[bookmark: _Toc365013554][image: ]Session: Stigma, Discrimination, and HIV Prevention 
Session Rationale  
Stigma and discrimination are a violation of human rights and represent structural, underlying factors that will increase individual risk for HIV infection and reduce the ability to access care, support, and treatment. This session should be adapted depending on what participants have already learned about HIV stigma and discrimination in other training sessions. 
[image: ] Time Two hours    
[image: ] Audience Peace Corps trainees assigned to health or HIV/AIDS programs 
Terminal Learning Objective	
Based on assessed HIV prevention needs and risk factors at the individual and community level, participants will develop a strategy that uses evidence-based combination prevention (behavioral, biomedical, structural) approaches, national prevention priorities, and Peace Corps project frameworks to promote behaviors and services that prevent HIV infection and contribute to a reduction of community HIV incidence rates.	
Session Learning Objectives 
Participants in group discussion describe impacts of stigma, stigmatization, and discrimination on HIV prevention efforts.
Participants demonstrate in small groups appropriate use of three participatory approaches to address stigma and discrimination in community contexts.
Session Knowledge, Skills, and Attitudes (KSAs)
1. Define HIV/AIDS-related stigma and discrimination. (K)
1. Define overlapping stigma and discrimination faced by key populations. (K)
1. Use participatory techniques to combat stigma and discrimination. (S)
1. Develop scripts to respond to stigmatizing/discriminating statements. (S)
1. Reflect on impact of stigma and discrimination on HIV prevention. (A)
Prerequisites  	
Introduction to HIV Prevention; Combination Prevention; Reducing Risk of HIV Prevention, Applying HIV Combination Prevention; HIV Basics for Peace Corps Volunteers; Care, Support, and Treatment: Addressing Stigma and Discrimination; Gender Equality and Women’s Empowerment Parts 1 and 2.
Sector:		Health
Competency:		Support HIV Prevention and Care
[bookmark: _GoBack]Training Package:		HIV Prevention
Version:		May-2014
Trainer Expertise:		Peace Corps Health or HIV trainers with general knowledge of HIV prevention and experience with working with PLHIV, in-country trainers with technical knowledge, and experience with working with PLHIV. It may be appropriate to have a co-trainer who is a PLHIV. 
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[bookmark: _Toc365013556]Contributing Posts: PC/Nicaragua, PC/Rwanda, PC/Jamaica


Session: Stigma, Discrimination, and HIV Prevention
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer preparation:
Review Trainer Material 1. If stigma is not your area of expertise or you would like to review an updated summary of research findings around stigma, please try to read Trainer Material 1 prior to delivering this session, as background and/or refresh preparation to inform your contributions to the discussion, especially for the Motivation and Information sections. 
[bookmark: notestotrainer]Review the session plan, handouts, and PowerPoint presentation.
[image: ] Note: If not using PowerPoint, prepare information on flip chart paper beforehand. 
Read the entire session and plan the session according to the time you have available. 
Review Stigma session from Care Support and Treatment Training Package to ensure that all objectives for stigma are met. 
Collect enough sticky notes (or colored paper squares) for each participant.
Title a piece of flip chart paper with “Stigma and Gender.”
Work with a Health program manager to review Handout 4 and include any local resources that are available. Obtain sample copies if possible. 
Make sufficient copies of Handouts 1-4 for participants.
[bookmark: _Toc236737427]
[image: ] Materials:
Equipment
Different color sticky notes or paper squares
Projector and laptop (for PowerPoint presentation)
Flip chart, easel, and markers
Tape
Handouts
Handout 1: Challenging stigmatizing Behavior: Hot Seat Activity 
Handout 2: Standing up to Stigma: Stop-start Drama Activity
Handout 3: Showing Stigma: Sculpturing Activity
Handout 4: Resources and Tools for Addressing HIV Stigma and Discrimination 
Trainer Materials
· Trainer Material 1: Stigma Research Findings
· Trainer Material 2: PowerPoint (see separate file)
[bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc387653787]Motivation	[image: ] 10 min
[bookmark: _Toc364750612][bookmark: _Toc387653788]Exclusion game
This exercise gives participants an opportunity to feel what it is like to be excluded for arbitrary reasons. 
[bookmark: _Toc365013558]Have all participants stand with their backs to you. Put different colored sticky notes on each person’s back. There will be only one white sticky note to place on one person’s back. 
Explain that participants have 5 minutes to move around the room and divide themselves into different groups according to some characteristic of the participants’ choosing. No further questions are to be asked and the activity is to be conducted in silence. 
[image: ] Note: Usually the groups will organize themselves based on the colors of their sticky notes, with the person with the white note standing alone. 
Once the groups have assembled (which will likely be based on the color of the sticky notes/squares), ask them how they organized themselves. Where did they get the idea? Why did they? How did they feel to belong to a group? How did the person with the white sticky note feel? 
[image: ] Note: In the Ukraine, they noted one occasion where people empathized with the person with the white sticky note and welcomed her into their group. This could be an opportunity to use the feelings expressed in the group to make the point that sometimes when exclusion is identified, people may respond with empathy.
People can be stigmatized because of a characteristic/attribute—in our context, HIV—that may not be well defined or understood, especially by the person excluded.
[image: ] Note: Stigma and discrimination can also be based on attributes such as sex, gender expression, race, or class and can increase an individual’s vulnerability to HIV.
[bookmark: _Toc365013559]Ask participants how, in the context of HIV, could this exclusion make a person feel? Could it impact their actions? How? Why? In what ways have participants witnessed exclusion or discrimination in their communities? 
[bookmark: _Toc365013561][image: ] Note: Learning Objective 1 is assessed by the discussion that follows. 
 Conclude by saying that stigma and discrimination often create feelings of exclusion, despair, and anger. We will explore this further in this session. 
[image: ] Possible script: Note that while we acknowledge the difference between stigma, stigmatization, and discrimination in their definitions, they are often applied interchangeably. Quite often, stigmatization is subtle, silent, and unseen by on-lookers—but felt deeply by the victim. In some circumstances, even the perpetrator may not be aware that their actions are stigmatizing. So when we talk about what we’ve witnessed, keep in mind that just because you haven’t seen stigma, that doesn’t mean it isn’t strongly felt by those stigmatized. And because of cultural differences, PCVs may not see it even when it is blatant and imposing extreme pain on victims. 
[bookmark: _Toc365013565]Open the PowerPoint ([image: ]Trainer Material 1), and then ask for a volunteer to read aloud the session objectives from [image: ] [SLIDE 2]: Session objectives.
Participants appreciate stigma and discrimination’s impact on HIV prevention.
Participants use participatory approaches to address stigma and discrimination in their communities.
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc387653789]Information	[image: ] 20 min
[bookmark: _Toc387653790][bookmark: _Toc364750614]Stigma & discrimination[footnoteRef:1]  [1:  Much of the information here is adapted from the Understanding and Challenging Stigma Toolkit] 

