[bookmark: _Toc365013554][image: ]Session: Comprehensive HIV Prevention for Key Populations
Session Rationale  
Key populations are disproportionately affected by the HIV epidemic and more vulnerable to HIV infection. Focusing prevention efforts on key populations can have a significant impact on new infections. This session provides information on best practices and elements of comprehensive prevention programming for populations who are at highest risk for HIV infection, including men who have sex with men (MSM), people who inject drugs (PWID), transgendered persons, and sex workers. This session will allow a PCV to consider the benefits and challenges of working with marginalized groups.
· Time Two hours, 30 minutes (please see Trainer Preparation notes about timing for this session. If needed, a possible adaptation to two hours is provided)     
 [image: ] Audience Peace Corps trainees/Volunteers assigned to health or HIV/AIDS programs. This session is also recommended to include local counterparts if delivered during IST. 
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 describe four appropriate and two inappropriate HIV prevention activities for PCVs targeting key populations. 
Participants use action planning to identify opportunities to conduct HIV prevention activities targeting key population communities. 
Session Knowledge, Skills, and Attitudes (KSAs)
1. Reflect on difficulties/risks faced by key populations. (A)
1. Identify action steps to support prevention programming targeting. (K, S)
1. Name elements of comprehensive key population programming. (K) 
Prerequisites  	
Introduction to HIV Prevention, Combination Prevention, Reducing Risk of HIV Prevention, Applying HIV Combination Prevention
Sector:		Health
Competency:		Support HIV Prevention and Care
Training Package:		HIV Prevention
[bookmark: _GoBack]Version:		May-2014
Trainer Expertise:		Trainer has a health and/or HIV/AIDS-related background. Trainers could include Health sector staff, a specialist colleague from the Centers for Disease Control and Prevention (CDC) or the U.S. Agency for International Development (USAID), specialist colleague from local nongovernmental organization (NGO) or government agency (with appropriate language skills), a Health technical trainer, and/or an experienced Peace Corps Volunteer, Volunteer leader, or staff member with extensive HIV/AIDS knowledge. Experience working with key populations is preferred. Strong facilitation skills are critical to effectively lead the key populations panel.
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Session: Comprehensive HIV prevention for key populations
Date:  [posts add date]
Time:  [posts add xx minutes]
Trainer(s):  [posts add names]
Trainer preparation:
[image: ] Note: 
This session may be particularly effective if conducted with local counterparts as it discusses attitudes and behaviors toward key populations. It is possible that attitudes will be very different between PCVs and counterparts and it will be important to give participants adequate time to discuss and reflect on these differences and how they might impact how participants work together on activities that target key populations.  
Posts have historically found that key populations and stigma are sensitive topics that need time for reflection and discussion beyond a two-hour session. This is particularly important if counterparts are participating and if posts include the key populations panel. Trainers are encouraged to allocate adequate time as possible for this session. 
If counterparts are involved, it is recommended to reorganize the session to prepare participants for the content. The values clarification exercise used in HIV Prevention Training Package Session 3: Reducing Risk is recommended to substitute as the Motivation exercise. It is included as Trainer Material 2. Suggestions for modified session plans are included in Trainer Material 3.
1. [bookmark: notestotrainer]Review the session plan, handouts, and PowerPoint presentation. 
[image: ] Note: If not using PowerPoint, prepare the information from the PowerPoint on flip chart paper beforehand. 
Make sufficient copies of [image: ] Handout 1 and [image: ] Handout 2 for all participants.
Read the entire session and plan the session according to the time you have available. 
[bookmark: _Toc236737427]Work with the Health program manager to complete information needed on [image: ]Slide 3.
Gather information about availability of male and female condoms and lubricant for discussion in [image: ]Slide 4.
Review current legal status of key populations for [image: ]Slide 5.
Work with Health program manager and safety officer to reflect any country-specific policies and protocols on relevant PCV activities to include in Step 23 of the Information section. For instance, PC/Jamaica has policies that guide nighttime outreach activities. 
Work with the Health program manager and other PCVs to identify 3-5 panelists. Meet with the panelists to review expectations for the session, using [image: ] Trainer Material 4. 
[image: ] Note: 
The 60-minute key population panel is the recommended activity for the Practice section. This panel may require significant preparation to identify and negotiate participation that ensures panelist confidentiality and safety. In addition, it is a sign of respect to allow panelists to tell their stories in their own words without being rushed. Trainers should allow adequate time for panelists to tell their stories and for participants to ask questions. This may extend the Practice session beyond the 60 minutes allocated in the current session plan.
While hearing directly from individual members of key populations is powerful, the panel can also include representatives from organizations that serve key populations. If the environment for such a panel puts individuals at risk, the session can be reorganized to substitute the Blame Game (currently the Motivation activity) as the Practice activity. See [image: ] Trainer Material 2 for different options to organize this session.
Also note that the panel will require strong facilitation skills to maintain a safe and respectful environment. If the facilitators are nervous about allowing questions and answers, participants can submit questions in writing for review by the trainers and panelists. 
Finally, if you do not have time to do a full 60-minute panel (to keep within two hours for the session), you could adapt the Practice section to be a 30-minute sharing from one representative of a key population co-hort instead.
For the Practice section, make a list of key populations prioritized in your national strategic plan ( e.g., MSM, transgender persons, sex workers, and PWID). Priority populations can be defined as individuals whose risk and vulnerability are increased based on age, sex, and geographic location. For example, pregnant women could be a priority population in any country with a Prevention of Mother to Child Transmission (PMTCT) portfolio. Also, PLHIV should be priority populations in any program in which the government or other donors are not already providing prevention activities for them.
Using this list, prepare a corresponding number of stations by posting blank sheets of flip chart paper on different walls of the room, with one of these groups written at the top of each sheet.
Arrange room to accommodate panel (either with a head table or chairs in a circle). This can be done while panelists are reviewing the questions submitted by participants.
[image: ] Materials:
Equipment
Flip chart
Tape
Computer and projector
Pieces of paper for participants to write down questions 
Handouts
Handout 1: PEPFAR Guidance on Prevention Package for Key Populations 
Handout 2: Ideas for engaging key populations in HIV prevention activities
Trainer Materials
Trainer Material 1: PowerPoint (refer to separate file)
Trainer Material 2: Possible Session Plans for Key Populations Session 
Trainer Material 3: Values Clarification Exercise
Trainer Material 4: Preparing for Key Populations Panel
[bookmark: _Toc359853530][bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc384990538] Motivation	[image: ] 25 min
[bookmark: _Toc364750616][bookmark: _Toc384990539]Blame game[footnoteRef:1] [1:  Adapted from Pact International and International Center for Research on Women. 2010. Understanding and Challenging Stigma toward Men who have Sex with Men: Toolkit for Action Washington DC: USAID] 

