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PREFACE
Over the last twenty years, women in India have moved from being the least affected by HIV to the group in which HIV
has become a major concern. Today, out of the estimated 2.27 million people living with HIV, women account for
approximately 39 percent. More than 90 percent of these women acquired HIV infection from their husbands or their
intimate sexual partners. Women are at increased risk for HIV not due to their own sexual behaviour, but as partners
of men who are also clients of female sex workers, men having sex with men or injecting drug users. In fact, the main
driver of the epidemic in women, are men who engage in unprotected paid sex.
While women are in general more susceptible to HIV from the biological point of view, prevailing socio-cultural norms
increase the vulnerability and risk to contract HIV as women are often not able to negotiate safe sex or refuse sexual
relations. Moreover, exposure to violence, which is still too often condoned, can add to this risk. When married or
being a partner to a male drug user, women suffer even more. In South Asia, many drug users live with their families,
but their wives rarely use drugs themselves. Both as female drug users and as female partners of male drug users,
they often face double stigma and discrimination and have hardly access to services, also because of a lack of
specific services for them.
The training module intends to provide knowledge, and skills to the service providers who are engaged to provide
services to the female sex partner of injecting drug users. In addition, the module envisages addressing the needs of
spouses and female sex partners of injecting drug users, with regard to accurate information and awareness on
preventing and treating HIV and sexually transmitted infections (STIs), as well as related services, such as antenatal
care.
I hope that this module will translate into concrete action by service providers for the benefit of the many women in
India who as partners of drug users today are not yet able obtain the information and services for leading a healthy
and HIV free life.

Cristina Albertin
Representative
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BACKGROUND
Injecting drug use and Women
Injecting drug use (IDU) is one of the very important driving factors behind the spread of HIV epidemic in India. As per the
available estimates about 1 in every 10 of Injecting drug users (IDUs) in India is HIV positive. An important feature of the HIV
epidemic in India is that it is getting increasingly 'feminized'. Today, women account for approximately 1 million of all5 million
estimated numbers of people living with HIV in India. While evidence of risk of transmission of HIV from male IDUs to their
1
female sexual partners had been present for a long time from the North east (Panda et al 2000 ) and Chennai (Panda et al
2
2005 ), recent multisite studies have documented the risk in almost all other parts of the country. Murthy (20083) in her
nationwide study involving more than 4400 non-substance-using sex partners of IDUs has reported the risk being faced by the
female sex partners of IDUS. Similarly, yet another multisite study involving couples (where husband was an IDU, while wife
4
was not a drug user) also documented the vulnerabilities of wives and children of IDUs (Ambekar et al 2009 ).

The response
As a response to the problem of IDU and HIV, the National AIDS Control Organization has set up (and is continually scaling up)
Targeted interventions(TIs) with injecting drug users. As of 2011, there are about 260 IDU TI sites throughout the country
covering about 76% of the estimated IDU population (Agrawal 2011)5. For these targeted interventions, operational tools like
costing and operational guidelinesand training manuals are in place.
However, one significant gap in the response to IDU related HIV epidemic has been the absence of specific intervention
guidelines and training manuals on reducing the risk of sexual transmission of HIV from IDUs to their sex partners. If the risk of
transmission of HIV 'beyond IDUs' (to their spouses and children) has to be mitigated, it is imperative to have in place specific
guidelines for service providers. This manual is a step in this direction.

About this manual
This manual has been developed as a guide for facilitators. It is intended to be used for providing training to the service
providers (i.e. NGOs involved in service delivery for IDUs 'Targeted Interventions'). It is important to clarify here that this
manual is NOT a substitute for operational guidelines. In order to have effective interventions in place, it would be important to
have a separate set of specific operational guidelines for the service providers to implement their programmes for female
partners of IDUs. However, the contents of this manual provide enough leads to develop operational guidelines. Once the
operational guidelines on this issue are in place, this manual and the operational guidelines will then serve to complement
each other.
This manual purports to address the needs of the broad group, 'female regular sex partners' of IDUs. However, the
predominant focus of the manual is on wives of male IDUs, as the available data clearly indicates that a sizable proportion of
male IDUs in India are married men, who stay with their families and consequently their families are vulnerable to acquire HIV
as well as to face other adverse consequences.
Though the primary beneficiary for a Targeted Intervention (TI) under the NACP III is the (male) IDU himself, for the purpose of
this manual, the term “client”, wherever appears, refers to the wives or the 'female regular sex partners' of male IDUs. It would
be important for the operational guidelines also to emphasise the importance of looking at wives or partners of IDUs as 'clients'
or beneficiaries.
1

Panda, S et al (2000). “Transmission of HIV from injecting drug users to their wives in India.” International Journal of STD and AIDS, 11(7), 468473
Panda, S et al (2005). “Risk factors for HIV infection in injection drug users and evidence for onward transmission of HIV to their sexual partners in
Chennai, India.” Journal of Acquired Immune Deficiency Syndrome, 39, 915
3
Murthy P (2008). “Women and Drug Use in India”, United Nations Office on Drugs and Crime, Regional Office for South Asia, new Delhi
4
Ambekar A et al (2009). HIV Vulnerability among IDUs, their Spouses and Children, Society for Promotion of Youth and Masses (SPYM), New Delhi
5
Alok Agrawal, 2010 (personal communication)
2
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As most of the service providers implementing TIs have been geared exclusively to providing services to male IDUs, reaching
out and providing services to female sex partners of IDUs is likely to be newer area for them. This would require certain
attitudinal changes along with adoption of new knowledge and skills. The manual strives to address this.
The manual has been developed primarily for those TI staff-members who are specifically in place to address female partners
of IDUs, i.e. for those outreach workers whose routine(or at least predominant) job-responsibility would involve reaching out to
female partners / wives of male IDUs. The manual also recognizes (and indeed recommends) that it would be more beneficial
to have female outreach workers for this purpose. Consequently, most of the ORW trainees / participants who would receive
training involving this manual will be women. However, it must be noted that a variety of staff needs to be trained for effectively
reaching out to female partners of IDUs and addressing their concerns. These would include outreach workers (ORWs),
counsellors and project managers. Thus it is important to discuss, whether these variety of staff members should be trained
together or in separate groups as per their professional backgrounds? Both of these approaches have their own pros and
cons. The experience of author with other training programmes(including the training / TOT programmes organised as a 'fieldtest' of this manual) suggests that conducting training programmes with mixed group of participants in not only feasible but
also desirable. Having a mixed group ensures that even the most basic issues are addressed by the facilitators and not just
assumed to be familiar to the trainees. It also encourages discussion from a variety of perspectives and provides an
opportunity for the participants to learn from each other. Even if certain issues are more relevant for one particular group of
participants, others also benefit from discussion on those issues. Finally, it also serves the purpose of building team spirit
among the participants an essential aspect of a successful programme.

How to use this manual
The entire training programme has been designed to be participatory in nature. While most of the sessions involve
participatory exercises and games, the sessions involving powerpoint presentations have also been designed to be
participatory. For this purpose, powerpoint slides have been designed in such a way that fosters interactions between
presenter and audience. Enough clues and tips have been provided for the facilitators in the form of 'notes' associated with
individual slides. For the same reasons the manual will be available in two versions the print version which will have the
manual proper and all the printed powerpoint presentation slides (in the 'handout' format, along with notes) as well as the
digital version which will have the manual as well as the powerpoint presentations as ppt files, which could be used by the
facilitators.
The manual has been designed largely as a guide. Enough flexibility has been retained for local adaptation depending on the
needs of the group, the setting, the culture etc. This is important since in the training programmes, the participants may be at
varying levels of understanding and experience. Some of them may be experienced TI Programme managers or outreach
workers (working for male IDUs), others may be freshly recruited female outreach workers (for working with female partners of
IDUs).
Since the manual is intended to be used by the facilitators, it may or may not require translation.

Terms of Reference for facilitators
Desired qualities and qualifications of the facilitator(s) for training service providers on reaching out to female partners of IDUs
are as follows:

x

•

The main facilitator for training (using this manual) must be a qualified and experienced professional with at least a
Post graduate or above degree in psychiatry / psychology / public-health. People with other backgrounds with
specific expertise and experience in certain aspects of programmeimplementation (counseling, program
management etc.) can be involved as co-facilitators.

•

The facilitator should have an aptitude for teaching / training. The person should be comfortable interacting with
people from a variety of backgrounds. Strong communication skills and leadership skills are very important.

•

The facilitator should be thoroughly familiar with using various training techniques and tools, including participatory
approaches. The person should be comfortable using digital presentation software.

•

It is desirable for the facilitator to be fluent in the local language which is most comfortable for most participants.
However, this obstacle could be overcome by a participant / co-facilitator who could act as a translator.

•

Prior to the training the facilitator is expected to have gone through this manual and other resource material
thoroughly

Preparation for the Training Program
•

Identify the facilitators as per the Terms of Reference suggested above and secure their availability

•

Identify the participants and secure their availability

•

Ideal number of facilitators: 2 3, with one facilitator being the principal facilitator

•

Ideal number of participants: 15 to 30, a mixed group

•

Venue:

•

•

¨

Training hall with adequate seating,

¨

Furniture,

¨

Facilities for projection,

¨

Uninterrupted electricity supply,

¨

Arrangements for refreshment and food

Material required:
¨

A computer, A Projector, A screen, A pointer,

¨

White-board / Flip-chart stand with markers, White board eraser,

¨

Stationery for use by the participants,

¨

Adequate copies of registration forms, pre and post training tests, evaluation and feedback sheets and daily
attendance sheets

Specific material as listed in individual training sessions
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DRAFT AGENDA
When...

WHAT...

How and by whom...
Day 1

09:00 09:30

REGISTRATION

09:30 10:15

• FORMAL INAUGURATION (OPTIONAL)
• OVERVIEW OF TRAINING PROGRAMME
• SETTING GROUND RULES

Discussion

10:15 11:00

• INTRODUCTION EXERCISE: MEETING STRANGERS AND
BUILDING A RAPPORT

11:00 11:30
11:30 13:00

TEA BREAK
• BASICS OF DRUGS

13:00 14:00
14:00 15:15

Game / participatory exercise

Presentation and group discussion
LUNCH BREAK

• DRUG RELATED HARMS AND HARM REDUCTION

15:15 15:30

Game / participatory exercise

TEA BREAK

15:30 16:15

• HIV AND ITS TRANSMISSION
• RISK HIERARCHY EXERCISE

Presentation and group discussion

16:15 16:30

• GENDER SENSITISATION AND STEREOTYPE

16:30 17:30

• CONSEQUENCES OF DRUG USE ON THE FAMILY

17:30 17:45

• EVALUATION AND FEEDBACK

Game / participatory exercise
Presentation and group discussion
Participants

Day 2
09:30 09:45

• RECAP OF PREVIOUS DAY

A volunteer among the participants

09:45 11:00

• COMMUNICATION WITHIN A FAMILY AFFECTED BY DRUGS /
HIV

Game / participatory exercise / role
play

11:00 11:30

• REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN:
STIs AND THEIR PREVENTION

Presentation and group discussion

11:30 11:45

TEA BREAK

11:45 12:15

• REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN:
CONTRACEPTION

Presentation and group discussion

12:15 13:00

• REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN: Presentation and group discussion /
CONDOM DEMONSTRATION
role play

13:00 14:00

LUNCH BREAK

14:00 14:30

• IMPORTANCE OF CONDOM USE IN MARITAL
RELATIONSHIP

Participatory exercise (debate)

14:30 15:00

• ASSERTIVENESS / CONDOM NEGOTIATION

Participatory exercise (role play)

15:00 15:45

• REFERRAL AND LINKAGE SERVICES FOR WOMEN

15:45 16:00

Group work / discussion

TEA BREAK

16:00 17:15

• MOTIVATING WOMEN FOR HIV TESTING

17:15 17:30

• EVALUATION AND FEEDBACK

Presentation, Group Discussion and
role play
Participants
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When...

WHAT...

How and by whom...
Day 3

09:30 09:45

• RECAP OF PREVIOUS DAY

A volunteer among the participants

09:45 10:30

• STRESS AND COPING

Presentation and group discussion

10:30 11:30

• PROTECTING SELF, PARTNER AND CHILDREN FROM HIV
AND OTHER INFECTIONS

11:30 11:45
11:45 13:00

TEA BREAK
• SELF HELP GROUPS AND SUPPORT GROUPS
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13:00 14:00

xiv

Participatory Group Activity

Game, Presentation and Group
Discussion

LUNCH BREAK

14:00 15:00

• LIVING WITH HIV: ART ADHERENCE

Participatory Group Activity,
Presentation and Discussion

15:00 16:00

• LIVING WITH HIV: NUTRITION AND SELF CARE

Participatory Group Activity,
Presentation and Discussion

16:00 16:15

TEA BREAK

16:15 17:15

• LEGAL AND ETHICAL ISSUES

Presentation, Group Discussion and
Debate

17:15 17:30

• EVALUATION AND FEEDBACK

Participants
Day 4

09:30 09:45

• RECAP OF PREVIOUS DAY

A volunteer among the participants

09:45 11:00

• OUTREACH FOR FEMALE PARTNERS OF DRUG USERS:
PRACTICAL ISSUES

Presentation and group discussion

11:00 11:15

TEA BREAK

11:15 13:00

• DISCUSSION ON TOR FOR OUTREACH WORKERS
• DEVELOPING WORK PLAN
• REPORTING FORMATS

13:00 13:30

• FEEDBACK
• VALEDICTORY

Presentation and group discussion

DAY 1: SESSION 1
Objectives:
•

'Session for breaking the ice': To facilitate the introduction of participants and to
make them comfortable with one another

•

To sensitise the participants on the difficulties faced in meeting and striking a
rapport with their clients (i.e. partners of drug users)

Steps:

Training Sessions

Material and method: this session would require about 45-60 minutes, to be conducted with the aid of flip-charts / whiteboard and markers.

1. Welcome the participants; thank them for attending the programme.
2. Emphasize that they have a very important role to play in helping their own communities in remaining healthy
3. Ask them to pair up; ensure that they pair-up with a person they do not know.
4. Tell them that over next 5-6 minutes they need to obtain personal information from their partners
5. This information should be adequate enough so that they can describe their partners and should not be written down
(note: typically, some participants would ask “what are the 'heads' in which they should obtain information about their
partners?” Explain that there is no pre-decided format for it and they should use their own wisdom)
6. After they have talked to each other for about 5-6 minutes, call each of them to the front and ask to introduce her
partner to the group.
7. While this process is going on, ask some of the participants to tell more about their partners (i.e. specifically the
information they have not asked / not reported). For instance, while participant A is introducing B, ask “Who is the
boss in the family? Mrs B or her husbandMr. B?”(Note: Be extremely careful in doing this exercise. It should be
conducted in the manner of light hearted banter. Any factual information on Mrs B's marital relationship is NOT
required.)
8. Use this part of the exercise to emphasize that it is difficult to ask personal questions, particularly in the first meeting.
However, in their course of duty they will be expected to develop rapport with their clients, get information and
provide support and services.
9. Once all pairs have completed the exercise, ask each person how they felt talking to each other and later being
introduced. Ask things such as 'how comfortable were you initiating a conversation with a stranger?' 'Did you feel
any inhibitions asking / disclosing information about yourselves?' etc.
10. Make a list of these responses on the flip-chart.
11. Moderate a discussion on how can they apply the learning from this exercise to their routine duties. What are the
similarities in this situation and their day to day working? What are the differences?

1
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•

Highlight that a woman who is a wife/partner of a drug user may experience some discomfort in meeting service
providers. The discomfort level may be pronounced if her partner happens to be living with HIV, and even more
pronounced when she herself is a drug user / living with HIV / both.

•

Stress the point that that talking about issues like sex, reproductive health and drug use, which are sensitive
issues, can be a tricky task, particularly in the first meeting.

•

As a solution, reiterate the importance of striking a rapport through chit-chat about general information and then
proceeding to specific information.

DAY 1: SESSION 2
BASICS OF DRUGS
Objectives:
To familiarise the participants to various drugs / substances of abuse, similarities
and differences between their effects

•

To bring about attitudinal changes in participants regarding drug users; specifically,
to enable them to see drug dependence as an illness

Material and method: this session would require about 60-90 minutes, to be conducted with the aid of flip-charts / whiteboard and markers and powerpoint presentation.

Training Sessions

•

Steps:
1. 1.Begin by asking the participants names of various addictive drugs they know of. Note all the names on the flip chart,
in such a way that it helps in categorisation.
2. Ask, “what are the similarities among these drugs?” generate discussion.
3. Stress the point that “basic similarity among these drugs is that, all of them produce certain effects in the brain / mind
which are perceived as pleasurable or relaxing. Another similarity is that after taking these drugs repeatedly, the user
gets habituated or addicted to them.”
Presentation: BASICS OF DRUGS
4. Show the part-I, types of drugs of the presentation “basics of drugs” in an interactive manner.
5. Ask, “why do people take drugs?” note the responses on a flip chart in an manner which permits easy grouping of the
reasons into 'positive' (such as to feel happy, to enjoy, to enhance sexual pleasure, out of curiosity etc.) and
'negative' (such as to relieve boredom, frustration, anxiety, sadness, mental-tension etc.).
6. Proceed with the part II of the presentation

3
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DRUG USE :
AN OVERVIEW

Drug / Psychoactive Substance
Any substance that when taken by a person
modifies perception, mood, cognition,
behaviour or motor functions.
This definition includes legal and illegal
substances, that can lead to repeated intake
and dependence.

Drug / Psychoactive Substance

Part 1:
TYPES OF DRUGS

Classification
• Alcohol
4

Explain this slide taking cue
from the discussion just held
on 'similarities between drugs
of abuse'

Explain that now you are just
going to go through a list of
various types of drugs
already listed by the
participants and discuss their
effects.

Ask, 'what are various types
of alcoholic beverages you
know of.'

Alcoholic beverages

Training Sessions

Generate discussion, use mindmapping technique, discuss
similarities and differences
between different types of
alcoholic beverages. It would be
useful to inform that: 'Distilled
spirits' such as whisky, brandy,
rum, vodka and gin contain 35%
to 50% (usually about 42% in
India, called Indian Made
Foreign Liquor IMFL) alcohol
whereas beers ordinarily
contain 4 to 8%. Wines usually
contain approximately 12%
alcohol, while the country
liquors contain about 12 -20%.

Effects of alcohol
• Alcohol is a brain depressant.
• In small amounts it relieves anxiety.
• it may also give a sense of strength and
result in boisterous behaviour
• It heightens the mood prior to intake, be it
sadness or happiness.

Begin by generating discussion
on, 'what are the effects of
alcohol?' Or 'What happens
under the intoxication of
alcohol?'
Also generate discussion on,
'why should a brain depressant
result in sense of strength,
boisterous behaviour etc?'
Explain dis-inhibiting properties
of alcohol as a brain depressant.

