[bookmark: _Toc365013554][bookmark: _GoBack]Session: Addressing 
Stigma and Discrimination

Session Rationale  
Stigma and discrimination are a violation of human rights and represent structural, underlying barriers to optimal HIV and TB 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.     
 Time 90 minutes     
 Audience Participants in IST and their work partners
Terminal Learning Objective	
After learning about ideal care, support, and treatment services, participants will develop an action plan to be used at their site that addresses one or more of the following areas: (a) improve referral of PLHIV from voluntary counseling and testing center and treatment centers to community care and support services, (b) increase PLHIV adherence to treatment, or (c) increase PLHIV retention in care, support, and treatment services.
Session Learning Objectives 
Participants name at least four actions taken by a Kenyan organization of HIV positive teachers that address stigma and discrimination at various levels described in the social ecological model through a case study analysis.
Participants (as a whole) make at least eight recommendations for adapting a training toolkit to address stigma and discrimination in their communities through small group work.
Session Knowledge, Skills, and Attitudes (KSAs)
Participants examine their own beliefs and behaviors related to stigma and discrimination through the example of people who are mentally ill. (A)
Participants review key definitions and forms of stigma and discrimination related to HIV care, support, and treatment. (K)
Participants review a model for social and behavior change. (social ecological model) (K)
Participants use the social ecological model to analyze a success story from Kenya that addressed stigma and discrimination. (S)
Participants (as a whole) make at least eight recommendations for adapting a training toolkit to address stigma and discrimination in their communities. (S) 
Prerequisites  
Global Core Sessions: HIV/AIDS 1 and 2 Cross-Sector Programming Priority; Global Health Training Package; HIV Prevention Training Package. Care, Support and Treatment Sessions: Overview of Care, Support and Treatment, Community Perspectives on Care, Support and Treatment Part I, Community Perspectives on Care, Support and Treatment Part II, Care and Support Services and Principles, Care and Support Access and Retention, Care and Support Linkages and Referrals, Empowering Support Groups, Self-Care and Living Positively, and Treatment Adherence 
Sector:		Health
Competency:		Support HIV Prevention and Care
Training Package:		Care, Support, and Treatment
Version:		Dec-2013
Trainer Expertise:		Peace Corps Health or HIV trainers with general knowledge of HIV care, support, and treatment, in-country trainers with technical knowledge and, as appropriate, a co-trainer who is a PLHIV.
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Session: Addressing Stigma and Discrimination
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer preparation:
[bookmark: _Toc236737427]Organize participant seating in small groups at small tables, if possible, with 5-6 participants per group/table. 
Write session learning objectives on a flip chart and tape to wall
Photocopy Handouts 1 and Handout 2 (see separate file), one handout per participant.
Photocopy Handout 3 (see separate file) for one half of the participants.
Photocopy Handout 4 (see separate file) for one half of the participants.
Download the following 1-minute public service announcement from You Tube titled “BringChange2Mind PSA ‘Schizo’” (1 minute in length) and test for sound and picture quality
http://www.youtube.com/watch?v=Zn6yw2KUIwc&feature=share&list=FLlYmK57vxHoz26cAbs01ssA
Review and practice talking along with the PPT in Trainer Material 1 (see separate file). 
Prepare Trainer Material 2: Write the active reading questions on a flip chart. 
Prepare Trainer Material 3: Write the small group task on a flip chart. 
Review the session plan with co-facilitators.
 Materials:
Equipment
LCD projector and laptop computer
Flip chart stands and flip charts
Markers
Tape
Handouts
Handout 1: HIV and TB Stigma and Discrimination and the Effects on Care, Support, and Treatment
Handout 2: “Rising to the Challenge: Health Policy Initiative Helps HIV-positive Teachers Tackle Stigma and Discrimination in Kenya” case study (see separate PDF file)
Handout 3: Understanding and Challenging HIV Stigma: Toolkit for Action, Modules D & E (see separate PDF file)
Handout 4: Understanding and Challenging HIV Stigma: Toolkit for Action, Modules F & G (see separate PDF file)
Trainer Materials
Trainer Material 1: PowerPoint: Addressing Stigma and Discrimination (see separate file)
Trainer Material 2: Active Reading Questions for the Practice Section
Trainer Material 3: Small Group Task for the Application Section
[bookmark: _Toc359853530][bookmark: _Toc235768739]

[bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc370980945] Motivation	[image: ] 5 min
[bookmark: _Toc370980946][bookmark: _Toc364750612]Stigma, Discrimination, and Illness
Participants examine their own attitudes and beliefs toward a stigmatized illness, in this case, mental illness.  

