[bookmark: _Toc365013554][image: ]Module 1, Session 3: 
Reducing Risk to HIV Infection

Session Rationale
The elements that drive risk taking are complex, based on a variety of cultural constructs and environmental factors that change over time for each person. Many times these elements relate more to a person’s psychological, social, and/or economic situation than knowledge or skills. This session explores concepts of risk and vulnerability and the appropriate role for a PCV in addressing risk and drivers of risk. This session will need to be adapted to reflect drivers of the national/local epidemic.
[image: ] Time 2 hours      [image: ] Audience Peace Corps trainees (PCTs)
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 (e.g., 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
1. Participants define vulnerability and resilience, as well as risk factors and drivers that put individuals and communities at risk for HIV infection.
2. Participants identify two key risk behaviors and three risk factors for key populations (e.g., PWID, SW, MSM, PLHA).
3. Participants utilize a participatory tool to analyze risk and risk factors for key populations.
Session Knowledge, Skills, and Attitudes (KSAs)
Define risk behaviors and drivers of risk for HIV infection. (K)
Define vulnerability, susceptibility, and resilience. (K)
Name all key populations prioritized for prevention programming in national/country strategy. (K)
Formulate questions to collect baseline data on key populations during community entry. (S)
Recognize factors that drive risk behavior (vulnerability and marginalization). (A)
Reflect on personal values and attitudes regarding risk behaviors. (A)
Prerequisites  	
Basic HIV Session
HIV Prevention: Session 1, Introduction to HIV Prevention 
HIV Prevention: Session 2, Combination Prevention
Global Core Cross-cultural communication
Sectors:		Health and HIV/AIDS
Competency:		Support HIV Prevention and Care
Training Package:		HIV Prevention
Version:		November 2013
Trainer Expertise:		Trainer has a health and/or HIV/AIDS-related background. Trainers could include Health sector staff, a specialist colleague from CDC or USAID, a Health technical trainer, and/or an experienced Peace Corps Volunteer, Volunteer leader or staff member with extensive HIV/AIDS knowledge. Trainer should possess knowledge of national HIV/AIDS statistics and national prevention strategies. Trainer should be comfortable facilitating conversation about values and discussing sensitive topics (such as drug use) in a cross-cultural environment.
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[bookmark: _Toc359853529][bookmark: _Toc235768738][bookmark: _Toc364750610][bookmark: _Toc365013555] Session Outline	
Motivation	[image: ] 15 min	5
Values Clarification	5
Information	[image: ] 50 min	6
Defining risk, risk behaviors, and their implication for HIV prevention	6
Risk and vulnerability to HIV infection	6
Risk factors and community and individual resilience	9
Key populations	10
Risk drivers for key populations	12
Vulnerable populations	13
Practice	[image: ] 25 min	13
Exploring risk among key and vulnerable populations.	13
Application	[image: ]  30 min	14
Vulnerability flow exercise 	14
Assessment	15
Trainer Notes for Future Improvement	15
Resources	16
[image: ] Handout 1: Values Clarification	17
[image: ] Handout 2: Key Populations Data Sheet	18
[image: ] Trainer Material 2: Socio-ecological Model	19
[image: ] Trainer Material 3: Risk Factors Associated with Key Populations	20

[bookmark: _Toc365013556]Contributing Posts: PC/Guatemala, PC/Lesotho, PC/Ukraine.