This section provides basic information about stigma and discrimination and how it impacts HIV prevention efforts and the lives of people affected by HIV and AIDS. 
1. [bookmark: _Toc365013567]Review definitions of stigma and discrimination from [image: ] [SLIDE 3]: Stigma and discrimination.
Definitions
· process of devaluation of people living with or associated with the disease 
· linked to power and domination in society 
· reinforces inequality whereby some groups are made to feel superior and others devalued 
· when stigma is acted upon, the result is discrimination 
[image: ] Possible script: Let’s start by reviewing the definitions of stigma and discrimination that were part of an earlier session. HIV/AIDS-related stigma is a process of devaluation of people living with or associated with the disease. Stigma is linked to power and domination in society as a whole, reinforcing inequality whereby some groups are made to feel superior and others devalued. When stigma is acted upon, the result is discrimination.[footnoteRef:2] [2:  UNAIDS. April 2005. HIV-Related Stigma, Discrimination and Human Rights Violations: Case Studies of Successful Programmes. Geneva: UNAIDS] 

1. [image: ] [SLIDE 4]: Types of stigma:
Experienced/enacted stigma
Anticipated/perceived/felt stigma 
Self or internal stigma 
Intersecting/layered stigma 
As each kind of stigma is described, ask participants to share an example for the kind of stigma – how it might manifest itself or impact HIV prevention activities. Ask for 1-2 examples of what participants may have witnessed in-country.
[image: ] Possible script: Stigma can manifest itself in a number of different ways. As we review this slide, can you think of (and share) what this kind of stigma might look like and how can it effect HIV prevention specifically.
Experienced/enacted stigma describes an actual experience of discrimination or stigmatization. This kind of stigma can put someone in danger of violence and directly block access to appropriate prevention services (like treatment of an STI) or supplies (like lubricant). Less serious forms of experienced stigma could make someone feel unwelcome when trying to access services.
Anticipated/perceived/felt stigma is the fear of experiencing discrimination when associating with an HIV-positive person or testing positive. This kind of stigma often happens after someone has already experienced or witnessed discrimination. This type of stigma prevents people from getting tested for HIV and from disclosing their status.
Self or internal stigma can be specific to people living with HIV. The involves the internalization or acceptance of shame, blame, guilt, and fear associated with being HIV-positive. This can stop people from seeking care support and treatment, reduce adherence to medication, and heavily impact PLHAs’ emotional health.
Intersecting/layered stigma is HIV stigma that is layered on top of pre-existing stigmas. This stigma is frequently toward most-at-risk groups and can be even worse for key populations with overlapping vulnerability. So people who inject drugs (PWID) may be stigmatized as people who transmit HIV, on top of the negative beliefs about their drug taking. This might impact a person’s ability/willingness to seek harm reduction services or to get tested. And within key populations, there have been reports of stigma against those who are HIV positive. So marginalized communities are not immune from stigmatizing themselves.
[image: ] [SLIDE 5]: Root causes of Stigma & Discrimination
Lack of knowledge/ignorance 
Moral judgment 
Power & poverty 
[image: ] Possible script: PLHIV are often believed to deserve their status through doing something wrong. Ignorance fuels a great deal of stigma, as does fear. Knowledge does not always adequately combat the emotional responses like fear. For instance, studies have shown that even when people can name how HIV is and is not transmitted, they treat people with HIV differently (such as giving PLHA different dishes or sleeping in a separate bed) because of the fear of infection. While irrational, this fear is powerful. 
Moral judgment allows for blame and separation of PLHA. This allows people to separate themselves from PLHA and to absolve them from acknowledging their own risk. 
Underlying all of stigma and discrimination are beliefs and systems that give power to some people and take it away from others. This could be political power or economic power, but inequality exacerbates stigma and discrimination because people most at risk for HIV infection are also often poorer, less educated, with less access to services and to the benefits of power and privilege. A response to stigma will then mean that we are often challenging moral convictions, which can be met with strong resistance, but the change can also be powerful.
It is also important to note that oftentimes people are unaware that their behavior is stigmatizing because it is based on social norms and common beliefs that people don’t understand are stigmatizing and hurtful.
[image: ] [SLIDE 6]: Addressing stigma with immediate action[footnoteRef:3]: [3:  Nyblade L. 2012. What works for reducing stigma and discrimination: programs and tools for reducing stigma and discrimination, including human rights approaches. Presentation at International AIDS Society Conference 2012. Washington DC: IAS.] 

