cliznt.
= Targeted risk reduction efforts can help wa:
= Prevent ries WY, TR, 5T1 and olher inlections
= Irip=aye health of peaple living with HIY by
encouraging positive Aealth hehawaurs and efferhee
treatment

FE— i a9

NOTE that risk assessments can help people living with HIV, TB, STls and those practising unsafe
behaviours to access effective treatment and identify approaches to avoid spreading HIV infection to
other people.

EMPHASISE that HIV prevention efforts directly benefit clients, their families, and communities.

Risk Assessment for
Key Fopulations -1
Key concerns for key populations groups include:
+ Health risk assessment and risk reduction,
including discussion of HIV-discordant couples
Undetectable = untransmittable, or U =1
* Mental health concerns like deprassion, ansiety,
and aleahol vae
+ Vulnerabllity towiolence and other trauma

* Substance use

FE— B

EXPLAIN that U = U refers to a campaign explaining how the sexual transmission of HIV can be
stopped. When a person is living with HIV and is on effective treatment, it lowers the level of HIV
(the viral load) in the blood. This is also medically known as “virally suppressed”. At this stage, HIV
cannot be passed on sexually.

Source: https://www.aidsmap.com/about-hiv/what-does-undetectable-untransmittable-uu-mean

Risk Assessment for
Key Populations - 2

= Safety and comtort at health facilities

= Experiences of stigma and discrimination

* ay kbawe limited or no family support;
alternative familycommunity support netwonks

gE— 0 AR

EXPLAIN that due to a variety of factors, including coping with stigma and discrimination, the areas
mentioned on the slide may be over-represented in key population groups. Risk assessments are
very sensitive but important with clients from these groups.
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When is a risk assessment conducted?

* Far new clients, risks related (o sewal health
and substance use hould be determined
during history taking.

* For returning patients, risk assessment should
be updated periodically during ongoing care.
— AL |erast uru.l::."‘:,'lur. Bt best more olten

— Combine with HIW testing

Tips for Effective Risk Assessment

]

Crucial to establish rapportin order to gain trust and
conduct an aulhentic, alfactive risk azsessmeant, by
Beassuring the cliznt that cverything they share &
cerfidertial
— Cxplairirg why thewe questiors sre impertant
— Depinrirg with less threatanicg o less sensilive lopics
= Using g wariety ol guestiorirg approsches Lo gel
rilermation,
= DalTerant dicnme wilresgord 10 d i ent wopbee
SAvaiding assumiptiane abaut Jents and ek behavours,
Damonstrating a non-judgmental anitude znd approach.

FE— B R

GIVE examples of different types of questioning that a provider might use:
[0 Open-ended questions.
o Example: “Tell me about your alcohol use.”
[1 Close-ended questions.
o Example: “Do you have sex with men, women, or both?” or “Do you use drugs?”
[1 Direct questions about specific behaviours.
o Example: “When would you be uncomfortable using a condom?”
[0 Exploratory questions.
o Example: “What do your friends think about using drugs?”
0 Normalising questions
o Example: “Sometimes people have anal intercourse. Have you ever had anal inter-

course? or Some of my patients tell me they share their crack pipes. Have you ever
shared a pipe?”

Establishing Rapport

+  Benoa-Judgriental and nen-directive

Aecepl e respact Lha sel-identilication and prefleresces
af mach individuza

— Ak T arl e ol disnr's el nace and proseurs
M diarngarany THa ff insuEs

— P e ol sk o descrbe the clenl Uhal Uiy sl ret
ARfEAaLAlE af iR sk

+ Usa raspactul language that reflects cliant’s idanthy can
el L Beaild waapeart and rust

+ [ S0T refer to people a5 acronyms

* W you make a miszake, acknowledge ot zpologze for it
clasity if needad, and use the client's preteraed name,
pronour, andor Lesminalepy gaing 'ereand

FE— O A

NOTE some examples:
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Some clients may not identify with terms such as “gay” or “men who have sex with men” even
though they may engage in same-sex sexual activities. They may be dealing with their own complex
identities, or may have internalised stigma/homophobia, and do not want to be called these terms.

Some clients may be transgender but continue to dress in alignment with the sex they were as-
signed at birth. (For example, a trans woman who continues to dress as a man for safety reasons.)
The client’s gender identity should be respected regardless of how they are dressed.

Never be shy to ask the preferred pronoun — which maybe he, she, or they/them.