• Impairs judgement and performance

Classification
•

Alcohol

•

Opioids

5
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Familiarize participants with
opium cultivation and
extraction. Briefly discuss
the role of opium in Indian
history and current opium
cultivation scenario in the
world.

Heroin (Smack)
Discuss Heroin / brown
sugar / white sugar and its
mode of intake.

Opioids: Psychological effects
•

New users

Dependent users

•

•

Short lived in-tense
experience – “rush”.

•

A state of profound
euphoria.

•

A dreamlike state
lasting longer

•

6

The effects differ widely between new and
dependent users

Who is not in pain
j an unpleasant
reaction / vomiting.
Who has pain or
anxiety j some
relief

The facilitator should
emphasize that like heroin,
many substances do not
produce a pleasurable
feeling on first use. In fact, for
some substances an
individual has to learn to
experience the high
produced by them.

Cannabis
(Bhang, Charas, Ganja, Hashish)
Almost everyone in India has
seen a Cannabis tree, even if
they have not noticed it. It
grows in wilderness in most
parts of North India. Are
Bhang, Charas Ganja, one
And same thing? If not what
are the differences?

Training Sessions

Cannabis products
•

Bhang (leaves)

Oral

•

Ganja (dried flowering stem of the
plant)

Smoked

•

Charas / Hashish (extracted from
the resin covering the plant)

Smoked

•

Hashish Oil (extracting THC using
chemical methods)

Smoked

Here, the presenter should
emphasize that to a number
of different intoxicating
product are derived from the
cannabis plant. Of these,
only bhang is a legal
substance due to its
traditional use on religious
occasions in some parts of
the country. All other
products are illicit and much
more potent that bhang.

Cannabis: Psychological effects
•

•

A dreamy state with an increased tendency to
fantasize
¨

State of euphoria, well being and enjoyment.

¨

Generally followed by a period of drowsiness.

Perceptual and sensory distortions.
¨

Can prolong reaction time and impair
coordination

¨

Sounds and colours may become more
intense

•

Restlessness, fear and even panic may spoil
the experience (“bad trip”).

•

There may be driven activity (subject knows
that one’s activities are meaningless, yet is
unable to control them).

7
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Valium, Avil, Cough Syrups

Sedative – hypnotics &
other pharmaceuticals
Medications for:
•

Sleep (Diazepam)

•

Allergy (Promethazine, pheniramine)

•

Pain (Pentazocine, Propoxyphene)

•

Cough (Codiene)

•

Diarrhea (Diphenoxalate)

•

Anesthesia (Ketamine)

General brain
depressants
Opioid like
actions

Hallucinogen

Coca leaf and cocaine powder

8

These substances are
pharmaceutical products
which are generally available
only on prescription of a
registered medical
practitioner. However,
certain degree of over-thecounter sale of these drugs
does take place and hence
users of these substances
are able to procure them.
The effects of these drugs
are not similar and mimic the
effects of substance
discussed earlier depending
upon the class of drug.

Cocaine is another
substance which is available
in a variety of formulations
and can be consumed orally,
snorted or injected through
intra-venous route. Since it is
very costly, its use has not
been much prevalent in India
so far.

Amphetamine Type Stimulants (ATS)
These substances are also
stimulants like cocaine and
available as tablets,
capsules, powder, etc. as
well as in the injecting form.

Immediately after smoking the drug or injecting itextremely pleasurable ‘rush’ or ‘flash’.
•

Enhanced mood and body movement, euphoria

•

Increased respiration

•

Increased heart rate, blood pressure

•

Insomnia

•

Reduced appetite

Unlike the substances
discussed earlier
stimulants– as the name
suggests – stimulate and
activate the brain functions.
Facilitator may provide
historical examples of
soldiers taking stimulants (or
even contemporary example
of terrorists reportedly taking
stimulants).

Training Sessions

Stimulants: Psychological effects

LSD
These are substances that
produce distortions of
perception in the user. The
user may start seeing or
hearing things which others
cannot see or hear. Many of
these substances are used
by young college going
students and under the
influence of these
substances they are highly
vulnerable to risky sexual
behaviours. These
substances are largely used
as recreational agents – only
on certain occasions – and
are not usually substances of
daily regular use.

9

Tobacco
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Tobacco products are the
most common substances
used by mankind. Tobacco
can also be consumed in
various ways which includes
smoking, snorting, chewing,
etc. In our country, the use of
beedi and chewable tobacco
is more common than other
forms of tobacco use.

10

Volatile solvents (Inhalants)
These are generally
petroleum products which
are used for variety of
purposes. Most common
volatile substances used in
India are ink-removing fluids
and glues. This form of
substance use is most
commonly seen amongst
adolescents who have not
yet experienced other higher
forms of substances.
Ask, ‘what is one basic
difference between inhalants
and other substances of
use?’ Ans: All other
substances discussed
previously have been
designed specifically for
human consumption
(however harmful though
they may be). Inhalants on
the other hand, have been
designed for some other
purposes but not for human
consumption. Hence use of
inhalants can be (and indeed
is) very harmful.

Why Do People Take Drugs?
To feel good
To have novel: feelings sensations
experiences AND to share them

To feel better
To lessen: anxiety worries fears
depression hopelessness

Conduct mind mapping: Why do
people take drugs? While noting
the responses be careful to
group responses into feeling
good (i.e. positive) types and
feeling better (i.e. negative
types), as depicted on the slide.
However does everyone who
takes drugs turns into an addict?

What makes some people
more vulnerable to drug
addiction? Many people
try drugs without getting
addicted, while others do
become addictedsome
quickly and easily.

Training Sessions

Vulnerability

Why do some people become addicted while others do not?

Drug Addiction is a Complex Illness

Drug Addiction: A Complex
Illness
Drug addiction is a complex
illness, which primarily
affects brain (or mind). The
path to drug addiction begins
with the act of taking drugs.
Over time, a person’s ability to
choose not to take drugs is
compromised.

Brain Regions and Their Functions

Brain Regions and Their
Functions
Just like our house has different
rooms devoted to different
functions, certain parts of the brain
govern specific functions. For
instance, vision, motion, balance
etc. One such function is Reward.
Explain reward by giving a simple
example.

11

The Reward Pathway

The Reward Pathway:

Reaching out to Female Sex Partners of IDUs: A Training Manual for Service Providers

Just an illustrative slide for
transition. Facilitator should
avoid spending much time
on this slide. The question is,
why do some people have a
‘defective’ reward system
which makes them
vulnerable to drug
dependence?

There’s a Big
Biological / Genetic
Contribution to Drug Abuse and Addiction…
….Overlapping with
Environmental
Influences that Help Make Addiction a Complex Disease.

Biology/genes

Biology/
Environment
Interactions

Environment

It is clear today that addiction
is the result of complex
interactions not only among
many genes but also
between genes and a host of
environmental factors.

Drugs as Reinforcers
likely that you
will continue..

Taking drugs…

NOT
Taking drugs…
..to avoid which you
will continue..

12

Positive
reinforcement
..makes you
feel good… (euphoria)

..makes you
feel miserable… (withdrawal)

Negative
reinforcement

Use this slide to explain the
vicious cycle of drug use Y
euphoria Y repeated drug
use Y Withdrawal Y
repeated drug use

Part 2:
TERMINOLOGY

Terminology
Use

•

Dependence

•

Abuse / harmful use

•

Addiction

Training Sessions

•

Start with asking the group,
what do they mean be these
terms? Are they one and
same. If yes how? If no, What
is the difference?

Terminology
•

Use
¨

The ingestion of alcohol or other drugs without the experience of any negative consequences.
® If a student had drank a beer at a party and his parents had not found out we could say he had
USED alcohol.

Terminology
•

Abuse / harmful use
¨

Maladaptive pattern of use resulting in physical,
social, legal harm

¨

Continued use in spite of negative
consequences
® A 40-year old man continues drinking
alcohol every weekend. Keeps suffering
from various adverse consequences:
Accidents, vomiting, quarrels, financial
losses, absenteeism, loss of reputation etc.

There are some technical
differences among Abuse
and Harmful use, but for this
group, for the sake of
simplicity, they may be
regarded as almost same.
Ask: Would you say the
person in example is
‘dependent’ or ‘addict’? Ans:
clearly no, since he drinks
only on weekends and he
may not fulfill all the criteria
for Dependence. Link this to
the next slide on criteria for
‘Dependence’.

13

Terminology
•

Dependence
¨

Drug taken in larger amounts or over longer period

¨

Persistent desire or unsuccessful efforts to cut
down

¨

A great deal of time is spent in:
® obtaining the drug
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® using the drug
® recovering from its effects

•

¨

Important social, occupational, or recreational
activities given up or reduced

¨

Continued use despite harm

¨

Tolerance

¨

Withdrawal

Addiction - older term, still used

Terminology
•

Use

•

Dependence

•

Abuse / harmful use

•

Addiction

Withdrawal symptoms
•

Discuss all the criteria.
Ensure that the group
understands and as far as
possible remembers most of
the criteria.

Usually opposite of acute effects
¨

Depressants: withdrawal-excitation

¨

Stimulants: withdrawal-lethargy/’crash’

Specify here that the
highlighted terms are
‘diagnostic’ terms, i.e. these
are the names of health
conditions which exist as
diagnostic categories.

In the next few slides briefly discuss
the withdrawal symptoms of major
drug categories. (Note: There will
be opportunity to discuss opioid
withdrawal symptoms later. It must
be discussed that Alcohol (and
Benzodiazepine) withdrawal may
be dangerous and even fatal.

Alcohol withdrawal: mild

14

•

Anxiety

•

Craving

•

Restlessness

•

Palpitation

•

Insomnia

•

Sweating

•

Tremors

•

Breathlessness

Emphasize the importance
of ‘tremors’ in absence of
alcohol as a tell-tale sign of
physical dependence on
alcohol.

Alcohol withdrawal: severe
Drive home the point that
untreated severe
withdrawals of alcohol may
be fatal. Hence a person
dependent on alcohol should
never be forced to undergo
alcohol withdrawal without
medical supervision.

Severe Alcohol Withdrawal: “Delirium Tremens”
• All features of mild withdrawal
• Disorientation (unawareness of self and
surroundings – time, place and person)
• Hallucinations
• Seizures (fits – ‘rum fits’)
• Can be fatal

Training Sessions

Opioid withdrawal
Very distressing, but never fatal !
•

Opening of all holes !
¨

Watering from eyes, nose

¨

Vomiting

¨

Loose motions

•

Bodyache / pain

•

Anxiety, restlessness, insomnia

•

Premature ejaculation

There will be opportunity to
discuss opioid withdrawal
symptoms later.

Cannabis withdrawal

Specify that there are no
specific withdrawal
symptoms of cannabis and
hence it is debatable
whether there is ‘physical
dependence’ on cannabis.

Non specific
•

General discomfort

•

Intense craving

•

Anxiety, restlessness

Stimulant withdrawal
•

Lethargy

•

Craving

•

Hypersomnia / sleepiness

•

Anhedonia

•

Fatigue / sad mood

15

The usual drug-use ‘career’
•

Depends upon
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Experimentation

Occasional /
Irregular use

¨

Availability

¨

Peer pressure

¨

Socio-cultural norms

¨

Psychological factors

•

Depends upon
¨

Initial experiences

¨

Peer pressure

Many of the factors responsible
for experimentation are
common to factors responsible
for occasional / irregular use.

Experimentation

Regular use
Occasional /
Irregular use

•

May be ‘Abuse’ or ‘harmful use’

•

Symptoms of harm start appearing

Experimentation

Dependence /
Addiction
Regular use

Occasional /
Irregular use

Experimentation
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The presenter should highlight
the fact a number of factors
affect an individual’s decision to
start using a particular drug.
Such factors can be external
e.g. pressure from friends who
use the particular substance or
internal e.g. feelings of
frustration or guilt after a life
event.

Similar to drug initiation, a
number of factors both internal
and external govern the
progression of substance use
from occasional use to regular
and then dependent use. Any
individual who experiments with a
particular substance does not
always become a regular or
dependent user of the same.
Many individuals may not use the
substance again while some may
only use it occasionally or in
moderation.

Injection Tidigesic

Heroin / Smack

Charas / Ganja

Use

Abuse

Dependence

Training Sessions

Alcohol / Tobacco

This graphic illustrates a progression
of substance use in terms of
graduation from a less dependence
producing and more socially
acceptable substance to more
dependence producing, illicit and
harmful forms of substances. It is
understood that any individual rarely
starts his drug use career with
substances like heroin/ IDU. Most
individuals usually begin with use of
substances like tobacco, alcohol or
cannabis and then gradually learn
the use of other substances. From
this perspective, substances like
tobacco, alcohol or cannabis open
the window of entry into the world of
substance use. This is known as the
‘Gateway Hypothesis’.

In this slide, the facilitator should
highlight that for any substance
most of the individual who
experiment with it remain at the use
or abuse level and do not progress
further. A comparatively smaller
proportion of individuals eventually
become dependent upon the
substance and are in immediate
need of treatment services. Out of
ever users, the proportion of
individuals who become
dependent on the substance also
depends upon the substance itself
and can be very high for some
substances like heroin.

Purpose of intervention

Highlight that not just total
cessation of drug use but a
reduction of drug use and
associated adverse
consequences could also be a
worthwhile purpose of
intervention in substance use
disorders.
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DAY 1: SESSION 3
DRUG RELATED HARMS AND HARM REDUCTION
Objectives:
To educate the participants on various harms related to drug use

•

To sensitise them to the concept of harm reduction

•

To enable them to apply concept of hierarchy of drug related harms in their
communities

Material and method: this session would require about 60-90 minutes, to be conducted with the aid of flip-charts / whiteboard and markers, and power point presentations.

Training Sessions

•

Steps:
1. Initiate the discussion by asking “what are various harms related to drug use?”
Presentation: Drug related Harms
2. 1.Once the presentation on discussion on harms is over, ask, “how can these harms be reduced?' (Note: take cue
from the interactive Q & A slides from the presentation Drug related harms)
Presentation: Harm Reduction
3. 1.In this presentation use the last slide (the harm reduction pyramid) to discuss the relevance of this training
programme and expanding the scope of TI services to the female partners of drug users.

19
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Drug-related Harms

20

Let’s do some brain mapping
on this issue…

After presenting this slide, the
facilitator, over next few minutes,
should ask the participants to list
the possible harms associated
with drug use according to their
opinion / experiences. The
facilitator should encourage the
participants to share anything that
they might consider as a
complication of drug use and not
worry about it being right or wrong.
At this stage just listing of names of
various ‘harms’ is more important
rather than an analysis of how and
why a particular harm occurs. Thus
discussion should be gently
guided towards just listing the
harms and participants should be
told to wait for the discussion of
‘why’ and ‘how’ of harms. While the
participants present their views the
facilitator should write down all the
harms suggested by the trainees
on a white-board / flip-chart. While
doing so, the facilitator, based on
his own knowledge and
experience (and taking cue from
the next slide), should take care to
group together the harms caused
in a particular domain (for e.g. all
the physical complications of drug
use told by the participants should
be listed in one group). The
trainer/facilitator should ensure
participation of all the trainees in
this activity and also encourage
them to think about all the possible
areas (physical/social/legal/
mental etc.) in which a drug user’s
life can be affected by his drugs
use.

Suggestive List of various harms
associated with drug use
Physical Harms
Respiratory problems – cough, breathlessness
Infections – local (abscess), systemic (HIV)
Poor nutrition, debility, weight loss
Overdose, death

Familial / Social Harms
Marital disharmony, separation/divorce
Disowned by family, homelessness
Loss of reputation, Social outcast
Stigma and discrimination
Psychological Harms
Guilt / shame, Lack of motivation
Depression, anxiety
Other mental disorders
Legal Harms
Involvement in illegal activities
Arrests, imprisonment
Driving under intoxication
Drug dealing (NDPS Act)

Training Sessions

Occupational / Financial Harms
Absenteeism from work
Frequent changes of job, loss of job
Losses suffered/debts incurred
Expenditure on drugs

After eliciting a discussion on
drug related harms, the
trainer should then present
this slide listing the various
harms caused by drugs. The
trainer should emphasize the
various domains which can
be affected by drug use of a
person and should
incorporate the harms listed
by the trainees under
respective domains. The
focus here is not to provide
an exhaustive list of all
possible drug related harms
rather to make the trainees
understand that use of drugs
by an individual can cause
harm not only to him/her but
also to also to everybody
else associated with the
person either within the
family or outside. The
facilitator should then
emphasize that these harms
do not occur in isolation,
rather they are closely interrelated and affect the
occurrence and severity of
one another. To highlight this
aspect, the facilitator should
make use of the following
two slides.

Inter-relationship between Harms
Financial problems

Stealing

Difficult to buy needles

Needle sharing

Reduced work
and earning

Arrest by police

Inattention to family

IDU (dependent)
Need to take drugs repeatedly

Quarrels with wife

Risky sex

Stigma / discrimination

Use this slide to illustrate
how one harms leads to
another.

Risk of HIV

21

Inter-relationship between harms:
Vicious cycle
Heroin use
Reduced
earning

Stigma
Guilt , shame
Mental tension
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Poor financial
status

Illegal activities
(pick-pocketing)

Arrests,
imprisonment

Are all harms equally harmful…?

YES

NO

Why not?

22

Decreased social
standing

Homelessness

As stated in the previous
slide, the focus should be on
highlighting how one drug
related harm can give rise to
other harms and in-turn
increase the drug use itself.

The purpose behind this slide is
to make the trainees understand
that even though a drug user may
suffer numerous harms as a
result of his/her drug use, the
harms would differ in the impact
they have on the drug user’s
health and well being. To this
end, the facilitator should once
again elicit responses to the
question written on the slide from
the participants (in yes or no).
The trainer should encourage
participants to give examples
from the list of harms discussed
earlier to support their
responses. At the end of this
discussion, the trainer should
then write the response given by
the majority of the participants on
the slide with the help of a marker
(make a tick or cross mark), and
then discuss the correct
response, i.e. NO.

The facilitator should now
introduce the concept of
hierarchy of harms according to
which, from the harm reduction
perspective, some of
complications arising out of
substance use take precedence
over others. As all the harms
associated with drug use cannot
be tackled simultaneously, some
of the harms are given priority
over others when planning a
harm reduction intervention.

Do some harms assume priority
over others…?

Family problems, stigma
Illegal activities
Communicable diseases (HIV, HBV)
Risky behaviours

If we have to arrange, these harms in a hierarchy,
Which would be most harmful, and why?
Which would be least harmful, and why?

Hierarchy of harms: Priority
Communicable diseases (HIV, HBV)

Illegal activities

Risky behaviours

Family problems, stigma

Poor role performance,

Generate a discussion on
arranging these harms from the
least to most harmful. Ask
participants to also give their
opinions regarding, which of these
are more harmful than others and
why? NOTE: There may more than
one correct way of arranging these
harms in a hierarchy. The next slide
shows these harms arranged from
least to most harmful from a
PUBLIC HEALTH PERSPECTIVE.
Explain that this hierarchy may not
be absolute, and may vary from
context to context. Purpose of this
exercise is to stimulate thinking in
terms of prioritization.