Raise Awareness: Close the Intention-Action Gap
· Foster understanding and motivation for stigma reduction
Address Transmission Fears and Misconceptions
· How it is and is not transmitted
· Respond to specific fears related to daily living context 
Discuss and Challenge “Shame and Blame”
· The values and beliefs that underlie stigma and discrimination: Where they come from? What they do? 
[image: ] Possible script: Numerous studies have looked at effective ways to address stigma in a variety of settings and distilled some basic principles that appear to work. First, by addressing actionable and immediate drivers, the lives of the stigmatized can be immediately improved. This can be done by raising awareness about the issue and impact of stigma. Many people don’t even realize the impact of their actions, so raising awareness and fostering understanding is a first step. Providing accurate information and combating misconceptions also relieves anxiety over accidental or inadvertent infection. Finally, discussing what is behind stigma and discrimination helps to shine a light on values and beliefs that may devalue individuals. 
[image: ] [SLIDE 7]: Creating partnerships to address stigma[footnoteRef:4]:  [4:  Ibid.] 

PLHA to lead stigma-mitigating activities
· Build capacity and resilience
· Strengthen networks and associations
· Address self-stigma
Engage a range of actors 
· Opinion leaders
· Media
· Family members
· Youth
Foster interaction between those stigmatizing and those stigmatized
Model desired behavior and reward role models 
[image: ] Possible script: Stigma activities work best when they engage a large segment of the population. Positioning PLHA to lead the fight against stigma provides numerous benefits: It builds capacity of PLHA organizations and the resilience of individuals. It puts human faces to HIV/AIDS and PLHA. It strengthens networks and associations by giving the groups focus and actions. Also, by leading, PLHA begin to address self-stigma which can then increase care seeking and positive living. Other actors are important to engage as well. The behavior of opinion and local/traditional leaders are often mimicked by others, so sensitizing and engaging leaders can be a way to change norms around acceptable behavior, particularly condoning or condemning stigmatizing or discriminatory behavior. Media can learn how to accurately discuss HIV/AIDS in a non-stigmatizing and empowering way. Engaging family members combats stigma by association and provides support to PLHA and to the family members, too. Youth often face their own stigma and discrimination, have a lot of energy, and are future leaders. Effectively engaging them is a source of energy and action. These partnerships can create opportunities for those stigmatized to express the impact of stigma and discrimination and provide opportunities for reflection and behavior change by the stigmatizing (using the actions in the previous slide). For PCVs and their counterparts, it is important to model desired behavior and think about ways to reward those who are role models in the community. This could be through an award, or just by providing direct words of praise. 
Introduce the topic of gender and stigma.[footnoteRef:5] Ask for a volunteer to act as a scribe using flip chart paper headed “Stigma and gender.” [5:  Adapted from International HIV/AIDS Alliance. 2010. All in the Same Boat. Brighton UK: International HIV/AIDS Alliance. ] 

