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INTRODUCT!ON TO AIDS PREVENTION COUNSELLING TRAINING

Chalienges to AIDS is a devastating disease. As increasing numbers of people
Counsellors and | are diagnosed with ﬁlV infection and AIDS, more and mor: profes-
Educciors sionals, paraprofessm.na]s apd vc.)h.mt,eers are peing <.:alled upox} to
b provide AIDS education and training. Everyone brings specific
skills, knowledge and experience to their work as an AIDS
educator. As a new skill and a developing discipline there are still
many aspects of AIDS education to explore. For some people the
priority will be to develop expertise as a trainer and educator, for
others it will be to learn more about the medical, epidemiologic,
psychosocial and prevention aspects of AIDS. For everyone thereis a
constant requirement to expand their u.derstanding and awareness
of personal, professional and cultural values and attitudes toward the
sensitive issues emphasised by the AIDS epidemic.

The ultimate goal of AIDS prevention counselling training in the
Caribbean is to stem the spread of HIV infection by educating the
greatest number of people about AIDS and AIDS prevention. In trying
to achieve this, counsellors and educators have a numker of chal-
lenges.

First, they must ccntend with the large amount of AIDS
informatica which continues to accumulate at a rapid rate.
AIDS educators frequently feel overwhelmed in their attempts to
keep up with this information, absorb it, and then translate it for
others. Inevitably, educators may come to feel that there is too much
information to present and too short a time to presentit. It is nelpful
to remember however, that the basic AIDS prevention information
has not changed significantly since the baginning of the epidemic.

Second, AIDS educators face the challenge of presenting
complex information to others whiie also helping them to
develop AIDS prevention skills and awareness. Many people
feel frightened and threatened by the AIDS epidemic. It is important
to go beyond the scientific information and address the particular
concerns, feelings and reactions of the learners. Until their emotional
responses are addressed, their ability to learn new information and
sldlls will be blocked.

Third, AIDS prevention involves talking openly about inti-
mate, sensitive and usually private matters related to sexual
behaviour and drug use. Most Caribbean cultures do not approve
of open discussion of these topics. Some of the behaviours may be
culturally unacceptable or illegal. For AIDS prevention efforts to
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succeed it is iiperative that culturally acceptable ways are found to
discuss these behaviours, so that people are encouraged to talk
honestly about their risk for HIV infection. Preverntion counsellors
can be iustrumental in this process by increasing both their own
comfort level in ciscussing sexual and drug use matters and their
ability to respond in a non-judgmental manner towards the client.

Fourth, scquiring new knowledge, skills and as areness
sbout eensitive issues demands active participation from
learners. Participatory learning moy be unfamiliar, personally and
culturally, as may be talking about persenal attitudes, values and
beliefs. Az an AIDS educator you will need to assess the relevance, in
the cultural context and to the target audience, of specific trairing
activities and techniques. Trainers may need to adapt some of the
learning activities described in this sectior to make them more
relevant to the particular audience.

Fifth, acomprehensive AIDS prevention counselling train-
ing will comprise akroad renge of topics related to basic AIDS
informat.on, thc cultural context for AIDS prevention, psy-
chosocial issues, and counselling. Fourteen modules covering
these general subjects are included in this section, from which train-
ers can make a selection according to their audience’s needs, the time
constraints and the availability of outside resources.
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How To Use
This Guide

This trainer's guide contains all the information you will need to
plan and conduct an AIDS Prevention Counselling workskop. The
materials have been designed to help you include cognitive and
experiential learning into training sessions and to address attitudes
and feelings of your culleagues related to AIDS.

This guide does not present just one type or just one suggested
outline for a training workshop. Instead the guide helps you review
and select different elements for a workshop -- one you can design
especially for your perticular audiences.

After general introductory remarks in Section I, Section II, “Plan-
ning Your Training: Getting Started,” focuses on helping you in all
aspects of designing and implementing your training. Read this
section first, before you go on to the specific content areas of your
workshop.

During your workshop you will want to include one or more of the
“Training Modules” about AIDS and counselling -- these represent the
bulk of the training guides -- and are contained in Section III. Each of
these training modules includes a brief introduction, information to
cover, cample training activities, and handouts where applicable.

Once you have a good idea of what would be helpful for your
audience, you will want to draft a schedule or agenda. Section IV
provides sample schedules geared to different amounts of time
available.

Section V presents possible responses to difficult counselling
situations. These suggestions will help you feel more comfcrtable
coping with the possibility that “whatever can go wrong...will.” And
you can help your trairees deal with the difficult situations they may
encounter.

Section VI provides a sample pre- and post-workshop question-
naire to gauge the level of knowledge and attitudes of your workshop
participants related to AIDS and counselling. It alse offers a sample
evaluation form to give to your trainees to learn from them about the
usefulness of the workshop.

Finally, Section VIl is a discrete section which outlines a three-day
Train-the-Trainer: AIDS Prevention Counselling Workshop. This
section is useful for those of you who will be training others to be
trainers.



In addition to this guide and the participants’ resource materials,
you will need several large pads of paper, different colored markers,
an overhead projector (if avaiiable), a video player and a video about
AIDS counselling and risk reduction (if available). If possible, the
workshop room should include movable tables and chairs to help move
from large group discussions to small group work.

Good luck with your training!
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introduction

This guide contains all the directions and advice you will need to
plan, design, and conduct an AIDS Prevention Counselling workshop.
The presentations in this guide have been developed, tested, and
refined during workshops held during the last two years for health
care providers from Caribbean countries. The information provided
Lere will help you -- a health educator, trainer, or counsellor -- to
conduct trainings for your colleagues and others who want to become
more effective AIDS counsellors.

Each presentation outline, training activity, and discussion topic
escribedin this guide has been used during several counselling work-
shops in the Caribbean. Health care workers have found these
wurkshop activities helpfui in learning more about how to instruct
and counsel people worried about HIV infection and AIDS.

AIDS counselling skills and training have been identified as a
priority for the National AIDS Control Programmes of countries
throughout the Caribbean. CAREC and AIDSCOM sponsored the
first regional training workshop on AIDS prevention counselling in
July of 1988. Representatives from each of the CAREC member
countries attended the workshop. A follow-up training workshop was
held four months later. Since that time, several Caribbean countries
have conducted national and district counselling workshops. A few
countries have taken the next step in developing skills for national
counselling programmes by training individuals who can later train
others. This train-the-trainer approach is still being developed and
refined in the region.

CARYC and AIDSCOM continue to work together to help increase
the knowledge and skills of educators, counsellors, and other health
care providers in the region by assisting with training workshops and
by developing instructional guides like this one. As HIV continues to
spread throughout the region and the impact of AIDS increasingly
takes its toll on Caribbean populations, the skills that can be learned
through prevention counselling workshops become even more impor-
tant for improving national and regional health and well-being. The
sponsors of this training guide hope it will help in this effoxt.

I-5
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This Training Guide
Is For You If....

The purpose of this manual is to provide health educators with a
practical g ide to designing, implementing and evaluating AIDS pre-
vention counselling training programs. This manual can be used by
individuals conducting intensive AIDS prevention counselling and
train-the-trainer workshops as well as brief educational programs.
Although it is not designed specifically for those working one-tc-one
with people at risk for HIV infection or those working directly with
people infected with HIV or diagnosed with AIDS, this manual contains
relevant information which can be applied to individual or small group
work.

So, this training guide is for you if...

e you are a professional, paraprofessional or velunteer who
can provide training to other professionals, paraprofession-
als, volunteers, students and the community at large.

Specifically, you will find the guide helpful if you work as a:

e physician.

e nurse.

¢ health educator.

e teacher.

¢ administrator.

¢ social worker.,

¢ psychologist.

¢ psychiatrist.

¢ substance abuse specialist.
e community leader.

¢ volunteer AIDS educator.
e pastor,

e trainer.

e school guidance counsellor.
e district health visitor.

I-7
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PLANNING YOUR TRAINING: GETTING STARTED

The Approach

Adult Learning

The approach to AIDS education and training described in the
following pages results frora combining adult learning theory with
extensive practice in AIDS trainirg.

It is equally applicable whether you are conducting intensive
AIDS prevention counselling workshops or you have the opportunity
to educate individuals or small groups of staff members, educators,
community members, students and others.

Effective AIDS educational programmes should incorporate learn-
ing which involves acquiring new knowledge, skills and attitudes
while taking into account factors which adults need to learn.

Adults learn best when they feel comfortable physically and
psychologically, when they are treated as equals, when information is
relevant to their experience and when they actively participate in the
learning process.

Adults retain informationbetter whenitis presented in varied
forms with opportunities to discover their own insights and practice
new skills. Utilising a variety of teaching methods such as lecture,
group discussion, experiential exercise, role-plays, case studies, visu-
alisations, multi-media materials and writing will facilitate a positive
learning experience.

Adults often approach new learning apprehensively because they
feel that the potential for criticism and loss of self-esteem is high. It
is your role as trainer to create an atmosphere of safety where people
feel willing and able to take risks and explore new ideas, practice new
skills and reveal personal biases. This is best accomplished by the
trainer's conveying a feeling of openness, modelling behaviour which
welcomes diversity and differing viewpoints and setting forth guide-
lines which can help to ensure a positive learning environment.

In summary, make sure trainees have the opportunity to:

o teach and share their own knowledgs and experiences.
e learn in an atmosphere of mutual respect.
e learn through a variety of teaching methods.

e learnin an atmosphere that allows for diversity and
differing viewpoints.
e discover their own insights and practice new skills.



Knowledge and Skills

Azquiring new knowledge and skills is an essential part of an
AIDS prevention counselling training. In teaching new knowledge, it
is importanrt to use what is known about adult learning.

First, adults seek out educational exper. ‘ecause they have
a specific need or use for the information being sought. Although
general information can be useful and important, ordinarily adults
want to apply new knowledge or skills to their own real-life problems
or situations.

Participants need opportunities to:

¢ utilise previously existing knowledge.

¢ learn, review, reinforce the relevent scientific
information about AIDS/HIV.

o integrate new knowledge.

o apply knowledge to their particular experience.

Second, adults come to the training experience with a wealth of
skills and life experiences. Your role as trainer and facilitator is to
recognise and build upon the trainee group’s collective wisdom,
experience and skills as it relates to prevention covnselling, and to
assist participants to integrate new knowledge into their existing
Fnowledge base.

Third, the understanding and application of new knowledye and
skills takes time. Within the training you should give trainecs
opportunities to:

o develop new skills and/or practice existing skills (for
example, answering difficult questions, motivating
behaviour change).

e practice new skills.
e use current skills and knowledge.

¢ apply knowledge and skills to their particular
experiences.

II-2



Attitudes and Feelings

Adults come to a training with well-established values and atti-
tudes. Often AIDS challenges people to reconsider previously-held
beliefs or to understand values and attitudes which differ from their
own. Learning of this type is often integrated slowly.

As an AIDS prevention counsellor, you will need to feel comfort-
able about discussing sexuality and sexual behaviours, drug and
alcohol abuse, fears of transmission, ethical dilemmas and other
difficult subjects. Make sure you create the opportunity for trainees to
reflect upon and understand their own reactions, feelings and limita-
tions. The intent is not to challenge people’s belief systems but to
facilitate a deeper understanding of personal values.

During the training, fears and concerns will surface and these
must be addressed. It is inevitable that trainees will have fears about
HIV transmission. However irrational, these fears are significant and
will not go away just by being countered with facts. It is important for
trainers to acknowledge the fears, to allow them to be expressed and
shared, and to help people to manage them.

Trainees often express fears and concerns about working with
someone with a life-threatening illness or those whose sexual behav-
lours may differ from their own. To encourage a better understand-
ing of these differences, trainers must provide the opportunity for
trainees to learn about the psychological and social expe:iences of
people with AIDS/HIV. This often works best with direct contact.

Dealing directly with HIV-infected people or people with AIDS
helps to remove the barriers between “us” and “them” and eases
trainees’ fears about coming into contact with a life-threatening
illness. Putting a human face on the AIDS epidemic gives the trainees
the opportunity to understand the psychological and social experi-
ences of people who may have quite different behaviour from their
own. This particular approach to learning about AIDS/HIV has been
used successfully in several counselling workshops in the Caribbean.



The training programme should enable trainees to:

e discuss their fears and concerns.

o identify and discuss personal feelings, reactions and
values raised by AIDS.

o feel more comfortable about people with AIDS/HIV.
¢ explore viewpoints and values related to these issues.
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NOTES ON ADULT LEARNING PRINCIPLES

1. Adults seek out educational experiences because they
have a specific need or use for the information or skill
being sought.

2. Adults want to apply new knowledge or skills to their
own real life problems or situations.

3. Adults come to the training experience with a wealth of
skills aad life experiences.

4. The integration and application of new knowledge and
skill requires time.

5. Adults have well-established values, attitudes and be-
liefs. Adults bring their various reactions and concerns
regarding the topic to the training.

6. Adults need a physically and psychologically comfortable
learning environment.

7. Adults learn best when they are treated as equals.

8. Adults learn best when they actively participate in their
learning experience.

9. Adults retain information better when it is presented in
varied forms, with opportunities for people to discover
their own insights and practice new skills.

10. Adults often approach new learning apprehensively and
feel that the potential for criticism and loss of self-
esteem is high.




IDENTIFYING AND ASSESSING YOUR AUDIENCE

Identifying
Your Audience

Assessing
Your Audience

Before you develop the content and presentation of your AIDS pre-
vention counselling you will need to identify your audience and then
assess their learning needs.

This is the first step in designing the training. You may have the
chance to choose your aucience and in this case, you should decide the
group size and establish the criteria for selection.

The ideal size for an intensive AIDS prevention counselling train-
ing wowd be 15 to 25 participants.

The criteria for selecting participants might be based on
the following:

e relevant professional and educational experience.
e current employment and job duties.

e training experience and skil'.

e AIDS/HIV knowledge and experience.

e interest in working with AIDS and AIDS/HIV
prevention.

o comfort level with AINDS/HIV issues.
e mandate or suggestion of sponsoring organisation.

When you are asked to organise a training for a particular group,
your audience is al:2ady identified. Your challenge will ke to adapt or
redesign an effective training when you may have little say in the
group size, the training environment or the attendees.

The next step is to assess your audience’s learning needs. This will
help you to set clear and appropriate objectives, present information
relevant to the experience and expertise of your audience, design
targeted teaching strategies, and develop an evaluation plan. By
conducting a needs assessment you can also enhance the learning
process for participants -- you convey the message that learning is a
joint effort and participants feel an increased commitment to the
training because they have helped in planning it. The trainees will
alsogain anidea of what to expect from the training through the needs
assessment process.

II-6
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Trainers will need to gather the following information
from trainees:

o Why do they want to be trained?

o What are their professional roles [ responsibilities?

o Who are their clients /audiences?

o How much do they know about AIDS /HIV?

o How much experience with AIDS | HIV do they have?

o How interested are they in dealing with AIDS/HIV?

o How relevant is their professional and educational
expericnce?

o How comfortable are they in talking about AIDS-related
matters?

o Do they have special areas of interest within the subject?

o Do they have specific AIDS-related fears and concerns?

Needs assessment for an AIDS training can be done in
three ways:

1. Needs Assessment Interview

This interview should be conducted with the person making
the initial request for the training. To guide you, use a
checklist of questions based on the list above. Write down
the answers so that you have a record which can be shared
with others.

Whenever possible, consult with others who will be attend-
ing the training. Alternatively, ask your contact to poll the
trainees about their learning needs. Be clear and specific if
you ask people to collect information for you.

2. Self-Assessment Questionnaire

This type of questionnaire is valuable in establishing how
trainees estimate their own knowledge and skills in relation
to AIDS prevention counselling. Ideally, they will complete
it and return it prior to the training. Ifit is given out as the
training begins, it can still be useful by providing you with
information for modifying the training as you proceed.
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3. On-Site Needs Assessment

Aithough common themes tend to occur in most AIDS
training, it is still important to assess the participants’
needs before you begin. A training activity is listed in the
“How to Begin a Training” section which follows -- this
describes asking the group at the outset to verbalise their
expectations and learning needs. These are listed and re-
viewed with the group, and the trainer can indicate which
can, and which cannot, be met by the training. It might also
be possible to adjust the training to incorporate the newly-
identified needs.

Who Else Should Be Consulted?

When prioritising the learning needs for a particular training,
there may be a number of people whose views should be considered,
for example, the individuals or institutions sponsoring the training,
the Ministry of Health, or the funding agency.

What If You Cannot Meet Participants’ Learning Needs?

Time constraints and diverse needs or interests are two typical
reasons why every participant’s learning needs are not met at a
training. Often it is the conditions trainees experience in the
work or community setting which provoke a need which is
mentioned but cannot be remedied instantly. These fre-
quently include:

e lack of funding.

e inadequate staffing.

o lack of community support.

¢ inadequate materials.

o lack of administrative support.

Although these are problems which cannot be solved during the
training, it is critical that you acknowledge them and theirimpact o1
AIDS prevention counselling. In longer trainings attention should be
directed towards strategies to resolve them.

II-8



There may be learning needs expressed which you, based on your
experience as an AIDS educator, decide not to address. This may be
because trainees have difficulty clarifying or articulating their needs.
There may also be omissions in their assessment which you feel are
vital to include.

Alternatively, your audience may have identified the need to learn
detailed medical and epidemiological data. You may decide, based on
the particular audience and time constraints, to include these topics
but to limit the detail. Additionally, because AIDS can be such a
volatile and threatening issue, participants may overlook key learn-
ing needs because they are masked by fear. When you are not sure
how to proceed, use your judgment, previous experience, and the
advice of your colleagues.

-9
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WRITING GOALS AND OBJECTIVES

How Do You
Develop Goals?

How Do You
Develop Objectives?

Once you know what your audience needs to learn, you can decide
what you hope the participants will accomplish. Then write the goals
and objectives to reflect these outcomes. These will guide designing
appropriate content, training activities and evaluation tools.

There are two steps in establishing your goals:

1. Goals Statement

A goals statement communicates the overall desired out-
come of the training. It should be clear, realistic and rele-
vant. A typical one for a training might read, “The goal of
this workshop is to promote the integration of AIDS preven-
tion counselling into health care providers’ work with their
clients.”

2. Workshop Goals

These describe in broader terms what participants will ac-
complish during the training. They outline for the partici-
pants the knowledge, attitudes and skills that the training
has been designed to help them learn. A typical description
might read,

“By the end of this workshop participants will:

o Understand key psychosocial issues for people with
HIV and their families. (Knowledge).

¢ Explore feelings and reactions prompted by AIDS
work. (Attitudes).

o Acquire new counselling skills in response to people
with AIDS-related concerns.” (Skills).

When you translate your workshop goals into behaviours which
you want the trainees to be able to demonstrate by the end of the
training, you have arrived at your objectives. Objectives are behav-
iourally specific and describe the desired outcome of the training in
terms of what the participants will have been able to achieve, whether
it is knowledge, attitudes or skills.

II-10



Think of the word “SMART” as you design your objectives:

S = SPECIFIC

M - MEASURABLE
A = ACHIEVABLE

R = REALISTIC

T = TIME-LIMITED

Ask yourself, “What does the participant need to do in order to
demonstrate the desired outcome?” A typical description of objectives
might read,

“By the end of the training the participant will be able to:

e List three common psychologizal problems in individuals
who have learned that they are HIV infected.
(Knowledge).

o Identify five personal values which have a positive or a
negative impact on their AIDS prevention counselling
work. (Attitudes).

o Demonstrate the correct use of a condom.” (Skills).

I-11



DESIGNING THE CONTENT

The first step is to organise your general training plan, outline the
basic format and allocate approximate times for each section,
including breaks between sessions.

The three sections are known as:
1. Introduction
2. The Body

3. Closing

The Body is the heart of the training and should be devel-
oped first, following these steps:

o Identify the general topics to be covered based on your
stated objectives.

e Allocate approximate times for each topic.
e Decide on the order of topics.

¢ Begin with the essential preliminary information --
think of it as the first “building block.” Each section
should build upon the previous section and set a founda-
tion for the one to follow.

e Begin with topics that are “safe,” often the knowledge-
based ones, and move on to those that may be more
“threatening,” attitudinal or skill-based topics.

e Schedule didactic presentations at the outset when
participants are alert. Schedule topics which involve
more active participation after lunch or at the end of the
day, to stimulate the group if energies are running low.

o Remember to include flexibility -- schedules may be
altered at the last minute to accommodate speakers, ete.

Next, design each topic in detail, considering each one from a
variety of perspectives. Ask yourself the following questions for
each section in the training:

o What are the objectives of this session?

o What knowledge do participants already have in this
area?

o What information do I want to convey?

II-12



e Is my information accurate and complete?

o How can I help learners integrate this new knowledge?

e How do I give trainees a chance to practice new skills?

e How can I help learners apply their knowledge and skills
to their own situations?

o How do I provide opportunities for trainees to discover
their own insights?

o What attitudinal barriers might limit participants’
integration of the new knowledge and skills?

o How do I address these barriers?

Each topic will be taught using a variety of techniques. Keep in
mind the following recommendations as you design the
content:

¢ Select the most appropriate training technique(s) for
each objective.

o Give enough information on the topic (brainstorming
discussion or brief lecture).

o Add impact to material: personal experiences, humor,
quotes, audio-visuals.

o Include experiential exercises to give trainees
opportunities for practice and application.

o Identify the materials and resources you will need for
the training activity.

o Plan the introduction to the activity, including a brief
description of its purpose and how it relates to the
previous section.

o Outline clear and concise instructions which you will
give to trainees for the training activity.

o Check that you are incorporating enough variety into
the training in terms of teaching sirategies.

e Remember to consider the group’s likely energy levels at
the time you plan to do the activity.

o Allow sufficient time to discuss the material and the
training activity, and answer questions, before moving
on to the next section.
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o Plan a closing which summarises the key concepts and
connects the section to the one that is to follow.

o Finally, keep good notes about your decisions to which
you can refer when you are conducting the training,

Creative combinations of training techniques (see next section)
will retain the interest of participants. Your choice of the mix will
depend on the size of the group, the length of the workshop, your skills
as a trainer, the time of day and other variables. Keep in mind that
trainees need opportunities to integrate what they are learning.
Integration of knowledge, attitudes and skills does not occur by being
a passive listener, but through active participation, practice, and
application.
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The Lecture

Brainstorming

TRAINING STRATEGIES

Your choice of training strategies can be made from the following:
lecture, brainstorming, small group activities, case studies, and
working with guest speakers. These activities are summarised in the
following section.

Other strategies which have proved particularly successful for
training AIDS prevention counsellors are described in greater detail.
They include: role-plays, panel presentations, guidelines and
strategy development, and action planning.

The lecture is one way to teach new and complex informa-
ticn. You can avoid its format being dull and predictable by
adopting these guidelines:

e Present your information in a way which helps trainees
organise the material by separating your lecture into
discrete topic headings which you then convey to
trainees.

o [Illustrate the lecture with slides, overhead transparen-
cies and videos whenever possible.

e Use visual aids: topic headings on flip charts, a handout
for trainees to refer to as you lecture.

e Relay the information using frequent anecdotes and
personal examples which are relevant to the audience.

e Pace yourself so that trainees can absorb the new
knowledge.

o Allow time for question-and-answer and discussion.

NOTE: The lecture format is the teaching approach
most often used throughout the Caribbean. How-
ever, experience gained from several workshops
conducted during the last few years indicates
that audiences appreciate and respond enthusi-
astically to other approaches, especially those
that allow for group interaction.

Brainstorming is the unrestrained offering of any and all ideas by
members of a group to convey information, identify problems, and
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Small Group Activities

Case Studies

Guest Speakers

discuss issues and solutions. Brainstorming and discussion can also
be used instead of a lecture to convey and clarify information. When
used in this way, you can ask participants to brainstorm all the
information they have about a particular topic. In the discussion you
can clarify misinformation and add to their body of knowledge. It can
be conducted in small groups or include all trainees. Participants will
share ideas and experience, learn from each other and problem-solve
together. Designate one group member as a recorder for the session to
write the group’s thoughts and responses.

These activities enable trainees to learn from one another and
apply new knowledge and skills to their experiences. Participants
almost certainly find it easier to express themselves with fewer people
and when they become more familiar with each other. This can help
trainees to address problems and issues as a group and examine
difficult ideas or differing viewpoints.

In acase study a hypothetical client situation is discussed in detail
by the group. This situation enables trainees to confront something
which they may face in the future. According to the outcome you have
planned for this activity, you can vary the perspective to apply
knowledge, explore feelings and attitudes, practice skills, or convey
knowledge.

Depth and breadth are added to a training by a guest
speaker who can:

e provide expertise, for example, medical or legal
knowledge, which trainers may not have.

o model different training styles.

o help maintain participants’ interest by adding variety
and new perspectives.

o provide a different viewpoint on a controversial subject.

o familiarise people with community resources.
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How should you choose a guest speaker?

Ideally, the guest speaker’s expertise and presentation style will
be known to you. The right guest speaker for the training will
be:

e knowledgeable about his or her subject.

o effective in his or her presentation style.

e willing to conform with ycur objectives.

e able to stimulate discussion and active learning.

What are the potential problems with guest speakers?

Typically, two difficulties emerge in working with guest speakers.
First, you cannot control the knowledge, attitudes or skills the guest
speaker presents. You have a problem if the material presented
conflicts with or does not meet your stated objectives for the session.

Second, the guest speaker may overrun his or her allotted time.
Interrupting a guest speaker to maintain the schedule could be
embarrassing. Both problems can be avoided or minimised by a
thorough briefing discussion with the guest speaker well in advance
of the training.

What is the best way to arrange for a guest speaker?

Planning is the key to making the best use of a guest speaker.
When communicating with him or her make sure you take
these steps:

e Extend the invitation well in advance to avoid schedul-
ing problems.

e Confirm the date, time and place of the presentation in
writing.
o Confirm the content and the length of the presentation.

e Give an overview of the training including the agenda,
the audience, the workshop goals and the format of the
training activities, especially the experiential participa-
tory learning aspects.
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Role-Plays

Explain the objectives for the guest speaker’s own
section, clarifying what you wonld like to have covered.

Be specific about topics or issues you want to have
addressed.

Emphasise how crucial time-keeping is, reiterate his or
her allotted time and the necessity of cutting him or her
short if the time elapses. You can make it clear that
maintaining the schedule is essential if the workshon
goals are to be m=t.

Clarify payment and expenses for travel and materials,
if there are any.

Discuss whether he or she has any special needs for the
presentation, for example, equipment such as a slide
projector, materials to be duplicated, or whether the
room should be arranged in a particular way.

Ensure the speaker has your name and telephone num-
berin case of questions or a last minuie emergency
cancellation.

If vou don’t know the speaker well, ask for a brief writ-
ten biography to be used for his or her introduction.

Written copfirmation of all the important points above is vital in
many circums,tances. Reiterate the date, time and place of the presen-
tation, the topic and objectives to be met, the training schedule and
the directions to the training room if necessary.

Role-playing is a teaching method in which people act out desig-
naiedroles related to the subject they are learning about. The purpose
is to demonstrate particular skills, to practice and assess skills, and to
“experience” being in the role. Role-plays use no script or particular
dialogue; they are acted out spontaneously. You should give the
trainees general guidelines about the type of person they are playing
plus any other information relevant to the scenario you want to
achieve.

Some trainees may find role-playing risky and threatening. For
the trainerit is often a particularly dynamic teaching technique. You
should make sure it is structured so that a supportive atmosphere is
created for participants. Clarifying the desired outcomes and giving
clear instructions to trainees will help.
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Trainers can enhance the effectiveness of role-playing by having
well considered scerarios, instructions and desired outcomes. You
could structure the activity in a number of ways.

Demonstration Role-Plays:

The ent’re group assembles to observe this role-play which is
usually performed by willing participants. This is a non-threatening
way to present and model skills, and to discuss the counselling
process. Itis usually helpful for trainees to see an example before they
do a role-play themselves.

Small Group Role-Plays:

Forthis activity the large group s divided into small groups of two,
three or four. When there are two people, one plays the counsellor, the
other the client. In groups of three, the role of observeris added. When
a fourth person is added he or she plays the role of “angel”. For each
role you must assign the following clear guidelines and
expectations:

o The client is given background information for the role.

o The counsellor is given a setting, very basic information
about the client, and guidelines about what he or she is
to cover in the scenario.

o The observer is instructed to evaluate the content and
process of the counsellor’s performance.

o The angel role is to support and assist the counsellor by
offering advice if he or she needs help.

Feedback follows each role-play and this should include both
positive comments and suggestions for improvement from ali partici-
pants. Keep in mind that role-play and feedback can be time-consum-
ing, with each rotation taking from 5 to 15 minutes, so that you could
need an hour to allow each group member his or her turn in each role.

Team Role-Plays:
This takes place with groups of six to twelve trainees. In this

structure one person volunteers to play the role of client. The remain-
der of the group divides inte a counsellor team and an observer team.
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Panel Presentations

One member of the counsellor team volunteers to begin the role-play
aud performs for a specified time of perhaps two or three minutes. He
or she then hande over to another team member for their turn, and so
on until every teami member has performed. At this point, the
irteraction stops. The observer team gives feedback. Then the teams
switch roles and a new volunteer plays the client.

Thie type of role-play provides trainees with a unique opportunity
toobserve and learn from each other’s differing styles and approaches.
It also encourages team work and group learning.

The Trainer’s Role:

Ideally, one trainer should be assigned to each small group as an
observer and resource person. When this is not possible, you should let
participants know that you are available in the room on a “floating”
basis. Circulate and observe the groups until such time as your advice
is needed.

Some practical tips for role-play organisation are:

o Anticipate problems and address them before the
role-play begins.

o Role-plays can be interspersed with other activities
through a lengthy training. Begin with short and simple
ones and progress, as the trainees gain confidence, to
more challenging and complex ones.

¢ After the role-play session is over allow trainees a few
minutes to return from the role. This can be done sim-
ply by asking participants to take a moment to refocus
their awareness into the room and to the training
session.

These presentations, by people with AIDS and HIV infection, have
been one of the most highly rated elements of AIDS education pro-
grammes in the Caribbean. The panel is made up of one to four
individuals who are willing to talk to the trainees about the very
personal aspects of living with AIDS or HIV infection. For many of the
participants this will be their first opportunity to sit in the same room
with a person with AIDS,
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Many people are profoundly affected by meeting and communi-
cating face to face with people with AIDS and HIV infection; they
frequently report increased levels of comfort, awareness and under-
standing towards people with the disease. As the trainer you will be
able to demonstrate interaction with people with AIDS, modelling
lack of fear about casual contagion while in close physical proximity
and displaying appropriate caring behaviour. This teuching strategy
is very effective in dispelling myths, stereotypes and fears about
AIDS.

The personal encounter strategy can be used to highlight other
key AIDS issues, for example, homosexuality and bisexuality. A panel
of homosexual and bisexual men prepared to discuss with trainees
their lives and experiences related to their sexual orientation can
greatly facilitate understanding. (If these individuals are not avail-
able for your training, you might coasider using a video that high-
lights the subject.)

The trainer should allocate time to brief the panelisis
before the panel session and give them the following
information:

o The objectives of the training and for the panel.

¢ Description of the audience (trainees).

o Description of the other panelists (not names).

¢ Confidentiality of the session and how it will be main-

tained, including whether media will be in attendance
(use of media should be the choice of the panelists).

o The structure of the panel, for example a 5 to 15 minutes
presentation from each panelist, then an open question-
and-answer session.

o The content of the panelist’s presentation, for example a
description of their reactions to their diagnosis and how
their lives, relations with family and work have changed.

Some practical tips on organising a panel presentation
are:

e Select panelists who represent diverse lifestyles,
experiences and viewpoints, for example, a young
woman who is HIV positive, a young man with AIDS or
a mother whose child died of AIDS.
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Guidelines and
Strategy
Development

e Allow enough time for this activity -- at least one hour.

o Consider the potential anxiety of the panelists, who may
be speaxing openly about their HIV status for the first
time.

e Arrange for all the panelists to meet each other and the
chairperson for the session before it begins.

e Brief the chairperson to introduce each panelist to the
audience with his or her name, date of diagnosis and a
few personal details. (Panelists may prefer use of their
first names only.)

e Be sure that water is avaiiable to the panslists.
o Inform panelists that they should not answer any
question that makes them uncomfortable.

e Support each panelist and his or her viewpoint by
ensuring that the preser:tation does not become a forum
for debating their values and lifestyles.

e Leave plenty of time for the question-and-answer
session.

e Ifthe audience is hesitant, be prepared to initiate
questions which may be personal but which introduce
key issues in sensitising the trainees to the realities of
HIV infection.

Through the development of guidelines and strategies trainees
have an opportunity to synthesise and apply what they have learned.
Topics should be based on the areas trainees have identified as critical
to AIDS prevention and those which pose obstacles to effective
intervention. It is a practical and useful activity for them as they will
be focussing on needs they have identified.

Topics which trainees may choose to work on in
developing guidelines or strategies might include:

o Safer sex guidelines.

e Overcoming barriers to condom use.

o What women need to know about HIV and pregnancy.
e What parents should teli their children about AIDS.

o Infection control guidelines.
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Action Planning

e Client profiles.

e Modification of existing AIDS education materials
developed internationally to make them culturally
relevant and useful in their own countries.

e Maintaining confidentiality.

Some practical tips for development of guidelines and
strategies are:

e Allow from ninety minutes to two and a half hours for
this activity, spread out over two planning sessions.

o Give each group specific guidelines to follow and
questions to address related to their topic.

o In atraining of several days leave this activity until
near the end so that trainees benefit from the maximum
knowledge acquired during the workshop.

e Ask each group to present a summary of their work
verbally.

o Ensure that each group summarises its work and gives
copies to all trainees.

o Dlan with the group how the guidelines and strategies
will be used after the training.

Trainees will gain a sense of how they can use what they have
learned through this activity, linking theory with future practice. The
focus for the action planning will be based on the objectives of
the training. Assignments might include:

e To design a six-month training plan for a health centre
or health district.

e To design a counselling plan for a specific district.
e To design a system of referrals for your institution.

Some practical tips for organising this activity are:

o Allow from one to three hours.
o Leave this activity until late in the training.

-23



o Be very specific in your guidelines about what trainees
are to achieve and how their efforts will be used.

o Organise a session where each group reports back and
distributes copies of their plan to the large group.

Dividing Many of these training strategies are carried out in small groups.
the Large Group Over the course of any training it is important to vary the size and
into Small Gl’OUpS composition of the small groups so that participants get to know and
work with as many different people as possible. Some ways to

divide people into small groups include:

e Ask participants to turn to the person(s) next to them
and form a pair or group. Since people usually sit next to
those they know, this is the least threatening approach
and therefore suitable for use at the beginning of a
training.

e Ask the trainees to number themselves from one to six
(or the six of the group you wish to form). Ask all the
number ones, the number twos etc, to form a group.

e Ask participants to form a group with people they have
not yet met or worked with during the training.

o Ask the trainees to choose their favorite, color and then
form a group with others who chose the same. Any
selection criterion can be substituted for a color and this
can be a fun and creative interaction. It can also take
time and prove cumbersome when the objective is to
move people into same-size groups quickly.

o For some activities ask the participants to choose groups
according to their interest. You can get a sense of how
many trainees share a particular interest by asking for a
show of hands before breaking into groups.

e For some activities, divide participants into groups with
others from the same country, district, workplace or
professional group.
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The Training
Environment

The Training
Information: Packet

ORGANISING THE TRAINING

Organising a successful training requires good planning and can
be time-consuming. Allow enough time to pay attention to all the
logistics which include:

o selecting the location.

e arranging the room.

e preparing training information packets.
o arranging for audiovisual equipment.

¢ handling travel arrangements.

e organising refreshments.

The trainer’s workload here will depend on the length of the
training and the size of the support staff, but some general guidelines
in regard to the training environment and the preparation of training
packets are given in this section.

The physical setting of the training needs to be as comfort-
able as possible for participants. The room should be:

e large enough to accommeoedate everyone easily in a group
and allow several small groups to take place at the same
time.

o self-contained and free from interruptions.

e have easily movable chairs and tables.

o arranged so that trainees can see you and each other,
either in a U or semi-circle formation at the outset.

At aminimum the packet distributed to all trainees should
include:

o The training schedule with title and date of training.
o A statement of objectives for the training.

o Alist of trainers, guest speakers, and participants with
name, address and phone number.

e An evaluation form.
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Depending on availability, budget, size and length of train-

ing, you might want to include other materials including:

Pamphlets and other educational materials, both
domestic and international productions.

Resource list and/or leaflet describing community
resources.

Relevant newspaper and magazine articles.
Sample products, for example, condoms.
Handouts.

Paper and pencil.
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The Role
of the Trainer

Setting the Stage

IMPLEMENTING THE TRAINING

The trainer is often also referred to as the “facilitator”
because he or she facilitates, i.e., makes easier, the learning

"process for the trainees. The facilitator’s role is to assist partici-

pants to actively participate, internalise and master new information,
skills and concepts.

As a trainer you will need to carry out three tasks
simultaneously:

1. To make sure that specific content is covered and that
the group keeps tn its task and schedule.

2. To assist the group to assimilate new knowledge and
skills.

3. To model skills of presenting information, group
facilitation and participatory learning.

The trainer is in charge of the flow and pace of the training and is
responsible for the smooth transition froin one activity to the next.
The key to your success rests in maintaining the delicate balance
between the presentation of new material to the trainees, allowing
them opportunities to practice and work with it, encouraging discus-
sions of reactions, feelings and experiences -- and the clock.