Session: Reducing Risk of HIV Infection
Date:  [posts add date]
Time:  [posts add xx minutes]
Trainer(s):  [posts add names]
Trainer preparation:
[bookmark: _Toc236737427][bookmark: notestotrainer]Review the session plan, handouts, and PowerPoint presentation.
[image: ] Note: 
[image: ] Note: If you prefer to use flip chart paper or a white board rather than PowerPoint for Trainer Material 1 (see separate file), please prepare those materials prior to the session. 
Read the entire session and plan the session according to the time you have available.
[image: ] Post adaptation: From the statements provided in [image: ] Handout 1, select 10 statements that best reflect the local context or situations that participants may confront and eliminate the others. You may also adapt or add statements as appropriate, but keep the statements to a total of 10.
Draw the socio-ecological framework on a flip chart, as it will be referred to in the session and some participants might not bring Handout 2 from Session 1 (Socio-ecological Framework for HIV Risk) to this session.
[image: ] Post Adaptation: Review national prevention strategy and include local public health data on key populations (population estimates, prevalence, incidence) in Slide 6 and Handout 2
Select 10 statements from [image: ]Handout 2 to use for value clarification exercise. You may add or adapt those provided to reflect local context, or add different statements.
[image: ] Post Adaptation: Adapt Slide 7 to include all vulnerable populations identified in the national HIV/AIDS prevention strategy. The strategy should also include risk factors. 
[image: ] Post Adaptation: Adapt Practice exercise to reflect key and vulnerable populations (applying research for Slide 7)
Cut up [image: ] Trainer Material 2 cards and add cards for any vulnerable populations for Practice exercise.
[image: ] Post Adaptation: Review national prevention strategy and excerpt summary information about populations and risk factors/drivers targeted for HIV prevention activities. This will typically be in the executive summary. 
[image: ] Materials:
	Equipment
· LCD projector equipment for PowerPoint presentation
· Laptop
· Flip chart, easel, and markers
· Tape
· Cards or sticky notes 
Handouts
· Handout 1: Values Clarification
· Handout 2: Key populations fact sheet
Trainer Materials
Trainer Material 1: PowerPoint presentation (Reducing Risk of HIV Infection)
Trainer Material 2: Flip Chart Sketch of Socio-ecological Model
Trainer Material 3: Risk Factors for Key Populations
[bookmark: _Toc359853530][bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc367786107] Motivation	[image: ] 15 min
[bookmark: _Toc367786108]Values Clarification
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.
1. [bookmark: _Toc365013558]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).
 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. Moving into the session on risk, it is important that we are aware of our *own* attitudes about certain risk behaviors.”
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.
Distribute [image: ]Handout 1 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.
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.
Ask participants to 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? Reflecting on the Global Core session Cross Cultural Behaviors and Values, ask them to discuss how people in their communities might answer these questions?
 Note: You may consider having an LCF participate in this session to have him or her provide his/her point of view.
Bring participants back to the large group and invite two or three individuals to share reflections they have from this exercise.
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.
[image: ] [SLIDE 2]: Review the Session Learning Objectives (Trainer Material 1, see separate file). 
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc367786109]Information	[image: ] 50 min
[bookmark: _Toc367786110][bookmark: _Toc365013567]Defining risk, risk behaviors, and their implication for HIV prevention
Participants review concepts of risk, vulnerability, and risk behavior in the context of HIV prevention, including the role of acute infection in HIV prevention. Define key populations in the country context and what contributes to their elevated risk. Review protective factors that can mitigate vulnerability. Participants practice explaining in the local language with counterparts some concepts of risk, vulnerability, and risky behaviors.
[bookmark: _Toc367786111]Risk and vulnerability to HIV infection 
1. [image: ] [SLIDE 3]
  Possible Script: “UNAIDS defines risk as the probability of an individual becoming infected by HIV, either through his or her own actions, knowingly or not, or via another person’s actions.”[footnoteRef:1] [1:  UNAIDS. 2008. HIV Prevention Toolkit. Geneva: UNAIDS. http://hivpreventiontoolkit.unaids.org/support_pages/faq_who_infected_hiv.aspx Accessed July 27, 2013.
] 

Ask the participants if they can think of examples of each of these:
How would someone knowingly increase their risk for HIV infection? Unknowingly? 
How could another person’s actions increase someone’s risk either knowingly or unknowingly?
Answers may include having unprotected sex with multiple partners, not knowing your partners’ status, if you’re practicing monogamy and don’t know your partner is having sex outside the relationship, or injecting drugs using contaminated needles. 
[image: ] [SLIDE 4]: Choose one participant to read the definition on the slide.
Risk factors are defined by the Dictionary of Epidemiology, 3rd edition as “an aspect of personal behavior or lifestyle, an environmental exposure, or an inborn or inherited characteristic, which on the basis of epidemiologic evidence is known to be associated with health-related condition(s) considered important to prevent.” [footnoteRef:2] [2:  Last J (ed). 1995. A dictionary of epidemiology, 3rd edition. Oxford, UK: Oxford University Press] 