[image: ] Possible script: Girls and women are more stigmatized than boys and men and this increases the impact of HIV on the lives of everyone. 
Ask participants: “Why do girls and women face more stigma?” Have scribe note answers.
[image: ] Possible answers:
Girls and women are treated as inferior or subservient to boys and men – this inequality or differential treatment is a form of stigma.
Girls and women are taught to be submissive to men, i.e. to accept and not question the words or behavior of men.
Girls are regarded as a burden to the family and married off quickly.
A woman is blamed for HIV even if her sexual partner is the carrier. Teenage girls are blamed for being HIV carriers.
Women are blamed for STIs, including HIV, which are often described as “women’s diseases.”
Women and girls are targets for violence – a form of stigma. Women are not only blamed, they are also beaten and this is viewed as acceptable.
A woman may be unable to refuse sex even if she knows that her sexual partner is having sex with other women, for fear of being beaten.
If the husband gets HIV, the wife is expected to remain quiet, stay in the marriage, and care for her husband. If the wife gets HIV, the husband feels he has the right to beat her, divorce her, and take all the property.
Young women can be targets for rape, given the belief that sex with a virgin will cure HIV.
Ask participants: “What is the result of increased stigma against women and girls?”
[image: ] Possible answers: 
· Stigma and violence affect girls and women physically and emotionally. They get hurt through injuries, miscarriages, and trauma and they feel belittled, worthless, anxious, and depressed.
· Stigma and violence toward women make women and men more vulnerable to HIV infection. Fear of stigma (a form of emotional violence) and physical violence prevents women from negotiating safe sex with their partners, e.g. asking their partners to use condoms. This fear prevents them from disclosing to their partners if they think they are HIV positive.
Girls may feel depressed and drop out of school. This will subsequently increase their vulnerability for a lifetime.
Ask: “How might gender norms stigmatize and discriminate against key populations? How does this impact the HIV response?”
[image: ] Possible answers: 
Key populations, including sex workers, MSM, and TG persons are regularly the target of violence, including sexual violence.
MSM and transgendered persons may be rejected by their families or kicked out of their homes.
MSM may be married or not disclose their behavior to their female partners.
MSM may not want to admit their behavior and avoid any identification with other MSM. This can lead to ignorance about risk associated with MSM behavior and increase risk behavior/reduce ability to protect from HIV infection.
Health services may not routinely screen for risk behaviors/factors based on gender norms. For instance, men are not routinely screened for anal STIs and women are not asked about substance/drug use. 
Health services may also actively discriminate against key populations who do not ascribe to gender norms (such as refusing services or making discriminatory comments/disrespectful behavior).
Sex workers may not use condoms with their non-paying partners (girl/boyfriends, spouses).
Within key populations, different sub-populations may be discriminated against based on gender norms and perceptions of less acceptable behavior, e.g., more effeminate MSM or TG female sex workers might be stigmatized by other MSM or sex workers.

[image: ] Note: Learning Objective 1 is assessed by the answers to the questions above. 
Conclude the Information section and transition to Practice.
[image: ] Possible script: Now that we’ve learned more about the impact of stigma and discrimination, we will have an opportunity to practice some participatory activities that work to address stigmatizing behavior in different ways. These exercises can be used in a variety of settings.
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc387653791]Practice	[image: ] 70 min
[bookmark: _Toc387653792]Using participatory techniques to combat stigma
This section introduces different techniques and activities that participants can use when working with young people to combat stigma and discrimination.
1. [bookmark: _Toc365013585]Introduce the activity by explaining that participants will have an opportunity to demonstrate a different participatory technique to combat stigma. 
1. Divide the participants into three groups.
1. Distribute [image: ] Handout 1, [image: ] Handout 2, and [image: ] Handout 3 to a corresponding group.
1. Instruct participants to spend 10 minutes reviewing their handouts. Note that the handouts include facilitator instructions and should be self-explanatory. Each group will have 15 minutes to lead its activity. If groups cannot demonstrate their activity effectively in 15 minutes, then they can use the “fast forward” technique, as needed, to complete the exercise within the time frame permitted. Ensure that all members of the group have a role to play in facilitating or supporting the exercise. Ask participants what questions they have. After answering questions, start the 10 minutes of handout review.
1. Give a warning when 5 minutes are left.
1. After the 10 minutes have expired, ask the group assigned the “hot seat” activity to go first.
1. Appoint a participant as timekeeper and have that person give participants warnings when 7 minutes and 3 minutes are remaining.
1. At the end of each group’s work, spend no more than 5 minutes discussing what participants liked about the exercise, what was challenging or could be improved, and how it could be adapted for different audiences (such as church groups or group savings and loan associations).
1. [bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619]When the last group has facilitated its activity, thank everyone for their active participation and end the Practice section.
[image: ] Note: Learning Objective 2 is assessed by completing the activities in the Practice session. 
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc387653793][bookmark: _Toc365013593]Application	[image: ] 20 min
[bookmark: _Toc387653794][bookmark: _Toc364750618]Taking approaches back to the community
This section allows participants to reflect on how they can use these activities with different groups found in their communities. 
1. Divide participants into five groups. 
Health facility/service provider
Community
Schools
Faith communities
Workplace
Local authorities/traditional leaders
[image: C:\Users\ksette\Desktop\ICONS\ICON - Post Adaptation (pencil).png] Post adaptation: Select the five most appropriate audiences for your context.
1. Ask each group to reflect on the activities just practiced and how they could be used in different contexts. What could be the benefits or drawbacks to these activities? How could they be adapted for the context and audience? 
1. Give the groups 5 minutes to discuss.
1. Bring the groups back together and ask for some ideas. Spend no more than 5 minutes in discussion. 
1. Distribute [image: ] Handout 4. Spend a few minutes discussing the resources highlighted in the Handout. Ask if participants have other activities or resources that they’ve found particularly helpful. Spend 5 minutes reviewing additional activities and resources. Write them down on a sheet of flip chart paper for future reference.
1. Give participants a moment think through and write down initial action steps to introduce the most relevant activities to their communities, including first action steps (the who, what, when, and where, plus resources needed). Ask 2-3 volunteers to share their action plans.
1. Thank participants for their hard work and active participation and close the session.
[bookmark: _Toc387653795]Assessment
Learning Objective 1 is assessed in the answers to discussion questions in the Motivation sections, and through the questions related to gender and stigma in the Information section.
Learning Objective 2 is assessed by completing the activities in the Practice session. 
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc387653796]  Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]
[bookmark: _Toc387653797]Resources
Center for Community Health Research and Development. 2008. A Toolkit for reducing HIV Stigma and discrimination in health care settings. Washington DC: USAID. Accessed March 5, 2014. http://www.aidstar-one.com/sites/default/files/1160_1_ASEAN_Stigma_Toolkit_2008_acc.pdf  