Mental Health Screening

* Full mental health soeenong includes questions to identify
depiession, arkiely, post-Iraumalic siress disardar [PTS0I
anl siciclalidestian

Fegiiines prefessional Wainig i eoediag

= IFyou are not traired, ask questions with foous on offering

counselling and o suppart graup referrals, such as
Hawe vou ever receieed courselling other than HIY relakzed
counselling?

— e oy currenlly pert ol @ suppert proup?

© Mz, b ot b Lot ger, why dd you decade wo sap
parcipating?

— ‘Wauld you liks o speak to 2 coursellsr ancfor pa-ticpate

rsupanrt group?

FE— W AR

Use the Brief mental health screening questionnaire in the manual to screen for:

e Alcohol use

e Depression

e General anxiety
EMPHASISE that, if possible, referrals for further support should be made to organisations that are
focused on the key population group.

Substance Use Screening -1

* Agaabout substancc use nanan jucgemnental ey
= Presoripticn, noneprescripton mediczstions, akehiol,
recresticral druge.
* i positve history of drog vse, pet more irformetion on =
fehaviaur.
Fior exarnple
Tell e about e drugs gan wsehave ased
How dryou use drigs (smake, snort, inject, take pils,
ate
— Dafbave wou everirgected a drsg?
= What drugs coddid you injes?
— Mo de you kroey F the sguipmerdt gouuse s dean?

FE— i A

EMPHASISE that screening for substance use is particularly important in HIV-infected patients because
both alcohol and substance use are risk factors for HIV infection acquisition and transmission. Empha-
size that addressing problems associated with substance use can help clients improve adherence to
HIV medications and adopt risk-reduction behaviours, such as practicing safer sex.

EXPLAIN that:

»  Screening should be conducted when the client does not have alcohol on his/her breath and does not
appear to be under the influence of any drug.

*  When a person uses one substance, there is an increased likelihood that they may use additional
substances. Always ask about additional substances when the client discloses use of a particular
substance.

» Clients often minimize or deny alcohol and substance use because of the stigma associated with ad-
diction, or potentially because they are struggling with its use and report what they want to be true.

NOTE that there are some indicators for substance or alcohol use, including:

» History of referrals or participation in substance/alcohol treatment programmes

» Trauma, especially after drinking/substance use

* Legal problems

» Job loss/turnover, downward mobility

* Relationship problems

» History of psychiatric symptoms, especially affective disorders

« History of, or current heavy smoking

Source:

e —
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Substance Use Screening in HIV-Infected Patients. New York State Department of Health. 2007. http://
www.hivguidelines.org/substance-use/screening-assessment/#tab_0

SAMSHA/ Brown, R. & Saunders,L. CAGE adapted to include drugs. 1991. http:/1.usa.gov/1RZnDAt

Substance Use Screening - 2

= agaifthe clisnt jor aryore nosccil retwork or fameyl think
thee miay hizve a substanice vse orakler, now o in the past

* fcient denizs substance use, but the provices suspects
subztarice uss, cordirus to ngquire about substance yss af
subresgusnl yisils,

+ Reler il reeded o a oo ele assessirent

gE— B IR

EMPHASISE that screening for substance use is particularly important in HIV-infected patients because
both alcohol and substance use are risk factors for HIV infection acquisition and transmission. Empha-
sise that addressing problems associated with substance use can help clients improve adherence to
HIV medications and adopt risk-reduction behaviours, such as practicing safer sex.

EXPLAIN that:

«  Screening should be conducted when the client does not have alcohol on his/her breath and does
not appear to be under the influence of any drug.

*  When a person uses one substance, there is an increased likelihood that they may use additional
substances. Always ask about additional substances when the client discloses use of a particular
substance.

» Clients often minimize or deny alcohol and substance use because of the stigma associated with
addiction, or potentially because they are struggling with its use and report what they want to be
true.