Welcome participants and introduce the session. Briefly review the session’s learning objectives on the flip chart.
Tell participants that the session will begin by watching a short video by an organization called bringchange2mind. (See trainer preparation No. 5 above for the link). Show the video clip.
Tell participants that the purpose of a Public Service Announcement (PSA) is to raise awareness and change attitudes and behavior – in this case, regarding stigma and discrimination related to mental illness.
Ask participants to respond to the video.
  Possible Script: What struck you about this video clip? How did this PSA raise your awareness about your own attitudes and behaviors toward mental illness?
Let participants think for a few moments, then invite a few participants to share their answers in the large group. Encourage participants to recognize and name their own personal attitudes and behaviors of stigma toward people with mental illness (not attitudes “in general”).
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc370980947] Information	[image: ] 15 min
[bookmark: _Toc370980948]HIV and TB Stigma and Discrimination: Care, Support, and Treatment
[bookmark: _Toc365013567]Participants review the definition, causes, and forms of stigma and discrimination related to HIV and TB, as well as the social ecological model which informs analysis and actions to address stigma and discrimination.
 Distribute Handout 1 to participants. Tell participants that the PowerPoint presentation follows this handout, which includes more detailed information.
 [SLIDE 2]: Introduce HIV/AIDs stigma. 
 Possible Script: Stigma is a dynamic process of devaluation that significantly discredits an individual in the eyes of others. HIV/AIDS-related stigma and discrimination 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:1]  [1:  UNAIDS. April 2005. HIV-Related Stigma, Discrimination, and Human Rights Violations: Case Studies of Successful Programmes. Geneva: UNAIDS] 

 [SLIDE 3]: Explain the causes of HIV/AIDS stigma. 
 Possible Script: PLHIV are often believed to deserve their status through doing something wrong.  
By attributing blame to other individuals and groups, people absolve themselves from acknowledging their own risk, confronting HIV, or caring for those affected.[footnoteRef:2]   [2:  Ibid.] 

HIV-related stigma is fueled by moral judgments and biases, for example, that PLHIV are promiscuous.[footnoteRef:3]   [3:  ICRW. 2006. HIV/AIDS Stigma: Finding Solutions to Strengthen HIV/AIDS Programs. Washington, DC: ICRW] 

Fear underlies blame: people fear life-threatening illnesses, the high death rate (especially where treatment is not accessible), and the visible debilitation of advanced AIDS.[footnoteRef:4]   [4:  UNAIDS. April 2005. Op. cit.] 

Stigma may also stem from misinformation (that HIV is transmitted through ordinary daily interactions or rumors about the side effects and efficacy of treatment)[footnoteRef:5] or by a family’s lack of knowledge of how to care for a person who is sick.[footnoteRef:6] [5:  ICRW. 2006. Op. cit.]  [6:  Ross, K., S. Clay, and C. Chiiya. 2007. Understanding and challenging HIV stigma: Toolkit for action. Washington, DC:  AED, ICRW and London: International HIV/AIDS Alliance] 

HIV-related stigma is deeply rooted and reinforces existing social inequalities related to gender, race, ethnicity, profession, and sexuality. For example, women are more likely to be blamed for their infection.  Stigma builds on the association of HIV with already-marginalized behaviors (such as sex work, drug use, and homosexual or transgender sexual practices).[footnoteRef:7] [7:  UNAIDS. April 2005. Op. cit.] 

