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Peers

INTRODUCTION

The Peer Linkage and Re-Engagement of Women 
of Color Living with HIV intervention is designed to 
best serve Women of Color (WoC) who are newly 
diagnosed with HIV or who have fallen out of HIV 
primary care. Trained WoC living with HIV known 
as “peers” will link and re-engage clients in HIV 
primary care. Clients will be considered linked 
or re-engaged once they attended two medical 
appointments, attended one case management 
appointment, and have completed HIV lab work (all 
within a four month period).

Peers offer a unique personal perspective and can 
provide coaching and emotional support to clients 
who may need assistance in managing medical 

and case management appointments. In addition, 
peers who work closely with case managers and 
the clinical team can better provide individualized 
client-centered services over a short time period 
to address immediate client needs and build trust 
between the client and the clinic team. 

This curriculum is based on activities and trainings 
from the U.S. Department of Health and Human 
Services (HHS), Health Resources and Services 
Administration (HRSA), HIV/AIDS Bureau (HAB) 
“Dissemination of Evidence-Informed Interventions” 
Project. 

PURPOSE AND BACKGROUND
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TARGET AUDIENCES
This intervention is intended for organizations, agencies, and clinics 
considering a short-term, peer-focused model to increase linkage 
and re-engagement of WoC living with HIV into HIV primary care to 
ultimately improve client health outcomes.

TRAINING DESIGN AND INSTRUCTIONAL APPROACH
The curriculum is broken into training modules. Each module 
tackles a key topic area related to the intervention. At the beginning 
of each module is a lesson plan that provides an overview. Modules 
include a PowerPoint training slide presentation, as well as a script, 
learning activities, and additional explanations. 

Where possible, trainings encourage learning through interaction 
rather than lecture alone in order to familiarize participants more 
fully with the intervention. As such, there are a number of hands-on 
activities.

Where participants may need more information to reference or 
as a key takeaway, handouts are included as well as reference 
materials for further learning. All required handouts are found in 
the appendices of this manual.

ADDITIONAL RESOURCES 
Additional resources from this project include an intervention 
summary, manual, and technical assistance (TA) agenda, all of which 
can be found at: https://nextlevel.careacttarget.org

A NOTE ON LANGUAGE
Participant refers to someone in this training.

Client refers to a person who is eligible for or receiving HIV primary 
care services.

MATERIALS AND EQUIPMENT
Trainers will need the following 
items:
 § A computer or flat screen/

projector that can play each of 
the PowerPoint presentations. 

 § A printer and/or copier to 
produce the handout materials 
being reviewed in the training 
(or send electronically to 
participants if they are able to 
review in real-time online (e.g., 
on a laptop).

MANUAL FORMAT
Each training module begins 
on a new page and is identified 
by a section title and module 
number. Throughout the manual 
are explanations of slides, talking 
points, and activities. Below are 
the symbols used throughout the 
manual:

POWERPOINT SLIDE

THE APPROXIMATE 
LENGTH OF TIME THE 
SESSION WILL TAKE.

HANDOUTS

TRAINER’S NOTE

FLIP CHART SHEETS

REFERENCE  
MATERIALS

ACTIVITY 
MATERIALS
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OBJECTIVES
By the end of this module, participants will be able 
to:
 § Participate in an introduction activity.

 § Describe the goals and objectives of the Peer 
Linkage and Re-Engagement intervention that 
serves women of color.

 § Identify peer staff roles and what makes an effective 
peer. 

 § Define core roles and responsibilities of peers

 § State the skills, qualities, and knowledge that peer 
staff will need to be effective in their role.

 § Define multidisciplinary teams and how team 
members collaborate to meet client needs.

Peers

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Peer Staff Roles and Responsibilities Activity 

and Answer Sheet, Appendices 1 and 2
 – Four Categories of Peer Service, Appendix 3

 – What Does It Take to Be a Peer? Appendix 4
 – Identifying Roles of Multidisciplinary Team 

Members and Answer Sheet, Appendices 5 
and 6

FLIP CHART SHEETS 

REFERENCE MATERIALS 
 – Peer Linkage and Re-Engagement of HIV+ 

Women of Color Implementation Manual p. 2-6

MODULE 1: 
Introduction to the Peer Linkage and 
Re-Engagement of Women of Color 
Living with HIV
Topics Covered: Goals, roles, responsibilities, and multidisciplinary care team 
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Key Words and Phrases
 § Peer Definition 

 § Staff Roles 

 § Skills and Qualities of a 

Peer 

 § Multidisciplinary Care 

Team

PROCESS
 § Welcome participants.

 § Introduce the training.

 § Discuss logistics and obtain mutual agreement around ground rules.

 § Review the background/need for the Peer Linkage and Re-Engagement 
intervention. 

 § Reference materials to be provided to and reviewed by participants 
in advance of the training; materials are placed in binders, organized 
by session. Participants are expected to have binders with them for 
reference through the entire curriculum. 

 § Arrange chairs and tables in a “U” shape.

INTRODUCTIONS 
Presenters and participants introduce themselves, the organization they 
represent, and their role on the project. Each participant is asked to share 
one fun fact others in the room would not know about them. 

LECTURE
Let’s begin with a short lecture to introduce peer linkage and re-engagement 
project and the definition of peer staff.

ACTIVITIES
Activity Sheet: Peer Staff Roles and Responsibilities worksheet. 

Engage the Participants: Follow instructions for worksheet. Participants 
will work in pairs to complete the worksheet. Lead a group discussion of 
answers to ensure understanding. In addition, review Four Categories of 
Peer Services handout.

BRAINSTORM
Inform the group that the next activity will be a brainstorm. On three separate 
sheets of newsprint/large post-it paper write the words Knowledge, Skills, 
and Qualities then facilitate a brainstorm activity where the participants will 
share what comes to mind when they think of these words in relation to 
peer roles in the project. (slide 7, 10 minutes). Facilitate discussion of the 
responses in comparison to the Knowledge, Skills, and Qualities answer 
sheet. 

Lead the group in understanding composition, goals, and function of 
multidisciplinary teams as part of the client’s medical team. 

Activity: 
Identifying the Roles of the Multidisciplinary Team Members

Divide into groups of three participants and have them work together in 
defining the roles of the team members. The facilitator will elicit a discussion 
as small groups report back to the large group.

The approximate 
length of time the 
session will take.
Total: 80 minutes

Method(s) of 
Instruction
 § Lecture 
 § Facilitated Discussion 
 § Small Group Activity
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SLIDE 1: 
Welcome participants to the Peer Linkage and Re-Engagement of Women 
of Color Living with HIV intervention.

SLIDE 2: 
Conduct introductory activity based on the slide.

SLIDE 3: 
The Peer Linkage and Re-Engagement intervention serves women of color 
(WoC) who are newly diagnosed with HIV or who have fallen out of HIV 
primary care. The intervention uses trained WoC living with HIV as peers 
to link and re-engage clients in HIV primary care. To link and re-engage 
WoC living with HIV, peers will assist clients in attending two medical 
appointments and one case management appointment in a four month 
period. Clients will be considered linked or re-engaged once they have 
completed all three appointments as well as have completed HIV lab work. 
Peers provide a unique personal perspective and can provide coaching and 
emotional support to motivate clients in scheduling and attending medical 
and case management appointments. In addition, peers who work closely 
with case managers and the clinical team can better provide individualized 
client-centered services over a short time period to address immediate 
client needs and build trust between the client and the clinic team. 

Goal
Re-engage WoC living with HIV who have fallen out of care (have not 
attended an appointment in the last six months) back into HIV primary care

This is a short-term intervention (up to four months). 

Objectives
The peers will work with clients (both recently diagnosed and those who 
have fallen out of care) to achieve the following milestones: attendance to 
two medical care visits with a prescribing provider, completion of one lab 
visit, and completion of one visit with a case manager.
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SLIDE 4: 
In the context of this intervention, peers are defined as people living with 
HIV and provide a unique perspective in connection with clients who 
are living with HIV and out of care. This module will define the role and 
responsibilities of peers in the intervention.

SLIDE 5: 
Let’s begin with a short lecture to introduce the concept of peer staffed 
programs. Peer programs share the following principles: 
1. An understanding that people are more likely to hear and accept 

information that is presented and modeled by their peers. 
2. A belief in the value and ability of people to bring about positive 

change in themselves and others. 
3. Peer programs were first developed to serve youth in an effort to address 

youth sexual and reproductive rights according to the International 
Planned Parenthood Federation and to encourage positive student 
modeling and mentoring at high schools.

4. Success with youth has transcended to applying this model to chronic 
disease management and specifically utilizing peers to help re-engage 
women of color back in HIV medical care.

See handouts, “Peer Staff Roles and Responsibilities” and “Four Categories 
of Peer Services.”

You are going to work in pairs and answer the three questions on the 
activity sheet titled “Peer Staff Roles and Responsibilities.”

Please write 5 responses to the questions below:
 § What is a peer?
 § What makes an effective peer staff person?
 § What is your role as a peer staff person?

Facilitator will elicit responses to question and engage discussion within 
the group.