Ask for one or two participants who could translate this into everyday, easy to understand language, and what would be some examples of risk factors based on this definition? (This can be for things besides HIV infection.)
[image: ] Note: Sample definition: Risk factor is something you do, or something about where you live that makes you more or less likely to get sick with something that you could avoid. Examples may include living in an area where air pollution increases one’s risk for asthma, being vaccinated protects against many communicable diseases, washing one’s hands reduces risk of getting diarrhea. For HIV infection, living in a high prevalence country increases one’s risk.
Invite one or two participants to think about how they would explain what a risk factor is to their counterparts or community members. Then invite someone to volunteer explaining it in the local language they are learning. Encourage other participants to assist or to provide feedback on how to translate risks in the local language.
After one or two participants have practiced, provide feedback and write out the definition in the local language on flip chart paper for participants to record or practice later or at their sites.
Conclude [SLIDE 4].
[image: ] Possible Script: “Different kinds of factors can impact a person’s risk. Risk factors can be specific to an individual or might have to do with where they live and other aspects of their environment. Let’s look at how different factors impact risk of HIV infection.”
 [image: ][Slide 5]
 Possible Script: Physical factors: Biologically, women are more likely to be infected by a man than a man being infected by a woman. Young women and girls have a more sensitive genital tract/have bodies that are more sensitive, making them that much more susceptible or at risk for infection. Uncircumcised men are more vulnerable to infection than circumcised men. People with STIs may have cuts or lesions that allow HIV to easily enter the body.
Personal factors: Lack of knowledge: If a person doesn’t understand how HIV is and is not transmitted, they may not know how to prevent HIV infection. Lack of skills such as how to put on a condom correctly also increases risk. Inability to assert needs/desires. Examples include a woman experiencing violence who may risk more violence or an increase in abuse if she asks for her partner to use a condom or a sex worker who cannot negotiate condom use with his/her client.
[image: ] [SLIDE 6] 
[image: ] Possible Script: Not all factors that impact individual risk are within an individual’s control. Vulnerability to HIV reflects an individual’s or community’s inability to control risk of HIV infection. This can include factors such as social norms, economic status, political instability, or legal environment. Overall, these are practices, beliefs, and laws that can stigmatize and disempower certain populations.
[image: ] [SLIDE 5]: Go back to Slide 5 and [image: ] flip chart paper and marker: arrange flip chart paper with just the headings, “Logistical factors” and “Social and economic factors.”
Ask the participants to brainstorm specific factors that might impact individual vulnerability or vulnerability of a particular community. Possible answers include:
Logistical factors
Prevention services and supplies (e.g., condoms) are unavailable (or far away), inaccessible (provided only during hours when people are working), too expensive. 
The people providing the services may be unresponsive/inappropriate/unfriendly to those who need them (e.g., youth friendly services).
Social and economic factors
Gender norms may promote sexual risk-taking among men or dissuade women from carrying condoms.
Criminalization of behaviors such as sex work, homosexuality, and drug use make it hard to reach those populations openly.
Poverty may push people into risky situations.
Displacement and migration takes people from their support system and may isolate them from services.
 [image: ] Post Adaptation: Include any particular specific social or economic factors that are relevant to country context, such as migration for employment, presence of displaced persons, criminalization of risk behaviors, and legal frameworks that may put women or children at risk (such as inheritance laws or high levels of gender-based violence). Include any cultural practices as well (such as traditional circumcision).
· Note: Learning Objective 1 is assessed by the factors proposed by participants.
Explain the factors as risk drivers, and use the animation on SLIDE 5 to help.
· Possible Script: Social and economic factors are also known as risk drivers. They are not always easy to measure, but they have a profound impact on individual and collective vulnerability and risk.
[image: ] Note: Click on the mouse and the arrow with risk drivers for the animation to appear on SLIDE 5.
Invite participants to share why they think it is important for Volunteers to understand these concepts.
Answers could include:
It’s important to understand that HIV risk behaviors aren’t always about the behavior itself. 
Sometimes people know what they need to do to protect themselves, but don’t feel that they can or have the power to do those things. 
Other things might be more important than the risk of HIV infection, like safety or hunger.
Knowledge isn’t enough.
Individuals aren’t always in control of all aspects of their lives.
[bookmark: _Toc367786112]Risk factors and community and individual resilience