 [SLIDE 4]: Explain who and how HIV/AIDS stigma affects in communities. 
 Possible Script: HIV-related stigma affects those infected or suspected to be infected. It also affects those who are related to, friends with, or in close proximity to someone who is stigmatized, such as orphans, children, or families of PLHIV. This is called stigma-by-association.[footnoteRef:8] PLHIV themselves may internalize the negative reactions of others. This process is called self-stigma or internalized stigma. Self-stigma manifests itself in feelings of shame, self-blame, and worthlessness and, combined with isolation, can lead to depression, withdrawal, and suicidal feelings.[footnoteRef:9]  [8:  Boyes, M.E., S.J. Mason, and L.D. Cluver. (2013) “Validation of a brief stigma-by-association scale for use with HIV/AIDS.”  AIDSCare 25(2) 215-222.]  [9:  UNAIDS. April 2005. Op. cit.] 

Discrimination refers to any form of arbitrary distinction, exclusion, or restriction affecting a person and occurs when existing laws, policies, and procedures that protect the rights of PLHIV are not carried out.  Discrimination takes place in:
Family and community settings (e.g., through physical isolation, violence, gossip, and shunning[footnoteRef:10]) [10:  Ross, K., S. Clay, and C. Chiiya. 2007. Op. cit.] 

Institutional settings (e.g., workplaces, health facilities, prisons, and schools[footnoteRef:11]) [11:  Ibid.] 

National levels (when discrimination is codified through laws and policies, practices and procedures, e.g., limitations on international travel of PLHIV[footnoteRef:12]) [12:  UNAIDS. April 2005. Op. cit.] 

 [SLIDE 5]: Explain causes of TB stigma.   
 Possible Script: The most common cause of TB stigma is the perceived risk of transmission from TB-infected individuals. TB is also stigmatized because of its association with HIV, its high death rate, urban poverty, overcrowded housing, physical frailty, low social class (e.g., migrants or miners), malnutrition, and disreputable behaviors such as smoking. HIV stigma has deepened TB stigma, since a TB diagnosis is assumed to signal underlying HIV infection.[footnoteRef:13]  [13:  Ibid.] 

 [SLIDE 6]: Discuss how stigma and discrimination deter PLHIV from testing, support services, and disclosing their status. 
 Possible Script: HIV stigma and discrimination, and in particular self-stigma, remain major barriers deterring PLHIV from testing and then accessing needed care and support services. PLHIV experience severe psychological stress at diagnosis, and fear violence and rejection by partners, families, and communities. Stigma and discrimination stop PLHIV from disclosing their status. And non-disclosure is a major barrier to retention in care and optimal treatment adherence as PLHIV have to go to the clinic in secret or hide their ARVs.[footnoteRef:14] Self-stigma in particular affects PLHIV’s self-esteem, mental health, and motivation to access care and support services.[footnoteRef:15]  [14:  Partners in Health. 2011. Accompagnateur Training Guide: Facilitator’s Manual. Boston: Partners in Health]  [15:  Geng, E. “Improving Retention in HIV Care and Resource-limited Settings.” http://www.medscape.com/viewarticle/775688_print (Accessed 5/22/2013)] 

 [SLIDE 7]: Explain how care, support, and treatment services can help address stigma and discrimination. 
 Possible Script: At the same time, care, support, and treatment services help address HIV stigma and discrimination. Caregiving acknowledges the reality of HIV and can help reduce stigma and discrimination in communities where community and home-based care programs operate. Recruiting and training volunteers to help deliver care reinforces the idea that HIV is a shared concern and demonstrates that close and sustained contact with PLHIV does not pose a risk of infection.[footnoteRef:16] Access to treatment (both medicine to treat OIs and ART) helps reduce stigma by enabling people living with HIV to live positively and productively for longer. The availability of effective care and treatment encourages more people to get tested and access care.   [16:  UNAIDS. April 2005. Op. cit.] 

