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Taxonomy of Virginia HIV Prevention Interventions

The purpose of this section is to outline and define categories of HIV prevention interventions.  Agencies should refer to the Standards for HIV Prevention Interventions for further requirements related to the following interventions.
Counseling, Testing, Partner Counseling, and Referral Services

· Screening:  A process by which all individuals in a population or specific site are routinely offered HIV testing.  The individual receives information about HIV tests and the meaning of the test results and is provided testing to detect the presence of antibodies.  Screening does not generally include risk reduction or prevention counseling unless an individual client is identified as having an increased risk for HIV.

· Counseling and Testing: A process through which an individual receives information about HIV transmission and prevention, information about HIV tests and the meaning of the tests results, HIV prevention counseling to reduce their risk for transmitting or acquiring HIV, and is provided testing to detect the presence of HIV antibodies. 
· Referral: A process by which immediate client needs for prevention, care, and supportive services are assessed and prioritized and clients are provided with information and assistance in identifying and accessing specific services (such as, setting up appointments and providing transportation).  
· Partner Counseling and Referral Services (PCRS): A range of services available to HIV-infected persons, their partners and affected communities that involves informing current and past partners that a person who is HIV-infected has identified them as a sex or injection drug partner and advising them to have HIV counseling and testing.  Notified partners, who may have suspected their risk, can then choose whether to be tested for HIV, enabling those who test positive to receive early medical evaluation, treatment, and prevention services, including risk-reduction counseling.

Comprehensive Risk Counseling Services (CRCS)




· CRCS: A client-centered HIV prevention counseling activity with the fundamental goal of promoting the adoption and maintenance of HIV risk-reduction behaviors by clients with multiple, complex problems and risk-reduction needs.  CRCS provides intensive, on-going, individualized prevention counseling, support, and services.  This HIV prevention activity addresses the relationship between HIV risk and other issues such substance use disorders, STD treatment, mental health, and social and cultural factors.
Health Communication / Public Information (HC/PI)




· HC/PI: The delivery of planned HIV/AIDS prevention messages through one or more channels to encourage safe behavior, personal risk-reduction efforts, the use of HIV prevention services and changing community norms.  Channels of delivery include:
· Electronic media: Means by which information is electronically conveyed to large groups of people; includes radio, television, public service announcements, news broadcast, infomercials, etc., which reach a large-scale (e.g., city, region, or statewide) audience.
· Print media: These formats also reach a large-scale or nationwide audience; includes any printed material, such as newspapers, magazines, pamphlets, and "environmental media" such as billboards and transportation signage.
· Mass media: Use of the media to reach the public or targeted populations. (Includes television, radio, print, and the internet.) The use of print, radio, television or the internet to advertise an event or agency should not be considered a mass media campaign.

· Hotlines: Telephone service (local or toll free) offering up-to-date information and referral to local services, e.g., counseling/testing and support services
· Clearinghouses: Interactive electronic outreach systems using telephones, mail, and the Internet/Worldwide Web to provide responsive information service to the general public as well as high-risk populations.
· Community/health fairs: An effective way to provide valuable health information and/or screening services to the general public and/or high risk individuals in a convenient “one-stop shop” format.
· Presentation/lectures: These are information-only activities conducted in-group settings; often called "one-shot" education interventions.
Health Education / Risk Reduction (HE/RR)





· HE/RR: A set of prevention activities provided to individuals or groups to assist clients in making plans for individual behavior change, to promote and reinforce safer behaviors and to provide interpersonal skills training in negotiating and sustaining appropriate behavior change.  Activities range from individual HIV prevention counseling to group interventions to broad, community-based interventions.  
· Individual Level Interventions (ILI):  Health education and risk-reduction counseling provided to one individual at a time.  ILIs assist clients in making plans for individual behavior change and ongoing appraisals of their own behavior. These interventions also facilitate linkages to services in both clinic and community settings, e.g., substance abuse treatment settings, in support of behaviors and practices that prevent transmission of HIV, and they help clients make plans to obtain these services.
· Group Level Interventions (GLI):  Health education and risk-reduction counseling that shifts the delivery of service from the individual to groups of varying sizes. Uses peer and non-peer models involving a wide-range of skills, information, education, and support.
· Community Level Interventions (CLI):  Programs designed to reach a defined community (geographic or an identified subgroup), to increase community support of the behaviors known to reduce the risk for HIV infection and transmission, by working with the social norms or shared beliefs and values held by members of the community.  CLI aim to reduce risky behaviors by changing attitudes, norms, and practices through community mobilization and organization, and community-wide events.