[bookmark: _Toc365013576]This game provides an opportunity to understand how a community treats key populations and its impact on HIV prevention. 
1. Divide into the number of groups based on the key populations identified in Preparation Step 9. 
1. Assign each group to a key population and ask them to go to its flip chart station. 
1. Hand out markers and ask each group to write on the flip chart all the things the community says about those in said group. 
1. After two minutes, shout “change” and ask groups to rotate in a clockwise direction and add points to the next sheet. Continue until groups have contributed to all flip charts and end up back at their original list. 
Bring everyone together into a large circle. Ask one person from each group to stand in the middle of the circle and read out the names on their flip chart, starting with “This is what you say about me _______.”
Spend 15 minutes discussing the following questions in a large group:
How would you feel if you was called these names?
How would you feel if your sister or brother were called these names?
Why do we use such hurtful language?
What are the assumptions behind some of these names? 
What can you do (with your community members) to reduce or mitigate such negative labeling in your community?
Take a moment to reinforce the main points which participants have made during the exercise. In giving your summary you may use some of the following points, if they have not already been mentioned by participants.
[image: ] Possible script: 
We are socialized or conditioned to judge other people. We judge people based on assumptions about their sexual and other behavior.
Sex is a taboo, something shameful that we should not talk about. So we often shame and blame people whose sexual behavior is different from ours.
Key populations were often labeled as sexually immoral on the flip charts. They were called “________,” “___________.” and “_________.” The judgments in this case are based on sexual morality.
These are disadvantaged/vulnerable groups who are lacking in power. They are stigmatized partly because they have limited power to resist these labels.
All of these labels show that when we stigmatize, we stop dealing with people as human beings. We forget their humanity (by using mocking or belittling words) and this gives us a feeling of power and superiority over them.
All of these labels are based on assumptions made with insufficient information. They are generalizations that have no validity. We simply assume that “the other people” are “dirty, disgusting, useless, sex crazy,” etc.
We attribute characteristics to a group and everyone who belongs to that group.
We assume that all members of that group have the same characteristics, e.g., that all MSM are sex crazy.
Stigmatizing words are very strong and insulting. These words have tremendous power to hurt, humiliate, and destroy people’s self-esteem. When we “shame and blame” key populations, it is like stabbing them with a knife. 
Ask participants how we should treat key populations.  
[image: ] Answers may include: 
We should give key populations respect and affection; support and encouragement; space, place, and recognition.
If we treat KP well, they will feel empowered and take charge of their lives, accessing health services and taking care of their sexual health. But if we treat KP badly, because of the feelings of hurt and shame and rejection, they will hide from society and avoid prevention interventions, condoms, HIV testing, and using clinics, which puts them and their partners at higher risk of contracting HIV.
[bookmark: _Toc365013579]
[image: ] Note: 
Participants may answer that key populations should be treated like everyone else, so they aren’t stigmatized against. If this situation arises, note that the reality is that these groups are stigmatized and they are at a higher risk for HIV infection so it is important to acknowledge their particular prevention needs. 
Conclude the section by asking participants if they think they could use this sort of exercise in their communities. How would they adapt it to be most appropriate? Ask for 2-3 suggestions as to how it could be adapted or applied. Spend 2-3 minutes discussing.
Thank participants for their participation.
[bookmark: _Toc365013565]Introduce session objectives; [image: ] SLIDE 2: Session Objectives.  
[image: ] Possible Script: This session aims to provide more information about key populations, evidence base of HIV prevention activities, and to explore the appropriate role for a PCV in targeting key populations.
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc384990540]Information	[image: ] 35 min
[bookmark: _Toc364750614][bookmark: _Toc384990541]Key populations
This section provides general information about key populations and their risks for HIV infection. The section also reviews the elements of a comprehensive package of prevention services for key populations and reviews appropriate PCV roles in HIV prevention activities targeting key populations. Finally, the section introduces the concepts of rights-based approaches and harm reduction as prevention strategies, which are of particular relevance for work with key populations. 
1. [bookmark: _Toc365013558][bookmark: _Toc365013567]Ask participants what they remember about key populations from earlier HIV prevention sessions. Write answers on flip chart paper. Spend 3-4 minutes soliciting responses.
[bookmark: _Toc365013559][image: ] Note: Answers may vary depending on post context and answers may include:
[bookmark: _Toc365013560]Key populations play a key role in how HIV spreads and are also key to the response.
Have also been called most-at-risk populations (MARPs) or high risk groups. 
They are disproportionately affected by HIV in most settings.
Key populations include sex workers and their clients, people who inject drugs, men who have sex with men, and transgendered persons.
[image: ]Post Adaptation: Note any priority/vulnerable populations that may include serodiscordant couples, youth/OVC, young women/girls, Incarcerated populations, military/uniformed services, migrants/displaced persons, slum dwellers, and any another vulnerable population [as noted by national strategic documents included on SLIDE 10 of Session 2].
Many factors contribute to risk of HIV infection beyond the high-risk behaviors associated with some of these groups. These include stigma and discrimination, lack of access to appropriate services, criminalization, poverty, and marginalization.
Many key populations have overlapping vulnerabilities, such as a MSM or PWID who is also a sex worker.
Violence is pervasive in the lives of key populations.
Key populations are often ignored by policymakers, project planners, and politicians.
[image: ] Post Adaptation: If the session includes counterparts, be sure that participants define any technical terminology. This may lengthen this section somewhat. 
Add any answers not included in the list. 
[image: ] SLIDE 3: Status of Key Populations in Country x.  
Review key populations status in country, i.e. men who have sex with men (MSM), people who inject drugs (PWID), sex workers (SW), SW clients, transgender (TG) persons
Legal status, including criminalization of same-sex acts, sex work, and drug use
National prevention priorities related to KP
Any available HIV and health statistics on KP
[image: ] Post Adaptation:
Work with Health program manager to gather data on key populations to complete Slide 3. This information may be available via the National AIDS Commission or formative research conducted by pilot projects, universities, or other research institutions. If no health or HIV data is available for KP, it is important to note the absence of information. If this is the case, it is worthwhile to ask participants why they think there is no data and spend 3-4 minutes discussing reasons for the lack of data. Also include any information on KPs from PEPFAR country operations plans and from the national prevention strategy. 
[image: ] Possible Script: [footnoteRef:2] [2:  Adapted from Technical Considerations. Provided by PEPFAR Technical Working Groups for FY 2014 COPS and ROPS.] 