 [SLIDE 8]:  Introduce behavior and social change models. 
 Possible Script: Behavior and social change models help to systematically analyze how stigma and discrimination affect desired behaviors – in this case accessing care and support services, retention in care, and adherence to treatment. This kind of analysis helps develop effective actions to address stigma and discrimination. The social ecological model also helps visualize how actions must take place at multiple levels to result in behavior and social change.
Post Adaptation: Share specific data and information from your country on stigma and discrimination.  An excellent resource for specific data on HIV-related stigma is the People Living with HIV Stigma Index.  This tool measures and detects changing trends in relation to stigma and discrimination experienced by people living with HIV. This tool is intended to be used by, and for, associations of PLHIV. It aims to address stigma relating to HIV while also advocating on the key barriers and issues perpetuating stigma -a key obstacle to HIV treatment, prevention, care, and support. Mozambique, Germany, and Portugal are rolling out the People Living with HIV Stigma Index in 2012. Other countries that have completed the process include Argentina, Bangladesh, Belarus, Cambodia, China, Colombia, Ecuador, El Salvador, Ethiopia, Estonia, Fiji, Germany, India, Kenya, Malawi, Malaysia, Mexico, Republic of Moldova, Myanmar, Nepal, Nigeria, Pakistan, Paraguay, Philippines, Poland, Russian Federation, Rwanda, Sri Lanka, Swaziland, Sudan, Thailand, Turkey, United Kingdom, Ukraine, and Zambia. The index was developed by The Global Network of People Living with HIV (GNP+), The International Community of Women Living with HIV/AIDS, The International Planned Parenthood Federation, and UNAIDS.[footnoteRef:17]   [17:  The People Living with HIV Stigma Index. http://www.stigmaindex.org/9/aims-of-the-index/aims-of-the-index.html (Accessed 6/14/2013)] 

 [SLIDE 9]:  Explain the social ecological model. 
 Possible Script: The social ecological model shows that efforts to address stigma and discrimination require actions at multiple levels and through multiple communication channels. Three inter-related evidence-based practices to address stigma and discrimination include:  
Training and involvement of PLHIV as advocates and role models
Mobilization of influential community leaders, in particular religious leaders
Community engagement through participatory, nonformal education (community dialogue, local radio and other media, forum theatre that engages the audience, etc.)
  [SLIDE 9]: Tell participants that they will do an exercise with one of these evidence-based practices later in this session. Ask participants to please read the handout after this session for more detailed information.  
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc370980949]Practice	[image: ] 30 min
[bookmark: _Toc370980950][bookmark: _Toc364750616]Analyzing a success story of addressing HIV stigma and discrimination 
Participants use the social ecological model to analyze a Kenyan program that successfully addressed stigma and discrimination.

Distribute the case study “Rising to the Challenge: Health Policy Initiative Helps HIV-positive Teachers Tackle Stigma and Discrimination in Kenya” (Handout 2) to participants.
Tell participants that this case study describes how a network of teachers living with and affected by HIV addressed stigma and discrimination in Kenya. 
Ask participants to think about these questions as they read, and explain that there will be a large group discussion afterward. Show the flip chart with the active reading questions and read them aloud (Trainer Material 2).  
 Possible Script: 
Reviewing the social ecological model, what actions did KENEPOTE take at the individual, interpersonal, organizational, community, and/or public policy level(s) to address stigma and discrimination? 
What are examples of these actions’ impact on access to care and treatment adherence?
Give the end time (about 15 minutes). Ask participants if the task is clear. If yes, let them read. If no, clarify the task. 
In the large group, discuss answers to the two questions. Write their answers on a flip chart.  
 Possible Script: 
Question 1: Reviewing the social ecological model, what actions did KENEPOTE take at the individual, interpersonal, organizational, community, and/or public policy level to address stigma and discrimination? Participants may say the following:
Individual level: Members of KENEPOTE were trained in leadership, network management, and community mobilization; members acted as role models.
Interpersonal level: KENEPOTE designed a community empowerment mobilization curriculum which members used to train communities on ARVs, treatment literacy, nutrition, stigma reduction, and positive living.
Organizational level: Teachers organized to advocate for their rights by organizing a network of HIV-positive teachers (KENEPOTE).
Community level: KENEPOTE encouraged PTAs, OVC guardians, and teachers to work together to address the needs of orphans and vulnerable children; KENEPOTE catalyzed the formation of an AIDS network for post-primary institutions (KANEPPI).
Public policy: KENEPOT successfully advocated for the Teachers Service Commission to adopt policies that promote greater involvement of people living with HIV and that ensure all training includes sessions on stigma and discrimination reduction and psychosocial support.
Question 2: What are examples of these actions’ impact on access to care and treatment adherence?
Possible answers: The number of teacher seeking VCT and ART increased.
More teachers speak openly about their HIV status.
ARV services were expanded to community health centers.
HIV positive teachers were reinstated and are being recognized and promoted.