Refer back to the socio-ecological model in Training Material 2 (same as Handout 2 from Session 1) 
Note: FACTORS can contribute to risk or to protection. 
Ask participants to take 2-3 minutes to review the model and find examples from the community and individual level that could be protective, risky, or both. Upon completion of the exercise, emphasize that one overarching “quality” that seems to support prevention efforts – and all development programs – is resilience.
 Note: If participants need help you can ask leading questions such as, “How might an individual’s age make them at higher risk? How might age protect them? How might educational status protect? What about education could put someone at risk? What about income level? Does being poor put you at risk? Why? Does being rich put you at risk? Why?”
Examples of risk factors might include:
· Children are vulnerable because they have less control over their lives and could be exploited, but they also may receive significant protection from their family and caregivers.
· Education is shown to be a protective factor, but if a child is sent to boarding school or attends far from home, s/he could be more vulnerable.
· Poverty can create risk, but wealth can also raise an individual’s risk by making him/her more attractive as a partner, and/or that money can be used to purchase alcohol.
Emphasize that one overarching ‘quality’ that seems to support prevention efforts – and all development programs – is resilience.
[image: ] [SLIDE 8]
[image: ] Possible Script: Maybe resilience isn’t only a quality. Resilience could be considered a process that allows an individual or community to overcome or bounce back from adversity. Resilience allows an individual or community to adapt to circumstances and ultimately demonstrate a positive outcome. Resilience is also pro-active; being resilient can also reduce risk, as well as overcome difficult situations. Resilience is also not just impacted by external forces. Personality traits are a factor for resilience in individuals. Leadership is a factor for resilience in communities because strong leaders can drive change, respond quickly to events, and try to reduce the possibility of suffering by learning lessons from past experience.
Again ask one or two participants to think about how they would explain what resilience is to one of their counterparts or community members. Then ask for someone to volunteer explaining it in the local language they are learning.
After one or two participants have practices, provide feedback and write out the definition in the local language on flip chart paper for participants to record or practice later or at their leisure.
Refer back to Meet Marie ([image: ]Handout 2 from Session 1). Based on what we’ve learned, what are the factors that might put Marie at risk? [She is a young girl from a poor family, not in school] What are factors that protect her? [She lives with her parents, she makes her own money, her community values her, she has goals for herself] What factors are external and what are internal/personal? Does Marie remind you of anyone? Do you know anyone who is the opposite of Marie? How? How might Marie’s situation translate into your experiences at post? 
Ensure that participants understand that even though Marie’s circumstances could put her at risk, she has protection, connection, and integration with her community. Her individual character is also suited to be positive and look for success – she is empowered.
· Possible Script: So maybe we can’t assume that people who fit a certain ‘risk profile’ don’t have other things going for them. And we also may encounter people with more advantages who may not have the same aptitude as Marie.
[image: ] Note: Important to note that this is not a call for judgment. It is an opportunity to find the best ways to support others.
Ask them how this relates to what they’ve learned about the role of the Volunteer in their community. [Answers may include. Change agent attitudes such as flexibility, ability to deal with ambiguity, appreciative outlook. Co-facilitator attitudes such as patience and perseverance, respecting diversity, being flexible in relation to learner’s needs.].
[image: ] Note: Learning Objective 1 is assessed by participants’ ability to articulate how resilience applies to Marie and others.
[bookmark: _Toc367786113]Key populations
Introduce the [image: ] PowerPoint.
 [image: ] Possible Script: “After taking time at the beginning of the session to reflect on our own values, we’re going to discuss high-risk behavior and populations who are most at risk for HIV infection.”
[image: ] [SLIDE 9]: 
[image: ] Possible Script: Key populations at higher risk are defined as those individuals who sit at the intersection of vulnerability and high risk. They have a higher risk of being infected or affected by HIV. Each epidemic/context is different, but globally, key populations include:
People who inject drugs (PWID): There are approximately 16 million persons who inject drugs [pronounced P-Wid] worldwide, with an estimated 3 million living with HIV; of those infected with HIV, more than half live in Eastern Europe or East and Southeast Asia. As many as 30 percent of IDUs are female.”[footnoteRef:3] [3: U.S. President’s Emergency Plan for AIDS Relief. July 2010. Comprehensive HIV Prevention Programming among People Who Inject Drugs, Revised Guidance. Washington, D.C.: U.S. Department of State ] 