· Social Marketing:  Social marketing is an example of a community level intervention that is a research-driven and consumer-centered process used in effort to change individuals' behavior. Social marketing differs from other health education strategies in that it is based upon commercial marketing techniques. Social products, such as condom use, are viewed as commercial products and promoted using the same principles applied in the commercial sector. 
OUTREACH













· Outreach: Interventions generally conducted by health educators, face-to-face in neighborhoods or other areas where high-risk individuals typically congregate.  Outreach may include risk-reduction counseling, referral to HIV testing, and the distribution of condoms or educational materials.  A major purpose of outreach activities is to encourage those at high-risk to learn their HIV status and to provide information and assistance in accessing HIV testing services.  Note: The distribution of materials by itself is not considered outreach, but rather an activity associated with HC/PI intervention(s).  
· Basic Street/Community Outreach: Brief contacts in which outreach specialists engage in conversations in order to provide educational information, literature, and resources, such as condoms, bleach kits, referrals, etc.  This type of outreach is important for establishing rapport within a community and building trust with individuals.  It can be used as a method for bringing clients into other services such as intensive street outreach, counseling and testing, comprehensive risk counseling services, home health parties, and education groups.  Basic outreach cannot be expected to change behaviors in and of itself. 

· Intensive Street/Community Outreach: Ongoing encounters, in which outreach specialists spend extended periods of time with clients, assess risks, make plans with clients for behavior change, and provide referrals.  Outreach specialists may also facilitate clients’ entrance into services and should verify follow-through on referrals when possible.  Both process and outcome monitoring should be used in assessing this type of outreach.  (The conditions of Basic Outreach must be met.)

Activities within the above categories of outreach may include the following:

· Active Street Outreach: Outreach specialists moving from place to place within a defined geographic area, screening and engaging prospective clients for the purposes of delivering information, materials, and/or referrals.  Active outreach is usually location specific, occurring within a few blocks radius or within a specific neighborhood.

· Fixed Site Outreach: Outreach activities which are conducted at a specific place within a given location (e.g., setting up a table on a corner or working out of a mobile van or storefront).  During fixed site outreach, outreach specialists may invite individuals they have engaged in the street to come to the site or place for more in-depth assessment discussions and/or service delivery, based upon client needs or interests.

· Drop Off Site Outreach: Outreach activities which provide risk reduction supplies to volunteer distributors who may then distribute these items to high risk individuals (e.g., brochures left at a checkout counter or bleach kits distributed at a “shooting gallery”).

· Contact: Face-to-face interaction during which educational materials and/or information is exchanged between an outreach specialist and a client (or a small group of clients).
· Encounter: Face-to-face interaction that goes beyond the contact to include focused assessments, specific service delivery in response to the client’s identified need(s), and a planned opportunity for follow-up.
Standards for HIV Prevention Interventions
	For all interventions, each agency must have a grievance policy in place for receiving and addressing complaints.  

· Clients must be aware of the grievance policy.

· Clients should be given contact information for grievance questions and/or submissions.


1. COMMUNITY LEVEL INTERVENTIONS (CLI)

1.0 Definition

Programs designed to reach a defined community (geographic or an identified subgroup), to increase community support of the behaviors known to reduce the risk for HIV infection and transmission. 

1.1 Goal

To reduce HIV-risk behaviors by changing attitudes, norms, and practices through community mobilization and organization, and community-wide events.

1.2 Standards

This section addresses the overarching standards for CLI.
· Key components of CLI should:

· Target attitudes, norms, and practices placing a community at increased risk for HIV infection and/or transmission.

· Be provided in a community-centered, non-judgmental, and linguistically appropriate approach.

· Be in an accessible safe space conducive to confidential and personal discussion, when appropriate.

· Consist of a CDC recommended or VDH approved curriculum or model that defines goals and objectives for the intervention.

· Include culturally and linguistically appropriate curriculum and/or educational materials. 

· Evaluate the effectiveness of the intervention through participants’ feedback and/or knowledge assessment.

· CLI facilitators should adhere to agency confidentiality policies.

· If necessary, each agency should develop a written safety protocol.

2. COMPREHENSIVE RISK COUNSELING AND SERVICES (CRCS)
2.0 Definition













CRCS, formerly known as prevention case management (PCM), is intensive, individualized client-centered counseling for adopting and maintaining HIV risk-reduction knowledge and behaviors.    