Training Sessions

Poor role performance, unemployment

Another way of categorizing harms
can be on the basis of their potential
risk to the society at large. These
include mainly those drug-related
behaviours which are considered
harmful for both the individual and
the community. (Show next slide)

The facilitator should now
encourage discussion among the
participants on – whether they
agree with this model of hierarchy
of harms. It is understandable that
any attempt at arranging these
harms in hierarchy would be
debatable. However, it should be
made clear to the participants that
with different perspectives harms
may appear to be more or less
‘harmful’. For instance for law
enforcers the harm – illegal
activities – will take precedence. A
social worker may place ‘stigma’
as the top priority. However with a
public health perspective risk of
infections such as HIV should take
precedence.
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Importance of drug related HIV
Drug Use and HIV/AIDS
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Why is drug related HIV so
important for the society?

SUBSTANCE ABUSE AND HIV/AIDS

“Feminization”
of the epidemic
Wives and
girlfriends of
clients

Wives and girlfriends of
Substance users

Clients
of FSWs

Female
Sex
Workers

IDU
Husbands
and
boyfriends of
FSWs

HIV

Substance Users

RISK RINGS
24

Ans: The concept of risk rings
would help us understand the
importance of drug related HIV.
The facilitator should emphasize
that
• IDUs are a part and parcel of
entire universe of drug users
• Drug users are sexually
active and have sex with sex
workers as well as their
regular sex partners
• Similarly sex workers (some
of whom themselves be drug
users) also have sex with their
clients and their regular
sexual partners
• In this way all sections of the
society are linked to each
other
Thus, risky behaviours by
substance users e.g. Sharing of
needles not only increase the risk
of HIV transmission to the drug
users themselves but due to high
risk sexual behaviours associated
with substance use it leads to an
increase in risk of HIV
transmission to the general
community.
In other words, protecting drug
users essentially means protecting
the entire society.

SUBSTANCE ABUSE AND HIV/AIDS
Sharing injection equipment

Increased risk
of HIV

Effect of
substance

Sociocultural
reasons

Economic & Financial reasons

Training Sessions

High risk sex behavior

Generate discussion of why are drug
users at increased risk of HIV? The
obvious answers would be due to both
– injecting and sexual risk behaviours.
Explain the various factors associated
with increased prevalence of risky
sexual behaviour among drug users.
Effect of substance: Intoxication
influences the judgement of substance
user and thereby renders user
vulnerable to engage in risky
behaviour (such as visiting a sex
worker, non-use of condom etc.)
Sociocultural reasons: Sometimes
people engage in risky behavior to
conform to the identity of a drugusing peer group.
Economic & Financial reasons:
Some women drug users are forced to
engage in sex-work in order to meet
the expenses for their drug using habit.
Hence, an effective intervention aimed
at reducing HIV transmission amongst
drug users should focus upon risky
injecting behaviours as well as High
risk sexual practices.

HIV estimates in India, 2008
HIGH-RISK GROUPS: IDU – high prevalence
HIV Prevalence among Different Population Groups, India, 2007 (NACO, 2008)
7.23

Percent Positivity

8

Explain that IDUs are among the
groups with highest prevalence of
HIV in India.

7.41

7
6

5.06

5
3.61

3.61

4

2.51

3

Note: This chart should be replaced
with the latest available data before
the presentation.

2
1

0.48

0
ANC

STD

IDU

MSM

FSW

MIGRANTS TRUCKERS

Now let us deal with some related
questions…

The facilitator should elicit responses
from the participants before showing
the correct response to the questions
given in the next few slides. Wherever
possible the facilitator should
encourage discussion on why the
other options were not the most
appropriate from a Harm Reduction
p er s p ec ti v e a n d un der wh at
circumstances can these other options
be considered appropriate.
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Interactive Session
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Which of the following statements about drug-related
harms is false?
• Drugs cause disruption of every aspect of the
users life
• Drug use is associated with risky behaviours
which predisposes individual to more harms
• Drug-related harms are inter-related
• Drug use affects life of only those who use them

Interactive Session
Which of the following harms is a public health priority?
• Loss of job, heavy debt
• Involvement in illegal activities
• Infections like HIV, HBV
• Frequent arguments with family members

Correct Response – Third
option (Infections like HIV,
HBV)

Interactive Session
Which of the following harms is most risky for the
community at large?
• Stigmatization of substance users
• Loss of employment
• Sharing of needles with risk of HIV
• Respiratory diseases

Interactive Session
Which of the following communities is in need of harm
reduction services?
• Community A: less IDU, increasing number of
wine shops in residential areas and alcohol
using adults
• Community B: large number of IDUs, high
prevalence of HIV/AIDS amongst IDUs
• Community C: recent trend of adolescents
getting into smoking and occasional cannabis
(ganja) use
• All of the above
26

Correct Response – last
option (Drug use affects life
of only those who use them)

Correct Response – Third
option (Sharing of needles
with risk of HIV)

Correct Response – B.
What should be done for community
A? (likely answer: control the wine
shops, remove them from residential
areas, provide counseling and
treatment to alcohol users [i.e. more
of supply and demand reduction, link
it to the next presentation])
What should be done for community
C? (likely answer: increase
awareness among adolescents,
develop their life skills to help them
stay away from drugs [i.e. more of
prevention – demand reduction, link
it to the next presentation])

Interactive Session
Correct Response – Third
option (Discuss with the
person about which harmful
behaviours can he reduce
even with continued drug
use)

Training Sessions

How should you approach an individual in community
who continues to use drugs?
• Involve religious leaders in the community and
put pressure on him to abstain
• Wait till he develops certain complications, then
he may be more amenable to reason
• Discuss with the person about which harmful
behaviours can he reduce even with continued
drug use
• Ask the police to arrest him

Conclusions
Abuse of all substances is associated with a number of harms to the user as well as to the society at large

The harms caused in various spheres of drug users’ lives are closely inter-related

Harms may be added or aggravated due to simultaneous use of other substances

Although harms may differ in their severity, a harm reduction programme focuses on the public health
priorities

Harm Reduction

Let us recap the drug related harms
discussed earlier…

The facilitator should begin the
presentation with a brief review of
the various harms associated with
substance use (in particular IDU)
and then present the next slide for a
quick revision of the same. Here,
the facilitator should emphasize
those harms which are more
important from a community /
public-health perspective and are
easily preventable e.g. risk of HIV
transmission.
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Drug related harms…
Physical Harms

•
•
•

Infections – local (abscess), systemic (HIV)
Poor nutrition, debility, weight loss
Overdose, death

Occupational /
Financial Harms

•
•
•

Absenteeism from work
Frequent changes of job, loss of job
Losses suffered/debts incurred

Familial /
Social Harms

•
•
•

Marital disharmony, separation/divorce
Loss of reputation, Social outcast
Stigma and discrimination

Psychological Harms

•
•
•

Guilt / shame, Lack of motivation
Depression, anxiety
Other mental disorders

Legal Harms

•
•
•

Involvement in illegal activities
Arrests, imprisonment
Drug dealing (NDPS Act)

How can one possibly reduce these Harms?

Let us do some brain mapping
on this issue…
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Conduct a small interactive exercise.
Give participants example of any
fictional city / or the city in which the
training programme is being held.
Inform them that “the city XX has a
severe drug problem. Suppose you
have been made the chief
administrator of the city. What all
measures you would take to reduce
drug related harms in the city XX?”
The facilitator should encourage a
discussion amongst the participants
and note down all the suggestions
given by the trainees on a white
board. While noting down the
suggestions given by trainees.
Typically most of the suggestions
would fall under either of three
domains: Demand reduction
strategies, Supply reduction
strategies and Harm reduction
strategies. The facilitator should take
care to group them according to
these three major strategies for
curbing drug use and related harms.
After eliciting sufficient responses
from the trainees, the facilitator
should then show the next slide.

Drug Abuse Management Strategies
Demand Reduction
Strategies

•

aim to reduce the desire to use
drugs and to prevent, reduce or
delay the initiation of drug use

Supply Reduction
Strategies

•

to disrupt the supply and availability
of drugs.

•

aim to reduce the negative impact
of drug use and drug-related
activities on individuals and
communities

Harm Reduction
Strategies

Demand Reduction
Strategies

•

aim to reduce the desire to use
drugs and to prevent, reduce or
delay the initiation of drug use

Primary prevention
•

Aimed at young people to discourage initiation of drug use

Treatment
•

Identification of drug users; providing effective treatment for
them

Drug Abuse Management Strategies
Supply Reduction
Strategies

•

aim to reduce the desire to use
drugs and to prevent, reduce or
delay the initiation of drug use

Regulated supply of legal drugs
•

Alcohol only for certain people, in certain settings

•

Medications available only through prescriptions

Total prohibition of illegal drugs
•

Seizures of drug(s); punishment to drug dealers

After showing this slide, facilitator should
encourage discussion on merits and
demerits (including) feasibility and
perceived effectiveness of Demand
Reduction Strategies.
‘however well we train younger
generation to stay away from drugs there
would always be some youngsters who
will be unable to resist the lure of drugs.’
‘even with best of the treatment
strategies, not all drug users will be
interested in taking treatment. Even
among those who take treatment, a
proportion will relapse.’
The conclusion is that however wellapplied, reliance on only this approach is
not likely to be effective in preventing all
the harms associated with drug use.

Training Sessions

Drug Abuse Management Strategies

After presenting this classification of
various strategies to reduce drug
related harms, the facilitator should
emphasize that some drug related
interventions (e.g. education on
HIV/AIDS) may be considered under
more than one particular strategy.
Hence, this classification is not strict
but merely educational in nature.

After showing this slide, facilitator should
encourage discussion on merits and
demerits (including) feasibility and
perceived effectiveness of Supply
Reduction Strategies.
‘None of the countries in the world – even
the superpowers – have been able to
eliminate illicit drug use. Drug use remains
a part of human civilization. In fact, it
should be emphasized that an overzealous supply-reduction approach may
even increase the harms by forcing drug
users to go underground and making drug
availability scarce and hence unsafe.
People branded as ‘criminals’ may find it
difficult to access various services. The
experience of prohibition of alcohol in
some states of India, certainly suggests
that just supply reduction may even be
counter-productive’.
Again the conclusion would be that
however well-applied, reliance on only
this approach is not likely to be effective in
preventing all the harms associated with
drug use.
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Drug Abuse Management Strategies
Demand Reduction
Strategies

•

aim to reduce the desire to use
drugs and to prevent, reduce or
delay the initiation of drug use

Supply Reduction
Strategies

•

to disrupt the supply and
availability of drugs.

•

aim to reduce the negative impact
of drug use and drug-related
activities on individuals and
communities

Harm Reduction
Strategies

What is ‘Harm Reduction’?
“policies and programs that are aimed at reducing the harms from drugs, but not drug use per se”

Means ‘reducing harm from drugs even more important than reducing drug consumption’

More effective:
• Seeks to achieve realistic, sub-optimal objectives rather than setting, fail-to-reach, utopian goals
• ‘80% of something > 100% of nothing’

Why Harm Reduction?

Why not eliminate all forms of drug use
from the society?
Lets discuss…
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In this slide participants
should be encouraged to
think about the paradigm
where drug use may be seen
as acceptable while efforts
are made to reduce the
harmful consequences of
drug use. Moreover, it should
be emphasized that a Harm
Reduction approach is not
antagonistic but rather
complimentary to other
approaches.

The presenter should now ask the
participants their views on this
issue. The presenter should note
down these views on a white
board and should then use some
of these as examples (while
presenting the next slide) to make
the trainees understand that why
approaches other than harm
reduction cannot succeed in
isolation in dealing with harms
associated with drug use.

Why can’t drugs be eliminated?
•

Substance use has been part of human society from the very beginning

•

‘Zero Tolerance’ based strategies such as
¨

legal prohibition of substances and

¨

abstinence-oriented treatment
® have not been able to eliminate substance use.

making a drug illegal may even increase the harms associated with its use through marginalization and
criminalization of drug users.

A drug free society:

impossible to achieve

Training Sessions

•

As a result…
•

There will always be some people using drugs

•

Among these users
¨

Some may not be willing to give up drug use altogether

¨

Many others may have tried but failed

•

All such drug using individuals are at continued risk of drug-related harms

•

Harm reduction provides an alternative to deal with these individuals
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Strategies for Drug-related Harms

The presenter should emphasize
here that Harm Reduction
approach encompasses a
number of interventions . The
idea is to provide the drug user a
basket of choices to choose
from. The job of a harm reduction
worker is to first make the drug
users aware of these options and
then help them choose the best
possible alternative with respect
to the harms experienced by
each individual user.
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Educational Interventions
•

How to reduce risk

•

Safer methods of drug use

NEEDLE SYRINGE EXCHANGE PROGRAMMES

In fact, the comprehensive
package for the prevention,
treatment and care of HIV among
drug users as per the WHO,
UNODC, UNAIDS technical
guide 2009 includes:

SUBSTITUTION E.G. METHADONE, BUPRENORPHINE

1. Needle and Syringe programs
2. Opioid Substitution Therapy
and other drug dependence
treatment

OTHER STRATEGIES

3. HIV testing and counseling
4. Antiretroviral therapy
5. Prevention and treatment of
sexually transmitted infections
6. Condom programmes for IDUs
and their sex partners
7. T a r g e t e d i n f o r m a t i o n ,
education and community for
IDUs and their sex partners

THIS ENTIRE PACKAGE = ‘HARM REDUCTION’

8. Vaccination, diagnosis and
treatment of hepatitis
9. Prevention, diagnosis and
treatment of tuberculosis

EDUCATIONAL INTERVENTIONS
•
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information given:
¨

simple,

¨

peer-based,

¨

explicit,

¨

factual

IDU Risk Reduction through education
SAFER OPTIONS

Avoid indiscriminate sharing

Continue injecting with cleaned needles

Shift to illicit but non-injecting drug

Substitution – agonist medicines

Stop drug use

Education on risky sexual behaviors

No sex!

One faithful Partner

Minimum number
of partners

STD / HIV testing
and treatment

Training Sessions

Begin by asking, What would be
the most ideal and safest way for
an IDU to completely eliminate
the risk of all harms associated
with drugs use? Show each of
the options in the hierarchy one
by one. Emphasize that even if
the option - substitution with
agonist medication - is a
preferable option, it is not readily
available. Additionally it must be
emphasized that the last option
‘Avoid indiscriminate sharing’
does not encourage sharing per
se. This is a message for those
IDUs who are sometimes forced
to use ‘public’ or ‘disposed’
needles and syringes.

Continue injecting with sterile needles

Consistent
condom
use

The facilitator should emphasize
here that even though stopping
drug use altogether would be the
most effective way of reducing
IDU associated harms but that
may not be possible for all IDUs.
Hence, the harm reduction
worker may have to lower the
goal in such cases and focus
upon how to prevent harmful
consequences with continued
drug use.

As with IDU, the education on
high risk sexual behaviours
focuses on the readiness of an
individual to change his sexual
practices. Even though
abstinence from sex would be the
most effective way of preventing
sexually transmitted diseases
(STDs) including HIV, it is not a
practical option. So the
educational intervention focuses
upon reducing the number of
sexual partners or at least
consistent condom use with every
sexual partner. While focusing on
the last two options, one should
always remember to impart
education on STD/HIV testing
and treatment services as they
remain a possibility in those who
have multiple sexual partners.
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NEEDLE SYRINGE EXCHANGE PROGRAMMES

NEEDLE SYRINGE EXCHANGE PROGRAMMES
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More readily associated with the harm reduction approach than any other type of intervention

Involves supplying new, clean needles and syringes to IDUs, in exchange of old used, needles and syringes.

Incorporate a variety of other preventive strategies such as outreach, risk reduction education, referrals
to other health and social services, etc.

Philosophy of NSEP

Used
Needles

• Unclean

• Clean

• Infected

• Uninfected

• Previously used
by others
• Risk of HIV
transmission
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Used
Needles

Replaced with

• For use by
patient only
(expected)
• No risk of HIV
transmission

Ask the IDU TI project
managers present here to tell
the house briefly about their
job and responsibilities
regarding NSEP. This will
help in familiarising the
government hospital staff to
the NSEP component of TI.
Discuss: Why should there be
a component of exchange?
Why not just distribute
syringes and needles.
(Answers: reducing the risk of
contaminated equipments
spreading in the society,
ensuring safe disposal and
engaging the client in a giveand-take process which
fosters responsibility,
decision-making and allows
for more interactions for
behavior change
communications).

Needle Syringe Exchange Programmes
MYTHS

It does not reduce HIV

•

It leads to an increase in drug use

•

It does not reduce risky injection practices

•

It discourages drug-abuse treatment

•

It is costly

Training Sessions

•

Needle Syringe Exchange Programmes

EVIDENCE REGARDING BENEFITS

•

Positive impact on HIV risk behaviors and HIV infection.

•

Reach out to more marginalized drug users than any other intervention

•

Some of the IDUs move on to maintenance treatment and even abstinence

•

Does not increase drug use

•

Limit sexual transmission of HIV since NSEP is often utilized to provide other HIV prevention
measures such as condoms
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AGONIST/ORAL SUBSTITUTION TREATMENT

Reaching out to Female Sex Partners of IDUs: A Training Manual for Service Providers

Philosophy of Oral (Agonist) Substitution

Drugs of abuse:
(e.g. Heroin)

Agonist medications:
(e.g. Buprenorphine)

• An illicit,
medically unsafe,
short-acting,
more addictive

• …legal, safer,
long-acting
agonist
medication of
known purity and
potency along
with psychosocial
rehabilitation

Is substituted with....

• Opioid,
• Taken by
injecting route…

Oral Substitution Treatment
Benefits
•
•
•
•
•

Reduces drug consumption, promotes abstinence
Reduces risky behaviors, risk of HIV transmission
Reductions in lethal overdose- decrease use and high
tolerance
Reductions in sex work
Reduction in crime
Limitations

•
•
•
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Patient still chemically dependent on opioids
Limited availability, due to cost and logistic reasons
Risk of diversion to unregistered drug users

Does it mean that we are just
shifting people from one
addictive substance to
another? Draw comparison
between drug addiction and
other chronic diseases (such
as diabetes or high blood
pressure) in which the
patient has to take medicines
daily for long-term, often lifelong and missing them even
for a day would lead to
untoward consequences
and unpleasant symptoms.

Other Strategies
Other Strategies
•

Outreach Services
¨ Strategy to reach out to the hidden drug users
¨ Reaches to people within their own communities or
closer to door steps
Finding drug users

Establishing contact and rapport with them in
their natural environments
Providing information about risk behaviours

Training Sessions

Observing them

Ask the outreach workers
present here to tell the house
briefly about their job and
responsibilities. This will help
in familiarising the
government hospital staff to
the activities of Outreach
workers.