To ensure that the trainer can carry out these three tasks, he or
she must first establish a comfortable learning environment and build
trust. This can be accomplished by carrying out the following
suggestions:

e Arrange room so that participants can see facilitators
and other participants easily; chairs and tables should
be movable to facilitate small group learning activities.

e Introduce trainers and establish credibility as an AIDS
educator (name, credentials, expertise and experience in
AIDS work and counselling).

o Build trust. Participants want to know why they should
listen to you and trust you.

¢ Be aware of non-verbal messages about your accessibil-
ity, ability to maintain control, authoritativeness,
responsiveness to participants’ needs and flexibility.
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Presentation and
Delivery

1. Make contact with the audience (eye contact, don't
always stay behind a table/podium, or sit in a chair.)

2. Acknowledge the resistance of your audience.

3. Establish what you and the participants have in
common.

4. Be organised and prepared.

5. Be human.

e Establish ground rules.

1. Establish and agree upon ground rules to help create
a safe and comfortable learning environment.

2. Ground rules help clarify the respective roles, respon-
sibilities and expectations of trainer and participant.

3. The most common ground rules include: confidential-
ity, managing time, consistent attendance, safety,
respecting individual differences.

o Present overview of training and training objectives.

1. The overview should ir:.clude a review of the sched-
ule, content to be covered, scheduled breaks and the
overall objectives for the training.

2. Participants should have a clear sense of what to

expect during the training and how the objectives
will be met.

¢ Group introductions.

The following suggestions for your presentation and deliv-
ery style will help you to carry out your tasks as a trainer and
facilitator:

o Project energy -- the way you present yourself affects
the group's interest and energy level. When you are en-
ergetic and enthusiastic, the group often responds
similarly.

o Eye contact -- make eye contact with participants.

o Appear accessible -- use non-verbal communications and
body language which conveys interest, openness and
active participation with the group.
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Task Facilitation

e Vary speech -- rate, volume, intensity.
e Appearance -- dress appropriately for the audience,
location and context of the training.

Ensuring that the specific content of the training is cov-
ered and thatthe group keepsto the task is one of the trainer’s
primary tasks. This involves observing the following guide-
lines during each section of the training:

o Introduce each topic and connect it to the previous
one(s). Explain the importance of the new topic, its
relevance to participants and how it will be approached.

For example, “Before lunch we reviewed information
about the HIV antibody test and the components of a pre-
test counselling session. Now we will have the opportunity
to apply this information by role-playing a pre-test coun-
selling session.”

¢ Explain the purpose and objectives.

For example, “The purpose of this session is to practice
conducting a pre-test counselling session and to observe
others in the counselling role. By the end of this session,
you will be able to identify the components of a pre-test
counselling session, demonstrate effective counselling
skills and identify personal areas of difficulty as a
counsellor.”

¢ Give clear, concise directions for the training activity.

For example, “In one hour, when the role-plays are
completed, please return to this room. We will then dis-
cuss the activity as a large group.”

o Process activity and stimulate discussion.

For example, “Which parts of the counselling session
were the most difficult for you? -- from the client’s
perspective or from the counsellor’s perspective?”
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Process Facilitation

o Bring the discussion back to the topic at hand when
people get off the track.

For example, “Your question is important. When we
talk about post-test counselling this afternoon, we’ll have
an opportunity to address it. Can you save it until then?”

o Close the activity and the section with a summary and
transition statement.

For example, “During this session, we have practiced a
pre-test counselling session. As we continue through the
afternoon we will have more opportunities to practice
counselling skills when we focus on post-test counselling.”

Although as trainer your role is to keep the group on task,
you must also be flexible and respond to the group’s reactions.
Flexibility may require revising the training as you go along. When
trainees identify a particular need as a higher priority than you
anticipated, you will need to considerredesigning the training content
and/or the learning activities. Your co-trainers should be consulted
before you change the schedule.

You may also need to demonstrate flexibility in the middle
of a particular module or activity. For example, imagine that you
are showing a video to the group and after fifteen minutes you sense
that the trainees are losing interest. You might decide to stop the
video at this point and initiate a discussion about reactions toit so far,
in order to refocus the group. Such immediate decisions must be based
on intuition, assessing the situation and sensing the group mood. If
you are not certain how the group is responding, ask directly. The
trainer’s challenge is that he or she has to keep the group to
the immediate task at the same time as considering the larger
picture, the group process.

Trainers have three key tasks as facilitators which are:

1. Establishing a comfortable and trusting learning
environment.

2. Facilitating group cohesion.

3. Utilising and demonstrating group facilitation skills.

All these three need to be maintained throughout the training,

although it is the beginning wkhich will set the tone for the entire
session. How to achieve them is described in the following section.
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The trainer must establish a learning environment
which is:

o comfortable and trusting.
¢ non-threatening and accepting of diversity.

Participants should feel:

e respected and listened to.
e encouraged to share thoughts, feelings and attitudes.
o safe to expose their lack of knowledge and skill.

Establishing the right atmosphere for the training can be
achieved by following these guidelines:

e Set the ground rules and emphasise confidentiality.

e Present yourself as friendly, sincere, enthusiastic,
flexible, responsive, fair, supportive -- and firm.
e Acknowledge and encourage the active participation of

all group members. For example, “Would anyone else
like to comment on the role-playing experience?”

o Convey to the participants that they have been listened
to and understood. For example, “I can see why you
would have responded that way to the video.”

e Respect and protect minority opinion. For example, “I'm
glad you raised a different perspective for us to
consider.”

¢ Use non-verbal communication which conveys interest,
openness and active participation with the group, for
example, eye contact; body language: lean forward to the
person speaking o~ .f standing, circulate in the room;
facial expression; and tone of voice.

o Establish group norms at the outset. For example, “The
format for this training will be one which encourages
your active participation and involvement.”
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Facilitating group cohesion is another responsibility of
the trainer. These guidelines will help:

¢ Provide ongoing opportunities for participants to get to
know each cther, share ideas and experiences.

o Acknowledge the expertise and experience of partici-
pants. For exxample, “Your knowledge and skills in
working with clients with other sexually transmitted
diseases are so important in working with people at risk
for HIV infection...”.

o Provide support and feedback when participants contrib-
ute to the discussion and participate in activities. For
example, “Thank y~u for being willing to participate in
role-plays so fully.”

o Expand trainees’ sense of connection with each other by
pointing out or asking for similarities in their experi-
ences or reactions. For example, “How many of you have
experienced a similar situation. Can you say a }:ttle
more about it?”

¢ Connect the contributions of one participant to what
others have already shared. For example, “Your com-
ment brings me back to the comment that J. raised.”

o Encourage all trainees to participate in group discus-
sions. For example, “J., you haven't had an opportunity
to comment on this issue. What do you think about it?”

¢ Discourage individuals from monopolizing discussions.
For example, “Thank y ~u for your comments. Would
anyone else like to comment on the issue?”

¢ Respond to criticism, feedback and questions about
content and format of training. For example, “I'm glad
you raised this issue. Let’s spend some time discussing
it. How do others feel?”

Trainers must also utilise and demonstrate effective group facilita-
tion skills. The goal of AIDS prevention counselling training is for
trainees to return to their worksites, clients and communities confident
to teach what they have learned. The facilitation skills you use as a
trainer are the ones on which participants will model their own style.
The role of facilitator can feel difficult and uncomfortable, particularly
when it involves managing time and conflict. Remember, as you gain
experience it will begin to feel easier.
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Modeliing these skills will help:

e Encourage discussion by asking open-ended questions,
for example, “How did you feel listening to the panel dis-
cussion? How might these feelings affect your work as
an AIDS prevention counsellor?”

¢ Utilise active listening. Paraphrase what you understood
the trainee to be saying, both in terms of content and
their underlying feelings. This will help to clarify what
the individual meant as well as demonstrating that you
have listened and comprehended. For example, “Are you
saying you would feel uncomfortable requesting a sexual
history from a client?”

o Connect what one participant says with what others
have discussed previously. Point out similarities among
participants’ experiences and reactions.

o Listen to and acknowledge everyone’s contribution. Even
when you disagree with individuals or their comments
are inflammatory, you can acknowledge the person’s con-
tribution without supporting or agreeing with the state-
ment. For example, “Thank you for your comment. We
need to move on to....”

¢ Be in charge while being flexible and responsive.

e Respond to individuals' feelings and reactions, or to the
whole group’s response, even if these are not overtly ex-
pressed or are hidden in a question about content. Par-
ticipants may express fear, anger or conflict indirectly.
Demonstrate your willingness to elicit hidden emotions
when the group is avoiding it. By doing this you show
the group are angry about the issue we discussed yester-
day. 1 think it’s important to spend sume time on this.
Would anyone like to start the discussion?”

e Manage time by politely moving the discussion along,
bringing it back to the topic at hand and interrupting
speakers when it is time to move on in the schedule. For
example, “I need to ask you to cut your comments short
so that we can go on to the next topic.”

¢ Be yourself.
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WORKING WITH CO-TRAINERS

Working with co-trainers can add bsth depth and breadth to a
training because it brings in another person with his or her own areas
of expertise, experience, knowledge and skills. Working effectively
with a co-trainer, however, requires planning and open discussion.
The following are areas you will want to cover with your co-
trainer before you begin conducting your training:

o Discuss training styles ahead of time.

o When you choose your co-trainer, select someone with a
similar training style, or someone whose style
complements yours.

o Clarify roles and responsibilities: who is in charge, who
makes decisions.

o Assign tasks based upon interest, skill and comfort
level.

¢ Plan for time management: who will keep time, how you
will signal each other when it is time to move on, how
much warning each person wants before their time is
up, ete.

o Discuss what you consider to be support from a
co-trainer.

o Plan how to handle your differences of opinion in front
of the group.

¢ Plan how to handle having conflicting factual informa-
tion in front of the group.

e Discuss your feelings about your co-trainer making
comments during a section that you are responsible for.

e Discuss how you like to give and receive feedback to co-
trainers after the training.

e Rehearse togetker.
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EVALUATING THE TRAINING

It is important to evaluate the effectiveness of your training. Pre-
and post-test questionnaires can be designed to evaluate changes in
knowledge and attitudes resulting from the workshop.

Evaluation questionnaires are designed to give feedback about

the effectiveness of the training and trainers. For sample question-
naires, see Section VI-1 and Section VIII-45.

-35



Introcuction

TRAINING MODULES

In this section you will find training modules which relate to the
different elements of AIDS prevention counselling training. The
general headings are: :

1.
2.

Beginning a Training
AIDS/HIV Information

This includes:

3.

AIDS/HIV update.
Prevention education.
Behaviour change.
Substance use.

Cultural and Psychosocial Issues

This includes:

4.

Family life in the Caribbean.
Sex and sexuality in the Caribbean.

Psychosccial issues for people with AIDS, and HIV
infection, their families.

Religion and spirituality.

Counselling and Communication Skills

This includes:

Counselling and communication skills.

Risk assessment and risk reduction.

Pre-test counselling for HIV antibody testing.
Poct-test counselling for HIV antibody testing.
Grief and bereavement.

Counselling people with AIDS, HIV infection and their
families.

Ending a Training



Each topic is presented as a training module and includes
a brief introduction, information to present (designated by
pink paper), a sample training activity (designated by green
paper), and handouts (designated by white paper) where
applicable. In some modules there is more than one training activity,
offering additional approaches and training strategies. The modules
are meant tobe rearranged, adapted and used by you in different com-
binations to give you flexibility in designing your specific training.

These training modules will be most relevant once you
have identified and assessed your audience’s learning needs
and established your learning objectives. You can then decide
which to incorporate into your training as a result of your audience’s
needs, time constraints and the availability of outside resources. A
comprehensive training over four or five days would probably utilise
most of the modules; for a two-hour workshop you would need only one
or two, or a combination of sections from several.



BEGINNI!NG A TRAINING

The beginning of the training is the time to set the tone of the
workshop, establish a comfortable learning environment and build
trust so that participants feel safe, comfortable and willing to reveal
themselves within the group.

Participants will be observing and forming initial impressions
about the trainer and his or her responsiveness to them. In this
opening session you will need to cover (not always in this
order):

e Introduction of the trainer(s).

e Overview of training and training objectives.

e Ground rules.

e Introduction of participants and “climate” setting.
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Introduction
of Trainers

Even before the formal beginning of the training, participants are
formulating their initial impressions. Subtle, often non-verbal, mes-
sages are transmitted to the trainees who will be assessing how
prepared, accessible and responsive to their needs the trainer will be.
Regrettably, thisisjust at the moment when you are likely to feel most
nervous!

You will need to establish yourself and your credentials in your
formal introduction. Trainees will want to have confidence in your
credibility as an AIDS educator and to know why they should listen to
you and trust you. In addition to your professional background you
should mention your experience with AIDS prevention, how many
trainings you have conducted and/or HIV clients you have reached.

Beyond the formal introductions, trainees will respond to the fact
that you share somethingin common with them and are familiar with
their particular AIDS-related concerns. You can accomplish this by
discussing your similar experiences, which may be a common desire to
learn about AIDS and stop its spread, professional background, socio-
cultural background, or other factors.

Referring to the ambivalent feelings some participants may be
having about the training is also helpful. These may be a result of the
topic, because of conflicting work commitments or personal matters.
In all these instances you will want to convey that you respect the
participants and will be responsive to their concerns.
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Overview of Training
and Training Objectives

During the opening session you should review the agenda
for the training with the participants. Remember to include:

s Outlining the overall objectives.
o Informing them of scheduled breaks.

e Explaining the location of materials, display rooms,
restrooms, etc.

Participants should have a clear sense of what to expect
during the training and how the objectives will be met. This
section can be brief, but it is an important step in setting the
framework for the training.



Ground Rules

Establishing and agreeing upon ground rules is essential for cre-
ating alearningenvironment with asafe and comfortable atmosphere.
Ground rules clarify the respective roles, responsibilities and
expectations of trainer and participant. Commonly-used
ground rules include:

¢ Confidentiality -- Participants agree to respect the
confidentiality of other trainees, particularly concerning
personal disclosures. This applies to guest speakers.

e Time -- Trainers agree to begin and end on time, to be
responsible for keeping the group on task and moving
through the schedule. At times this will mean interrupt-
ing an individual, discussion or session. It is a good idea
to have agreement from the trainees for this as you
begin the training: Trainees agree to keep to time.

¢ Attendance -- Participants agree to attend the whole
training and to inform the trainer in advance if this
becomes impossible.

o Safety -- A participant is entitled to refuse to disclose
personal information.

All feedback is given in the spirit of learning and
support--not criticism.

¢ Diversity -- individual differences and opinions will be
acknowledged and respected.
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Group Introductions

The introduction of trainees is an important moment in the
training. It can take the form of brief introductions or it may precede
a training activity and be used to obtain information about the
trainees’ concerns, questions, level of knowledge and expectations.

Brief introductions should be requested from all participants in
groups of fewer than forty. You should ask trainees to give their
name and place of work and you may ask them to answer one
or more of the following questions, depending on the time
available:

o What is your professional background?

o Describe your AIDS /HIV experience.

o What got you involved in AIDS /HIV work?

o What one thing do you hope to learn today?

o Describe one way AIDS [HIV has affected your life.
o Tell the group one little-known fact about yourself.

Especially in large groups, it is important to ask people to keep
their responses brief.

For grcups of over forty people when individual introduc-
tions are difficult, it is still important to get a sense of the
audience and develop a group feeling. This can be achieved by
asking for a show of hands on any number of questions, for
example:

o How many of you have worked with people with
AIDS/HIV?

o How many of you are physicians? nurses? social workers?

o How many of you have already attended an AIDS
training?

e How many of you know someone personally who has been
affected by AIDS /HIV?

When no other “climate setting” activity is practical, it can be
helpful to give participants an opportunity to make contact with at
least one other person in the group. This can be done simply by asking
trainees to turn to the person next to them, introduce themselves and
discuss a topic or question designated by the trainer. Talking with
another person, particularly in a large audience, helps trainees feel
more at ease.



First Thoughts

TRAINING ACTIVITY

Purpose:  Toshare concerns and fears about AIDS, clarify expec-
tations and to get to know other participants.

Objectives - Participants will be able to:

o Identify their fears and concerns about AIDS.
¢ Clarify the objectives of the training.

o Recognise similarities and differences among group
members.

How long does it take?
o Allow thirty minutes.

What do I need?
e Paper.

» Pens.

How do I do it?

o Ask the trainees to write their answers to the following
four questions. Write the questions on a flip chart to
display them to the group.

1. What are the three major fears or concerns
you have about AIDS?

2. What are two difficult questions about AIDS/
HIV that you think clients or ot.-2rs will ask
and you would like help in answering?

3. What are two things you hope to learn at
today’s training?

4 .What are ten skills you already have that
make you a good educator ar.d/or counsellor?

¢ Give trainees time to think about and write down their
answers.

¢ Divide trainees into groups of four to six.

e Ask trainees to discuss what they have answered -- no
particular order of questions is necessary.



e Do not circulate so trainees do not feel that they are
being monitored in this activity.
o After 15 to 20 minutes, call the small groups together.

o Tell the group that only questions 1, 3 and 4 will be ad-
dressed. At the end of the activity you will ask them to
hand in their piece of paper, and question 2 will be used
for another activity later in the training.

e Begin with question 1, asking trainees to call out what
they have written and write their responses on a flip
chart. Recognise similarities and differences in what
they are saying, point out how they share fears and
concerns.

o Go on to question 3 and use trainees’ answers to discover
what they are expecting to learn. In response, you will
be able to clarify the training objectives.

e Finally, number a large sheet of paper 1 - 10 and ask
trainees to call out what skills they have written down.
The trainees’ confidence will be boosted by the realisa-
tion that they already have personal and professional
skills which allow them to cope with the challenge of
AIDS education.

This exercise is useful in several ways. It allows participants to
focus on their fears, questions and expectations for the training.

The exercise gives permission for people to:
1. feel afraid.
2. raise questions.
3. feel competent.

It also provides an opportunity for participants within
small groups to:
1. meet each other.

2. increase their comfort in the training.



The exercisc can be adapted for different purposes by changing the
questions. It is helpful to focus some questions on the emotional
impact of AIDS/HIV and others on obtaining information for use later
in the training. Alternate questions to ask might include:

o When did you first hear about AIDS and what did you
hear?

e How has AIDS /HIV affected you personally and
professionally?

o Which type of client do you anticipate will be the most
difficult to work with?

o Which issue do you anticipate will be the most difficult to
address?
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TRAINING ACTIVITY

Getting To Know You Purpose:  To get to know other participants, acknowledge their
expertise, and clarify their counselling needs.

Objectives - Participants will be able to:

¢ Introduce themselves to other participants.

o Identify three counselling needs for their work setting or
region.

¢ Recognise similarities and diversities among group
members.

How long does it take?
o Allow minutes (estimate time based on num-
ber of participants.)

How do I do it?

¢ Display around the room large sheets of paper on which
you have written the question topics (listed below) for
the participauts. Place markers, pens or coloured chalk
nearby.

e Assign each participant to a sheet of paper as they enter
the meeting room on the first morning and ask them to
respond in writing to the questions. Explain that the in-
formation will be used in their introduction to other
participants later in the training.

o Suggested question/topics are:

Name

. City of residence

Birthplace

Profession and employer

. Years in health care work

. Years or months of AIDS experiznce

N oA e e

AIDS.related counselling needs in workplace
district, country (identify three)

8. Personal and fun infermation such as: what
are 3 things you like most about yourself?
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On completion of the written responses, invite the participants to
take a seat in preparation for the training. If you could be invisible for
one hour, what would you do? If you were an animal, what kind would
you be?

e When you are ready to begin the training, ask the
participants to introduce themselves to the group using
the information on the sheets after the pre-workshop
test and overview of the training have taken place.

o At the appropriate moment invite the participants to
take turns to do this, including mention of their
AIDS/HIV work experience and counselling needs.

o To process the exercise you should draw out the common
elements of experience and comment on the diversities,
emphasising the broad range and number of years of
experience represented in the room, and highlighting
the AIDS/HIV counselling needs which have emerged.

This is an exercise which works best with a small group. Sharing
knowledge about experiences facilitates the process of relaxing in
each other’s company.
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BASIC AIDS INFORMATION: AIDS/HIV UPDATE

Introduction

AIDS educators do not need to be medical experts. They do,
however, need to have a basic understanding of the medical and
epidemiologic aspects of AIDS, what it is, how HIV damages the
immune system, its transmission, the spectrum of HIV infection,
signs and symptoms, co-factors, treatment and AIDS prevention and
risk reduction. They also need to know the general epidemiology of
AIDS/HIV in their countries and in the Caribbean.

Educators often feel anxious about how much there is to know
about AIDS, how fast the information changes and how much is still
uncertain about HIV infection and AIDS. New information about
AIDS is continually being published, but the basic facts on what it is,
how HIV damages the immune system, its transmission and how to
protect oneself have not changed since they were established five
years ago. As trainer, your role is to focus trainees on these essential
points, conveying them in a concise and straightforward manner
through lecture, discussion, written materials, and training activi-
ties. AIDS information can be taught experientially. Re creative.

The medical and technical language you use should be readily
understood and acceptable to your audience, taking into account the
participants’ level of medical knowledge. Statistics are more acces-
sible if presented in graph or bar chart format on slides or video.
Handouts which summarise information are useful accompaniments
to a lecture.

Besic AIDS information presentations, because of the nature of
the AIDS epidemic and people’s fears about HIV transmission, inevi-
tably involve addressing people’s personal fears and concerns. There
may be questions about which participants feel uncomfortable to ask
openly. Anonymous written questions resolve this problem. As trainer,
make sure you allocate enough time to respond to all questions and
concerns. If you are asked something you do not know, offer to provide
the answer later when you have had time to research it.

Do not presume that your audience knows all the basics about
AIDS/HIV. There are many misconceptions and much uncertainty
about AIDS/HIV. Even when people have a firm grasp of the basics,
they appreciate a review of the most current information and an oppor-
tunity to ask questions about new developments.

I-13

S

3,



Information to Present

What is AIDS?

AIDS is an acronym for Acquired Immune Deficiency
Syndrome

¢ Acquired: a condition which develops after conception
through specific actions; it is not genetic or hereditary.

¢ Immune: system in the body which fights diseases.

¢ Deficiency: having a lack of; in this case, a weakened
immune system.

o Syndrome: a disease or condition characterised by a
group of signs and symptoms occurring together.

What is HIV?

HIV is an acronym for Human Immunodeficiency Virus,
the virus which causes AIDS.

AIDSis a viral disease which attacks the immune system, damag-
ing the body's natural defense against germs and infections. This
leaves the person vulnerable to a variety of infections and life-
threatening illnesses.

Theseinfections can sometimes be treated, but there is no success-
ful treatment for the underlying immune deficiency caused by HIV.
Treatments available for AIDS-related illnesses and infections are
not yet available to most people in most Caribbean countries.

What is the history of AIDS/HIV?

o First report of AIDS was in 1981 in the U.S.

e In 1983 and 1984 the virus that caused AIDS was
discovered.

e In 1985 the ELISA antibody test was produced to screen
blood.

e AZT was first used in 1986.
In 1987 and 1988 vaccine trials began.

e First report of AIDS in your country was in
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The virus was known as LAV, HTLV-III and ARV. Now it is
known worldwide as HIV.

How Does HIV Damage the Inmune System?

- HIV infects various cells of the immune system. HIV targets
T-cells, a type of white blood cell which acts as the coordinator of the
immune system and the “alarm system” for an immune response.

HIV also infects macrophages, which are the scavenger cells of the
body which usually engulf invading viruses, break them down, and
display the virus to help other cells recognize the invader. With HIV,
however, macrophages do not break down or display HIV and there-
fore donot alert the rest of the immune system. Instead, HIV is hidden
in macrophages from other cell that could attack the virus, and can
transport HIV throughout the body.

When called by the T-cell, B-cells come to identify a foreign
substance like HIV and produce antibodies (a counter-attack) to it.
Antibodies usually work to control the invader (antigens). In the case
of HIV, B-cells produce a defective antibody which, althcugh they
serve as a marker of HIV infection, do not eliminate the infection.

Epidemiology:

Current national statistics for children and adults (i.e., reported
number of AIDS cases in your country).

Current international statistics for children and adults (i.e.,
reported number of ATDS cases in the Caribbean and in the world).

Transmission:
Medical science has established how HIV is transmitted.

HIV can be transmitted by:

o unprotected sexual activity (not using condoms) with a
person who is infected with HIV.
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e blood.

-- injection with a contaminated needle (intravenous
drugs, medication, tattoo, piercing).

-- transfusion with contaminated blood or blood
products.

e perinatal -- from a mother who is infected with HIV to
her infant during pregnancy and possibly breast feeding.
There is a 30% to 50% chance that an HIV infected
mother will transmit the virus to her infant.

HIV is pnot transmitted through casual contact.
HIV is pot transmitted by:

o shaking hands.

e mosquitos.

e toilet seats.

¢ drinking from a water fountain.
o sharing water glasses.

e sharing cigarettes.

e sneezing.

coughing.

There have been numerous studies of family members living with
an adult or child who was infected with HIV or who had AIDS. These
family members had more than “casual contact” with the person with
HIV/AIDS, including children and adults sharing toothbrushes, food,
bathrooms, and having other intimate/non-sexual contact. None of
these family members has become infected with HIV as a result of
their contact.

Risk to Health Care Workers:

There is a very small risk to health care workers of occupational
exposure to HIV through mucous membrane or from needlesticks. The
vast majority of health care providers who have been exposed to HIV
in the workplace have not become infected.
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o To date, 22 health care workers have been reported to
have been infected with HIV through needlesticks or
splashes with large amounts of infected blood onto open
sores.

o The risk of becoming infected through a needlestick is
0.4% or 1/250.

o The risk of health care workers becoming infected with
Hepatitis B is 50 times greater than with HIV. In the
United States, 200 to 300 health care workers die of
Hepatitis B annually.

Almost all risky situations for health care workers can be avoided
by implementing universal precautions with blood and body fluids
from all patients -- although a patient may exhibit no symptoms ke or
she could be HIV-infected.

Spectrum of HIV Infection:

The range of possible outcomes for a person infected with HIV is
to remain asymptomatic (without illness), become symptomatic, be
diagnosed with AIDS, and/or die from AIDS.

When a person first becomes infected with HIV, he or she may
have an initial acute reaction.

When a person is infected with HIV, he or she may remain
asymptomatic, looking and feeling healthy, for a long period of time.
Researchers suggest that the average incubation period -- that is, the
time it takes to develop symptoms once a person is infected with HIV
-- 18 from five to eleven years. Some people will develop symptoms
much more quickly than in five years. Others may remain symptom-
free for much longer. In fact, some people have been infected with HIV
for 10 to 12 years and still remain symptom-free. At this point,
research suggests that approximately 78% of those infected with HIV
will become symptomatic or be diagnosed with AIDS within seven
years from the date of first infection.

When a person infected with HIV begins to develop symptoms but
does not meet the diagnostic criteria for an AIDS diagnosis, he or she
is referred to as symptomatic or as having HIV disease. A person who
is symptomatic may exhibit a range of symptoms from mild, such as
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chronic lymphadenopathy (swollen glands), to moderate or severe
cmptoms such as fatigue, fever, night sweats, chronic diarrhea and
weight loss which can leave the person unable to work or function in
daily life. Some symptomatic people may die from the disease and
never be diagnosed with AIDS because they did not meet the diagnos-
tic criteria for an AIDS diagnosis.

A person is diagnosed with AIDS when he or shows evidence of
HIV infection and develops one of a number of opportunistic infections
or other life-threatening illnesses. People with AIDS may generally
feel well and energetic; others may become sick and die within days or
weeks of their actual diagnosis.

The diagnosis of AIDS does not always reflect the degree of health
or illness a person is experiencing because some people who are
symptomatic may be sicker than some people diagnosed with AIDS.
AIDS is now being understood as “HIV disease,” a spectrum illness
ranging from asymptomatic to symptomatic to life-threatening
infections.

Signs and Symptoms:

HIV infection may be indicated by the following
symptoms:

¢ unexplained and prolonged fatigue.

¢ swollen glands lasting longer than three months.

¢ unexplained and persistent fevers or night sweats.

o unexplained weight loss greater than ten pounds.

e persistent diarrhea.

o persistent dry cough with breathing difficulties.

o thick white coating of the tongue.

¢ easy bruising or bleeding.

¢ unusual red or purple skin spots that do not go away.

HIV Antibody Test

The AIDS (or HIV) antibody test is a screening test that was
originally developed toscreen the blood supply for HIV. Itis now more
widely used in a variety of settings to test people for the presence of
antibodies to HIV.
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The HIV antibody test is not a test for AIDS. It does not tell a
person whether or not they h~-e AIDS or will develop AIDS in the
future. It does indicate whether a person has been infected with HIV.

If a2 person tests positive to the HIV antibody test it means
that:

o Antibodies to HIV were found in the person’s blood
sample.

o The person has been infected with HIV.

o The person should assume that he or she is contagious
and capable of passing on the virus to others through
high-risk activities.

If a person tests negative to the HIV antibody test, it means
that:

o The person has not been infected with HIV or

o The person has come into contact with HIV but has not
become infected and therefore has not produced
antibodies or

o The person has been infected but has not yet developed
antibodies.

Research reveals that the majority of people infected with HIV
develop antibodies to the virus between two and twelve weeks follow-
ing infection. Some people, however, will not develop antibodies for up
to six months. There have been an extremely small number of people
who have not developed antibodies for one to two years after infection.
New born infants cannot be accurately tested for antibodies to HIV
until 12 to 18 months after birth. Until that time, their antibodies are
not distinguishable from maternal antibodies.

The most widely used test is the ELISA, enzyme-linked immu-
noabsorbent assay. However, results from only one ELISA test are not
sufficient to accurately determine a person’s antibody status. There
are instances where the ELISA test will react to other antibodies
which are mistaken for antibodies to HIV, thus leaving the possibility
for a “false” positive resuli. It is recommended that if, after the first
ELISA test, the result is positive, that an ELISA test be repeated one
to two additional times. If these also indicate a positive result, a
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supplemental or confirmatory test should be conducted utilizing
either the Western Blot or the IFA, immunofluorescence assay. Both
confirmatory tests are more expensive than the ELISA, and therefore
are used as supplemental tests to confirm the positive result.

Since the psychological and social ramifications of testing positive
for antibodies to HIV can be severe, testing should be accompanied by
pre- and post-test counselling and education. Pre- and post-test
counselling in general may not be a common practice in many coun-
tries. Many health programmes have tried to add this element as
much as possible.

Neuropsychiatric Complications:

Neuropsychiatric complications associated with HIV can be caused
by direct infection of the brain with HIV and by treatable illnesses
related to AIDS.

AIDS Dementia Complex, caused by the direct infection of the
brain with HIV is defined as “Clinical findings of disabling cognitive
and/or motor dysfunction interfering with occupation or activities of
daily living; or, loss of behavioural developmental milestones affect-
ing a child, progressing over weeks to months in absence of any other
cause...”

Common signs and symptoms of AIDS Dementia Complex
include:

o Forgetfulness: misplacing objects, forgetting recent
events and familiar names, losing track of time.

o Difficulty concentrating: easily distracted.

e Slower mental responses.

e Impaired judgement: impulsive behaviour, poor
decision-making.

o Personality changes: apathy, withdrawal, irritability.

e Mood changes: extreme “highs” and “lows,” anxiety,
emotional outbursts, rage.

o Psychotic behaviour: hallucinations, paranoia,
grandiose thoughts.

o Leg weakness or hand tremor.

e Impaired coordination: clumsiness, deteriorated
handwriting.
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Some of these symptoms can also result from anxiety and depres-
sion, a treatable AIDS-related illness, or medication. Only a complete
medical evaluation can rule out the pessibility of symptoms being
caused by a treatable illness or diagnose other underlying causes of
these changes.

Co-Factors:

Researchers suggest that a variety of health factors may increase
the likelihood of a person who is infected with HIV developing AIDS.
Although research is not conclusive, the following co-factors
have been identified as, possibly, having the effect of
progressing the disease:

e concurrent or previous illnesses such as sexually
transmitted diseases or hepatitis B.

» repeated infection with HIV.
o alcohol and drug use.

e stress.

e genetics (heredity factors).

e pregnancy.

e lack of rest and exercise.

e smokiny.

Treatments and Vaccine:
At present there is no known cure for AIDS and no vaccine.

Three categories of treatments are currently being
developed, tested and utilised:

1. Anti-infectives (used to treat the secondary infections
associated with AIDS).

2. Anti-virals (used to prevent further growth or
reproduction of HIV); the most widely known antiviral
used for HIV treatment is AZT.

3. Immune-modulators (used to simulate and restore the
immune system).
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Risk Reduction Guidelines:

Safe sex practices:

o Practice protected anal, vaginal or oral intercourse; use a
condom.

o Limit numbers of sexual partners. Remember that a
person can be infected with HIV and appear healthy.

Needle sharing:
e Do not share needles for any purpose.
e Do not shoot drugs.

e If needles are shared, clean the “works”™: flush twice with
bleach and with water.

Alcohol and drug use:

e Reduce consumption of alcohol and drugs: alcohol, speed,
cocaine can lower resistance to diseases and impair
Judgement and interfere with safe sex practices.

Personal health:

o Establish a healthy living pattern, eating and exercising
regularly, and get plenty of sleep.
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Myths and Facts

TRAINING ACTIVITY

This activity should precede a lecture on basic AIDS information or
can be used instead of a lecture.

Purpose: To identify myths and clarify factual information about
HIV and AIDS.

Objectives - Participants will be able to:

e List three common myths about AIDS.
Identify who is at risk for HIV.

e Describe the routes of transmission.

e List the possible outcomes of HIV infection.

How long does it take?
e Allow 50 to 60 minutes.

What do I need?
e Large paper.
e Pens, markers or coloured chalk.
] Tape.

How do I do it?

o Ask participants to brainstorm all of the things they
have heard about AIDS and HIV from colleagues,
family, children, etc., about how it is transmitted, who
gets the disease, what happens once you become infected
with HIV or have AIDS.

e Limit the brainstorming to facts or myths related to
basic AIDS information.

e Rule out the statemznts that are hased on attitudes and
beliefs (for example, that AIDS is God’s punishment).
Explain to trainees that there will be an opportunity to
discuss these beliefs later in the training.

o List everything participants contribute on the large
sheets of paper, numbering each item.

e Ifany key myths are not suggested by the audience,

prompt them by asking, “Has anyone heard that......?"
and add it to the list if anyone remembers hearing it.
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Your final list should contain key myths about AIDS; these
might include:

1. Only homosexuals and prostitutes can get AIDS.
2. You car “catch” AIDS by casual contact.

3. A positive result from an “AIDS test” means that a
person has AIDS.

4. A negative result from an “AIDS test” means that a
person cannot get AIDS in the future.

5. You can “catch” AIDS by donating blood.
6. You can “catch” AIDS from mosquitos.

o At the end of the brainstorming (maximum 10 minutes),
tape the sheets of paper to the wall so that all trainees
can see them.

¢ Divide the trainees into small groups of five or six. Ask
each group to choose a recorder. Starting with the first
item on the list, invite the group to decide whether each
statement is fact or myth.

o The recorder will note the group’s decision for each
statement.

e When an item is recorded as a myth the group should
then discuss and change the wording to make it into a
factual statement. Both this and the explanation of the
factual statement should be noted by the recorder.

o Call the small groups back into a large group after 20 to
30 minutes.

To continue with the activity either:

1. Read each statement and ask the recorders to indicate
by a show of hands whether their group considered it
fact or myth. If there is disagreement, ask those groups
who thought the statement a myth to share the factual
statement and explanation they have arrived at.

As trainer, your role is to limit the discussion so that the
misinformation is corrected and a true explanation is
delivered to the group. Do not let the discussion
continue too long.

or.
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2. Rotating through the small groups, ask them to give
their decision on each of the items in turn. If they identi-
fied a myth, ask them to share their factual statement
re-wording and the explanation. Ask for the other
groups’ decisions and if any disagree, facilitate a brief
discussion, then clarify and correct the misinformation.

I-25



Pre-Test
Questionnaire

TRAINING ACTIVITY

This activity includes conducting a pre-test questionnaire and can
take the place of the basic AIDS information presentation above, or be
used in combination with it.

Purpose: To provide the trainees with the opportunity to review
their own understanding of AIDS.

Objectives - Participants will be able to:

o Complete a pre-workshop questionnaire and assess their
knowledge about AIDS.

o Work with other trainees to arrive at correct answers for
the pre-workshop test, making use of their current AIDS
knowledge.

o Ask additional questions about AIDS/HIV.

How long does it take?
o Allow one hour.

How do I do it?

o Give participants a pre-workshop questionnaire and ask
them to complete it.

o Divide participants into small groups of five or six. Ask
each group to appoint a recorder and give the recorders a
blank questionnaire.

e Allow 20 to 25 minutes for the groups to go through the
test, one question at a time.

o The group’s task is to agree on the correct answer for
each question. The recorder will make a note of the
decision on the blank questionnaire.

o The participants should not alter their individual an-
swers once the group decision has been reached. The
recorder should make a note of the decisions which could
not be agreed upon, or were controversial.

o Call the small groups back into a large group. Starting
with the first question on the pre-workshop question-
naire, work through each question, inviting the
recorders to reveal their group’s answer and whether or
not agreement was easily arrived at.
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e Where there was controversy, ask the recorders to
discuss the disagreement. Discuss in more detail those
questions that caused difficulty for the participants.

e Answer any other questions about HIV infection and
AIDS that arose from the discussion.

In processing the activity, you willbe able to determine the
trainees’ understanding of different aspects of HIV infection
and AIDS and modify the training accordingly.

You will also be able to observe and discuss the way in

which individuals and groups operated when they experi-
enced difficulty arriving at a consensus.
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BASIC AIDS INFORMATION: PREVENTION EDUCATION

Introduction

The prevention of HIV infection is a community-wide, nationwide
and worldwide concern. Everyone must work together to stop the
spread of this disease.