2.1 Goal













To assist both HIV-positive and HIV-negative persons who are at high risk for HIV transmission or acquisition to reduce risk behaviors and to address the psychosocial and medical needs that contribute to HIV risk behavior or poor health outcomes.  



2.2 Standards













2.2.1 Core Elements











This section addresses standards for the seven core elements of CRCS.

1) Develop and implement a strategy to recruit and engage high risk clients.

· Protocols for client engagement and related follow-up should be developed by each agency, such as requiring a minimum number of follow-up contacts within a specified time period.


2) Screen clients to identify those who are at highest risk and appropriate for CRCS, enroll them in CRCS, and assess enrolled clients to determine specific risks and psychosocial needs.

· CRCS program staff should develop screening procedures to identify persons at highest risk for acquiring or transmitting HIV and who are appropriate for CRCS.
· All persons screened for CRCS, including those who are not considered to be appropriate clients for CRCS, should be offered counseling by the CRCS counselors (or other staff) and referrals relevant to their needs.
· Thorough and comprehensive assessment instrument(s) should be obtained or developed to assess HIV, STD, chemical dependency and substance abuse risks along with related medical and psychosocial needs.
· All CRCS clients should participate in a thorough client-centered assessment of their HIV, STD, chemical dependency, and substance abuse risks and their medical and psychosocial needs.
· CRCS counselors must provide clients a copy of a voluntary informed consent document for signature at the time of assessment.  This document must guarantee the client’s rights to privacy, confidentiality, and should provide contact information for questions or grievances.
3) Develop an individualized prevention plan with goals and measurable objectives.

· For each CRCS client, a written prevention plan must be developed, with client participation, which specifically defines measurable HIV risk-reduction behavioral goals, objectives, and strategies for change.
· For persons living with HIV and receiving anti-retroviral or other drug therapies, the prevention plan should address issues of adherence.
· The prevention plan should address efforts to ensure that a CRCS client is medically evaluated for STDs at regular intervals regardless of symptom status.
· For clients with chemical dependency and substance abuse problems, the prevention plan should address referral to appropriate drug and/or alcohol treatment.
· Clients should sign-off on the mutually negotiated prevention plan to ensure their participation and commitment.
· Client files that include individual prevention plan must be maintained in a locked file cabinet to ensure confidentiality.
4) Provide ongoing, multi-session intensive HIV risk and behavior change counseling.

· Multiple-session, one-on-one, HIV risk-reduction counseling aimed at meeting identified behavioral objectives must be provided to all CRCS clients.  Sessions should be flexible to address the needs of the clients.
· Training and quality assurance for staff must be provided to ensure effective identification of HIV risk behaviors and appropriate application of risk-reduction strategies.
· Clients who are not aware of their HIV antibody status should receive information regarding the potential benefits of knowing their HIV serostatus.
· Clients should be provided education about the increased risk of HIV transmission associated with other STDs and about the prevention of STDs.
· CRCS program staff should develop a protocol for assisting HIV seropositive clients in confidentially notifying partners and referring them to CRCS and/or counseling and testing services.
· For persons receiving treatment for opportunistic infections and/or anti-retroviral therapy(ies), counseling to support adherence to treatments/therapies should be provided.
5) Coordinate client support with other case management programs and provide referrals as needed.

· Formal and informal agreements, such as memoranda of understanding, should be established with relevant service providers to ensure availability and access to key service referrals.  
· A standardized written referral process for the CRCS program should be established.  
· Explicit protocols for structuring relationships and communication between case managers or counselors in different organizations should be established to avoid duplication of services, for example, how to transfer or co-manage CRCS clients with Ryan White CARE Act case management.
· Communication with other providers about an individual client is dependent upon the obtainment of written, informed consent from the client.
· A referral tracking system should be maintained.
· Annual assessment of relevant community providers with current referral and access information must be maintained.
· A mechanism to provide clients with emergency psychological or medical services should be established.
6) Conduct on-going monitoring and reassessment of client progress and needs.

· CRCS counselors must meet on a regular basis with clients to monitor their changing needs and their progress in meeting HIV behavioral risk-reduction objectives.  Individual meetings with a client must be reflected in the client’s confidential progress notes.
· A protocol should be established defining minimum, active efforts to retain clients.  That protocol should specify when clients are to be made “inactive.” 

7) Discharge clients when they attain and can maintain behavior change goals.  