[image: ] Post Adaptation: Include any country data on presence and HIV prevalence of PWID in country
Sex workers and their clients: HIV prevalence among sex workers is usually much higher than the rate of the general adult population – a study of 50 countries found that sex workers were more than 19 times more likely to be infected than the general adult population, and the global HIV prevalence for sex workers is 12 percent.[footnoteRef:4] [4:  Baral S. et al. “Burden of HIV among female sex workers in low-income and middle-income countries: a systematic review and meta-analysis.” The Lancet Infectious Disease 12:7 (2012): 538–549. Accessed July 27, 2013. doi:10.1016/S1473-3099(12)70066-X
] 

Sex work is found in all countries, and there is great diversity among sex workers and the way sex work happens. (For instance, there are sex workers who are based in brothels or red light districts, while others are street-based or do sex work on a more informal/transactional basis). Generally, sex workers have a high number of sexual partners, violence is pervasive, and condom use may be inconsistent.
[image: ] Post Adaptation: Include any country data on presence of sex work (including male, female, and transgender sex work as reported), legal status, and HIV prevalence of sex workers in country
Men who have sex with men: Data on MSM in the developing world is not always readily available. A review of data from 38 low- and middle-income countries over six years found that MSM were 19 times more likely to have HIV than the general population.[footnoteRef:5] MSM also represent a diverse group, from those living openly to those who do not self-identify as gay but who occasionally have sex with other men. Transgender persons are also often included in this group, and their HIV infections rates are even higher than other MSM. [5:  Beyrer C, Baral SD, van Griensven F, Goodreau SM, Chariyalertsak S, Wirtz AL, Brookmeyer R. “Global epidemiology of HIV infection in men who have sex with men.” The Lancet. Volume 380, Issue 9839 (Jul 28, 2012): 367-77. Accessed July 27, 2013. doi: 10.1016/S0140-6736(12)60821-6] 

[image: ] Post Adaptation: Include any country data on presence of MSM (including transgender individuals as reported), legal status, and HIV prevalence and incidence of MSM.
PLHA: In 2011, there were an estimated 34 million people living with HIV across the globe. This represents .08 percent of all adults (15-49) worldwide. Of those, 8 million people living in low or middle income countries had access to ART.[footnoteRef:6] [6:  UNAIDS. 2012. UNAIDS Report on the Global AIDS Epidemic. Geneva: UNAIDS] 

[image: ] Post Adaptation: Include any country data on national HIV prevalence, number of people living with HIV, number of people on ART/unmet need for ART.
Invite participants to share what else they have heard these groups called. Answers might include at-risk populations or most-at-risk or MARPs.
Invite participants to share what they notice about the terms listed on the slide. If participants have trouble, ask them for other words to describe these individuals (homosexual or prostitute or addict) and then ask them why they think we’re using different terminology here. Answer: These terms seek to describe a behavior or action rather than create a label.
Follow up to ask: “Why is this?” Answer: Because behavior rather than identity is the focus of HIV prevention. Especially because people may engage in the behavior but not identify with the identity (e.g., MSM who don’t identify as gay).
Conclude the conversation with a summary.
[image: ] Possible Script: Key populations are disproportionately affected populations at high risk of HIV infection and they play a key role in the response. i.e., they need to be engaged/involved in response to HIV.[footnoteRef:7] [7:  Adapted from UNAIDS Terminology Guidelines. (October 2011)
] 

Remind participants of the Peace Corps’ guiding principles for global health (Do No Harm, Respect for Persons, Non-Discrimination, and Participation). Ask them to take a moment to reflect and share on how those principles might apply to HIV prevention.
 Distribute [image: ] Handout 2. 
[bookmark: _Toc367786114]Risk drivers for key populations
[image: ] [SLIDE 9]: Ask participants, “We know what behaviors put key populations at risk, but what else contributes to their risk for HIV infection?” If participants do not come up with the risk drivers listed below, be sure to mention and detail those they do not say:
· Marginalization – Meaning they are pushed out/away from mainstream society.
· Criminalization – When risk behaviors are illegal, it complicates efforts to reach these key populations. They are hidden, making it difficult to locate them. This also creates tense relationships with authority figures and mistrust of service providers.
[image: ] Post Adaptation: Include any national laws that may criminalize risk behavior.
· No political will to address the needs of key populations – This means that politicians don’t want to acknowledge the presence of these populations in-country, so they don’t count their numbers to get a sense of population size, they don’t target key populations for prevention activities, and/or they don’t fund programs that target them, and/or they don’t actively engage key populations in program design, implementation, or M&E.
· Violence/extortion – Key populations are exposed to all kinds of physical violence, be it sexual assault, hate crimes, or robbery. Not having access to legal system means that there is no legal recourse and there are those who may take advantage of that to further exploit these groups (e.g., police who extort sex from sex workers, injecting drug users being robbed).
· Can’t access appropriate welcoming prevention services and commodities, including ART and STI treatment. Key populations often face stigma when trying to access prevention services. Condoms can be used as evidence of sex work. MSM are often not asked about their orientation so they don’t get appropriate sexual health care.
· Can’t access other services that could reduce risk, such as education, markets, and legal system. Marginalization also creates barriers to reducing vulnerability, such as access to markets or educational opportunities. 
· Note that some individuals have overlapping vulnerabilities (e.g., the transgender sex worker who injects drugs).
· Stigma and discrimination – Stigma refers to negative attitudes toward key populations and discrimination is how this judgment translates into action. We will have an entire session on stigma and discrimination, but stigma and discrimination show up in many forms for key populations and it heavily contributes to risks for key populations.
[image: ] Post Adaptation: Tell participants when they can expect the stigma and discrimination training based on the training schedule.
Remark that these drivers are interwoven (e.g., violence and criminalization or marginalization results in lack of access to services). Stigma and discrimination can significantly impact risk. Ask participants to practice explaining stigma and discrimination in the local language they are learning. 
[bookmark: _Toc367786115]Vulnerable populations
Possible Script: Key populations have been identified as populations that exist in all countries and that are at significantly greater risk for HIV infection. In certain countries, other populations are also identified as vulnerable populations. Vulnerable populations are ‘subject to societal pressures or social circumstances that may make them more vulnerable to exposure to infections, including HIV’.[footnoteRef:8]  [8:  Adapted from UNAIDS Terminology Guidelines. (October 2011)] 