 Note: Learning Objective 1 is assessed by naming at least four actions taken by a Kenyan organization of HIV positive teachers that address stigma and discrimination at various levels, described in the social ecological model, through a case study analysis.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc370980951] Application	[image: ] 40 min
[bookmark: _Toc370980952][bookmark: _Toc364750618]Evidence-Based Practices to Address Stigma and Discrimination 
Participants review a training toolkit that engages communities in addressing stigma and discrimination and identify how they can adapt this resource in their communities.    

Introduce the Peace Corps approach to stigma and discrimination and the training toolkit. 
 Possible Script: Many Volunteers engage communities through participatory, nonformal education.  As per the Peace Corps Nonformal Education Manual [ICE No. M0042], this kind of education raises awareness of social problems and then stimulates groups to address these problems by taking action. In this section, you will review a toolkit that applies participatory, nonformal education to address HIV stigma and discrimination and decide how you could adapt and implement this in your situation.

Divide participants into four small groups.  
Post Adaptation: Depending on the total number of participants, you may wish to increase the number of small groups. If this is the case, you need to make additional photocopies and adjust the small group task in Step No. 5 below.
Distribute Handout 3 (Understanding and Challenging HIV Stigma: Toolkit for Action, Modules D & E) to Groups 1-2.

Distribute Handout 4 (Understanding and Challenging HIV Stigma: Toolkit for Action, Modules F & G) to Groups 3-4.  

 Possible Script: Read through the small group tasks on the flip chart (Trainer Material 3):
Group 1: You are assigned Module D: The family and stigma. Read the table of contents for this module on Page 2, and the introduction on Page 3.  
Group 2: You are assigned Module E: Home-based care and stigma. Read the table of contents for this module on Page 2 and the introduction on Page 20.
Group 3: You are assigned Module F: Coping with stigma. Read the table of contents on Page 2 and the introduction on Page 3.  
Group 4: You are assigned Module G: Treatment and stigma. Read the table of contents on Page 2 and the introduction on Page 23.
All groups: Once you’ve read your assigned pages, discuss and give at least two recommendations on how these training sessions could be adapted for use in your communities to address stigma and discrimination.
For example, one recommendation might be to train a support group of PLHIVs using the Coping with Stigma sessions and, if appropriate, have them share their experiences on a community radio show.  
Your recommendations should be very specific to your communities, your role, and your work partners.
You will have no more than 5 minutes to present your recommendations, so be succinct.
Give the end time for the small group work (about 15 minutes). Ask participants if the task is clear. If yes, let small groups begin to work. If no, clarify the task.  
  
In the large group, ask each group to present their recommendations (20 minutes total).       
Note: Learning Objective 2 is assessed by generating, as a group, at least eight recommendations for adapting a training toolkit to address stigma and discrimination in their communities through small group work.
Wrap up with a very brief final observation on your part concerning the creativity, relevance, or feasibility of participants’ recommendations to adapt training in their communities. Also tell participants they can access the entire set of Understanding and Challenging HIV Stigma: Toolkit for Action on the Internet.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc370980953]Assessment
Learning Objective 1 is assessed during the large group discussion in the Practice section. (Participants name at least four actions taken by a Kenyan organization of HIV positive teachers that address stigma and discrimination at various levels described in the social ecological model through a case study analysis).

Learning Objective 2 is assessed when small groups present their recommendations in the Application section. (Participants (as a whole) make at least eight recommendations for adapting a training toolkit to address stigma and discrimination in their communities through small group work).
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc370980954]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: _Toc370980955]Resources
Kidd, R., & Clay, S. (2003). Understanding and Challenging HIV Stigma: Toolkit for Action: http://www.icrw.org/files/publications/Understanding-and-Challenging-HIV-Stigma-Toolkit-for-Action.pdf

Peace Corps Nonformal Education Manual [ICE No. M0042]




[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc370980956][bookmark: h1]  Handout 1: HIV and TB Stigma and Discrimination
and the Effects on Care, Support, and Treatment	

Definition

Stigma is a dynamic process of devaluation that significantly discredits an individual in the eyes of others. HIV/AIDS-related stigma and discrimination 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:18]   [18:  UNAIDS. April 2005. HIV-Related Stigma, Discrimination and Human Rights Violations: Case Studies of Successful Programmes. Geneva: UNAIDS] 