· Agencies should establish protocols to classify clients as “active,” “inactive,” or “discharged.”  

· Clients should be aware of the agencies policies for becoming “inactive” or discharged.

· Agencies should outline the minimum active effort required to retain clients.  

· CRCS programs should be willing to readmit clients who need new or additional risk reduction support.
2.2.2 Coordination of CRCS with Ryan White CARE Act Case Management



· A protocol for structuring relationships with Ryan White CARE Act case management providers should be established and should detail how to transfer and/or share clients.

· CRCS should not duplicate Ryan White CARE Act case management for persons living with HIV, but CRCS may be integrated into these services.
2.2.3 Quality Assurance










· Quality assurance is essential to make certain that delivery of quality CRCS services are consistent and to ensure that interventions are delivered in accordance with the following standards:

· Clear procedures and protocol for the CRCS program should be developed to ensure effective delivery of CRCS services and minimum standards of care.

· Written quality assurance protocols should be developed. 

· Client CRCS records must contain a copy of the voluntary informed consent document, acknowledgement of rights and responsibilities and grievance procedure, and the Prevention plan showing the client’s signature.
2.2.4 Standards for Ethical and Legal Issues






· Confidentiality.  Organizations must have well-established policies and procedures for handling and maintaining HIV-related confidential information that comply with state and federal laws.  These policies and procedures must ensure that strict confidentiality is maintained for all persons who are screened, assessed, and/or participate in CRCS.

· Voluntary and Informed Consent.  A client’s participation in CRCS must always be voluntary and with the client’s informed consent.  Documentation of voluntary informed consent should be maintained in the client’s file.  In addition, a client’s informed consent is required before a prevention case manager may contact another provider serving that same client.

· Harm Reduction.  CRCS staff should utilize principles of harm reduction.  Harm reduction is a set of practical strategies that reduce negative consequences of risk behaviors, incorporating a spectrum of strategies from reducing risks to abstinence.  Harm reduction strategies meet clients "where they're at," addressing conditions of use along with the use itself. 

· Cultural Competence.  Organizations must make every effort to uphold a high standard for cultural competence, that is, programs and services provided in a style and format respectful of the cultural norms, values, and traditions that are endorsed by community leaders and accepted by the target population.  

· Professional Ethics.  The practice of CRCS should be guided through relevant law, and by standards provided through contemporary codes of ethics that govern most human service fields such as social work, counseling, and clinical psychology.

· Discharge Planning.  Organizations must make efforts to ensure that clients have received appropriate referrals and are adequately receiving needed services at the time of discharge (graduation).

· Duty to Warn.  Organizations must be familiar with federal, state and local laws, related to duty to warn or duty to protect third parties.

3. GROUP LEVEL INTERVENTIONS (GLI) 

3.0 Definition 

Health education and risk-reduction counseling that shifts the delivery of service from the individual to groups of varying sizes. Uses peer and non-peer models involving a wide-range of skills, information, education, and support.

3.1 Goal 

To assist clients as part of a group setting in identifying, adopting, and maintaining behaviors that reduce their risk for transmission and/or acquisition of HIV.  

3.2 Standards

This section addresses the overarching standards for GLI.
· Key components of GLI should:

· Be provided in a group to target a specific behavior(s) placing clients at increased risk for HIV infection and/or transmission.

· Consist of participants with at least one common characteristic that identifies them as members of a group.

· Be provided in a group-centered, non-judgmental, and linguistically appropriate approach.

· Be in an accessible safe space conducive to confidential and personal discussion that is accessible and acceptable to the clients.

· Include a behavioral risk assessment, when appropriate. 

· Include an HIV prevention skills building component.

· Consist of a CDC recommended or VDH approved curriculum or model that defines goals and objectives for the intervention.

· Include culturally and linguistically appropriate curriculum and educational materials. 

· Evaluate the effectiveness of the intervention through participants’ feedback and/or knowledge assessment.

· Guidance regarding the intervention process should be established prior to the start of the intervention.

· GLI providers should adhere to agency confidentiality policies.

· GLI providers should address client rights and responsibilities.

· Rules for participation should be made clear, in writing, or by verbal description, and receive the affirmation of the client.

· The facilitator should share some characteristics with group participants.  This may include, but is not limited to, the following: race, ethnicity, sexual orientation, primary language, gender, HIV status, HIV risk behavior, etc.

· Some approved curriculum may specify the required characteristics of group facilitators, which should be adhered to.