NOTE that there are some indicators for substance or alcohol use, including:

» History of referrals or participation in substance/alcohol treatment programmes

»  Trauma, especially after drinking/substance use

* Legal problems

* Job loss, turnover, downward mobility

* Relationship problems

» History of psychiatric symptoms, especially affective disorders

» History of or current heavy smoking

Source:

Substance Use Screening in HIV-Infected Patients. New York State Department of Health. 2007. http://
www.hivguidelines.org/substance-use/screening-assessment/#tab_0

SAMSHA/ Brown, R. & Saunders,L. CAGE adapted to include drugs. 1991. http://1.usa.gov/1RZnDAt
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Substance Use Screening - 3

|l answers indicale daily use or paasible abuse, use the
lallawing CAGE-&1D screaning taal Tor subatanos
usefabuza:
1. Haez you meer fe s the need to cut dawen onoyour use of
aloonol or drugs™
2 Has aryere srneped pou by crilivging vour use of aloshg]
or drugs?
1. Havs wou ever 20 pully becagse ol samsthing voo've
done while drinking e using drugsd
4. Hawe wou eeer taken s deink ar ased caags to steady your
NEruis Of @t auar & hangousr (ays-onare|?
Aot of 2 arimove pes” respovizes o CAGE-AID oy
b swggestive af o problern

g B AR

NOTE that the CAGE-AID tool is designed for clinicians to use as a brief screening. It does not consti-
tute a complete assessment. Providers may wish to refer clients to appropriate services for complete
assessment.

Full links to sample screening tools:

*  CAGE-AID: http://www.integration.samhsa.gov/images/res/ CAGEAID.pdf

* NIH/National Institute on Drug Abuse: list of evidence-based resources: https://www.drugabuse.gov/
nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools

WHO ASSIST screening test: http://www.who.int/substance _abuse/activities/assist/en/
WHO Mental Health Gap Intervention Guide for mental, neurological, and substance
use disorders in non-specialised health settings: http://apps.who.int/iris/bitstream/han-
dle/10665/44406/9789241548069_eng.pdf;jsessionid=B58F28C389EB11C2F7B8477A20B-
6028F ?sequence=1

Source:

Substance Use Screening in HIV-Infected Patients. New York State Department of Health. 2007. http://
www.hivguidelines.org/substance-use/screening-assessment/#tab_0

SAMSHA/ Brown, R. & Saunders,L. CAGE adapted to include drugs. 1991. http:/1.usa.gov/1RZnDAt

Violence & Abuse Screening -1

= |mportant 1o assess for violence and abuse at
persanal, household, and community levels
Kay inclede domestic violence, gender-based
vialence, or ather tyges of interpersonalviolance
+ Always ask these questions in private, and emphasise
thist these are questions are routine
— “In light of high levels of sexual and gender-basad
violence affecting us all, we ask all patients the
fallowing questions as part of our assessment.”

g O M

Source:

Stanford Medicine. “Domestic Abuse: How to Ask” [webpage]. http://domesticabuse.stanford.edu/
screening/how.html

e —
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Violence & Abuse Screening -2

= Sereening questions inc ude;

— Do you fesl safe at home? Do you feel safa in your
community?

— Dees @ partner, client or anyane at hame, hurt, hit
or threaten you?

— Has & partner, or anyone at home ever hart, kit ar
threatened you?

— Hawve you besn hurt, hiter threatened by anyane
outside of your home?

— Hawve you ever been physically, sexcally, or
emationally abused?

g B AR

EXPLAIN that “abuse” may not be a word those clients identify with. Some signs of abuse, such as
marks on the body from physical harm, are easy to notice. Other forms of abuse may be more difficult
to see or understand. Some signs of emotional abuse can be obvious from outside the situation, but a
person in that situation may miss them or be unaware that the situation is abusive.

Emotional and mental abuse involves a person acting in a way to control, isolate, or scare somebody
else that could include shaming, blaming, humiliation or unpredictable behaviour. The form of abuse
may be statements, threats, or actions, and there may be a pattern or regularity to the behaviour.
Sources:

+ Stanford Medicine. “Domestic Abuse: How to Ask” [webpage]. http://domesticabuse.stanford.edu/
screening/how.html

e https://www.medicalnewstoday.com/articles/325792

Supported Referrals are Key

+ Clignts whoare sxperiancing subistance abuse, meantal

et concerns andfor vialence may naed refesral for:
Treatmarit
Caunselling

— Psychesapal support

— Safety planrong jsack a5 2 shelter or ctbe safe housings

Facllity should have referrzl list for thase types of

SEraCes

— Asrnuch gy possible, ersure thal referrals for members of
key prplation goouips are ta key popilatian sies

= If a dient srems distressed or cepresses conoermns for
salaty, imrnedialely set up an appeintment with a
|auxilinry) secal worker or psychologist.

g O M

*
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LESSON PLAN

SESSION 9 — clinical history taking

Learning objectives

At the end of this session, participants should be able to:
« Explain the importance of clinical history taking
* Describe the SOAP note-taking process

Session overview

Learning objectives Group exercise Slide 145
Importance of clinical note taking Large group discussion Slide 146
SOAP note-taking process Large group discussion, fill in the blank Slides 147-151
Sexual risk assessment Large group discussion Slide 152
Use plain language Video Slide 153
Key points and closing Questions and answers Slides 154-156

Indicates a workbook prompt.