Causes and Forms of HIV-Related Stigma and Discrimination

PLHIV are often believed to deserve their status through doing something wrong. By attributing blame to other individuals and groups, people absolve themselves from acknowledging their own risk, confronting HIV, or caring for those affected.[footnoteRef:19] HIV-related stigma is fueled by moral judgments and biases, for example that PLHIV are promiscuous.[footnoteRef:20]   [19:  Ibid.]  [20:  ICRW. 2006. HIV/AIDS Stigma: Finding Solutions to Strengthen HIV/AIDS Programs. Washington, DC: ICRW] 


Fear underlies blame: People fear life-threatening illnesses, the high death rate (especially where treatment is not accessible), and the visible debilitation of advanced AIDS.[footnoteRef:21] While stigma may stem from misinformation (that HIV is transmitted through ordinary daily interactions or rumors about the side effects and efficacy of treatment)[footnoteRef:22] or by a family’s lack of knowledge of how to care for a person who is sick,[footnoteRef:23] HIV-related stigma is deeply rooted and reinforces existing social inequalities related to gender, race, ethnicity, profession, and sexuality. For example, women are more likely to be blamed for their infection and less likely to be accepted by their communities. Youth are often blamed for their “risk-taking behavior.” Stigma also builds on the association of HIV and AIDS with already-marginalized behaviors (such as sex work, drug use, and homosexual or transgender sexual practices).[footnoteRef:24] [21:  UNAIDS. April 2005. Op. cit.]  [22:  ICRW. 2006. Op. cit.]  [23:  Ross, K., S. Clay, and C. Chiiya. 2007. Understanding and challenging HIV stigma: Toolkit for action. Washington, DC: AED, ICRW and London: International HIV/AIDS Alliance]  [24:  UNAIDS. April 2005. Op. cit.] 


HIV-related stigma affects those infected or suspected to be infected. HIV-related stigma also affects those who are related to, friends with, or in close proximity to someone who is stigmatized, such as orphans, children, or families of PLHIV; this is called stigma-by-association.[footnoteRef:25] PLHIV themselves may internalize the negative reactions of others. This process is called self-stigma or internalized stigma. Self-stigma manifests itself in feelings of shame, self-blame, and worthlessness and when combined with isolation, it can lead to depression, withdrawal, and suicidal feelings.[footnoteRef:26]   [25:  Boyes, M.E., S.J. Mason,, and L.D. Cluver. (2013) “Validation of a brief stigma-by-association scale for use with HIV/AIDS.”  AIDSCare 25(2) 215-222.]  [26:  UNAIDS. April 2005. Op. cit.] 


Discrimination refers to any form of arbitrary distinction, exclusion, or restriction affecting a person. Discrimination also occurs when existing laws, policies, and procedures that protect the rights of PLHIV are not carried out. Discrimination takes place in:
Family and community settings: Stigma and discrimination in these settings may include physical isolation of the person, shunning, and avoiding everyday contact and exclusion from family and community events and rites. PLHIV are subject to verbal harassment, physical violence, insults, and gossip and disbelief (e.g., that healing will take place through prayer only[footnoteRef:27]). [27:  Ross, K., S. Clay, and C. Chiiya. 2007. Op. cit.] 

Institutional settings: Stigma and discrimination occur in workplaces, health facilities, prisons, schools, and elsewhere. Examples are denying PLHIV school entry, pre-employment HIV testing, being dismissed from work or being treated by health providers using excessive protection.[footnoteRef:28] [28:  Ibid.] 

National levels: Stigma and discrimination may be codified through laws and policies, practices, and procedures. An example is the limitation of PLHIV for international travel.[footnoteRef:29] [29:  UNAIDS. April 2005. Op. cit.] 