Engenderhealth. 2004. Reducing Stigma and Discrimination Related to HIV and AIDS: Training for Health Care Workers. Washington DC: USAID. (Trainer manual and participant handbook available in English and French). Accessed March 5, 2014. http://www.engenderhealth.org/pubs/hiv-aids-sti/reducing-stigma.php 

Institute for Social Development Studies. 2008. Safe & Friendly Health Facility Trainers Guide. Washington DC: USAID. Accessed March 5, 2014. http://www.popcouncil.org/pdfs/horizons/Vietnam_HospitalStigmaReduction_Manual.pdf 

International Center for Research on Women. 2007. Reducing HIV Stigma & Gender Based Violence: Toolkit for Health Care Providers in India. Washington DC: ICRW. Accessed March 5, 2014. http://www.icrw.org/publications/reducing-hiv-stigma-and-gender-based-violence-toolkit-health-care-providers-india 

International HIV/AIDS Alliance. 2007. Understanding and challenging stigma: toolkit for action. Washington DC: USAID. Accessed March 5, 2014. http://www.aidsalliance.org/Publicationsdetails.aspx?Id=255 

UNESCO. 2010. We’re all in the Same Boat: Using art and creative approaches with young people to tackle HIV-related stigma. New York: UNESCO. Accessed March 5, 2014 http://unesdoc.unesco.org/images/0018/001892/189249e.pdf 




[bookmark: _Toc387653798][bookmark: _Toc364750616][bookmark: h1][image: ] Handout 1: Challenging Stigmatizing Behavior[footnoteRef:6]: Hot Seat Activity [6:  Academy for Educational Development, International Center for Research on Women and International HIV/AIDS Alliance. 2007. Understanding and Challenging HIV stigma: Toolkit for Action. Moving to Action Module. Washington DC: USAID.] 

This activity gives participants an opportunity to practice how to challenge stigma by identifying stigmatizing statements and developing arguments to challenge when stigma occurs. 
1. [bookmark: _Toc365013576]Invite participants to take turns sitting in the “hot seat.” The person in the hot seat is expected to improvise challenges to statements that are presented one at a time. 
1. Use the list of statements found below. 
Allow each person on the hot seat to answer without assistance. 
[image: ]Note: Each turn on the hot seat should be short – only 1-2 minutes for each individual. Statements can be recycled. 
If the group is large (over 10 people), consider having either two or three simultaneous hot seats set up in different corners of the room and divide the group into three. Each hot seat station would get a portion of the statements below. Rotate groups through each hot seat station so each group gets to run through practice responses to each statement. 
Hold discussion off until everyone has had his or her turn in the hot seat and all statements have been addressed.
Once everyone has had his/her turn, spend a few minutes debriefing. Ask participants to describe how it felt in the hot seat. What did they learn? What did you want to convey to the person making the statement. What responses seem to be most effective in challenging stigma?
[bookmark: _Toc365013577][image: ] Note:  The most powerful responses are those that make people stop and think, rather than attacking responses that make the stigmatizing person defensive. 

STIGMATIZING STATEMENTS
· If I got AIDS I’d kill myself.
· She deserves to get HIV for being so promiscuous. 
· I don’t want my children to go to school with a child who is HIV positive.
· She looked so thin, I said “Go and say goodbye to your mother.”
· We should stop PLHIV from having children.
· Women cause AIDS – they lure us into sex.
· HIV is a curse for immoral behavior.
· Gay men get what they deserve.
· Drug users cause all the AIDS in our country.
· AIDS come from having sex with [insert migrant or displaced population]. Everyone knows that.
· Sex workers can’t be raped.
· Men bring AIDS to the marriage by sleeping with prostitutes. 
[bookmark: _Toc387653799][bookmark: h2][image: ] Handout 2: Standing up to Stigma[footnoteRef:7]: Stop-start Drama Activity	 [7:  Adapted from UNESCO. 2010. We are all in the same boat: Using art and creative approaches with young people to tackle HIV-related stigma and discrimination. New York: Spanish Ministry of Foreign Affairs and Cooperation/Spanish Agency for International Cooperation and Development (AECID).
] 

This activity is based on stop-start drama. Stop-start drama uses role-playing and discussion in a continuing rotation to look at problems and how to solve them. A few participants act out a short scene to show the problem and then the facilitator shouts “Stop!” and asks the group to discuss the problem, e.g. Is the problem real? Why is there a problem? How to solve it? Ideas which emerge from the discussion are then turned into new scenes, performed by participants. Each new role-play, after completion, is stopped for further discussion and then a new role-play starts.