Promoting and supporting safe behaviours

Other Strategies
•

Safe injection facilities
¨ Also known as ‘injection rooms’
¨ Provide – not only the clean syringes or needles, but
– a safe injection facility
¨ Provides opportunities to IDUs to inject pre-obtained
illicit drugs under the supervision of and/or by the
medical staff
¨ Could also include various other services e.g.
® interventions for overdose
® Risk reduction education
® Condom distribution
® Referral for medical complications

Explain that this is just for
information. This strategy
has not been adopted in
India.

Extremely controversial strategy, used in few countries till date

Prevention should be seen in
continuum of care and support

In the next few slides the presenter
should highlight that prevention of
HIV and care and support to affected
people are not two opposing goals but
should be seen in a continuum. The
focus of the prevention AND care and
support interventions may keep
shifting, but the help is needed even
beyond death.
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HIV/AIDS Prevention and Care Continuum
Uninfected
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• Prevention: behavior change, STI management, universal precautions
• Postexposure prophylaxis
• Voluntary counseling and testing

HIV/AIDS Prevention and Care Continuum
HIV Infection

Uninfected

Living

• Prevention: behavior change, STI management, universal precautions
• Postexposure prophylaxis
• Voluntary counseling and testing
•
•
•
•

Provide psychosocial support to patients and families
Support orphans and vulnerable children
Prevent and treat opportunistic infections
Prevent mother-to-child transmission

HIV/AIDS Prevention and Care Continuum
HIV Infection

Uninfected

Onset of AIDS

Living

Living
with AIDS

• Prevention: behavior change, STI management, universal precautions
• Postexposure prophylaxis
• Voluntary counseling and testing
•
•
•
•

Provide psychosocial support to patients and families
Support orphans and vulnerable children
Prevent and treat opportunistic infections
Prevent mother-to-child transmission
• Provide home-based care
• Administer anti-retroviral therapy
• Provide palliative care
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HIV/AIDS Prevention and Care Continuum
HIV Infection

Uninfected

Onset of AIDS

Living

Death

Living
with AIDS

Terminally
ill

• Prevention: behavior change, STI management, universal precautions
• Postexposure prophylaxis
• Voluntary counseling and testing

Provide psychosocial support to patients and families
Support orphans and vulnerable children
Prevent and treat opportunistic infections
Prevent mother-to-child transmission

Training Sessions

•
•
•
•

• Provide home-based care
• Administer antiretroviral therapy
• Provide palliative care

HIV/AIDS Prevention and Care Continuum
HIV Infection

Uninfected

Onset of AIDS

Living

Death

Living
with AIDS

Terminally
ill

• Prevention: behavior change, STI management, universal precautions
• Postexposure prophylaxis
• Voluntary counseling and testing

•
•
•
•

Provide psychosocial support to patients and families
Support orphans and vulnerable children
Prevent and treat opportunistic infections
Prevent mother-to-child transmission
• Provide home-based care
• Administer antiretroviral therapy
• Provide palliative care
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The harm reduction pyramid
Provide support to
sex-partner / spouse

Highlight here that so far most of
the service providers have been
delivering the bottom three
services as a harm-reduction
strategy. All of these, no doubt
are extremely important for
reducing the harms faced by the
male IDUs. However, an
effective public health approach
would also mean that harmreduction approach should be
extended from the IDUs to their
sex partners and spouses as
well.

Reduce vulnerability of
sex-partner / spouse
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Stop Sharing

Reduce / substitute

Stop Taking Drugs

Harm– reduction
strategies, so far

Conclusions
Harms associated with drug use can be dealt with in a number of ways

Harm reduction strategy provides the most practical and flexible
approach to reduce these harms

Focus is on immediate and easily preventable harms rather than setting
unrealistic goals such as complete abstinence

Agonist substitution treatment and NSEPs are the most common and
effective strategies

Combination of strategies and individualization of intervention are
important aspects of a harm reduction approach
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DAY 1: SESSION 4
HIV AND ITS TRANSMISSION
Objectives:
•

To educate the participants on general issues related to HIV transmission

•

To sensitise them specifically on gender issues related to HIV transmission

Steps:

Training Sessions

Material and method: this session would require about 45-60 minutes, to be conducted with the aid of flip-charts / whiteboard and markers, power point presentation and some pictures. This is a group activity followed by discussion

1. Initiate by asking the group very simple and basic questions about HIV/AIDS (e.g. “What is HIV? How does it differ
from AIDS?” etc.)
2. Show the powerpoint presentation about basics of HIV transmission
Presentation: Basics of HIV
3. Conduct the risk hierarchy exercise with the group. Show the group various pictures depicting / list of modes of HIV
transmission. The list may be following situations:
• Blood transmission from an infected to non-infected individual
• Sharing of needles between infected and non-infected individuals
• Men-having-sex with men
• Peno-vaginal sex between infected man and non-infected woman
• Peno-vaginal sex between non-infected man and infected woman
• Oral sex between man and woman
• Infected pregnant mother
• Infected mother breast-feeding her baby
• Infected father hugging the children
• Infected and non-infected children playing together
• A family sharing meals with some infected and some non-infected members
• Infected father helping the little children dress-up
4. Now ask the group to place pictures / situations in one of the three categories (make three piles of pictures / lists:
“high risk” “low risk” and “no risk.” Generate discussion during the entire process.
•

Now pick up the pictures in “high risk” pile. Even among these pictures, generate discussion on which situations
have higher risks than others.

Highlight that...

•

Infected penetrator is more likely to transmit infection than infected recipient

•

Peno-anal sex has higher risk than peno-vaginal sex

•

Direct blood contact has higher risk than contact with genital fluids

41

Reaching out to Female Sex Partners of IDUs: A Training Manual for Service Providers

HIV and AIDS:
The Basics

Structure of Presentation
What is HIV
• What is AIDS
• How does HIV spread (and does not!)

•

What happens after HIV enters body
¨ The HIV test
¨ AIDS
• Treatment
•

HIV:
Human Immunodeficiency Virus

HIV is name of a virus. It is
NOT name of a disease.

HIV: Human Immunodeficiency Virus
How are Virus Unique?
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•

Virus are microorganisms

•

They are considered to be a connecting link
between living and nonliving

•

Virus are fragile. Destroys rapidly out side cell

Other commonly known
conditions like flu, diarrhea in
children, dengue fever are
also caused by different
types of virus.

HIV: Human Immunodeficiency Virus
Virus can not be seen by
naked eye. However, if seen
by special instruments, this
is how HIV would appear.

A - Acquired (to get from someone)
I - Immune (body's defense or resistance)
D - Deficiency (lack of resistance)
S - Syndrome (signs and symptoms of disease)

We shall come back to more
about AIDS in a few
moments…

Training Sessions

What is AIDS

HIV Transmission
•

Requirements for transmission to occur
¨ HIV must be present…
® Transmission can’t occur from one non-infected individual to another
¨ In sufficient quantity…
® A small amount of blood is enough to infect. A larger amount of other fluids would be needed
¨ And it must get into the bloodstream
® Healthy, unbroken skin does not allow HIV to get into the body

HIV Transmission
•

HIV Survival Outside The Body
¨ Length of time HIV can survive outside the body
® HIV is very fragile, and many common substances, including hot water, soap, bleach and
alcohol, will kill it
¨ Exposure to air
® Air does not "kill" HIV, but exposure to air dries the fluid that contained the virus, and that
will destroy or break up much of the virus very quickly
¨ Needles
® HIV can survive for several days in the small amount of blood that remains in a needle after use
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HIV Transmission
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Infectious fluids in the body
• Blood (including menstrual blood)
• Semen
• Vaginal secretions
• Breast milk
• Pre-seminal fluid

Non-Infectious fluids in the body
• Saliva
• Tears
• Sweat
• Feces
• Urine

HIV Transmission
Infected individual

Non-Infected individual

•
•
•

Sexual contact
Direct blood contact
Mother to baby

HIV Transmission
Infected individual

Non-Infected individual

Sexual contact

HIV Transmission
Sexual Transmission: Risks
• Peno-Anal
>
Peno-Vaginal
• Peno-Vaginal
>
Oral sex
• Male to Female >
Female to Male
• More in presence of injuries
¨ Hence risk more in coercive / violent sex
• More in presence of STIs
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HIV Transmission
Infected individual

Non-Infected individual

Direct blood contact

Training Sessions

HIV Transmission
Direct Blood Transmission: Risks
• Blood Transfusion
¨ Also includes blood-product transfusion
• Sharing of Needles
¨ Intravenous > Intramuscular

•
•

‘Needle sticks’: Accidental transmission in
health care settings
Shaving, ‘Blade Injury’, Tattooing, and
Piercing: Low but present

HIV Transmission
Infected individual

Non-Infected individual

Mother to baby

HIV transmission
Mother to Baby
• Before Birth: Baby shares mother’s blood
• During Birth
• Through Breast Feeding: Though quantity of virus is small in breast milk, enough to cause
infection in the baby.

45

HIV Transmission
Infected individual

Non-Infected individual
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How it DOES NOT spread
• “Social” Kissing
• Hugging / sharing clothes / food
• Insect Bite
• Human Bite

HIV does NOT spread through:
Shaking hands

Eating from the same plate

Sharing combs

Hugging

HIV does NOT spread through:
Towels or clothes

Sitting close to other people

Sharing latrines or toilets

Mosquitoes, bedbugs,
other insects or animals.

What is HIV?

1. Our bodies are normally protected
by white blood cells against diseases.
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2. White blood cells help fight
diseases that attack our bodies.

HIV: Life Cycle
NUCLEOSIDE & NUCLEOTIDE
REVERSE TRANSCRIPTASE
INHIBITORS

HOST CELL

REVERSE
TRANSCRIPTASE
RNA

DNA

NUCLEUS
PROTEASE
INHIBITORS

NON-NUCLEOSIDE
REVERSE TRANSCRIPTASE
INHIBITORS

Training Sessions

FUSION
INHIBITORS

HIV: Life Cycle
•

Human body produces certain specific chemicals: Antibodies
HIV infects cells
HIV is recognized by immune system as ‘Foreign’

Process takes 3
to 6 months

Test may be –ve
“Window Period”

{

Body produces antibodies
Antibodies are detectable
“Positive HIV Test”

HIV infection: Symptoms
•

Significant weight loss

•

Persistent cough

•

Persistent fever

•

•

Persistent diarrhea

Persistent generalized swelling of
lymph glands
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What is HIV?
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3. However HIV is a stronger germ than the
white blood cells, it attacks and weakens the
white blood cells.

4. So when our bodies can no longer have
white blood cells to protect them, diseases
can attack us and eventually kill us.

HIV: Life Cycle
•

There are certain cells in body called – T4 cells: responsible for immunity
HIV infects T4 cells
Production of more HIV

AIDS

{

Reduction of T4 cells (CD4)
Reduction in immunity
Increased risk of infections & tumors

What is AIDS
A - Acquired (to get from someone)
I

- Immune (body's defense or resistance)

D - Deficiency (lack of resistance)
S - Syndrome (signs and symptoms of disease)
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What is AIDS
•

•

Main feature of AIDS is increased susceptibility to
infections: ‘Opportunistic infections’
¨ Tuberculosis
¨ Candidiasis
¨ Cryptococcal meningitis
¨ Neuro Toxoplasmosis
¨ CMV retinitis
Kaposi’s Sarcoma

These are just some
examples. In AIDS, the
general ability of the body to
fight with may other
infections goes down.

Training Sessions

Treatment
•
•

“Treatment is available; Cure is elusive”
Treatment:
¨ Prolongs life
¨ Reduces infectivity
¨ Reduces likelihood of opportunistic infections
¨ Improves quality of life

¨
¨
¨

Is costly
Needs to be long-term and sustained
Is associated with side effects / resistance

Prevention is better than cure !

How to prevent HIV infection:

Avoid sharing instruments such as razor
blades, needles and syringes. If sharing can
not be avoided, then insist on using
sterilized instruments.

Take care of your cuts and wounds. Cover
them with water-proof plasters or a piece of
clean cloth.
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How to prevent HIV infection:
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Avoid having sex until you are married and
then stay faithful to your partner.

For blood transfusion, always insist on blood
which has been tested for HIV. Avoid blood
from ‘professional donors’.

How to prevent HIV infection:

Before getting pregnant, women living with HIV
should seek expert advice. They may pass on
HIV to their babies, but it is preventable.

Mothers with HIV can transmit the virus to their
babies through breast feeding. However, breast
feeding remains the best food for the infants.

How to prevent HIV infection:

Avoid multiple partners. If not possible, use condoms

50

Who is more vulnerable for HIV?
Men or Women?

Why are women more vulnerable to HIV?

Training Sessions

Biological
factors

Vulnerability
of women
Economic
factors

Vulnerability of women :

Social /cultural
Factors

Biological Factors

The shape of female sexual organs – like a receptacle
• More area of contact
• Higher concentration of HIV in Semen than Vaginal fluids
• Less physical power than males, hence vulnerability to forced sex
•

Vulnerability of women :

Social / Cultural Factors

Position of women in society
¨ Lesser bargaining power
¨ Lower levels of education and literacy
• The age difference between couples and trend of earlier marriage
¨ Influences the power dynamic between couples
• Social values regarding sexual behaviour between men and women
•
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Vulnerability of women :

Economic Factors

Women have lesser say in economic matters
¨ Hence lesser bargaining power
• Sex trade (women as sellers and men as buyers)
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•
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Risk hierarchy exercise
Place these situations in one of the three categories : “high risk” “low risk” and “no risk.”

•

•
•
•
•
•
•
•
•
•
•
•
•

Blood transmission from an infected to non-infected individual
Infected father hugging the children
Men-having-sex with men
Peno-vaginal sex between infected man and non-infected woman
Infected pregnant mother
Sharing of needles between infected and non-infected individuals
Oral sex between man and woman
Peno-vaginal sex between non-infected man and infected woman
Infected mother breast-feeding her baby
A family sharing meals with some infected and some non-infected members
Infected and non-infected children playing together
Infected father helping the little children dress-up

DAY 1: SESSION 5

Objectives:
•

To sensitize the participants against gender stereotypes commonly prevalent in
society

Steps:

Training Sessions

Material: two pictures (description below) which can be either projected on screen or displayed on a flip-chart. This session
would take about 30 minutes.

1. 1.Show the group the first picture. This picture shows a silhouette of two people sitting together with their backs to the
viewers. It can be made out that one of these two peoples is a child and another adult.
2. Ask the group: “this picture shows doctor and son sitting together. Though son is the son of doctor, the doctor is not
the father of the son. How is it possible?”
3. Encourage to respond. Generate discussion. Play it like a riddle.
4. Show the group the next picture. This picture is exactly similar to the earlier one but now the two people sitting
together are clearly visible. It can now be seen that the adult ('doctor') is in fact a woman.
Suggestive pictures: DOCTOR AND SON
5. Emphasize the point that in the statement “son is the son of doctor, the doctor is not the father of the son” people
generally tend to assume that doctor must be a man, thus usually most people are not able to respond that “doctor is
not the father of the son, because doctor is the mother.”
6. Ask them other examples of gender stereotypes they may have observed around them. Do they agree with them?
Generate discussion..
Some common gender stereotypes
•

Women are talkative

•

Women cannot hold secrets

•

It is not 'manly' to be seen crying

•

Women are bad in handling money

•

Women are bad drivers

•

Men generally tend to be unfaithful

•

'Manly' men are supposed to hit their wives now and then
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Show the group the first
slide. This picture shows a
silhouette of two people
sitting together. It can be
made out that one of these
two peoples is a child and
another adult.
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Ask the group: “this picture
shows doctor and son sitting
together. Though son is the
son of doctor, the doctor is
not the father of the son. How
is it possible?”
Encourage to respond.
Generate discussion. Play it
like a riddle.

Now the two people sitting
together are clearly visible. It
can now be seen that the
adult ('doctor') is in fact a
woman.
Emphasize the point that in
the statement “son is the son
of doctor, the doctor is not
the father of the son” people
generally tend to assume
that doctor must be a man,
thus usually most people are
not able to respond that
“doctor is not the father of the
son, because doctor is the
mother.”

DAY 1: SESSION 6
CONSEQUENCES OF DRUG USE ON FAMILY
Objectives:
To sensitise the participants on consequences faced by the entire family due to drug
use by the father / husband

•

To enable the participants to appreciate that drug use affects entire family and not
just the male IDU (i.e. the primary client of an IDU TI)

Material and method: this session would require about 45-60 minutes, to be conducted with the aid of flip-charts / whiteboard and markers, power point presentation and some pictures. This is a group activity followed by discussion

Training Sessions

•

Steps:
1. Show the participants picture of a couple with a child.
Encourage the group to give fictional names to these
imaginary characters. Write down the names on flip-chart.
2. Ask them “what would be the consequences for the wife if
the husband happens to be an IDU”
3. Encourage them to come up with a wide variety of possible
consequences. Use mind-mapping method and note down
the responses.
4. Ask again “what would be the consequences for the child if the husband happens to be an IDU”
5. Again encourage them to come up with a wide variety of possible consequences. Use mind-mapping method and
note down the responses.
6. Write down the responses in a manner so that later the facilitator can categorise them (such as “financial
consequences”, “social consequences”, “health consequences” and so on.
7. Show the power point presentation on “consequences of drug use on the entire family.” Highlight the issues raised by
the participants themselves. Point out the possible consequences missed out by them. Encourage discussion.

Presentation: CONSEQUENCES OF DRUG USE ON THE FAMILY
Note: Preferably the entire presentation should not be made in one go. Rather the presentation should
proceed by taking cues from the discussion. The fictional characters shown earlier should be referred to in
various manners depicting consequences of drug use.
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DRUG USE:
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CONSEQUENCES ON THE FAMILY

Show the participants this picture of
a couple with a child. Encourage the
group to give fictional names to
these imaginary characters. Write
down the names on flip-chart.
Ask them “what would be the
consequences for the wife if the
husband happens to be an IDU”
Encourage them to come up with a
wide variety of possible
consequences. Use mind-mapping
method and note down the
responses.
Ask again “what would be the
consequences for the child if the
husband happens to be an IDU”
Again encourage them to come up
with a wide variety of possible
consequences. Use mind-mapping
method and note down the
responses.
Continue with the presentation..

Female Partners of drug users…
•
•
•
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Are closely related to drug users
Hence, get equally or even more affected
Moreover, the various ways they are affected may be interrelated

Husband can not help
in household chores
Extra household work
burden on wife

Husband uses drugs

Husband can not work
regularly + spends
more on his drugs

Extra financial
burden on wife
Training Sessions

Husband uses drugs

Mental stress
Husband does not look
after the emotional
needs of wife
Husband uses drugs

Increased risk of HIV
in children

Increased risk of HIV
in wife

Husband uses drugs

Husband is at risk of
transmission of STIs and HIV

Husband uses drugs
Husband and family have
poor image in society
Stigma and
discrimination
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Husband can not look
after children
Husband uses drugs
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Neglect of children

Mental stress
Increased risk of
HIV in wife

Extra financial
burden on wife

Extra household
work burden
on wife

Husband uses
drugs

Increased risk of
HIV in children

Thus when the head of the
household / the man happens
to be a drug user, the family
suffers from numerous
consequences including
enhanced risk of HIV

Stigma and
discrimination
Neglect of
children

What are the factors behind
vulnerability of women?