As AIDS educators and counsellors we communicate messages
about AIDS prevention throngh the language we use (verbal and non-
verbal), through our behaviour, communication styles and teaching
methods. The messages we convey have a powerful impact on people’s
perception of AIDS prevention and their subsequent actions. The
following prevention messages are important to communicate when
counselling an individual or educating a group.

Who is at risk for HIV?

e Everyone is potentially at risk for HIV infection but the
activities of some people place them at greater risk.

e Itis what you do, not who you are, that puts ycu at risk
for HIV ard AIDS.

e AIDS is not a “gay disease,” “a white man’s disease,” or
“something prostitutes get.”

How is HIV transmitted?

o There are only a very few ways in which HIV can be
spread.

o HIV is transmitted by certain high risk activities
regardless of a person's sexual orientation, nationality,
race or gender.

¢ A person cannot become infected, or “catch™ AIDS merely
by being in the same room with, or touching someone
who has HIV infection or AIDS.

Can HIV transmission be prevented?
o Transmission of HIV could be stopped today if all

individuals took the precautions necessary to protect
themselves from becoming infected.

o It takes two to have unsafe sex, only one to prevent it.
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What does it mean to be infected with HIV?

e HIV infection is a lifelong infection.

o A person infected with HIV today will remain perma-
nently infected and will be capable of spreading HIV to
another person through high risk activities.

o AIDS “victim” is an inappropriate way to refer to a
person with HIV or AIDS. It can connote judgement and
convey a sense of powerlessness. Referring to a person
with AIDS as a person first, who happens to have a
particular disease, conveys a message of humanity, hope
and the challenge of living with a life-threatening
disease.

o People with HIV and AIDS often experience a profound
degree of stress, fear and stigmatisation. Support from
family, friends, colleagues and the community can
ameliorate these feelings.

Prevention messages should be designed as precise, clear and
unambiguous. For example, the instruction “Do not share bodily
fluids” may confuse people, leaving too much room for interpretation,
since it could be unclear what a bodily fluid is, or which particular
fluids are relevant. Moreover, the word “share” could be misleading.
You should specifically name each bodily fluid with a sufficiently high
concentration of HIV to transmit the virus and describe exactly how
a person could come into contact with it and risk infection.

Another example of a message which could be interpreted differ-
ently by individuals is “Reduce your number of sexual partners.” This
gives the impression that people become safe from HIV intection if
they reduce the number of their partners from ten to six, or from four
to two. In fact, since each contact involving unprotected intercourse
may spread HIV from one person to another, a more accurate message
would state, “Always use a condom whenever you have sex with
someone other than a long-tern partner in a monogamous relation-
ship of ten years or more.”
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Information to Present | Transmission:

Scientists know how HIV is transmitted. The conditions for
infection are:

o The disease-causing organism must find a way into the
body.

¢ The organism must find its way into the right part of the
body to cause disease.

o The organism must be present in a large enough dose to
cause disease.

The transmission modes for HIV are:

e Unprotected sexual activity with a person who is in-
fected with HIV.

¢ Blood through injection with a contaminated needle
(intravenous drugs, medication, tattoo, piercing) or a
transfusion with contaminated blood or blood products.

e Perinatal -- from a mother who is infected with HIV to
her infant during pregnancy and possibly, breast
feeding. An HIV-infected mother has a 30% to 50%
chance of giving birth to an infected infant.

HIV is not transmitted casually by:

e shaking hands.

e mosquitos.

o toilet seats.

e drinking from water fountains.
e sharing water glasses.

e sharing cigarettes.

e sneezing.

e coughing.
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HIV can be transmitted through contact with body fluids
that contain a sufficiently high concentration of the virus.
Those with the highest concentration are:

e blood.
e semen.
e vaginal and cervical secretions.

The body fluids with the next highest viral concentration,
although significantly lower than those mentioned above,
and capable of transmitting HIV are:

o feces.
e urine.

o breast milk.

HIV hasbeen detected in other body fluids, but in such low
concentrations that precautions are not necessary. These
include:

e saliva.
e sweat.

o tears.

Alcohol and Drug Use:

Reduce consumption of alcohol and drugs: alcohol, marijuana,
speed, coke and poppers can lower resistance to diseases, impair
judgement and interfere with safe sex practices.

Avoid injected drugs. Ifillicit drugs are taken, on no account share
needles for any purpose. If needles are shared, clean the “works™:
flush twice with bleach and water or sterilise in boiling water. This
applies for shared needles used for medicinal purposes or tattooing.
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Safe Sex:

Safe activities:

mutual masturbation.
dry kissing.

body massage.
body-to-body rubbing.

Possibly safe activities:

protected anal, vaginal and oral intercourse using a
condom.

Unsafe activities:

unprotected (without a condom) anal, vaginal and oral
intercourse.

With any high-risk sexual activity the risk increases with the
number of partners. A person may appear perfectly healthy and yet be
HIV-infected.

Efjective Condom Use:

DO:

Put the condom on the penis when it is fully erect.
Squeeze the air out of the condom tip once in place.
Use water-based lubrication.

Hold on to the base of the condom when withdrawing
penis from the partner.

Use a new condom for every act of intercourse.

DONT:

Unroll the condom before putting it on.

Use the same condom more than once.

Use oil-based lubricants.

Test condoms by inflating or stretching them.

Store condoms for a long time in a wallet, pocket or car.
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Barriers To
AIDS Prevention

TRAINING ACTIVITY

Purpose:  Toidentify common personal, institutional and societal
barriers to implementing effective AIDS prevention
and counselling campaigns.

Objectives - Participants will be able to:

e List barriers to AIDS prevention.
o List barriers to counselling.

What do I need?
¢ Large sheets of paper.

e Pens, markers or coloured chalk.
e Tape.

How long will it take?
o Allow 45 minutes.

How do I do it?
e Write on the large sheets of paper the headings:

BARRIERS TO AIDS PREVENTION
BARRIERS TO COUNSELLING

Tape the sheets at the front of the room where all
trainees can see them.

¢ Divide the large group up into small groups of five or six.
Invite the groups to choose a recorder.

e Explain that they will be brainstorming responses to the
concepts displayed and will be asked to report back to
the larger group.

Explain to the trainees that social barriers might include:

e Stigma.
o Illegal status of homosexuality.
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Institutional barriers might include:

¢ Inadequate staffing.
¢ Lack of infection control policies.
o Limited resources (counsellor or client).

o PBring the small groups back into a large group after 25
minutes. Ask each group in turn to report, through their
recorder, a sample of what they discussed. Ask that
each recorder add new barriers, not repeat previous con-
tributions. Write the responses on the large sheets of

paper.

Close the activity by summarising the barriers the participants
identified and draw connections between these barriers and the topics
which will be covered during the rest of the training, indicating that
strategies to address the barriers will be discussed as the training
progresses.
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Safer Sex Guidelines

TRAINING ACTIVITY

Purpose:  To give the trainees an opportunity to review safer sex
guidelines.

Objectives - Participants will be able to:

o List sexual behaviours that are safe.
o List sexual behaviours that are somewhat risky.
e List sexual behaviours that are unsafe.

As AIDS prevention counsellors, one of our primary tasks is to give
people information about safer sexual practices and help them change
their behaviour. This means that we must be familiar with the full
range of safe and unsafe sexual practices, even when certain practices
may be unfamiliar or distasteful to us personally. It is especialiy
important that we help people not only to minimise sexual behaviours
which are risky but help them to expand their definition and practices
toinclude safe behaviours which may be new or beyond cultural norms
-- for both client and counsellor.

How long does it take?
e Allow one hour.

What do I need?
e Large sheets of paper.

How do I do it?

o Write the headings: SAFE, SOMEWHAT RISKY,
UNSAFE on large sheets of paper and tape the three
sheets on the wall at the front of the room where all the
trainees can see them.

o Ask the group to brainstorm sexual practices in each
category, beginning with unsafe and ending with safe.

o If necessary, prompt the group so that a comprehensive
list is achieved.

e Focus attention on the safe category and encourage
creative responses which may be new to participants and
challenge cultural norms. Ensure that non-penetrative
sex is fully explored.
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Answering Difficult
Questicns

TRAINING ACTIVITY

Sometime before this activity, ask trainees to write down the ques-
tions they would fird difficult to answer, if asked by a client -- or any
questions of their own. As trainer you can select in advance the ones
which are most frequently expressed and are relevant to your training
programme. Write each question on a separate piece of paper.

Purpose:  To practice responding to difficult questions from
clients.

Objectives - Participants will be able to:

¢ Answer a difficult question about AIDS/HIV.
= Discuss various ways to respond to a particular question.

o Utilise the resources of co-workers in answering
questions and gathering information.

How long will it take?
e Allow one hour.

What do I need?
e Small cards or pieces of paper.

e Pens.
How do I do it?

e Divide the large group into small groups of five or six.

o Give each group 2 or 3 pieces of paper on which you have
written a question.

o Ask group members who have one of the questions to
write a possible response to it. Pass the paper to the
next person who will write a response. Repeat this until
each question has several responses written.

o Ask the group to discuss their responses, and then decide
upon the best response to the question, either by select-
ing one or combining several.

e Move on to the next question until al! are completed.

¢ Call the small groups back into a large group and ask
them to call out their answers to each of their questions
in turn. If there are areas of doubt or disagreement, as
trainer you declare the definitive answer and clarify
difficulties if necessary.
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In closing the activity, discuss the trainees’ approaches to
understanding the full meaning of the questions and problem-
solving in a group.

An alternative method of conducting the activity is:

¢ Divide the large group up into small groups of three.

o Give a card with a difficult question on it to each purson
and instruct them not to share it with other members of
the group.

o Ask each group to select one member to play the role of
client and one to play counsellor.

o Request that the client “role-play” a short case example
within which his or her difficult question is included.
Ask the counsellor to role-play his response.

o After five minutes of role-playing ask the groups to
discuss the counsellor’s response to the question and
suggest other ways to answer it. The recorder should
note the answer finally chosen.

o Repeat the procedure until all three questions have been
discussed.

e Call the small groups back into a large group. Ask the
recorders to recount their questions and answers and
discuss these with the ertire group.

If time restrictions mean that all the questions do not get dis-
cussed in depth, make sure that time is allocated later in the training
to return to thems. Whenever possible, each group's questions and
responses should be typed, copied and distributed to the entire group.
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THREE CONDITIONS FOR INFECTION

1. The disease causing organism must find a way into your
body.

2. The organism must {ind its way into the right part of
your body to cause disease.

3. The organism must be present in a large enough dose to
cause disease.
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DO’S AND DON'TS OF CONDOM USE

Do put on when penis is erect.

Do squeeze air out of tip.

Do use water-based lubricants.

Do hold onto the base of the condom when pulling out.

Do use a new condom every time

Don’t unroll condom before putting it on.
Don’t use the same condom more than once.
Don’t use petroleum-based lubricants.

Don'’t tes\ condoms by inflating or stretching them.
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UNIVERSAL INFECTION CONTROL PRECAUTIONS

10.

Health care professionals must take precautions with blood and
body fluids from gll patients to protect themselves from HIV (the
AIDS virus). Remember: any patient can be infected by HIV, even
though he or she may show no symptoms.

Wash hands before and after all patient or specimen
contact.

Handle the blood of all patients as potentially
infectious.

Wear gloves for potential contact with blood and body
fluids.

Place used syringes immediately in nearby imperme-
able container; DO NOT recap or manipulate needle in
any way.

Wear protective eyewear and mask if splatter with
blood or body fluids is possible (e.g., bronchoscopy, oral
surgery, etc).

Wear gowns when splash with blood or body fluids is
anticipated (e.g., labor and delivery).

Handle all linen soiled with blood and/or body
secretions as potentially infectious.

Process all laboratory specimens as potentially
infectious.

Wear mask for TB and other respiratory organisms
(HIV in not airborne).

Place resuscitation equipment where respiratory arrest
is predictable.
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MOST FREQUENTLY ASKED QUESTIONS

What is Acquired Immune Deficiency Syndirome or AIDS?

AIDS is the name of a medical condition that affects the immune system. “Acquired” indicates
thatit is not inherited or explained by ap underlying illness. “Immune Defciency” is the factor
common to all cases: The inability of the body to defend itself against infections. “Syndrome”
refers to the variety of diseases which can occur; these are sometimes referred to as opportun-
istic infections or opportuniatic cancers. They take advantage of this loss of natural iImmunity
against disease.

Are there any symptoms of AIDS?
The symptoms for AIDS are:

Diarrhea that Lasts 3 to 6 Months

¢ Significant Weight Loss °
Without Trying e Swollen Glands
Persistent Fevers e Chronic Fatigue
Losa of Appetite e Persistent Night Sweats
Purple Skin Lesions ¢ Dry Cough

Al] of these symptoms can be linked to many other illnesses.

What causes AIDS?
A virus known as HIV.

How is the virus transmitted?

There are two major ways of becoming infected with the virus; unprotected sex or sharing I.V.
needles. Casual contact, such as that in the office or school, does not spread the virus. The blood
supply in the Caribbean countries is now screened for the presence of HIV.

Who gets AIDS?

Anyone who practices risky behaviours can get AIDS. Risky behaviours include having
multiple sex partners, sharing needles or having sex with someone who has multiple sex
partners or shares needles.

What can be done to stop the spread of AIDS?

Most immediately, education in schools and the media to continue teaching people hovs best
to keep from getting AIDS: Having sex with one faithful partner is safest. Correct use of
condoms for sex significantly reduces chances of getting AIDS, but it does not guarantee
absolute protection from the virus. Drug users should never use a needle someone else has
used, unless it has been thoroughly cleaned with bleach or other disinfectant because the virus
is transmitted through blood.
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The first human testing of a vaccine has begun, but scientists predict it will be eight to ten
years, if then, before an AIDS vaccine may emerge as reliable and safe.

AZT, a drug that stops the AIDS virus from duplicating and spreading to new cells, is being
used by adult patients and some children. However, it is not a cure and can cause serious side
effects. Many other drugs are in development but are not yet approved as treatment. Most are
quite expensive and can be very difficult to obtain in some countries.

Are doctors afraid to treat AIDS patients?

In general, the answer is “no.” But since the epidemic began, more than a dozen U.S. health
care workers and laboratory technicians have been infected with the AIDS virus through
contact with infected blood. Most had accidentally stuck themselves with needles previously
used on infected patients. In a few cases, the infected blood got on the health care workers’
chapped or broken skin, or in their eyes or mouth. Because hundreds of thousands of health
care workers have cared for AIDS patients and other infected patients and only a handful have
become infected themselves, the risk of occupational infection is considered slight.

What about life insurance?

Unlike health insurance, most life insurance is sold as individual policies requiring a physical
examination and other tests in advance. Most life insurance companies now require a rest for
HIV antibodies and reject those testing positive as too great a financial rick.

What are some of the specific diseases affected AIDS patients.

Many have had one or both of two rare diseases: Kapoli’s Sarcoma (KS), a type of cancer, and
Pneumocystis Carnii Pneumonia (PCP), a parasitic infection of the lungs. in addition, severe
life-threatening bacterial, yeast or viral infections also can occur. In the Caribbean, people ill
with AIDS often suffer from severe diarrhea.

How is AIDS treated?

Since AIDS is the result of a series of conditions, specific infections can be treated. Treatments
do exigt for some of these condition, and people with AIDS should be encouraged to seek health
care.

Can children get AIDS?

Yes. HIV can be transmitted if the mother has AIDS or is antibody positive. The disease is
passed from mother to child shortly before birth or during the birth process. There is a one-in-
two chance of giving birth to a seropositive child if the motherhas AIDS or is herself antibody
positive. Also, it is possible for infants to get the virus from breast milk,
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How can I tell if I have AIDS?

The best person to answer questions about your personal health is your health care provider.
We can refer you to someone whois well informed about AIDS. REMEMBER, A DIAGNOSIS
OF AIDS CANNOT BE MADE OVER THE TELEPHONE!

Can I get AIDS from mosquito bites?

You can’t get AIDS from mosquitos. There has never been a case of someone getting HIV, the
AIDS virus, from mosquitos. While mosquitos can transmit other diseases, such as malaria,
they cannot transmit HIV.

Can I get AIDS from wet kissing?

Thereis nochance HIV will be iransmitted through dry, “social” kissing. Saliva provides a poor
medium for HIV, and no study has ever found that saliva can traasmit HIV from one person
w0 another by wet kissing.

Can I get AIDS from oral sex?

HIV is transmitted through a man’s semen, a woman'’s vaginal fluid, and blood. Oral sex
presents little risk of transmission unless the one “going down” on the male or female partner
has cuts or sores in the mouth into which the virus can enter.

Properly using a latex condom to cover the penis, or a dam over the vagina (a square of plastic
wrap will serve the purpose), will prevent any possibility of semen, vaginal fluid or blood from
entering the mouth during oral sex.

Should I stop having sex if I test positive or if I have AIDS?

Sex is an important part of human life and relationships. While some people will choose not
have sex after they find out they are infected with HIV or have AIDS, others will still want to
express themselves sexually. Both approaches are possible and the choice is up to the
individual and his or her partner(s).

Like everyone else who has sex, people who test positive for HIV antibodies -- who are infect
with HIV -- or who have AIDS -- should practice the same kind of “safer” sex as those who are
uninfected. Using a condom during vaginal or anal intercourse, and a condom to cover the
penisor adam tocover the vagina duringoral sex is highly effective in preventing transmission
of the virus.

Practicing safer sex reduces the risk of transmission and allows people with HIV disease and
their partners to continue to enjoy sexual relations.
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Should a woman who is infected with the HIV delay or end a pregnancy?

There is etrong evidence that pregnant women who are infected with HIV will transmit the
virus to their unborn child. There is also some evidence that HIV can puss to a nursing baby
through an infected mother’s breast milk.

A woman consiJering pregnancy should assess her own risk for infection based on her sexual
and drug-using behaviour. If she believes she has been at risk for HIV infection, she should be
tested for HIV antibodies to determine whether or not she is infected.

Because she risks transmitting the virus to her child, a woman who tests positive ususglly is
advised not to bucome pregnant. A pregnant woman who learns she is infected with HIV may
or may not choose to terminate her pregnancy, depending on her personal values and her
willingness to care for un infected child who mey develop AIDS.

Where did AIDS come from?
Scientists do not know for sure where AIDS came from. We may never know the origin of AIDS,
but we do krow that today it is present in almost every country in the world.

We also know that no one ceuntry or group of people is to blame for AIDS. Like other viruses
and diseases, AIDS is a product of nature and not something man-made. We car fight the virus
without fighting against those who may have the virus.

How long can HIV live outside the body?

The AIDS virus is very fragile and cannot live long outside the body. Because it is fragile, HIV
can easily be killed by washing an exposed area with soap and water. It alse can be killed with
one part bleach to ten parts water.

HIV can be transmitted from one person to another onlv by specific acts -- practicing
unprotected sexual intercourse, sharing IV needles and syringes, iransferring the virus from
an infected mother to her unborn fetus or through breastfeeding.

Properly using a latex condom during vaginal or anal intercourse to cover the penis and &
condom to cover the penis or a dam to cover the vagina during oral sex, will effectively prevent.

sexual transmission of HIV.

HIV is killed in needles and syringes by flushing them with one part hou.ehold bleach to ten
parts water.
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Women who are considering pregnancy should assess their risk for HIV infection based on
tkeir sexual and drug-using behaviour. If they believe they have been at risk they should be
tested for HIV antibodies. If they are positive, they may want to delay pregnancy until more
is known about HIV transmisr.ion from mother to fetus.

HIVis not transmitted casually -- by hugs, social “dry” kissing, sharing plates, glasses, eating
utensils, telephones or showers.
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Introduction

Information to Present

BEHAVIOUR CHANGE

Preventing the spread of HIV requires that all people at risk for
HIV infection and those already infected make sustained changes in
their sexual and substance use behaviour. Health care professionals
who have worked in the areas of sexually transmitted diseases, family
planning, substance abuse treatment and other areas know that
making changes in these arenas can be a long and difficult task.

We know that information alone has not been enough to motivate
people to change health behaviours, and fear has not been the key
factor in helping people to sustain long-term change.

People are more likely to achieve behaviour change when they feel
hopeful and empowered, able to make the change.

Thechallenge to AIDS educators is to help individuals to make and
sustain behaviour changes. It is therefore a prerequisite that they
understand what motivates behaviour change and appreciatz the
difficulties of sustaining it in the long term.

What factors influence and shape people’s health and
lifestyle?

The interrelated factors which affect people’s health and
lifestyle include:

o Knowledge: information, facts, awareness,
comprehension.

o Attitudes: vali.cs, beliefs, feelings, judgement.
o Behaviours: practices.

o Environment: family, peers, cultural values, beliefs
and norms and social institutions such as schools,
religious, service organisations.

Any one or combination of these elements may be an obstacle to
behaviour change or serve as a vehicle to promote behaviour change.

Information alone i3 rarely ci:ough to motivate or enable people to
make or sustain behaviour change because it docs not take into
account these complex interacting factors which influence people’s
health behaviours and lifestyles.
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What maotivates people to change risky health behaviours and
sustain these changes?

¢ People must first recegnise that the problem or
disease is a personal threat to them and that the
consequences of their risky behaviours are serious. The
negative outcome of these risky behaviours needs to be
perceived by the individual as real and likely to occur.

o People must believe that they have the capacity to
respond to the threat and the ability to make the
necessary behavioural changes.

o People must be motivated to make behaviour changes
and believe that the changes they make will have a
positive impact.

¢ People are more likely to succeed in changing their
behaviour if it is done incrementally, rather than all at
once, and if alternative behaviours are offered as options
to replace the behaviour being eliminated.

« People need support to change behaviours. Obstacles
in the social environment must be minimised.

Many people will not be completely successful in sustaining new
behaviour patterns. Support for sustaining new behaviours, even
when there are periodic slips, requires continued commitment.

How does this knowledge about health promotion and
behaviour change apply to AIDS?

There are step-by-step changes in an individual’s belief
system that must take place if he or she is to adopt and sustain
new behaviours. These changes are:

o Perceived risk: AIDS is a threat to me.
o Response efficacy: AIDS is avoidable.

¢ Personal efficacy: I have the skills, knowledge and
ability to make the changes needed to reduce my risk.

e Satisfaction: I can make these changes and still be
satisfied.

o Peer support: My community of peers supports these
new behaviours.
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Wkat are the key elements for AIDS prevention and behaviour
change intervention?

AIDS prevention interventions must be multifaceted and address
the various components which influence an individual’s health and
lifestyle: knowledge, attitudes, behaviours, environment.

Before a programme of interventions for AIDS prevention is
developed the characteristics of the target audience should be studied
and aspects which might pose obstacles to AINS prevention efforts be
clearly identified.

Key elements to successful behaviour change programmes
may include:

¢ Community-based programmes with leadership being
provided from within the targeted community.

e Advertising and marketing techniques used to select and
distribute appropriate messages.

e Programmes designed to bsth inform and motivate the
target audience.

e Empbhasis on facilitating sccial and cultural change,
acknowledging that high risk behaviours have an
important social dimension, and that changing group
norms will have an impact on individual behaviour.

o A programme that does not rely solely upon print-based
or broadcast media alone.

o The use of individual health education and counselling
and small group interactions.

e Broad-based grass roots participation. Providing
opportunities for involvement is important in supporting
the individual's committment to halting the spread of
the disease.

e The documentation of high-risk behaviour and
behavioural change at baseline (start of the programme).

Several national and district AIDS prevention programmes in the
Caribbean already employ one or more of these key elements. The
challenge remains to do the planning necessary -- and obtain support
and funding -- to include as many of these elements as possible.
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Risky Business

TRAINING ACTIVITY

Purpose: Togive trainees an opportunity to better understand the
process and difficulties with behaviour change.

Objectives - Participants will be alie to:

» Assess motivating factors for changing health behaviour.
o Identify obstacles in making these changes.
Identify the skills needed to make behavioural changes.

e Discuss socio-cultural and environmental factors which
influence behaviour change.

How long does it take?
e Allow 40 minutes.

What do I need?
o Pens,

e Paper.

How do I do it?

Ask participants to do the following, writing their answers
on a sheet of paper:

o Think of a health behaviour that you have been able to
change with some degree of success (for example, giving
up smoking, reducing stress, changing diet).

o List the BARRIERS or OBSTACLES that initially
hindered you in making the change.

o List the factors that motivated you and helped you start
making the change and overcome the obstacles.

o List the factors or influences that have helped you to
maintain the change.

o Ask trainees to choose a partner and discuss their
responses.

e Summarise the group’s findings by brainstorming lists of
barriers/obstacles, motivators and ma*ntainers. Discuss
each category as it relates to AIDS prevention.
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In processing this activity trainees will become aware of
the patterns and trends influencing behaviour change and
how these could relate to AIDS prevention counselling. Points
for consideration include:

¢ Information alone is not enough to make health-related
behavioural changes.

o People need skills to make behavioural changes.

¢ Environmental factors play a key role in promoting or
hindering behavioural change.

o The personal impact: physical, emotional and/or social,
of a particular behaviour change affects the ability to
make and sustain new behaviour patterns.
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HEALTH BELIEF MODELS

Premise: Preventing the spread of AIDS requires that individuals
infected and those at risk of becoming infected must alter
behaviours which are known to transmit the infection.

Premise: Adopting these beliefs requires step-by-step changes in
an individual’s belief system.

1. Perceived Risk....AIDS is a threat to me.
2. Response Efficacy....AIDS is avoidable.

3. Personal Efficacy....] have the skills, knowledge and
ability to make the changes needed to reduce my risk.

4. Satisfaction....] can make these changes and stil}
achieve satisfaction.

5. Peer Support... My community of peers supports these
new behaviours.
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Introduction

Information to Present

SUBSTANCE ABUSE

It is ciear that substance abuse plays a key role in most countries
in the spread of HIV, although the degree to which it has been directly
linked varies widely from country to country.

The risk of transmitting HIV through the sharing of needles and
o her equipment is extremely high, as is sexual transmission linked to
partners of intravenous drug users. Increased sexual activity and/or
multiple sexual partners is common in association with some drug
use. This, as well as the frequent exchange of sexual favors for drugs,
or money to buy drugs, all adds to the risk for substance users and
their partners.

Prevention efforts must target not only people who use intrave-
nous drugs, and their sexual partners, but people who abuse other
substances, includiug alcohol. The use of substances for any individ-
ual, whether or not considered by themselves to be problematic, must
be reviewed in the context of HIV prevention.

The incidence of intravenous drug use is relatively lower in most
Caribbean countries in comparison to the problem in the U.S. and
Europe. However, the use of cocaine and crack is increasing through-
out the region, often leading to problems with prostitution, crime, and
-- most likely -- the transmission of HIV and other STDs.

Epidemiology of Substance Use in the Caribbean:

o Consult with specialists in the Ministry of Health or
contact the Caribbean Epidemiology Center (CAREC) for
information.

AIDS and Substance Use:

o Direct transmission: sharing of hypodermic needles,
syringes and other equipment.

o Sexual trarsmission: intravenous drug users can
transmit HIV to sexual partners.

o Perinatal transmission: women who are intravenous
drug users or sexual partners of intravenous drug users
and are infected with HIV can transmit the virus to the
child.
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o Suppression of the immune system: drug and alcohol
use compromise the immune system and increase a
person’s susceptibility to HIV infection. They may also
increase the speed of disease progression once a person is
infected with HIV.

o Impaired judgement: use of alcohol and drugs reduces
some peogle’s inhibitions and decreases the likelihood of
& person's practicing safer sex and/or using condoms
effectively.

Definition of Substance Abuse:

Substance use becomes problematic when it interferes
with a person’s physicai, psychological or social functioning.
This might inciude:

e Medical problems directly related to substance use.
o Relationship and family problems.

e Deprassion.

o Inability to hold a job.

o Legal problems.

In general, the use of some substancesis sanctioned in all cultures.
The standards by whica these substances are judged to be problem-
atic usually differ from those used to assess substances which do not
receive cultural sanctioning.

Common Myths and Prejudices About Substance Use:

¢ Substance users are immoral or bad people.
o Substance users cannot change their behaviour.

o There is no point in treating substance abuse for a
person with AIDS.

HIV Risk Reduction:

Needle Sharing:
¢ Avoid injected drugs.

o If drugs are injected, do not share needles for any
purpose.
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e If needles are shared, clean the “works™ flush ‘wice
with bleach and twice with water or sterilise in boiling
water. This applies for sharing needles for tattooing or
medicinal purposes as well,

Alcohol and Drug Use:

o Alcohol, marijuana, speed, coke and poppers can lower
resistance to diseases.

e Diug and alcohol use can weaken one’s judgement and
interfere with safer sex practices.
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TRAINING ACTIVITY

Substance Abuse: | Purpose: Tobetter understand and discuss personal and cultural
How do | feel? beliefs and attitudes about substance abuse.

jeve?
What do | believe? Objectives - Trainees will be able to:

e List commonly-held beliefs about people who abuse
substances.

e Identify personal feelings and beliefs about substance
use.

How long does it take?
e Allow 40 minutes.

What do I need?
e Large sheets of paper.

o Pens, markers or coloured chalk.
How do I do it?

o Divide the large group into small groups of six. On three
large sheets of paper write the following headings:

ALCOHOL
INTRAVENOUS DRUGS
NON-INTRAVENOUS DRUGS

o Ask the groups to brainstorm all the words they can
think of which describe, peonle who use or abuse alcohol,
intravenous drugs or other drugs. The list should include
common names or slang terms, beliefs and attitudes.
Within each drug category, ask trainees to discuss
specific drugs separately.

¢ After 15 minutes, ask the groups to move on to the
following questions:

What does the list suggest about cuitural responses
to:

1. alcohol usc and abuse?

2. intravenous drugs ond abuse?

3. non-intravenous drugs and abuse?

What are your personal responses to the above?
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In processing the responses trainees should be asked to consider
how cultural attitudes and values toward substance use might affect
AIDS prevention efforts and how their own personal views might
affect their work as a prevention counsellor.
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CULTURAL AND PSYCHGCSOCIAL ISSUES: FAMILY LIFE

Introduction

Information to Present

AIDS prevention strategies must be considered within the context
of family life. Family structure, sex ~ole expectations, economic reali-
ties, ciitural norms, religion and other factors all influence the state
of family life i a given culture.

Initially AIDS prevention efforts target high-risk behaviours and
behaviour change. However, since sexual behaviour change takes
place within the context of family life, it is also important to focus
prevention efforts oa those long-term changes in culturel values
which will be needed to support long-term .exual behaviour changes.
In this way, prevention efforts can target deeply rooted patterns with
the goal of strengthening the abilities of young people to maintain
stable, intimate relationships und provide ongoing support for
sustaining st~ng community and family commitments.

Family life issues differ from culture to culture. Trainers will need
toorient their presentations to the specific culture. In the Caribbean,
as elsewhere, there is great concern about the threats to maintaining
stable family relationships. A full discussion of the issue may need to
address the varieties of unions, the role of women in the family and
society, and the problems with incest and child abuse.

Family Unit:

e Typical structure(s).

¢ Role of women.

e Role of men.

e Economics.

¢ Role and function of sex.

Gender Differences:

o Status of inen and women.
¢ Role expectations of men and women.
o Diiferences in subcultures -- race and class.
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Cultural Attitudes and Values Abou’ Family Life Whick Have
an Impact on AIDS Frevention:

o Views on: relationships, family, children, love, datir,;,
sex, sexuality, marrisr., heterosexuality, homosex-
uality, bisexuality, sex roles, teenage sexuelity, and
teenage pregnancy.

e Origin of values and attitudes.

e Ethnic, religious, class differences withip a given
culture.

e Institutions and other facters which intluence and
support specific values and attitudes: media, religion,
schools, music, arts.
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Famiily Circle

TRAINING ACTIVITY

Purpose: To discuss personal and cultural values and attitudes
relating to family life.

Objectives - Participante will be able to:

e Describe their family grouping.
¢ Identify sex role expectations in the family.
¢ Identify family values and attitudes.

« Describe how their family life reflects and/or differs from
cultural values and attitudes.

How long does it take?
e Aliow 35 ainutes.

What do I nead?
e Large paper.
e Pens, markers or coloured chalk.
e Tape.

How do I do it?

¢ Give each participant a piece of large paper and a
marker or coloured chalk. Ask them to draw a represen-
tation of their family, including each member and depict-
ing how each relates to the participant. This could be a
family tree, or a simple picture.

o Ask the participants to write the answers to the
following questions:

1. How would you describe the structure of your
family?

2. What are the expected roles of the men and women
in your family?

3. What values do your family structure and role
expectations reflect?

4. How does your family life reflect and /or differ from
cultural values and attitudes?
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o After 15 minutes, ask the participants to tape their
papers to the wall where other trainees can see them.

¢ Invite one or two volunteers to use their representation
to describe their family structure, values and role
expectations.

In processing the activity, ask for a show of hands which will
establish how many trainees felt that their family life reflected
cultural norms and how many felt that it differed from them. Ask

them to consider the implications for AIDS prevention in respect to
their findings.
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Intreduction

SEX AND SEXUALITY

Most health care professionals and educators have had very little
experience discussing sex and sexuality within the context of their
professional roles. In fact, most people experience discomfort when
openly discussing sex and sexuality within intimate and personal
relationships.

AIDS prevention efforts require us to discuss explicit sexual
information with individuals and groups in a relevant and non-
judgemental manner. In order to succeed in our ALDS prevention
counselling efforts we, as educators, must first become aware of our
personal attitudes and experiences related to sex and sexuality.
Without this self-awareness AIDS prevention efforts will be less than
fully effective.

Our values, attitudes and beliefs about sex and sexuality are
informed by a variety of environmental factors such as culture,
religion, economics the media, family and peers, and sub-culture
values and attitudes. Exploration of sexual attitudes and norms must
always be undertaken within a given socio-cultural context and with
sensitivity to the audience.

Inevitably, in order to help people become more comfortable deal-
ing with sexual behaviours in a non-judgenental manner, you will
challenge cultural norms by initiating direct and open discussions
about sexuality and exploring issues which are frequently taboo. You
can facilitate the learning process by acknowledging that people do
feel uncomfortable discussing sexuality, revealing your awareness of
cultural norms and hiases, and reassuring the audience that
differences in values and beliefs within the group will be respected.

Your decision about how to approach this section of the training will
be based on cultural norms and the extent to which participants will
engage willingly in activities which involve self-disclosure in varying
degrees. The training activities are designed for adaptation to the
specific audience.
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Information to Present

Definitions Reluted to Sex and Sexuality:

o Gender: the biological sex of a person, male or female.

o Sex roles: the proscribed set of behaviours attributed to
males and females and considered appropriate and
acceptable, based on socio-cultural norms, values and
beliefs.

¢ Sexual orientation: the gender towards which a
person is sexually/affectionally attracted.

e Sexaality: the various cultural and individual
components which influence the sexual expression of the
individual including gender, sex roles, sexual orienta-
tion, and other factors such as body image, self-esteem,
self-concept.

¢ Sexual behaviour: the range of an individuals’s sexual
practices.

¢ Sexual response: the physiology of the sexual response
cycle for men and women.

Socio-Cultural Influences:

These factors mold and influence group and individual
beliefs and values about sex, sexuality and sexual practices:

e culture: norms and taboos.
o religion.

o family.

e economics.

e peers.

e media.
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Sexual Orientation:

Although sexual orientation is generally defined by the gender
toward which a person is sexually attracted, sexual orientation can be
determined by other factors, depending on cultural norms. For ex-
ample, in some cultures sexual orientation may be identified by the
role a person plays in a particular sexual act (active versus passive);
this becomes associated with sex role and gender role expectations as
assigaed to men or women.

The range of sexual orientations include:

¢ homosexual: people attracted to others of the same
gender.

¢ bisexual: people attracted to others of both genders.

o heterosexual: people attracted to others of the opposite
gender.

Every culture maintains norms regarding sexual orientation and
same-sex sexual behaviour which vary widely across cultures.

For some people, sexual orientation defines or affects an individ-
ual’s social and group ties, social status, and individual and group
identity. For others, same-sex sexual practices do not reflect a particu-
lar sexual orientation or define social and group ties or identity.

Homophobia is a term used to describe hostile and negative
reactions towards homosexuals; these are founded on myths,
stereotypes or irrational fears. Homophobia can be demonstrated by
overt violenc?, diminished social and legal status, ostracism or benign
neglect.

The Impact of AIDS on Sexuality:

AIDS can stir up negative sentiment which may be culturally-
and/or individually-based.

AIDS can bring people’s private sexual lives into view for public
scrutiny.
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AIDS can worsen internal conflicts a person may have in regard to
his or her sexual practices, sexual conduct or sexual orientation.

By offering a bread range of behaviours which are safe but may lie
outside the norm, AIDS prevention efforts can challenge cultural and
personal views of what are considered to be “normal” sexual practices.
These might include sensual activities, non-penetrative practices,
fantasy, etc.
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Talking About Sex

TRAINING ACTIVITY

Purpose:  To become more comfortable discussing sexual issues
during prevention counselling sessions.

Objectives: The trainees will compile a comprehensive list ¢ ~nrds
which describe the human body and a varie: 1al
activities. They will examine how this language reflects
cultural values and norms related to sexuality and
sexual behaviour.

Participants will be able to:

e List several ways to describe a variety of sexual
behaviours.

¢ Identify personal reactions to the language being used.

e Discuss the ways in which this language reflects cultural
values and norms in regard to sexuality and sexual
behaviour.

How long does it take?
e Allow 40 minutes.

What do I need?
o Large sheets of paper.

o Pens, markers or coloured chalk.
o Tape.