Ask: Who can provide examples of populations with particular vulnerability for HIV infection?
 [image: ] [SLIDE 10]: Examples of vulnerable populations include:
· [bookmark: _Toc364750615][bookmark: _Toc365013575]Youth/OVC
· Young women/girls
· Prisoners
· Long-haul truck drivers
· Migrants/displaced persons
· Slum dwellers
	It is important to note that additionally, behavioral or risk drivers can put these populations at greater risk than just belonging to a specific vulnerable group.
[image: ] Post Adaptation: Adapt Slide 10 to include vulnerable populations identified in the national HIV/AIDS prevention strategy. These populations should be included in the exercise below.
[bookmark: _Toc367786116]Practice	[image: ] 25 min
[bookmark: _Toc367786117][bookmark: _Toc364750616]Exploring risk among key and vulnerable populations.
Participants will identify risk factors for HIV infection for specific populations.
[bookmark: _Toc365013576][image: ] Post Adaptation: This section will need to include key populations as identified in the national prevention strategies. Modifications to Trainer Material 3: [Risk Factors for Key Populations] will be necessary.
1. [image: ] [Flip charts]: Set up blank flip charts (or use white boards if in the room) around the room and write the title of each identified population in the national prevention strategy.
1.  [image: ][Trainer Material 2]: Distribute cards with risk behaviors and risk drivers (see Trainer Material 2). 
[image: ] Note: Sticky notes or index cards (with tape) can also be used for this exercise.
1. Instruct participants to read over their cards and decide which key population the card is best associated with/corresponds to and then to affix that card to the flip chart.
[image: ] Note: There are duplicate cards because some behaviors/drivers are shared by multiple groups.
1. Ask participants to review the flip charts and their cards to see if they need anything defined before the exercise begins. Ask the group to come up with working definitions of phrases/concepts on the cards. Spend no more than 3 minutes on this task.
1. Give participants 5-8 minutes to review and affix the cards.
1. Spend the remaining 15 minutes completing the following: Gather the group and do a “gallery walk” to look at the different flip charts as a large group. Review elements and what is included on each flip chart.
1. Ask for overarching reactions/responses to the lists during the walk. Specific questions could include: Are the drivers clear? Would they make any changes? Referring back to the socio-ecological model, where do drivers/factors fall?
1. Select a factor or driver and ask what sorts of prevention activities might address it.
1. Conclude by noting that populations share a number of risk drivers, which is why prevention programming has certain activities (like condom distribution) that might be appropriate in many situations. However, it is very important to tailor approaches to the specific contexts and needs of the populations.
[image: ] Note: Learning Objective 2 is assessed by participants’ answers to the Practice exercise and their ability to accurately identify risk factors for different key populations .
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc367786118]Application	[image: ]  30 min
[bookmark: _Toc367786119]Vulnerability flow exercise [footnoteRef:9] [9:  Adapted from International HIV/AIDS Alliance (www.aidsallaince.org). 2009. Tools Together Now. Brighton UK: International HIV/AIDS Alliance. Page 98  ] 

This game is a way to diagram vulnerability and risk for different populations, using a drawing of the head and tentacles of an octopus to show the behaviors that put people at risk of HIV infection and the issues that lie behind them.