Mind mapping. Note the
responses on a flip chart.
Encourage discussion.

Are women more vulnerable because they are ‘women’?
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Social factors

•
•
•
•
•

Unequal access to education, health care, employment or wages
Victim of violence
Little or no power and lesser status in society
Expected to ‘sacrifice all for sake of the family’
Social expectations to be submissive and ‘perfect’

Biological factors

•
•

Physically less strong
Physiologically more at risk for HIV and STD

Concept of “co-dependence”
•

A family member (usually wife) may be called codependent when:
¨ She is thinking about the drug user all the time
¨ She tries to take care of everything but ignores
own needs
¨ She suffers from Intense negative feelings like
guilt, self-pity, shame, anger etc
¨ She progressively deteriorates

Explain that not all wives of
drug users fit into the
classical description of ‘cpdependence’
However most partners of
drug user would suffer from
one or more adverse
consequences of drug use
and hence they need help.
The question is ‘how can we
help partners of drug users?’

•

Training Sessions

How can partner of drug user be helped?
Helping her husband to stop / reduce drug use

Helping the husband stop taking drugs
The most obvious way (and
one which most wives would
voice themselves) would be to
help their husbands stop
taking drugs. However, as we
all know, this is not possible, at
least not for most IDUs and at
least not immediately, the next
best way to help the wives
would be..

Husband uses
drugs

How can partner of drug user be helped?
•
•
•
•

Helping her husband to stop / reduce drug use
Protecting her (and her family) by consequences of drug use
Providing support and encouragement to her
Empowering her to enable her to help herself and others
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Enabling the wife to deal with the
consequences
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In other words even if the drug
use by the husband continues,
the wife or the sexual partner
may still be helped.
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How best this can be done is
the focus of this training
programme.

Enabling the wife to deal
with the consequences

DAY 2: SESSION 1
COMMUNICATION WITHIN A FAMILY AFFECTED BY DRUGS OR DRUGS AND HIV
•

DEVELOPING EMPATHY
Objectives:
To sensitise the participants on importance of communication within a family

•

To enable the participants to feel 'empathy' for another individual

Material and method: this session would require about 45-60 minutes, to be conducted with the aid of flip-charts / white-board
and markers, power point presentation and some paper slips and pens. This is a group activity followed by discussion

Steps:

Training Sessions

•

1. Ask participants to sit in a circle
2. Give each participant a slip of paper
3. Ask her to write an activity which she would like her immediate neighbour (person sitting next to her) to perform to
entertain the group (it may involve activities like show a dance, sing a song, tell a joke, tell a funny incident involving
your family, mimic your spouse / boy-friend, mimic your favorite film star, share an embarrassing incident involving
you etc.)
4. Now ask each participant to read aloud, what they have written
5. Now ask some of the participants to do what they have written for others.
6. Conduct this activity in fun-filled manner, making participants comfortable and avoiding too much of embarrassment
for someone.
Once the activity is over explain the concept of empathy to the participants. Specifically, emphasize that very often the
partners / spouses of drug users expect the drug users to behave in a certain manner. Empathizing with their partners
putting themselves in their partners' shoes would help them realize the difficulties their partners may be facing.

Conduct a Role Play
Ask participants to enact a scene where Naresh, an IDU has just arrived home and is preparing to inject and asking wife
for money. Wife Neeta is cooking, while daughter Malini is trying to finish her homework. What happens now?
Ask and generate discussion upon:
1. What are the common patterns of communication between an IDU husband and his wife?
2. How does wife asks her husband to stop taking drugs?
3. What is the usual reaction of the husband?
4. How do children in family react to this?
5. How can these communication patterns be improved?
Ask the group to re-enact the whole scene, now with better communication patterns. The focus here should be
on the wife to communicate in such a way so as to avoid the situation going out-of-control.
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DAY 2: SESSION 2
REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN- I
•

STIs AND THEIR PREVENTION
Objectives:
•

To educate the participants about common STIs and their relationship with HIV.

Steps:

Training Sessions

Material and method: this session would require about 30 minutes, to be conducted with the aid of flip-charts / white-board
and markers, power point presentation.

1. Begin by asking “what are Sexually Transmitted Infections”
2. “Are there some local names?”
3. Now make a powerpoint presentation on "Sexually Transmitted Infections"
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Sexually Transmitted Infections

Introduction
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•
•

As the name suggests these are infections which transmit from one person to another through sexual route
These infections are usually caused by microorganisms such as bacteria or virus

Common STI
•
•
•

Syphilis
Gonorrhea
Chancroid

•
•

Herpes
LGV

Common Symptoms of STI
•
•
•
•
•
•
•
•

Genital Discharge
Genital Ulcers
Genital Growth
Anal Growth
Anal Ulcer
Anal Discharge
Painful swelling of scrotum
Swelling in the groin

Emphasize that STIs can
affect all those body parts
which are used for sexual
activities. These include
genitals as well as anus or
mouth.

Common Symptoms of STI
Emphasize that STIs can
affect all those body parts
which are used for sexual
activities. These include
genitals as well as anus or
mouth.
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Syndrome
•

Syndrome- Presentation of 2 or more symptoms
¨ for example 'ulcer on the genital organ with lymph node swelling in the groin'.

Consequences of STI
Training Sessions

•
•
•
•

Risk of transmission to partner
Increase in symptoms leading to pain, disability
Spread of infection to other parts of body
Increased risk of HIV

Linkage of STI with HIV
•
•
•

Persons suffering from STI have 2 to 4 times increased risk of getting HIV infection
HIV decreases immunity and increases vulnerability to getting STI
Genital ulcers –sores make it easier for HIV to enter the body

Link between STI and HIV
Impaired Immunity

STI

HIV

Unprotected
sexual intercourse
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Increased risk of HIV

Increased risk of HIV

Breach in mucosa due to STI

Increased risk of HIV

Syndromic Management
•
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'Syndromic management of STDs' recommends that such medicines be given, which will cover all the
possible organisms that might cause a symptom or a group of symptoms..

Treatment
WHO Recommends
• Oral single dose
• Drugs chosen on basis of no resistance amongst organisms

•
•

No side effects
Affordable

Prevention and Management
Educate
Counseling for adherence to treatment
Promote condom use
¨ Some sexually transmitted infections (herpes, HPV or
Human Papilloma Virus or warts) are passed through skin
to skin contact so a condom will not provide protection.

•
•
•

Provide HIV counseling and testing
Emphasize treatment for the partner
Return if symptoms persist

Training Sessions

•
•
•
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DAY 2: SESSION 3
REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN- I
•

CONTRACEPTION
Objectives:
To educate the participants about methods of contraception.

•

To enable the participants to provide basic contraceptive advice to women.

Material and method: this session would require about 30 minutes, to be conducted with the aid of flip-charts / white-board
and markers, power point presentation.

Training Sessions

•

Steps:
1. Begin by asking “what are common ways to prevent pregnancy?”
2. “Which of these is best, and why?”
3. Walk the participants through a persentation on Methods of Contraception.
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Methods of contraception
Why Contraception
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•
•

Literally means ‘Birth Control’
Why do we require methods to control birth of babies?

How should you choose birth control method?
•

When choosing a method of birth control there are
many things to consider
¨ How it affects your body?
¨ How well it works?

¨
¨
¨

How costly it is?
Is it easily available?
Does it interfere with usual sexual functions?

Methods Available
TEMPORARY METHODS
• Barriers
¨ Condoms – Male & Female
¨ Diaphragm
¨ Foams, Jellies, Sponges
¨ Vaginal Contraceptive Film (VCF)
• Hormonal methods
¨ Birth Control Pill
¨ Contraceptive Patch (EVRA)
¨ Contraceptive Injections (Depo-Provera)
¨ Emergency Contraceptive Pill / Morning After Pill (Plan B)
• IUD (intrauterine device)
• Natural Methods
¨ Withdrawal
¨ Abstinence

PERMANENT METHODS
• Sterilization, Tubal Ligation,
• Vasectomy

Male Condoms
•
•
•
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The male condom is a protective barrier that fits over the penis during oral, vaginal or
anal intercourse.
The condom collects ejaculate, or pre-ejaculate (cum/semen) and protects both
partners from exchange of body fluids during intercourse.
Condoms are useful for both
¨ Preventing pregnancy and
¨ Protection against sexually transmitted infections.

Female Condoms
•

A FEMALE condom, is made of POLYURETHANE (plastic, not latex),
¨ which claims to be stronger than latex
¨ is hypo-allergenic (does not cause allergic reactions).

Female Condoms

Some problem issues with female
condoms:

•

It resembles a male condom, but has flexible rings
at either end;
¨

one ring, like a diaphragm, helps with
insertion, and holds the condom in place;

¨

the outer ring covers the outer "lips" (vulva),
and prevents the condom from being pushed
into the vagina during intercourse

• Reusable, so if sex workers
are using them, and not
cleaning them between clients,
the clients may inadvertently
transmit infection among them,
even though the sex worker
may remain safe.
• Sometimes they produce a
typical sound during
intercourse which may be
perceived as distracting by
some users

Training Sessions

• Cost

Diaphragm
•
•
•

The diaphragm is a dome shaped soft rubber cup with a flexible rim.
It is placed in the vagina, covering the cervix, with the front rim behind the pubic bone.
The woman must be instructed on how to use it correctly.
¨ She should practice inserting it, removing it and the doctor should check that it is
properly placed.

Foams, Jellies, Sponges
•

Foams, jellies and sponges are designed as barriers containing spermicidal
chemicals. Foams and jellies dissolve themselves, while the sponge must be
physically removed

•

They are also called vaginal spermicides meaning they kill sperm.

•

These chemical/barrier methods are about 80-95% effective when used on their own
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Vaginal Contraceptive Film (VCF)
•

Vaginal Contraceptive Film (VCF) is a square of very
thin material that dissolves quickly in the vagina and
releases a spermicide that kills sperm.
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Birth control Pill
•
•
•

The Birth Control Pill (BCP) contains the hormones estrogen and/or progesterone
and prevents pregnancy by stopping ovulation (release of an egg by the ovary).
It is between 97 and 99 per cent effective if taken exactly as prescribed.
The pill must be taken at the same time every day.

Contraceptive Injections (Depo-Provera)
•
•

Depo-Provera is a hormone (progestin) given by injection (a needle) every 12
weeks (3 months) to prevent pregnancy
The hormone stops the ovary from releasing an egg each month. These
injections, if given every 12 weeks, are 99.7% effective in preventing pregnancy

Contraceptive Patch (EVRA)
•
•
•

Evra is a beige, polyester patch, about 4 cm square which contains the
hormones estrogen and progesterone.
The patch works the same as birth control pills.
The patch is 99% effective in preventing pregnancy when used correctly.

Emergency Contraceptive Pill / Morning After Pill (Plan B)
•

•

72

Plan B is an emergency method of contraception which contains a hormone called progestin. Generally,
women who can safely take the birth control pill may use Plan B. Plan B must be prescribed by a health
professional.
To prevent pregnancy, Plan B must be started within 72 hours after unprotected intercourse has occurred.

IUD (intrauterine device) “copper T”
•
•
•
•

An IUD is a small plastic and copper device that fits inside the uterus
The most commonly used one is T-shaped. All IUDs must be inserted
and removed by a doctor.
The IUD is 94-97% effective.
The exact way it works is not completely understood

•
•

Withdrawal is the removal of the penis during intercourse, prior to the ejaculation of sperm/semen.
Withdrawal is NOT a very reliable or effective method of birth control. It is better than using no method at all,

Training Sessions

Withdrawal

Abstinence
•
•

Abstinence means...
¨ that someone has personally decided not to have sexual intercourse
Calendar method
¨ Women with menstrual cycle between 26 and 32 days can prevent
pregnancy by avoiding unprotected sexual intercourse on days 8 to 19,
taking the day of starting of menstrual cycle as day one.

Sterilization
•
•
•

Sterilization This is a permanent method of birth control.
Tubal Ligation is done in the hospital. The doctor makes one or more small incisions in the abdomen or
vagina in order to reach the fallopian tubes which are cut or clamped.
Vasectomy After giving a local anesthetics to freeze the scrotum, the doctor makes one or two small
incisions in the scrotum so the vas deferens (the tube which carries sperm from the testes) can be
reached. The tubes are cut and the ends tied, stitched or clipped
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DAY 2: SESSION 4, 5, 6
REPRODUCTIVE HEALTH ISSUES AFFECTING WOMEN- II

•

CONDOM DEMONSTRATION

Training Sessions

• CONDOM
¨ DEMONSTRATION
¨ IMPORTANCE OF USE IN MARITAL RELATIONSHIP
¨ ASSERTIVENESS

Objectives:
•

To enable the participants to learn using a male condom correctly and to be able to
teach their clients to do so.

Material and method: this session would require about 30 minutes, to be conducted with the aid of flip-charts or power point
presentation, some male condoms and a model of phallus.

Steps:
1. Show the participants on flip chart / powerpoint, the steps of appropriately using condoms and their disposal. The
presentation is entitled "how to use a condom"
2. Asks for volunteers among the participants who could demonstrate 'how to use condom appropriately and dispose
the used ones.' The facilitator should help in teaching correct steps.

•

IMPORTANCE OF CONDOM USE IN MARITAL RELATIONSHIP

Debate - condom use

Objectives:
•

To enable the participants to motivate and persuade their clients to use condoms,
even in marital relationships.

Material and method: this session would require about 30 minutes. It does not require any material (other than stationery).
However, it is best conducted with a seating arrangements where two groups of participants sit facing each other.
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Steps:
1. Divide the participants in two groups. The group composition should be nearly balanced in terms of sex ration,
educational or marital status etc.
2. Ask the groups that they should discuss among themselves the assigned topic and then one of the nominated
members should participate in the debate.
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3. The topic for the debate is “consistent condom use between husband and wife is not possible and hence should not
be insisted upon.” While one of the groups will prepare and speak for this topic another will speak against i.e.
consistent condom use between husband and wife is possible and hence encouraged.
4. Allow 15 minutes for preparation and discussion. The groups / presenters are free to note down the points on a paper
or use a flip chart for presentation.
5. After presentation of both sides again allow, discussion time for both the sides. During this encourage arguments and
counterarguments from both the sides.
6. Care should be taken that the ultimate conclusion leans towards the side favoring condom use in marital relationship.

• ASSERTIVENESS / CONDOM NEGOTIATION
Role play

Objectives:
•

To sensitise the participants on need to instill the assertiveness skills which should
be possessed by the spouses / partners of IDUs?

Conduct a Role Play
Ask participants to enact a scene where Meeta is a housewife with three children, whose husband is an injecting drug user.
She does not want any more children, and also wants to protect herself. Though she would like her husband to use
condoms during each and every instance of sex, her husband does not like using condoms. Neeta is the outreach worker
who is trying to discuss with Meeta, how can she negotiate condom use with her husband.
Ask and generate discussion upon:
1.

What are the common reasons for which men refuse to use condoms?

2.

How can wives explain to their husband the importance of using condoms?

TIP: use the learning from the session on communication strategies.
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How to use a Condom
Step 1: Inspect the packet
•
•

Is it properly sealed?
Inspect the expiry date. Is it valid?

•
•
•
•

Training Sessions

Step 2: Opening the Condom
Lay the condom on the palm of your hand and squeeze the condom in the
package to one edge.
Tear the condom free edge of package and take out the condom.
Ensure that your nails do not cause a tear in the condom.
Inspect the condom to determine how it will unroll when placed on the penis

Step 3: Putting the condom on
•
•
•

Squeeze the tip of the condom to take out the air
Place the condom on the “Glans” (head/tip) of the erect
penis
While holding onto the tip unroll the condom down the
shaft of the penis all the way to the base of penis

Step 4: …..
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Step 5: Withdrawing the penis
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•
•
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After ejaculation hold on to the condom at the base of the penis
Withdraw the condom from the vagina while the penis is still hard

Step 6: Removing the condom

•
•

Hold the condom at the base of the penis as well as the tip
Slide off the condom from the penis ensuring that the semen
collected at the tip does not spill or leak out.

Step 7: Disposing the condom
•
•
•

Tie a knot on the condom to prevent the spilling or leaking out of
semen
Dispose off the condom in a safe place where it can not be
handled by another person
Wash hands to ensure that there is no potentially infected material
on the hands.

DAY 2: SESSION 7
REFERRAL AND LINKAGE SERVICES FOR WOMEN.
Objectives:
To enable the participants to develop a broader understanding of all the services
women partners of IDUs may require

•

To enable them to develop strategies to facilitate access to these services for their
clients.

Material and method: this session would require about 30 minutes, to be conducted with the aid of flip-charts and power point
presentation.

Training Sessions

•

Steps:
1. Conduct Mind mapping:
a. “What are various services any woman may require?”
b. “What are various services female partner of an IDU may require?”
2. Show a brief powerpoint presentation on "Referral Services" to facilitate the discussion
3. Conduct small group work on 'how to facilitate access to these services' by dividing participants into small groups and
asking each group to present their strategies.
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Referral services
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Hospital/ Health
services
Vocational
training

Detoxification
centre

Legal

ICTC
REFERRAL
SERVICES

Bankmicro-credit
for SHGs

ART Centre

STI Clinic

DOTs -TB

DAY 2: SESSION 8
MOTIVATING WOMEN FOR HIV TESTING
Objectives:
To sensitize the participants on need to motivate the spouses / partners of IDUs to
undergo HIV testing

•

To enable participants to appreciate that behavior change is a dynamic process,
which can be facilitated through skilled communication

•

To impart skills among the participants to be able to motivate their clients to undergo
HIV testing.

Training Sessions

•

Material and method: this session would require about 60-90 minutes, to be conducted with the aid of flip-charts and power
point presentation.

Steps:
1. Discuss in general about the trends and patterns about attitude of people towards HIV testing in their communities
2. Ask, “if someone is not very keen to undergo HIV testing, can you motivate them to do so?”
3. Now walk the participants through a powerpoint presentation on "Motivation for HIV Testing".
4. After the presentation ask participants to enact the role play.