Facilitator will distribute handout: Four Categories of Peer Services.

Have participants review the Four Categories of Peer Services handout.

SLIDE 6: 
We are going to do a brainstorm activity. A brainstorm allows for the group 
to generate ideas very quickly before considering them more carefully. 

 § Let us first define knowledge as: Formal learning or life experience.

 § Skills is defined as: Actions and abilities learned to do something well. 

 § Qualities are: Attributes or characteristics possessed by someone.
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When we think of a peer they are a person living with HIV who is in the 
capacity to help others living with HIV and for the purpose of this project, 
they are providing outreach to women who have not been in care and 
helping women return to HIV medical care. 

With that framework in mind, let us brainstorm on newsprint/large post-it 
paper or a sheet of paper and write down as many things that come to 
mind when you think of the possible knowledge that peer staff might have, 
the skills they will need to do fulfill their role, and the qualities that might 
best suit them in a peer capacity.

SLIDE 7: 
We are going to learn about the vital role each person on a multidisciplinary 
team plays in working collaboratively to meet the needs of clients over the 
next 30 minutes. We will review slides, ask relevant questions, and have 
a group activity to help us understand the pivotal role peers play on the 
team. 

SLIDE 8: 
Let’s start by first asking the question
What is a Multidisciplinary Team?

 § Multidisciplinary teams are groups of professionals from diverse 
disciplines who come together to provide comprehensive assessments 
and consultation for a common goal (client). 

 § Multidisciplinary team members do not have to be all located at the 
same agency/clinic but are connected in the provision of services to 
the same client. 

 § Multidisciplinary teams are more prominent in health care (e.g., 
hospitals, clinics) and at social service agencies (e.g., nonprofit 
community-based organizations, state-funded agencies). 

 § Multidisciplinary teams are present in the business field and at schools. 
The title of the team may be different, but it will be comprised of 
professionals from diverse disciplines coming together to provide 
assessments for a common purpose.

In construction, for example, diverse disciplines would include marketing 
department, sales, mechanical and electrical engineers, etc. In schools, a  
Resource Team assists students by collaborating with diverse disciplines, 
including the school counselor, nurse, home room teacher, etc.



PeersModule 1

8Return to Table of Contents

SLIDE 9: 
We know that Ryan White clinics are located in hospital systems or stand 
alone clinics and facilitate multidisciplinary team meetings to increase 
collaboration and communication with providers who are working with the 
same client. These multidisciplinary meetings: 

 § Ideally, occur weekly at a minimum. Some institutions have them 
monthly.  

 § Diverse disciplines comprise the multidisciplinary team and include-
social workers, case managers, physician, nurses, psychiatrist or mental 
health representative, peer or peer navigator, and others depending on 
the number of disciplines/services offered at the hospital or clinic. 

 § How the team decides which case to conference varies—some cases 
may be chosen because multiple agencies are involved in providing 
services to the client and this is an opportunity for everyone to be on the 
same page; a client maybe at risk of losing housing or insurance, a client 
has not been case conferenced in six months or the client is coming in 
for a medical appointment and there is concern about substance use 
that is affecting adherence to medications, etc.

 § Lastly and most importantly: communicating information about the 
client must be shared in a respectful manner. I always say, pretend the 
client is in the room to ensure that what is shared is professional and 
represents the client with dignity.

SLIDE 10: 
The value of the multidisciplinary team meeting occurring is to ensure that 
all providers working with the same client are communicating about client 
needs and developing goals collaboratively with the client. 

All providers from the myriad of disciplines are encouraged to share 
information they know about the client that will support a holistic 
assessment and explore resources for the client being case conferenced.

 

SLIDE 11: 
This graphic depicts the Traditional Approach to case conferencing. As 
you see it’s a top down approach with the team comprising of the doctor 
who gives direction to the nurse, social worker, and mental health clinician. 
Their decision is then filtered to the peer and as you can see there is no 
opportunity for the peer to provide insight that they may have gathered 
from their working relationship with the client that can benefit the direction 
of care planning to provide a holistic approach to service delivery. (From 
Building Blocks to Peer Success)
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SLIDE 12: 
So we saw in the Traditional Approach that the team is comprised of 
providers only, with the communication style being directive.

We want to demonstrate the approach we consider to be primary, which 
is the Multidisciplinary approach. This approach lends to the client 
being central to the team, with the other disciplines including the peer 
sharing information. There is no one person who has more power over 
the process and it allows for a coordinated team approach to assessing 
needs, developing care plans in conjunction with the client as services are 
delivered. 

Let us emphasize that the peer is vital to the connections between the 
client and the multiple service providers. This approach is a collaborative 
communication style and a holistic approach. 

So let’s answer the following questions:   
 § What are the major differences between the traditional approach 

versus the multidisciplinary approach of collaborating with clients? 

 § What are some of the benefits to the multidisciplinary approach? 

 § How do you ensure that each discipline’s role on the multidisciplinary 
team is valued? 

SLIDE 13: 
Activity
1. Instruct participants that they are going to do an exercise on defining 

the role of multidisciplinary team members. Explain to participants that 
understanding the role of co-workers is essential for a multidisciplinary 
team to work well together. 

2. Break into small groups. 

3. Give each table group an Identifying Roles of Multidisciplinary Members 
activity sheet.

4. Explain that each group should ask one person to be recorder and that 
each group should make a list of tasks for each multidisciplinary team 
member. Remind participants that some tasks will be shared and some 
will be unique to that team member. 

5.  Remind participants that we have already spent time on the peer’s role 
so they should do that quickly and then spend most of their time on the 
other team member’s roles. 

6. After 10 minutes ask the small groups to stop. 

7. Ask the groups to present their lists. Put a star next to common tasks. 

8. Discuss different assignment of tasks between the groups. 

9. Ask participants to comment on tasks that are shared by different team 
members (“listen to client concerns”) as well as tasks that are unique 
to peers or medical personnel. Mark shared tasks among all job titles 
with asterisks using colored markers. Then emphasize unique tasks for 
peers. 

10. Hand out answer key.
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SLIDE 14: 
Ask the group if they have any questions.

CLOSING
Next, we will review common myths and facts about HIV so that we are 
all on the same page before we proceed. 
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MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Stages of HIV Infection, Appendix 7
 – HIV 101: Understanding HIV and AIDS and Answer Sheet, 

Appendices 8 and 9
 – What Stage Am I? and Answer Sheet, Appendices 10 and 11
 – Modes of Transmission and Fluids and Answer Sheets, 

Appendices 12 and 13

FLIP CHART SHEETS 

ACTIVITY MATERIALS: 
 – HIV/AIDS poster

OBJECTIVES
By the end of this module, participants will be able to:
 § Define basic information about HIV/AIDS. 

 § Formulate misconceptions regarding how HIV is transmitted.

MODULE 2: 
HIV/AIDS Frame Basics
Topics Covered: HIV, AIDS, transmission, protection, stages of HIV/AIDS

Key Words and Phrases
 § HIV/AIDS

 § Acronyms 

 § Prevention Myths

The approximate 
length of time the 
session will take.
Total: 25 minutes

Peers
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Method(s) of 
Instruction
 § Large Group Discussion
 § Lecture

PROCESS
Lead group discussion by asking questions about HIV and AIDS (5 minutes)
Lecture group on HIV definitions (10 minutes) and behavioral choices people 
can select to reduce acquisition of HIV (10 minutes)

SUMMARY
This activity is designed to ensure that everyone in the group has a basic 
definition and understanding of HIV/AIDS before proceeding with the rest 
of the training.
Answer any further questions from participants

SLIDE 1: 
Introduce the topic of HIV/AIDS.

SLIDE 2: 
We all hear stories about HIV and AIDS that include incorrect information 
and personal opinions and this stirs up fear and stigma.

First, we want to give you basic information about HIV and AIDS. 

Second, we want to clear up any misconceptions regarding how HIV is 
transmitted.

Ask: What do the letters H-I-V stand for?
H—Human (one can only get HIV from humans, person-to-person, blood-
to-blood, sexual contact and/or fluids).

I—Immunodeficiency (affects immune system making it too weak to fight 
off disease and infection).

V—Virus whose survival depends on cells in the host.

What is HIV? The virus that causes AIDS.



PeersModule 2

13Return to Table of Contents

SLIDE 3: 
Ask: What do the letters AIDS stand for?
A—Acquired (must get it from someone)

I—Immune (collection of cells and substances that act like soldiers against 
germs)

D—Deficiency (weakens immune system causing opportunistic infections)

S—Syndrome (collection of symptoms or illnesses)

AIDS is the result of untreated HIV.

SLIDE 5: 
People don’t get HIV from casual contact such as:
 § Everyday social activity

 § Handshakes

 § Coughs or sneezes

 § Sweat or tears

 § Drinking fountains etc.

SLIDE 4: 
Ask: How do people contract HIV?
 § By having condom-less vaginal, anal, or oral sex with someone living 

with HIV

 § By sharing needles or syringes with someone living with HIV

 § During pregnancy, birth, or breast feeding from a mother living with 
HIV

 § What are the body fluids of a person living with HIV that can spread 
HIV?