4. HIV/AIDS 101 

4.0 Definition













Educational session(s) provided by HIV educators on basic information about HIV, HIV transmission, risk behaviors associated with contracting HIV, interventions for prevention and risk reduction, HIV testing, symptoms of HIV and AIDS, and appropriate responses to HIV/AIDS in communities and organizations.  

4.1 Goal













To increase participants’ knowledge of HIV/AIDS and its transmission, prevention and risk reduction strategies, appropriate community responses, and local resources.




4.2 Standards












This section addresses the basic information to cover, at minimum, in HIV/AIDS 101 sessions.

· Common terms and acronyms should be defined and understood by participants, including, but not limited to, the following:

· HIV (Human Immunodeficiency Virus)

· AIDS (Acquired Immunodeficiency Syndrome)

· Antibodies

· HIV antibody tests and testing methods

· HIV transmission

· Risk reduction

· Perinatal transmission

· Immune system

· Opportunistic infections

· What are HIV and AIDS?  The following topics should be discussed, at minimum.

· The distinction between HIV and AIDS.

· Origin and history of HIV/AIDS in the U.S. 

· How the virus attacks the body and immune system.

· Explanation of the spectrum of the disease and its progression from HIV to AIDS.

· Opportunistic infections.

· HIV Transmission.  The following topics should be discussed, at minimum.

· Discuss HIV transmission

· Identify body fluids which transmit HIV: blood, semen, vaginal fluids, breast milk.

· Address myths and misconceptions regarding body fluids that do not transmit HIV: saliva, sweat, urine.

· Discuss risk factors and behaviors that place an individual at risk for contracting or transmitting HIV.

· Unprotected vaginal, oral, and anal sex

· Sharing needles/syringes, other drug paraphernalia and other equipment that may pierce the skin

· Perinatal transmission

· Receipt of infected blood, blood products, tissues, or organs (very rare in the U.S.)

· Address myths and misconceptions regarding the transmission of HIV: casual contact, mosquitoes, urban legends (i.e. needles in phone booths, gas pump handles, etc.)

· HIV Prevention.  The following prevention and/or risk reduction strategies should be discussed, at minimum.

· Abstinence from sex, alcohol, and drug use

· Monogamous sexual relationship between two uninfected people

· Sex that does not involve exchange of body fluids

· Not sharing needles/syringes and other drug paraphernalia or other equipment that pierces the skin

· Cleaning needles/syringes and other drug paraphernalia

· Using condoms, dental dams and/or other barriers consistently and correctly.  Sessions may include demonstrations on the proper use of barrier methods and discussions on safer-sex and harm reduction methods, when appropriate.  

· Not sharing sex toys

· Cleaning sex toys 

· Knowing your HIV status

· “Every Baby Can Be HIV Free” – the importance of perinatal testing

· Understanding your status.  The following should be discussed, at minimum, so that participants understand the different methods of testing and what results mean.
· Review methods of HIV testing: Traditional (blood draw), oral HIV testing, and rapid HIV Testing, including confirmatory positive test results.
· Define and discuss anonymous testing and confidential testing.
· Discuss when individuals should get tested after possible exposure.

· Understanding negative and/or positive test results.

· Provide resources available to participants for additional information.  Resources may include, but not limited to:

· VDH Division of Disease Prevention and CDC HIV/STD hotlines

· Available VDH literature 

· Statewide HIV/AIDS Resource and Referral Listings (includes local health departments, community based organizations, AIDS service organizations, testing sites, etc.)

· Local resources for confidential and anonymous testing: local health department, AIDS services organizations, etc. 

· Local resources, such as social services, housing services, drug treatment services, community health clinics, etc.

· Reputable websites appropriate to the audience.  Websites should be reviewed for content and accuracy.  If unsure about the reliability of a website, one should call the Division of Disease Prevention Hotline (1-800-533-4148).  Websites may include, but are not limited to:

· National organizations providing HIV information and/or services

· Federal and/or state agencies

· Private and/or nonprofit organizations providing HIV information and/or services

· Research institutes

· Professional associations (i.e. American Medical Association)
5. HIV COUNSELING AND TESTING 

5.0 Definition

HIV counseling and testing provides information regarding the acquisition and transmission of HIV and the meaning of HIV test results.

5.1 Goal

To provide client-centered HIV counseling and testing to assist individuals in becoming aware of their HIV status and, when appropriate, help clients identify risk behaviors for HIV and assist them in committing to a plan to reduce risk behaviors.  