Conduct a role play
Ask participants to enact a scene where Meeta is a housewife whose husband is an injecting drug user. She is aware that
her husband has been advised HIV testing. She has very little idea about HIV and AIDS. She is not sure whether she should
also undergo the test or not. Neeta is the outreach worker who is trying to motivate Meeta to undergo HIV testing at the
nearest ICTC.
Pick up two volunteers; one of them would act Meeta (the woman who needs to undergo the HIV test) and one would act
Neeta (the outreach workers). Brief the woman who is playing Meeta beforehand.
Once the role play is over, ask the group to provide suggestions to Neeta, how her interaction with Meeta could have been
better.
TIP: use the learning from the session on communication strategies and the discussion on motivation
enhancement techniques. Encourage application of Motivation enhancement techniques which have just been
discussed
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Motivation for HIV Testing
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Motivation Enhancement
Motivation
is the key
to change

The therapist's
task is
to enhance
motivation

Motivation
is dynamic
phenomenon

MOTIVATION

Motivation
can be
modified

Motivation
is influenced by
social
interactions

These features of motivation
are applicable to motivation
for changing almost any
behavior, from adopting
healthier lifestyle for losing
weight to keeping your room
tidy to going for HIV testing.
The important point to
remember is – since
motivation is dynamic, it can
be changed, and this change
can be brought about by
interaction between a
service provider and a client.

Goals of Approach
•
•

Develop/enhance motivation.
Work toward resolving ambivalence

Stages of Change
•
•
•
•
•
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Precontemplation
Contemplation
Preparation/Determination
Action/Willpower
Maintenance

Explain that any behaviour
change goes through certain
stages.

The Stages of Change – Illustrated

Consider “Stages of Change”
1. Pre-Contemplation

6. Relapse

Training Sessions

2. Contemplation
5. Maintenance
3. Preparation
4. Action

Pre-Contemplation

Contemplation

“I don’t have
a problem”

“May be I have
a problem.”

Person is not considering or does not want
to change a particular behavior.

Pre-Contemplation
Person is certainly thinking about changing a behavior.

Contemplation
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Preparation
“I’ve got to do something.”

Preparation

Person is seriously
considering &
planning to change a
behavior and has
taken steps toward
change.
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Contemplation

Pre-Contemplation

Action
“I’m ready to start.”

Action

Preparation
Person is actively
doing things to
change or modify
behavior.

Contemplation

Pre-Contemplation

Action
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Maintenance
“How do I keep going?”

Maintenance
Action

Preparation
Contemplation

Person continues to
maintain behavioral
change until it
becomes permanent.
Training Sessions

Pre-Contemplation

Relapse
Maintenance
Action
Relapse
Preparation
Contemplation

“What went wrong?”

Person returns to
pattern of behavior
that he or she had
begun to change.

Pre-Contemplation

Stages of Change Model
Precontemplation

No intent to change

Contemplation

Thinking about changing Seeking information

Preparation

Ready to change (attitude and behavior)
May begin self-regulation

Action

Actively modifying problem behaviors;

Maintenance

Long-term strategies for maintaining the
changes that have been accomplished
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Motivation
MYTHS - 7

FACTS - 3

•

•

•
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•

Strategies/techniques for
Enhancing Motivation
Feedback
Supporting
self-efficacy

Decision
balancing

Developing discrepancy

•
•

Is a fluid state that changes with
¨ Situations
¨ interpersonal interactions
Is a process that happens between
a client and a counselor
Resistance is a “therapist skill
challenge”

How can we change someone’s
motivation by interacting with
them? These four techniques will
be discussed for changing
motivation. As can be noticed,
these are overlapping strategies.
While these terms may sound
technical and heavy, we will see in
a short while that these are very
practical strategies, which we can
use in our day-to-day practice.

Feedback
•

•
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Is a stable trait, consistent across
situations, not modifiable
because it lies within the client
Counselor’s behavior is irrelevant
to clients’ motivation
Resistance is the client’s problem

PERSONALISED feedback of negative Consequences
of substance use
¨ Health
¨ Socio familial.
¨ Occupational.
¨ Financial.
¨ Legal
The feedback should be based on the examples of the
client’s life.
¨ Eliciting the harms the client herself had
experienced (due to drug use by spouse) and
reflecting it back to her

As the name indicates in this
technique the therapist just tries to
act like a mirror. The key word here
is PERSONALISED. While many
people may have talked to our client
about the negative consequences
of husband’s drug use in general
(including HIV), during feedback
process, we must discuss the
consequences which the client has
actually faced herself.

Strategies/techniques for
Enhancing Motivation

Feedback
Supporting
self-efficacy

Decision
balancing

Decision Balancing
•

The individual is enabled to weigh
¨ the benefits of change vis a vis benefits of
staying the same, and
¨ compare it with cost of staying the same vis a
vis cost of change.

Training Sessions

Developing discrepancy

Another strategy is decision
balancing. Ask, how do we take any
decision in general. The obvious
answer would be through
comparing pros and cons or
positives and negatives of any
action.
For any action, doing or not doing it
– both are associated with certain
likely consequences. “Should we
take a tea break now?” both yes
and no decision will be associated
with certain consequences. If we do
take a break, some of us would feel
refreshed and will be better able to
participate in training (a positive
consequence). However, a tea
break may also delay the
proceeding for the entire day. We
would end up late (a negative
consequence). The reverse is true
for not taking a tea break.

For a client too, decision of
going for HIV test will have
both positive and negative
consequences. Discuss and
conduct mind mapping. What
will be the positive
consequence of getting
tested? What will be the
positive consequence of NOT
GETTING TESTED?
Similarly, what are the costs
(inconveniences / hassles)
involved in getting tested?
And costs involved in
continuing to live without
knowing one’s HIV status?

Decision Balancing
Benefits of change
Cost of staying
the same
Cost of change
Benefits of staying
the same

Thus, if we are able to make
the person realize that there
is a net benefit in getting
tested (or changing her
behaviour), we may enhance
her motivation.
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Strategies/techniques for
Enhancing Motivation
Feedback
Supporting
self-efficacy

Decision
balancing

Another strategy is
developing discrepancy.
Can be called simply as An
inconsistency or a mismatch.
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Developing discrepancy

Developing Discrepancy
•

Enable the client to compare her quality of life with
others who may have undergone testing and have now
peace of mind vis a vis risks of not getting tested

Strategies/techniques for
Enhancing Motivation
Feedback
Supporting
self-efficacy

Decision
balancing

Another strategy is
developing discrepancy.
Can be called simply as An
inconsistency or a mismatch.

Developing discrepancy

Supporting Self Efficacy
•

Instilling hope by telling the client that
¨ “the goal is achievable”
¨ “you can do it”

® Some individuals do not attempt behaviour change
thinking that the goal is too difficult to achieve
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Here we help the clients to
compare the life of their
peers / friends who have
undergone testing, with their
own.

Many people have this myth that
doing something new (like getting
tested for HIV) is impossible or very
difficult, at least for them. Here we
should just try to instil the hope that
“change is possible” and the
confidence that “you can also make
this change.” Example of others who
may have achieved this change, such
as those members of community,
already tested, could be a great
motivating factor.

DAY 3: SESSION 1
STRESS AND COPING
Objectives:
To sensitize the participants on stress and its effects

•

To familiarize them with basic coping strategies

•

To develop their skills in facilitating their clients in identifying and enhancing coping
skills and strategies

Material and method: this session would require about 60-90 minutes, to be conducted with the aid of flip-charts and power
point presentation.

Training Sessions

•

Steps:
1. Divide the participants in small groups.
2. Give about 20-25 magazines / comic-books, scissors, chart paper, glue and marker pens.
3. Ask them to make two collages each:
·

One should depict various sources of and symptoms of stress in a woman whose husband is a drug user /
IDU,

·

Another should depict various ways which she can adopt to cope with her stressful situation.

4. The collages should be as pictorial as possible; if required certain things be emphasized or embellished by writing a
few words / phrases.
5. Ask the groups to present their collages. Generate discussion
6. After making the presentation on stress and coping again discuss, whether there has been a change in participants'
understanding of these issues
7. Now show a power presentation on "Stress and Coping".
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STRESS
and
COPING
What is Stress?
•
•

Means different things to different people
Stress = pressure, strain, anxiety, worry,
nervous, tension, trauma, hassles, anguish,
trouble, discord, fear

•
•
•

Creates imbalance
A “Load” on any system
Under stress, the demands > the supply
(resources to cope)

Stress is generally created by “TOO MUCH”
•
•
•

•
•
•

Too many changes
Too high expectations
Too much responsibility

Too much information
Too long
Too severe

Interpretation of Stress
•

•

One’s interpretation of stress is important
¨ (e.g. knee pain less important for a
researcher than for an athlete)
The person PERCEIVES the situation as
threatening, challenging or harmful

•

•

Each of us have different styles of managing
stressful conditions and a different capacity
to tolerate stressful conditions
Stress is not an indication of weakness, but
rather an early warning system

Stress Goes Unnoticed: WHY?
•
•
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We get used to things – even if they bother or hurt us –
we see them as “normal”, when actually they are not.
Taboos that prevent us from recognizing / admitting,
that something / someone is a source of stress for us.
¨ e.g., our spouse, kids, parents, getting on our
nerves

•

We feel guilty about negative thoughts/feelings
and deny them. Feeling guilty and/or denying
prevents us from analyzing and recognizing things
that actually bother us.
¨ Being honest with ourselves is not always
easy.

Types of Stress
•

•

NEGATIVE/ DISTRESS
Stress that provokes dysfunction
¨ Harmful
¨ Drains energy reserves
¨ Suppresses immune system
(Loss of job, Death, Illness)

Training Sessions

POSITIVE / EU-STRESS
Normal adaptive response to threat.
¨ Inherent to survival
¨ Short-term
¨ Feels exciting
¨ Prepares us to respond to threat
¨ Motivates us to achieve
¨ Fuels creativity
¨ Improves performance on less complex tasks.
¨ Necessary for growth
(Birth of child, Promotion, sports, ? Marriage)

Types of Stress
•
•

Daily hassles
Cumulative stress

•

Critical/Acute stress

Daily Hassles
•

Minor irritants we experience daily
•
¨ (Living in a noisy neighborhood, frequent quarrels with
wife, financial difficulties, facing discrimination from
neighbours, misplacing / losing things)

Exposure to daily hassles is more
predictive of illness than exposure to
major life events

Cumulative Stress
•
•

Result of prolonged exposure to difficult
situations, over a period of time
Combination of factors related to work,
family and interpersonal relationships

¨

(planning a wedding+ dealing with
finances +deciding whom to
invite+ dealing with drug using
spouse)

Critical / Acute Stress
•
•
•

Sudden and Overwhelming
Normal reaction to abnormal event (Often lifethreatening calamity/disaster)
Pushes people to their outer limits of coping capability

•

Continue to affect mental health long after
the event has ended
¨ (wars, earthquakes, fires, floods, torture,
automobile accidents, violent physical
attacks, sexual assaults)
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Symptoms of Stress
PHYSICAL
• Headaches
• Aches & pain
• Heart beat
• Sleep disturbance
• Change in appetite

SOCIAL
• IPR difficulties

EMOTIONAL
• anger
• easily tearful
• anxious
• guilt
• sad

SYMPTOMS
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THINKING
• Inability to think
clearly
• concentration
• Memory
disturbances

BEHAVIORAL
• withdrawn
• change in activity
level
• quarrels
SPIRITUAL
• loss of faith
• questioning one’s
value

Who Feels More Stressed?
•
•
•

Poor social support system
Set unrealistic standards
Chronic worriers

•
•

Personalize criticism
Inadequate coping

Coping
•
•

A process that’s learnt & keeps changing
Depends on:
¨ Health and energy
¨
positive beliefs: “I can do it”
¨ Problem-solving skills
¨
Social skills
¨ Social support
¨
Material resources

Stages of Stress
•
•
•
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Alarm: resources are mobilized; fight/flight
Resistance: adapts to stressors; continue to resist; overtly appears normal but internally not
Exhaustion: ability to resist is depleted; vulnerable to disease, breakdown

The Healthy Stress Patterns
Excited

Uh Oh!
Normal

Whew

Relaxed

Excited

Uh Oh!

Uh Oh!

Training Sessions

The Unhealthy Stress Patterns

Breakdown
Relaxed

Uh Oh!

Essentials of managing stress
•
•
•

To master stress, something must change in
your behavior, thinking, lifestyle or situation
Get at the root causes of your stress to
relieve problems and symptoms
It is normal to experience stress; it is NOT a
sign of weakness

•
•
•

Don’t suffer in silence; ask for help
Don’t be self critical
Develop a Stress Management Plan

Techniques
Stress Reduction Kit

Bang
Head
Here
Direction:
1. Place kit on FIRM surface
2. Follow Direction in circle of kit.
3. Repeat step 2 as necessary, or untill unconscious.
4. If unconscious, cease stress reduction activity.

MANY
• Select according to individuals’ needs
¨ Internal standards and pacing is important
• Planning
• Relaxation
• Imagery
• Leisure time
• Self monitoring
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Healthy Practices
•
•
•

Physical exercise
Nutrition: Healthy & balanced diet
Sleep

•
•

Identify/develop hobbies
Humor
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Healthy Practices
•
•
•

Recognize what you can/ not change
Avoid worrying. Focus on problem-solving
Avoid procrastination

•
•

Try to spend some time alone
Recognize that stress is inevitable and can
have a +ve impact

Healthy Practices
Have realistic expectations of yourselves and others
• When our expectations aren’t met, it causes us to
feel disappointed, frustrated or angry.
• Changing our expectations, although it doesn’t
change the problem, changes our reactions

•
•

It is normal to make mistakes & they provide a
good learning opportunity
Begin to analyze more, and feel bad less
often.

Self-Monitoring Techniques
•
•

Recognize and acknowledge stressful
conditions and particular stressors
Monitor yourself and how you are reacting to
and coping with stressful conditions

•
•

Identify & acknowledge signs of stress;
Physical, mental, emotional, behavioral
Identify & implement your personal
strategies for reducing your stress

Conclusion
•
•
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Stress is an integral part of life. Can have a +ve
impact
Reaction to stress is individual: A stressing
situation for one can be challenging for other

•

•

Our own interpretation & assessment of
events considered as threatening can
increase our stress
We can manage stress by identifying the
stressors & dealing/avoiding them

DAY 3: SESSION 2
PROTECTING SELF, PARTNER AND CHILDREN FROM HIV AND OTHER
INFECTIONS
Objectives:
•

Material and method: this is a mixed session involving small group activity for discussion; the entire group participates in the
discussion. It requires, flip charts, marker pens, AV aids.

Training Sessions

To enable participants to understand the various ways that should be adopted by
the women to protect their partners, children and importantly themselves from HIV.

Steps:
1. Divide participants into three groups.
2. Explain to them that they need to discuss among their group, 'what measures and precautions can a woman take to
protect from HIV herself (group 1), her partner / husband (group 2) and her children (group 3).
3. Each group should nominate a presenter who would make a presentation on the behalf of the group.
4. Provide the groups 15-20 minutes for discussion.
5. Ask each group to deliver their presentations. Encourage discussion. Specifically discuss, feasibility and
practicability of the suggestions for protection.
Facilitator should ensure that the following measures figure into the presentations by participants / or subsequent
discussion. Irrespective of whether they are presented or not, facilitator should bring-out the following measures:
•

Maintaining contact with the service provider (the TI),

•

Ensure that her partner is also availing the services regularly (NSEP, counselling, OST etc.).Specifically, important
role which can be played by the spouses in monitoring the compliance to treatment / intervention,

•

Visiting the ICTC with her partner,

•

Insisting upon consistent use of condom (male / female),

•

Being vigilant about symptoms suggestive of HIV,

•

Undergoing HIV testing and counselling during pregnancy.

•

Taking all the measures required to prevent PTCT of HIV (including prophylactic medications if required).
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DAY 3: SESSION 3
SELF-HELP GROUPS AND SUPPORT GROUPS
Objectives:
•

To sensitize the participants towards importance of self-help groups.

•

To enable them to develop strategies for formation of self-help groups of women
affected by spousal / self drug use / HIV.

Steps:

Training Sessions

Material and method: : this is a mixed session involving a game, and a small group activity for discussion in which the entire
group participates following the power point presentation. It requires, flip charts, marker pens, AV aids, some packets of
biscuits, some bandage (the kind used for dressing of wounds) and some sticks (about 1 and ½ feet long).

1. Divide participants into three four small groups.
2. With the help of some volunteers from each group, tie sticks to their hands (with sticks parallel to their arms) so the
hands can not be folded at the elbow joints.
3. Provide a plate full of biscuits to each group
4. Explain to them that their task as a group to eat as many biscuits as possible in the 2 minuts. A volunteer from each
group would keep the records.
5. With their hands tied in this manner, it would be impossible for them to eat the biscuits themselves. Solution: the only
way a group can eat biscuits is by not eating self but feeding each other.
6. Once the exercise is over, discuss: what was it like to face this problem a a group, which has a certain kind of
disadvantage? Could all of them figure out the solution? Did some people employ unfair means to reach their goal?
7. Use this exercise to drive home the point that in a disadvantaged position people can help each other and find
solutions to their problems. Elaborate the concept of self-help groups further by making the power point presentation.
8. Now show the powerpoint presentation on "Self-help groups".
Note: If there is not enough of time to play the game mentioned above, narrate the following story to the participants.
The story of 'angels versus demons' from Indian mythology
Once upon a time, the demons (asurs), feeling very frustrated over being regarded as inferior to angels (dev), went to Lord
Brahma to complain about this discrimination. They asked “just tell us one good reason, why should we be regarded as
inferior to angels”. Lord Brahma asked them to stay over for a party after which they will come to know of the reason. For the
party, all the demons were taken to a dining room where lots of delicacies were being served. However, Lord Brahma has
ordered that both the hands of each demon were tied together with a stick in front of the body. So that the demons could now
swing their entire arms but could not fold them at their elbow. While they could touch the food, it was impossible for them to
hold the food in their hands, bring it to their mouth by folding their elbows and enjoy it. They spent the entire evening salivating
over food, feeling hungry, frustrated and cursing Lord Brahma. Later, all the demons were asked to gather in a room through
which they could observe the proceedings in the dining room. Now it was the turn of angels whose hands were also tied in the
similar fashion. But all the angels were consuming copious amounts of food and enjoying it! How was it possible?
Answer: Since the angels could not eat themselves, they were feeding each other!
Relate this story to the concept of support and self-help groups. Sometimes people suffering from a common problem
could find ways to help each other.
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Self help groups for women affected by drugs / HIV
What is Self Help?
•
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•

We have heard the story of the birds caught in a net.
¨ They could not escape one by one.
¨ But when they flew together in a group, they escaped.
Similarly, you have also just experienced that when your hands were tied,
you could still help each other

How do We Start?
•
•

It is important to be known to the people and to win
their trust.
Talk to elders and important community members first

•

Organize women affected by the drugs / HIV
directly or through their partners/spouses

How are Groups Formed?
•

Some known reasons for mutual affinities are:
¨ Being affected similarly (spouse an IDU
with/without HIV)
¨ Similar experience of poverty

Similar living conditions
Same kind of livelihood
Same community or caste
Same place of origin

¨
¨
¨
¨

How do SHGs take shape?
•

You can get one member from each of the
identified families to come for “a start up
meeting”
¨ on a convenient day.
¨ At a convenient place.