 – Semen
 – Blood
 – Vaginal fluids
 – Breast milk
 – Any other body fluids containing blood

Additional notes:
 § Protected sex using a latex condom greatly lowers risk

 § Recent research indicates that people living with HIV that are 
Undetectable are unable to transmit HIV, or Untransmittable (otherwise 
known as U=U)

 § Injection drugs used either legally or illegally

 § Safety precautions should be used for tattoos and body piercings
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SLIDE 7: 
Activity: 
See handouts, “What Stage Am I?” “Modes of Transmission and Fluids.” 

CLOSING
This module was designed to ensure that everyone in the group has a 
basic understanding of HIV/AIDS before proceeding with the rest of the 
training. Next, we will learn about communication strategies to prepare 
us in introducing the program, educating our co-workers so that they 
understand the key role and responsibility that peers bring to the care 
teams and overall agency. 

SLIDE 6: 
Activity: 
See handouts, “Stages of HIV Infection” 

Refer to handout - Optional Notes: 
 § Acute—After a person contracts HIV the first stage is Acute; everyone 

does not experience the symptoms. Most do not recognize symptoms 
as a sign of HIV infection.

 § Asymptomatic—combination therapy (i.e., HIV medications) slow the 
development of infection in people with HIV by blocking the ability of 
HIV to multiply.

 § Symptomatic—T-cell count at 200 or less a physician may diagnose the 
person with AIDS.

 § AIDS—people with AIDS may have illnesses healthy people don’t get; 
and may have more severe versions of other illnesses. 

 § Once a person is diagnosed with AIDS it remains even if your T-cell 
increases to above 200 as it indicates that your immune system is 
improved.
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OBJECTIVES
By the end of this module, participants will be able to:
 § Define communication. 

 § Identify key concepts of communication. 

 § Discuss and practice the four elements of communication: open-ended 
questions, positive feedback, reflective listening, and summarizing.

 § Describe the difference between open-ended and closed-ended questions.

MODULE 3: 
Communication
Topics Covered: Basic concepts of communication

The approximate 
length of time the 
session will take.
Total: 90 minutes
6 units/9 slides

Peers
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Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Small Group Activity

MATERIALS NEEDED
POWERPOINT

FLIP CHART SHEETS 

 
HANDOUTS

 – Asking Open-Ended Questions and Answer Sheet, 
Appendices 14 and 15

REFERENCE MATERIALS 
Building Blocks for Peer Program Success:  
http://www.cahpp.org/project/peer-center/? 

 – Best Practices for Integrating Peer Navigators into HIV 
Models of Care: www.aidsunited.org/resources

 – Dutcher, Noely Phicil, Goldenkranz, Rajabiun, Franks, 
Loscher, Mabachi. Positive Examples’’: A Bottom-Up 
Approach to Identifying. Best Practices in HIV Care and 
Treatment Based on the Experiences of Peer Educators. 
AIDS PATIENT CARE and STDs V25, n7, 2011.

 – Peer Re-Engagement Project: 

 – Peer Program Resources and Training Curricula: www.hdwg.
org/prep/curricula

 – Yanick, Mark, Velez, Miguel. HIV/AIDS Stigma Initiative 
Program: “HIV/AIDS Stigma & Access to Care.” National 
Minority AIDS Council, May 2006

 – http://open.lib.umn.edu/communication/chapter/1-2-the-
communication-process/

 – https://www.skillsyouneed.com/ips/interpersonal-

Key Words and Phrases
 § Effective Communication 

Skills Communication 
Strategies

 § Communication Skills 
Communication Barriers

 § Asking Open-Ended 
Questions

 § Reflective Listening Skills

 § Giving Positive Feedback 
Summarizing Skills

 § Attentive Listening Skills

 § Active Listening Skills

 § Interpersonal 
Communication Skills

PROCESS
 § The training will begin with a discussion designed to define 

communication and explore the complex dynamic of communication.
 § The facilitator will introduce key concepts for effective communication 

and facilitate learning activities that provide participants with 
opportunities to practice.

 § The facilitator will encourage participants to identify barriers to effective 
communication and coach them in developing strategies to address the 
identified barriers. 

 § The facilitator will help participants synthesize each content session and 
explore the relevance of effective communication in their peer role.
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SLIDE 1: 
Introduce the topic of communication.

SLIDE 2: 
1. Ask the group to brainstorm “What is communication?” 

2. Document responses on newsprint.

3. Communication is defined as the imparting or exchanging of information 
or news. Communication involves a process where communicators 
convert their thoughts into messages that are conveyed through content 
and symbols (e.g., verbal messages, emails, emojis, sign language, 
etc.). Processing the sent messages includes decoding and interpreting 
them through the receiving communicator’s values, attitudes, beliefs 
and life’s experience. Let’s take a closer look at some key concepts 
that will provide further perspective on the communication process. 
Talk about the parts listed below and call attention to parallels with the 
group’s responses to the previous question: What is communication?

Some key concepts of communication are:
Communicators – The Transactional Model shown in the slide, says 
communication involves communicators who are engaged in a simultaneous 
exchange of messages (both verbal and Non-verbal) For example, 
Communicator 1 tells a story that is of little interest to Communicator 2. While 
Communicator 1 is speaking, Communicator 2 is simultaneously sending a 
non-verbal message of disinterest by avoiding eye contact and yawning.

Message – The message refers to the content that is sent. The message 
includes the following expressions, verbal, non-verbal, facial expressions 
and tone of voice.

Channels – The channel refers to the physical means by which the message 
is transferred from one person to another. In a face-to-face context the 
channels which are used are speech and vision; however, during a telephone 
conversation, the channel is limited to speech alone. This varies depending 
on ability as well (i.e., if someone is challenged with hearing?) sign language 
or written text is best for communication. 

Feedback – Feedback consists of messages the receiver returns, which allows 
the sender to know how accurately the message has been received, as well 
as the receiver’s reaction. The receiver may also respond to the unintentional 
message as well as the intentional message. Types of feedback range from 
direct verbal statements. For example “Say that again, I don’t understand,” 
to non-verbal facial expressions or changes in posture that might indicate 

UNIT 1
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that the receiver feels uncomfortable with the message. Feedback allows 
the sender to regulate, adapt, or repeat the message in order to improve 
communication.

Noise – Noise has a special meaning in communication theory. It refers 
to anything that distorts the message, so that what is received is different 
from what is intended by the speaker. While physical ‘noise’ (for example, 
background sounds) can interfere with communication, other factors are 
considered to be ‘noise’. The use of complicated jargon, inappropriate 
body language, inattention, disinterest, and cultural differences can be 
considered ‘noise’ in the context of interpersonal communication. In other 
words, any distortions that occur during an attempt to communicate can be 
seen as noise.

We can agree that communication involves simultaneous messages sent 
between and interpreted by the communicators, ideally with a goal of 
facilitating shared understanding.

SLIDE 3: 
Context – The transactional model views communication as inclusive of all 
of the previous elements and adds a layer of context. As we just stated, 
each communicator has their own sphere of context through which they 
interpret and evaluate exchanged messages. Unique to this model are 
communicators’ context. A person’s context is made up of several factors:

 § Physical context includes the environmental factors in a communication 
encounter. The size, layout, temperature, and lighting of a space 
influence our communication.

 § Psychological context includes the mental and emotional factors in a 
communication encounter. Stress, anxiety, and emotions are just some 
examples of psychological influences that can affect our communication.

 § Social context refers to the stated rules or unstated norms that guide 
communication. As we are socialized into our various communities, we 
learn rules and implicitly pick up on norms for communicating. 

 § Relational context includes the previous interpersonal history and type 
of relationship we have with a person. We communicate differently with 
someone we just met versus someone we’ve known for a long time.

 § Cultural context includes various aspects of identities such as race, 
gender, nationality, ethnicity, sexual orientation, class, and ability. 

This process of developing understanding between the communicators is 
influenced by the amount of commonalities and differences between their 
two spheres of context. For example, if communicators share similar cultural 
contexts (e.g., race, sexuality), the shared experiences can help facilitate 
more effective communication whereas fewer commonalities lead to more 
challenges in understanding. 

Summary 
 § The peer worker should be aware of the many facets of effective 

communication and that challenges can occur when communicators’ 
personal contexts are less alike; however, this provides an opportunity 
for openness to learn about each other. 
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UNIT 2

UNIT 3

SLIDE 4: 
As peers you will be spending a lot of time communicating with clients 
and what you communicate is sometimes as important as how you 
communicate. Peers need to make sure they understand the information 
they share with clients and ensure clients understand the message.

There are four methods that are useful when engaging clients in 
conversation (review slide 4) and practice allows for full command of the 
material. 

The four elements of communication that are key for peers to learn 
are: open-ended questions, positive feedback, reflective listening, and 
summarizing. By utilizing each element, peers can develop better rapport 
and trusting relationships with clients. 

SLIDE 5: 
See the handout, “Asking Open-Ended Questions” 

 § The first element of communication is mastering open-ended 
questions. 