5.2 Standards 

This section addresses the overarching standards for HIV counseling and testing. 

· All staff providing counseling and testing services should use a non-judgmental client-centered approach.  This approach meets the client at their place of need and is guided by the client’s level of self-motivation.

· Staff/agencies conducting HIV testing should adhere to Federal, State, and Local regulations and statutes, to include:

· the Centers for Disease Control and Prevention’s Revised Guidelines for HIV Counseling, Testing and Referral issued November 9, 2001;

· the Revised Guidance for Partner Counseling and Referral Services;

· the Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings issued September 22, 2006, in accordance with Virginia’s interpretation and guidance; and

· any additional guidance or standards prescribed by VDH or revisions and/or updates to any of the above.

· In accordance to the Code of Virginia § 32.1-37.2, informed consent should be obtained from the client prior to testing. 

· As outlined in the Code of Virginia § 32.1-37.2 B, all test results, whether the client tested negative or positive, must be provided in person.

· HIV prevention should address cultural competency issues as they affect HIV counseling and testing.  Culturally competent prevention services respond to the context of the client’s cultural beliefs, behaviors, language needs presented by the client and their communities.  

· Counseling and testing educational materials should be culturally and linguistically appropriate to the targeted client population.

· All staff providing counseling and testing should receive cultural competency training, as appropriate. 

· HIV counseling and testing courses should involve trainers with current knowledge and experience in HIV counseling and testing practices.

· Client privacy and confidentiality must be a priority.  Each agency should develop, implement, and maintain policies and procedures to ensure client confidentiality during counseling and testing referral services.  

· Persons who test negative or positive should be assessed to identify and prioritize their immediate needs and to link the client to appropriate services, such as care, prevention, and/or support services.   

· The Program Assessment and Review (PAAR) with health districts should adhere to CDC and VDH standards.  The review process, conducted by the state health department, should verify that skills audits of health counselors have taken place, as recommended by the STD/HIV Operations Manual. 

6. INDIVIDUAL LEVEL INTERVENTIONS (ILI) 

6.0 Definition

Health education and risk-reduction counseling provided to one individual at a time. ILIs assist clients in making plans for individual behavior change and ongoing appraisals of their own behavior. These interventions also facilitate linkages to services in both clinic and community settings, e.g., substance abuse treatment settings, in support of behaviors and practices that prevent transmission of HIV, and they help clients make plans to obtain these services.

6.1 Goal

To assist clients on an individual level in identifying, adopting, and maintaining behaviors that reduce their risk for transmission and/or acquisition of HIV.  

6.2 Standards

This section addresses the overarching standards for ILI.
· Key components of ILI should:

· Be provided to one individual at a time in a client-centered and non-judgmental approach.

· Be in a safe space conducive to private and personal discussion.

· Include a behavioral risk assessment.

· Include an HIV prevention skills building component.

· Target specific behavior(s) placing the client at increased risk for HIV infection and/or transmission.

· Assist the client in identifying safer goal behavior(s).

· Assist the client in developing a culturally and linguistically appropriate action plan to achieve identified goals. 

· Provide linkages or referrals to appropriate services.  

· Provide appropriate educational materials.  

· Evaluate the effectiveness of the intervention through client feedback and/or knowledge assessment.

· Guidance regarding the intervention process should be established prior to the start of the intervention.

· ILI providers should adhere to agency confidentiality policies.

· ILI providers should address client rights and responsibilities.

· Rules for participation should be made clear, in writing, and by verbal description, and receive the affirmation of the client.

7. OUTREACH 

7.0 Definition













Outreach interventions are generally conducted face-to-face with individuals in the clients’ neighborhoods or other areas where clients typically congregate. Usually includes distribution of condoms, bleach, sexual responsibility kits, and educational materials.

Outreach differs from Individual Level Interventions (ILI) in that it is a relatively brief intervention and an individual risk reduction plan is not developed.

7.1 Goal













To increase knowledge/awareness of HIV/AIDS and STDs, prevention strategies, and relevant community resources.



7.2 Categories of Outreach










This section defines categories of street outreach.  

· Basic Street/Community Outreach: Brief contacts in which outreach specialists engage in conversations in order to provide educational information, literature, and resources, such as condoms, bleach kits, referrals, etc.  

· This type of outreach is important for establishing rapport within a community and building trust with individuals.  