Causes and Forms of TB-related Stigma and Discrimination 

The most common cause of TB stigma is the perceived risk of transmission from TB-infected individuals. TB is also stigmatized because of its association with HIV, urban poverty, overcrowded housing, physical frailty, low social class (migrants, miners), malnutrition, and disreputable behavior (smoking, high sexual libido). TB stigma has a more significant impact on women and poor or less-educated community members, worsening existing gender and class-based health disparities.[footnoteRef:30] TB is also stigmatized due to its high death rate. A cure for TB was not found until the 1940s and public health authorities previously isolated people who had TB in special sanatoriums or hospitals. In some places, such as Pakistan, TB carries a deep stigma that can affect marriage prospects and result in isolation.[footnoteRef:31]   [30:  Courtwright, A. and A.N. Turner. “Tuberculosis and Stigmatization: Pathways and Interventions.” Public Health Reports 2010, Supplement 14 (125): 34-42.]  [31:  Ross, K., S. Clay, and C. Chiiya. 2007. Op. cit.] 


In areas with high HIV prevalence, TB has become hard to control, with high rates of people co-infected with TB and HIV. HIV stigma has deepened TB stigma, since a TB diagnosis is assumed to signal underlying HIV infection.[footnoteRef:32]   [32:  Ibid.] 




Stigma and Discrimination and Care, Support and Treatment

HIV stigma and discrimination, and in particular self-stigma, remain major barriers deterring PLHIV from testing and then accessing needed care and support services across the Continuum of Care and also from adhering to treatment. PLHIV experience severe psychological stress at diagnosis and fear violence and rejection by partners, families, and communities. Stigma and discrimination deter PLHIV from disclosing their status and non-disclosure is a major barrier to retention in care and optimal treatment adherence. PLHIVs on ART may not tell their family and keep their ARVs a secret, making it much harder to adhere.[footnoteRef:33] Self-stigma – feelings of guilt, rejection, hopelessness, self-blame, and loss of self-esteem and confidence can affect PLHIV’s mental health and motivation to access care and support services.[footnoteRef:34]   [33:  Partners in Health. 2011. Accompagnateur Training Guide: Facilitator’s Manual. Boston: Partners in Health]  [34:  Geng, E. “Improving Retention in HIV Care and Resource-limited Settings.”  http://www.medscape.com/viewarticle/775688_print (Accessed 5/22/2013)] 


Care, support, and treatment services and programs are impacted by stigma and discrimination, but at the same time can help address HIV stigma and discrimination. For example, while the purpose of most home-based care programs is to improve the quality of life of PLHIV, caregiving acknowledges the reality of HIV and helps reduce stigma and discrimination in communities where these programs operate. Recruiting and training volunteers to help deliver care reinforces the idea that HIV is a shared concern and demonstrates that close and sustained contact with PLHIV does not pose a risk of infection.[footnoteRef:35] Access to treatment (both medicine to treat OIs and ART) helps reduce stigma by enabling people living with HIV to live positively and productively for longer. The availability of effective care and treatment encourages more people to get tested and access care.   [35:  UNAIDS. April 2005. Op. cit.] 


How to Analyze and Take Action to Address Stigma and Discrimination

[image: ]Behavior and social change models help to systematically analyze how stigma and discrimination affects desired behaviors – in this case, accessing care and support services, retention in care, and adherence to treatment. This kind of analysis helps develop effective actions (advocacy, community mobilization, education, etc.) to address stigma and discrimination. The social ecological model (see the figure at right) helps visualize how actions must take place at multiple levels to result in behavior and social change.

Evidence-Based Practices and Activities to Address Stigma and Discrimination

There are many entry points to address HIV-related stigma and discrimination. The social ecological model suggests that efforts to change social norms underlying individual attitudes and behaviors require actions at multiple levels and through multiple communication channels.  Selected evidence-based practices to address stigma and discrimination are listed below, which are particularly relevant to Volunteer roles in communities. 

Training and involvement of PLHIV as advocates and role models: Involving PLHIV in programs and organizing PLHIV networks help address AIDS-related stigma and discrimination. PLHIVs can be trained as public speakers, advocates, role models, educators, and peer counselors. PLHIV can be invited to deliver personal testimonials in meetings and workshops to encourage sympathy, admiration, and understanding. Involving PLHIV in programs and as advocates and role models demonstrates that PLHIV can lead productive and constructive lives. Training and involving PLHIV helps reduce self-stigma, by building their confidence.[footnoteRef:36]   [36:  UNAIDS April 2005. Op. cit.] 