 § Peers are most successful with client engagement when they ask open-
ended questions as this allows for clients to share more of themselves. 
We frequently ask closed questions which have one word responses, 
and require follow-up questions to gain understanding.

 § As peers you will be spending a significant amount of time asking 
questions to gain an understanding about clients so how you ask is 
extremely important.

 § Let’s review the difference between open-ended and closed questions. 
Review examples on the slide. 

Activity:
 § Ask participants to find the Asking Open-Ended Questions worksheet.

 § Tell them that we are going to do a quick exercise, this time individually. 
You will have 7 minutes to convert the closed questions on the 
worksheet to open-ended questions.

 § Tip: open-ended questions usually start with How, What, When, Where 
and Why. Be careful when using “Why” questions as it may make 
people defensive (Write these on newsprint for quick reference.)

 § Ask for volunteers to share how they changed the questions from 
closed to open. Allow some report back and move on—there may not 
be enough time for everyone to debrief. Closed questions have their 
place in conversation, but if your goal is to gather information, open-
ended questions are more effective.

Asking open-ended questions can help a peer support their client in more 
meaningful ways because you can better assess their needs.
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UNIT 4

SLIDE 6: 
Review slide with participants and elaborate:
Attentive listening is the second element of communication.

Almost anyone can listen, but how often have you had a conversation with 
someone only to feel that you were not really heard? What made you feel 
that way? Allow responses and facilitate discussion. 

Brainstorm. Lead a brainstorm using the following question: How do you 
know when someone is listening to you? Document responses on newsprint 
and demonstrate the non-verbal skills as they are being discussed.

Make the following points:
Attentive listening is paramount to effective communication.
 § We remember that communication happens simultaneously between 

communicators.

 § We are ALWAYS communicating even when we are silent; thus, active 
listening includes hearing, interpreting, and evaluating received 
messages AS WELL AS being mindful of our verbal and non-verbal 
feedback. 

Verbal forms of listening.
 § Use questions such as “Really?” “What happened?”
 § Comment directly on what is being said by the client.
 § Restate the client’s statements in your own words to check for 

understanding: “Do you mean….?”
 § Encourage the client to express feelings: “How did that make you 

feel?” “You must have felt…”
 § Elicit more information: “Say more about that.”
 § Don’t interrupt too frequently.

Non-verbal form of listening.
 § Mindfulness—being fully present and focused in the interaction.

 § Non-verbal listening skills show the client that you are interested 
without speaking.

 § Make eye contact.

 § Nod your head.

 § Lean forward. 

 § Use positive facial gestures (e.g., smiling vs. rolling your eyes).

Eliminate “noise” distractions.
 § These are the external barriers and internal barriers to effective 

communication and attentive listening.

 § Address cultural and social barriers. 

 – This may require prior preparation to schedule an interpreter, 
creating a safe environment, making agreements about the use of 
technology like cell phones or computers. 

 – Ask participants, “What other considerations can you think of?” 
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Summarize: 
 § Attentive listening helps us better understand what clients are trying to 

tell us and communicates to them that we are interested in what they 
are saying.

 § Listening is one of the best ways to support clients emotionally. 
 § Your listening gives the client an opportunity to talk things through 

and, in talking, develop their own awareness of what’s going on with 
them and how they feel about it.

 § Being mindful that we are ALWAYS communicating whether we are 
speaking or not. Being self-aware and self-reflective can help peers 
recognize any habits that might positively or negatively impact their 
effectiveness in active listening.

SLIDE 7: 
The third element is reflection. Solicit definition of reflection and allow 
responses. When the definition emerges, write it on newsprint. 
 § Reflection has different connotations – the definition we’re looking for 

is careful or long consideration or thought.
 § Reflective listening means giving careful thought to what clients are 

saying. This kind of listening is the deepest form of engagement in 
conversation and build relationships. 

 § As a peer, you want to build trusting client relationships so that they 
open up to you. 

 § When you listen reflectively you can help the client say what they really 
mean, help clarify their thoughts and feelings, and bring out things 
that are just below the level of awareness. This can lead to further 
exploration of issues. 

 § Review slide 7. Tell participants that some people find it helpful to use 
some standard phrases like the ones in the slide.

Demonstration: 
The following is a dialogue between a client and their provider. It will be 
quite obvious by the responses and body language of the client that they 
are really unaware of what the provider is talking about; yet, the client 
will not admit this to the provider. The topic is that the client’s viral load 
has increased despite the client’s indication that they have been 100% 
adherent to their medications. Trainers will use props to distinguish the 
client from the provider. Trainers will demonstrate throughout the role play 
what reflective listening looks like in a conversation. Ask participants to 
make note of the reflective listening skills being used in the role play. 

Summarize: 
How did the listener display reflective listening, what did they say or do? 
Briefly facilitate further discussion.
 § Reflective listening can help peers increase their understanding of the 

client and their circumstances.
 § Reflective listening can help both communicators clarify their thoughts 

and provide assurance that they have been heard and understood.
 § Reflective listening can help communicators avoid the illusion of 

understanding.

UNIT 5
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UNIT 6

SLIDE 8: 
The fourth element is summarizing, which is particularly helpful at transition 
points in the conversation. For example, summaries are often helpful after 
someone has finished speaking or when an appointment is coming to 
an end. Summarizing helps to ensure that there is clear communication 
between speaker and listener. 

 § When you summarize, be brief!

 § End summary statements with an invitation. For example: “Did I miss 
anything?” “If that’s accurate, what other points are there to consider?” 
“Is there anything you want to add or correct?”

Practice Scenario:
Have participants identify a partner for practice. One person is the peer 
and the other is the client. Act out the following scenarios: 

Develop a plan with your client for scheduling times to take their daily 
medication. After the terms are discussed, use your summarizing skills to 
end the interaction. 

Your client feels overwhelmed with information regarding their new HIV 
diagnosis. The client has decided to commit to your offer for a mental 
health referral. You two discuss the steps for referral. Summarize your 
discussion and end the session.

Summary:
 § Summarizing is a communication skill that provides a concise overview 

of the main points of the discussion.

 § It is a helpful tool for confirming mutual understanding when working 
with clients.

 § Summaries provide an opportunity to consider and address any 
outstanding questions or concerns regarding the topic.

SLIDE 9: 
Review references with participants. 

CLOSING
Next, we will review how to roleplay how to introduce the program services 
with clients.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Practice explaining the program to elicit client engagement.

 § Assess strengths and opportunities to gain confidence in establishing 
rapport with clients through role play. 

MODULE 4: 
Intervention Introduction
Topics Covered: Roleplay

The approximate 
length of time the 
session will take.
Total: 30 minutes
15 minutes lecture

15 minutes roleplaying

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Role Play Scenarios for Introduction of the Program Service, 

Appendix 16

Peers
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Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Roleplay

Key Words and Phrases
 § Roleplay 

 § Introduction of Program

 § Rapport Building

PROCESS
The training will begin with a review of objectives and goals of the program. 

The facilitator will demonstrate via roleplay how a peer will introduce 
themselves and describe the program to clients who can benefit from the 
service. 

The group will divide into smaller groups of three, with one person being 
the peer, the client, and an observer. 

Each person will rotate roles and practice engaging clients, giving feedback 
on roleplay, and gaining confidence in establishing rapport. 

The facilitator will elicit feedback from groups of what went well and what 
they wish could have been demonstrated to strengthen the roleplay. Allow 
for time to complete and manage group discussion. 

FACILITATED DISCUSSION 
As part of slide 3, the facilitator will engage participants in a guided 
discussion.
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SLIDE 1: 
We will now have the opportunity to practice how we would introduce the 
intervention to prospective clients.

SLIDE 2: 
When participants hear “roleplay” opportunities we tend to shy away from 
engagement. I encourage you to think of it as practice in preparation for 
introducing yourself and the service you provide to clients.

Facilitator reads the script on slide 2. Acknowledge that while this roleplay 
is scripted, participants can extract key points and make them their own, in 
their own voice. So let’s practice. 

SLIDE 3: 
See the handout, “Roleplay Scenarios for Introduction of Program Service.”

Break off in groups of three: peer, client, and observer.

 § Use the activity sheet - Roleplay Scenarios for Introduction of Program 
Service.

 § Choose a scenario and practice introducing yourself and the service to 
clients.

 § Each person in the group should have an opportunity to practice each 
of the three roles.

Debrief:
The facilitator will process outcomes from the roleplay practice by asking the 
following questions of each person in the group:

 § What went well in the roleplay as the peer?

 § What could you have done to strengthen the role of the peer?

 § Clients and observers in the roleplay can provide feedback.

CLOSING
Next, we will review how to facilitate your first client visit.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Review strategies to assist in building trust and rapport with the client.

 § Identify client Do’s and Don’ts peers should follow at a client first meeting. 

 § Review program and administration needs that clients may be required to 
complete at a client first meeting.

 § Assess questions peers can follow at a client first meeting.