How do I do it?

o Divide the large group up into small groups of five or six.

o On the large sheets of paper write the following
headings:

VAGINAL INTERCOURSE

ANAL INTERCOURSE

FELLATIO (ORAL SEX ON A MALE)
CUNNILINGUS (ORAL SEX ON A FEMALE)
MASTURBATION

PENIS

VAGINA
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o Repeat the headings until there are enough to give each
group a selection of two.

o Ask the group to elect a recorder. Hand the two sheets of
paper to each group and ask them to brainstorm all the
terms they have ever heard referring to the particular
sexual behaviour described by the heading. The recorder
should list the terms as they are suggested.

o After ten minutes, ask the recorders to tape the lists to
the wall where all the trainees can see them and then to
read out the lists in turn. Any further terms contributed
by the other trainees should be added to the lists.

In processing the activity trainees should be asked:

o How they felt using these words to describe sexual
behaviours.

o Whether there were words they had never heard before.

o In what ways the language used reflects cultural, racial
and class values, attitudes and biases.

o Which words they found negative and derogatory and
what this reveals about attitudes towards the group of
people they refer to.

e Toimagine how they might feel helping a client assess
their AIDS risk and using their language to describe
particular sexual behaviours.

NOTE: You as a trainer might feel a little awkward or
embarrassed to introduce this activity. Be assured
that this training activity has been used among
Caribbean health care workers on a number of
occasions and has been well-received.
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TRAINING ACTIVITY

Where do You Stand? | Purpose: To give the participanis an opportunity to clarify and

(A Values examine their own values related to sex, sexuality and
Clarification AIDS.
Exercise) Objectives - Participants will be able to:

o Identify values and biases related to sex and sexuality.
o Share beliefs and values with group members.

o Recognise similarities and differences among group
members.

How long does it take?
e Allow 40 minutes

What do I need?
e Large sheets of paper or card.

e Pen, marker or coloured chalk.
How do I do it?

o On four large sheets of paper, write the following
headings:

AGREE

PARTLY AGREE
PARTLY DISAGREE
DISAGREE

o Tape one of the papers in each of the four corners of the
room.

o Explain to trainees that you will be reading out a series
of statements about sex, sexuality and AIDS prevention.
As each statement is read, ask the participants to decide
which heading corresponds to their response. They
should move to that corner. Designate the middle of the
room for those who are undecided, but encourage people
not to use this option.
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o Emphasise that the purpose of this activity is not to
debate each statement, but rather to give participants
an opportunity to identify their own values and atti-
tudes, and see the similarities and differences ainong the
group memoers. You wili be moving on to the next
statement as soon as they have assembled in the corners
in response to the previous one.

Read out lcud some or all of the following statements one
at a time, allowing time for the trainees to move to the area of
their choice:

o A child should be taught about sex primarily by parents.

o Parents should not allow their daughters as much sexual
freedom as their sons.

e I would hesitate to marry someone with whom I had not
had sexual intercourse.

o Eagy availability of sex education and birth control tends
to encourage sexual activity, especially among young
people.

e Men are more likely to enjoy sex without love than are
women.

o Itis more important for the man to be sexually
experienced at the time of marriage or union than for
the woman.

o Parents should wait until their children ask questions
about AIDS before discussing it with them.

o The average woman wants sexual activity less fre-
quently than the average man.

o It is acceptable for men to have sex with other men.

o People who are HIV positive should not be sexually
active.

o Anal sex is a normal sexual activity among
heterosexuals.

e Itis acceptable for a man not to disclose his sexual
activities outside the relationship to his female partner.

e Itis acceptable for a woman not to disclose her sexual
activities outside the relationship to her male partner.
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¢ HIV-positive women should not have children.
e It is more important for the mau to be sexually satisfied
than for the woman. '

o Ifeel comfortable asking a client if they engage in anal
intercourse.

When there appear to be clearly divergent views on a statement,
add an additional exercise. Ask each trainee to find a partner in their
corner and explain t+ them in one minute why he or she responded in
the way he o: she did. Next, ask every trainee to find another partner
from a different corner of the room and repeat the exercise. When this
additional activity is completed, move on to the next statement.

Ask everyone to return to their seats.

In processing the activity, emphasise that it is designed to
identify personal choices, not to provide a forum for debating
them. Ask he trainees t.. consider the following questions:

o Did any of your responses surprise you?

o Was it more difficult to decide your response to the state-
ment or share it with others?

o What shapes our values and attitudes towards sexuality?
o How did you feel as you responded to the statements?

o Which statements did you feel most uncomfortable
responding to?

o How might your values and attitudes affect your work as
an AIDS prevention counsellor?
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PSYCHOSOCIAL ISSUES FOR PEOPLE WITH AIDS,
HIV INFECTION AND THEIR FAMILIES

Introduction

Information to Present

People with AIDS and their families face a complex set of psycho-
social issues as they confront the impact of a disgznosis on their lives.
They share with others who know their lives are threatencd by
incurable disease many of the psychological responses to, and the
coping mechanisms for dealing with, tiie disease. However, the socio-
cultural aspects of the AIDS epidemic and the fact that HIV is
transmissible complicate the adaptation process of living with this
life-threatening illness.

The fact that HIV affects disenfranchised populations and evokes
strong cultural taboos about homosexuality, sex, death and drugs
accounts for the degree nstigma attached to the illness. The complex-
ity of the psychosocial responses to the diagnosis is increased by the
young age of most people with AIDS.

AIDS prevention counsellors and educators must have a keen
awareness of the psychosocial experiences of pzople with AIDS and
their families. It is through this understanding that AIDS prevention
counsellors and educators will be more effective in their efforts to
support people with HIV or AIDS and their families while promoting
the adoption of low risk behaviours.

How do people with HIV and AIDS edapt psychologicaily to
their diagnosis?

People with HIV infection or AIDS typically experience a range of
emotional responses and grief reactions which would be associated
with adapting to any diagnosis of a life-threatening illness.

The ability of a person with HIV infection or AIDS to cope
with the diagnosis is largely determined by his or her level of
functioning prior to diagnosis including:

e access to resources.
e coping skills.

e personality style.

e family history.

o substance use.

o self-esteem.

¢ social support.
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Adapting to a diagnosis of HIV infection or AIDS involves adapt-
ing to a series of physiological and paychological crises. Inevitably, the
first crisisis that of the diagnosis. Once the individual hasadapted
to this, new crises emerge at different stages of the illness.
These might include:

e rejection by a family member or a friend.

o losing financial security.

o onset of new symptoms or infections.

e becoming bed-bound and physically dependent on others.

This crisis-adaptation process continues throughout the course of
the illness.

How does AIDS complicate this adaptation process?

The socio-cultural and medical factors unique to the AIDS
epidemic pose an additional burden for people with HIV
infection and AIDS, making adaptation more difficult. These
include:

Stigma, which manifests itself by:

e rejection by family.

e rejection by community and peers.

o loss of employment.

o loss of housiny.

o loss of insurance.

e discrimination.

¢ withdrawal of social support system.

Fear others have of “catching” AIDS, which manifests
itself by:

o withdrawal from and/or rejection of the person with HIV
infection or AIDS.

e irrational fears creating discriminatory or violent
situations.
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Discomfort others feel with the taboo issues raised by
the epidemic which include:

® Sex.
e homosexuality.
e death.
° drugs.

The necessity for, and difficulty of, adapting low risk
behavicurs at a time of physical and psychological crisis.

What are typical emotional and psychological reactions
experienced by people with HIV infection or AIDS?

Strong emotional reactions to living with a life-
threatening illness are appropriate and expected. These can
include:

e anger.
o helplessness.

e guilt.

e sadness.

e hopelessness.

e suicidal thoughts.
o fear.

Individuals typically experience depression and/or anxiety at
different points throughout the illness. Depression and anxiety can
also be caused by medical conditions associated with AIDS, by medi-
cations or by neurologic manifestations of the disease. Ifand when the
depression or anxiety becomes severe and incapacitating, and/or
when the cause is unclear, appropriate interventions should be made.

People with HIV infection and AIDS experience ongoing grief
related both to eaticipated losses, such as death, and current losses,
for example, inability to work. Frequently, the individual may have
just begun to accept one loss when another one occurs.
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These psychosocial issues affect an individual’s abilities to make
and sustain behavioural changes. Support and assistance in develop-
ing coping skills to adapt to a diagnosis and the necessary behavioural
changes increases the likelihood of people with HIV infection and AIDS
being able to sustain new behaviour patterns. Exposure to stigma and
rejection will make adopting new behaviour patterns even more diffi-
cult for those with poor psychological coping.
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Panel Discussion:
People with

HIV Infection,
AIDS and

Their Families

TRAINING ACTIVITY

Purpose: To meet people with HIV infection and AIDS and their
families; to dispel myths and stereotypes about pecple
with the disease; to increase their comfort level in inter-
acting with HIV-infected people, and people with AIDS.

Objectives - Participants will be able to:

o Identify three psychosocial concerns for people with HIV
infection and AIDS.

o Discuss one myth or stereotype that has been challenged
or changed.

NOTE: If a panel is not available, you may be able to
substitute a vidzo presentation that features people
with AIDS/HIV infection talking about their lives.

How long does it take?
e Allow one and one-h4lf hours.

How do I do it?

o Have the trainees assemble into a large group and seat
the panelists facing them. Introduce each panelist briefly
by name, diagnosis, date of diagnosis and anything else
they may wish to have said of them, for example:

1. Profession.
2. Work status.
3. Family status.

o Ask each panelist to speak about their physical and
emotional experiences since being diagnosed, what their
lives (work, social and family life) were like before AIDS
and how that has changed. Allocate 5 to 15 minutes
each, depending on the number of panelists and their
comfort level at speaking in public.

o After the panelists have finished, ask for questions to
them from the audience. Tell the panelists the . they do
not have to answer any question they find uncomfortable
or too personal.

II1-74



Alternative Training
Activity

o If the trainees show reluctance in asking questions of a

private and personal nature, ask some questions your-
self that seem personal yet are key in sensitising the
audience to the true experience of people with HIV
infection and AIDS.

After the panel session is completed and the panelists

have been thanked and left the workshop, leave ample
time for participants to express their feelings and reac-
tions, either in several small groups or the large group.

In processing the activity the trainees should be asked to
consider the following questions:

What did you learn about people with HIV infection and
AIDS after listening to the panel?

Did you learn anything new about yourself? If so, what?

What key psychosocial concerns for people with HIV
infection and AIDS were identified by the panel mem-
bers?

Did the panel discussion encourage you to reconsider any
myths or stereotypes? If so, which ones?

Do you feel better prepared by the panel to work as an
AIDS prevention counsellor? If so, in what way?

NOTE: Remind the trainees that they should not discuss

or reveal the ideniities of the panel members once
they leave the workshop.

When panelists for this activity cannot be located, an alternative
which can be offered is a showing of videos depicting tte lives of one
or more people with HIV infection or AIDS. Conduct the process
question session in the same way as above.
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Introduction

Information to
Present

RELIGION AND SPIRITUALITY

Religion and spirituality can provide enormous help and solace to
a person with AIDS, and his or her family, in coping with the life-
threatening illness and during times of grief.

Religion also influences people’s values and attitudes about family,
sex roles, sexuality and sexual orientation. As such, organised reli-
gion, the clergy and congregations of all churches can contribute in a
powerful and widespread way to the AIDS prevention effort.

1. Religious organisations and activities in the Caribbean.

2. Culturai feelings about religion and spirituality in
region.

3. The role of religion and spirituality in helping individu-
als through difficult times.

4. The role of the churches and congregations in responding
to AIDS:

e Religious doctrine.
] Clergy.
e Church members.
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Religion and
Spirituality
in My Life

TRAINING ACTIVITY

Purpose: To consider the personal meaning and significance of
religion and spirituality.

Objectives - Participants will be able to:

e Determine a personal definition of religion and
spirituality.

o Explain the significance of religion and spirituality in
their lives,

o Discuss the ways that religion and spirituality might be
helpful and/or difficult for people with AIDS anA their
families.

How long does it take?
e Allow 30 minutes.

What do I need?
e Large and small sheets of paper.

e Pens, markers or coloured chalk.
How do I do it?

o Write one of the incomplete sentences on each of six
sheets of paper:

RELIGION IS...

SPIRITUALITY IS...

RELIGION IS IMPORTANT IN MY LIFE BECAUSE...
RELIGION IS NOT IMPORTANT IN MY LIFE BECAUSE...
SPIRITUALITY IS IMPORTANT IN MY LIFE BECAUSE...
SPIRITUALITY IS NOT IMPORTANT IN MY LIFE BECAUSE...

o Tape these sheets at the front of the room and hand the
trainees a smal! sheet of paper and a pen each.

o Ask the trainees to complete four of the six sentences
above on their sheets of paper. They should choose one
each of the alternative sets. Allow them 5 to 7 minutes
to complete the writing.

I1-77



o Read out each of the statements in turn and ask the
trainees to volunteer to share their definitions with the
group. Write down their statements and continue to ask
for contributions until you have a considerable list on
the large sheets. Summarise the common themes.

In processing the activity, questions which the trainees
should consider include:

o What role might organised religion play in the lives of
people with AIDS and their families?

o What role might spirituality play in the lives of people
with AIDS and their families?

o What role might organised religion, clergy and church
members take in AIDS prevention efforts?
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COUNSELLING AND COMMUNICATION SKILLS

introduction

AIDS prevention counselling may be the only practical means for
promoting the adoption of long-term low risk behaviours. Counselling
programs should identify and promote low risk behaviours and pro-
vide emotional and psychological support to people with HIV infec-
tion, their families and friends.

Counselling is the process of face-to-face exchange and support
through which people can question, share and come to terms with
alternative prevention behaviours. Counselling helps people under-
stand the threat of HIV infection in personal and tangible ways. It
helps people select specific behaviours suited to their lifestyle and
then provides support to maintain those changes.

Counselling gives people the opportunity to ask questions, to vent
anger and share frustration. It helps to ensure that they do not unduly
fear the disease or those who have it. Counselling can help people
decide whether to be tested for HIV infection and how to cope with the
results if they choose to be tested. It can reinforce condom promotion
and behaviour change strategies by allowing people to explore these
ideas confidentially.

For those individuals who need personal support for making and
sustaining behaviour changes, and practice with new behaviours such
as using condoms properly, counselling is particularly helpful. It can
alsobe valuable for those individuals who are unlikely to attend public
meetings, for people who would need to hear information that is very
sensitive and personal in a private setting, and for individuals with
negative attitudes towards the new behaviour, or who have habits,
such agintravenous drug use, that prevent them from easily adopting
a given behaviour.

Counselling can take many forms. It can:

e occur individually o1 with groups.
e rely on professionals or on peers.
o focus on crisis or long-term problem-solving.

e be useful to those at risk as well as those already
infected.

Counselling is a primary prevention tool because it is the only cne,
of all the means to educate, which allows sustained interaction,
exchange, and dialogue about specific prevention behaviours.
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Information to Present

Counselling is a special form of interpersonal communica-
tion in which feelings, thoughts and attitudes are expressed,
explored and clarified. It is a process which can help people to feel
less anxious, to make decisions and to take action. Often, but not
always, counsellingimplies helping another person to make a decision
about a future course of action. Counsellors utilise a set of skills to
“enable” the client to reach a better understanding of his or her
problem or situation, deal with the related feelings and concerns,
examine the options and choose alternatives that seem best.

Characteristics cf Effective Counselling:

1. Confidential

Counselling is a non-threatening interaction in which
clients can feel safe to identify and discuss their thoughts,
feelings and attitudes because the content of the discussion
remains confidential between the counsellor and the client.
To ensure and protect a trusting relationship between the counsellor
and the client, the limits of confidentiality (when they exist) must be
disclosed to the client at the outset.

2.  Non-Judgemental

The counselling process depends upon the establishment
of a trusting relationship between the counsellor and the
client. Clients must feel comfortable disclosing personal and private
information to a relative stranger. To facilitate the process, counsel-
lors must take a non-judgemental stance towards the client and his or
her lifestyle.

This means that the counsellor keeps his or her values,
attitudes and opinions out of the counselling process. It means
that counsellors accept and respect the client, even if his or her
lifestyle is different from the counsellor’s. It does not mean that the
counsellor must agree with the client, adopt the client’s lifestyle or
refrain from challenging the client about behaviours, thoughts or
emotional patterns which may be self-destructive.
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3. Non-Directive

The counselling process is non-directive. The counsellor
maintgins a non-directive stance by facilitating the client’s
process of coming to a better understanding of his or her
problem and solutions rather than giving opinions or ad vice.
This is not to say that the counsellor acts in a passive role. On the
contrary, the counsellor’s role is quite active in that he or she presents
information and guides the client.

4.  Process-Criented

Counselling focuses on the client’s process of coming to a
better understanding of his or her situation. This process will
involve many developments and changes as the client works toward
understanding and solving the particular problem. The counsellor
listens for and comments on the problem and what the client says
about it as well as what the client does not say. The counsellor
remarks upon the feeiings and attitudes which may be expressed
verbally or non-directly.

Prerequisites to Essentiol Counselling Skills and Responses:
1. Establishing Rapport

The first step towards developing trust between counsel-
lor and client involves establishing rapport with the client.
The opening phase of the counselling session is the time to create a
non-threatening environment by establishing an accepting and com-
passionaterelationship. Thisis accomplished through the counsellor’s
initial interactions with the client such as greeting, introductions,
non-verbal communication, framing the counselling session, convey-
ing a non-judgemental atmosphere, addressing concerns about
confidentiality, etc.

2.  Demonstrating Empathy

The most basic and significant counselling skill is the
ability to demonstrate empathy with the client. Empathy is
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the ability to understand and relate to another person’s feel-
ings and experiences. This entails being sensitive and responsive
to him or her without making assumptions about the client based
upon what the counsellor thinks he or st : would feel. A counsellor
demons!rates empathy by listening attentively to what the client
says, what the client does not say and what feelings the client
exnresses verbally or ron-verbally.

The counsellor then communicates to the client under-
standing of these feelings, thoughts and attitudes regarding a
particular problem. To demonstrate empathy counsellors must be
acutely aware of their own feelings and responses so as to be sensitive
to the client. They must be able to use their own emotional responses
as clues to understanding the client while also being able to separate
their emotions from their clients’.

3. Genuineness

Establishing rapport, building trust and demonstrating
empathy all rely on the ability of the counsellor to be genuine.
When the counsellor interacts with the client as a real and sincere
person, rather than acting out a role, a genuine relationship can
develop.

4. Non-Verbal Communication

Non-verbal communication is an important element in
leiting clients know that they are being attended to, heard
and undersiood. Counsellors convey this to clients through:

e body language, for example, leaning forward.

e frequent eye contact.

e mirroring client’s energy or emotional ievel.

e encouraging conversational cues, for example, nodding.
o calm body posture, no fidgeting.
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Essential Counselling Skills and Responses:

1.  Active Listening

Active listening demands extremely concentrated listen-
ing on the part of the counsellor, who must pay acute atten-
tion to the client’s verbal disclosures, non-verbal cues and
feelings that are indirectly expressed. Counsellors maintain and
communicate their active involvement with the client while listening
through non-verbal communication such as eye contact, nodding the
head, etc.

2.  Paraphrasing

Counsellors can paraphrase or restate in his or her own
words what the client said in order to let the client know that
he or she has been heard. Counsellors can paraphrase both content
and underlying feelings. This can help to clarify what the client has
expressed.

Example:

“So, what you are saying is that you can’t imagine how you
could have been exposed to HIV.”

3.  Asking Effective Questions

Counsellors use questions to obtain specific information,
to help the client communicate clearly, to encourage explora-
tion and clarification of thoughts, feelings and attitudes.
Open-ended questions, those which require more than a yes or no
answer, encourage this type of discussion and communication because
they allow for any response. Closed questions, by contrast, only allow
for a yes or no answer and discourage discussion or exploration.

Example:
“Would you vell me more about how you are feeling?”

“Can you tell me more about thai?”
“What was that like for you?”
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4. Identifying and Reflecting Feelings

Counsellors can help clients identify and clarify their
feelings and reactions by listening for the feelings being
described and then reflecting them back to the client. Reflact-
ing gives the counsellor the opportunity to interpret, and then cum-
pare with the client, what the client has expressed.

Examples:

“You seem to feel very angry with your husband for becom-
ing infected with HIV, and very worried about him at the same
time. Can you tell me more about your feelings toward your
husband?”

Additional Counselling Skills and Responses:

1.  Problem-Solving

Counsellors often help clients in solving a problem. This is
most effectively done by allowing the client to state the problem and
then helping the client to clarify and define it. The counsellor may
suggest possible solutions and then facilitate the client’s exploration
of the potential solutions and their consequencee, as well as the
process of decision-making and carrying out of the solutions. Counsel-
lors should not make assumptions about what is problematic to the
particular client, nor should they attempt to solve the problem for
them.

2. Assuring and Reassuring

Counsellors assure and reassure clients verbally and non-
verbally. For example, a client who receives a positive test may feel
afraid of being rejected and “untouchable”. The counsellor can reas-
sure the client that he or she dces not fear the client and will not back
away by maintaining an open body posture, leaning forward, or
reaching out and touching the client’s hand.

II1-84



3.  Universalising and Normalising

When clients are expressing emotional responses that are
typical, and often universal, it is helpful to them to be told
that. Counsellors can universalise and normalise the client’s
responses by explaining to them what is a typical or usual response to
a similar situation.

Examp’e:
“Your reaction is completely normal. Most people react very

m2le like you have, and feel frightened when they find out they
tested positive for HIV.”

4. Acknowledging and Validating

Counsellors can let clients know that they are aware of
their feelings and understand how and why they might be
feeling that way by validating the response.

Example:

“I can understand why you would feel so sad about testing
positive about HIV, and the losses you may face.”

5.  Confirming Realities

Counsellors need to confirm the truth and facts of what
clients are facingand experiencing, even when they may want
to protect them or cushion them from reality.

Example:

“Yes, it’s true that the majority of people who test positive
will develop symptoms over time.”
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6. Probing

Counsellors probe the client through questioning in order
to fully explore and investigate the client’s situation.

Example:

“In what other ways might difficulties be created in your
life if you do not change your sexual behaviour?”

7. Confronting

Confronting the client may be an effective response when
an issue is being denied or has not come out into the open.

Example:
“I know that it is difficult to understand how you can feel
healthy, but have this virus inside of you that you are capable

of transmitting to others. But if you do not adopt safer sex
practices your wife could become infected.”

8. Focussing

It is easy for the client to become sidetracked in the coun-
selling session because it causes so many thoughts and feel-
ings to emerge. The counsellor needs to help the client focus on the
most important issues at hand.

Example:

“Let us come back to the issue of safer sex practices.”

9. Appropriate Use of Silence

Silence in a counselling session is important at times. It
gives the client an opportunity to refiect, integrate feelings, think
through an idea or absorb new information. It is not always comfort-
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able to allow the silence to continue, but counsellors should not
interrupt it prematurely because of their own discomfort. There
can be no specific guidelines as to when silence is helpful but
counsellors should consider whether they are motivated to
break it because of their own discomfort, or as a positive
intervention with the client.

10. Supporting and Modelling Behaviours

Counsellors can support and reinforce specific be-
hav-iours by modelling them for and with the client. For
example, if a goal of the counselling session is for the client to
improve communication skills, the counsellor can model clear
and direct communication when he or she interacts with the
client. When the client responds with clear and direct commu-
nication, the counsellor can comment on and support this type
of dialogue.

11. Providing Information

Providing information during a counselling session
requires skill and awareness. Counsellors should present
information in a clear and understandable manner, in an
amount which is sufficient but not an overload, and during a
point in the session in which it is appropriate and helpful.

12. Summarising

Summarising is a uscful technique at the end of a
session, or in the middle; a time to pause, reflect on what has
been discussed so far and to propose a similar or new direction.

Example:
“So far we have discussed safer sex practices and how

you feel about making these changes. Do you feel that we
have discussed this topic enough for now?”
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Without Words

TRAINING ACTIVITY

Purpose: To improve active listening skills.

Objectives - Participants will be able to:

o Demonstrate empathy non-verbally.
o Practice attentive listening.

How long does it take?
o Allow 25 minutes.

How do I do it?

o Ask participants to choose a partner.

o Ask each participant to think of a current personal
problem or concein that they are willing to discuss.
Explain that each partner will have five minutes to talk
about his or her problem, during which the other person
will listen attentively and communicate empathy and
understanding non-verbally. The listener should not
speak at all. After five minutes, the pair should switch
roles.

o After they have each spoken for five minutes, ask the
pair to discuss their experience for three or four minutes.

o Call the pairs back into the large group.

In discussing the activity ask the trainees to consider the
following questions:

1. How did you feel about talking for five minutes
without interruption?

2. How did you feel, listening but not speaking?
3. Did the silence make you uncomfortable? If so, why?

4. Did you feel that your partner was (or was not)
listening attentively? What non-verbal cues
communicated this?

5. Did you feel that your partner understood your
problem? How could you tell?
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What Did You Say?

TRAINING ACTIVITY

Purpose: To practice the counselling skill of paraphrasing.

Objectives - Participants will be able to:

e Listen to a partner describe his or her reaction to a
controversial statement.

e Accurately, and in his or her own words, restate what
the partner said.

How long does it take?
o Allow 20 minutes.

What do I need:

e List of controversial statements, xeroxed for all
participants.

How do I do it?

o Demonstrate, with your co-trainex, the skill of para-
phrasing in front of the large group. Choose a controver-
sial topic that may or may not be AIDS-related. Prior to
the demonstration, decide which one of you will take a
stand for or against the statement. Explain to the group
that you will be demonstrating the skill of paraphrasing,
and that you have each chosen an opposing opinion that
may or may not reflect your actual feeling on the subject.

e Tell the group the topic of statement. Ask your co-trainer
to state his or her opinion. Paraphrase what was said.
Tell your co-trainer whether he or she accurately para-
phrased what you said. Next you state your opinion, and
your co-trainer paraphrases what you said. Tell your co-
trainer whether or not you were paraphrased accurately.
Repeat this a second time, each of you stating an addi-
tional reason why you agree or disagree with the topic or
statement. for the purposes of a demonstration, one of
you may decide to paraphrase what your partner stated
incorrectly. When you are finished with the demonstra-
tion, ask participants if they have any questions about
paraphrasing. Emphasise the difficulty of paraphrasing,
without giving your opinion, when your belief is different
from the person you are listening to.
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o Next, hand out the sheet of paper with controversial
statements. Ask each person to write their responses to
each statement. When this is completed, ask each person
to select a partner.

e For the next ten minutes, ask each pair to select as
many statements as they have time to discuss. Ask the
first person to explain his or her response to the state-
ment. The partner is to paraphrase what was said. The
first person is then to acknowledge whether he or she
was accurately paraphrased. The partners then switch
roles while discussing the same topic.

After ten minutes, call the large group back together
again. In processing the activity, ask the participants to
consider:

o Was there anything you found difficult abou?
paraphrasing?

o How would paraphrasing be useful in the context of AIDS
prevention counselling.
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10.

11.

12.

13.

14.
15.

16.

In the blanks, fill in an (A) for agree and (D) for disagree.

People who get an STD deserve it.

Parents should not allow their daughters as
much sexual freedom as they allow their sons.

I would hesitate to marry someone with whom I
had not had sexual intercourse.

Masturbation is a healthy sexual expression for
people of all ages.

Men are more likely to enjoy sex without love
than are women.

Sex improves with age.

Children should be taught about STD’s and
AIDS at school.

The average woman wants sexual experience
less often than the average man.

It is acceptable for men to have sex with other
men.

People who are HIV positive should not be
sexually active.

Anal sex is a normal sexual activity among
heterosexuals.

People who are at high risk for contracting HIV
should be required to take an HIV antibody test.

I feel comfortable talking with a person about
his or her homosexual feelings and behaviour.

HIV positive women should not have children.

It is more important for the man to be sexually
satisfied than for the woman.

I feel comfortable asking a client if they engage
in anal intercourse.
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Asking
Effective Questions

TRAINING ACTIVITY

Purpose: To practice asking open-ended questions.

Objectives - Participants will be able to:

o Ask open-ended questions.

o Identify the impact of being asked open-ended questions
as the client.

o Discuss the role of asking closed questions,

o Discuss the benefits of asking open-ended questions in a
counselling session.

How long does it take?
o Allow 35 minutes.

How do I do it?

o Divide the large group into groups of three. Divide the
group so that participants are working with new
partners.

¢ Ask group members to choose roles for themselves:
client, counsellor and observer. Each member of the
group will play each role.

o Ask the client to think of a current personal problem or
concern that they are willing to discuss. Explain that
each person will have five minutes to talk about his or
her problem. The counsellor is to respond only with
questions. The observer is to write down the questions
the counsellor asks, noting whether they are open-ended
or closed questions.

e After five minutes, the triad is to discuss, for two min-
utes, what type of questions were used in the role play
and whether or not they were effective from each
person'’s perspective.

o Have the triad switch roles and repeat this process two
more times.

e Call the triads back into the large group.
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In discussing the activity, ask the trainees to discuss the following
questions:
e As the client, what was it like to be asked closed and
open-ended questions?

e As the counsellor, what was it like to ask closed and
open-ended questions?

o In what instances were closed questions most helpful?

¢ In what ways are open-ended questions effective in a
counselling session?
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What Are You
Feeling?

TRAINING ACTIVITY

Purpose: Tobecome more familiar with identifying and communi-
cating feelings.

Objectives - Participants will e able to:

¢ List a variety of feelings.
e Demonstrate feelings non-verbally.
¢ Recognise feelings from non-verbal cues.

How long does it take?
o Allow 25 minutes.

What do I need?
e Large sheset of paper.

e Pen, marker or coloured chalk.

How do I do it?

o Ask the large group to brainstorm feelings or emotions,
calling them out by name. Write each suggestion on the
large sheet of paper.

o Divide the large group into small groups of six to eight.
Ask each participant to choose an emotion from the list
you have just written and, taking turns, act it out for the
others without using any words. The other group mem-
bers should guess which emotion is being portrayed.
Depending on time, the group may go around a second
time acting out their feelings.

Call the small groups back into a large group. In
processing the activity ask the panicipants to consider:

o Which non-verbal cues were most helpful in
communicating the emotion?

o Were some feelings easier to guess than others?
Why was this?

o Which non-verbal cues were misinterpreted or missed
when the wrong emotion was guessed?

o What helps to identify clients’ feelings when they may not
be acting them out so visibly?
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Identifying and
Reflecting
Feelings

TRAINING ACTIVITY

Purpose: To practice identifying and reflecting clients’ feelings.
Objectives - Participants will be able to:

o Identify feelings accurately.
o Interpret the reason for the feeling.
o Reflect back to the client his or her feeling.

How long does it take?
¢ Allow 45 minutes.

How do1doit?

o Ask participants to choose a partn:r. Explain to the
pairs that, in this role-playing activity, each person will
play both the counsellor and the client roles.

¢ 'nthe client role, ask the trainee to discuss one of the
following concerns:

-- fears or concerns about talking with a person at
risk for AIDS.

-- fears or concerns about talking with a person with
AIDS.

-- fears or concerns about being an AIDS prevention
counsellor.

In the counsellor role the trainees will respond to what
the client tells them, but use only statements which
describe the emotion being expressed, as for example
“You feel sad, angry, afraid, etc.”

o Explain that this limited response in the counsellor role
may feel awkward but that its sole purpose is to practice
accurately identifying the feelings of the client. Other
ways of responding to clients and identifying their
feelings can be discussed after the exercise.

e Each partner will have five minutes to talk about his or
her problem and will then exchange roles to play the
counsellor.

* o After ten minutes inform the pairs that the role-play
continues. The client continues to describe his or her
personal problem from the point where they left off. The
counsellor continues to identify feelings for the client but



this time, adds an interpretation of the feeling, as for
example, “You feel angry about working with a person
with AIDS. You already have too much to do at work.”

o Allow each partner five minutes and then instruct the
pairs to spend three or four minutes discussing the
activity.

Call the pairs back into a large group and process the
activity by asking the trainees to consider the following
questions:

o As counsellcrs, how did you feel making the statements
“You feel...” and *You feel....because...” ?

o As clients, what was it like to have your feelings identi-
fied, interpreted and reflected? What did you feel or do as
the client if the counsellor did not accurately identify or
interpret your feeling?

o What other ways can you phrase statements or questions
to identify and interpret feelings for clients?
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COUNSELLING: STAGES OF A SESSION

STAGE PURPOSE SKILL
INITIATING Relationship building. Listening
Acceptance of the individual’s need Attending
to share the nature of the dilemma Obgervi
shows RESPECT. serving
Appreciating the personal signifi- Askm_g Open
. Questions
cance of the dilemma conveys
EMPATHY.
Authenticity is dealing with the
individual shows GENUINENESS.
EXPLORATION Understanding the implication and Reflecting
eﬁ'ect§ of the difficulties Paraphrasing
experienced. .
To enable the individual to gain a Focussing
greater understanding of the
dilemma.
UNDERSTANDING To encourage the individual to Defining
b.egm to move towsfrd a considera- Confronting
tion of possible options.
. . Focussing on
To beg13:1 the process of assessing Immediate Needs
the various options and considering
the pressure for and against them.
ACTION To help move toward change. Making Action
To create a climate of choice. Agreements with
Client
To enable the individual to take on Planni
charge. Action Planning
Goal Setting
Homework
Completing Session

CLOSURE
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COUNSELLING SKILLS SHEET

Ll A

1.

2
3.
4

Ll

Counselling is a special form of interpersonal communrication in
which feelings, thoughts and attitudes are expressed, discussed and
clarified. It is a process which can help people to feel less anxious or
depressed, to make decisions, and to take action. Often, but not
always, counsellingimplies helping another person to make a decision
about a future course of action. Counsellors utilise a set of skills and
responses to “enable” the client to reach a better understanding of his
or her problem or situation, deal with the related feelings and
concerns, examine the options and choose alternatives that seem best.

Characteristics of Effective Counselling:

Confidential.
Non-judgemental.
Non-directive.

Process-oriented.

Prerequesites to Essential Counselling Skills and Responses:

Establishing rapport.
Demonstrating empathy.
Genuineness.

Non-Verbal communication.

Essential Counselling Skills and Responses:

Active listening.

Paraphrasing.

Asking effective questions.
Identifying and reflecting feelings.
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Additional Counselling Skills and Responses:

10.
11.
12.

1
2
3
4
5.
6
7
8
9

Problem-solving.

Assuring and reassuring.
Universalising and normalising.
Acknowledging and validating.
Confirming realities.

Probing.

Confronting.

Focussing.

Appropriate use of silence.
Supporting and modelling behaviours.
Providing information.

Suramarising.
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COUNSELLING IN HIV INFECTION AND AIDS

E.O. Thomas, et. al.
Comprehensive STD and Health Clinic
Kingston, Jamaica

Our countries are desperately short of resources to deal with the AIDS crisis, but despite this,
we can rely on one fundamental resource -- solidarity.

We must be able to recognise a common goal and work together to achieve that goal.

AIDS CAN BE PREVENTED, but it is very important that we note the following five features of
HIV infection and AIDS:

e Infection with the virus is lifelong.

e Aninfected person may not show any symptoms for years.
e  People with the infection can continue to be fully functional.
e HIV infection can be prevented even without a vaccine.

o The AIDS epidemic has provoked fear and misunderstanding about what HIV
infection and AIDS mean for social relationships and society. We have all been
influenced by this fear and misunderstanding.

THE ROLE OF COUNSELLING

COUNSELLING AS A PROCESS can:

e help people understand better.

e deal with their problems.

e communicate better.

e improve and reinforce motivation to change behaviour.

e deal with fear and anxie'y.

e solve problems arising with self, families and others.

e  ensure correct information.

e  assess expectations, willingness and capacity to change behaviour.

e  helpindividuals considering HIV antibody testing to be well-informed and appreciate
the technical, social, ethical and legal implications.
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COUNSELLING AS A SERVICE SHOULD ENSURE:

e continuing access to counsellor.
e consistent support from health and social system.
o  adequate time for discussion and problem-solving.

e respect for the individual regardless of sexual preference, socio-economic back-
ground, state of health, nationality, religious or ethnic origin.

e protection from discrimination against the infected.

e  ensure their continued integration in society.

WHO SHOULD RECEIVE COUNSELLING?

e  Individuals considering HIV antibody testing (pre-test counselling).

e Individuals whose HIV antibody test results are negative (post-test counselling).
e Individuals whose HIV antibody test results are positive (post-test counselling).
e Individuals practicing high-risk behaviours.

e Individuals infected with HIV (asymptomatic or symptomatic).

e Individuals with AIDS.

e Individuals with AIDS facing imminent death.

o  Families, lovers, friends and employers of people infected with HIV.
THE COUNSELLOR SHOULD BE ABLE TO:

e communicate information accurately, consistently and objectively.

e  gain trust from people with psychological and social difficulties.

e listen sympathetically.

e understand people’s feelings.

e accept feelings and expressions without criticism or censure.

e respond to people so that they will feel free to talk.

e  help people understand their problems and those of others in their lives.
e  help people reduce or solve their problems.

o  availthemselves of furthertraining and courses designed to upgrade their knowledge
and skills.

Mr. E.O. Thomas is the Chief Contact Investigator at the Comprehensive STD and Health
Clinic in Kingston, Jamaica. 1989.
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RISK ASSESSMENT AND RISK REDUCTION COUNSELLING

Introduction

AIDS educatorsand counsellorsplay a keyrole in helping individu-
als to assess their risr for HIV and implement risk reduction behav-
loural changes. This can take place during pre- and post-test coun-
selling sessions, as well as in a variety of other counselling situations
in which antibody testing may not be involved. '

Risk assessment and risk reduction counselling is an interactive
process between counsellors and clients in which counsellors provide
clear and simple information, clarify misinformation, and assist in de-
cision-making and implementation of behavioural changes. Due to
the intimate, and often taboo, nature of risk behaviours, counsellors
need opportunities to practice asking explicit questions about sexual
and drug use matters while noting their own reactions, values and at-
titudes.