Show slide 145

"If it ain't written down, it didn't
happen”
« Good clinical notes are essential in primary
rare ta document changes ower time that can
be crucial to diagnosis and management.

Thinking about the note ahead of time can
improve the client encounter.

* Motes are legal documents that are taken as
the tormal, complete record of the
consultation.

FE— O M@

SOAP

Subjective — erouine about reason for the visit,
Client shares thein version of complaing, Ak
history. DO NOT INTERRUPT.

Objective — physical examination, ahsenations
and measuremeants. Vitals, labs, x-rays

Assezzment - differantial diagnosis and most
probable diagnesis. Draw conclusions from 5+0

Plan — specific treatment, referral, other support,
follona-up wisit

FE— B R

The SOAP acronym will improve clinical note taking while maximising the client experience.

Source: https://www.slideshare.net/ErinLyons/soap-notes-getting-down-and-dirty-with-medical-transla-
tion
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Sul:rjecﬁve OVerview

+ DO MOT INTERRLPT THE CLIEMT
Llient axolains their complaintin their own words

= Take reate of the reason far the dient visit and the issuas

taat they have according to them

AlE nele fow savere symplams are and for how long thace

have buen presant

= This summary of complaints will giee you the apaortunity
ta petect cues of other cancerns the cliant may have

+ These subieits can be broughtup Guring the Objsclive part
af the consulbatian.

= Awoid voecing your opinicn af what the dient says—tharn's
anothes sactian for that)

g 0 AR

ASK the client to explain their iliness, its onset and progress as well as symptoms and concerns in
detail.

Subjective: Note the reason the client is visiting and the issues that they are having, according to them.
Avoid voicing your opinion of what they are saying—there is another section for that. This summary of
complaints will give you the opportunity to detect clues of other concerns the client may have. These
subjects can be brought up during the objective part of the consultation.

Objectivt: Medical History

+ Includn virak
= Curent complainks'spmptoms
symptams of aoute and chronic =0 infectian

— spns or ssrpiers of an 571
+ Include medical histarg (past 1Iness, sungery, ehe.|
Famiy hivkary
Inzlude currers rrccn:'tl:ms - trarsgender paterns, ask if
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NOTE: Assess medical history as you would for all patients. Ask the client specific questions to clarify
the client’s subjective experience and concerns.

Objective: What do you observe? In this section, note the symptoms you can see and anything that you
have measured (e.g., weight, vital signs, diagnostic test results, etc.). Do not interpret the data in this
section, just record it.

Assessment

* Diagnesis based on conclusions drawn from
nhservations

Staternent of risk the dient has

-

Reasoning for proposed prevention, care, and
treatrment plan
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Assessment: After you collect and evaluate the subjective and objective information, you will be able to
form and notate your assessment of the client’s condition. What do you think is going on? Why do you
think that? Do you need additional tests (pathology, x-rays etc. to confirm findings)?

69



N 4, - —S—S——
KEY POPULATIONS SENSITISATION AND COMPETENCY DEVELOPMENT

Plan

* Inclede all interventions:
— Diet £ meaals
— Ireatments
Therapias
— [ducationand counssling needs
— Referrals

— Follow-up visit
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Plan: Map out what is next. What are you recommending the client do, and how often? What will you
do? What additional services or support do you need to refer the client for?

Additional note: You might collect some information during an appointment that does not quite belong
in one of the SOAP sections. Use the additional note field to jot down those extra details. Some practi-
tioners will use this space to document their clients’ goals, questions or expectations.

Source: https://www.slideshare.net/ErinLyons/soap-notes-getting-down-and-dirty-with-medical-transla-
tion

Flain language terminology
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Always use plain language for medical terminology in client discussions. It is essential that
clients understand exactly what you have done, what is wrong with them (and what not), and
how will the problem be treated.

Medical history

[0 Begin with less threatening or less sensitive topics (e.g., general questions about person and medical
history).