MODULE 5: 
Setting Up Your First Client Visit
Topics Covered: Roleplay

The approximate 
length of time the 
session will take.
Total: 30 minutes
Lecture- 20 minutes

Review of questions- 10 

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Sample of Questions to Use for Initial Meeting, Appendix 17

Peers
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Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion

Key Words and Phrases
 § First Visit

 § Introduction of Program

 § Rapport Building

PROCESS
 § Review purpose and objectives of a client first meeting.

 § Discuss strategies peers can use to engage or re-engage clients back 
into healthcare.

 § Discuss some do’s and don’ts peers should be aware of at a client first 
meeting.

 § Talk about program and/or administrative paperwork needed to enroll 
clients.

 § Review handout with sample questions peers can ask to engage clients 
at the client’s first meeting.

SLIDE 1: 
Introduce the topic of setting up your first client visit.

SLIDE 2: 
The first meeting is the peer’s opportunity to get to know the client and 
begin to develop trust. Developing trust with the client is one of the main 
objectives the peer tries to establish with the client. Establishing that 
relationship of trust goes a long way when trying to assess barriers that may 
have kept the client out of care. During the client visit, peers provide a sense 
of hope that living well with HIV is possible, provide emotional support to 
reduce fears about HIV disease, and seek to reduce isolation and stigma.
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SLIDE 3: 
Several things to consider at a client’s first meeting: 
 § The client’s emotional state of mind at the time of the meeting. For 

example, is the client struggling with an untreated mental health 
diagnosis? Has the client been exposed to trauma or homelessness 
along with other psychosocial factors? 

 § What is the client’s comfort level with their diagnosis? Are they in 
denial, do they have a support system, or were they traumatized to the 
extent that they never engaged in healthcare?

SLIDE 4: 
In getting to know the client, it’s important to start a dialogue by:
 § Being open to listening to the client’s story/experiences while providing 

emotional support if needed during the visit.

 § Asking open-ended questions.

 § Dispelling myths about HIV/AIDS .

 § Sharing your own story – be brief, transparent, and relatable. 

SLIDE 5: 
Client first meeting Do’s and Don’ts
Do:
 § Use Active Listening skills.

 § Realize that the meeting and time of sharing is about the client.

 § Know your boundaries as a peer (e.g., know when to refer a client to 
behavioral health or substance use services). 

Don’t:
 § Dominate the conversation.

 § Try and get your emotional needs met. 

 § Over share information about your personal life or experience that the 
client does not need to know. It’s often helpful to have a consistent script 
or way of providing details about your story.

 § Work harder for the client than they are willing to work for themselves.
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SLIDE 6: 
Program and administrative paperwork is required to ensure the client has 
given permission to participate in the program and ensure the peer has 
the correct contact information to follow up with the client. 

The peer will need to:
 § Review the consent form with the client. 

 § Explain the peer role to the client and answer questions about peer 
services and how peers are different from other disciplines.

 § Explain HIPPA and your organization’s policies regarding the 
importance of confidentiality.

 § Assist or encourage client to schedule labs, primary care, and case 
manager visit.

Tell the client about other resources/services available at your organization 
(i.e., including support groups, behavioral health, and other interventions); 
in addition, community resources.

SLIDE 7: 
See the handout, “Sample of Questions to Use for Initial Meeting.”

CLOSING
The client first visit is the most important “first impression” meeting for 
peers to: 

 § Get to know the client.

 § Develop trust.

 § Establish a working relationship.

 § Provide education and engage or re-engage the  client back into 
healthcare.

Clients engaging in health care allows the peer to provide emotional 
support and reduces fear and isolation that some people living with HIV 
still feel. Building the peer-client relationship is empowering and provides 
a sense of hope that living well with HIV (a chronic disease) is possible.



PeersModule 6

30Return to Table of Contents

OBJECTIVES
By the end of this unit, participants will be able to:
 § Understand the importance of documenting services provided to clients.

 § Practice Documentation Skill for care plans and case notes.

MODULE 6: 
Documentation Skills
Topics Covered: Documentation, reporting, care plans 

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Intervention Encounter Form Appendix 18
 – Client Care Plan Appendix 19
 – Documentation Scenario Scripts Appendix 20

Key Words and Phrases
 § Documentation

 § Reporting

 § Care Plan

 § Client Notes

Peers
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Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Small Group Activity

PROCESS
Facilitator leads session with question, “What is documentation?” Then, 
after eliciting responses from the group, will share the definition and types 
of documentation suggested for the project.

Facilitator lectures on components and how to complete the Encounter 
Form and the Care Plan.

Instruction is provided to participants about the next activity:

 § Each of you will receive a scenario about a peer interaction with a client. 

 § Read your scenario and then document the interaction using the 
“Encounter Documentation Form.” You will have 10 minutes to complete 
your form. Also use the scenario to complete the Care Plan. 

The facilitator will engage the group to share scenarios and documentation 
responses and will ask: What was easy and what was difficult?

The approximate 
length of time the 
session will take.
Total: 40 minutes
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SLIDE 1: 
Introduce the topic of documentation.

SLIDE 2: 
Let’s first begin by defining, “What is documentation?” 

Documentation is writing and recording the provision of client services 
that is part of a client’s permanent record. Documentation is completed in 
Electronic Medical Records or Electronic Health Records, which can be used 
synonymously. 

Elaborate and facilitate discussion: Documentation is describing the 
interaction between you and clients. We do this because there must be a 
record of your work with clients; otherwise, it’s like your work never happened.

For the purpose of this project there are two types of documentation 
records you will use: first, Intervention Encounter Forms, which are the form 
you use to record the services rendered to a client; second, a Client Care 
Plan is used to record the goals that the client is working towards achieving, 
with clear steps to complete, staff who may support achievement, and a 
date by which the goal will be achieved. Client Care Plans can also indicate 
successes towards achieving goals and new goals to work towards. We will 
share examples of these forms shortly. 

Let us look at both types of documentation:
Intervention Encounter Forms. As you can see, there is specific information 
required—the client’s name; type of contact (whether it is by phone, email, 
text, face to face); location of encounter, which could be in the client’s home, 
your office, medical provider’s clinic office; encounter activity is what you 
and the client did and of course the duration of the encounter in minutes. 

Client Care Plan. Similarly, the client’s name; the identified goal they want to 
work on, such as “Keeping their scheduled appointment;” action steps such 
as, “Staff will call to remind client of medical appointment the day before the 
scheduled time,” or “Client will use the train or bus card received by the clinic 
to travel to their medical appointment;” responsible person/party would be 
the client and staff person dependent on the action step; the target date 
for achievement is the date the goals is to be achieved; outcome is that the 
client kept the medical appointment; and outcome/follow up due date can 
be if the client has another scheduled medical appointment or they missed 
the appointment and now there is a new date.
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SLIDE 3: 
 § Review slide with participants and facilitate a discussion.

 § Documentation represents yet another potential boundary area 
because if progress notes are not objective the peer may be crossing 
the line in terms of how the client is being characterized.

 § Supervisors play a role in teaching peers how to write appropriate 
progress notes; this can be achieved by reviewing all progress notes 
during supervision or randomly.

 § Review peer documentation too.

Next, we are going to do a role play on documentation in which explicit 
personal information is revealed by the client.

SLIDE 5: 
See the handout, “Scripts for Documentation Exercise.”

Scenarios 
You were provided the list of clients who have not had a medical visit in 
the past 90 days. You left two messages for Ava Smith and she returned 
your call last week. You were lucky to get a medical appointment for her 
today. You meet her in the waiting room and attend her first medical 
visit. Your appointment was a success with Ava and after explaining case 
management services she has agreed to meet the case manager. You 
connect Ava to a case manager at your agency. You and Ava decide to 
meet weekly to help her learn about HIV, how to prepare for her doctor 
visits, and the importance about adherence to medications. After multiple 
visits, Ava is at her second medical appt. Use the worksheet to complete 
your documentation. 

Action step: Met client at clinic appt.
Responsible Party: peer
Target Date: August 31 2016
Outcome: Completed Notes-Patient kept medical appt
Outcome Date: August 17, 2016 

SLIDE 4: 
See the handout, “Intervention Encounter Form and Patient Care Plans”

Instruct participants that they are going to do an exercise on documentation:

Ask Participants to find the Encounter Documentation Form. 
Each of you will receive a scenario about a peer interaction with a client. 
Read your scenario and then document the interaction using the “Encounter 
Documentation Form.” You will have 10 minutes to complete your form. Also 
use the scenario to complete the Care Plan. 

Ask for volunteers to share their scenarios and what they checked on the 
form and notes they added. Allow several responses, and then ask: What 
was easy and what was difficult?
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SLIDE 6: 
Let’s review some basic goals that we are restating in the SMART goal 
format. Examples:

 § Keeping medical appointment. 

 § Smart Goal: I will commit to my health by showing up for my medical 
appointment every 3 months. 

 § Work with my case manager.

 § Smart Goal: I will meet with my case manager monthly to get assistance 
with my housing, insurance payment, and mental health services by 12-
15-18.

Now that you have some practice let’s also use the scenario to complete 
the Client Care Plan. 