The process of risk assessment involves helping an individual to
personalise his or her risk for HIV: that is, to bring a person to the
understanding that HIV poses a personal threat as a result of his or
her behaviours. Education and counselling can help people break
through their denial and come to terms with their potential ris" .

The counsellor assists the individual to recognise that, although
HIV is a personal threat, it can be avoided by adopting safer behav-
iours. Once this message is internalised, the counsellor helps the
client decide which behavioural changes to make and how to imple-
ment them.

AIDS educators face considerable challenges in helping people to
assess their risk and reach decisions about the changes they are
willing to make to reduce it. Changing sexual and drug use practices,
even in the face of danger, is no easy task. Many sexual practices do
not fall into the categories of completely safe or completely unsafe.
Thus people can be asked to embrace changes in their sexual behav-
iours which do not always guarantee absolute safety. Confusion,
denial and difficulty in personalising the risk for the client can result.
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Information to Present

Risk Assessment Counselling:

The goale of a risk assessment counselling session are to
help the client:

o Personalise his or her risk for HIV by recognising that it
is a personal threat.

o Asaess his or her current and past risk for HIV infection.

There are several areas which are important to discuss as
you begin the session:

o Explain the purpose of HIV risk assessment.

o Assess the client’s knowledge of how HIV is transmitted
and clarify any misinformation.

e Ask the client to assess his or her current and past
high risk behaviours.

e Ask the client to assess his or her risk for HIV. Discuss
any concerns and clarify misconceptions.

e Summarise the discussion about the client’s HIV risk,
leading to a discussion about risk reduction.

The crucial messages which should be conveyed at an
early stage of the session are:

o Discuss the importance of assessing HIV risk so that the
disease can be prevented. Explain that in order to do
this, you must discuss explicit sexual behaviour and sub-
stance use, including subjects which may be culturally
taboo. Explain that the purpose is not to make assump-
tions about or judge a person’s behaviour but rather to
prevent the person from becoming sick or transmitting
HIV to others.

e Explain the necessity of reviewing all forms of risky
behaviour with each individual, even if the behaviour is
familiar to the client.

o Acknowledge the discomfort and embarrassment the
client may feel in discussing explicit sexual behaviour
and substance use openly. Reassure them that these are
normal reactions.
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¢ Explain that you will be asking the client to reveal very
personal and explicit information that is not
normally discussed with others.

o Explain that you will initially be using formal terms to
describe specific sexual behaviours. If the client is not
familiar with the formal expression, use a colloquial
expression to describe the behaviour or ask the client
how he or she refers to the behaviour. Use the term with
which the client is most familiar.

Risk Reduction Counselling:

The goals of a risk reduction counselling session are to
help the client to:

e Recognise that HIV transmission is avoidable.

o Identify behaviour changes that will reduce the client’s
level of risk of contracting or transmitting HIV.

e Plan behaviour changes.

e Develop strategies to overcome potential obstacles to
implementing and sustaining new behaviours.

The general sequence which a session should follow is:

o Explain the purpose of HIV risk reduction counselling.
e Ask the client to summarise his or her risk for HIV.

e Ask the client to describe his or her understanding of
risk reduction.

o Ask the client to identify new or infrequent behaviours
that ke or she might adopt to decrease HIV risks.

o Ask the client to discuss how he or she intends to make
these behavioural changes. Expiore and identify ob-
stacles to implementing and sustaining these behav-
iours, for example, lack of skills or knowledge to
implement change, anticipated resistance from partner/
spouse, concern that the behaviour will not be satisfying.
Counsellors can help the client problem-solve, strategise,
role-play and finalise a behavioural change plan. This
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planning process should end with the client's deciding
upon an attainable first step for implementing these
changes.

e Summarise the client’s HIV risk reduction plan.

These are the important messages to convey at the outset
of the session:

e HIV is avoidable.
¢ Transmission of HIV to others is avoidable.

o Changing sexual and drug use behaviours is difficult:
these are step-by-step changes which take time, effort
and commitment.
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TRAINING ACTIVITY

HIV Risk Assessment | Purpose:  To become familiar with the information that needs to
be gathered in HIV risk assessment and to understand
the client’s experience when asked the very personal
questions that are part of an HIV risk assessment.

Objectives - Participants will be able to:

¢ Identify general areas of behavioural assessment for
HIV risk.

e Describe personal reactions to responding to these
questions.
¢ Evaluate the experience of risk assessment.

How long does it take?
e Allow 30 minutes.

What do I need?
¢ HIV Risk Assessment forms for each participant.

How do I do it?

o Ask participants to fill out the HIV risk assessment
form. Explain that these risk assessment forms will
remain in the hands of the participant. They will not be
asked to share their responses with anyone else.

¢ Remind participants that the purpose of the activity is
not to evaluate the risk assessment form. The form is
only a guideline to the kind of information to be gath-
ered in session, not a recommended tool for using with
clients.

After five minutes, divide up the large group into small
groups of four. Ask them to discuss these questions:

e How did you feel as you completed the form?

o Were there questions you were unwilling to answer or
wanted to answer untruthfully? Why?

o What did you learn from this experience that may help
you when you are conducting risk assessment interviews
with clients?
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Bring the small groups back to a large group and discuss
the activity with the following questions:

o Why might it be difficult for clients to be honest in
disclosing information about their high-risk behaviours?

e As a counsellor, what can you do to help clients feel
more comfortable in talking honestly about their HIV
risk?

o What methods of assessing risk might be most helpful for
the client?

Points to consider in discussing the activity include the reasons
that people will not disclose honest information about their
HIV risk. These include:

e Fear of recognising one’s risk.
" o Denial of risk.

¢ Reluctance to disclose participation in culturally taboo
behaviours.

e Fear of stigma and discrimination.

e Discomfort in discussing sexual behaviours and sub-
stance use openly.

e Discomfort in discussing personal matters with a
stranger.

NOTE TO TRAINER: This activity works most effectively
as an introductory and sensitising
activity.

III-107

-
e



Risk Assessment
Counselling

TRAINING ACTIVITY

Purpose:  To practice couducting a risk assessment counselling
session.

Objectives - Participants will be able to:

¢ Demonstrate the steps involved in a risk assessment
counselling session.

e Demonstrate effective counselling skills.
e Discuss positive reactions as counsellors and clients.

How long does it take?
e Allow 50 minutes.

What do I need?
o Case examples.

How do I do it?

o Review the steps involved in a conducting a risk assess-
ment counselling session.

o Ask each participant to choose a partner. Explain that
each person will take a turn playing the role of
counsellor and client.

o Ask each person to take 2 moment to think of someone
they know personally who might be at risk for HIV.
Instruct the client to answer the questions as if they
were this person. Instruct the counsellor to go through
the steps of the risk assessment counselling session and
help the client to assess his or her current and past high
risk behaviours. (You may use the Risk Assessment
Form as a guideline for the kind of information you will
want to assess.)

Allot ten minutes for the role-play and five minutes for discussion.
After the first is completed, ask partners to switch roles. Then ask
the group as a whole these questions:

o What helped the client to personalise his or her
risk?
o What were the difficulties in this process?

IJ-108



o What part of the risk assessment counselling ses-
sion felt most comfortable?

o What was most difficult about the counselling
sesgion? From the client’s perspective? From the
counsellor’s perspective?

Ask for questions about information, content or the counselling
process. Answer and discuss.
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Risk Reduction
Counselling

TRAINING ACTIVITY

Purpose: To practice conducting a risk reduction counselling
session.

Objectives - Participants will be able to:

e Demconstrate the steps involved in a risk reduction coun-
selling session.

o Dewmonstrate effective skills in helping a client plan
behaviour changes.

o Identify strategies which can help clients overcome

potential obstacles to implementing and sustaining new
behaviours.

How long does it take?
e Allow 50 minutes.

What do I need?
o AIDS safe sex cards.

How do I do it?

e Review the steps involved in conducting a risk reduction
counselling session.

e Have the groups return to their partner. Instruct the
client to continue in the role they played in the risk
assessment role-play. Instruct the counsellor to conduct
a risk reduction counselling session using the risk reduc-
tion counselling checklist as a guide to the steps, and an
AIDS safe sex card to help the client identify new or
infrequent behaviours he or she may be willing to adopt.

Allot fifteen minutes for the role-play and five minutes for feed-
back. After 20 minutes, ask partners to switch roles. Then discuss
the answers to the following questions with the whole group:

o What was most helpful to the client in developing a
risk reduction plan? W..at were the difficulties in
this process?
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o What was most difficult about the counselling ses-
sion? From the client’s perspective? From the
counsellor’s perspective?

o What skills, tools or techniques were most helpful
to the counsellor in facilitating this counselling
sessionf

Ask for questions about information, content or the counselling
process. Answer and discuss.
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Risk Reduction
Strategies:
Overcoming
Obstacles

TRAINING ACTIVITY

Purpose:  Toidentify obstacles to risk reduction and strategies to
overcome them.

Objectives - Participants will be able to:

¢ List five common obstacles to risk reduction
o List five strategies to overcome these obstacles.

How long does it take?
e Allow 45 minutes.

What do I need?
e Large sheets of paper.
e Markers or coloured chalk.
e Masking tape.

How do I do it?

¢ Divide the large group into small groups of four to six.
Ask the groups to choose a recorder.

e Assign each group one of the following topics:

1. Condom use.

2. Safe sex practices (non-condom related
practices).

3. Safe needle use practices.

¢ Give the recorders a sheet of paper and ask them to
write their group’s topic at the top of it and divide the
page into two columns. One column should be headed
“Obstacles” and the other “Strategies”.

e Ask the groups to brainstorm for ten minutes all the
obstacles and objections they can think of for their topic.
These should be as specific as possible. Ask the groups
working with the safe sex practices to brainstorm sepa-
rate obstacles lisis for different sexual behaviours.

e For the next twenty minutes, ask the groups to brain-
storm at least one response or strategy for each obstacle
they identified.
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Ask the recorders to tape their sheets to the wall and invite
participants to spend seven minutes walking around to read them.
Call the small groups back into a large group. Inform them that the
responses will be copied and circulated later, if this is possible.
Discuss the activity with the following questions:

o What did you discover that is new about obstacles
to or strategies for HIV risk reduction?

o How might you use this information effectively
about obstacles and strategies in a risk reduction
counselling segsion?
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HIV RISK ASSESSMENT

Sexual History | 1. Since 1978, have you had sexual intercourse
(anal, vaginal or oral) with:

e anyone infected witn HIV? __yes ___no ___don’t know
e anyone who has used intravenous drugs?

__yes ___no ___don’t know
e anyone who has shared unsterile '1eedles?

—Yyes __no ____don't know

e anyone who has received blood transfusions or other
blood products (including hemophilia or other
coagulation disorders) before ?
—_yes __no __ don't know

e any man who had sex with other men?
—_Yyes ___no __don't know

e any man or woman who has had sex with anyone in the
above categories? __yes ___no __don’t know

2. With these partners, I have engaged most frequently in the
following sexual practices:

vaginal and/or anal intercourse without a condom.
vaginal and/or anal intercourse with a condom.

oral intercourse (fellatio, cunnilingus) without a barrier.
oral intercourse with a barrier.

masturbution, body rubbing, dry kissing.

3. Ifyou used a condom for anal, vaginal or oral intercourse,
did you use it:

all the time?
sometimes?
once in a while?

4. How many sexual partners, with whom you have not
practiced safer sex, have you had in:

the past 10 years?
the past 3 years?
the past year? —
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Substance Use and/or
Needle Sharing

Blood Transfusion
and/or Blood Products

. Have you ever used drugs intravenously? ___yes no

If yes, have you ever shared needles or other
paraphernalia? ___ yes no

. Have you ever shared unsterilised needles for other

purposes such as medications, tattoos, acupunciture?
yes ___no

. Do you drink alcohol or use non-IV drugs? yes no

If yes, have you ever had difficulty remembering what
happened while you were using drugs or alcohol?

—__yes no

. Have you received any blood transfusions or blood products

(including for hemophilia or other coagulation disorder)?
—Yyes ___nc If yes, in what year?
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RISK ASSESSMENT COUNSELLING CHECKLIST

Explain the purpose of HIV risk assessment.

Assess client’s knowledge about modes
of HIV transmission.
Clarify any misinformation.

Ask the client to assess his or her current
and past high-risk behaviours.

Ask the client to summarise
his or her risk for HIV.
Discuss any concerns and
clarify misconceptions.

Summarise the discussion
about the client’s HIV risk,

leading into a discussion about risk reduction.
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RISK REDUCTION COUNSELLING CHECKLIST

1. Explain the purpose of HIV
risk reduction counselling,

2. Ask the client to summarise
his or her risk for HIV.

3. Ask the client to describe
his or her understanding of risk reduction.

4. Ask the client to identify
new or infrequent behaviours
thet he or she might adopt
to decrease HIV risks.

5. Discuss plans for making
these behavioural changes.

a. identify obstacles.
b. identify strategies
to overcome obstacles.
c. identify an attainable first step.

6. Finalise a behavioural change plan.

7. Summarise the client’s
HIV risk reduction plan.
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Introduction

PRE-TEST COUNSELLING

The HIV antibody test is widely used, both to screen the blood
supply and to diagnose HIV infection. A comprehensive understand-
ing of the test, the meaning of the results, and of HIV infection in
general is crucial information for those conducting it. Counsellors and
educators need to be prepared to give this information both to the
general public and to clients seeking the test.

Since the psychological and social impact of testing positive for
antibodies to HIV can be severe, testing should be accompanied by
pre- and post-test counselling and education.

Pre-test counselling should include:

¢ introductory information about the antibody test.
¢ information about AIDS and HIV infection.
¢ exploration of motivations for being tested.

¢ exploration of the potential psychosocial ramifications of
testing positive.

o discussion about confidentiality and testing procedures.

o education about AIDS prevention, risk reduction and
coping strategies.

e consent to be tested.
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Information to
Present

The HIV Antibody Test:

The AIDS (or HIV) antibody test is a screening test that was
originally developed to screen the blood supply for HIV. The antibody
test is now more widely utilised in a variety of settings to test for the
presence of antibodies to HIV.

The test does not tell a person whether he or she has AIDS or will
develop AIDS in the future. It does indicate whether an individual has
been infected with HIV.

A Positive Result:

If a person tests positive to the HIV antibody test it means
that:

o antibodies to HIV were found in the person’s blood
sample.

e the person has been infected with HIV.

o the person should assume that he or she is contagious
and capable of passing the virus to others through high
risk activities.

A Negative Result:

If a person tests negative to the HIV antibody test it means:

o the person has not been infected with HIV or

o the person has come into contact with HIV but has not
become infected and has not produced antibodies or

o the person has been infected but has not yet developed
antibodies.
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HIV Infection:

HIV is a virus which suppresses the immune system, leaving the
infected person unable to fight certain infections and diseases.

HIV can be transmiited through:

e unprotecter! sexual practices.

e DblooZ: sharing of needles, transfusion with
contaminated blood or blood products.

e perinatal transmission, from mother to child.

The majority of people infected with HIV develop antibodies to the
virus from 2 to 12 weeks following infection. Some will not develop
antibodies for up to six months. The time between initial infection and
the development of antibodies, often referred to as the “window
period,” is when a person can test negative on the antibody test
although they have beer infected.

The most widely used antibody test is the ELISA. It is recom-
mended that each blood sample testing positive on the first ELISA be
tested one or two more times and then verified using either the
Western Blot or IFA antibody tests. The HIV antibody test is ex-
tremely accurate. It is more than 99.9% accurate, after the “window
period,” when a positive test is verified and confirmed by a Western
Blot or IFA test.

The antibody test does not predict whether an individual will
develop AIDS in the future. Research indicates, however, that the
majority of people (78%) infected with HIV will develop AIDS or HIV-
n.ated symptoms within seven years from the time ofinitial infection.

Motivation for taking the HIV Antibody Test:

Among the reasons why people choose to take the test are:

e Itis recommended by their health care provider.
e They know they are at high risk for HIV infection.
o They suspect they have been exposed to HIV.
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o They are afraid of AIDS and fear that they have been
exposed to HIV, even though they are at extremely low
risk of infection.

Research has been inconclusive as to whether knowing one’s
antibody status motivates behaviour change and the adoption of low
risk behaviours. Some people do not take the antibody test yet adjust
their behaviour to avoid becoming infected or infecting others. For
others, knowing one’s antibody status helps them make the necessary
behaviour change and helps in future planning.

Psychosocial Implications of a Positive Test Result:

Testing positive for HIV has significant psychosocial implications
for the individual. The impact on a person’s psychological and emo-
tional response, social support network and activities of daily living
must be taken into account as part of pre- and post-test counselling.

Confidentiality:

The limits of confidentiality should be deteriained for each testing
site. For the counsellor and the client it is important to know:

e Who has access to the test results.

e How the results will be documented.

e Who has access to the files.

» How confidentiality of the client will be protected.

e Procedure for reporting test results to local authorities.
e Who has access to this information.

Process of Testing:

Testing procedure may vary slightly from one place to
another but the steps taken include:

¢ A small amount of blood is drawn from the arm.
e This blood sample is tested.
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e The time lapse between drawing the blood, testing and
having results aveailable varies.

o Results are disclosed at a follow-up appointment.

AIDS Prevention and Risk Reduction:

Safer sex guidelines: use a condom for every act of vaginal, anal,
and oral intercourse.

Needle use: donot share needles; clean needles with bleach water
after every use.

Strategies for Coping:

The ways a client has coped with stressful situations in the past as
well as his or her current sources of emotional support should be
agsessed and maximised. This knowledge is important both for han-
dling the delay between the time blood is drawn and the time test
results are available, as well as preparing for a potential positive test
result.

Review of Pre-Test Counselling Checklist:

On reviewing the checklist, ask for any questions on the informa-
tion to be covered in this session.

Discuss the best way t~ give certain information and to ask
questions of the client.
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Imagine If...

TRAINING ACTIVITY

Purpose:  Tobetter understand the experience of making a deci-
sion about taking the HIV antibody test.

Objectives - Participants will be able to:

e Identify feelings, thoughts and reactions associated with
being at risk for HIV infection.

o Consider reasons for and against HIV antibody testing.

How long does it take?
e Allow 30 minutes.

How do I do it?

o Ask participants to close their eyes and sit comfortably
with their feet flat on the floor.

¢ Explain that you will be asking them to imagine a
situation and that you want them to have a clear picture
in their minds, paying attention to their thoughts,
feelings and reactions.

Read out the following description, pausing after each
image:

“Think about your current or a previous sexual partner in the
recent past. Establish a clear picture of him or her in your mind.
Imagine yourselves together, notice your surroundings. I magine
that your partner says, Twant to discuss something important with
you.” You sit down to talk and your partner tells you that he or she
has been hearing more about AIDS and has begun to worry about
previous sexual encounters, from several years ago.

“Your partner thought you should know that during your rela-
tionship, he or she was also sexually involved wiih several other
people, whose sexual histories are unknown. This comes as a
surprise to you.

“Your partner is pretty sure that most or all of them were sexually
involved with others during the time they were involved. Your
partner is very worried about AIDS, has not been feeling well lately
and is considering taking the HIV antibody test.
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“Your partner thought you should know and thinks you should
take the antibody test as weli. He or she feels terrible you could have
been infected with HIV as a result of his or her fooling around but
several years ago he or she did not know anything about AIDS.

“You do not know how to respond but you say you need to be alone
to think. Your partner then leaves. Notice what you are thinking
and feeling about your potential exposure to HIV and as you
consider the antibody test.”

After a few minutes ask participauts to open their eyes and take
a moment to get reoriented to the room.

Ask each person to find a partner ciose to them and spend
5-10 minutes discussing the following questions:

o How did you feel when you realised you may have
been exposed to HIV?

o How did you feel when you found out that your
partner had been sexually involved with others
during your relationship?

e How did you feel knowing that your partner may be
infected with HIV?

o How did you react when your partner said you
should take the antibody test?

o What would you consider are the reasons for and
against taking the test?

o Ultimately, will you decide to be tested? Why or
why not?

Call the group back together. Ask for a show of hands to indicate
those who would and those who would not decide tobe tested. Discuss
the activity with the following questions:

o What are the reasons for your decision?

o What uere the key feelings you identified in this
exercise?
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o How can you apply what you may have learned
about yourself from this exercise to pre-test
counselling?

o What information would you want presented in the
pre-test counselling session?

o What might you want from the counsellor in this
session?
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Pre-Test Counselling
Role-Plays

TRAINING ACTIVITY

Purpose: To become more familiar with pre-test counselling.

Objectives - Participants will practice conducting a pre-test
counselling session and be able to:

o Practice conducting a pre-test counselling session.
o Demonstrate effective couuselling skills.
o Identify areas of difficulty as a counsellor.

How long does it take?
o Allow 90 minutes.

What do I need?
o Pre-test counselling checklists.

How do I do it?

o Review the pre-test counselling checklist to make sure
trainees are clear about the information to be discussed
in the counselling session. Review each section, asking
for questions on content or process. Anticipate problems
and address them prior to the role-play, for example,
discussing different and optimal ways to ask a client
about his or her motivation for taking the test.

o Divide the large group into small groups of four. Ask
each group to assign members a role: client, counsellor,
observer and “angel.” Each member of the group will
have the opportunity to play each role. Each role-play
will last for ten minutes, with five minutes for feedback
and discussion after each session.

o Hand out a different role-play scenario to each partici-
pant in the small groups of four. (You will need to use a
minimum of four role-play scenarios.) They will :se this
when it is their turn to play the client. Instruct them not
to divulge the information to the others and to hold on to
it, as they will be continuing with the role in future
role-plays.
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Give out the following instructions:

The client should read the role he or she is to play and share
with the counsellor the information which is written above the
line. The information below the line is background information. It
can be adapted or changed but should not be shared with the
counsellor.

The counsellor should use the pre-test counselling checklist to
conduct a pre-test counselling session. The client will give you
some general identifying information about the role he or she is

playing.

The observer should use the pre-test counselling checklist as a
reference to observe the role-play in terms of content and informa-
tion covered. The counselling skills sheet should be consulted as a
reference for feedback on the counselling process and suggestions
for improvement noted.

The angel should support and assist the cnunsellor by offering
suggestions when the counsellor seems to need help. The angel is
also the timekeeper for the group.

When the role-play is finished, feedback should focus on the
positive aspects and suggestions for improvement. The observer
speaks first, giving his or her feedback to the counsellor. Then the
counsellor and the client have a chance to discuss feelings and
reactions in the role. The angel then gives his or her feedback.

After each person in the small group has played each role, bring .

the participants back to the large group. Ask the trainees to take a
moment to re-orient themselves. In processing the activity ask
them to consider the following:

o What difficulties did they identify in presenting
information to the client?

o What part of the counselling session felt most
comfortable?

o Which parts of the counselling session felt most difficult?
Consider from the client’s and the counsellor’s perspective.

o Which counselling skills were most effective and helpful?
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NOTE:

These suggested role-plr ys were developed by
participanis at rcgional AIDS Prevention Counselling
Workshops conducted by AIDSCOM and CAREC.
As the trainer you should choose the ones which
correspond most closely to the characteristics of
your trainees’ future work situations in terms of:

o risk factor.

e cultural background.
¢ class background.

e psychosocial factors.
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HIV ANTIBODY TEST: PRE-TEST COUNSELLING CHECK LIST

During the pre-test counselling session, the counsellor should discuss, and the client should
understand the following:

1. HIV Antibody Test Information.
a. What the test is and is not.
b. What a positive result means. -
c. What a negative result means.
d. Predictive value of test.

2. Information about AIDS and HIV.
a. How HIV affects the immune system.
b. Difference between AIDS and HIV.
¢. Transmission.

3. Reasons for Considering Testing.

4. Psychosocial Implications of Testing Positive.
a. Psychosocial reactions.
b. Social support response.
c¢. Daily living considerations (housing, employment, etc.)

5. The Limits of Confidentiality.
8. The Process of the Testing Procedure.

7. AIDS Prevention and Risk Reduction.
a. Safer sex practices.
b. Perinatal issues.
c. Safe needle and syrir.ge use.

8. Strategies for Coping.
a. Previous coping strategies. -—_
b. Coping with the waiting period (before getting the test results.) -
c. Social support system.
d. Resources and referrals.

9. Client’s Informed Conseni/Agreement
to be Tested and Obtained.
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Role-Play One

Identifying Information:

A woman of African descent in her late twenties, neatly dressed,
appears healthy.

Background:

You are a single woman with two children, aged 3 and 12. You are
from a middle-class background, currently unemployed. In the last 15
years you have had two boyfriends. The first was the father of your
two children. When your relationship with him ended, you had a brief
interlude, purely sexual in nature, over three months with a man
whose circumstances when away from you were unknown to you.
Seven months ago you began a serious relationship.

Motivation for Taking the Test:

You recently learned more about AIDS and the risk for women.
You became concerned about your brief casual relationship.

Concerns:

You have not considered yourself to be at high risk for HIV
before now because:

e Compared to most people you know you have had few
sexual partners. No past partner has become ill.

e Your current relationship is with a man who has a
similar background and risk history; you are confident of
his fidelity. You do not practice safe sex with him.

Hidden Concerns:

You are not sure what to do after you receive the antibody test
results. You expect to test negative but do not wish to consider future
use of condoms with this partner and do not believe he would be
willing to use them. He does not know you are taking the test.

You are taking the test because it seems a sensible, positive step

although, if the result is negative, it will have no effect on your sexual
practices.
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Role-Play Two

Identifying Information:

Male of African descent in mid-thirties, well-dressed with a polite
manner; appears healthy.

Background:

You divorced your wife four years ago. There are two children from
the marriage, aged 8 and 10. You are Roman Catholic, from a middle-
class background and employed as a civil servant. You are the
youngest of four children. Over the past fifteen years you have had
multiple sexual partners, both male and female. For the past two
years you have been in a relationship with a man.

Motivation for Taking the Test:

Attending an STD clinic for gonorrhea recently, your physician
recommended you be tested for HIV. You have taken several weeks to
decide whether to take the test.

Concerns:

You had not given AIDS much thought up to now, but you decided
you might as well take the doctor’s advice.

Hidden Concerns:
You have been feeling tired and ill for the past year. Only very

recently did you connect this with the possibility of A1DS and now you
are having difficulty concentrating and working.
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Role-Play Three

Identifying Information:

East Indian woman in mid-thirties, six or seven months pregnant,
appears quiet and withdrawn.

Background:

This pregnancy is your fourth with your husband of 12 years. He
is 40 years old and recently took the HIV antibody test, receiving a
positive result. You learned of this one month ago. At the same time
your husband told you that he had sexual relations with several
women and a few men from time to time throughout the marriage.

Motivation for Taking the Test:

Your husband and your doctor have urged you to take the test and
it has taken you the whole month to develop the courage to do so.

Concerns:

You are feeling overwhelmed and frightened, anxious that you are
HIV-infected and could pass the virus to your baby. You are very
angry at your husband for his sexual activities, for becoming infected
and for the risk in which he has placed you, and the baby and the other
children.

Hidden Concerns:
Whether you test positive or not, your trust in your husband is
destroyed. You cannot imagine staying in the marriage but have no

independent financial resources. You are apprehensive about the
reaction of your family if you were to leave your husband.
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Role-Play Four

Identifying Information:

Male of African descent in early thirties, appears neat and well-
groomed, seems very nervous.
Background:

You are married and have three children, aged 8, 5 and 3. For the
past ten years you have travelled to work in the United States. When
at home you have been faithful to your wife. You recently learned
about AIDS.

Motivation for Taking the Tesi:

It is required for work.

Concerns:

You are certain you will test negative, but you feel anxious to get
the result so that you can continue working to support your family.

Hidden Concerns:
You fear that you could have a positive result as you have had
casual sex and used drugs occas! :nally. You find it hard to imagine

that you are infected because none of your cc workers who have
beheved the same way has become ill.
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Role-Play Five

Identifying Information:

Female of African descent in mid-twenties, neatly dressed although
clothes are worn and old, appears drawn and unhealthy.

Background:

You are in the first trimester of pregnancy. You have had a
common law husband for two years and this is your second child. For
the past two years you have been addicted to cocaine. You support
your child and pay for your drug habit by having sex for money.
Motivation for Taking the Test:

You were referred for testing hy the doctor you saw at your recent
prenatal clinic visit.

Concerns:

You do not understand clearly why you need a test. You have
heard something about AIDS but never thought it had any relevance
to you.

Hidden Concerns:

The doctor suggested you use coridoms, but you know that your
customers would find that unacceptatie.
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Role-Play Six

Identifying Information:

Male of African descent in early thirties, neatly dressed, appears
friendly and polite.

Background:

You are homosexual, single, and work as alab technician. You had
a steady relationship with a man for six years, but that ended some
years ago. Since then you have had multiple sexual contacts both at
home and abroad in the U.S. and Europe on vacation. You drink
heavily from time to time; but currently, you seem to have it under
control.

Motivation for Taking the Test:

Through a friend in the U.S. you have been receiving a lot of
written information about AIDS. The same friend has urged you
repeatedly to be tested. You have become convinced he is right and
have made the appointment.

Concerns:

Youexpect a negative result because most of your activity is lower-
risk oral sex. You are unlikely to engage in high risk activity as it has
never appealed to you.

Hidden Concerns:
There were a number of times, possibly many, during the heavy
drinking periods when you found yourself with someone in the

morning and had no idea of how you got there or what kind of sexual
contact had been made.
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Role-Play Seven

Identifying "nformation:

Male of East Indian descent in early forties, neatly dressed with a
quiet manner, appears nervous.
Background:

You have been married for eighteen years and have twu children,
aged 13 and 15. You have a job you enjoy a great deal as an engineer.
During your marriage you have had sporadic sexual contact with men;
your wife does not know this.

Motivation for Taking the Test:

One of your colleagues died recently of AIDS and you became very
worried about yourself.

Concerns:

You are extremely nervous that you could have been exposed to
HIV. You were not aware to what extent your contacts with men were
putting you at risk. You do not want your wife to discover your
previous sexual activities with men.

Hidden Concerns:

You are desperately anxious to prevent vour family from learning
about your sexual encounters with men.
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Role-Play Eight

Identifying Information:

Male of Africun descent in mid-twenties, appears calm and easy-
going but there is a detcctable edge of anxiety and irritability.

Background:

You are a single heterosexual man who has wurked for the last six
years as a construction worker. You live at home with your family and
two siblings. You have an extensive history of sexually transmitted
diseases, including herpes. On occasions, you have used needles with
friends “just to see what it is like.” Recently, you started seeing a
wom.an you like very much and with whom you believe there may be
potzntial for 2 committed relationship.

Motivation for Takirg the Test:

A friend has just been diagnosed with AIDS. Many years ago you
once shared a needle with him. This has made you worry and you
decided to take the test.

Concerns:

Although you havz been hearing about AIDS for some time you
never thought of yourself s at risk because you are not homosexual.
Now your friend’s diagnosis has scared you but you still sense very
little danger of a positive test.

Hidden Concerns:
A positive result will mean that you have to tell your new woman

friend about your past and you fear it will jeopardise the relationship
and prevent you from continuing your sexual practices.
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Role-Play Nine

Identifying Information:

Female of African descent in mid-twenties, appears well-groomed,
pleasant and friendly.

Beackground:

You have been in a visiting relationship for the past two years.
For nearly ten years you have worked as a prostitute. To protect
yourself from STDs your medical checl: ups have been regular but,
on rare occasions, you have been trzated for gonorrhea.

Motivation ‘or Taking the Test:

At a recent clinic visit you read more about AIDS and wanted to
make sure you were healthy.

Concerns:

You have come to realise that condoms are now essential equip-
ment for all acts of intercourse. You are worried that if you insist
on this with custome.s you will lose business.

Hidden Concerns:

The doctor has told you that you must use a condom with your
boyfriend as well as with your customers. You know you may lose
business from customers. You also know that you are not even
prepared to suggest condom use to your boyfriend.
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THE HIV ANTIBODY TEST
Alfred Braithwaite, M.D.
Ministry of Health
Kingston, Jamaica

ASSESSMENT

Assess why the client wants the test. Low-risk clients ay have misconceptions about the test
and may need to be triaged to other services. If the exposuce occurred less than six weeks previously,
sufficient time for seroconversion has not elapsed. Questions that can help in their assessment
include:

e  “Why do you what to take this test?”
o  “When were you exposed to someone who might be infected?”

o  “When were you last tested? Why? Where? What was the result?”

(If client was tested less than three months ago, tell the :lient that the test results
may not be valid.)

EDUCATION

Describe the Testing Procedure:

o  What will happen ifthe client decides to take the test? (i.e., blood taken from the arm;
results available on a certain day.)

o  Efforts to preserve confidentialily (or anonymity).
e  Results only given in person.

Provide the client #ith information about AIDS and the HIV antibody test:

o  Test Purpose -- The test is for antibodies to HIV -- it does not diagnose AIDS or tell
whether the individual will get AIDS.

o  AIDS Prognosis -- 20% to 40% of people who test positive do not develop AIDS within
seven years of infection.

e  Meaning of Test Results -- There are three possible outcomes: negative, positive and
uncertain {equivocal).

Negative Result: A negative test usually means that an individual is free of the virus. However,
anyone who has had “unsafe sex” or shared needles with infected persons in the last three months
may be infected and later develop a positive test. Anyone at increased risk of acquiring HIV who is
currently negative should take control and reduce those risks. This effort includes suggesting that
any sex partners be tested for the virus.
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Positive Result: A positive test indicates infection with HIV and the ability to transmitit to others
by sexual contact, sharing of needles or from mother to unborn child. A positive test by itself does
not diagnosc AIDS; it detects antibody to HIV.

Indeterminate Result: Occasionally, the test result is uncertain. The laboratory cannot defi-
nitely tell whether the test is negative or positive. It is recommended that the client submit another
blood specimens for testing when this occurs.

Test /alue: Sorne people don’t take the test, yet adjust their behaviour to avoid catching or passing
the virus. Other people find the test helpful in making meaningful plans. If you're negative, you’ll
know what you must do to help avoid infection. If you're positive, you'll know what yoy must do to
protect others and to help you avoid illness or developing AIDS.

COUNSELLING

Find outifthe client intends to take the test. “What other questions do you have about the test?”
“What is your decision about taking the test?” (If yes, proceed. If no, give the prevention recommen-
dations, omit partner notification.)

Assess the impact of test results on the client’s lifestyle. Any HIV antibody test result can have
a significant psychological impact on both the individual tested and those who are close to him or
her. The following questions can help with this assessment:

e “What are your expectations about the test results?”

e “What would a positive test mean for you?”

o  “What changes will you make in the life if you're posit. .e?”
e “What would a negative test mean for you?”

o  “What changes will you make in the life if you're negative?”

Assess how the client plans to handle the waiting time until the test results are received and
give reasons for not getting unduly upset. The following questions can Lelp with this assessment:

e  “How do you plan to cope while you are waiting for test results?”
e “Have you made plans to tell anyone that you had the test done?”

Emphasise that a person who takes the test should plan to return; even if they have second
thoughts about learning their results and whether they’re infected, they should still return to
discuss their situation and available support services for making changes to reduce risk.
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THE TEST RFSULTS

Give the results in a clear, direct manner. Provide positive feedback to the client by using the
following information. (It is important throughout the session that the counsellcr assess if the client

understands the messages before proceeding.)

e NATURAL HISTORY OF INFECTION -- Your positive result does not mean you
have AIDS or that you will get it. At least within the first seven years, 20% to 40%
of people with a positive test result do not develop AIDS.

e CONTROL -- How healthy you decide to live may be a factor in determining whether
or not you develop AIDS.

e IMMUNE SYSTEM -- AIDS occurs IF the virus multiplies enough to overwhelm the
body’s defense system. Laboratory evidence suggests that the virus multiplic ; faster
when the bvdy’s defense system becomes active, for example, when the body fights an
infection or tries to counterthe effects of poor eating, lack of sleep or lack of exercise.

e PROTECT YOUR HEALTH -- By avoiding infecticns (such as sexually transmitted
diseases) that might cause the immune system to become active, you may be able to
delay the onset of AIDS.

o CONSIDER SUPPORT -- There may be support groups to assist HIV-infected people
understand and cope with their infections.

Dr. Braithwaite is a Senior Health Officer; Ministry of Health; Kingston, Jamaica. 1989.
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Introduction

information to
Present

POST-TEST COUNSELLING

A positive result to the HIV antibody test has a severe impact with
psychological and social ramifications for the individual. Testing
should be accompanied by ccunselling both before and after. The post-
ter’, counselling session offers signifizant opportunities to promote the
adoption of long-term low risk hel.aviours while providing emotional
and psychological support to HiV-inf:ctad people.

Ideally, this post-test session allows the client to:

» Clarify information.

o Express feelings and reactions.

¢ .integrate the test result information.
o ldentify coping strategies.

o Begin (o come to terms with alterna.ive prevention
beheviours.

This can be accomplished when the counsellor, by utilising a
variety of counselling skills and basic human concern, establishes a

safe and caring environment which is both non-judgemental and
confidential.

Goals for the Post-Test Counselling Session:

This session is designed to help the client:

o Cope with the immediate reactions to the test result.

o Integrate the meaning of the test result cognitively,
emotionally, behaviourally and interpersonally.

o Develop a health plan.
o Maximise coping skills and strategies.

Procedure for Disclosing Negative Antitody Test Resulte:

1. Establish rapport with the client.

2. Disclose test -¢sult.
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3. Assess:

\the need for a retest by identifying potential risk
actors in previous six months.

e the client’s commitment to remaining negative.

e the client’s el:ohol and drug use (needle sharing or
use of substances which could impair judgement
and/or lessen commitment to safer sex practices).