Studies show that HIV disproportionately impacts key populations, including those with generalized epidemics. But only a small proportion of these populations have access to HIV prevention, care, and treatment services.
KP often engage in behaviors that are criminalized and highly stigmatized. Legal status and criminalization create barriers to accessing HIV prevention, care, and treatment services.  
[image: ] Post Adaptation: Include this talking point in generalized epidemic settings (e.g., southern or eastern Africa):  
Prevention programming in generalized settings still needs to assess and address the needs of key populations, as HIV is still disproportionately high among key populations. 
Ask participants to think about key populations in their communities. What have they learned about them and from them? Have they witnessed stigma or discrimination or marginalization? How are members of KP treated when accessing services? What activities or methods are key populations using themselves that are working well? Write answers on a sheet of flip chart paper. Spend 10 minutes discussing responses.
[image: ] Post Adaptation: Note regional differences and differences between urban and rural settings. It is likely that there is a greater presence of key populations in urban areas.
        Also note that Peace Corps Volunteers and counterparts may have very different views on key populations. It would be advantageous to begin to discover those differences during these exercises.
Distribute [image: ] Handout 1. 
[image: ] SLIDE 4: Comprehensive Programming for Key Populations 
Peer education and outreach
Sexual and drug use assessment and risk reduction counseling 
Condom and lubricant promotion and distribution 
HIV testing and counseling (HTC) 
STI screening and treatment 
Voluntary medical male circumcision (VMMC) referral
HIV care and treatment, including PMTCT (or referral)
Substance use treatment for MSM, TG, and SW who use drugs (or referral) 
TB prevention diagnosis and treatment
Linkages to other health, social, and legal services 
Ask participants what they might note about this list. How different is it from other prevention packages? Answer: not very.
Ask participants what they think might, then, be different about prevention activities that target key populations. Spend 3-4 minutes discussing this.
[image: ] Possible Answers:
The way services are delivered might be different (such as mobile testing or after-hours services) 
Providers need specific training to provide services tailored to the needs of key populations (such as specific risk reduction counseling or wound care for PWID)
Services need to be non-stigmatizing or discriminatory, i.e., “friendly,” which also might require training
Cost might be a barrier, so services may need to be free or significantly subsidized
Review [image: ] SLIDE 4 
[image: ] Possible Script: 
Evidence has shown that comprehensive programming to address the specific needs of key populations is most effective in providing them the tools, skills, and resources needed to prevent HIV infection. 
Peer education and outreach has been shown to be particularly effective for key populations, as there is often distrust of outsiders or authorities. Trained peer educators can provide risk reduction counseling, facilitate support groups, and distribute information or commodities like condoms. Peer educators/outreach workers can also provide information about where and when key populations gather, and other insights into the communities. 
Sexual and drug use assessment and risk reduction counseling  provides accurate information about a client, rather than making assumptions about an individual’s behavior based on his or her status as a member of a key population. Risk reduction counseling can happen in a facility or an outreach setting. This sort of counseling needs to happen regularly to account for changes in risk behavior over time and based on evidence that shows that the impact of this kind of counseling diminishes over time.
Condom and lubricant promotion and distribution is extremely important for key populations – both male and female condoms. Water- and silicon-based lubricants are the only types of lubricant appropriate for use with condoms. Oil-based lubricant (including petroleum jelly and lotions) will cause a latex condom to break down.
[Review availability of lube and female condoms in country x]
HIV testing and counseling (HTC) is a fundamental prevention activity but it must follow the tenets of all HTC [Remind everyone about the 5 Cs: consent, confidentiality, counseling, correct test results, and connections (referrals) to services]. Providing HTC that’s accessible and appropriate to key populations may use different venues and methods (e.g., providing testing during hours that are convenient to key populations).
STI screening and treatment are important for a number of reasons. STI and HIV screening provide opportunities for risk reduction counseling and treatment of STIs, which may facilitate HIV infection. Different STIs require different protocols, but KP-friendly services are particularly important to understand which STIs are prevalent in different key populations.
VMMC referral as appropriate, remembering that VMMC is recommended in the 14 focus countries to prevent HIV infection from an infected woman to an uninfected man, which means that VMMC is not recommended for MSM. 
HIV care and treatment, including PMTCT (or referral) is important to maintain a continuum of HIV prevention and care. With key populations, it is important to link key populations to “-friendly” services to support adherence and access important prevention activities (particularly PMTCT) and adherence support measures.
Substance use treatment (or referral). Outside of unsafe injecting practices, substance use is also associated with risk behaviors. Given overlapping vulnerabilities associated with substance use and HIV risk for key populations, this is important not just for PWID but for other key populations.  Substances may also include alcohol. Treatment may include pharmacological approaches like substitution therapy (e.g., methadone) or non-pharmacological approaches that might include harm reduction (which will be discussed later).
TB prevention diagnosis and treatment. As many key populations have been incarcerated, and TB is often spread in prisons/jails, detecting and treating TB is an important service in the comprehensive package.
Linkages to other health, social, and legal services. [Ask participants to name other services that might be important to key populations. Answers may include: violence prevention or response (including post-rape counseling), legal support for unjust incarceration or extortion, income generation and economic strengthening.] The needs of key populations extend far beyond HIV prevention and are often more basic. Linking key populations can increase their resilience and therefore their ability to protect themselves from HIV infection or to access appropriate services.  
[image: ] SLIDE 5: Human Rights and HIV Prevention
Human right to
· Life
· Privacy
· Confidentiality
· Autonomy 
· Non-discrimination 
· Self-expression and information
Empowerment and accountability
Legal protection (and enforcement)
Harm reduction 
[image: ] Possible script: Upholding human rights is good in and of itself, but it also has a particular importance for key populations and HIV prevention because to be effective, HIV services require an environment of safety for people to demand and access them. Rights are stronger than needs because there is an obligation for someone [e.g., the state] to provide them and as rights-holders, we can demand them. The power balance is different than if one is waiting for someone to respond to our needs if and when they feel like it. If we re-frame physical, cognitive, emotional, and social needs into rights then everyone has more reason to provide services to meet those rights and we better respect human dignity and human agency. Of particular concern are the rights to privacy, confidentiality, autonomy, and non-discrimination.
Ask for a volunteer to provide a working definition of each right as it pertains to HIV services.
[image: ] Possible Answers:
Privacy – right to control with whom, when, and how personal and sensitive information (like HIV status or high-risk activities) is shared. Freedom from unauthorized intrusion. For example, an employer should not demand to know the sero-status of employees, but a worker may volunteer to share that information if the situation warrants.
Confidentiality requires that these persons/institutions safeguard private/personal information and share that information only when in the best interest of the patient/client/employee or the public good. Such disclosure should be regulated by policy or law. For example, providers may have an obligation to report sero-status to the government but this information must be protected in a way that prevents unauthorized persons from accessing it. Providers have an obligation to explain when and with whom patient information will be shared. 
Autonomy is the right to make decisions for oneself. In the context of HIV prevention, this is the decision to protect oneself from HIV infection, participate in programs, access services, or obtain supplies. In terms of HIV, autonomy allows patients to make decisions for themselves – even if a provider feels that another course of action would be healthier/safer.
Non-discrimination is the right to receive fair, equal, and respectful treatment based on real or perceived categories, characteristics, or behaviors. In HIV prevention, this means that services must be offered to those in need in an appropriate way.
Spend 5 minutes discussing the following questions: Why do you think these rights are important to key populations and to HIV prevention? Why do you think these rights are violated? Is there a justification for mandatory testing or criminalization of HIV transmission?
[image: ] Possible Answers:
Privacy and confidentiality are very important because safety and the threat of violence or incarceration is a very real concern for many members of key populations, particularly when certain behaviors are criminalized. Sexual violence can also directly expose an individual to HIV. 
Lack of confidentiality and discrimination may render services inaccessible and inappropriate for key populations.
Key populations are often seen as “guilty” or deserving of HIV infection as a result of their behavior. 
Public health and public good arguments are sometimes seen to be in conflict with individual human rights concerns (e.g., PLHA who refuse to take ART because they are concerned with side effects puts more people at risk of being infected, so PLHA should be forced to take medication). 
Add any answers not mentioned.
Spend 3-5 minutes discussing the following questions: How does empowerment and accountability increase in a rights-based approach? How can that help or hinder HIV prevention efforts?
[image: ] Possible Answers:
Empowering people to make changes in their lives allows them to better understand risks and better integrate actions that prevent HIV infection. 
Empowered individuals can go on to make other healthy choices or choices to better their lives as they see they have the ability to effect change in different areas.
Accountability increases engagement and keeps responsibility for life and health with the individual.
Empowerment is about making the individual feel able to make change; accountability infers that an individual is responsible to his/herself and to others for his or her behavior. There are consequences and choice.
Empowerment and accountability may help by increasing engagement of key populations, reducing vulnerability.
Empowerment and accountability may hinder by allowing people to continue risky behavior as their “choice.”
Review legal status in country x for criminalization of HIV transmission, criminalization/ legality of same-sex behavior, and sex work. Also review laws that protect PLHA from discrimination and protect inheritance rights of women and children. 
Spend 5 minutes discussing the status of these laws. Ask participants to share what they know about how/whether they are enforced. How do different partners or organizations deal with issues of legal status? Are there advocacy groups operating in participant communities? How do they engage on these issues? How have past/current PCVs navigated these issues?
[image: ] Note: Learning Objective 1 is assessed by responses to these questions.
[image: ] SLIDE 6: Harm Reduction and HIV Prevention[footnoteRef:3]  [3:  1Taken from Harm Reduction Coalition Principles of Harm Reduction website. http://harmreduction.org/about-us/principles-of-harm-reduction/ Accessed January 6, 2013. ] 