Ask for volunteers to share their scenarios and what they checked on the 
form and notes they added. Allow several responses, and then ask: What 
was easy and what was difficult?

CLOSING
Completing intervention encounter forms or case notes and client care 
plans is a skill that gets better with practice. If you do not document your 
interaction with your client, then it did not happen. Always ask members 
of your team for feedback and request support from your supervisor if 
additional training is needed.

Next, we will review how to facilitate client education on the viral life cycle.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Define immune system and components essential for HIV replication.

 § Demonstrate understanding of stages of the HIV viral life cycle and the 
medication classes in suppressing viral replication.

MODULE 7: 
Viral Life Cycle
Topics Covered: Viral life cycle, HIV medications, RNA, and DNA

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Assessing Adherence: 10 Questions to Ask Yourself Before 

You Begin HIV Treatment, Appendix 21
 – HIV Lifecycle References and Resources, Appendix 22

Key Words and Phrases
 § History Of HIV 

Medications

 § Viral Life Cycle

 § Attachment

 § Fusion

 § Reverse Transcription

 § Integration

 § Transcription

 § Assembly

 § Budding

FLIP CHART SHEETS 

Peers
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Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Small Group Discussion

PROCESS
The training will begin with definitions of key terms that are instrumental in 
the process of viral replication.

The facilitator will lecture on pneumonic AFRITAB, which will help with 
familiarity and recollection of the stages of HIV viral life cycle. The facilitator 
will write AFRITAB vertically down the left side of a sheet of newsprint.

The facilitator will lecture on each stage of viral replication in the life cycle. 
As facilitators introduce each step of viral replication, write the name of the 
stage horizontally next to the letter of its correlating stage on the newsprint.

The approximate 
length of time the 
session will take.
Total: 45 minutes
30 minutes lecture

15 minutes activity
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SLIDE 1: 
Introduce the topic of viral life cycle.

SLIDE 3: 
Before we move forward, we should define some key terms that will be 
instrumental to describing the process of viral replication. The first term is 
host cell. A host is an animal or plant (or specific part of an animal or plant) 
in which another organism or microorganism lives. HIV targets the CD4/T-
cell as its host cell.

The CD4 cell is one member of a collection of cells and substances 
that make up our immune system. It is responsible for stimulating other 
immune cells to respond to infection. In this way, it is often thought of as 
the General of the immune system’s army. 

Now, let’s get to this fried egg. The fried egg is made up of two distinct 
parts, the egg white and the egg yolk. This image beautifully illustrates 
two parts of human cells, the nucleus (egg yolk) and cytoplasm (egg white). 
Without getting too technical, let’s think of the CD4 cell as a fried egg. 

The center of the CD4 cell is called the nucleus. Imagine that the egg yolk 
is the nucleus of a CD4 cell. The nucleus is important because it contains 
human DNA that will be used in the process of making more HIV. 

To summarize, HIV uses the CD4 cell as a host. Inside of the CD4 cell 
there is a core called the nucleus. The nucleus holds human DNA that will 
be used in the process of HIV replication.

SLIDE 2: 
Since the emergence of the HIV epidemic, many people have been shrouded 
by the myths, misconceptions, and fears about HIV’s effect on our bodies. 
Disturbing images of people clinging to life at the onset of the HIV/AIDS 
crisis have remained the prominent perspective for many even though 
medical breakthroughs in treatment have made living with HIV manageable. 
In this next section we will learn how HIV uses our immune cells to make 
more of itself and how antiretroviral medications interrupt HIV replication. 
We will describe each stage of HIV replication using an easy format to aid 
memorization. Understanding HIV replication has the potential to radically 
shift the perception of HIV/AIDS as a “Boogeyman” to recognizing the virus 
as a chronic, treatable medical condition. 

Let’s begin by considering what you know about how HIV replicates inside 
the body. What did you learn about how the virus impacts a person’s health? 
As we move forward, keep these messages in mind to determine if they are 
confirmed or disproved.
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SLIDE 4: 
There are two types of genetic material found in all living things, DNA 
(Deoxyribonucleic Acid) and RNA (Ribonucleic Acid). The main distinction 
that is important to how HIV replicates is knowing that HIV contains RNA, 
which is a single strand of genetic material. DNA is the genetic material 
stored in the nucleus of the CD4 cell and it contains 2 strands of genetic 
material.

Definitions
DNA (Deoxyribonucleic Acid)—One of two types of genetic material found 
in all living cells and many viruses. (The other type of genetic material is 
RNA.) Deoxyribonucleic acid (DNA) carries the genetic instructions for the 
development and function of an organism. DNA allows for the transmission 
of genetic information from one generation to the next. 

RNA (Ribonucleic Acid)—One of two types of genetic material found in all 
living cells and many viruses. (The other type of genetic material is DNA.) 
There are several types of (RNA). RNA plays important roles in protein 
synthesis and other cell activities.

SLIDE 5: 
Let’s take a look at the big picture. The image above depicts the steps of 
HIV replication. HIV must follow several steps in order to make more HIV. 
You will notice that the green images represent the journey of one HIV 
virion* using a CD4 cell (the purple image) to replicate. In the next few 
slides we will describe what occurs at each one of the 7 steps.

Step 1: A = Attachment. 

Step 2: F = Fusion. 

Step 3: R = Reverse Transcription.

Step 4: I = Integration.

Step 5: T = Transcription.

Step 6: A = Assembly. 

Step 7: B = Budding. 

Definition: A virion is the complete, infective form of a virus outside a host 
cell, with a core of RNA or DNA and a capsid. 
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SLIDE 6: 
We will use the mnemonic AFRITAB to make it easier to remember each 
step of HIV replication. Each letter of AFRITAB represents a different step 
in the process of HIV making more of itself. Let’s review the names for each 
step before we describe what happens during the individual phases. 

Step 1
The letter A represents the first step of viral replication which is Attachment. 

Step 2
The letter F stands for Fusion. 

Step 3
The letter R represents the process known as Reverse Transcription.

Step 4
The letter I stands for Integration.

Step 5
The letter T refers to the fifth stage called Transcription.

Step 6 
The letter A stands for the process known as Assembly. 

Step 7
The letter B represents the final step of viral replication known as Budding. 

Take a minute to review the chart above so that you’ll become more 
familiar with the names of each stage. Be sure to use AFRITAB to support 
memorization. You might find it helpful to write AFRITAB vertically on a 
piece of paper and write the name of each corresponding step, essentially 
duplicating the chart above. This will help you to commit the information 
to memory.

SLIDE 7: 
Step 1: AFRITAB

A = Attachment. 

The first step in the HIV life cycle is Attachment.
Look at the image above and you’ll see on the left an HIV virion (green and 
red image). The tan image on the right shows a portion of the CD4 cell. The 
image illustrates how HIV has located a CD4 (host cell) cell and has attached 
itself to the CD4 cell. Notice the “Y” like structures on the outside of the 
CD4 cell. These structures are called CD4 receptors. HIV attaches (binds) 
to the receptors on the CD4 cell and sends a message to the CD4 to let the 
virus enter. 

HIV must connect to the CD4 cell receptors in a specific way in order for the 
message to the CD4 cell for entry to occur. If HIV does not attach correctly 
to the CD4 cell, the message for entry is not sent and that HIV virion will not 
be allowed entry into the cell. 

In summary, the first step of HIV replication is Attachment. HIV attaches to 
the CD4 cell and sends a message to the CD4 cell to gain entry.
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SLIDE 8: 
Step 2: AFRITAB

F = Fusion 

Step 2 of viral replication is Fusion. 
After HIV successfully attaches to the CD4 cell, it is ready to move to the 
second step called Fusion. Once bound, HIV enters and dumps its contents 
into the CD4 cell. The image illustrates the RNA and enzymes* carried inside 
of HIV. 

Remember, the second step of viral replication is Fusion, when HIV enters 
the CD4 cell and dumps its contents. The contents include HIV RNA and 
reverse transcriptase (an HIV enzyme) along with other enzymes that will be 
described later. 

Definition: Enzyme—A molecule, usually a protein, that catalyzes (increases 
the rate of) chemical reactions in the body. Enzymes are essential to all body 
functions. HIV requires specific enzymes, such as reverse transcriptase or 
integrase, to replicate.

SLIDE 9: 
Step 3: AFRITAB

R = Reverse Transcription 

The third step of HIV replication is Reverse Transcription. 
We learned at the last stage that HIV dumps HIV RNA and reverse 
transcriptase* into the CD4 cell. During the third step of viral replication the 
HIV RNA makes a copy of itself to become double-stranded HIV DNA within 
the CD4 cell. The enzyme reverse transcriptase (pictured as the little ball next 
to the RNA in the image above) aids in the process of HIV RNA becoming 
HIV DNA. HIV RNA must become HIV DNA in order to accomplish the next 
step in viral replication

The process of reverse transcription can be summarized as 1 strand of 
genetic material (RNA) becoming 2 strands of genetic material (DNA) using 
the enzyme reverse transcriptase.