This exercise helps participants explore different ways of challenging stigma in a very practical way. It begins with an explanation and demonstration of assertiveness and then uses a stop-start drama where participants can step in at any time to challenge stigma. Try to keep the play moving to allow as many people as possible to participate.

Techniques for facilitating stop-start drama
Ask a few participants to show the problem through a short drama.
Stop the drama and ask: What do you think? Does this show the real problem? What is missing?
Use the most appropriate responses to develop a new role-play. Invite those who make suggestions to act them out. Give the actors enough time to develop the scene before stopping it.
Ask questions at the end of each scene or when another problem arises during the role-play. Use questions to:
· analyze the problem
· pull out solutions
· assess the realism and consequences of each solution tried
· get agreement on action
Direct some of the questions to the actors, e.g. How are you feeling right now? Why did you decide to go with her?
Keep restating the focus to ensure the group is on track, for example, We are trying to figure out how people living with HIV can be treated in the most caring and supportive way?
Connect play acting with reality – This has been a fun drama but what does it mean for us? What are we going to do in real life tomorrow?

Instructions for activity
1. Ask for six volunteers to be in a drama. Give volunteers the brief for their role and explain the scenario to them. Explain to the whole group that during the drama there will be certain points when someone stigmatizes another character. At any of these points, anyone can shout “Stop!” and come into the play as a new character, or an existing one, and try out an assertive way of challenging the stigma.
1. Play out the drama and encourage people to intervene to try out different techniques.
1. When the drama has finished, recap with the group about the key learning points around ways of challenging stigma.

STOP-START SCENARIO
A family is getting ready to go to church. The father and older brother are ready. A younger sister arrives late and is wearing a miniskirt. Their cousin is nowhere to be found – he was out drinking the night before. They search for him and eventually find him sleeping under a tree. A policeman is shouting at him.

On the way to church, the sister meets her friend who is pregnant (she is not married). When the friend introduces them to the father of her baby, someone whispers that everyone knows he has HIV.

ROLES
Father. Traditional man, keeps being surprised by the younger generation.

Older brother. A born-again Christian, studying to be a pastor.

Young sister. 15 years old, doing well at school, likes fashion and music.

Cousin. 18 years old, did well at school but can’t find a job. Enjoys going out drinking with friends on the weekend.

Friend. 17 years old, has left school. Five months pregnant, looking forward to getting married.

Boyfriend. 21 years old, going to marry his girlfriend who is expecting his baby. HIV positive and often gives talks to schools about living with HIV.


[bookmark: _Toc387653800][bookmark: h3][image: ] Handout 3: Showing Stigma[footnoteRef:8]: Sculpturing Activity	 [8:  Adapted from UNESCO. 2010. We are all in the same boat: Using art and creative approaches with young people to tackle HIV-related stigma and discrimination. New York: Spanish Ministry of Foreign Affairs and Cooperation/Spanish Agency for International Cooperation and Development (AECID).
] 

This exercise gets participants to look at how body language communicates HIV stigma. It uses a technique called sculpturing, in which groups show an issue in the form of a frozen image using their bodies. The images are then used as a focus for discussion. 

Sculpturing is an “imaging” activity using participants’ bodies. Participants put themselves in certain poses using their whole body to produce an image of an issue or relationship (e.g., the relationship between those stigmatizing and those stigmatized). The images are frozen, not moving, and there is no dialogue. Everything is communicated through body position, gesture, and facial expression.

Participants work individually, in pairs, or in groups to create the sculptures. After the sculpture has been created, people look at the image and discuss what it means. Part of the discussion may involve getting participants to make changes to the sculpture by adding extra aspects of body language (gestures, facial expressions) so it shows what participants want to see in the image.

Sculpturing can be used to:
explore power relations, feelings and conflict – for example, those stigmatizing staying at a distance from and isolating a person living with HIV;
express feelings – for example, helping children with HIV to show their feelings, such as the shame of being stigmatized; and
look at how things might change, for example: sculpture 1 – current situation; sculpture 2 – ideal of future situation; sculpture 3 – how the change would take place.
Techniques for organizing sculptures
Sculpturing is a new form of drama for many people, so explain it clearly at the start and show what a sculpture is – demonstrate it yourself as part of the explanation.
Begin with easy warm-up sculptures and ask everyone to do his or her own image so he/she can get used to it. For example, ask participants to make an image of hunger, happiness, or freedom.
Divide into small groups and ask each group to make a sculpture of a theme or issue.
The sculpture might show a problem and, if so, the group might prepare a second sculpture that shows the changed/improved situation.
The sculptures can be done quickly and then performed and discussed.
Each group can present its sculpture(s) in turn.
When sculptures are presented, ask – What do you see? What does it mean? Would you like to change anything? Make sure they do not over-interpret the scene, but look carefully at what the body language and facial expressions communicate.
You can also ask participants how they can strengthen the image by adding extra bits of body language, such as gestures or facial expressions