A set of practical strategies that reduce negative consequences of drug use and other high-risk behaviors 
Incorporates strategies that range from safer use to managed use to abstinence 
Meets and accepts individuals on their own terms
[image: ] Possible script: Harm reduction is associated with rights-based approaches because it asks clients to decide the most appropriate way to reduce their risks. Harm reduction approaches accept that risk behaviors cannot always be eliminated and provides a “menu” of practical strategies that work to reduce rather than eliminate negative consequences of high-risk behavior like drug use. Harm reduction does not have any preconditions and will meet people “where they are.” Harm reduction provides full information about consequences of different choices, but allows the client to make a fully informed decision and does not promote one option over another or judge the client’s choice. While most associated with drug use, harm reduction is actually used for a number of potentially unhealthy behaviors, including alcohol use and smoking.
Ask participants: “What could be some challenges to a harm reduction approach?” 
[image: ] Answers may include: 
Withholding judgment for choices of individuals is difficult, especially when the choice is a risky one.
Perceived to condone or promote illegal behavior or discouraging healthiest behavior.
Ask for 2-3 examples of harm reduction for sexual transmission. How do these options reduce the risk for sexual transmission?
[image: ] Answers may include: 
Condoms provide an option to have sex while protecting partners from HIV and STIs.
Non-penetrative sexual activity removes chance of contact with bodily fluids that can transmit HIV. Unprotected oral sex has a much lower risk than vaginal sex.
Pulling out before ejaculation may reduce risk slightly but pre-ejaculate fluid contains high concentrations of HIV and does not protect male/insertive partner from infection at all.
Lubricant can reduce friction and chance of micro-tears in the vagina or anus. Provides only a slight reduction in risk.
Masturbation/mutual masturbation can provide pleasure with little/no risk.
Getting an HIV test before having unprotected sex is a good option provided both partners are monogamous and not within the window period. 
Ask participants: “How, as PCVs, can you promote a rights-based approach to HIV prevention targeting key populations?” Spend 3-5 minutes discussing benefits and challenges. 
[image: ] SLIDE 7: PCV Activities Targeting Key Populations - appropriate roles for PCVs.
Educate individuals on the link between identified high-risk behavior and HIV transmission.
Promote targeted HIV prevention services (for CSW, MSM, PWID). 
Support formation and functioning of support, peer outreach groups.
Train key populations in advocacy so they can assert their rights, organize for legal/policy reform, and communicate their HIV prevention needs.
Work through TOT, collaborative model to conduct in-service training to HCW to promote harm reduction approaches and “-friendly” appropriate service provision.
Ensure access to prevention commodities (male and female condoms and water-based lube).
Help groups network with uniformed services to increase safety, reduce extortion.
If they have not yet come up and been labeled as such, spend 5 minutes discussing activities in HIV prevention for key populations that might not be appropriate roles for PCVs to take on. Why do these restrictions exist? What could participants do to support key populations programming that would be appropriate?
[image: ] Answers may include: 
Needle/syringe exchange. Participants could provide capacity-building support to organizations that conduct needle exchange.
Organizing sex workers. Participants could provide support to nascent key population organizations through capacity building or by providing research and state-of-the-art information. 
Working with MSM. Can work with organizations that provide services; however, in places where homophobia spurs violence, this might pose a security risk for participants and inadvertently increase risk for MSM. 
Spend 10 minutes discussing parameters for participant engagement. What are the benefits and drawbacks of PCVs’ participation in key population activities?
[image: ] Note: Learning Objective 1 is assessed by answers provided during this discussion.
Wrap up the Information section by asking participants to make note of any activities just discussed that they would like to try in their communities, and the first action step.
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc384990542][bookmark: _Toc364750617][bookmark: _Toc365013584]Practice	[image: ] 60 min
[bookmark: _Toc384990543]Key populations panel in your community
This activity prompts participants to think about ways to engage key populations in their communities. 
[image: ] Note: If it is not possible to have a panel discussion in your country, an alternative suggestion would be to invite a representative from either one key populations cohort or a representative from a local organization that implements activities with key populations to come talk for 30 minutes about his or her experience and share best practices and responses to common challenges.
1. Explain that in this next activity, participants will be hearing from several people who represent key populations in country x.
Ask them to think for a minute about what they expect to see and hear from individuals representing key populations.  
Note that the panelists have agreed to come tell their stories to help you understand people in their situation and experience in this culture, which may include contracting and living with HIV/AIDS, and how key populations can be supported.  It takes a great deal of courage to tell one’s story.  This is one way to fight stigma and discrimination.  
Ask participants to prepare questions in writing for the panels. Give them 5 minutes to think of their questions and write them on pieces of paper. Collect the questions.
[image: ] Note: The questions will be reviewed by the panelists before the start of the panel.  The agreed-to questions will be read one by one by a facilitator. The time needed to review the questions could be a good time for a short break and provides an opportunity to rearrange the room to accommodate the panelists.
Bring panelists in and have them introduce themselves (using their first names only) and give a short “testimonial” about their experiences. Spend about 10 minutes for introductions.
[image: ] Note: The actual time spent in this section will depend on the number of panelists. Giving each panelist a specific topic or question to answer might help limit the conversation to the time allotted. The amount of time conferred to each panelist can also be reduced to stay on time (e.g., five panelists get 4 minutes each, or extend to 5 minutes each for 25 minutes on testimonials).
After the introductions, have a designated facilitator read the agreed-upon questions. Spend 20 minutes answering questions.
Thank the panelists for their honesty and courage in sharing their experiences with the group. 
[image: ] Note: The panelists can be invited to leave or can stay for questions after the session concludes, depending on their comfort level. 
Thank participants for their participation and respect. 
[bookmark: _Toc384990544]Application [footnoteRef:4]	[image: ] 30 min [4:  Adapted from Desmond Tutu HIV Foundation. 2011. Men who have Sex with Men: An Introductory Guide for Health Care Workers in Africa. Capetown: Desmond Tutu HIV Foundation.] 