1. [bookmark: _Toc365013585]Introduce the exercise.
[image: ] Possible Script: This next exercise is another way to visualize how risk behaviors and risk factors interact. You may be able to use this exercise in your community to get people to think about what drives risk behavior.
1. Divide participants into 4-5 small groups and assign them a key population.
[image: ] Post adaptation: Identify primary key or vulnerable populations with whom participants are most likely to work.  
1. [image: ] [Flip chart, paper, markers]: Distribute flip chart paper and markers.
1. Use flip chart paper at the front of the room to draw the head of an octopus in the center of the page. Select an example key population and ask participants to brainstorm, “What are the risks faced by [example: sex workers] that increase their risk for HIV infection?”  Select 1-2 answers [example: not using condoms or having STIs] and write it at the start/base of one of the tentacles closest to the core of the body. Ask participants to identify issues that make people more vulnerable for this risk. [Example for not using condoms: clients don’t want to use them, no access to condoms, can get arrested for carrying too many]. Write those answers along the corresponding tentacle.
1. [image: ] [Handout 2]: Ask small groups to repeat this exercise for their assigned population. Suggest they refer back to Handout 2 and the gallery walk. Call up Slide 8 so participants can reference those.
1. Give small groups 10 minutes to draw their octopus and ask them to display them somewhere in the room.
1. Ask a representative to walk other participants through their drawing. Each group can have 3 minutes. Ask other participants for their reflections on each drawing. Clarify as needed.
[image: ] Note: Learning Objective 3 is assessed through participants’ successful completion of this exercise.
1. Summarize the learning to conclude the session. 
[image: ] Possible Script: “We’ve now had the opportunity to explore risks and risk factors/drivers for different populations that are important for HIV prevention. We’ve also practiced using a couple of tools that could be used in your work.”
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc367786120] Assessment	
1. Learning Objective 1 is assessed during the Information section when participants name risk drivers and discuss how these drivers impact prevention activities.
2. Learning Objective 2 is assessed in the Practice section as participants assign risk factors for different key populations 
3. Learning Objective 3 is assessed in Application section by participants’ successful completion of the exercise.
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc367786121] 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: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc367786123][bookmark: h1] [image: ] Handout 1: Values Clarification	

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.
2.	If a person is HIV positive, he or she should never have sex.
3.	HIV-infected children are innocent victims.
4.	Same sex behavior should be legal and accepted.
5.	Condoms should be freely distributed to everyone.
6.	Needle exchange programs should be fully funded by public health programs.
7.	Transgender individuals have the right to live as they want.
8.	Condom distribution in schools encourage young people to have sex
9.	Abstinence is a viable option for HIV prevention for adults.
10.	Sexual orientation is a choice.
11.	Monogamy is a choice that shows respect in a relationship and to one’s partner.
12.	Sex workers should be routinely tested and treated for STIs.
13.	Sex workers cannot be raped.
14.	Sex workers do sex work because they have no other choice. They’d get out of “the life” if they had viable options.
15.	Most sex workers are victims of human trafficking.
16.	Women are the primary victims of gender-based violence. Men are the perpetrators.
17.	Older men who have sex with younger women are lecherous and putting these girls at risk.
18.	Transactional sex happens so a woman can feed herself or her children.
19.	Those who inject drugs are addicts who need to be put in rehab.
20.	Anyone who injects drugs cannot function responsibly as an employee or family member.
21.	Those who inject drugs are not very sexually active.
22.	Health care workers who stigmatize should be fired.

[bookmark: _Toc367786124][bookmark: h2][image: ] Handout 2: Key Populations Data Sheet	
Key populations are made up of individuals who sit at the intersection of vulnerability and high risk. Key populations are disproportionately affected populations at high risk of HIV infection and they play a key role in the response (i.e., they need to be engaged/involved in response to HIV). Each epidemic/context is different but globally key populations are defined as:

People who inject drugs (PWID): There are approximately 16 million persons who inject drugs worldwide, with an estimated 3 million living with HIV; of those infected with HIV, more than half live in Eastern Europe or East and Southeast Asia. As many as 30 percent of IDUs are female.[footnoteRef:10]  [10:  U.S. President’s Emergency Plan for AIDS Relief. July 2010. Comprehensive HIV Prevention Programming among People Who Inject Drugs, Revised Guidance. Washington, D.C.: U.S. Department of State] 

[image: ] Post Adaptation: Include any country data on presence and HIV prevalence of PWID in country.
Sex workers and their clients: HIV prevalence among sex workers is usually much higher than the rate of the general adult population – a study of 50 countries found that sex workers were more than 19 times more likely to be infected than the general adult population and the global HIV prevalence for sex workers is 12 percent.[footnoteRef:11] Sex work is found in all countries and there is great diversity among sex workers and the way sex work happens. Generally, sex workers have a high number of sexual partners, violence is pervasive, and condom use may be inconsistent. [11:  Baral S. et al. “Burden of HIV among female sex workers in low-income and middle-income countries: a systematic review and meta-analysis.” The Lancet Infectious Disease 12:7 (2012): 538–549. Accessed July 27, 2013. doi:10.1016/S1473-3099(12)70066-X] 