Mobilization of influential community leaders, especially religious leaders: Identifying, educating, and involving people with decision-making power, or people who influence others, is an important step in an effective advocacy effort.[footnoteRef:37] Leadership and faith form an important part of most people’s lives and religion plays an important role in influence practices and moral positions. Because religious leaders are highly respected and influential and can appropriate religious texts and cultural symbols with powerful effect, they have an important role to challenge HIV-related stigma and discrimination. While some religious organizations have reinforced stigma, there are many notable examples where they have worked to foster tolerance and social solidarity.[footnoteRef:38] Community and religious leaders can be involved to provide or promote quality care for people living with HIV, support PLHIV and their families, raise awareness about local treatment services for HIV, refer and accompany their members to treatment facilities, receive training in treatment literacy, and provide end stage of life dying with dignity and support to the surviving family.[footnoteRef:39] [37:  Sharma, R. 1999. An Introduction to Advocacy: Training Guide. Washington, DC:  AED]  [38:  UNAIDS. 2005. Op. cit.]  [39:  UNAIDS. 2009. Partnership with Faith-based Organizations: UNAIDS Strategic Framework. Geneva: UNAIDS] 


Community engagement through participatory nonformal education: Participatory training that applies adult education principles and practices encourages people to challenge unquestioned beliefs that reinforce stigma, raises awareness to bring unintended effects of people’s practices to their attention, and challenges the use of language and local idioms that perpetuate stigma. The co-existence of AIDS-related knowledge, of both stigmatizing and sympathetic attitudes and of both discriminatory and caring practices, offers a pace for dialogue to develop community understanding of the epidemic and address root causes related to fears and prejudices. Toolkits, such as Understanding and challenging HIV stigma: Toolkit for action provide a menu of stigma reduction activities that apply a participatory, dialogue-based approach.[footnoteRef:40] In Zambia, these toolkit exercises were used in community meetings to raise awareness, train church leaders and catechists by PLHIV, integrated into clinic health talks, integrated into public celebrations such as Independence Day, included as a topic on community radio, and used in community drama. In Burkina Faso, anti-stigma exercises from the toolkit were integrated into teacher training.[footnoteRef:41] Note that the Peace Corps has an excellent ICE manual on nonformal education.  [40:  International HIV/AIDS Alliance. March 2011. Integrating Stigma Reduction Into HIV Programming: Lessons from the Africa Regional Stigma Training Programme. Hove, UK: International HIV/AIDS Alliance]  [41:  Ibid.] 


[bookmark: _Toc359853537][bookmark: _Toc235768746][bookmark: tm2][bookmark: _Toc236737440][bookmark: _Toc364750622][bookmark: _Toc365013596][bookmark: _Toc365029645][bookmark: _Toc370980957]  Trainer Material 2: Active Reading Questions for the Practice Section	

Write the text below on a flip chart, in large, clear writing.

As you read, think about these questions. We will discuss them in the large group afterward.
Reviewing the social ecological model, what actions did KENEPOTE take at the individual, interpersonal, organizational, community, and/or public policy level(s) to address stigma and discrimination? 
What are examples of these actions’ impact on access to care and treatment adherence?



[bookmark: _Toc370980958][bookmark: tm3] Trainer Material 3: Small Group 
Task for the Application Section

Write the text below on a flip chart, in large, clear writing.

Group 1: You are assigned Module D: The family and stigma. Read the table of contents for this module on Page 2 and the introduction on Page 3.  
Group 2: You are assigned Module E: Home-based care and stigma. Read the table of contents for this module on Page 2 and the introduction on Page 20.
Group 3: You are assigned Module F: Coping with stigma. Read the table of contents on Page 2 and the introduction on Page 3.  
Group 4: You are assigned Module G: Treatment and stigma. Read the table of contents on Page 2 and the introduction on Page 23.
All groups: Once you’ve read your assigned pages, discuss and give at least two recommendations on how these training sessions could be adapted for use in your communities to address stigma and discrimination. For example, one recommendation might be to train a support group of PLHIVs using the Coping with Stigma and, if appropriate, have them share their experiences on a community radio show.  
Your recommendations should be very specific to your communities, your role, and your work partners.
You will have no more than 5 minutes to present your recommendations, so be succinct.
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