[bookmark: _Toc364750618][bookmark: _Toc384990545]Engaging key populations in your community
This activity prompts participants to think about ways to engage key populations in their communities.
1. [bookmark: _Toc365013585]Distribute [image: ] Handout 2. 
1. Ask participants to take 10 minutes to read the handout and then write down a few ways that you could appropriately engage key populations in your community on an individual, organizational, and community level. Think about what information already exists about KP in your community, where there are knowledge gaps, and how those gaps may be addressed. Think of reasons why it might be difficult to contact or interact with key populations in your community and how you might overcome those challenges.
[bookmark: _Toc365013589][bookmark: _Toc365013590][image: ] Post Adaptation: If counterparts are participating in this session, consider pairing the PCV and counterpart for the individual work. 
1. Provide a warning when there are 5 minutes left.
1. Ask for volunteers to share their ideas with your group or co-workers. 
[image: ] Note: Learning Objective 2 is assessed by ideas shared during this discussion.
1. Spend 15 minutes discussing challenges and strategies to overcome them, and appropriate roles for participants in addressing these challenges.
[image: ] Note: Learning Objective 1 is assessed by answers provided during this discussion.
Conclude by thanking volunteers for sharing and participants for their hard work.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc384990546]Assessment
Learning Objective 1 is assessed in the Information section in the discussion of appropriate activities and in Application section as a large group in debrief.
Learning Objective 2 is assessed in the Application section as participants share their ideas for future action steps. 
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc384990547] 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: _Toc384990548]Resources
[Related KLU materials or other external books, articles, and websites that provide additional information for the trainers or learners.]

Pact International and International Center for Research on Women. 2010. Understanding and Challenging Stigma toward Men who have Sex with Men: Toolkit for Action Washington DC: USAID.

Technical Considerations Provided by PEPFAR Technical Working Groups for FY 2014 COPS and ROPS. Accessed April 17, 2014. http://www.pepfar.gov/documents/organization/217761.pdf

Harm Reduction Coalition Principles of Harm Reduction website. http://harmreduction.org/about-us/principles-of-harm-reduction/ Accessed January 6, 2013.


Desmond Tutu HIV Foundation. 2011. Men who have Sex with Men: An Introductory Guide for Health Care Workers in Africa. Capetown: Desmond Tutu HIV Foundation.
[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc384990549][bookmark: h1] [image: ] Handout 1: PEPFAR Guidance on Prevention Package for Key Populations[footnoteRef:5]	 [5:  Excerpted from Technical Considerations Provided by PEPFAR Technical Working Groups for FY 2014 COPS and ROPS. October 2013. Washington, DC: Office of the Global AIDS Coordinator.] 

There is substantial evidence for the effectiveness of a core set of interventions that comprise a package of services for KP. Programs should ensure participation of the target KP or other vulnerable groups in the development, implementation, and monitoring of prevention programs. Based on the epidemiologic profile for each country, the team should deliver a minimum, core set of interventions which consider the sex- and age-specific needs of different sub-groups especially vulnerable to HIV or with disproportionately low access to programs, including access to family planning for females. 