4. Provide informai.on on risk reduction, including
safer sex guidelines, proper condom use and needle
cleaning.

5. Develop a health plan for risk reduction, setting
specific and vealistic goals.

6. Provide resources and referrals as needed.

Common Psychological Responses to Receiving Antibody Test
Results:

Most people returning to find out the result of their test initially
exhibit a high degree of anxiety. Many will be confused about the
meaning of their result because they have a poor recall of the pre-test
counselling information.

Relief and joy are invariably the reactions to a negative result.
There is the danger however, that some people will feel that they have
been granted future immunity by this result. The counsellor needs to
challenge this false sense of security and reinforce information about
risk reduction.

When a person hears that their test result is positive, he or she
is likely to be in a state of shock. This may last a few moments or the
entire counselling session and will mean that the person appears
numb and will be unable to absorb any more information. Written
back-up information and the scheduling of follow-up sessions are
recommended in case shock prevents the individual from registering
. anything further 2t this point.
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Following this state of shock some people feel emotionally over-
whelmed and will experience a feeling of loss of control with a rapid
outpouring of emotions, thoughts and questions. Frequently underly-
ing this response is a feeling of urgency about the meaning of the test
result and the fear that death is imminent. The counsellor’s role is to
help contain the anxiety by acknowledging the client’s feelings and
providing reassurance that there will be time to address hig or her
feelings, concerns and decisions.

Other reactions which may be expressed at this point are:

e depression.

¢ helplessness and hopelessness.
e guilt.

o self-blame and anger.

o suicidal thinking.

Clients may feel and appear anxious; they may explain that they
are sleeping badly, are suffering from intrusive thoughts and have
become preoccupied with symptoms and/or changes in the body.

Denial of the test result or its meaning is a common reac-
tion. The counsellor must determir:e whether the denial is helpful or
destructive to the client. Constructive denial helps to cushion the
impact of the devastating news, saying for example, “I am going to be
the first one to beat this disease.” Destructive denial puts the client
at adisadvantage in some way. For exampie, it could cause him or her
to discount physical or psychologicel symptoms or to nurture a belief
that he or she, due to feeling so well, is unable to transmit HIV.

The behavioural changes which people need to make can
seem overwhelming. The counsellor’s role is to reassure the client
that these changes will not occur overnight and to help the client set
realistic goals.

Most people fear being rejected. Some fears are founded on a
realistic assessment of how others will respond to the news of a
positive test result. Other fears are irrationa! and will be proved false.
The counsellor’s role is to help the client distinguish between the two.
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Whether their fears are realistic or not, some people will
choose to isolate themselves. It is not uncommon for people to feel
contaminated and withdraw from those they need most. Sometimes
this is based on the irrational fear of infecting loved ones through
casual contact. These reactions are compounded by the negative
public and societal messages the person internalises about the disease
and the behaviours associated with it.

Sexual dysfunction may result from receiving a positive
test result. It is not uncommon for people to experience a variety of
difficulties in their intimate and sexual relationship(s) because sex
becomes associated with death, as well as feelings of contamination
and fear of transmission to others.

While the initial ~esponses to receiving a positive test
result are inevitably a crisis for the individual, it is one that
usually passes after a period of time. The most helpful reaction to
their clients by counsellors is to reassure them that the feelings and
responses associated with this crisis are normal. Introducing the
seropositive individual to others living well with EIV infection is a
useful way of demonstrating how the initial crisis will pass and that
a positive approach to coping with the disease can be adopted.

Procedure for Disclosing Positive Antibody Test Results:

Disclosing results:

1. Establish rapport with the client.
2. Ask if there are any questions.

3. Follow the iead of the client as to when to disclose the
results.

4. Give the test results in a direct, neutral tone.
. Wait for clier.t’s response before answering.

(2]
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Integration of Result | Cognitive Integration - “What does the test really mean?”

1. Explore the client’s understanding of the meaning of the
test result.

2. Clarify the meaning of the test result.
3. Answer questions simply and clearly.

Emotional Integration - “How could this be happening to me?”

1. Provide a non-threatening environment to allow for the
expression of feelings.

2. Normalise responses: make clients aware that their
responses are normal.

3. Acknowledge and validate fears, grief and other feelings,
saying for example, “I know this is frightening.”

4. Be realistically hopeful.

5. Remind the client that this is initial crisis and difficult
adjustment period to the test result is liinited in time
and will change.

6. Explore any guilt regarding HIV infection
7. Assess depression and suicidal thinking.

Behavioural Integration - “What should I do now?”

Clarify what safer sex means.
Discuss what correct condom use involves.
Discuss the implications for pregnancy and childbirth.

Discuss other health issues: re-exposure to HIV, STDs,
alcohol and drug use, stress level, coping styles.

Ll A

5. Probe possible denial responses by the client.
6. Schedule a medical follow-up.

7. Develep a health plan, setting specific and realistic
goals.
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Interpersonal Integration - “Who should I tell? How, when and
what should I tell them?”

1. Discuss the impact of informing others: sexual
partner(s), family and friends, and employers. Help the
client make decisions about disclosure.

2. Encourage varied ways of maintaining intimacy.

3. Encourage staying involved in the community and the
development of a supportive social network.

4. Develop a plan regarding disclosure of the result to
increase support and minimise potential negative
consequences.

Maintaining Hope
1. Encourage and support positive coping strategies:
religion and spirituality, stress management,
maximising social support.
2. Be realistically hopeful: acknowledge the client’s feelings
and focus on quality of life issues.

3. Encourage client’s active participation in coping with a
positive result and his or her own health care plan.

4. Encourage the client to make use of available resources.

5. Be available for additional counselling sessions or
telephone contact when possible.

Resources and Referrals
1. Identify additional resources for client:

o information resources.

e medical services.

e sccial services and counselling.
e substance abuse services.

e legal services.

e social support and other services which can assist
in maintaining his or her health plan.

2. Provide written information about HIV and AIDS.
3. Schedule a follow-up appointment when possible.
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GRIEF AND BEREAVEMENT

Loss and grief are universal experiences, yet most of us have
seldom worked closely with someone who is facing death. As AIDS
prevention counsellors and educators we are constantly made very
conscious of our thoughts, feelings and attitudes about death, appro-
priate grieving, religion and spirituality, and existential concerns.

Often the pre-eminent feeling, when in contact with someone who
is facing death or has recently lost a loved one, is one of helplessness.
For this reason, it is valuable to explore and discuss our personal
experiences and reactions to death, dying and grief. By understanding
our own beliefs, experiences and biases, we can become more effective
as AIDS counsellors.

What is the iypical experience of a person who has lost a loved
one through death?

People typically experience psychological, physiologic and/or
behavioural reactions in response tothe death of a loved one. The grief
process involves a wide variety of feelings and associated behaviours
which change over time.

There is a tremendous variation in individual responses to
a loss; these are determined by:

o ethnicity.

¢ culture.

e personality.

e religion and/or spirituality.

o cultural perceptions and attitudes towards illness.
¢ nature of illness.

o nature of relationship.

e previous physical and psychological health.

Grief reactions are characterised by changes in the
following areas. Depending on cultural and religious norms,
reactions may appear more or less frequently in a specific
area.
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Emotions and thought process:
e shack and disbelief.

o sadness and despair.

e anger and irritability.

e anxiety.

e mood swings.

e intense yearning and longing.

Behavioural changes:
e slowed-down.

o agitated and restless.

e crying.

o lack of interest.

e increased use of cigarettes and/or alcohol and drugs.

Interpersonal and social changes:
o shifts in social status.

e reactions from others.

Physicai complaints:

o disturbed sleep patterns.
e poor appetite.

e pain.

gastrointestinal problems.

The grief process has frequently been described in
terms of phases or stages. Observers have identified
five stages of grief which evoive through:

e shock.
e anger.
e bargaining.
o depression.
e acceptance.
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These emotional states ure experienced by many people as they
grieve although they do not occur in a linear fashion. Every individ-
ual’s experience of these states, and the degree to which they are
experienced, is different.

For many pzople there is an intense initial period of grieving which
manifests itself in depression and distress. Others do not share this
experience. There is no one way to experience normal grieving. There
are, however, four tasks of grieving which individuals must
complete in order to resolve their grief. These include:

1. Accepting the reality of the loss.

2. Experiencing the pain of the loss.

3. Adjusting to life without the person.
4. Reinvesting in life.

The loss is considered to be resolved when the person completes
the phase of acute grieving, even though the pain of loss may remain
for a lifetime. The resolution is characterised by a return to the
previous level of functioning where the individual feels hopeful,
becomes reinvested in his or her life, and adapts to a new role.
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Culturai Views of
lliness and Death

TRAINING ACTIVITY

Purpoge: To explore cultural norms and attitudes about illness
and death.

Objectives - Participants will be better able to:

o List cultural views of and attitudes to illness.
e List cultural views or and rituals related to death.

How long does it take?
¢ Allow one hour.

What do I need?
o Large sheets of paper.

e Pens, markers or coloured chalk.
o Tape.

Howdo I doit?

o Divide the large group into groups of six or seven. Ask
each group to choose a recorder. Hand out two large
sheets of paper and a pe., marker or piece of chalk to
each group.

e Ask the groups to brainstorm under the two following
headings for 20 to 25 minutes:

Cuitural beliefs about illness:
1. causes

2. appropriate actions

3. emotional responses

Cultural beliefs and practices related to death:
1. causes

2. responses from others

3. mourning rituals

These beliefs should be general cultural beliefs and practices, not
specifically AIDS-related.
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o Bring the small groups back into a large group. Invite
the recorders to read their group’s list under the first
heading. When the other groups follow in turn ask them
only to read out new beliefs, not to repeat.

o Repeat the procedure for the second heading.

In processing the activity, ask the trainees to consider the
following questions:

o Given the cultural beliefs about illness, what are the
implications for AIDS prevention counselling and caring
for people with AIDS and their families?

o Given the cultural beliefs and practices related to death,
what are the implications for counselling pecple with
AIDS and their families?
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Guided Imagery

TRAINING ACTIVITY

Purpose: To explore coping and counselling strategies for
managing loss.

Objectives - Participants will be able to:

¢ Recall a personal experience of loss and the factors
which helped them to cope with the loss.

o Discuss responses which might be helpful to someone
who is facing death or has lost a loved one.

o Identify personal strengths and weaknesses in helping
others to cope with loss and grief.

How long does it take?
¢ Allow one hour.

HBowdoIdoit?

1. Explain to participants that the guided imagery activity
will involve them in recalling in detail a significant loss
in their life. This loss could be:

e the death of a person close to them.
e aseparation or divorce.

e loss of health.

e change of employment.

Ifthe most significant loss is too recent or too painful, suggest that
the participant recall another loss. Those trainees who find the entire
activity too stressful should be allowed to pass on it. Participants
should fee! free to reveal only that which they feel comfortable
discussing.

Tell participants that they can imagine a loss if they cannot think
of one. If they find constructing mental images is difficult, suggest
that they recall the situation in whatever way they wish.

2. In a calm tone of voice relay the following instructions to
the participants: “Make sure you are sitting comfortably
with your feet flat on the floor. You may want to close
your eyes to nelp you focus and relax.
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“As I guide vou through this exercise pay attention to your thoughts
and feelings as you become aware of images and memories. Think of a
significant loss you have experienced in your life. It may be the death of
a loved one. If this is too recent and painful, think of the loss of someone
else. Ifyou have not exper:enced the death of someone close to you, recall
a loss associated with separation or divorce, loss of health, change of
employment or any other loss that caused you grief. Picture this person
or event in your mind. Notice what you are feeling and thinking.

“Now think back to the events surrounding the loss and what led up
toit. Fixinyour mind an image of how you first learned of this potentiai
loss. If there was no forewarning, concentrate on an image of when you
first learned of the loss.

o What was your initial response?

o What were you experiencing?

e How did others respond to you?

o What kelped you most at this point?
o What helped you least?

“Now make a mental image of yourself after this initial shock but
before the death or change. If there wus no time between the two,
imagine this period. Notice your feelings and thoughts.

o What was this period like for you?
e How did you interact with others?

o What emotional and behavioural changes
occurred?

« What helped you survive this perind?
o What made it difficult?

“Now imagine the actual death or loss and the two weeks following
it. Make a picture of that time in your mind.

e What are you feeling and thinking?
o Who is around you?

o What is most helpful about what thev are saying or
doing? If they are not helpful, what would you like
them to do differently?

o What helps you most at this moment?
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“Now imagine yourself in six months.

o Where are you? What are you doing?
o What are you feeling and thinking?

e Do you notice any physical nr behavioural
changes?

o What has changed in your life?

o What has kelped you get through the lust six
months?

“Now make a picture of yourself today. Notice what you look like,
what you are wearing. Notice how you feel. Imagine the other partici-
pants in the room. Make a picture of where you are sitting in the roer.
Picture the person next to you. Think back to an earlier session and
recall what you were thinking then.

“Bring your attention back to yourself, sitting in this rooin. Notice
your breathing. Feel your feet on the grourd. When you feel ready, open
your eyes. Take a moment to readjust to the room. If you are fee'ing
emotional, take 2 moment to recompose yourself. When you feel ready,
find a partner and spend 5-10 minutes discussing what you are feeiing
as a result of this guided imagery. Begin to think about and discuss
what you learnzd about yourself and your experience with loss.”

3. Invite the pairs to join another pair, making groups of
four people. Give each group several large sheets of
paper and a pen or marker. Ask the groups to chnose a
recorder,

4. Ask the groups to discuss the following questions for the
next 20 minutes, recording their responses on the large
sheets of paper:

o What did you learn about yourself and your
experience with loss?

e How did your personal values, attitudes and
beliefs about death and dying affect your
experience of loss?
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» What heiped you most:
1. When you first learned about the potential death
or loss?

2. During ‘iw period between first learning of the
potentiul loss and the actual death or loss?

3. At the time of the death or loss?
4. During the two weeks after the death or loss?
5. Up to six months after thc loss?

o What Lelped you least during each of these
periods?

o What does this tell you about helping people
with HIV infection and AIDS, and their
families, to live with a life threatening illness
and/or cope with an actual death?

o What are your personal strengths and
weaknesses in helping others to cope with loss
and grief?

5. Call the groups back into a large group and ask them to
tape their sheets of paper to the wall. Discuss the
responses in th: large group.
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COUNSELLING PEOPLZ WITH HIV, AIDS AND THEIR FAMILIES

introduction

Information to Present

Throughout iheir illness there will be times when people with HIV
infection and AIDS, given the psychosocial complications associated
with it, will be in special need of support and assistance in managing
their daily lives. Counsellors and visiting nurses may be some of the
only people who can provide this resource.

Counselling people with HIV and AIDS and their families requires
skili, knowled e, self-awareness and experience. The counselling and
communication skills described in the previous sectione provide the
foundation for werking effectively as a counsellor. In addition, in the
following section there are some specific interventions which counsel-
lors can use to help people manage their illness.

Assessment:

Information about the way the individual with HIV infection or
AIDS functioned in his or her daily life before their diagnosis gives the
counsellor an indication of their ability to cope with the illness. The
arcas you will need to cover with him or her are outlined
below:

Current problem of difficulty: inevitably, the diagnosis of HIV
or AIDS will be the broad problem. You will want to be more specific.

What are the primary problems related to the diagnosis?
Current level of functioning:

How well is the client coping with tke illness?

Is he or she able to continue working and maintain social contact?
Does he or she appear extremely depressed or anxious?

Previous level of functioning:

How well did iie or she function before diagnosis: occupationally,
socially, coping abilities, personality, style?

Social support:
How much social support does this person have?

Is it adequate?
Who are the key people in this person’s life?
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Coping skills:
What has helped this person cope with previous crises?
Substance use:

Does this person use alcohol or drugs (intravenous or non-
intravenous)? If yes, how frequently and what kind?

Stage of illness:

At what stage in the diagnosis are you seeing this person?
What is his or her current degree of health or illness?
What types of treatment or medications is the person taking?

AIDS knowledge:

How much does the person know about HIV and AIDS?
How much does he or she know about risk reduction?
What is the client’s perception of his or her illness?

Risk for suicide or homicide:

Does he or she exhibit any of the signs of potential risk for suicide
or homicide? These include:

¢ Self-disclosure of inability to cope.

o Despondency, feelings of hopelessness and/or suicidal
ideation.

e Extreme rage and/or homicidal ideation.
o Social isolation.

o Ifthe client is having suicidal or homicidal thoughts,
does he cr she have a specific plan for carrying it out?

e Does he or she have the means to carry it out?

o Does he or she have a history of past suicidal or
homicidal behaviour?

» Has the client recently experienced losses or other
traumatic events?
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Access to resources;

What financial resources does the client have?
What other resources does the client have (housing, medical, social
services)?

Counselling Interventions with People with HIV and AIDS:

The goal of counselling interventions is to help the person with
HIV or AIDS live with the illness in the best way possible. Among
interventiong which could be helpful are:

e %ducation:

Information about the illness itself, risk reduction, normal
emotional responses to the diagnosis, etc.

¢ Individual counselling:
Adorting a non-judgemental stance, empathising, normali-
sing/universalising responses, active listening, supporting coping
skills.

e Provision of support:
Emotional support, support and reinforcement for risk
reduction and behaviour change.

o Assistance with disclosure of diagnosis:

Offering, when possible, to help the client disclose his/her
diagnosis to spouse/partner and/or family members.

e Grief counselling:
Talking directly about reactions to the losses the client has
already experienced or anticipates, talking directly about
death and dying, helping the client take care of practical
matters (provision for children, legal matters, finances, etc.),
assisting the client in addressing unresolved emotiona. and
relationship issues.

e Crisis intervention:
Identifying and validating client’s ability to cope with past life
crises, assisting with concrete problem solving, encouraging
client’s active and positive participation in current situation,
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‘ncreasing awareness of options, encouraging expression of
feelings within counselling session, mobilisirg support net-
work, providing client with appropriate referrals.

Substance abuse treatment:

Providing referral for substance abuse treatment if client is
experiencing negative consequences from his or her use of
alcohol and/or drugs.

Reinforcement of hope:

Support spiritual and religious beliefs, help identify sources of
hope, positive aspects of life.

Encouragement of client’s active participation to
increase sense of empowerment:

Learning more about the illness, changing health hehaviours,
helping others, increasing involvement with spiritual and re-
ligious practice.

Skills training:
Problem solving, coping skills, stress management.

Mobilise social support:
Facilitating contact with other people.

Advocacy:

On behalf of client unable to do so on his or her own, for
example, financial assistarce, basic living concerns, medical
and treatment issues.

Family Interventions:

The goal of counselling interventions for the family is to help them
come to terms with the impact of the HIV or AIDS diagnosis on their
lives. Among interventions which could be helpful are:

Education:
About the disease, transmission, what to expect in terms of tha
course of the illness and emotional responses.
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o Assistance to family:
ClarifyiLg conflicting feelings about the disease, stigma,
reactions to disclosure of the diagnosis and risk factor(s), fears
of contagion, reactions to anticipated death of the family mem-
ber and other losses, shame, impulse to reject; giving everyone
opportunity to share their viewpoint.

o Conflict mediation:
Alliance with supportive family member; establishing com-
mon ground; mediating conflicts.

¢ Modelling positive interaction:

Diffusing fear about contagion by acting as a role model for
family members when interacting with the person with AIDS,

e Mobilising family support:
Helping maximise support for family members within the
family and from friends and community members where pos-
sible.

¢ Encouraging family members to take action:
Finding out more about the disease, helping others.

¢ Supporting the spouse/partner:
Validating their concern about their own risk for HIV, rein-
forcement for behaviour change, exploration of satisfying and
safe forms of sexual contact and intimacy.

¢ Grief counselling:
Talking directly about reactions to the losses already experi-
enced and/or anticipated, talking directly about death and
dying, helping the family take care of practical matters (provi-
sion for children, legal matters, finances), assisting the family
in addressing unresolved emotional and relationship issues.

Group Interventions:
Any intervention which facilitates interactions among people with

HIV or AIDS, or among family members, will help to decrease
isolation and stigma while providing education, social support and
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role models for coping with the illness. Peer groups can he generally
focussed or targeted to a epecific audience such as people with ATDS,
couples, parents, gay and bisexual mer, women, etc. Group interven-
tions are extremely helpful, but often difficult to assemble. Ways to
promote interaction among people with similar experiences
of HIV and AIDS include:

o Peer groups:
Education, social support, eruotional support,problem-solving.

s One-to-one peer contact:

In person or by telephone. Anonymity and confidentiality can
be more easily protected.

o Formal or informal groups:

Groups of people affected by AIDS who work towards public
education and advocacy.

Management of Dementia:

When a person with AIDS is suffering from AIDS-related demen-
tia, environmental interventions can be useful in minimising some of
the disorientation, confusion and memory loss that he or she may be
experiencing.
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Case Studies

TRAINING ACTIVITY

Purpose:  To practice assessment skills, to identify relevant indi-
vidual and family interventions for different client
situations and to explore personal values and attitudes
which wouid have an effect on thei= - -+k.

Objectives - Participants will be able to:

o Identify three key concerns for this client.
o Identify three intervention strategies.

o Discuss personal values or attitudes that would affect
their work with this client.

How long does it take?
o Allow 50 minutes.

What do I need?
e Large sheets of paper.
o Markers or coioured chalk.
e Masking tape.
o Vignettes.

How do 1 do it?

o Dustribute a case study to each participans.

o Divide the large group into small groups of five or six.
Give each group three large sheets of paper and a
marker or chalk.

o Ask the irainees to read their case studies and consider
the following questions which should be written on a
large sheet of paper and taped where they can all see
them.

1. What are the key concerns for this client and
his or her family?

2. What intervention strategies should be used to
work with this client?

3. How would your personal values and atti-
tudes affect your work with this client, both
positively and negatively?
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o Ask the trainees to work individually for five minutes,
noting their resporses to the questions.

o Ask the groups to elect a recorder and spend twenty
minutes discussing their responses. The recorder should
write these down, putting all responses to question one
on the first piece of paper, question two on the second,
and so on.

e After twenty minutes ask the recorders to tape their
sheets to the wall. Invite the trainees to look at the other
group’s responses.

Call the large group together again and discuss the responses, ex-
ploring in more detail the key concerns and intervention strategies.
Discuss the activity with the following questions:

o Which of your attitudes and values would affect your
work with this client? How would they do so?

o What would be the area of greatest difficulty for you in
working with this client? What would help in overcoming
this difficulty?

o Was it helpful to work with colleagues on this case study?
e How did you resolve disagreements?

A sample case study can be found as a handout this in module and
can be used for this activity. Case studies can also be developed based
on the role-plays found in the pre-rest counselling section or on the
trainers' and/or trainees' experiences.
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Patrick: Part One

Patrick: Part Two

CASE EXAMPLE

Patrick is a thirty-nine-year-old store manager who has been
referred by & doctor at the health clinic for individual counselling after
he had complained about stress-related problems. He had been
forgetting things and experiencing difficulty concentrating at work
and said, “I just don’t seem to be thinking very clearly.” He asked the
doctor to give him something to help him to sleep. The doctor gave him
a prescription and recommended that Patrick talk to a counsellor to
help him deal with the stress he was feeling.

Patrick has been married for six years and has two children. Two
months ago he noticed his irritability at work and home, for which
there was no apparent cause. The combination of his memory loss and
concentration problem was causing him to make mistakes in his
managing his store.

During several sessions with the counsellor Patrick explored his
anxiety. He told the counsellor of his happy marriage and his love for
his family. Recently though, his wife had questioned his fidelity,
accusing him of an involvement with another woman. He had em-
phatically deniedit. In discussing this he was patently uncomfortable.

Eventually Patrick revealed the truth: during most of his married
life he had been having sexual contact with men. He had hidden this
from his wife as he felt guilty and ashamed about it. The counsellor led
the discussion towards Patrick’s risk, through his multiple partners,
for HIV infection and AIDS. Patrick responded that he has never
thought of himself as at risk for AIDS since he is not gay. He expressed
extreme anxiety on hearing that he was at risk.

After several sessions with the counsellor, Patrick decided that he
would take the antibody test and have a check-up. The counsellor
suggested a doctor knowledgeable about AIDS because Patrick did
not want to consult his own doctor.

Next time he sees the counsellor he announced that he had a
positive result to his test. He also says that his doctor is referring him
for some neuropsychological testing because his symptoms could be
related to HIV infection. “I don’t know how this could happen to me,”
he keeps repeating. Patrick tells the counsellor that he has not told
anyone about the test results.
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ENDING A TRAINING

At the end ofan AIDS training session participants may be feeling
excited, interested and emotionally affected. They may, however, be
feeling overwhelmed, tired or restless. In either instance it is impor-
tant to allow time for some type of closing activity which can help
participants re-establish group contact and bridge the gap between
the training and their work lives.

The end of a training is a time to:

e summarise the significant concepts covered during the
training.

e answer remaining questions.

o ackncwledge the issues that you were not able to ad-
dress during the tiaining.

¢ acknowledge the hard work and participation of the
trainees.

o express thanks to organisers and trainers.

e encourage participants to continue the discussion of the
issues with each other and in their workplace.

e clcse the workshop on a positive note.

You will want to end the training witn closing comments
and a brief activity. One such activity would be simply to ask
trainees to take a turn in answering a question such as:

o What is the most important thing you have learned in
this training?

o What is the most important skill you will be bringing to
your work as an. AIDS prevention counsellor and educa-
tor? What skill would you still like to develop?

o What have you learned that has most surprised you?

o Describe a change in your workplace that you would like
to make regarding AIDS prevention.
What emotion best describes how you are feeling now?
o Suggest two ways in which you have found the training useful.

This is an activity which could be extended, time permitting,
either by full group or one-on-one discussion in greater detail of these
and other questions. It will serve to focus trainees on what they have
learned, how they are feeling, skills they are confident about, plan-
ning for action and areas for continued learning.
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HOW TO SCHEDULE YOUR TRAINING WORKSHOP

What Should | Include
In My Training

If | Have Different
Amounts cf Time?

What you include in your training will depend on:
e your objectives.

e your audience.

e the amount of time you have available.

There are some general rules (o follow. In every training
you will want to include:
o an introductory exercise (even if it is very brief.)

» AIDS information and risk reduction guidelines.

If you have half a day or a full day you will also want to
include:

e a pre- and post-test.

o skilis development.

» examinatior and exploration of feelings, reactions, values
and attitudes.

A half-day workshop might look like the schedule thot follows.



Half-Day
Sample Training

This is a sample of a hal{-day training workshop:

8:30 - 8:45

8:45 - 9:30

9:30 - 10:30

10:30 - 10:50

10:50 - 11:30

11:30- 12:15

12:15-12:30

Overview of training
Pre-Workshop Questicnnaire
Introductioas

Introductory activity

Basic AIDS information

e History and Cause

e Transmission

s Spectrum of HIV Infection
» Risk Reduction

o HIV Antibody Test

Break

¢ Training Activity:
Answering Difficult Questions

Speaker(s): Persons with AIDS, HIV infection
and/or family member or video.

Post-Workshup Questionnaire, evalvation
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What Should | Include When you have fourto five days for a comprehensive AIDS
In a Full, | prevention counselling workshop, your workshop goals might

Comprehensive include the following:
Workshop?

o Toincrease knowledge about the medical, epidemiologic
and psychosocial aspects of HIV infection and AIDS.

o To develop skills in AIDS prevention counselling.

e To examine feelings, reactions, attitudes and values
stimulated by AIDS.

o To dispel fears and myths related to high risk behaviours
and populations.




Five-Day
Sample Training

A five-day AIDS prevention counselling workshop which would
achieve these goals might look like the following:

DAY ONE
8:00 - 8:30 Registration & Administrative Matters
8:30 - 9:00 Welcome

Opening Address
9:00 -10:30 Pre-Test Questionnaire
Overview of Training and Training Objectives
Group Introductions
e Training Activity: First Thoughts
10:30 - 10:50 Break

10:50 - 12:15 AIDS Update: Medical, Neuropsychiatric and
Treatment Aspects

12:15 - 1:30 Lunch
1:30 - 2:00 Global, Regional, Local Perspectives on HIV
2:00 - 2:45 Family Life in the Caribbean:

Socio-Cultural Issues Which Affect AIDS
Prevention Strategies

2:45 - 3:10 - e Training Activity:
Barriers to AIDS Prevention
3:10 - 3:30 Break
3:30 - 4:10 Barriers to AIDS Prevention (continued)
4:10 - 4:40 Introduction to Counselling:
What Is Counselling?

Role of AIDS Prevention Counsellors

4:40 - 4.45 Wrap-Up
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DAY TWO

8:30 - 8:45

8:45 - 9:45

9:45 - 10:30

10:30 - 10:50

10:50 - 12:15

12:15- 1:30

1:30 - 2:30

2:30 - 3:10
3:10 - 3:30

3:30 - 4:40

4:40 - 4:45

6:30 - 8:00

Review of Day 1
Overview of Day 2

Behaviour Change
e Training Activity: Risky Business

Introduction To Counselling Skills and
Responses

o Training Activity: Without Words
Break

Counselling Skills and Responses (continued)
o Training Activity: Counselling Role-Plays

Lunch

Panel Presentation and Discussion: People With
AIDS, HIV Infection and their Families

Group Discussion
Break

Sex and Sexuality
o Training Activity: Where Do You Stand?

Wrap-Up

Video Presentation - optional
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DAY THREE

8:30 - 8:45

8:45 - 9:30
9:30 -10:30
10:30 - 10:50

10:50 - 11:30

11:30 - 12:15

12:15- 1:30

1:30 - 2:30

2:30 - 3:10
3:10 - 3:30

3:30 - 4:40

4:40 - 4:45

Review of Day 2
Overview of Day 3

Psychosocial Issues
Safer Sex and Risk Reduction
Break

¢ Training Activity:
Teaching Effective Condom Use

Counselling Skills
o Training Activity:
Identifying and Reflecting Feelings
Lunch
Panel Presentation:
Homosexuality and Bisexuality
in the Caribbean
Small Group Discussion Following Panel

Break

Development of Guidelines and Strategies
(small groups)

Wrap-Up
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DAY FOUR

8:30 - 8:45
8:45 -10:10
10:10 - 10:30
10:30 - 10:50
10:50 - 12:15
12:15- 1:30
1:30 - 3:10
3:10 - 3:30
3:30 - 4:40
4:40 - 4:45

Review of Day 3
Overview of Day 4

HIV Antibody Testing: Lecture, Video and
Discussion

o Training Activity: Imagine If...
Pre-Test Counselling Session Protocol
Break

¢ Training Activity:
Pre-Test Counselling Session Role-Plays

Lunch

Post-Test Counselling Session:
Result Reporting Protocol

¢ Training Activity:

Post-Test Counselling Session Role-Plays
(positive and negative results)

Break

Development of Guidelines and Strategies
(small groups)

Wrap-Up

/b\

ol



DAY FIVE

8:30 - 8:45

8:45 - 9:30

9:30 -10:30

10:30 - 10:50

10:50 - 11:15

11:15 - 12:15

12:15 - 1:30
1:30 - 2:15
2:15 - 2:30
2:30 - 3:15

Closing

Review of Day 4
Overview of Day 5

Socio-Cultural View of Illness and Death
in the Caribbean

Counselling People with AIDS and
Their Families
o Training Activity:

Answering Difficult Questions
Break

Discussion:
Difficult Counselling Situations (cont’d.)

Reports from Groups on Guidelines
and Strategies

Lunch
Where Do We Go From Here?
Closing Comments

Post-Workshop Questionnaire
Evaluation



DIFFICULT COUNSELLING SITUATIONS

Health Care Worker
with a Needle Stick

You may be asked to provide counselling and education in response
to a crisis. In this section, some of these situations are described with
suggestions for how to respond to them.

Several days ago a nurse at the public hospital which serves alarge
number of AIDS patients was stuck with a needle while trying torecap
it. The needle had been used to draw blood from a patient whois likely
to have AIDS, but who, as yet, has not been diagnosed.

This incident has triggered the fears of all the staff on the unit.
They have demanded that from now on the: e informed of the HIV
status of all patients who are admitted to the hospital.

At the training or workshop you organise in response to
their concerns your tasks will be to:

e Anticipate the staff’s questiors and fears.

e Begin by acknowledging their shared personal
experiences and realistic fears.

e Let them know that you will leave plenty of time to
answer their questions.

e Acknowledge the situation that brought you there -- the
nurse who was stuck with a needle.

s Provide updated AIDS information:
Review modes of transmission and conditions for infec-
tion. Do not assume that all staff have an accurate
understanding of AIDS. On the other hand, do not talk
down to staff, assuming ignorance on their part.

e Discuss risk of HIV infection for health care workers:
Present current statistics and discuss the specifics of
health care workers who have been infected through
their work. Most of them involved unusual circumstances
or accidents or situations in which infection control
precautions were not being adhered to.

e Emphasise the very small but possible risk for health
care workers.
e Review universal infection control precautions. Make

sure that everyone understands all procedures.
Emphasise that needles should not be recapped.



o Discuss problems in implementing and adhering to

universal precautions, for example, lack of supplies, lack
of knowledge, habit, staff not seeing the necessity. Spend
some time problem-solving solutions to these obstacles.

Discuss staff's demand to kaow all patients’ HIV status
on admission to hospital. Spend some time discussing
this proposition with them, but ultimately, refer the issue
to the hospital adrainistration. Emphasise your under-
standing of the position they have taken, but
point out too, some of its problems:

1. The cost of testing and providing counselling to
everyone tested.

2. Emergency cases could not usually be tested before
treatment takes place.

3. Some HIV-positive people would test negative on
the have HIV antibody test results because of the
“window period.”

4. Staff would have the illusion of safety except when
they were working with a known HIV-positive pa-
tient and would neglect infection control procedures
with the unknown HIV-positive patient for other in-
fectious diseases that are spread more easily than
HIV.

Listen for other sources of fear that staff may not be
expressing overtly, such as prejudice towards people with
AIDS, workload, difficulty living with uncertainty, etc.
Acknowledge and work with these issues as they emerge.
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Schoolchildren
With HIV

An eight-year-old child at a local school has AIDS and the parents
of other children have just learned about it. Many of them are
extremely upset because they do not want their children to have
contact with a child with AIDS. Some have already kept their children
away from school. They are demanding that the child with AIDS be
withdrawn from the school. The principal of the school has called you
for help.

Over the telephone you should assess the situation:

o Does the school or district have any established policies
about children with AIDS attending school?

o What policies about confidentiality are in place?

o What do the parents and child want to do?

o How well or sick is the child?

o How well is the family able to cope with the controversy?
o What are the general feelings among staff at the school?

o What AIDS information has been provided to staff? to
parents? to children?

o What does the administrator need from you? information?
educational materials? education for staff and parents?

Among the short-term interventions you may wish to make
are to:

e Work with the immediate crisis.

e Meet with the school administrator(s) and othe.
significant distric! personnel to develop a plan.

o Meet with the family to discuss their desires and the best
ways to handle the situation.

e Provide educational sessions for staff.
¢ Provide educational forums for teachers.
e Provide educational forums for students.



Among the long-term interventions you may wish to make
are to:

e Work with policy makers to develop policies about
confidentiality related to children with AIDS attending
schools.

e Develop plans for ongoing AIDS education prograr.mes
for staff, parents and students.
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Suicidal Client

Three months ago a female client was diagnosed with AIDS. At
that time she was seven months pregnant. Last month she gave birth
to a baby boy. He has been very sick and probably has AIDS as well.
Theclienthas been extremely depressed. On several occasions she has
missed appointments with her doctor. At the last appointment which
she did make, she told the doctor that she feels she ca.inot go on. The
doctor referred her to you as he is concerned she might attempt
suicide.

In your initial assessment you will want to determine:

e What are her primary concerns about her illness and her
baby’s illness?

e How well or ill is she? What types of treatment or
medication is she taking, if any?
e How well is she coping with the illness?

e Is she able to continue working and mainiaining social
contacts?

o How well did she cope prior to her diagnosis? What was
her life like before diagnosis?

o What are her financial and other resources?

e How muck social support does she have?

o Does she use alcohol and drugs? If yes, how frequently
and what kind?

o What has helped her cope with previous crises?

e How much does she know about HIV and AIDS?

o Does she appear to be depressed or anxious? Has she

expressed her inability to cope? Is she feeling despondent?
Is she feeling hopeless? Is she isolated?

o Has she been thinking about suicide? If yes, does she
have a specific plan for carrying it out? Does she have the
ability and the means to carry it out? Does she have a his-
tory of depression, suicidal thinking, or attempts?
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Subsequently, you will be able to provide counselling which:

¢ Identifies, examines and validates her ability to cope
with past life crises.
o Assists her with concrete problem-solving.

o Encourages her to express feelings within the counselling
session.

o Encourages her to actively participate in her current
situation by helping her to  redirect her behaviour and
to increase awareness of her options. :

¢ Encourages and mobilises her support system.

o Makes appropriate referrals, should a suicide attempt be
likely.

o Gives her referrals to relevant community resources.



Families in Crisis

A young man was diagnosed with AlDS several months ago.
Although he told his girlfriend about the diagnosis immediately, he
told his family -- including his mother, father, sisters and grandmother
-- only this past week. When they wanted to know how he could have
got AIDS, he told them that he has had sexual involvement with
several men in addition to his girlfriend.

The entire family was extremely upset and distraught, but his
father was enraged and threw him out of the house against the wishes
of the other family members. He is now staying with some friends. He
wants you to help him reconcile with his family.