•

Many such meetings will be required
The process of forming groups normally takes
five to six months.
¨ Once the group is formed, it takes one to one
and a half years to settle to a stable pattern.
¨

Membership
•
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Ideally the group composition should be:
¨ 15-20 members per group
¨ Allow only one member per family

¨

Help them to decide on their own:
® The leader
® The venue and the timings for the meetings
® The activities

Activities
•

Such a SHG may
¨ Hold meetings for sharing the experiences
¨ Provide a support mechanism
® Emotional
® Social
® Logistic
® Financial (through linkages with micro-credit schemes)
¨ Become an advocacy forum to demand for services

•
•
•

Avoid taking sides
Avoid stigma and discrimination
Avoid politicization

•

Training Sessions

Issues to Remember
Avoid creating a power centre / “parallel law
enforcement machine”
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DAY 3: SESSION 4
LIVING WITH HIV: ART ADHERENCE
Objectives:
•

To sensitize the participants to the importance of adherence to ART

•

To enable the participants to help their clients increase their adherence to ART.
Training Sessions

Material and method: this is a mixed session involving small group activity for discussion as well as powerpoint presentation;
the entire group participates in the discussion following the power point presentation. It requires, flip charts, marker pens, AV
aids.

Steps:
1. Make the Presentation: "Adherence to ART"
2. Conduct the group activity: Divide participants into two groups.
3. Explain to them that they need to discuss among their group, 'what are the reasons people may not take their
medicines regularly and punctually (group 1)?' and 'How can people be helped to take their medicines regularly and
punctually(group 2)?'
4. Each group should nominate a presenter who would make a presentation on the behalf of the group.
5. Give the groups 15-20 minutes for discussion.
6. Ask each group to deliver their presentations. Encourage discussion. Specifically discuss with the participants,
feasibility and practicability of the suggestions for enhancing adherence.
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Adherence
to
ART
What is Adherence?

Compliance
•

Patients are expected to passively follow the
instructions given by the doctor.

What is Adherence?
Adherence
• A more collaborative process between the patient and
heath care service provider,
• The patient plays a more active role in her treatment and
makes a commitment to follow the treatment regimen as

Importance of Adherence to ART
•

•
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ART is a treatment regimen in which
combinations of two or three types of
medicines are mostly used to treat HIV
It is extremely important to take these
medicines regularly and punctually because:

¨

¨

Not doing so will render the medicines ineffective
® HARMFUL FOR THE PATIENT
Not doing so will increase the resistance of virus to
these medicines
® HARMFUL FOR THE COMMUNITY / SOCIETY

Group Work
•
•

Group 1: What are the reasons people may not take their medicines regularly and punctually?
Group II: How can people be helped to take their medicines regularly and punctually?

Reasons for Poor Adherence
Inadequate understanding about importance of
adherence
Myths about ART
Stigma and discrimination of being HIV+
¨ Double stigma if patient is a drug user / spouse
of a drug user
Perception about the health care providers’ attitude

•
•

•

•
•
•
•
•
•

Perception about health care settings
Distance from health care service
Irregular supply / availability of ART
Mental health problems such as Depression
Active drug use
Chaotic daily routine / lifestyle

Training Sessions

•

Suggested Strategies to Improve Adherence
•
•
•
•
•

Provide adequate counseling about ART
Address Stigma and Discrimination
Advocacy with health care services
Help patients improve their lifestyles and access drug and alcohol / mental health treatment
services
Provide logistic help
¨ Facilitate access to ART centre
¨ Pill-charts
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DAY 3: SESSION 5
LIVING WITH HIV: NUTRITION AND SELF CARE
Objectives:
To sensitize the participants to the importance of nutrition and self-care for people
living with HIV / AIDS

•

To enable the participants to help their PLWHA clients.

Material and method: this is a mixed session involving small group activity for discussion as well as powerpoint presentation;
the entire group participates in the discussion following the power point presentation. It requires, flip charts, marker pens, AV
aids.

Training Sessions

•

Steps:
1. Make the Presentation: "Nutrition and self-care".
2. Conduct the group activity: Divide participants into two groups.
3. Explain to them that they need to discuss among their group, 'what all can a woman do to preserve health of family if
she or someone else in family is living with HIV?' (group 1)?' and 'what are the precautions a woman living with
HIVshould take regarding pregnance and child birth (group 2)?'
4. Each group should nominate a presenter who would make a presentation on the behalf of the group.
5. Give the groups 15-20 minutes for discussion.
6. Ask each group to deliver their presentations. Encourage discussion. Specifically discuss with the participants,
feasibility and practicability of the suggestions for enhancing adherence.
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Nutrition and self care
in the context of living with HIV

Let us revise…
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•

What does HIV do to our bodies?

What is HIV?

3. However HIV is a stronger germ than
the white blood cells, it attacks and
weakens the white blood cells.

4. So when our bodies can no longer have
white blood cells to protect them, diseases
can attack us and eventually kill us.

Thus, to preserve the health of our body, we should…
•
•

Try to increase the resistance of our body
Try to reduce the chances of infections

Increasing the body resistance
•
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Nutritious food: Simple tips
¨ We should eat thoroughly washed
vegetables and fruits with cooked
meals.
¨ We should eat sprouted grains as often
as possible.

¨
¨
¨

Washing and then cutting vegetables
saves important vitamins and minerals.
Iron vessels are good for cooking food
as they provide iron.
Covering food while cooking saves
some vitamins.

Increasing the body resistance
•

Training Sessions

Nutritious food: Simple tips
¨ Food items in the meals should have all the tastes.
¨ A simple guide: “colorful thali”
¨ The grains are white or brown. Eggs and fish are also
white-grey. Milk and curds is white
¨ Pulses are yellow. So are fats and some fruits
¨ Leafy Vegetables are green.
¨ Fruits are mostly red and orange. So is meat and chicken.

107

DAY 3: SESSION 6
LEGAL AND ETHICAL ISSUES
Objectives:
•

To familiarize the participants to various legal and ethical issues related to outreach
with female partners of IDUs.

1. Show the presentation on "Legal and Ethical Issues".

Training Sessions

Steps:

Note: the entire presentation moves forward as Questions and Answers. For each slide with a question on it, the
facilitator should generate discussion among the group. Hypothetical case scenarios must be used for discussion
(refer slide notes)

Debate Marriage and children of HIV positive people
Steps:
1. Divide the participants in two groups. The group composition should be nearly balanced in terms of sex ratio,
educational or marital status etc.
2. Ask the groups that they should discuss among themselves the assigned topic and then one of the nominated
members should participate in the debate.
3. The topic for the debate is “HIV positive people should not be allowed to marry and have children.” While one of the
groups will prepare and speak for this topic another will speak against i.e. HIV positive people should be allowed to
marry and have children.
4. Allow 15 minutes for preparation and discussion. The groups / presenters are free to note down the points on a paper
or use a flip chart for presentation.
5. After presentation of both sides again allow, discussion time for both the sides. During this, encourage arguments
and counterarguments from both the sides.
6. Facilitator should ensure that the concluding arguments lean towards the group favoring marriage and child-bearing
by people living with HIV.
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LEGAL ISSUES RELATED TO DRUGS AND HIV

Q. Is drug use legal?
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•

What do you think?

Answer: it depends on the type of drug used
Legal drugs
• Alcohol
• Tobacco
• Bhang
• Medicines
• Inhalants

Illegal drugs
• Opium / heroin
• Charas / Ganja
• Cocaine / ATS
• Hallucinogens

Indian laws regarding drugs
•

Three Central Acts:
¨ Drugs and Cosmetics Act, 1940
¨ The Narcotic Drugs and Psychotropic Substances Act, 1985
¨ The Prevention of Illicit Traffic in Narcotic Drugs and Psychotropic Substances Act, 1988.

Punishment is strict under these Acts
•
•
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Punishment of up to 10 years rigorous imprisonment;
Fine of Rs. 1 lakh which may go up to Rs. 3 lakhs and higher

Q. Should all drug use be made illegal?
•

In other words, should anyone caught using drugs be sent to jail?

The law does distinguish drug user from drug peddler or trafficker
Persons found to have illegal possession of drugs in a small quantity for personal consumption :
¨ are liable to a lesser punishment
¨ there is also immunity from prosecution to addicts volunteering for treatment

However, “the burden of proving that the small quantity was intended for the personal
consumption of a person and not for sale or distribution, shall lie on such person”

Training Sessions

•

LIVING WITH HIV/AIDS: Legal and ethical issues

Q. Is there any specific law related to HIV in the country?
•

Answer: At present there is no specific law. However, the constitution does guarantee certain
fundamental rights to all citizens of India

Fundamental Rights guaranteed by the Constitution of India
•
•
•
•
•

Right against discrimination
Right against exploitation
Right to Equality
Equality of opportunity in employment
Equal protection of the law and equality before the law
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Q. Can someone be forced to take an HIV test?
•

E.g.
¨
¨
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¨

Can a person force the spouse to take an HIV test?
Can an employer force an employee to take an HIV test?
Can anyone force someone to divulge their HIV test results?

Q. Can someone be forced to take an HIV test?
•
•

Answer: NO
Under the law no one can be forced to take an HIV test

Q. Can an employer remove an HIV+ve person from the job?
•
•

Even when the employee is otherwise qualified and fit?
Related question: can a school expel students, if they are HIV positive?

Answer
•
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If the HIV positive person is medically fit for the job
(a) s/he is also otherwise qualified for the job;
(b) s/he does not pose a substantial risk to other persons in employment or the property of the
employer;
S/he cannot be denied recruitment / terminated from the job only because of her/ his HIV
positive status.

LIVING WITH DOMESTIC VIOLENCE

The Protection of Women from Domestic Violence Act, 2005

•

Domestic Violence is widely defined
It means all forms of
¨ physical,
¨ sexual,
¨ verbal,
¨ emotional and
¨ economic abuse
that can harm, cause injury to, endanger the health, safety, life, limb or well-being, either mental
or physical of the aggrieved person.

Training Sessions

•
•

The Protection of Women from Domestic Violence Act, 2005
•

Under the law a woman can register a complaint at the nearest police station or judicial
magistrate for:
¨ Causing her bodily pain or disease or grievous hurt
¨ Forcing her into or causing the death of her unborn child
¨ Wrongfully restraining or confining her to a place
¨ Inducing her either through force or deceit and thus kidnapping her
¨ Raping her or assaulting her with intent to outrage her modesty

The Protection of Women from Domestic Violence Act, 2005
•
•
•

The Act can help not just the wife but a woman who is the sexual partner of the male irrespective of
whether she is his legal wife or not.
The daughter, mother, sister, child (male or female), widowed relative, in fact, any woman residing
in the household who is related in some way to the man against whom the complaint is made.
Case can also be filed against relatives of the husband or male partner.
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The Protection of Women from Domestic Violence Act, 2005
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•

Another significant step has been to recognize Economic Violence. Under the Act, Economic
Violence is:
¨ Not providing money, food, clothes, medicines,
¨ Causing hindrance to employment opportunities
¨ Forcing a woman to vacate her house.

The Antidote to Violence – ‘Speak Up’
•
•

Any person who has reason to believe that an act of domestic violence has been or is being
committed may file a complaint.
This therefore includes social workers, relatives, friends etc.

The Protection of Women from Domestic Violence Act, 2005
•
•
•

Under the law, no women can be driven out of her house in retaliation
to a complaint.
The court, can order that she not only reside in the same house but
that a part of the house can even be allotted to her
The law allows magistrates to impose monetary relief and monthly
payments of maintenance

LEGAL AND ETHICAL ISSUES FOR
OUTREACH WORKERS
What would you do if…
•
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If the male IDU client requests you not to disclose to his wife that he
¨ Is an IDU?
¨ Is HIV positive?

What would you do if…
•

The wife of a drug users tells you that her husband frequently beats her up?

What would you do if…
The HIV positive wife of a male IDU tells you that she is being thrown out of house by her in laws?

Please remember…
•
•

Training Sessions

•

We are neither police nor legal experts
We should NOT breach our own conduct of ethical practices, however GOOD our intentions are
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DAY 4: SESSION 1
OUTREACH FOR FEMALE PARTNERS OF DRUG USERS: PRACTICAL ISSUES
Objectives:
To sensitize the participants on general issues surrounding outreach

•

To enable them to appreciate the specific difference between conducting outreach
for male IDUs and for female partners of male IDUs

•

To develop their skills formulating specific strategies and work-plans which they
could apply in their day-to-day work.

Material and method: this session would require about 60-90 minutes, to be conducted with the aid of flip-charts / whiteboard and markers, and power point presentations.

Training Sessions

•

Steps:
1. Begin by generating a discussion on the word outreach. Gauge the understanding of the group regarding this term.
2. Resume with the presentation on "Outreach for partners of IDUs".
3. Divide the participants into groups. Ask each group to prepare a separate map of their area, based on their
knowledge / memory
4. Facilitate the process of drawing these maps. For this, facilitator may have to spend some time with each group.
5. Ask each group to present their map. Ask others to discuss how these maps could be improved and how could they
then be used to facilitate day-to-day outreach work.
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Outreach for
Partners of IDUs

Step 1. Greet participants,
introduce yourself and briefly
explain the objectives for the
session.
Step 2. Ask the participants
to stand in a circle for a game
called hot potato. The rules
of the game are as follows:
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· The “hot potato” (any
small ball or similar object)
is passed around until the
leader says the word
“Outreach.” Whoever has
the “hot potato” must then
say the first thing that
comes to mind about the
word “Outreach.”
· The person who has
spoken leaves the circle
and the game continues
until everyone has had a
chance to speak.
· Write all the responses on
the white board/chart
paper and have a small
discussion about the
participants’ responses.

What is OUTREACH?
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Mind mapping. Try and
gauge the participants’
understanding of outreach.

Conventional health care

HOSPITAL

Training Sessions

Explain that in a conventional
health care model, there is a
health care facility (the
hospital) where people are
expected to seek help as and
when they require it.

Conventional health care

HOSPITAL

However, certain people –
such as IDUs – find it difficult
to seek and obtain health care.
Ironically they are the ones
who need it most – not only for
themselves but for the
community in general. They
find certain barriers which
prevent them from getting
health care.
Q. What are various barriers
which prevent IDUs from
getting health care? Mind
mapping
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Outreach for male IDUs
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NGO TI

As a solution outreach
strategies have been devised,
which entail that a health care
provider does not wait for
people to turn up to receive
services but goes out in the
community, seeks people who
may require help and provides
them the help.
This has been the model
followed by NGO TI to provide
help to IDUs so far.

Outreach for female partners of IDUs
However it must be
remembered that:
Many IDUs have homes and
they are living with their
partners / spouses
Many of these partners may
also require help
NGO TI
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Thus, a better strategy would
be to have outreach workers
for not only male IDUs but also
for their spouses / partners.
While male outreach workers
will provide services to male
IDUs, female outreach
workers will address the
issues of female partners

Rationale for Outreach
•
•
•
•

Conventional service delivery approaches have
not proved effective for IDUs
Majority of IDUs are not ready to accept HIV
prevention as their responsibility
Outreach service seems more acceptable to
IDUs and in addressing their needs
Outreach often links IDUs with other services

1. Conventional service delivery
approaches are not effective for IDUs
because The approaches heavily rely
on institution base service delivery.
Majority of the IDUs feel hesitant to
visit these institutions for following
reasons
· fear of rejection or being looked
down
· Being recognized as a drug user.
· Distance factor

· Cost involved
· The timing and duration of services
do not suit the needs of IDUs.

Training Sessions

· Conditional e.g. if you seek medical
treatment then first go for HIV test, if
you need syringe then come with
medical prescription, if you want
treatment then you have to stay for
3 months.

2. Majority of the IDUs are not yet
ready to accept HIV prevention as their
responsibility The ideal situation of an
effective HIV prevention is when the
people considered at the risk of
contracting HIV accept HIV prevention
as their responsibility. But factors such
as overwhelming needs to take drugs,
high stigma and discrimination and
punitive actions against them often
prevent IDUs from accessing services
by themselves and practicing safe
behavior. Outreach is specifically
designed to ensure that services
including harm reduction materials
r e a c h t h e I DUs wi t h i n t h e i r
environment on a regular basis until an
enabled environment is created where
they can have control over access and
utilization of services.
3. Outreach service is acceptable to
IDUs and address their specific
needs.The chances of IDUs accepting
services from Outreach staff are better
as Outreach workers often accept the
IDUs for what they are without
attaching any values or judgements.
The availability of services in their
environment and beyond office hours
makes outreach more acceptable by
the IDUs.
4. Outreach often links IDUs with other
services. Outreach is the first step in
developing a relationship with the
IDUs and ultimately linking them with
other relevant services (ICTC, STI
clinic, DIC, ART, general health
services, Substitution and other forms
of drug treatment).
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Objectives for Outreach
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Overall Objective:
• To prevent transmission of HIV & other blood borne
viruses among IDUs and their sexual partners
Specific Objectives:
• To ensure IDUs and their sexual partners have
easy access to and utilise available services
• To ensure significant reduction in risky behaviours
• To prevent drug use related harms to not only IDUs
but to their partners and families
• To mobilise the IDU community and their partners
and families

Outreach work would involve
•
•
•
•
•
•

Effective & detailed Outreach Planning
Finding & contacting partners of IDUs at places where they live and/or work
Building rapport with them so as to ensure their full participation
Providing them with information and materials to prevent HIV and other BBV
Linking them with various service
Providing them psychosocial support

Principles of Outreach
•
•
•
•
•
•
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Emphasize here that all that
the trainees may have learnt
about outreach till now (if
they have) must now be
extended to partners of IDUs
as well

Information collected in the process of outreach
(planning & conducting) should remain confidential
Outreach should be consistent & adequate
Outreach should be flexible in order to meet the
needs of clients
Outreach programmes should develop links with other
programmes and services
Outreach should ensure active involvement of clients
Outreach efforts must address both injecting as well
as sexual risks of IDUs & partners

The principles that guide us in
achieving the objectives of our
outreach services
1. The information collected in the
process of outreach should remain
confidential: Gaining trust and
acceptance of IDUs is very crucial.
Specifically, the following
information should be kept strictly
confidential.
· Information which could increase
stigma and discrimination – e.g. a
person’s or her partner’s HIV
status
· Information which could increase
the risk of physical or emotional
violence towards them

Principles of Outreach
2. Outreach activities should be
consistent and adequate:
Significant prevention of new
infections can only be accomplished
when our outreach services are
consistent and adequate. In order to
enable the IDUs and their partners
to practice safe behaviour, the
required information, skill and
materials should reach them to meet
their needs on a regular basis.