1. Peer education and outreach 
Peer outreach relies on members of the targeted key population group to reach key populations with HIV prevention information and referrals to important services. When peer education and outreach is accompanied by risk reduction counseling and provisioning of supplies (e.g., condoms, referral to medication assisted therapy) it is especially effective in reducing sexual and/or drug-using risk behaviors. [footnoteRef:6] [footnoteRef:7] [footnoteRef:8]  [6:  Shahmanesh, M, et al. 2008. “Effectiveness of interventions for the prevention of HIV and other sexually transmitted infections in female sex workers in resource poor setting: a systematic review.” Trop Med Int Health. Vol. 13, pp. 659-679.]  [7:  Needle, R, et al. 2005. “Effectiveness of Community-Based Outreach in Preventing HIV/AIDS among Injecting Drug Users.” International Journal of Drug Policy. Vol. 16, pp. 45-57.]  [8:  Semaan, S, et al. 2002. “A meta-analysis of the effect of HIV prevention interventions on the sex behaviors of drug users in the United States.” J Acquir Immune Defic Syndr. Vol. 1. 73-93.] 

 
2. Sexual and drug use assessment and risk reduction counseling 
Taking a sexual and drug using history ensures that service providers know and do not assume the needs of their clients. Service providers should consider this a standard part of care and make it routine as people enter and exit risk stages throughout their lives. Risk reduction counseling is an effective intervention for KP, whether delivered through peer outreach or in clinic settings and can address both drug and sexual risk behaviors, as appropriate. Meta-analyses show that risk reduction counseling can have a positive impact on sexual risk behaviors of persons who inject drugs;[footnoteRef:9] however, the effect may decrease over time,[footnoteRef:10] indicating that these behaviors may need to be more intensively targeted and may require booster sessions.  [9:  Ibid.]  [10:  Copenhaver, M, et al. 2006. “Behavioral HIV risk reduction among people who inject drugs: Meta-analytic evidence of efficacy.” Journal of Substance Abuse Treatment. Vol. 31, pp. 163-171.] 


3. Condom and condom-compatible lubricant promotion and distribution 
Programs need to ensure a consistent supply and availability of quality male and female condoms, as well as condom-compatible lubricants, especially for MSM, SW and TG. The use of condom-compatible lubricant (water- and silicon-based lubricant) has been associated with a decreased risk of condoms breaking. However, lubricant use on its own is not a proven method of HIV or STI prevention. 

4. HIV testing and counseling (HTC) 
Programs should provide HIV testing and counseling services that are trusted by and accessible to KP. HTC services must respect the basic tenets of self-determination, privacy, and informed decision-making. Mandatory or coerced testing is never appropriate. This is a particularly important issue for sex workers, who in some settings may face coercion to be tested from brothel owners, clients, or as part of the registration process for a sex worker program. HTC services should be provided with the fewest possible restrictions or requirements. Gender assessments and analyses can identify important gender-related barriers to service access and uptake for KP. Testing hours and days of week need to be adjusted to respond to the needs of KP and delivery sites should vary depending on the expressed preferences of the population: 
Mobile community outreach; 
Health facilities; 
Safe spaces (drop-in centers); 
Bars, clubs, and brothels; and 
Homes or households. 

Special consideration should be given to different testing models, including provider-initiated and couples and partner testing. Use of rapid test kits with same-day results paired with post-test counseling is strongly recommended for KP. Finger-prick blood sample is the preferred collection method. Venous blood draws should be avoided as a potential access barrier due to concern for vein collapse and intravenous drug use disclosure to HTC provider. Re-testing should be done annually, or more frequently depending on risk. Quality control checks, such as proficiency testing, should be routinized and quality standards put in place to monitor quality counseling. 

5. Sexually Transmitted Infections (STI) screening and treatment 
Existence of an STI may facilitate sexual transmission and acquisition of HIV.[footnoteRef:11] Routine STI assessment and treatment should be an integral component of a KP package of services. Approaches to STI control for KP (especially for SW, MSM, and TG) vary based on local STI prevalence. However, general principles call for defining a package of confidential services with well-defined treatment components, screening intervals, and standards for delivery. Free and KP-friendly STI services are also useful in attracting KP into services/programs, providing an opportunity to reach KP by providing a more holistic sexual health approach. Programs should consider integrating STI screening and treatment into HIV care settings and into existing prevention programs for KP and other vulnerable populations, according to PEPFAR Guidance on diagnosis and treatment of STIs.[footnoteRef:12]  [11:  Cohen, M. 2012. “Classical sexually transmitted diseases drive the spread of HIV-1: Back to the future.” Journal of Infectious Diseases, Vol. 206, pp. 1-2.]  [12:  PEPFAR. 2011. Guidance for the prevention of sexually transmitted HIV infections. Washington, DC: Office of the Global AIDS Coordinator. http://www.pepfar.gov/documents/organization/171303.pdf] 


6. Referral to male circumcision 
VMMC is an effective intervention to reduce the risk of male heterosexually-acquired HIV infection. Referrals to VMMC should be made as part of a comprehensive HIV prevention package for clients of FSW and other males at high risk of HIV acquisition from their female partners in countries where VMMC is being scaled up. To date, evidence for VMMC in reducing the risk of HIV acquisition among MSM is inconclusive.[footnoteRef:13] WHO does not recommend circumcision as an HIV prevention measure for MSM.  [13:  Wiysonge, C, et al. 2011. “Male circumcision for prevention of homosexual acquisition of HIV in men.” Cochrane Database Syst Rev, Vol. 15] 


7. Direct service delivery or referral to HIV care and treatment, including PMTCT 
Key populations should be rapidly linked to friendly care and ART services upon diagnosis, and KP programs should include support for adherence and retention designed around the needs of these populations. Innovative approaches to increasing successful linkage into PMTCT, care, and treatment services should be explored and evaluated. Prevention programs for KP need to link with clinical services, including PMTCT, care, and antiretroviral treatment. Health care workers who provide these services should be trained to make existing services more accessible and appropriate for KP. All KP programs need to ensure adequate monitoring of linkages to services. Programs should consider the use of Internet-based and mobile technologies to support adherence. A Cochrane review found short weekly mobile phone text messaging efficacious in enhancing adherence to ART in patients with HIV infection in Kenya[footnoteRef:14] among heterosexuals. Such strategies may also serve to improve ART adherence and continued engagement in other services among KP.  [14:  Horvath, T, et al. 2012. “Mobile phone text messaging for promoting adherence to antiretroviral therapy in patients with HIV infection.” Cochrane Database of Systematic Reviews, Vol. 3.] 


8. Direct service delivery or referral to substance use treatment for MSM, TG, and SW who use drugs 
Substance use treatment reduces the frequency of drug use, which in turn reduces HIV risk behaviors.[footnoteRef:15] It also improves adherence to disease treatment regimens. Treatment modalities include non-pharmacological and pharmacological approaches; often, a combination of the two is used.[footnoteRef:16] [15:  Gowing, L, et al. 2, 2008. “Substitution treatment of injecting opioid users prevention of HIV infection.” Cochrane Database Systematic Reviews.]  [16:  National Institute on Drug Abuse. 1999. Principles of Drug Addiction Treatment: A Research-Based Guide. Washington, DC: NIH.] 