· It can be used as a method for bringing clients into other services such as intensive street outreach, counseling and testing, comprehensive risk counseling services, home health parties, and education groups. 

· Basic outreach cannot be expected to change behaviors in and of itself. 
· Intensive Street/Community Outreach: Ongoing encounters in which outreach specialists spend extended periods of time with clients, assess risks, make plans with clients for behavior change, and provide referrals.  

· Outreach specialists may also facilitate clients’ entrance into services and should verify follow-through on referrals when possible. 

· Both process and outcome monitoring should be used in assessing this type of outreach.  (The conditions of Basic Outreach must be met.)

· Collaborative Street Outreach: A collaborative effort between community based organizations and/or other health care providers in order to saturate a specific geographic area with educational information (e.g., a major syphilis outbreak has occurred in a residential area; the health department will be providing on-site testing; outreach specialists would then be pivotal in disseminating information and directions about the testing).  

· Collaborative outreach is a strategy that may combine basic and intensive outreach and should not be considered an intervention on its own.
Activities within the above categories of outreach may include the following:

· Active Street Outreach: Outreach specialists moving from place to place within a defined geographic area, screening and engaging prospective clients for the purposes of delivering information, materials and/or referrals.  Active outreach is usually location specific, occurring within a few blocks radius or within a specific neighborhood.

· Fixed Site Outreach: Outreach activities which are conducted at a specific place within a given location (e.g., setting up a table on a corner or working out of a mobile van or storefront).  

· During fixed site outreach, outreach specialists may invite individuals they have engaged in the street to come to the site or place for more in-depth assessment discussions and/or service delivery, based upon client needs or interests.

· Drop Off Site Outreach: Outreach activities which provide risk reduction supplies to volunteer distributors who may then distribute these items to high risk individuals (e.g., brochures left at a checkout counter or bleach kits distributed at a “shooting gallery”).

· Contact: Face-to-face interaction during which educational materials and/or information is exchanged between an outreach specialist and a client (or a small group of clients).

· Encounter: Face-to-face interaction that goes beyond the contact to include focused assessments, specific service delivery in response to the client’s identified need(s), and a planned opportunity for follow-up.
7.3 Standards












This section outlines standards for conducting the above outreach activities.


7.3.1 Core Strategies


 







· Outreach activities should be conducted in accordance with the Core Strategies for Street and Community Outreach Training Manual.  

· Be provided to one individual at a time;

· Include risk and risk reduction information;

· Be provided in settings and during times appropriate to the target population;

· Be accompanied by risk reduction methods and education materials (e.g. condoms, brochures);

· Present scientifically accurate and current information;

· Provide information to facilitate access to prevention, medical, and support services; and

· Include culturally and linguistically appropriate education materials.

7.3.2 Safety Protocol










· Each agency should develop a written protocol to address outreach activities, including, but not limited to:

· Methods used to determine the outreach location, times of day, and the day of the week that are most productive for reaching the target population;

· Safety of outreach workers.

· Outreach should be conducted in pairs.

· Supervisors should be informed about the areas to be targeted.

· Outreach specialists should carry personal and agency identification and/or clothing that identifies them as an outreach specialist or agency staff person.

· Before beginning outreach activities, staff should familiarize themselves with local law enforcement so that police understand their role in the community.  If possible, involvement with the police department through a liaison or training should be established.

· Outreach specialists should never buy from or sell anything to street contacts.

· Agencies should establish “no weapons” policy while staff are conducting outreach.

· Agencies should establish a communication, tracking and/or emergency plan for street outreach specialists.

8. PREVENTION PROVIDER QUALIFICATIONS

The following outlines the minimum qualifications and training required by staff providing the following HIV prevention interventions.

8.1 HIV Counseling and Testing








 

· All staff providing HIV counseling and testing services should complete all appropriate training to ensure that they are able to provide high quality prevention services, including:

· the three-day CDC prevention counseling courses, “The Facts” and “The Fundamentals”;  

· the “Partner Counseling and Referral Services” course; and 

· appropriate trainings relevant to test technology.  
8.2 Health Educators and Group / Individual / Community Level Interventions (GLI, ILI, CLI)
· Staff conducting GLI and/or CLI should be competent for group facilitation and/or complete appropriate trainings, as feasible.

· Staff providing ILI should complete appropriate trainings in HIV prevention counseling, as stated above in Section 7.1.