[image: ] Post Adaptation: Include any country data on presence of sex work (including male, female, and transgender sex work as reported), legal status, and HIV prevalence of sex workers in country.
Men who have sex with men: Data on MSM in the developing world is not always readily available.  A review of data from 38 low- and middle-income countries over six years found that MSM were 19 times more likely to have HIV than the general population.[footnoteRef:12] MSM also represent a diverse group, from those living openly, to some who are sex workers, to those who do not self-identify as gay but who have sex with other men. Transgender persons are also often included in this group. Transgender men and women have specific prevention needs and HIV infections rates among transgender women are higher than other MSM. [12:  Beyrer C., Baral SD, F. van Griensven, SM Goodreau, S. Chariyalertsak, AL Wirtz, and R. Brookmeyer. “Global epidemiology of HIV infection in men who have sex with men.” The Lancet. Volume 380, Issue 9839 (Jul 28, 2012): 367-77. Accessed July 27, 2013. doi: 10.1016/S0140-6736(12)60821-6] 

[image: ] Post Adaptation: Include any country data on presence of MSM (including transgender individuals as reported), legal status, and HIV prevalence and incidence of MSM.
People living with HIV/AIDS (PLHA). In 2011, there were an estimated 34 million people living with HIV across the globe. This represents .08 percent of all adults (15-49) worldwide. Of those, 8 million people living in low or middle income countries had access to ART.[footnoteRef:13]   [13:  UNAIDS. 2012. UNAIDS Report on the Global AIDS Epidemic. Geneva: UNAIDS.] 

[image: ] Post Adaptation: Include any country data on national HIV prevalence, number of people living with HIV, number of people on ART/unmet need for ART. 

[bookmark: _Toc367786125][bookmark: tm2] [image: ] Trainer Material 2: Socio-ecological Model for HIV Risk	
 

Draw this Socio-ecological model for HIV risk on flip chart paper:
[image: C:\Users\mgibson\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\SO8DNQBL\SocioEcologicalModel (2).jpg]
	

[bookmark: _Toc367786126][bookmark: tm3] [image: ] Trainer Material 3: Risk Factors Associated with Key Populations	
	 People living with HIV/AIDS (PLHA)
· Don’t know HIV status
· Self-stigma
· Inability to disclose status
· Doesn’t /can’t use condoms
· Lack of adherence increases likelihood of infecting others


	Men who have sex with men (MSM)
· Homophobia
· Criminalization
· Self-stigma
· Ignorance about risk of behaviors
· Service providers don’t address sexual health/HIV prevention needs
· Violence/safety
· May be involved in sex work
· May be injecting drugs, hormones
· Inability to self-identify, acknowledge behavior/identity



	People who inject drugs (PWID)
· Criminalization
· Lack of appropriate prevention services 
· Stigma in accessing services 
· May be involved in sex work



	Sex workers (SW)
· Violence/extortion
· Criminalization
· Lack of access to appropriate prevention services
· May be injecting drugs, hormones 
· Stigma in accessing services
· Associated with trafficking or coercion





	Youth
· Dependency on others/family for care
· Lack of full autonomy/not able to make decisions for themselves 
· Vulnerable to exploitation by caregivers, adults
· Attitude that if they are provided sexual and reproductive health services, they will be encouraged to have sex
· Lack of knowledge around sex and sexuality
· Lack of access to prevention information and services
· In a developmental period that wants to experiment and discover
· Feeling of invulnerability 
· Intergenerational sex 
· Preoccupied by unintended pregnancy


	Serodiscordant couples
· Serodiscordancy
· Don’t know serostatus
· Assumption of safety/trust
· Difficulty negotiating/using condoms
· Pressure/desire to start a family
· Threat of intimate partner violence


	Health care workers
· Occupational safety (exposure to contaminated medical supplies)
· May be separated from family









[image: ] Post Adaptation: Other possible vulnerable/key populations to include based on national program planning:
· Persons with disabilities
· Children outside of care
· Slum dwellers
· Migrants
· Different professions (truckers, miners, teachers? “Men with money”)
· Prisoners/former prisoners
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