9. Prevention, diagnosis and treatment of tuberculosis 
Drug use is associated with increased rates of TB infection and disease, and TB is a leading cause of mortality among PLHIV. MSM, TG, and SW may also experience exposure to the disease due to incarceration, poor living conditions, and poverty. Services for prevention and treatment of TB should be friendly and accessible to KP. 

10. Linkages to other health, social, and legal services 
KP should be provided with or referred to other health services including family planning, primary health care, and psychosocial and legal support. SW, PWID, MSM, and TG are among the most vulnerable to gender-based violence (GBV) and usually face stigma, discrimination, and violence perpetrated by health care workers and law enforcement officials.[footnoteRef:17] [footnoteRef:18] [footnoteRef:19] Effective linkage to user-friendly post-exposure prophylaxis (PEP) and post-rape care is especially important for KP due to higher risk of HIV exposure, as well as high rates of violence against these populations. Strong programs will ensure health care workers and counselors are trained to identify and respond to harmful gender norms that may create or increase barriers to service uptake for KP, as well as increase their vulnerability to violence. Programs should also establish effective referral and coordination mechanisms to GBV services designed specifically for KP.  [17:  Betron, M. and Gonzalez-Gigueroa, E. 2009. Gender Identity, Violence and HIV among MSM and TG: A Literature Review and a Call for Screening. Washington, DC : Futures Group International, USAID Health Policy Initiative.]  [18:  Burns, Katya. 2009. Women, Harm Reduction, and HIV: Key Findings from Azerbaijan, Georgia, Kyrgyztan, Russia and Ukraine. New York, NY: Open Society Institute.]  [19:  Sex Workers' Rigths Advocacy Network. 2009. Arrest the Violence: Human Rights Violations Against Sex Workers in 11 Countries in Central and Eastern Europe and Central Asia. Sex Workers' Rights Advocacy Network in Central and Eastern Europe and Central Asia (SWAN).] 


Service delivery models (e.g., mobile versus stationary sites, hours of operations, type of health service provider) for these core prevention interventions may need to be adapted to reach, engage, and retain KP. The PEPFAR team is encouraged to incorporate tailored or innovative approaches that are likely to increase access and remove barriers to services for these populations. Use of formative research, including qualitative methods, to guide these adaptations is an effective strategy. Referrals alone are not enough; mechanisms should be put in place to document successful linkages. Data collection and surveillance reporting that includes indicators for KP will assist countries in monitoring KP engagement in the HIV care and treatment continuum. Identifying gaps in the continuum can provide critical information for focusing limited prevention resources.	


[bookmark: h2][bookmark: _Toc384990550][image: ] Handout 2: Ideas for Engaging Key Populations in HIV Prevention Activities[footnoteRef:20] 	 [20:  Adapted from Desmond Tutu HIV Foundation. 2011. Men who have Sex with Men: An Introductory Guide for Health Care Workers in Africa. Capetown: Desmond Tutu HIV Foundation.] 

Because of discrimination and stigma within their communities, key populations (particularly MSM) may be forced to lead secret lives and not have their identity openly known. This can make both individuals difficult to find and entire communities hard to reach. Given the history of lack of service provision, it can be problematic to help key populations access vital services like HIV testing and PMTCT.

Additionally, many service providers work within communities where they themselves would face stigma, discrimination, or violence for advertising any MSM-friendly services they may offer. Therefore, individualized methods need to be developed that not only reach the MSM community, but also protect service providers. Following are a few key strategies which have proven to be useful at a site in Cape Town, South Africa.

Establishing a key informant
Often key populations operate within close social networks. Depending on the level of discrimination or stigma in the community where they are based, these networks can either be closed and highly private, or more open and easily accessible. For either situation, identifying and building a relationship with a key member of a KP social network can be highly valuable. This key informant can give insight into the behaviors of KP in their network, such as where and how they socialize. They can also act as a promoter for your services within their social networks.

Creating a trusting relationship 
Establishing a trusting mutual relationship with MSM in the community is absolutely critical for creating a sustained relationship. This process can begin with a key informant who may then spread this information to other members of KP. Whether on behalf of an organization or individually, being upfront and clear in your intentions is necessary in establishing strong community ties.

Educating the KP community
Once a trusting relationship has been built with an individual or with a group, attempts can then be made to educate them about the services or activities that are available for their participation. This would also be an excellent opportunity to address any concerns they may have about confidentiality by explaining the ways in which this is guaranteed by your service or organization. Promoting KP-friendly services using other members of key populations as face-to-face promoters can effectively spread information about your service to MSM while protecting it from more public criticism.


[bookmark: _Toc367786123][bookmark: h3][image: ] Handout 3: Values Clarification (optional)	

Read the statements below. Select the number which corresponds to your response. 1 represents strongly disagree and 5 represents strongly agree.

1.	A woman who is HIV positive should not try to have a child.
1			2			3			4			5

2.	If a person is HIV positive, he or she should never have sex.
1			2			3			4			5

3.	HIV-infected children are innocent victims.
1			2			3			4			5

4.	Same sex behavior should be legal and accepted.
1			2			3			4			5

5.	Condoms should be freely distributed to everyone.
1			2			3			4			5

6.	Needle exchange programs should be fully funded by public health programs.
1			2			3			4			5

7.	Transgender individuals have the right to live as they want.
1			2			3			4			5

8.	Condom distribution in schools encourage young people to have sex.
1			2			3			4			5

9.	Abstinence is a viable option for HIV prevention for adults.
1			2			3			4			5

10.	Sexual orientation is a choice.
1			2			3			4			5

Homosexuality is like pedophilia.
1			2			3			4			5

We don’t have homosexuals in our country; homosexuality is a concept brought in by foreigners.
1			2			3			4			5

Monogamy is a choice that shows respect in a relationship and to one’s partner.
1			2			3			4			5

12.	Sex workers should be routinely tested and treated for STIs.
1			2			3			4			5

13.	Sex workers cannot be raped.
1			2			3			4			5

14.	Sex workers do sex work because they have no other choice. They’d get out of “the life” if they had viable options.
1			2			3			4			5

15.	Most sex workers are victims of human trafficking.
1			2			3			4			5

16.	Women are the primary victims of gender-based violence. Men are the perpetrators.
1			2			3			4			5

17.	Older men who have sex with younger women are lecherous and putting these girls at risk.
1			2			3			4			5

18.	Transactional sex happens so a woman can feed herself or her children.
1			2			3			4			5

19.	Those who inject drugs are addicts who need to be put in rehab.
1			2			3			4			5

20.	Anyone who injects drugs cannot function responsibly as an employee or family member.
1			2			3			4			5

21.	Those who inject drugs are not very sexually active.
1			2			3			4			5

22.	Health care workers who stigmatize should be fired.
1			2			3			4			5


[bookmark: tm2][bookmark: _Toc384990551][image: ] Trainer Material 2: Possible Session Plans for Key Populations Session	
Given the sensitive nature of this session, Trainers are encouraged to work with the Health program team to assess the best way to present this information, given participants and time available. Below are some suggested options for sessions based on participants and availability of panel.