One of the first things to do is to let the young man know
that you understand his concern and worry -- about his family and
about his diagnosis. Then express your willingness to work with him
to find solutions.

o You will need to help the client calm down enough to
discuss the next steps to be taken. If he is too upset for that
right now, focus on the most immediate needs (e.g., tempo-
rary housing, friends to talk with, etc.) and reassure him
that the family problems do not have to be resolved imme-
diately and that, in fact, it will probably take some time
for this to happen.

o Ask the young man if he wants to focus on what steps to
take with his family now or to take care of his immediate
needs and come back in a day or so to talk about the
family. Be sure that he knows you are willing to proceed
with either option.

o When you do focus on the family problem with him,
discuss the different family relationships with him. How
do each of his relatives relate to him individually? How
do the family members treat each other? Who is he closest
to? Who does he have the most difficulty with?

o Identify with the client which family members he might
stay in contact with so that he doesn’t break all family
ties.

o Assist, as needed, with what the client will tell or talk
about with this family member. A role-play might be
helpful.



Help the client deveiop a few different options to match
different outcomes for his family relationships; for ex-
ample, if he has to stay away from the family house for
one month, what will he do? if he cannot return to the
house for a longer period of time, what can he do? If he
can only inaintain a relationship with a few of his amily
members, how will he cope with that?

Discuss with the client several options for how he might
cope with his father’s anger? Have their been circum-
stances in the past that help him to know how to respond
now? Consider with him whether he should directly
contact his father, whether he could get a message to him
through someone else, or whether he should not risk any
further anger until some more time passes.

- Discuss what would be the possiblz benefits or risks if you
were to speak with the young man’s family. If you did so,
what would he like to have happen during that meeting?

Be sure to discuss with the young man the level of emo-
tional and social support he might have from other
sources. Consider with him what others should be told; for
example, should he reveal his HIV status with anyone
else?

Develop a short-term plan of action with the client thet
will guide him over the next few days and weeks. -

Schedule a time when you will see him again; let him
know how available you are if an additional crisis should
occur (do not make offers that will be difficult or impos-
sible for you to meet later on).

Reassure the young man that he can rely on you, that he
can trust you to keep his case confidential, and that you
are willing to help him.



Married Man Who
Tests Positive;
Doesn’t Want to
Use Condoms

A man in his 40s comes to the clinic and asks to-speak with you
privately. He says a friend suggested he see you because you were
someone “who could be trusted.”

Then he explains that two months ago he went to a neighboring
country to get tested for HIV; last week he returned to get the results
and discovered that he had tested positive. He makes it clear that he
knows quite a bit about HIV and AIDS and he knows what it means to
be nositive.

He continues to explain that he already uses condoms with his
outside female partners, but that he has not used them with his
spouse. He doesn’t want to begin using condoms with her and he
doesn’t want to tell her about his HIV status. He asks you, “Am I doing
the right thing? Do I have to stop seeing my other partners?”

The client has presented a complex situation to you, and you
wonder how comfortable he is with his decisions and how much he
really does know about HIV transmission. You are also personally
upset that he may have already infected his spouse with HIV by
refusing to use condoms.

You could begin by assuring him that you will live up to his friend’s
recommendation of you: that is, you will protect his confidentiality.
Then you can ask for more information, such as:

o Ask him to describe the nature of his relationship with his
wife: how close are they? how much do they usually dis-
cuss personal issues or problems? how understanding are
they of each other?

o Ask him whether he and his wife want to have children or
more children; if not, what precautions do they take to
avoid pregnancy? If they want to avoid pregnancy, couid
he suggest they use condoms to do so (and thus reduce risk
of HIV transmission as well?)

o Whether he has had intercourse with his wife or other
partners since he learned of h:s HIV status? If not, ask
why he has not: fear of infecting them, depression about
his HIV status, etc. If he has, did he use condoms with
those partners and/or with his spouse? Why or why not?



o Determine how well the client understands the risk he is
presenting to his spouse if they have intercourse without
using a condom. Clarify any misconceptions or
inaccuracies.

o The client is obviously facing a difficult situation; help
him weigh the different outcomes of his actions: telling his
wife of his status, suggesting using condoms, not telling
and not using condoms. What are the outcomes of sach?
How does he /will he feel about each of the possible
outcomes?

o The client clearly may not be ready to make any decision
on what to do at this point. Try to get him to agree to
avoid intercourse for a short period of time -- until he
decides or until he speaks with you again.

There is no easy answer about how to proceed with this client other
than to encourage serious consideration of the outcome of his actions,
to help him determine his feelings about them, and to present the
options as ciearly as possible. There are ethical dilemmas about any
course of action: notifying the spouse yourself or maintaining the
promised confidentiality with your client.

You will want to ask a colleague or superior whether the Ministry
of Health or your institution has a policy regarding informing the
sexual partners of HIV-infected individuals.

For your own sake you will need to recognise that there are limits
on how much a counsellor can do in these situations.

V-10



PRE-TEST QUESTIONNAIRE

PART 1: Answer the following questions by circling “True” or “False.”

1. You can usually tell just by looking at someone whether he or she is infected
with HIV.

TRUE FALSE

2. A person who has tested antibody posi*‘ve will to develop AIDS within three
years.

TRUE FALSE

3.  When a mother is infected with HIV, she will almost always transmit the virus
to her infant.

TRUE FALSE

4.  Itis possible for someone infected with HIV to test negative on an HIV antibody
test.

TRUE FALSE

5. Accurate antibody testing of newborn infants can take place at birth.
TRUE FALSE

6.  Telling a person his or her antibody test result without providing further infor-
mation or services always motivates people to change their high-risk behaviour.

TRUE FALSE

7. Ifyoudon't associate with homosexuals, intravenous drug users or prostitures,
you won't get AIDS.

TRUE FALSE

8. Sexual partners who are both infected with the HIV do not need to follow safer
sex guidelines.

TRUE FALSE
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10.

HIV is devastating because it destroys T-4 cells, which direct the immune
response.

TRUE FALSE

Following an initial mononucleosis-like response to infection to HIV, a person
can have no observable symptoms for many years.

TRUE FALSE

PART 2: Circle the best answer. If two or more answers are equally correct, circle

11.

12.

13.

14.

all that apply.

Of the following body fluids, which have been shown to contain enough
virus for HIV transmission to occur?

a. Blood.

b. Vaginal secretions.
c. Semen.

d. Saliva.

A person who tests HIV antibody positive:

a. Will definitely be diagnosed with AIDS within eight to ten years.

b. Islikely to become ill with symptoms over the next eight to ten years.
c. The HIV antibody test has no predictive value.

A negative HIV test result means that an individual:

a. Has not been infected with HIV.

b. Might have recently been infected but has not developed antibodies to HIV.
¢. Has developed an immunity to HIV.

If a condom breaks (bursts) during intercourse, it might mean:

a. The condom was put on “inside out.”

b. The sexual activity was too strenuous or “rough.”

c. Anoil-based lubricant was used and this weakened the condom.

d. Noroom (“space at the tip”) was allowed for when putting the condom on.
e. The condom itself was poorly made.



PART 3: Foreach of the following statements, check ( v) how strongly you agree or
disagree:

1. People with AIDS should not have sex.

2. IfThad achoice, I would not work with AIDS
patients.

3. Women who don’t care about themselves are
the ones who get AIDS.

4. 1would feel more comfortable caring for an
AIDS patient who got the illness from a
transfusion than a homosexual AIDS
patient.

5. I'would not want my child to go to school with
a child with AIDS.

6. Life is hopeless and not worth living if you
have AIDS.




POST-TEST QUESTIONNAIRE

PART 1: Answer the following questions by circling “True” or “False.”

1.

You can usually tell just by looking at someone whether he or she is infected
with HIV.

TRUE FALSE

A person who has tested antibody positive will to develop AIDS within three
years.

TRUE FALSE

When a mother is infected with HIV, she will almost always transmit the virus
to her infant.

TRUE FALSE

It is possible for someone infected with HIV to test negative on an HIV antibody
test.

TRUE FALSE

Accurate antibody testing of newborn infants can take place at birth.
TRUE FALSE

Telling a person his or her antibody test result without providing further infor-
mation or services always motivates people to change their high-risk behaviour.

TRUE FALSE

If you don't associate with homosexuals, intravenous drug users or prostitures,
you won't get AIDS.

TRUE FALSE

Sexual partners who are both infected with the HIV do not need to follow safer
sex guidelines.

TRUE FALSE



9.  The "AIDS virus" is devastating because it destroys T-4 cells, which direct the
immune response.

TRUE FALSE

10.  Following an initial mononucleosis-like response to infection with HIV, a person
can have no observable symptoms for many years.

TRUE FALSE

PART 2: Circle the best answer. If two or more answers are equally correct, circle
all that apply.

11.  Of the following body fluids, which have been shown to contain enough
virus for HIV transmission to occur?

a. Blood.

b. Vaginal secretions.
¢. Semen.

d. Saliva.

Will definitely be diagnosed with AIDS within eight to ten years.
Is likely to become ill with symptoms over the next eight to ten years.

12. A person who tests HIV antibody positive:
a.
b.
¢. The HIV antibody test has no predictive value.

13. A negative HIV test result means tkat an individual:
a. Has not been infected with HIV.
b. Might have recently been infected but has not developed antibodies to HIV.
¢. Has developed an immunity to HIV.

14, a condom breaks (bursts) during intercourse, it might mean:

If
a. The condom was put on “inside out.”

b.  The sexual activity was too strenuous or “rough.”

¢.  Anoil-based lubricant was used and this weakened the condom.

d. Noroom (“space at the tip”) was allowed for when putting the condom on.,
e. The condom itself was poorly made.



PART 3: For each of the following statements, check ( v) how strongly you agree or

disagree:

Agl‘ee
ly Agi‘e e
Agi‘ee

Slighyy,,
MOde rate

1. People with AIDS should not have sex.

2. IfIhad achoice, I would not work with AIDS

patients.

3. Women who don'’t care about themselves are
the ones who get AIDS.

4. 1 would feel more comfortable caring for an

AIDS patient who got the illness from a
transfusion than a homosexual AIDS

patient.

5. I'would not want my child to go to school with
a child with AIDS.

6. Life is hopeless and not worth living if you
have AIDS.



Answer Key for Sample Pre- and Post-Test Questionnaire

False
False
False
True
False
False
False
False
True
True
a,b,c
b

a,b
a,b,c,d,e
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EVALUATION
AIDS PREVENTION COUNSELLING WORKSHOP

To Workshop Participants:
Please complete the following brief evaluation of the just-completed workshop.

Please answer all of the questions and give any additional comments that you feel
would be helpful to improve future workshops.

Date:

District or Facility:

1. This workshop provided me with new and useful information about how to
provide AIDS prevention counselling:

strongly agree disagree

agree strongly disagree

2. Inow feel more comfortable about talking to clients and patients about how to
cope with AIDS, HIV infection, and the behaviour changes necessary to stop the
spread of AIDS:

_ strongly agree disagree

agree strongly disagree

3. During this workshop I learned and practiced new skills for talking with people
about AIDS risk reduction:

strongly agree disagree

agree strongly disagree

4. Ifeel that I have learned how to listen better (“active listening”) to people
worried about their risk for HIV and to people who are HIV-infected or sick with
AIDS:

strongly agree —_ disagree

agree strongly disagree
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. Ifeel that I am now more able to talk with people at risk for AIDS/HIV without
letting my personal feelings about their risk behaviours get in the way of my
counselling them:

strongly agree disagree

agree strongly disagree

. During the workshop there were opportunities for learning new skills through
role-play exercises. I feel that I learned a lot from these exercises:

strongly agree disagree

agree — strongly disagree

. What did you like best about the workshop?

Why?

. What did you like least about the workshop?

. What would you change about the workshop to improve it?

Thank you for your active participation throughout the workshop.

VII-2
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TRAINING TRAINERS FOR AIDS PREVENTION COUNSELLING:

Introduction

A MODEL

The vltimate goal of AIDS prevention counselling training is to
stem the spread of HIV by educating the greatest numbey of people
about AIDS and AIDS prevention with limited resources. Train the
trainer programmes are an effective model toward reaching this goal.
The “AIDS Prevention Counselling Train the Trainer” programme de-
scribed in this section is a two- to three-step model in which providers
are first trained as AIDS prevention counsellors and secondly as
trainers.

The AIDS prevention counselling workshop teaches people about
AIDS, AIDS prevention and counselling by providing opportunities to
integrate new knowledge, practice new skills, and examine personal
values and attitudes that occur as a result of the AIDS epidemic.
Following this workshop, participants are asked to return to their
workplace and share with others what they have learned as well as
gain some practice as AIDS prevention counsellors.

The “Train the Trainer Workshop,” a two-and-one-half- to three-
day workshop, is the second step in this model. With two to three
months separating the first and second workshops, trainers will have
had time to integrate more knowledge, practice counselling and.
education skills, and initiate counsellor and/or educational pro-
grammes. By the time this workshop begins, participants will have a
better awareness of their strengths and weaknesses as educators,
gaps in their knowledge, and pitfalls in planning and implementing
AIDS counselling education programmes. With the experiences as a
foundation, the “Train the Trainer” workshop focusses specifically on
the various aspects of planning and implementing AIDS training and
educational programmes.

This section details the "Train the Trainer" curriculum. The
participants in this workshop should be selected based on the follow-
ing criteria: 1) previous participation in an intensive AIDS Prevention
Counselling Workshop, 2) availability and interest in conduct.ng
educational programmes as a part of their work schedule, 3) good
interpersonal skills, and 4) good group skills, teaching abilities and
public speaking.

The goal of the “Train the Trainer Workshop” is to increase skills
in training others about AIDS prevention counselling. By the end of
the workshop, participants should be able to design training objec-
tives and training activities, apply principles of adult learning envi-
ronment, present AIDS information, facilitate group discussion and
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activities, and develop strategies for dealing with difficult training
situations and difficult learners.

In order to accomplish these objectives, the workshop should
include didactic information about adult learning principles, design-
ing a training, teaching strategies, implementing a training and
evaluating a training.

It is helpful to devote some time at the beginning of the workshop
for participants to discuss their recent experiences as AIDS preven-
tion counsellors and educators, as weil as identify their strengths and
weaknesses as trainers.

The greater part of the training should allow for participants to go
through the steps of designing and implementing a training pro-
gramms:. This includes writing training objectives, designing the
training in terms of content and presentation, choosing appropriate
teaching strategies and implementing the training.

Allotting time for participants to discuss strategies for handling
difficult learning situations and difficult learners is an important step
in refining training skills. Finally, time needs to be allotted for action
planning.

The third step in this model includes a follow-up workshop in
which participants can further refine their skills as trainers, update
their AIDS knowledge, consult with colleagues, and problem-solve
aifficult situations and dilemmas that have emerged during the
course of their work as counsellors and educators. This workshop
should take place three to six months after the "Train the Trainers
Workshop".



TRAIN THE TRAINER WORKSHOP:
AIDS PREVENTION COUNSELLING

Objectives

By the end of the workshop, participants w*ll be able to:

1.

Design training objectives.

Design training activities.

. Establish an effective learning environment.

. Present accurate information related to the medical,

epidemiologic and psychosocial aspects of AIDS aud
AIDS prevertion.

Facilitate group discussion of sensitive issues related to
AIDS prevention.

. Facilitate learning activities.

. Develop strategies for dealing with difficult training

situations and difficult learners.
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TRAIN THE TRAINER WORKSHOP:
AIDS PREVENTION COUNSELLING

DAY ONE

8:00 - 8:30 Registration and Administrative Matters

8:30 - 8:45 Welcome

8:45-9:30 Overview and Philosophy of Training
Introd.uctions
Pre-Test Questionnaire Introductory Exercise:
“A Scavenger Hunt”

9:30 - 10:15 Self-Assessment Questionnaire

Discussion of ATDS Training Experiences
10:15 - 10:30 Coffee Break
10:30-11:45  AIDS Update
11:45 - 12:00 o Training Activity: “What Makes A Good Trainer”
12:00 - 1:00 Lunch

1:00 - 3:00 Introduction to Adult Learning Principles
Designing and Implementing a Training

3:00 - 5:00 ¢ Training Activity: “Design Your Own Training”




DAY TWO

8:00 - 9:30

9:30 - 9:45

9:45 - 10:15

10:15 - 11:15
11:15 - 12:00
12:00 - 1:00
1:00 - 2:00
2:00 - 2:45
2:45 - 3:00
3:00 - 4:00
4:00 - 4:45

4:45 - 5:00

Time available to work with co-trainers
or individually

Coffee available

Small groups convene Instructions for giving
feedback

Group 1: Presentation

Group 1: Feedback and Discussion
Lunch

Group 2: Presentation

Group 2: Feedback and Discussion
Coffee Break

Group 3: Presentation

Group 3: Feedback and Discussion

Closing



DAY THREE

8:00 - 8:15

8:15-9:15

9:15 - 10:00

10:00 - 10:30

10:30 - 10:45

10:45 - 11:15

11:15 - 12:00

12:00 - 1:00

1:90 - 2:00

2:00 - 2:45

Convene in small groups
Group 4: Presentation
Group 4: Feedback and Discussion

Closing with Small Group and
Discussion of Experience

Coffee Break
Reconvene as Full Group

o Training Activity: “Strategies for Handling
Difficult Training Situations”

Lunch
Action Planning
Closing

Post-Test Questionnaire
Evaluation
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PRE-TEST QUESTIONNAIRE

Circle the best answer. If two or more answers are equally
accurate, circle all correct answers.

1. Adults learn best when:

a.

o

the information is relevant to their personal and
professional experiences.

they are told by a supervisor to attend the
training.

the learning environment is comfortable.

they have an opportunity to practice the new
material.

2. Good training objectives are: (complete the word)

® pe oop

S22 0

3. When a participant challenges a statement made
by the trainer, the trainer should:

a. tell the person he is wrong.

b. ignore the comment.

c. acknowledge the trainees’ opinion.

d. invite the group to explore the issue in more depth.

4. The goal of training activities is:

a. to facilitate participatory learning.

b. to fill gaps in the day.

c. to carry out training objectives.

d. to emphasise only factual information.

. Based on adult learning principles, examples of
the most effective training activities are:

a.

o a0 T

brainstorming.

a structured small group activity.
role-playing.

case discussion.

lecture.



6. When a group of health care workers is repeatedly
anxious about their risk of contracting AIDS from
patients, a good trainer should:

a. drop the entire training plan to lecture about
modes of transmission.
b. dismiss the fear as ridiculous.

c. acknowiedge legitimate concerns and review
modes of transmission.

d. suggest they test all their patients for HIV.

e. suggest that the best way to reduce risk of
occupational exposure to HIV is to refuse to care
for people with AIDS.

7. A good public speaker is one who:

. makes eye contact with the audience.

b. varies the rhythm and volume of speech.
c. reads from notes.
d.

uses body language that conveys interest, open-
ness and active participation with the group.

a



Scavenger Hunt

TRAINING ACTIVITY

Purpose:  To become reacquainted or meet each other.

Objectives - Participants will be able to:

e Meet other participants.
e Briefly discuss personal experiences as AIDS counsellors
and educators.

How long will it take?
e Allow 15 minutes.

What do I need?
e Scavenger Hunt form.

How do I do it?

1. Each participant is given a Scavenger Hunt form and
asked to obtain signatures from other participants who
can answer “yes” to the statement made on the sheet.
More than one signature can be obtained for each state-
ment. The cbject is to obtain a signature for each
statement.

2. Give participants five minutes to complete their forms.
Have them return to their seats.

3. Ask participants “Who was able to fill the entire sheet?
Were there any surprises about someone they thought
they knew well? About themselves?”

Comment:

This activity is short and fun. It gets the energy moving in the
room. The statements can be changed for different audiences to
include different questions.

A A



SCAVENGER HUNT FORM

Instructions: Below are statements of characteristics, roles, expe-

10.

riences and behaviours of people. Some are related
to experiences you may have had as an AIDS educa-
tor, some are not. Your job is to interview other par-
ticipants and find someone who fits into each of these
different categories. Once you find a person who
agrees with the statement, ask them to sign their
name in the blank provided. The object is to fill in as
many blanks as possible, with one signature for each.

Know someone with AIDS/HIV

Explained AIDS/HIV to a group

Became so nervous during a
presentation that I forgot
my material

Discussed AIDS with my child

Had a positive experience
as an AIDS trainer

Became angry or upset during
an AIDS training I was
conducting

Discussed AIDS with a friend

Knows someone who has taken
the HIV antibody test

Discussed safer sex with my
spouse/partner

Taught someone how to use
4 condom —_
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TRAINING ACTIVITY

Self-Assessment Purpose:  To assess participants’ level of comfort and skill as
for Trainers AIDS trainers.

Objectives - Participants will be able to:

o Identify areas of comfort and discomfort as a trainer.
o Identify strengths and weaknesses as a trainer.
o State learning objective for the training.

How long will it take?
e Allow 15 minutes.

What do I need?
e Self-Assessment for Trainers form.

How do I do it?

1. Hand out the Self-Assessment for Trainers form to all
participants. Ask participants to fill out the form. Collect
the forms.

2. Ask trainees to discuss:
o the areas they feel most comfortable as a trainer.
o the areas they feel least comfortable as a trainer.
o the one thing they hope to get out of the workshop.

3. Write their responses on large paper in front of the
room.

4. Collect the questionnaires at the end of the discussion.

Comments:

This assessment tool is useful in two ways: First, it helps partici-
pants assess their skills, comfort level, strengths and weaknesses as
an AIDS counselling trainer and educator. Second, it gives you infor-
mation about the participants and can help you revise the workshop
according to the learning needs of the group.
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SELF-ASSESSMENT FOR TRAINERS

Part |. The following scale will help you to assess your level of comfort with
various roles and skills of AIDS prevention counselling trainers. Your
answers will also help us in designing activities that will most closely
address those areas that need work.

Rate your knowledge, skill and comfort level according to the
following statement scale. Enter the appropriate letter for each state-

ment.
A.  Strongly Agree.
B. Partly Agree.
C. Partly Disagree.
D. Strongly Disagree.

1. I have a comprehensive grasp of AIDS
information.

2. Thave a comprehensive grasp of the psychosocial
aspects of AIDS.

3. Ihave a comprehensive grasp of counselling skills
and their application to AIDS prevention.

4. I am comfortable working with varied attitudes
toward sex and sexuality in a non-judgemental
manner.

5. I am comfortable in the role of trainer.

6. Iknow how to design clear training objectives.

7. I know how to design the content of a
training,

8. I'know how to conceptualise and plan training
activities.

9. I am knowledgeable about effec'ive teaching
strategies.

10. I am comfortable observing role-plays and
delivering constructive, supportive feedback.




11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

I have a good understanding of how to organise
material for a presentation

I understand the role of a group facilitator.
I am comfortable in the role of group facilitator.

I know how to establish a comfortable learning
environment.

I can create a safe atmosphere where differences
can be acknowledged and appreciated.

I am adept at dealing with oppositional, resistant
or hostile trainees.

I can communicate information easily to a large
group.

I have an effective presentation and delivery
style.

I am skilled at eliciting audience participation
throughout a training.

I know how to set limits while remaining flexible
when the situation requires it.
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Part .

Please briefly answer the following:

1. List five strengths you have as a trainer.

2. List three areas where you feel you need improvement as a
trainer.

3. IfI were to get only one thing from this training, I would like
it to be: '
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TRAINING ACTIVITY

Discussion of Purpose:  To stimulate discussion about personal experiences in
AIDS Training providing AIDS training.

Experiences
pe Objectives - Participants will be able to:

e Describe their AIDS training experiences to date.
e Discuss successes and difficulties as AIDS educators.

How long will it take?
e Allow 20 to 60 minutes.

What do I need?
e Large paper.
e Markers.

How do I do it?
1. Ask participants for a show of hands to the following
questions: Who has...
o provided some type of AIDS training for a
group of people?
o used experiential learning strategies in their
AIDS training?

o conducted a training of over an hour?

e found it easy to answer pecple’s questions
and concerns about AIDS?

o found it difficult to be an AIDS trainer?

2. Ask several participants to describe in detail the
training(s) they have conducted including: type, content,
audience, teaching strategies, successes and difficulties.

3. Begin writing two lists of “successes” and “difficulties”
on large paper in front of the room.

4. Ask the rest of the group to fill in the successes and
difficulties lists und continue the discussion about
trainees’ personal experiences and AIDS trainers.
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What Makes a
Good Trainer

TRAINING ACTIVITY

Note: This activity should precede any presentatior: on planning and

implementing a training.
Purpose:  To discuss characteristics of a good trainer.

Objectives - Participants will be able to:

o Reflect on previous educational experiences.
e List qualities of a good trainer.

How long wiil it take?
e Allow 15 minutes.

What do I need?
e Large paper.
e Markers.

How do I do it?

o Ask participants to recali a positive educational experi-
ence they have had in which they were the learner.

e Brainstorm a list of skills and characteristics which
made the trainer effective in his or her role.
TFis brainstorming session should lead into the informa-
tion you will cover on designing and implementing a
training.

i
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DESIGNING AND IMPLEMENTING A TRAINING

Before you review information related to designing and imple-
menting a training, give participants an overview of the “Designing
Your Own Training” activity.

Information on designing and implementing a training can be
found in Section II of this manual entitled “Planning Your Training:
Getting Started.” Since there is limited time in this training of
trainers workshop to cover so much information, the follow-
ing sections are those you will want to be sure to highlight:

e  Adult learning principles.

e  Writing goals and objectives.

e  Designing the content and presentation.
e  Training strategies.

e Implementing the training.

Suggestions for methods of reviewing this material are found
below.

Adult Learning Principles

Ask the group torecall their formal education. Brainstorm a list of
characteristics of “traditional” learning. Next, brainstorm character-
istics that trainees feel contribute to adult learning. Based on these
lists, review the information found in Section II on “The Approach:
Adult Learning Principles.”

Writing Goals and Objectives

Review the information found in Section Il on “Writing Goals and
Objectives.” Discuss the differences between workshop goals and
objectives. As a group, discuss possible objectives that would relate to
the topics participants will be working on in “Designing Your Own
Training” activity.

Designing the Content
Review the information found in Section II on “Designing the

Content.” Use specific examples from the topics participants will be
working on in the activity to discuss key issues in this section.

VIII-17
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Training Strategies

Brainstorm a broad list of training strategies. Add any strategies
discussed in Section II, “Training Strategies,” that were not listed
during the brainstorm. Discuss creative training strategies for
several sample topics such as HIV transmission.

Implementing the Training

Review the role of the trainer found in Section II, “Implementing
the Training.” Explain the tasks of the trainer. Discuss this section by
reviewing the trainer competencies list found on the next page. Have
these competercies written on large paper and posted at the front of
the room. Explain that these are the areas of knowledge, skil's, and
attitudes. We will be giving feedback on when participants conduct
their training module. Discuss each section briefly and expand as
needed. (See Facilitation Activity, VIII-22 for a learning activity to
follow discussion on process facilitation.)
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TRAINER COMPETENCIES

The following sets of knowledge, skills and attitudes are critical in
designing and implementing effective AIDS prevention trainings.
These are to be exhibited by the trainer and observed by participants/
learners. They have been stated in general terms to facilitate your
planning, training, observing and feedback.

KNOWLEDGE

AIDS/HIV.

HIV transmission and prevention.
Safer sex and condom use.

HIV antibody test.

SKILLS

Setting the Stage:

Establishes a comfortable setting for learning by
helping participants. Participants feel interested,
motivated and supported.

Presents a clear overview of the module and training
objectives.

Task Facilitation:

Makes sure that specific content is covered and that
the group stays on task.

Introduces and frames topic and learning activities.

Gives clear and concise directions for learning
activities.

Processes activity and stimulates discussion.

Closes with a summary.
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Content:

Presents accurate information.

Presents information in an easily understood
manner.

Organises material in an effective manner.

Presentation and Delivery:

Projects energy.
Makes eye contact.
Appears accessible.

Varies speech -- rate, volume, intensity.

Process Facilitation:

Facilitates group cohesion.

Acknowledges the knowledge and expertise of
participants.

Encourages and acknowledges the active
participation of all group members.

Encourages the sharing of diverse opinions and
experiences.

Protects minority opinion.

Conveys to participants that they have been listened
to and understood.

Responds to feelings and reactions of individuals and
the group as a whole by acknowledging feeling which
may be hidden or covertly expressed.

Demonstrates flexibility by responding to group
needs.

Discourages individuals from monopolizing
discussions.

Manages time effectively.
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Effective Training Team Member:

Is prepared.
Provides support and feedback to co-trainer.
Makes smooth transitions with co-trainer.

Demonstrates respect for co-trainer.

ATTITUDES

(Adapted from The Center for AIDS and Substance Abuse

Models sensitivity and non-judgmental stance.

Demonstrates sensitivity to participant needs and pace
of learning.

Demonstrates respect toward participants’ thoughts
and feelings.

Appropriately reveals personal feelings, thoughts,
values, and observations.

Training).



Facilitation

TRAINING ACTIVITY

Purpose:  To practice facilitation skills while participating in a

values clarification exercise.
Objectives - Participants will be able to:

e Identify personal values as they relate to the AIDS
epidemic.

o Practice group decision-making skills.

o Observe group process and facilitation skills.

How long will it take?
e Allow one hour.

What do I need?
o Facilitation activity handouts.
o Slips of paper with the following roles written on them:
facilitator (1), observer (1), the rest participants (you will
need this configuration of roles for each small group.)

How do I do it?

1. Review the Trainer competencies and skills, highlighting
process facilitation skills.

2. Divide the group into small groups of seven to nine
people. Explain that in this activity, one person will be
the facilitator. He or she is to mzke sure the group stays
on task, attend to group process aud facilitate the com-
pletion of the activity. The facilitator is not involved
directly in the decision-making process of the group. The
observer is to sit outside of the group and observe the
process facilitation skills utilised by the facilitawr and
group process. As a guide, he or she should use the list of
trainer competencies. The rest of the group will be
participants in this values clarification exercise.

3. Explain the activity. Each group will be discussing a
scenario. Explain the scenario (written on the top of the
facilitation activity handout) but do not read the rest of
the information. If participants are unfamiliar with AZT,
explain that it is a treatment which has been effective in
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increasing the life expectancy of people with AIDS and
HIV. AZT is most effective for people who are infected
with HIV but are asymptomatic. The groups’ task is to
come to agreement about who should be given the AZT.

Give each participant the handout. Next, ask each
person to select a slip of paper that will designate his or
her role within the group. Make sure trainees under-
stand their roles.

Give small groups 20 minutes to reach consensus. After
20 minutes (or when the group comes to consensus), ask
the observer to share his or her insights about facilita-
tion and group process, and briefly discuss as a group
their experience in this exercise. Trainers should act as
observers for each group.

Bring participants back to the large group. In processing
this activity, focus your discussion on the process rather
than the content and people’s decisions. Discuss the
facilitation skills that were utilised and highlight those
that were most effective.



FACILITATION ACTIVITY HENDOUT

Scenario

A sufficient quantity of AZT, the only treatment for AIDS and
people with HIV, has just become available to treat ONE person. It is
impossible to divide this treatment among two or more persons.

The following individuals are eligible to receive the AZT
but only one will ultimately get it based upon your groups
consensus decision:

e A three-year-old child with AIDS who contracted the
infection from its infected mother. The child is extremely
ill.

e A 35-year-old male physician who has won many awards
for research. He is antibody positive, homosexual, and
became HIV positive through male sexual contact. He is
currently aealthy with no symptoms.

e A 22-year-old woman using the oral contraceptive pill.
She is studying to become a nurse and lives with her
boyfriend who is in the military and is away a lot. How-
ever, they are very committed and are planning on get-
ting married. She became infected at the first inter-
course with him. It is unknown how he became infected.
Sh2 has mild symptoms.

e A T70-year-old minister who became HIV positive as a
result of a blood transfusion. He has no symptoms.

e A 30-year-old pregnant married woman with two unin-
fected children ages five and seven. She is three-months
pregnant and was just diagnosed with AIDS. Her
husband has had multiple sex partners (male and fe-
male) during their marriage.
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Design Your Own
Training

TRAINING ACTIVITY

Purpose:  To design and implement an AIDS training module
with co-trainers.

Objectives - Participants will be able to:

e Wirite training objectives.

» Apply adult learning principles to the planning and
implementation of an AIDS prevention education
module.

o Design a one-hour training module on an assigned topic
including didactic and experiential learning activities.

e Practice teaching AIDS information.

e Demonstrate group facilitation skills.

o Increase repertoire of teaching strategies and
techniques.

o Provide constructive feedback to other presenters.

How long does it take?
o Allow 10 to 12 hours.

What do I need?

e Trainer Competencies handout.

o Peer Feedback form -- you will need enough copies for
every trainee to fill one out for each person in his or her
small group (8 to 12 per trainee).

o Trainer Feedback form -- you will need enough for each
trainer to fill out for every trainee in his or her group
(8 to 12 per trainer).

o Large paper.

e Magic markers.
e Paper.

e Pens.

Be sure to have two to three separate rooms that can each accom-
modate 14 people. In addition, make sure that there is enough room
for co-trainers to spread out and work quietly.
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Part |

How do I do it?

Note: Before this activity you will want to assign participants to a
group. You will be dividing the group into two smaller groups with a
trainer assigned to each. Try to get a good mix of people in 2ach group
based upon gender, ethnic background, professional role, training
skills and other factors you feel are important.

1. Explain that the group will be divided into two pre-
assigned groups and will stay with this group until Day
Three. Within each group, participants will choose from
four topics the training medule they would like to de-
sign. Two to three co-trainers will design a module and
then present it to the rest of the group. Specific instruc-
tions for designing and implementing the training
module and for feedback sessions will be discussed after
breaking into two groups.

2. Tell people which group they have been assigned to and
have them move to the room they will be working in.

3. From this point on, each traii.er will be giving the fol-
lowing instructions to his or her group.

4. Explain that the remainder of today, all day tomorrow
and the next morning will be devoted to the designing
and presenting of trainings in order to give participants
an opportunity to design a training, present material as
well as give others feedback about their effectiveness as
trainers. Review the purpose and objectives of this
activity.

5. Explain that everyone vrill have a chance to select their
topic from the following choices and will hopefully be
able to vrork on their first or second choice. Ask partici-
pants to be thinking about which training module they
would like to work on. Let them know that after you
explain the activity in more detail you will he asking
them to select a module. (Each topic includes specific
questions to cover.)



e Basic AIDS information.

What is the difference between HIV and AIDS?
-- How does HIV affect the body?

What are the stages of HIV infection?

--  What are the symptoms during each stage?

e HIV transmission and prevention.
-- How is HIV transmitted?
-- How is HIV not transmitted?
-- How can HIV transmission be prevented?

e HIV antibody test.
-- What the antibody test is and is not.
-- What does a positive test result mean?

-- What does a negative test result mean?
-- What are potential social and emotional
consequences of taking the antibody test?

o Safer sex and condom use.
-- What are safe, possibly safe, and unsafe sexual
activities?
-- What does one need to know about condoms.?

(Change the topics and /or the intended audience if you think it will be
more relevant to participants.)

6. Explain that each group wilil be designing a one-hour
training on their topic. Today’s planning time will in-
volve the following steps in order to plan and conduct the
training module.

e Write objectives.

e Design the training: content and presentation.
o Select teaching strategies.

o Plan the implementation of the training.

e Conduct the training.

Due to time constraints, this activity does not include:
1) needs assessment, 2) organising the training and
3) evaluation.



7.

10.

11.

12.

Explain that the modules can be designed in any format
and should be one hour long. Each group will decide how
to divide the work among co-trainers.

Explain that they will have the rest of the day and some
time in the morning to plar. their module. (If they need
extra time, they may want to work with co-trainers, or
separately, tonight or early tomorrow morning.) Tomor-
row each group will teach their module to the rest of the

group.

Ask participants to select their module. Have the four
choices written on a blackboard or large paper. Begin-
ning with the first one, ask who would be interested in
working on this topic. Write down their names. Repeat
this for each topic. You will want two to three trainers
for each group. If too many people want to work on one
topic, ask if someone is willing to work on a different
topic. Topic selection will have to be negotiated until
there are the right number of people in each group.

Give the following reminders:

o Keep adult learning principles in mind as you
design your module.

¢ Be creative in your design. You can set the stage in
whatever way you chose.

o You are in charge of keeping to time. You may
want to assign one group member to be the time-
keeper or devise a different system.

o Acknowledge that some people may feel uneasy
about this activity and that it is difficult to expose
oneself in this way among peers. Remind partici-
pants about the ground rules and that this activity
is to be carried ot - in an atmosphere of trust,
support and mutual respect.

Ask for questions and clarification.

Explain that the trainers will be available to assist the
groups in any aspect of designing the training. The
trainers will also be available for coaching any
individual or teaching team.
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13. Before breaking into groups with co-trainers, review the
schedule for tomorrow. Remind participants that each
group will present their module during an assigned hour
with a 45-minute feedback session immediately
following. Looking at the training schedule, assign each
group to a specific time slot for their presentation. Re-
mind participants about the time you will want to recon-
vene tomorrow morning and begin the presentations.

Comments:

This activity is designed for a maximum total group size of 24
people with two trainers. In this design, participants divide into two
groups of 8 to 12 people each and then divide again into co-training
groups of 2 to 3 people. If your total group size is larger than 24
people, you will need to adapt this activity in one of the follow-
ing ways:

e Ifyou have more than two trainers, you can divide the
entire group into as many smaller groups as you have
trainers.

e Iftime allows, you can add one or more training modules
and training teams within each small group.

e Iftimes does not allow for this, you can shorten each
training module presentation and feedback session to
accommodate an additional training team group.
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Part i

Presentations and Feedback Sessions:

1.

Begin the morning by reviewing the procedure for the
day. Review the schedule and remind participants that
their presentation should be one-hour long. Acknowledge
participants’ nervousness.