Definitions: Reverse Transcriptase—An enzyme found in HIV (and other 
retroviruses). HIV uses reverse transcriptase to convert its RNA into viral 
DNA, a process called reverse transcription.
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SLIDE 10: 
Step 4: AFRITAB

I = Integration 

The fourth stage of replication is Integration.
Once the HIV DNA has been formed it moves into the nucleus of the CD4 to 
combine with the human DNA. The integrase* enzyme is used to integrate 
the HIV DNA into the human DNA. Again, Integration occurs when HIV DNA 
inserts itself or “integrates” into the host CD4 cell’s DNA. 

So far we have covered the first four steps of viral replication. It is a good 
time to review what we have learned so far. 

1. A = Attachment. In step one, Attachment occurs when HIV attaches to 
the CD4 cell. 

2. F = Fusion. In step two, Fusion happens when HIV enters the CD4 cell 
and dumps its contents. 

3. R = Reverse Transcription. During step three, HIV RNA becomes HIV 
DNA (1 strand of genetic material to 2 strands of genetic material).

4. I = Integration. In step four, Integration happens when HIV DNA 
combines with the human DNA in the nucleus of the CD4 cell. 

Let’s move on to the 5th stage of replication called transcription. 

Definitions: Integrase—An enzyme found in HIV (and other retroviruses). HIV 
uses integrase to insert (integrate) its viral DNA into the DNA of the host 
CD4 cell.

SLIDE 11: 
Step 5: AFRITAB

T = Transcription

Step 5 in the HIV replication cycle is Transcription.
After integration, HIV uses the CD4 like a manufacturing factory to create 
“packages” for making new HIV. The nucleus releases long chains of HIV 
RNA and proteins that contain information to make new HIV. 

The key idea to remember about transcription is information for making new 
HIV is released from the nucleus in long chains of proteins.
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SLIDE 12: 
Step 6: AFRITAB

A = Assembly 

Step 6 of viral replication is Assembly.
Once the long chains are released from the nucleus, an enzyme called 
protease* is used to break down the long chains into smaller “packages” 
that line up along the edge of the CD4 cell in preparation for the final stage 
of viral replication. Everything needed to make new HIV is present at this 
point; however, it is not infectious. 

In short, remember this is the stage where the “packages” of information for 
making new HIV line up along the edge of the CD4 cell. 

Definitions: Protease—A type of enzyme that breaks down proteins into 
smaller proteins or smaller protein units, such as peptides or amino acids. 
HIV protease cuts up large precursor proteins into smaller proteins. These 
smaller proteins combine with HIV’s genetic material to form a new HIV virus.

SLIDE 13: 
Step 7: AFRITAB

B = Budding

The seventh and final step of viral replication is Budding. 
Once the newly formed HIV has assembled along the cell wall, it pushes 
itself out of the CD4 cell stealing part of the cell’s protective coating. The 
new virus matures and becomes infectious and seeks to attach to another 
host to begin the process again. 

We’ve outlined the process of one HIV virion’s journey of replication; however, 
this process happens repetitively by multiple HIV virions which can produce 
billions of copies daily.
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SLIDE 14: 
We have covered the seven steps of the HIV Life Cycle and used the 
mnemonic AFRITAB as a learning and memory aide. Let’s review the steps 
one more time as repetition helps to anchor information into memory. 

1. A = Attachment In step one, Attachment occurs when HIV attaches to 
the CD4 cell. 

2. F = Fusion In step two, Fusion happens when HIV enters the CD4 cell 
and dumps its contents. 

3. R = Reverse Transcription During step three, HIV RNA becomes HIV 
DNA (1 strand of genetic material to 2 strands of genetic material).

4. I = Integration In step four, Integration happens when HIV DNA combines 
with the human DNA in the nucleus of the CD4 cell. 

5. T = Transcription At step five, information for making new HIV is released 
from the nucleus in long chains of proteins.

6. A = Assembly Step six is where information for making new HIV line up 
along the edge of the CD4 cell. 

7. B = Budding During the final step of replication, newly formed HIV 
pushes itself out of the CD4 cell stealing part of the cell’s protective 
coating.

Knowing how HIV replicates is important because it provides an explanation 
of what happens after someone contracts HIV. It is clear that HIV isn’t some 
mystical “Boogeyman”; rather it is a virus that uses the CD4 cell as a host 
to make more HIV. The process eventually destroys the CD4 host cell, 
which leads to poor immune function and makes it harder for the body to 
fight infection. Scientists use knowledge about the HIV life cycle to build 
an arsenal of HIV medications that are able to block replication at multiple 
stages of the process. When HIV medications are skillfully used, the amount 
of HIV in the body is drastically reduced, immune function is preserved, and 
people live healthier lives.

CLOSING
Next, we will review the classes of medications and how they interrupt HIV 
replication thus leading to viral replication.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Review the advancements of HIV medications over the span of the HIV 

epidemic. 

 § Demonstrate understanding of HIV medication classes in suppressing 
viral replication.

MODULE 8: 
Viral Life Cycle: HIV Medications
Topics Covered: HIV medications

Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Small Group Activity

Peers
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MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – HIV Medications at Work -Activity, Appendix 23
 – HIV Medication Drug Chart found at www.poz.com/drug_

charts/hiv-drug-chart

FLIP CHART SHEETS 

REFERENCE MATERIALS 
2017 HIV Drug Chart – Positively Aware https://www.
positivelyaware.com/sites/positivelyaware.com/files/
POSITIVELY%20AWARE%202017%20HIV%20Drug%20Chart.pdf

PROCESS
The training will begin with an overview of the advancement of HIV 
medications and its impact of extending the lives of people living with HIV.

The facilitator will review primary HIV medications within the six classes of 
HIV medications and link where each medication reduces replication in the 
viral life cycle.

The facilitator will incorporate review of classes of medications on the 
handouts, and emphasize once-daily medications that have positively 
impacted client adherence. 

The facilitator will instruct participants on the activity, allow for time for 
completion, and manage the group discussion.

The approximate 
length of time the 
session will take.
Total: 45 minutes
30 minutes lecture

15 minutes activity

Key Words and Phrases
 § History of HIV 

Medications

 § Viral Life Cycle

 § Classes of HIV 
Medications 

 § Pharmacokinetic 

 § Enhancers 

 § NNRTI

 § NRTI 

 § PI Integrase Inhibitors

 § Entry Inhibitors

 § Boosters
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SLIDE 1: 
Introduce the topic of viral life cycle HIV medications.

SLIDE 2: 
Advancements in HIV medications have been a hallmark achievement 
for extending the lives of people living with HIV/AIDS. When HIV was first 
identified in the early 1980’s there was little that could be done to help those 
who were diagnosed with HIV/AIDS. It wasn’t until 1987, that the first drug, 
AZT, was approved by the FDA. AZT was useful in blocking replication until 
viral mutations caused resistance, decreasing AZT’s efficacy as a single 
agent treatment. 

Monotherapy (use of one drug) was the standard of care until 1995 when 
the FDA approved combination therapy (use of two or more drugs) with 
AZT and 3TC (Epivir©). Both AZT and Epivir worked to block HIV replication 
during the process of Reverse Transcription, when HIV RNA converts to HIV 
DNA. It wasn’t until the following year, in 1996 that the first Protease Inhibitor 
was approved for use in combination therapy which allowed for interruption 
of viral replication at two different steps of the HIV life cycle.

Since HIV can easily develop resistance to single drug treatments, 
combination treatment was a game changer for many living with HIV/AIDS. 
Life expectancy increased, but it was at the expense of treatment regimens 
containing numerous pills and multiple doses per day. The progress was slow 
during the onset of the epidemic; however, the new millennium brought a 
surge in newer, more tolerable therapies that have significantly lowered pill 
burdens. In fact, today there are multiple single dose, once a day regimens 
that contain at least three different medications to fight HIV. Further, there 
are 6 different classes of medications, many with several medication options 
all designed to block HIV replication. Several more medications are in 
development or in clinical trials to verify their effectiveness and gain FDA 
approval for use. 

Finally, antiretroviral medications are not a cure for HIV; however, their 
benefits are significant to public health, life expectancy, and quality of life. 
HIV treatment medications help lower the amount of HIV in the blood, slows 
disease progression, reduces HIV transmission when undetectable and 
enable people living with HIV/AIDS to have healthy, productive lives. 

Note: The use of more than one drug is referred to multiple ways including, 
combination therapy, drug/treatment cocktails, medication regimen, 
HAART, ART, and cART (see below for explanation of abbreviations).

HAART- Highly Active Antiretroviral Treatment
ART- Antiretroviral Treatment
cART- Combination Antiretroviral Treatment
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SLIDE 3: 
Before we talk about the different classes of HIV medications, it’s important 
to know that each HIV medication has 3 names:

 § Brand Name

 § Generic Name

 § Abbreviation

In the example 1, Prezista is the brand name, darunavir is the generic name 
and DRV is it’s abbreviation. Example 2, shows Sustiva as the brand name, 
efavirenz as the generic and EFV as it’s abbreviation. 