Instructions for activity
1. Explain and demonstrate that sculpturing is using our bodies in a frozen image. Emphasize that this is a stationary, immovable image, like a picture or statue.
1. Sculpturing practice: Ask young people to get in pairs, then ask the pairs to make a sculpture of how people treat people living with HIV. One partner plays the person living with HIV, the other plays the stigmatizing person. Ask them to make the new sculpture. Then ask a few pairs to demonstrate in the center.
1. After each demonstration, ask: What do you see in the sculpture? What is the meaning of the body language? How do you think they are feeling? Ask the people in the sculpture: What are you thinking? How are you feeling?
Sculpturing in facing lines. Divide participants into two groups and ask them to face each other in two lines.
Ask: How can we use our bodies to show someone that he or she is our friend; that we love him or her and accept him/her as he/she is? Show us!
Bring everyone together. Discuss: 
What have we learned about body language and stigma?
How and what can we tell our friends about this?



[bookmark: _Toc387653801][bookmark: h4][image: ] Handout 4: Resources and Tools for Addressing HIV Stigma and Discrimination	
The resources listed below contain tools, activities, and approaches to address stigma in different settings. Volunteers are encouraged to review the tools to find approaches, exercises, and activities that can be adapted to their communities. Many of the toolkits target health care workers for sensitization and skills building. The Understanding Stigma toolkit and We’re all in the same boat resources provide activities that are oriented to community members and other social groups.

Engenderhealth. 2004. Reducing Stigma and Discrimination Related to HIV and AIDS: Training for Health Care Workers New York: USAID. http://www.engenderhealth.org/pubs/hiv-aids-sti/reducing-stigma.php. Accessed January 8, 2014. This manual uses participatory training methodologies to modify health care workers’ attitudes while giving them practical knowledge and tools to both assure client rights and meet their own needs for a safe work environment. A trainer’s manual and participant handbook are available in French and English.

Health Policy Initiative. 2008. A Toolkit for Reducing HIV Stigma and Discrimination in Clinic Settings. Washington DC: USAID. http://www.aidstar-one.com/sites/default/files/1160_1_ASEAN_Stigma_Toolkit_2008_acc.pdf Accessed January 8, 2014. This user-friendly guide is designed to help facilitators and group leaders conduct a half-day or a one-hour training to reduce stigma and discrimination in clinical care and HIV voluntary counseling and testing centers. Designed for Southeast Asia, the toolkit includes a DVD that depicts examples of negative and positive provider behaviors. The guide, supplementary posters, and DVDs are available in Khmer, Thai, and Vietnamese.

Institute for Social Development Studies. 2008. Safe & Friendly Health Facility Trainers Guide  Washington DC: USAID. http://www.popcouncil.org/pdfs/horizons/Vietnam_HospitalStigmaReduction_Manual.pdf  Accessed January 8, 2014. The guide was designed to train health workers in Vietnam on HIV/AIDS, HIV stigma and discrimination, and universal precautions – and guide the process of developing new policy guidelines on these issues.

Kidd R., Clay S., Chiiya C. et al 2007. Understanding and challenging HIV stigma: toolkit for action. Brighton, UK: International HIV/AIDS Alliance, CHANGE Project, Academy for Education Development (AED), International Center for Research on Women (ICRW), PACT Tanzania. http://www.aidsalliance.org/publicationsdetails.aspx?id=255  Accessed January 8, 2014. This toolkit contains over 100 participatory exercises which can be adapted to fit different target groups and contexts. Modules address specific kinds of stigma, including stigma and children, MSM, and TB. The toolkit is available in French, Spanish, and Portuguese. 

Kidd R., Prasad N., et al. 2007. Reducing HIV Stigma & Gender Based Violence: Toolkit for Health Care Providers in India. Washington DC: Levi Strauss Foundation http://www.icrw.org/publications/reducing-hiv-stigma-and-gender-based-violence-toolkit-health-care-providers-india Accessed January 8, 2014. The toolkit is a collection of participatory educational exercises for educating health care providers in Indian concerning the issues of stigma and gender-based violence. 

UNESCO. 2010. We are all in the same boat: Using art and creative approaches with young people to tackle HIV-related stigma and discrimination. New York: Spanish Ministry of Foreign Affairs and Cooperation/Spanish Agency for International Cooperation and Development (AECID) http://unesdoc.unesco.org/images/0018/001892/189249e.pdf Accessed January 8, 2014. This toolkit is adapted from the Understanding and Challenging HIV stigma toolkit. It contains participatory activities designed to mobilize young people to address stigma in their communities. 