Training Sessions

Outreach services should be flexible
according to the needs of clients:
The needs of partners of IDUs
(material requirement, timing of
services, preferred place of
receiving service, etc.) may keep on
changing because of factors such as
the changed drug use status of their
partners (IDUs), their current
relationship with their partners,
other issues in the family, etc. The
outreach services should be flexible
enough to address the changing
needs of clients.
Outreach programmes should
develop links with other
programmes and services: An
Outreach programme carried out in
isolation is less effective.
Outreach services should ensure
active involvement of clients: The
involvement of partners of IDUs in
assessment, planning,
implementation and monitoring of
outreach programme can
significantly increase the utilization
of services and bring sustained
behavior change.
Outreach efforts must address both
injecting as well as sexual risks of
IDUs and their sexual partners:
Majority of the outreach services
among IDUs often give greater
emphasis on injecting risks thereby
neglecting the sexual risks.
Addressing both the routes of HIV
transmission by outreach is very
essential because many of the IDUs
are also sexually active. In addition,
IDUs can make risky decisions
about sex and condoms when they
are “high” or intoxicated.
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Outreach Planning
What is Outreach Planning?
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•

Outreach Planning basically entails making a plan of:
¨ Where
¨ How
¨ How much
¨ For whom

•
•

¨ …outreach services are going to be conducted
It gives a visual picture of the area where outreach
is being conducted
It helps to understand the reach of services and to
identify and monitor the problem areas

Objectives of Outreach Planning
•
•

To identify the number of IDUs at each site
To estimate required risk reduction materials
(like N/S & condoms) for adequate &
uninterrupted supply

•
•
•

To facilitate effective individual tracking vis-à-vis
service access & behavior modification
To collect information for effective action plans
To enhance participation of IDUs in program planning

Outreach Planning Team
Senior staff
(common)

Outreach workers
(separate for Male
IDUs and Female
partners)

Peer educators
(from the
community)
PE – IDU-1

ORW
(male)

PE – IDU-2

Programme
coordinator /
manager
ORW
(female)

PE – Partner-1
PE – Partner-2

Outreach Planning Process
•
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There are six basic stages in the outreach planning process
1. Social Mapping
2. Spot Analysis
3. Contact Mapping
4. Client Risk/Vulnerability Assessment
5. Work Plan
6. Individual Level Tracking (Monitoring)

A flowchart of outreach team
should be prepared to plan
outreach with definite
responsibilities of each
player. It must be
emphasized that as much as
possible, the planning for the
arms (i.e. for male IDUs and
their partners) should be
done in tandem.

1. Social Mapping

(it must be remembered that
their residence may be
different from where there
partners , i.e. male IDUs
congregate / inject etc.
consequently the hot spot
map which the TI may have
prepared for IDUs may have to
be relooked, for planning
outreach for partners

•

A Social Map is a map showing places:
¨ where the clients – partners of IDUs – live
¨ where services for partners of IDUs are available
Purpose:
• To understand the terrain of the project site for
complete coverage

Training Sessions

Social Mapping is useful to:
•
•
•
•
•

Learn about locations where IDUs live
Identify places where IDUs often go (including work) and why they go there
Identify which services are available for clients and their locations
Services include: referral, health care, NSE, condom supply, ICTC, STI etc.
Identify gaps in services for IDUs and their partners

Developing Social Map
•

•
•

Social mapping can be conducted as either a field
or DIC activity by PE and ORW involving IDUs.
The PM can act as facilitator of the process
Social map should be updated regularly
Inclusion of KP (IDU) in social mapping and
discussions will Ensure views of IDUs are
represented since they know better than outsiders

Social mapping will result in a
visual representation of each
hotspot/congregation point,
services available in the area,
Injecting sites, where can we
find the partners of IDUs etc

Fictional Map of a locality
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Post office

Factory





Bus Stop
Colony






Hospital
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Injecting site
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Divide the participants into groups.
Ask each group to prepare a
separate map of their area, based
on their knowledge / memory
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GROUP WORK

Facilitate the process of drawing
these maps. For this, facilitator may
have to spend some time with each
group.
Ask each group to present their
map. Ask others to discuss how
these maps could be improved and
how could they then be used to
facilitate day-to-day outreach work.

2. Spot Analysis
Once the social map is constructed,
• Hotspots (i.e. areas where partners of IDUs can be contacted) mapped will be assigned among ORWs
• The assigned ORW will lead her team of PE and key informants (IDUs/partners belonging to that
hotspot) to the location

2. Spot Analysis
•

•

Information will then be collected on:
¨ Number of clients (no. of partners of IDUs)
¨ Profile of clients: Age group, typology (married, with children/without children, cohabitating,
whether herself a drug user, working / non-working etc.)
¨ Frequency of her contact with IDU – daily, occasionally
¨ Timing when can be contacted
After collection of the above information, the ORW and PE team will share this information with
the other teams through a presentation or discussion

3. Contact Mapping
•
•
•
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Aim: to help participants map contacts they have with clients in each spot and plan for outreach
based on these contacts
Use the spot analysis to derive number of clients in a particular hotspot
The assigned ORW will prepare a list of number and names of all clients known by each ORW /
PE of the assigned hotspot

3. Contact Mapping
Once the exercise is complete, ask :
• How many contacts in each spot?
• In which spot are the contacts limited?
• What are the reasons for limited contacts?
• What should be done in those locations where contacts are limited?
• Is there a duplication of names in the contact list?

•

The ORW / PE should collect following information from each client after mapping
¨ Whether partner is in contact with TI
® If yes whether regular / irregular in receiving services
¨ Number of children
® Whether in reproductive age group
® Whether sexually active
¨ Whether aware of HIV
® Whether tested

Training Sessions

4. Risk / Vunerability Assessment

5. Work Plan
•

•

The work plan should be geared towards
¨ Providing adequate coverage for IDUs and their partners
¨ For this the information from the social mapping and risk/ vulnerability assessment of
partners will be used
Outreach teams should plan a weekly target for outreach to the clients of each area

5. Work Plan
•
•
•

These work plans should be documented in order to
focus activities (by referring to them) in the following week
Weekly plans should vary from week to week depending
on the service uptake / outreach patterns
Weekly plans should tie into other activities designed to
increase client engagement or service utilization

Weekly plans should tie into
other activities designed to
increase KP engagement or
service utilization. For example,
if a health camp is planned to
provide services for hard to
reach KPs, outreach activities
may be oriented toward making
specific KPs aware that the
camp is happening in their area
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6. Individual Tracking (Monitoring)
•

Information of day-to-day outreach and other
service delivery provided to IDU should be
recorded in ORW/ PE log book /diary;
This should be subsequently transferred to a
grid for tracking individual contacts over time
Daily contacts by PE and ORW should be
documented within 48 hours of contact
These paper formats should be used to update
individual tracking grids weekly

•
•
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•

The individual tracking sheet
provides the list of all the KPs in
a given site managed by a given
PE/ORW.
Every KP identified in the area is
listed in the individual tracking
sheet. The services provided to
the KPs every week are marked
against every KP’s name. It
helps to monitor the number of
KPs who were provided with the
package during the month.
Every week the ORW fills up the
individual tracking sheet and
analyzes it along with the PE.
This will give a clear
understanding of how the PE is
managing the delivery of
services in their respective area.
The ORW discusses with the PE
the difficulties in delivering the
services to the KPs and makes a
plan for the future.

6. Individual Tracking (Monitoring)
•

A standard set of services/ types of contacts should be tracked by all PE/ ORW. Initially this data
should include:
¨ Condom distribution (Male / female, if available)
¨ Clinic referral and attendance
¨ Experiences of domestic violence or harassment
¨ BCC contacts

6. Individual Tracking (Monitoring)
ORW and PE should conduct routine meetings to:
• Review targets and achievements of previous week
• Review individual tracking grid and reprioritize clients that should be reached in the coming week and
• Identify strategies for outreach/ uptake of service delivery that worked or that still needs to be developed
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DAY 4: SESSION 2
DEVELOPING WORK PLAN
Note: This session will be based upon
Existence of operational guidelines.

•

The actual work-plan developed under the guidance of SACS and other stakeholders.

•

The reporting requirements.

However, draft (a) TORs, (b) registration format for clients and (c) reporting formats are being presented here.
The facilitator should divide the participants in small groups and guide them in developing the work-plans considering the
TORs and reporting requirements.

a)

Training Sessions

•

Terms of reference for Female Outreach Worker (draft)

Qualification:
•

Essential: 12th pass (if Ex IDU/ Spouse of DU-IDU, then Flexible criteria for Education, i.e. 10th pass)

•

Ratio: 1:100 families to 1: 60 families (depending on the distribution of population)

•

Days: 4 days field work + 2 reporting and networking days

•

Salary + travel: same as other ORWs

She should have favourable attitudes towards HRGs, communication skills to sensitise the spouse about the IDU community
and their issues and ability to guide the spouse in dealing with critical circumstances, take feedback from the community in
order to improve service delivery
Would be entrusted with the tasks of BCC among the spouses of the male IDUs and shall act in co-ordination with the other
ORWs, PM, Counsellor and PE in the overall service delivery for the community.
Responsibilities:
(i)

Rapport building with spouses and mobilizing spouses for services;

(ii)

Family counselling;

(iii)

Conduct group meetings with the spouses and facilitating formation of support groups/SHGs;

(iv)

Awareness for HIV AIDS and services of TI;

(v)

Linkages with other facilities (social welfare schemes, family counselling centres and significant legal
stakeholders and org working for women rights);

(vi)

Preliminary screening for STI, referral, condom promotion, linkages, follow up for STI, reproductive health and
contraceptive measures, testing and OST;

(vii)

Linkages with care and support services

(viii) Preparation of outreach plan and
(ix)

Record maintenance and analysis of data

(x)

In addition, she may also be entrusted with the task of catering to female IDUs registered with the TIs provided the
number of FIDUs is small
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Reporting: The Outreach worker (f) will be reporting to the Project Manager and shall act in accordance with the general rules
and regulations of the organization during his tenure in the organization.
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Suggested Modifications in Terms of reference for other staff
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•

PM: Supporting the ORW (f) in preparation of work plan based on number of married HRG; Support and Supervision
to ORW (f); support in referral and linkages; facilitating cross sharing between other ORWs and F ORWs

•

Counsellor: Supportive supervision in group counselling, moderate group counselling;

•

ORW: Accompany female ORW during the field visits to assist her

b)

Registration format for Spouse of IDU (draft-model)

Information to be filled up after rapport has been established
1. Site Name:....................................................................................

Site Code:.......................................................

2. Name of the ORW in charge:.........................................................

ORW Code:.....................................................

4. Date of Registration: .............................................................................................................................................
5. Name of client: ......................................................................................................................................................
6. Name of Husband/HRG: .......................................................................................................................................
7. UID No HRG*: .......................................................................................................................................................

9. Children and their ages: .......................................................................................................................................
Child 1

Child 2

Child 3

Child 4

Child 5

Annexure

8. Age of client in Years : ...........................................................................................................................................

Sex
Age
10. Type of Contraceptives Used: .............................................................................................................................
11. Regular Partner of IDU Yes / No: .......................................................................................................................
12. Employment status: ............................................................................................................................................
13. Educational level: ..............................................................................................................................................
14. Contact Address including pin code:....................................................................................................................
15. Contact numbers: ...............................................................................................................................................
16. If she is drug user: Type of drugs Injecting/Non Injecting: ....................................................................................
If yes then, sub category:
a. Daily Injectors: Average number of injecting acts per day (last week's recall):
b. Non Daily injector: Average number of injecting acts per week (last week's recall):
17. Days when she can be met in this site (use tick): ........................................................................
Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

23. Time when she can be met in this site (use tick):
6 AM 12 NOON

12 NOON 6 PM

6 PM - 10 PM

10 PM 6 AM

Signature of ORW
Registration Details:
Client (Spouse) UID Number: (SI followed by the rest)
Name of ORW In charge:
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c)

Reporting format for female ORW (draft-model)
ORW WEEKLY REPORT
Name of ORW

Number of Families/clients
allocated to ORW:

Date

Reporting for the WEEK:

No. of ICTCs
in ORW area

Reaching out to Female Sex Partners of IDUs: A Training Manual for Service Providers

Activities
Number of clients met during
the week
Number of clients taken to
ICTC during the week
Number of clients brought to DIC
of the TI project during the week
Number of New clients registered
during the week
Number of clients met and
counseled during the week
Number of clients taken to TI
Clinic along with/without the
husband during the week
Number of group meetings held
during the week
Number of condoms distributed to
clients (female and male)
Number of clients given family /
couple counseling
Number of clients motivated to
accompany HRGs/Husbands to
ART Centres
Number of +ive clients linked to
ART
Number of clients linked with OST
Centres to ensure adherence
among the husbands
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For the Month:

Annexure
Evaluation and feedback sheets: The following set of questions can be used for pre and post training test of the
participants to assess the impact of the training.
Mark with “ü” the response, which you think is correct.
1. Which of the following has highest concentration of alcohol?
¨ Beer
Annexure

¨ Wine
¨ Country Liquor
¨ Gin
2. Which of the following is NOT a criterion for Drug Dependence?
¨ Using drugs in large amount over long duration of time
¨ Taking illegal drugs
¨ Desire or efforts to reduce drug use
¨ Not being able to fulfill responsibilities
The following statements pertain to drug use / HIV. Based on your understanding, please mark true/false against each:
3. Inhalants ('fluids') are relatively safe because user is not drinking or injecting them

True

False

4. In the dependent users, sudden cessation of heroin use causes severe withdrawals that can be True
. dangerous and even fatal
.

False

5. In the dependent users, sudden cessation of Alcohol use causes severe withdrawals that can be True
. dangerous and even fatal
.

False

6. Drug addiction can be treated only by placing a person in restrictive environment

True

False

7. OST (Oral Substitution Treatment) is effective for treating all kinds of dependence on alcohol and other True
. drugs
.

False

8. If wives of male IDUs are not injecting drugs they are safe from risk of HIV

True

False

9. There is no risk of HIV transmission through breast feeding

True

False

10. Biologically men are more at risk of HIV then women

True

False

11. If the male IDU client is found to be HIV positive, it is the duty of the outreach worker to inform the wife of True
IDU client, even if the client does not want the wife to know

False

12. Which of the following statements about drug-related harms is false?
¨ Drugs cause disruption of every aspect of the users' life
¨ Drug use is associated with risky behaviours which predisposes individual to more harms
¨ Drug-related harms are inter-related
¨ Drug use affects life of only those who use them
13. Which of the following drug-related harms is a public health priority?
¨ Loss of job, heavy debt
¨ Involvement in illegal activities
¨ Infections like HIV, HBV
¨ Frequent arguments with family members
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14. Which of the following communities is in need of harm reduction services?
¨ Community A: less IDU, increased number of wine shops in residential areas; alcohol using adults
¨ Community B: large number of IDUs, high prevalence of HIV/AIDS amongst IDUs
¨ Community C: recent trend of adolescents getting into smoking and occasional ganja use
¨ All of the above
15. Which of the following is an example of harm reduction?
¨ Closing down wine-shops
¨ Arresting people who sell smack and ganja
¨ Teaching injecting drug users to inject drugs safely
Reaching out to Female Sex Partners of IDUs: A Training Manual for Service Providers

¨ Organizing a campaign for school children in which they pledge not to take drugs
16. Which of the following is true about needle syringe exchange programmes (NSEP)?
¨ They reduce HIV risk but encourage drug users to use more drugs
¨ They alone are enough to stop the drug problems in a city
¨ They encourage drug users to adopt safe behaviours
¨ They are illegal under the law
17. Which of the following is not generally categorised as a 'harm reduction' approach?
¨ Methadone maintenance treatment
¨ Needle Syringe Exchange Programme
¨ Injection Room
¨ Therapeutic Community
18. Who can file a complaint to police / authorities about incidence of domestic violence in a household?
¨ Wife (person who has suffered the domestic violence)
¨ Outreach Worker
¨ Both
¨ No one, because it is a family matter
19. Which of the following periods during menstrual cycle has highest chances of successful conception and
pregnancy?
¨ Day 1 to 5 (i.e. days of bleeding)
¨ Day 8 to 19
¨ Day 20 to 28
¨ There is equal chance of pregnancy irrespective of the day of menstrual cycle
20. Which of the following statements is NOT true about ART?
¨ ART medications are available only at selected hospitals
¨ People who are on treatment for drug dependence such as OST, can safely take ART
¨ Even if ART is taken irregularly, it retains its effectiveness
¨ Even people on ART are not totally safe from re-infection with HIV
21. Which of the following situations has the highest risk of transmission of HIV?
¨ An uninfected teenager boy having unprotected sex with his uninfected teenager girlfriend
¨ An uninfected truck driver having unprotected vaginal sex with an infected sex worker
¨ An uninfected housewife having unprotected anal sex with her HIV infected husband
¨ A HIV positive sex worker performing unprotected oral sex on an uninfected man

134

22. Which of the following is not a barrier type contraceptive?
¨ Male Condom
¨ Diaphragm
¨ Female Condom
¨ Vaginal Contraceptive Film
23. Which of the following statements about Stress is correct?
¨ A stressful situation affects everyone equally
¨ Stress is a form of normal adaptive response
¨ Stress is a sign of weakness of individual
¨ It is possible to avoid stressful situations totally by careful planning

¨ A self help group of women affected because of their partners' drug use / HIV status can be a useful support
mechanism
¨ Such a group should be encouraged and assisted in providing emotional / logistic / social support to each other
¨ Powerful members should be identified which can keep the group under control
¨ A self help group of women can also act as an advocacy group
25. Which of the following statements is correct?

Format for Evaluation Sheet

24. Which of the following statements is incorrect?

¨ A drug user who is not motivated for treatment can be treated against his wishes provided his family members give
the consent to the treatment centre.
¨ Indian law does not recognize any difference between drug user and drug peddlers.
¨ Under the Indian law, bhang is not illegal.
¨ An outreach worker should disclose the HIV status of the HIV positive IDU to his wife so that she can protect herself.
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• Discussion on developing work plan

• Outreach for female partners of drug users: practical issues

• Legal and ethical issues

• Living with HIV: Nutrition and Self care

• Living with HIV: ART adherence

• Self-help groups and support groups

• Protecting self, partner and childen from HIV and other infections

• Stress and Coping

• Motivating women for HIV testing

• Referral and linkage services for women

• Assertiveness / Condom negotiation

• Importance of condom use in marital relationship

• Reproductive health issues affecting women: Condom demonstration

• Reproductive health issues affecting women: Contraception

• Reproductive health issues affecting women: STIs and their prevention

• Communication within a family affected by drugs / HIV

• Consequences of drug use on Family

• Gender sensitisation and stereotype

• Risk hierarchy exercise

• HIV and its transmission

• Drug related harms and Harm reduction

• Basics of drugs

• Introduction exercise: meeting strangers and building a rapport

Useful

Not useful

Can't Say

Format for Evaluation Sheet

Session

Remarks

Format for Evaluation Sheet
Please provide your honest and critical feedback on this training programme. Did you find the following sessions useful?
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Please provide us your feedback / suggestions on the entire training programme

138