Option 1 (recommended if counterparts are participating)
Motivation: Values Clarification (Trainer Material 3 and Handout 3)
Information: remains the same
Practice: Key Populations Panel
Application: Engaging Key Populations

Option 2 (if panel is not possible and counterparts are participating) 
Motivation: Values Clarification (Trainer Material 3 and Handout 3)
Information: remains the same
Practice: Blame Game
Application: Engaging Key Populations

Option 3 (if panel is not possible and counterparts are NOT participating) 
Motivation: Use Information Steps 1 & 2 as motivation activity
Information: remains the same
Practice: Blame Game
Application: Engaging Key Populations




[bookmark: _Toc367786108][bookmark: tm3][bookmark: _Toc384990552][image: ] Trainer Material 3: Values Clarification Exercise	
Values Clarification (adapted from 25-minute exercise in Reducing Risk session)
The following exercise is designed to give participants the opportunity for reflection on the fact that they may encounter people and situations that challenge their values or opinions. This opportunity is designed to determine whether they can hold different beliefs than those who they may encounter, but still work with and even be respectful of them.
[image: ] Note: Select 10 of the most relevant statements and/or those that will generate the most discussion and modify Handout 3 accordingly.
1. Introduce today’s topic, including the ways that HIV can be transmitted.
[image: ] Possible Script: So we’ve talked about HIV as a disease and the factors that put people at risk, but we need to remind ourselves that there are very specific ways that HIV can be transmitted, which is contact with certain bodily fluids from an infected person, namely blood, semen, vaginal fluids, and breast milk. The ways people are in contact with those fluids are pretty specific activities.
1. Ask participants to name the ways people can come in contact with blood, semen, vaginal fluids, and breastmilk (Answers: unprotected sex with someone infected with HIV, sharing needles, blood transfusion/contact with infected bodily fluids which can transmit the virus, and from mother to child).
[image: ] Possible Script: So, in particular, sex and drug use are impacted by social norms, values, and moral judgment. These values and judgments are sometimes things that we’ve heard since childhood, so we may just take them for granted or we may not even realize what they are. As we begin to discuss key populations, it is important that we are aware of our *own* attitudes about certain risk behaviors.
13. Ask participants why they think it might be important to be aware of one’s own attitudes and judgments.
[image: ] Note: Answers may include: When you’re aware of your own preconceptions, biases, or judgments, it’s easier to understand and respect/make room for other points of view/life paths. Examining judgments also provides an opportunity to evaluate whether the values/norms that you were raised with still hold true in your current situation.
14. Distribute [image: ]Handout 3 and give participants 5 minutes to read and respond to the statements following the instructions. Remind them that their responses should be honest and they should not spend too long answering, or thinking about possible “what if” scenarios that could change their answer, but come up with a general “gut” reaction.
15. Tell participants that the goal of this exercise is to give participants an opportunity to think about their own values and judgments, particularly as those values can affect HIV prevention work.
16. Ask participants to pair up (suggest that PCVs and counterparts pair up) and discuss the questions and their answers for 5-8 minutes. Which questions were easy to answer? Which questions made them think? Which questions were they unsure about how to answer? Why? What reflections do they have on their own values about certain risk factors/behaviors.
17. Bring participants back to the large group and invite two or three individuals to share reflections they have from this exercise. Spend no more than 10 minutes discussing.
18. Conclude by suggesting that this kind of values clarification exercise can be an effective opening exercise when working in HIV prevention as it provides a similar moment for community members to reflect on their values and how those values might impact their approach to HIV prevention.
 


[bookmark: tm4][bookmark: _Toc384990553][image: ] Trainer Material 4: Preparing for Key Populations Panel	
Why invite key population representatives?
One strategy to encourage behavior change, create awareness, and fight the spread of HIV/AIDS is to invite key populations to share their personal experiences.  
	
In order to prepare, it is important for the participant first to clearly identify her/his session objectives.  Some possible objectives may include:
help participants face their own misunderstandings and/or prejudices about key populations
lessen the stigma surrounding key populations
emphasize the fact that a member of a key population cannot always be identified based on sight
personalize HIV/AIDS
show support and discuss ways to care for PLHA and key populations 
reinforce lessons of behavior change

Panelist Preparation
Panelists should include a clear description of the information he or she is expected to present and who the audience will include. Note that some panelists may have concerns about meeting people from their own communities so it is important to respect and address these concerns. 

Some discussion topics may include:  
· birth location				
· description of HIV contraction
· family history and current situation
· reaction of family and friends
· educational background
· current situation
· sexual orientation
· gender expression
· strategies for a healthy lifestyle
· reasons for engaging in sex work/drug use
· experience of rejection/violence/discrimination
· efforts to change behaviors
The topics should be agreed upon, making sure that the panelists are comfortable with the expectations for the session.
  
It is important to respect the panelists, which can be challenging during the question and answer session, given the potential for inappropriate questions. The facilitator may request participants to write anonymous questions on blank slips of paper, collect them, screen them, and give them to the guests (or panel moderator).  Open question and answer sessions may be difficult, and even painful, as the questions cannot be screened in advance. If the facilitator feels comfortable managing the group, he or she can allow open questions, but panelists should be adequately prepared and the facilitator must carefully protect the panelists. 

Note that panelists may expect per diem or reimbursement of costs related to participation. Consult with the training director to apply appropriate protocol for the panel and clearly communicate this, along with other logistics concerns, with the panelists.

Some key population organizations also have guidelines for engaging their members. Please follow all guidelines accordingly.

Audience Preparation
It is important to prepare the audience for the session to make the guest speakers as comfortable as possible. Confidentiality must be established and agreed upon among participants before panelists arrive. If a participant declares a particularly hostile view with any key population, it may be best to excuse him or her from the panel session. 
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