· HIV educators providing HIV counseling and testing should adhere to the appropriate trainings and standards. (Refer to Section 7.1)

· HIV educators should have the appropriate formal education, and/or practical knowledge and experience to perform expected duties, including, but not limited to, the following.

· Understanding the basics of behavioral science theory.

· Facilitation skills, including different methods of delivering education, such as in workshops and discussion groups in various settings, reviewing and summarizing journal articles and other publications, internet forums (chat rooms, blogs, discussion groups, websites), public meetings, collaborative planning groups, etc. 

· Conducting a sexual history, drug use history, and other risk assessments, and helping clients develop a risk reduction plan.

· Referring participants to clinical care, drug treatment and other community services.

· HIV educators should receive a minimum of four hours of training on a quarterly basis in one or more of the areas listed below.  Employers should document training(s) in employment records.     

· HIV/AIDS, prevention and clinical issues

· Sexually transmitted diseases, prevention and clinical issues

· Tuberculosis, prevention and clinical issues

· Viral hepatitis, prevention and clinical issues 

· Current laws, regulations, and policies related to HIV/AIDS and STDs

· Behavioral science theories 

· Human sexuality

· Reproductive health and contraception

· Substance abuse, chemical dependency, and related interventions and referrals

· Mental health issues, and related interventions and referrals

· Racial and ethnic diversity, and overcoming racism 

· Cultural diversity and competency

· Sexual and gender diversity, and overcoming homophobia and transphobia

· HIV educators’ dress, demeanor and communication skills should be appropriate to the situation and program participants.

· HIV educators should always maintain a professional demeanor and should not engage in illegal, unethical, or inappropriate relationships with program participants, on or off duty.  These may include sexual relationships, alcohol or other drug use, financial relationships, or conflicts of interest.
8.3 Comprehensive Risk Counseling and Services (CRCS)






· Suggested minimum qualifications for staff conducting the following core elements: Client recruitment and engagement, screening, and coordination of services:

· Knowledge of target population;

· Cultural and linguistic competency;

· Knowledge of HIV/AIDS and other STDs;

· Knowledge of available community services; and

· Effective communication skills.

· Suggested minimum qualifications for staff conducting the following core elements: Assessment, development of prevention plan, HIV risk reduction counseling, monitoring and reassessment, ongoing support and relapse prevention, graduation and discharge planning:

· Bachelor's degree or extensive experience in a human services-related field, such as social work, psychology, nursing, counseling, or health education; 

· Skills in CRCS techniques; 

· Skills in counseling; 

· Ability to develop and maintain written documentation (case notes); 

· Skills in crisis intervention; 

· Knowledge of HIV risk behaviors, human sexuality, substance abuse, STDs, the target population, and HIV behavior change principles and strategies; and 

· Cultural and linguistic competency.  

· CRCS Supervisors Qualifications and Responsibilities
· Academic training and/or experience to adequately develop an overall CRCS program:

· Program goals and objectives;

· Protocols;

· Quality assurances; and

· Evaluation measures.

· Management skills and experience overseeing CRCS staff.

· Provide an orientation to the CRCS program for new staff and ongoing supervision to ensure that the CRCS intervention is clearly understood.

· Ongoing training and development to build staff skills.

· Staff must be provided written job descriptions and opportunities for regular constructive feedback.  

· All staff must be knowledgeable of confidentiality laws and agency confidentiality policies and procedures.  CRCS staff should have signed confidentiality agreements on file with their employer.
8.4 Outreach












· Outreach specialists should complete the Street Outreach Specialist Certification provided by the Virginia Department of Health, as available.

· Outreach specialists should possess:

· Scientifically accurate and current information related HIV/AIDS;

· Knowledge of relevant community resources, including accessibility;

· Ability to present information in a culturally and linguistically appropriate manner;

· Skills in counseling, substance use/abuse issues, and building rapport with clients.  

· Outreach specialists should receive training in the following areas:

· HIV/AIDS; 

· STDs;

· Viral Hepatitis;

· Substance abuse;

· Mental health issues;

· Counseling skills;

· Availability of local resources;

· Human sexuality; 

· Homophobia; and

· Behavioral science.

· Outreach specialist should not engage in sexual relationships with contacts/clients.

· Outreach specialists with a history of substance abuse should have a minimum of two years of sobriety, prior to conducting outreach activities.  

· Agencies should establish support mechanisms for outreach specialists in recovery.  

· A staff person or other professional resource should be identified for support and referral into relapse prevention, 12 Step, or other program(s).
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