[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc387653802][bookmark: tm1][image: ] Trainer Material 1: Stigma Research Findings[footnoteRef:9]	 [9:  Excerpted from Academy for Educational Development, International Center for Research on Women and
International HIV/AIDS Alliance. 2007. Understanding and challenging HIV stigma: Toolkit for action. Introduction and Module A. Washington DC: USAID.] 

ICRW, in partnership with organizations in Ethiopia, Tanzania, and Zambia, led a study of HIV and AIDS-related stigma and discrimination in these three countries.[footnoteRef:10] This project, conducted from April 2001 to September 2003, unraveled the complexities around stigma by investigating the causes, manifestations, and consequences of HIV and AIDS-related stigma and discrimination in sub-Saharan Africa. It then used this analysis to suggest program interventions. [10:  Nyblade, L. and Pande, R. et al. 2003. Disentangling HIV and AIDS Stigma in Ethiopia, Tanzania and Zambia, Washington D.C., ICRW.] 


Structured text analysis of more than 730 qualitative transcripts (650 interviews and 80 focus group discussions) and quantitative analysis of 400 survey respondents from rural and urban areas in these countries revealed the following main insights about the causes, context, experience, and consequences of stigma:
1. The main causes of stigma relate to incomplete knowledge, fears of death and disease, sexual norms, and a lack of recognition of stigma. Insufficient and inaccurate knowledge combines with fears of death and disease to perpetuate beliefs in casual transmission and, therefore, avoidance of those with HIV. The knowledge that HIV can be transmitted sexually combines with an association of HIV with socially improper sex, such that people with HIV are stigmatized for their perceived immoral behavior. Finally, people often do not recognize that their words or actions are stigmatizing.
2. Socioeconomic status, age, and gender all influence the experience of stigma. The poor are blamed less for their infection than the rich, yet they face greater stigma because they have fewer resources to hide an HIV positive status. Youth are blamed in all three countries for spreading HIV through what is perceived as their highly risky sexual behavior. While both men and women are stigmatized for breaking sexual norms, gender-based power results in women being blamed more easily. At the same time, the consequences of HIV infection, disclosure, stigma, and the burden of care are higher for women than for men.
3. PLHIV face physical and social isolation from family, friends, and community; gossip, name-calling, and voyeurism; and a loss of rights, decision-making power, and access to resources and livelihoods. PLHIV internalize these experiences and consequently feel guilty, ashamed, and inferior. They may, as a result, isolate themselves and lose hope. Those associated with PLHIV, especially family members, friends, and caretakers, face many of these same experiences in the form of secondary stigma. 
4. PLHIV and their families develop various strategies to cope with stigma. Decisions around disclosure depend on whether or not disclosing would help to cope (through care) or make the situation worse (through added stigma). Some cope by participating in networks of PLHIV and actively working in the field of HIV, or by confronting stigma in their communities. Others look for alternative explanations for HIV besides sexual transmission and seek the comfort of religion.
5. Stigma impedes various programmatic efforts. Testing, disclosure, prevention, and care and support for PLHIV are advocated, but are impeded by stigma. Testing and disclosure are recognized as difficult because of stigma, and prevention is hampered because preventive methods such as condom use or discussing safe sex are considered indications of HIV infection or immoral behavior, and thus stigmatized. Care and support are accompanied by judgmental attitudes and isolating behavior, which can result in PLHIV delaying care until absolutely necessary. 
6. There are also many positive aspects of the way people deal with HIV and stigma. People express good intentions not to stigmatize those with HIV. Many recognize that their limited knowledge has a role in perpetuating stigma and are keen to learn more. Families, religious organizations, and communities provide care, empathy, and support for PLHIV. Finally, PLHIV themselves overcome the stigma they face to challenge stigmatizing social norms.

Our study points to five critical elements that programs aiming to tackle stigma need to address:
create greater recognition of stigma and discrimination
foster in-depth, applied knowledge about all aspects of HIV and AIDS through a participatory and interactive process
provide safe spaces to discuss the values and beliefs about sex, morality, and death that underlie stigma
find a common language to talk about stigma
ensure a central, contextually appropriate and ethically responsible role for PLHIV

While all individuals and groups have a role in reducing stigma, policy-makers and programmers can start with certain key groups that our study suggest are priorities:
Families caring for PLHIV – programs can help families both to cope with the burden of care and also to recognize and modify their own stigmatizing behavior.
NGOs and other community-based organizations – NGOs can train their own staff to recognize and deal with stigma, incorporate ways to reduce stigma in all activities, and critically examine their communication methods and materials.
Religious and faith-based organizations – these can be supportive of PLHIV in their role as religious leaders and can incorporate ways to reduce stigma in their community service activities.
Health care institutions – medical training can include issues of stigma for both new and experienced providers, while at the same time, risks faced by providers need to be acknowledged and minimized.
Media – media professionals can examine and modify their language to be non-stigmatizing, provide accurate, up-to-date information on HIV, and limit misperceptions and incorrect information about HIV and PLHIV.

The complexity of stigma means that these and other approaches to reduce stigma and discrimination will face many challenges, but at the same time, there exist many entry points and strong, positive foundations for change that interventions can immediately build on.
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