Explain that a 45-minute period is scheduled after each
presentation for feedback and evaluation. Remind par-
ticipants that this is not a formal evaluation, but an
opportunity to learn about our strengths and weak-
nesses as trainers in a supportive and constructive
atmosphere by giving and receiving positive feedback
and constructive suggestions for improvement. Review
guidelines for giving and receiving feedback. (“Giving
and Receiving Feedback” handout VIII-33.)

As a large group, discuss some examples of the type of
feedback you are looking for using the Trainer Compe-
tencies List as a guide for behaviour. For example, ask
the group how it might impact their learning if you gave
clear and concise directions for a learning activity.
Would it be positive or negative? IHow would it facilitate
their learning? Use several more examples from the
Trainer Competencies List until the group is clear about
giving feedback, observable behaviours and the impact it
had on their learning.

Review the feedback procedure. During each presenta-
tion the trainer is to fill out a Trainer Feedback form for
each person on the training team. Participants/learners
are to fill out a Peer Feedback form for each member of
the training team. Remind pariicipants to use the
Trainer Competencies List as a guide for observing
behaviours.

The feedback session should begin by having one of the
participants/learners share two observable behaviours,
one positive and one negative, and their impact on deliv-
ery for one of the training team meinbers. Go around the
room until all participants/learners have given feedback



7.

then give his or her feedback to the training team mem-
ber. Repest this process until feedback has been given to
each training team member.

When all of the feedback has been given, ask each
member of the training team to respond to the feedback
by asking for clarification, repeating what was heard in
order tu clarify, and responding to the feedback and the
experience in general.

Everyone should hand their feedback forms to the person
for whom it was given.

Answer any questions, clarify informatiocn and respond
to any concerns about this activity. Begin!



Part llI

Closing:

1.

Ask participants to discuss their reactions to the
experience of the last day and one half, including
positive and negative reactions and key learnings.

When participants reconvene into the large group, you
will want to spend a little time discussing the small
group experiences as a large group. This will give
trainees time to transition from the intensive small
group experience and reconnect with other partici-
pants from whom they have been separated for most
of the workshop. This can be an open or more struc-
tured discussion and can include sharing of reactions,
key learnings and particularly interesting are note-
worthy experiences.



GIVING AND RECEIVING FEEDBACK

Giving Feedback

Receiving Feedback

Feedback can focus on k-.owledge, skills and attitudes and can
help an individual by correcting misinformation, modifying and en-
hancing skills and attending to unsupportive attitudes. Feedback is
given so that the receiver can choose to modify his or her behaviour.

Feedback given to an individual is most helpful when it:
e Describes a behaviour(s) and its context (when and
where it happend).
¢ Describes how it affected your learning (positively or
negatively).

For example:

o John gave clear and simple instructions for the role-
plays. This helped me understand what I was to do and
lowered my anxiety. (positive impact)

o John spoke too quickly when he described how to use a
condom correctly. I missed some of the information.
(negative impact)

Feedback should not include:
e Judgements about the person.

o Your interpretation of why they did something.
e Something the person cannot change.

Receiving feedback can feel threatening. However, when it is
given in specific and behavioural terms, without judgement, it can
provide useful information to the receiver who can then choose to
modify his or her behaviour.

The best way to receive feedback is to:
e Listen openly without trying to defend yourself,

e Repeat what you heard the person say to confirm what
you heard and clarify the feedback.

¢ Respond to the feedback by explaining what you intend
to do about it such as think about it, use it to modify
your behaviour or reject it.

,\‘
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PEER FEEDBACK FORM

Topic: Presenter:

Use this form to record your feedback on the knowledge, skills and attitudes of the training team
member designated above. Use the Trairer Competencies list to guide you in your observations.

OBSERVABLE BEHAVIOURS IMPACT ON DELIVERY
+ = contributed to; - = detracted from.
Explain in what way.

1 1.
2 . 2.
3 3
4 4
5 5
6 6

(Adapted from The Center for AIDS and Substance Abuse Training.)
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PEER FEEDBACK FORM

Topic: Presenter:

Use this form to record your feedback on the knowledge, skills and attitudes of the training team
member designated above. Use the Trainer Competencies list to guide you in your observations.

OBSERVABLE BEHAVIOURS IMPACT ON DELIVERY
+ = contributed to; - = detracted from.
Explain in what way.

1 1
2 2
3 3
4. 4
5 5.
6 6.

(Adapted from The Center for AIDS and Substance Abuse Training.)
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PEER FEEDBACK FORM

Topic: Presenter:

Use this form to record your feedback on the knowledge, skills and attitudes of the training team
member designated above. Use the Trainer Competencies list to guide you in your observations.

OBSERVABLE BEHAVIOURS IMPACT ON DELIVERY
+ = contributed to; - = detracted from.
Explain in what way.

1 1
2 2.
3 3.
4 4
5 5
6 6.

(Adapted from The Center for AIDS and Substance Abuse Training.)
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TRAINER FEEDBACK FORM

Use this form to rate the training team member’s knowledge, skills, and attitudes as demon-
strated by his or her presentation. Note observable behaviours and use a (+) or (-) to signify
whether it had a pocitive or negative impact on learning. Use the Trainer Competencies List to

guide your feedback.

KNOWLEDGE

SKILLS

ATTITUDES

(Adapted from The Center for AIDS and Substance Abuse Training.)

~
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Strategies For Handling
Difficult Training
Situations and

Difficult Learners

TRAINING ACTIVITY

Purpose:  To increase participants’ knowledge and confidence
about their role as trainers.

Objectives - Participants will be able to:

o Identify strategies for handling difficult training
situations and difficult learners.

e Share ideas and expertise with colleagues.

How long does it take?
o Allow 45 to 60 minutes.

What do I need?
o “Difficult Trainiag Situations” handout.
e Large paper.
e Markers.
e Tape.
How doIdoit?

1. Prior to this activity, write the difficult situations at the
top of separate pieces of large paper. The following are
suggestions for dufficult situations or learners. (You can
also ask participants to suggest difficult situations they
would like to discuss either at the beginning of this
activity or prior to it starting.)

e Group energy is low.

o Participants consistently arrive and return from
breaks late.

e Work with co-trainers.

o Participant states “factual” information that is
inaccurate.

¢ Quiet and isolated participants.

e Several people talking among themselves and not
paying attention.

o Hostile and disruptive participant.

¢ Strong differences of opinion between participants.

e Asking questions that are off the subject.



2. As agroup, brainstorm strategies and responses to the
difficult learning situations and difficult learners.
Trainers should be prepared to add strategies to the list
and discuss the effectiveness of certain interventions
during the course of the brainstorming activity.

3. When the brainstorming is completed, pess out the
handout “Difficult Training Situations” and ask trainees
to fill in other ideas in each scenario.



DIFFICULT TRAINING SITUATIONS

Certain situations will challenge you as the trainer. Some typical
problem situations are outlined with some suggestions for how to
respond to them.

1. Group energy is low:

e Take a break for people to stretch and move around
the room.

e Ask the group, “Do you need a short break before
we continue?”

e Switch to an activity which actively involves the
group. Use the element of surprise to shift the
energy.

e If possible, make the environment more comfort-
able by opening windows, changing seat arrange-
ments, etc.

o Ask the group, “Are you feeling tired or is this topic
not meeting your needs?”

2. Participants arrive and return from breaks consis-
tently late:

o Remind people before the break or end of day that
the next session will be starting on time.

¢ Remind people of the ground rules and the commit-
ments on the part of trainer and participants to
begin and end on time.

e Start on time and do not wait for latecomers.

e Ask the group if there is a problem with the time
schedule or logistics that is making it difficult for
them to be on time, for example, transportation,
parking, etc. If a problem is identified, find a solu-
tion with the group.
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3. Collaboration with co-trainers:

e Discuss any differences in training styles ahead
of time. Assign tasks based upon interest, skill
and comfort level.

o Plan for time management: who will keep time?
How will you signal each other when it is time to
move on? How much warning does eaci: person
want before their time is up?

o Discuss how to handle differences of opinion in
front of the group.

¢ Plan how to handle diff:rences you may have in
factual information in front of the group.

e Discuss how you feel about a co-trainer's con-
tributing comments during a section which you
are conducting.

4. Participant states “factual” information that is
inaccurate. Correct misinformation, expressing
your viewpoint in one of the following ways:

e “Itis my understanding that...”

o “Researchers have differing opinions about that,
but most seem to agree that...”

o “In fact, what has been found to be true is...”

e “This is the first time I've heard that informa-
tion, and I would be very interested in seeing
that article.”




5. Quiet and isolated participants. Involve them to
the best of your ability by:

e Spending time at the beginning of the training
giving people a chance to get to know each other.

e Structuring the training so that participants can
interact in pairs and small groups.

e Structuring other activities in v/hich everyone has
to participate in some way.

6. Several people talking among themselves and not
paying attention. Deal with this behaviour by:

o Ignoring them if it is not excessive or disruptive.

o Recalling their attention to tt.e iarge group by
saying, “Excuse me, I need everyone’s attention.”

e Switch to an activity where everyone is actively
involved.

o Rearrange the seating by asking everycne to move
at the break.

7. Person who monopolises conversation:

¢ Remnind group of ground rules -- trainer will keep
group to time and ensure participation of all group
members.

e Break in when the person pauses or takes a
breath.

e Say, “Thank you for your comments. We need to
move on now.”
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o Ask, “Would anyone else like to comment on this
subject?”

¢ Say, “I'm going to have to cut you short so that we
nave time for others to respond as well.”

o Suggest, “I would be happy to speak with you
about this in the break. What you are saying is
important but unfortunately we don’t have time to
talk about it now.”

8. Hostile and disruptive participant:

e Avoid a power struggle with the individual.

e Acknowledge the participant’s contribution with-
out supporting their particular view and move on,

e Say, “I'm glad you raised this issue. Let’s spend
some time discussing it. How do others of you
feel?”

o Let group members intervene rather than your
doing so as the trainer.

9. Strong differences of opinion between
participants:

¢ Remind participants that when discussing a
feeling, reaction, value or attitude, there is no
right or wrong.

e Confirm that there does not need to be total
agreement on different issues; suggest, “The
greater variety of views we hear the better.”
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e Structure an activity which allows a safer way for
participants to express differen’ opinions. For
example, the training activity “Where do you
stand?”, or small group discussions ebout the
issues or an organised debate.

o Shift the focus of the discussion from the issues at
hand and discuss effective ways for people to
resolve differences.

o Ask the group to agree to disagree and move on.

10. Asking questions that are off the subject. Kespond
to these with:

e “Your question is & good one. Can we save it until
we finish this topic?”

o “We will be covering that subject later on this
afternoon. Is it okay to address it then?”

o “Let me give you a quick answer now and we will
spend more time discussing it later.”

e On alarge sheet of paper taped to the wall write
down all the questions which are out of the scope
cf the section you are dealing with. Make sure that
time is allocated before the training finishes to
deal with them.




Action Planning

TRAINING ACTIVITY

Purpose:  To develop training plans.

Objectives - Participants wiil be able to:

e Meet with their pianning teams.

e Develop a detailed training plan for their region, district
or workplace.

How long does it take?
e Allow 1to 1.5 hours.

What do I need?
® Paper.

» Pens,

How doIdoit?

1. Ask the appropriate person to give an overview of the
goals for training and education in the National AIDS
Control Programmes Plan. Describe the intended follow-
up objectives to this “Training the Trainers” workshop
including the number of educational programmes to be
planned within a given time frame and the number of
people to be reached. Discuss the mechanisms of im-
plementation, coordination and monitoring of the train-
ing plans.

2. Divide the group into appropriate work groups. This
may be by region, district, workplace or any other
grouping appropriate for planning.

3. Ask each planning griup to develop, at the minimum, a
six-month training plan including:
e number of programmes.
e number of participants.
e target audience.
e objectives and general content of trainings.
e timeline.
¢ implementation plan (who will conduct the train-
ing, how it will be organised, publicised, etc.)
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4. Bring the large group together again and ask each
planning group to present a brief summary of their
training plan to the large group.

5. End with a summary of what will be expected of the
trainers in their follow-up activities and review the
mechanisms for coordinating and monitoring the educa-
tion and training programmes.
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POST-TEST QUESTIONNAIRE

Circle the best answer. If two or more answers are equally
accurate, circle all correct answers.

1. Adults learn best when:
a. the informaticn is relevant to their personal and
professional experiences.
b. they are told by a supervisor to attend the
training.
c. the learning environment is comfortable.

d. they have an opportuniiy to practice the new
material.

2. Good training objectives are: (complete the word)

3. When a participant challenges a statement made
by the trainer, the trainer should:
a. teil the person he is wrong.
b. ignore the comment.
c. acknowledge the trainees’ opinion.
d. invite the group to explore the issue in more depth.

4. The goal of training activities is:
a. to facilitate participatory learning.
b. to fill gaps in the day.
c. to carry out training objectives.
d. to emphasise only factual information.

5. Based on adult learning principles, examples of
the most effective trainirg activities are:
a. brainstorming.

a structured small group activity.

role-p.aying.

case discussion.

lecture.

e e T




€. When a group of health care workers is repeatedly
anxious about their risk of contracting AIDS from
patients, a good trainer should:

a. drop the entire training plan to lecture about
mod28 of transmission.
b. diemiss the fear as ridiculous.

c. acknowledge legitimate concerns and review
modes of transmission.

d. suggest *hey test all their patients for HIV.

e. suggest that the best way to reduce risk of
occupational exposure to HIV is to refuse to care
for people with AIDS.

7. A gecod public speaker is one who:

a. makes eye contact with the audience.

b. varies the rhythm and volume of speech.
c. reads from notes.
d.

uses body language that conveys interest, open-
ness and active narticipation with the group.
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Key to TOT Pre- and Post-Test Questionnaires

=

a,c,d

2. Specific
Measurable
Achievable
Realistic
Time-Limited
c,d

a,c

a,b,c,d

c

a,b,d
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EVALUATION
TRAIN-THE-TRAINER WORKSHOP:
AIDS PREVENTION COUNSELLING

To Workshop Participants:
Please complete the following brief evaluation of the just-completed workskop. Please

answer all of the questions and give any additional comments that you feel would be
helpful to improve future workshops.

Date:

Disirict or Facility:

1. This workshop provided me with new and useful information about how to
educate others about AIDS prevention counselling:

—___ disagree strongly agree

strongly disagree agree

2. Inow feel more comfortable about providing accurate AIDS information to groups
including medical and psycho-social aspects coping with AIDS and HIV infection and
the behaviour changes necessary to stop the spread of AIDS:

. disagree strongly agree

strongly diragree agree

3. During this workshop I learned and practiced new skills for designing training
objectives and activities.

disagree — strongly agree

strongly disagree agree

.
<
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. Ifeel that I have learned how to listen better (“active listening”) to people
worried about their risk for HIV and to people who are HIV-infected or sick with

AIDS:

disagree strongly agree

agree

— strongly disagree

. Ifeel that I learned a lot from designing and implementing a training module with
co-trainers:

—_ disagree strongly agree

strongly disagree agree

. Please enter the name of each trainer and rate then::

Name Poor Good Outstanding
1 2 3 4 5
1 2 3 4 5
_ 1 2 3 4 5
1 2 3 4 5
1 2 3 4 5

. What would you change about the workshop to improve it?




8. What did you like best about the workshop?

Why?

9. What did you like least about the workshop?

Why?

Thank you for your active participation. throughout the workshop.



THE IMPORTANCE OF TRACKING PROGRESS

Process
Evaluation

Once your programme is under way, you may not be able to
anticipate all contingencies that may arise, but you can plan ways to
identify potential problems. You should build a monitoring system
into your programme to help you identify any problems, flaws or
oversights regarding materials, implementation strategies or
channel selection before they become major impediments to success.

Often, problems are quickly correctable if you can identify them
but can cause harm if you don’t. For example, if you ask the public to
call for more information, you should provide a mechanism (e.g., a
simple response form) for telephone operators to record questions
asked and answers given. A frequent review of responses will identify
whether incorrect or inadequate information is being given, any new
information required to respond and inquiry patterns.

Frequently, programme implementation takes longer than you
might expect -- materials may be delayed at the printer, a major news
story may preempt your publicity or a new priority may delay commu-
nity participation. A periodicreview of planned tasks and time sched-
ule will help you alter any plans that might be affected by unexpected
events or delays. There is nothing wrong with altering your plans to
fit the situation -- keeping in mind what you are trying to achieve. In
fact, you may risk damaging your programme if you aren’t willing to
be flexible and alter specific activities when needed.

Tracking how and how well your programme is working can
provide tangitble evidence of programme progress, often useful to
provide encouragement and reward to participants and evidence of
success to your own agency. It can also assure that the programme is
working the way in which you planned -- a vital assurance prior to
undertaking any more formal outcome evaluation.

Review and Revise Programme Components:

Whether or not you continue to expand and involve more media
outlets or organisations in your programme, you should periodically
assess whether:

* Activities are “on track” and on time.
* The target audience is being reached.

° Some strategies appear to be more successful than
others.



Outcome Evaluation

* Some aspects of the programme need more attention,
alteration or elimination.

¢ Time schedules are being met.
* Resource expenditures are acceptable.

The process evaluation and other tracking measures you estab-
lished should permit this assessment. You should establish specific
intervals to review progress. Preparing progress reports -- with suc-
cesses, modified plans and schedules -- can help you keep all your
agency and programme “players” information and synchronised.

How Well Did The Programme Work?

Process measures are designed to monitor the programme in
progress. Tracking the number of materials distributed, meetings
attended or articles printed will tell you kow the progrumme is
operating and may well tell you whether the target audience learned,
acted or made a change as a result. Therefore, it is important to
evaluate the results of your programme -- its effect or outcome.

Most outcome measures are designed to tell you what effect was
achieved, but not how or why -- these are the subjects of formative
research and process measures. The effect or outcome is paramount,
but you also need to know what happened, how and why which
elements worked, and to analyse what should be changed in future
programmes. Therefore, plans for outcome measures are combined

with other evaluation strategies during pianning.

Outcome evaluation methodologies usually consist of a compari-
son between the target audience awareness, attitudes and/or behavi-
our before and after the programme. Unlike the pre-testing methods
(“formative evaluation™), these are quantitative measures, necessary
to draw conclusions about the programme effect. Going a step beyond
process measures, outcome evaluation should provide mere informa-
tion about value than quantity of activity. The measures may be self-
reported (e.g., interviews with the target audience) or observational
(e.g., changes in clinic visits or disease morbidity). Comparisons
between a control group (one that did not receive the programme but
is similar in other respects to the target audience) and the target au-
dience receiving the programme are desirable.



Determine What
Evaluaticn to Do

Limited resources may force you to choose between process
evaluation or outcome evaluation. Neither, independently, will pro-
vide you with a complete picture of what happened. Some experts will
tell you that if you must choose, you should choose outcome evalu-
aticn: the only way to certify that you accomplish your objectives.
However, process evaluation can help you understand why you did or
did not accomplish your objectives. Therefore, others will advise that
process measures are more important -- to allow you to manage your
programme well.

Every programme planner faces constraints to undertaking
evaluation tasks, just as there are constraints to designing other
aspects of a communication programme. These constraints may
include:

* Limited funds.

¢ Lirmated staff time and capabilities.

* Length of time allotted to the programme.

* Limited access to computer facilities.

* Agency restrictions to hiring consultants or contractors.

* Policies limiting the ability to gather information from
the public.

* Management of perceptions regarding the value of
evaluation.

* Levels of management support for well-designed
evaluation activities.

* Difficulties in designing appropriate measures for com-
munication programmes.

* Difficultics in separating the effects of programme
influences from other influences on the target audience
in “real world” situations.

These constraints make it necessary to accommodate existing
limitations as well as the requirements of a specific programme.
However, it is not true that “something is better than nothing.” If an
evaluation design, data collection or analysis must be compro-
miged to fit limitations, the programme must make a decision
regarding whether:



¢ The required compromises will make the evaluation
results invalid.

* An evaluation strategy is essential for the particular
situation, compared with other compelling uses for
existing resources.

These pre some of the questions you should consider
before deciding what kind of evaluation will be best for your
programme:

* How long will your programm?2 last? Will the implemen-
tation phase be long enough to permit measurement of
significant effects and periodic adjustment?

* Do you want to repeat cr continue your programme?

* Are your objectives measurable in the foreseeable
future?

® Which programme components are most important to
you?

* Is there management support or public demand for
programme accountability?

* What aspects of the programme fit best with your
agency’s priorities?

* Will an evaluation report help communication efforts
compete with other agency priorities for future funding?

There are a number of sources for you to find help when you
design an evaluation. If there is not a planning and evaluation staff
in your agency, you may find help at a nearby university. Also, you
may contact an appropriate clearinghouse or government agency and
ask for evaluation reports that may have been prepared (but generally
are not published) on similar programmes.

Important Notes: This planning should be part of your initial
programme planning, although it is discussed here, where it actually
occurs.
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ELEMENTS OF AN EVALUATION DESIGN

Every formal design, whether formative, process, outcome, impact
or a combination, must contain certain basic elements. These include:

1. A Statement of Communication Objectives.

Unless there is an adequate definition of desired
achievements, evaluation cannot measure them.
Evaluators need clear and definite objectives in order
to measure programme effects.

2. Definition of Data to be Collected.
This is the determination of what is to be measured in
relation to the objectives.

3. Methodology.
A study design is formulated to permit measurement
in a valid and reliable manner.

4. Instrumentation.
Data collection instruments are designed and pre-
tested. These instruments range from simple tally
sheets for cour.ting public inquiries to complex survey
and interview forms.

5. Data Collection.
The actual process of gathering data.

6. Data Processing.
Putting the data into usable form for analysis.

7. Data Analysis.
The application of statistical techniques to the data to
discover significant relationships.

e



Reporting.

Compiling and recording evaluation results. These
results rarely pronounce a programme a complete suc-
c28s or failure. To some extent, all programmes have
good elements and bad. it is important to appreciate
that lessons can be learned from both if results are
properly analysed. These iessons should be applied to
altering the existing programme or as a guide to
planning new efforts.



USE FEEDBACK TO REFINE PROGRAMME

Apply What You
Have Learned

Revise Programme

The ideal way to apply evaluation findings is to improve your
ongoing programme. You also may use what you learn from
process or outcome evaluation measures to:

* Justify your programme with manarement.

* Provide evidence of need for additional funds or other
resources.

* Increase instituticnal understanding of and support for
health communication activities.

* Encourage ongoing cooperative ventures with other
organisations.

If your programme is continuing or you have an cpportunity o
advise others who may plan similar programmes, take the time to
apply what you have learned. For example:

* Reassess goals and objectives:

-- Has anything changed (e.g., with the target audi-

ence, the community, or your agency’s mission) to
require revisions in the origiral goals and
objectives?

Is there new information about the health issue
that should be incorporated into the programme
messages or design?

* Determine areas where additional effort is
needed:

Are there objectives that are not being met? Why?

Are there strategies or activities that did not suc-
ceed? Are more resources required? Do you need to
review why they didn’t work, and what can be done
to correct any problems?

* Identify effective activities or strategies:

Have some objectives been met as a result of
successful activities?

Should these be continued and strengthened
because they appear to work well?
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Share What You
Have Learned

-- Or should they be considered successful arnd
completed?

-~ Can they be expanded to apply to other audiences
or situations?

* Compare cnsts and results of differert activities:

-- What vere the relative costs (including staff time)
and results of different aspects of your programme?

-- Are there some activities that appecr to work as
well but cost less than others?

* Reaffirm support for the programme:

-- Hav~ you shared the results of your activities with
the leadership of your ugency?

-- Did you remember to share this information with
the individuals and organisations outside your
agency who contributed?

-- Do you have evidence of programi.ie effectiveness
and continued need to convince your agency to
continue your programme?

-- Do you have new or continuing activities that
suggest the involvement of additional
organisations?

* Determine to end a programme that did not work.

It is frequently difficult. to find the time to analyse and report on
what you have learned and share it with others. You may find that
other responsibilities leave you little time to prepare formal documen-
tation of your programme or to submit findings for publication.
Nevertheless, what youv learn from implementing a communication
programme might be invaluable to someone who is faced with a
similar responsibility. You may not have to prepare a formal report or
article to let others know what you have learned.

Consider:

* Letters about your findings to appropriate medical,
public health or health education journals.

* A poster presentation at a relevant professional
meeting.

IX-11



Write an
Evaluation Report

Careft:! Analysis

* A programme description and sample materials sent to
a reiated clearinghouse.

¢ Local professional newsletters.

* Letters, telephone calls, hrief repcrts or meetings with
your peers in similar o: ganisations.

Lettic.g otkers know about your programme may prompt them to
tell you about similar experiences, lesauns, new ideas or potential
resources.

Taking the time to write a report about a pre-test or other
evaluation task that you have conducted is useful for several reasons.
The report can provide:

° The discipline te help you critically analyse the results
of the evaluation aad think about any changes you
should make as a result.

* A tangible product for your agency.

° Evidence that your programme or materials have been
carefully developed -- to be used as a “sales” tool with
gatekeepers (e.g., television station public service
directors.)

° A record of your activities for use in planning for future
programmes.

* Assistance to others who may be interested in develop-
ing similar programmes or materials,

* A foundation for evaluation activities in the future (e.g.,
it is easier to design a new questionnaire based on one
you have previously used than to star* anew.)

Most frequently evaluation tasks are added on to other respon-
sibilities that already represent full time commitments. Therefore,
there is seldom sufficient time to think about the meaning of evalu-
ation findings. If you are conducting or observing a pre-test or arother
evaluation task, it may be easy to develop conclusions about the
effectiveness of your materials or programme during the time the
tasks are being conducted. You may want to avoid this temptation and
take the time to review all of the findings before you conclude how well
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A Tangible
Product

Evidence of
Effectiveness

A Formal Record

Help Others

your materials or programmes work, or what changes should
be made.

It is important to consider the subtleties or absences demon-
strated in the evaluation (e.g., an absence of discussion or a lukewarm
vote of support), as well as what may have been directly stated.
Writing a report can provide the opportunity to consider everything
that happened in the course of the evaluation, how these events relate
to the purpose of the evaluation, and any recommendations for
modification to improve your materials or programme.

Pre-testing and other evaluation tasks require a considerable
investment of scarce programme time and funds. Presenting your
agency with a product may be particularly useful if there is a lack of
suppert for evaluation. It can help others not only to see that
something was received for their investment, but also to understand
why the evaluation was valuable.

If you want intermediaries (e.g., a television station, clinic,
school, organisation or employer) to use your materials or pro-
gramme, you may have to convince them of its value. An evaluation
report offers proof that the materials and programme were carefully
developed. This evidence can help you explain why your materials or
programme may be better than others.

What you learned in conducting an evaluation, both the process
and the results, may be applicable to future programmes to be
planned by you or others. Staff may change and your memory ay
fade; an evaluation report is assurance that lessons learned are
available for future application.

Sharing your evaluation report with peers who may be consider-
ing the development of similar programmes may help them to design
their programmes more effectively, convince them to use (or modify)
your programme instead and establish your reputation for good
programme design.
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A Foundation for
Future Evaluation
Efforts

Report Outline

It is much easier to design an evaluation based on former
experience than to start “from scratch.” A report outlining what you
did, why, as well as what worked and what should be altered in the
future provides a solid base from which to plan a new pre-test or
evaluation. Be sure to include any questionnaire or other instruznents
you used in your report so that you can find and review them later.

Considcr including these sections in your report:

* Background: purpose and objectives of the
programme.

¢ Description: what was evaluated.
* Purpose: why the evaluation was conducted.

* Methodclogy: how it was conducted (with whom,
when, how many instruments used).

* Obstacles: problems in designing or conducting the
evaluation.

* Resulis: what you found out and what application it
has to the programme (programme recommendations).

Although the report should provide a clear record of what you did,
it should not be any lonzer or more formal than needed. Keep it short
and easy to read. Attach any questionnaires, tally sheets or other
instruments you used as appendices instead of describing them in
narrative form. Don’t make it any harder a task than necessary!

Finally, make sure to share it with whomever mighi find it

useful, as well as programme implementors who provided feedback.
The best report is of no value if it is filed unread.
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FOCUS: A GUIDE TO AIDS RESEARCH AND COUNSELLING
EVALUATING AIDS PREVENTION PROGRAMMES

Deborah Rugg, Ph.D.

U.S. Federal AIDS prevention activities have shifted from reacting to the urgent needs
to “do something,” to questioning the efficacy of what is being done. In response, AIDS preven-
tion programmes are being asked to demonstrate that they are having an effect on HIV trans-
mission. This situation presents a tremendous challenge to administrators and researchers
who must now evaluate their programmes and present accurate evidence that their interven-
tions work. This is particularly difficult in an area like AIDS prevention wherz standards for
success are only now being developed, and where grassroots organisations, often without so-
phisticated evaluation processes, dominate the field.

As U.S. agencies face the question of efficacy of their intervention programmes, several
igsues have become clear:

* “Evaluation” had very different meanings to different people.

* Exteusive evaluations of AIDS interventions are rare.

* “Ideal” evaluation is often impossible, and it is necessary to be creative in
confronting methodological barriers.

* Many groups lack evaluation expertise and resources.

* Objective evaluation is difficult in the politically and emotionally charged
environment framing most AIDS interventions.

> Interventions vary throughout the country and are evolving.

* Determining efficacy is going to take time.

This article seeks to elucidate evaluation in this context. It first discusses the ideal
evaluation process and then explores some of the methodological, ethical, and financial con-
straints that complicate evaluation.

Definitions

Evaluation refers to the process of determining the value of a programme through a care-
ful examination of its design and objectives, quality of implementation, and short- and long-
term outcomes. Programme evaluation methods are not designed to produce scientific data or
generalizable results. Evaluation research, on the other hand, considers scientific criteria,
such as adequate and representative sample sizes, subject selection criteria, and the use of
appropriate control or comparison of groups. Ideally, research and development of the
procedures to be used to evaluate a programme, including demcnstration projects, should
precede actual programme development, implementation, and evaluation activities. The
urgency for prevention programmes as a public health response to the HIV epidemic, however,
has often precluded this process.
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Process eveluation refers to how well a programme is designed and implemented. Out-
come evaluation refers to how well the programme has achieved its immediate or short-term
objectives. Impact evaluation refers to how well the programme has achieved its long-term
goals. Goals reflect the general purposes of a programme. Objectives are the specific, time-
phased, measurable elements of the goal. Success indicators are the specific measures of
programme success. Both process and outcome indicators are necessary.

For example, an HIV prevention programme may have as its goal to reduce HIV trans-
mission and as its objectives to intervene with 100 high-risk men in the next mouth and to
attain reported condom use by at least 50 percent of the men by the end of the year. Its process
success indicators might include a count of the number of people reached; its outcome success
indicators might include clients’ self-reports of condom use, or a more concrete measure, such
as reduction in the number of sexually transmitted diseases (STD). The actual methods used
toachieve the objectives should be determined on the basis of past programme experiences and,
ideally, applied theory and research.

The Ideal Evaluation

AIDS prevention programme goals and objectives are often not conceptualised or
specified clearly, and basic interventior. research, applied demonstration projects, and pro-
gramme development and implementaiion occur simultaneously without translating the
results of one step to the next step. In this context, it may be no surprise that “textbook”
evaluations, specifically those that include all the appropriate components in the right
sequence, are rare. Ideally, an evaluation plan is developed as the intervention programme is
conceived and is implemented as the programme begins. This facilitates both process and
outcome evaluations by providing useful baseline information, which may be used later as
comparison data for programme outcomes. Evaluation is made easier if, after describing the
goals and objectives, evaluators define discrete programme elements that may be translated
into obtainable outcome measures. Evaluators should next begin periodic process evaluations
to ensure the quality of programme implementation.

Evaluators perform outcome assessments when they believe the intervention has had
some measurable effect. Ideally, outcome evaluation uses baseline information and proceeds
to examine immediate outcomes, such as changes in knowledge and attitudes. These factors
may be reassessed at specified intervals if this is deemed useful. Short-term outcomes, such as
reported behaviour changes, are then measured. Finally, an overall impact evaluation is
conducted to determine if the project has met its longer-term goals. In general, service
programmes do not need to do scientific research to produce useful evaluation data and are
often unable to perform scientific evaluations because of the methodological, ethical, and
financial constraints discussed below.

Process Evaluation: The Always Feasible First Steps
The first questions to ask in a process evaluation are:

* What are the stated goals and objectives of the programme?
* What exactly is the expected change?
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o What is the target population(s)?

* Are there important sub-groupings of this population -- for example, English
speakers and non-English speakers -- that require different versions of the
intervention and different evaluation methodologies?

* What activities are involved in the intervention?

* How is the quality of programme implementation monitored?

* How are programme outcomes to be measured?

The answers to these basic questions can be found in three ways: by interviewing
programme administrators and staff; by observing the intervention; and by reviewing written
materials regarding the programme protocol. Evaluators should attempt to reconcile contra-
dictory or missing information obtained from these sources before proceeding with the
evaluation.

If these basic programme structure and content questions can be answered adequately,
the evaluation can progress to more in-depth analysis of programme quality and immediate
outcomes. For example, some of the first process questions might be:

* What is the size and nature of the programme?

* Who delivers the intervention?

* Are they implementing the intervention protocol correctly?

* Do intervention workers, evaluators, administrators, and clients agree in
their descriptions of the intervention?

* Are there barriers to peak performance among intervention workers, such as
lack of support, training, or sufficient staff, or stress and burn-out?

« What are the effects of the programme on clients?

* How do clients feel about the programme?

* Do “would be” clients identify barriers to obtaining service?

Although this is a partial listing of questions, answers to these would move the evaluation
forward in significant ways.

Outcome Evaluation

Outcome evaluation, that is, the process of determining whether or not a programme
“works,” is considerably more complex than process evaluation. At a minimum, the evaluator
endeavors to document the effects of a programme. The challenge comes in proving that the
effects observed were due to the intervention and not due to other influences. This is difficult
with most AIDS prevention programmes since these interventions operate in a sea of other
influences, including: other AIDS prevention interventions, like mass media campaigns; and
other factors, like peer pressure, poverty, homelessness, drug addiction, social ostracism, and
trends in sexual and drug-using behaviour. Proving that a programme is effective may be as
challenging as developirg the programme itself,
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The classic method to determine whether an intervention works is to randomly assign
subjects either to an intervention group or to a non-intervention (control) group and then to
observe outcomes for all subjects. This method is useful in laboratory or specific field settings
but is not possible in many applied settings where it is unethical to randomly assign people to
a control group. To deal with this ethical constraint, researchers have developed quasi-
experimental and field research designs.’ Such designs often rely on pre- and post-test
assessments and the selection of some comparison group, such as people on the waiting list for
the programme, clients receiving some other clinic service, or people in a differert school or
neighborhood.

Without random assignment to control groups, however, there are considerable threats
to the validity of any single prevention study. Quasi-experimental designs and field research
require careful examination for consistency of both programme results and results of similar
interventions reported in the literature. The validity of this approach increases with repeated
outcome evaluations.

Methodological Issues

Several methodological issues conspire with ethical constraints to threaten the feasibil-
ity and validity of evaluation efforts. Below is a brief discussion of these issues. An in-depth
discussion is available elsewhere.?*

Sample Size. Research samples must be large enough to draw valid conclusions and to
perform appropriate statistical analyses. If sufficient numbers are not available in one
programme, evaluators might consider combining data with other programmes. This strategy
requires an experienced evaluator and sufficient resources to conduct a multi-site analysis. If
these are not available, the programme will need to reduce its expectations of what the
evaluation will “prove.”

Selection Bias. Evaluators should attempt to determine differences between those who
join the programme and study and those who do not. Among the variables that should be
researched are the sociodemographic, knowledge, attitude, belief and behavioural character-
istics of these individuals. This will enable the programme to know who it is serving and to
whom the evaluation results can be generalised. However, since a “volunteer” or “readiness-
to-change” bias will always be present, researchers must be prepared to restrict the applica-
bility of conclusions to those who participate in such programmes and studies.

Change-in Behaviour in the General Population. There is a chance that the true effect of
an intervention in a sample may be masked by the overall decline in risk behaviour in the
general population. Under such circumstances, there may be no detectable difference between
the behaviour of control group members, the general population, and intervention group
members. This problem, of course, can only be identified over time and with input from large
behavioural and HIV seroprevalence surveys; small programmes should simply be aware of
this potential problem.
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Changes in the Intervention. In order to remain attuned to the dynamic nature of many
HIV prevention interventions, it is important that recearchers incorporate well-defined, in-
depth programme monitoring in their protocols and fully document when interventions
change. Documenting changes serves two purposes; it ensures an accurate description of the
nature of the intervention and it helps programme staff and evaluators to decide when changes
are significant enough tc require medifying the evaluation design.

Appropriate Outcome Measures. Since HIV seroincidence rates are so smau. ny
settings, it is generaily agreed? that reported behaviour change, though not perfect, is the
primary outcome measure of choice in HIV prevention programmes. This may be supple-
mented and corroborated by measures of interval STD incidence. H1V sercincidence is best
used as a success indicator in determining long-term programme impact.

Conclusion

Programme administrators should design programmes and conduct process evaluations
so that outcome evaluations could be conducted if sufficient resources were available.
Experience teaches that the act of desizning and preparing an objective outcome evaluation
helps tremendously in improving the design, implementation, and probable effectiveness of
the programme.

Carefully planning evaluations also increases the quality of applications for federal and
state grants, increasing the likelihood of receiving such funding. Although the evaluation of
an AIDS prevention programme presents challenges, this process is necessary to ensure
continued public support for such programmes and te assure clients that programrees are
offering effective interventions.

Deborah Rugg, Ph.D. is a Research Psychologist in the Behavioural and Prevention
Research Branch, Division of Sexually Transmitted Diseases/HIV Prevention at the
CDC in Atlanta.
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