Use the types of words the client is using.
This creates a stronger sense of understanding and connectedness.
Ask for clarification if you are unsure of a term or wording used by the client.

Explain why personal questions are important.

O O o O &8

Use a variety of questioning approaches to get information. Different clients will respond to different
styles. Some of these approaches include:

o Open-ended questions. Example: “Tell me about your alcohol use.”

o Close-ended questions. Example: “Do you have sex with men, women, or both?” or “Do you use
drugs?”

o Direct questions about specific behaviours. Example: “When would you be uncomfortable using a

— e s—m——



NN 22 (EE————m—m————————————, ] ...
KEY POPULATIONS SENSITISATION AND COMPETENCY DEVELOPMENT

condom?”

o Exploratory questions. Example: “What do your friends think about using drugs?”

o Normalising questions. Example: “Sometimes people enjoy anal intercourse. Have you ever had
anal intercourse?” or “Some of my clients tell me they share their crack pipes. Have you ever
shared a pipe?”

0 Remain neutral when hearing sensitive information:
o Maintain neutral body language
o Smiling or relaxed mouth
o Nodding
o Relaxed arms and legs
o Making eye contact

0 Avoid cold and judgemental body language:

o Looking away

o Rolling eyes

o Crossed arms and legs

o Strong gestures or sudden movements in response to client

o Focus on risk reduction

After learning about a client, the next step is to help reduce risk and improve health.
Remember that success is defined as risk reduction.
Abstinence-only messages are not effective or appropriate.

Goals for clients should be achievable and realistic.

O O o O &8

Affirm concerns:

o Clients may express concern in response to disclosing sensitive information

o To help ease this concern, provide the client with affirmation of their concerns:

o “m glad you told me this.”

o “l know itisn’t east to talk about this, and | appreciate your honesty.”

o “lunderstand why you may be concerned, but let me see how | can help you with that.”
[0 Be prepared for what you might hear.

0 Ask your clients to explain anything you do not understand.

[0 Assess for symptoms of acute and chronic HIV infection, signs, or symptoms consistent with a
sexually transmitted infection, plans related to pregnancy and childbearing and for trauma and
abuse in all clients with or at risk for HIV, TB or hepatitis.

Current complaints/symptoms.

Chronic conditions/medications.

History (past conditions, medications, surgery).
Family history.

Tobacco, alcohol, drug use.

Vaccinations
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0 For transgender clients, in addition to standard questions asked of all clients, remember to ask if
they are taking any type of hormones to help with gender affirmation. These might include pre-
scribed medications, contraceptive pills, medications purchased online or from an unauthorised
shop, etc.

[l Give clear and consistent messages.

[0 After getting to know clients, provide them with messages on:

o Risk-reduction behaviours
o Use of additional health services
[0 Messages can also be called goals because they:

o Require a client to take action

o Require the healthcare provider to follow up

Sexual History

4
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1. Sexual history
a. Initial sexual health assessment questions
0 Are you currently sexually active?
0 When did you last have sex?

b. Follow up initial questions with detailed sexual history questions covering the five P’s (partners, practices,
protection, past history of STls, and pregnancy). Remember, direct and non-judgemental questions are
best.

[l Partners (number of partners, gender of partners)
0 How many sexual partners have you had in the last three months?
0 How many sexual partners have you had in the last year?
[0 Are your sex partners men, women, or both?
0 What do you know about your partner(s)’ past sexual activities?
[1  Practices (e.g., type of sex — vagina, anal, oral, and/or sex toys)

00 1am going to be more explicit about the kind of sex you have had over the last 12 months to better
understand if you are at risk for sexually transmitted infections.

What kind of sexual contact do you have or have you had?
Do you have oral sex? Vaginal sex? Anal sex?

Vaginal sex/penis in vagina?

O &0 & &8

Anal sex/penis in anus?

o If yes, ask: During anal sex, are you the top (insertive partner), the bottom (recep-
tive partner), or both?

e —
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[0 Oral sex/mouth on penis, vagina, or anus?

[0 Do you use any sex toys?

[1 Protection (use of condoms, etc.)

0 Do you and your partner(s) do anything to protect against sexually transmitted infections? What do
you do?

0 Would you say you use condoms all the time, some of the time, or never?
0 When do you use condoms?
0 What do you do when you think you have an STI?
o Probe for more information as needed.
[0 Past STI history
[0 Have you ever been diagnosed wi