This information is useful to know when reviewing lab results, client charts, 
providing adherence counseling, researching side effects and more. In 
fact, you may hear different disciplines use certain names more frequently. 
For example, a physician may refer to an HIV medication by its abbreviation 
or generic name when discussing a case study, but a CHW might refer to 
the medication’s brand name when working with a client. While it may not 
be a priority to remember the brand, generic, and abbreviation for every 
HIV medication, it is useful to know that a current HIV medication chart can 
be used as a quick reference guide. Medication charts often organize HIV 
medication by their class, list all three names per drug, show an image, and 
common dosage. 

See an example of an HIV medication chart by clicking the link on the slide 
or copy and paste the link below into your web browser.

SLIDE 4: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The first class of HIV medications is Nucleoside Reverse Transcriptase 
Inhibitors.
Nucleoside Reverse Transcriptase Inhibitors are often referred to as NRTI’s 
or “Nukes.” This class of medications prevent HIV RNA from making HIV 
DNA, a process known as reverse transcription. NRTI’s block the enzyme 
reverse transcriptase. If the HIV RNA is not converted into HIV DNA, it 
cannot continue on to the next phase of replication. Essentially replication is 
stopped when the medications intervene effectively. 

The most commonly used medications in this class are listed above.
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SLIDE 5: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The second class of HIV medications are Non-Nucleoside Reverse 
Transcriptase Inhibitors. 
Non-Nucleoside Reverse Transcriptase Inhibitors are also known as NNRTI’s 
and “Non-Nukes.” Non-Nukes also work at Reverse Transcription by 
blocking a specific protein HIV uses for replication at this stage. This group 
of inhibitors also prevent HIV RNA from making HIV DNA by targeting a 
different point during reverse transcription. 

Non-nukes are known for their sensitivity to cross resistance. According 
to the U.S Department of Health and Human Services AIDSinfo, “Cross 
resistance is when resistance to one HIV medicine causes resistance to other 
medicines in the same HIV drug class. (HIV medicines are grouped into drug 
classes according to how they fight HIV.) As a result of cross resistance, a 
person’s HIV may be resistant even to HIV medicines that the person has 
never taken. Cross resistance limits the number of HIV medicines available 
to include in an HIV regimen. 

The most common NNRTI’s are listed.

SLIDE 6: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The third class of antiretroviral medications is Protease Inhibitors.
Protease Inhibitors are also called PI’s. Protease inhibitors prevent the 
protease enzyme from cutting long chains of proteins into smaller packages 
that are used form new HIV. These medication work at Assembly, the 6th 
stage of viral replication. 

The most common PI’s are listed.
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SLIDE 7: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The fourth class of HIV medications is Integrase Inhibitors. 
Integration Inhibitors are also known as II’s and work to prevent HIV DNA 
from binding to the CD4 host cell’s DNA by disabling the integrase enzyme. 
Integrase Inhibitors are a newer class of medications gaining FDA approval 
in 2007. These are potent antiretroviral agents that are well tolerated and 
provide options for people who may have developed resistance to several 
medications in other classes. 

The most common II’s are listed.

SLIDE 8: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The fifth class of HIV medications is Entry Inhibitors.
Entry Inhibitors block HIV’s entry into the CD4 host cell. Selzetry®, the 
most commonly used Entry Inhibitor is called a CCR5 antagonist because it 
blocks HIV from attaching to the CCR5 receptors on the surface of the CD4 
cell. Another less commonly used medication in this category is Fuzeon®. 
Fuzeon® is a Fusion Inhibitor and prevents HIV from entering the CD4 cell 
to dump its contents for replication. Both medications block HIV’s entry into 
the host cell in different ways and that’s why this class is best categorized as 
entry inhibitors. Entry inhibitors work at the Attachment and Fusion stages 
of viral replication. 

The most common medication is listed.
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SLIDE 9: 
There are 6 Classes of HIV Medications:
1. NRTI’s = Nucleoside Reverse Transcriptase Inhibitors

2. NNRTI’s = Non-Nucleoside Reverse Transcriptase Inhibitors

3. PI’s = Protease Inhibitors

4. II’s = Integrase Inhibitors

5. Entry Inhibitors
6. Boosters = Pharmacokinetic Enhancers

The sixth class of HIV medications is Pharmacokinetic Enhancers. 
Pharmacokinetic Enhancers are more commonly known as Boosters. 
Boosters are medications that are taken with another drug and used to 
increase the effectiveness of the other drug. They work by helping the other 
drug stay in the body longer at higher concentrations without increasing 
toxicity. Boosters are often included in single tablet regimens. These drugs 
do not block replication, but they boost the effects of accompanying HIV 
medications. 

The most common medications are listed above.

SLIDE 10: 
This final group isn’t considered an official class of HIV medications, but it is 
useful to see them grouped together in this way. This is a grouping of once-
daily medications. Each medication is comprised of 2 or more medications 
that work together to block HIV replication. This group has revolutionized 
HIV treatment regimens and are a great support of medication adherence. 
Once-daily regimens empower people living with HIV/AIDS by helping to 
stop HIV progression, reduce amounts of HIV, and increase convenience 
for taking the daily dose. Continued advancements in HIV treatment move 
closer to a cure and provide hope for those living with this chronic, treatable 
medical condition.

SLIDE 11: 
See handouts, “HIV Medication Chart” and “HIV Medications at Work.”
Now that we have gained knowledge of how HIV medications work in 
supporting viral suppression we will next do an activity that can be life 
changing for clients who are challenged with adherence. 
For this activity we will use:
 § HIV Medication Chart that can be found on credible websites such as 

Poz.com or Positively Aware.
 § Examples of HIV Medications at Work
 § Share examples of medication regimen you are familiar with or that you 

are currently prescribed. 
 § From the prescribed example identify what class of medications the 

regimen falls under, for example Selzentry is found under the class of 
medications Entry or Fusion Inhibitor which will reduce replication at the 
Viral Life Cycle (VLC) Stage of Attachment. 

 § Facilitators will allow participants to work on the regimen examples and 
share with the group
 – The name of the medication
 – The drug class it falls under
 – The stage in the VLC where the medication will stop replication
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SLIDE 12: 
Ask the group what their questions are.

CLOSING
Next, we will review understanding lab values.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Demonstrate importance of routine lab tests—viral load, 

CD4, Complete Blood Count (CBC), and resistance tests. 

 § Recognize the types of laboratory tests to monitor a 
person’s HIV care and treatment. 

 § Link laboratory tests monitoring health in the 
management of HIV care leading to viral suppression. 

 § Understand what CD4 percentage and T-cell ratio 
indicate and review other significant subset tests. 

 § Understand what CBC and blood chemistry tests are 
performed and why they are checked. 

 § Understand the importance of having cholesterol, 
triglycerides, blood pressure, and glucose levels tested 
and how they may relate to HIV treatment adherence and 
care.

 § Understand why laboratory tests are important in 
monitoring health and how they can be used to manage 
care. 

 § Identify the test name with the blood test most likely 
being performed.

MODULE 9: 
Understanding Lab Values
Topics Covered: Lab tests, viral load, CD4, Complete Blood Count (CBC), and resistance tests

Peers
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Method(s) of 
Instruction
 § Training Methods
 § Lecture
 § Large Group Discussion
 § Activity

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Lab Activity, Appendix 24
 – HIV Resistance Testing from AIDSinfonet (which can be 

downloaded from www.aidsinfonet.org/ fact_sheets/
view/126)

FLIP CHART SHEETS 

REFERENCE MATERIALS 
Transitional Care Coordination Implementation Manual

PROCESS
Lecture on the importance of routine lab tests as one of the most important 
ways you and your healthcare provider can monitor your health. 

Identify important lab tests and their frequency to monitor health—CD4, 
VL, CBC, resistance testing, and chemistry panel. 

Define how each lab test is considered for dosing of HIV medications or 
medication changes. Monitor side effects and diagnosis of other co-
occurring diseases.

ACTIVITY
Lab Sheet—Explain that the activity sheet identifies tests most important 
to HIV care and treatment and can be used for clients to track and monitor 
their own labs

The approximate 
length of time the 
session will take.
Total: 60 minutes

Key Words and Phrases
 § HIV Viral Load

 § CD4 Cell Count

 § CD4 Percent

 § CD4 Test

 § Blood Chemistry Tests

 § Viral Load Test
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SLIDE 1: 
Introduce the topic of understanding lab values.

SLIDE 2: 
What are the benefits of keeping lab appointments?

Lab tests are some of the most important ways you and your healthcare 
provider can monitor and keep tabs on your health. 

There are a wide variety of monitoring tests to help gauge HIV disease 
progression and the state of your overall health. 

It’s important to be proactive and ask for a copy of your labs each and every 
time you meet with your doctor to review your labs.

Doctors Use Lab Tests to Monitor Your Health
If you are living with HIV, lab tests are one of the most important ways you 
and your healthcare provider can monitor your health.

Lab tests: 
 § Detect the presence of disease-causing organisms (e.g., bacteria, 

viruses, parasites) that may be related to HIV.

 § Tell the doctor when to treat, how to treat, and if treatment is working.

 § Identify the development of side effects related to treatment.

 § Detect other infections and problems associated with HIV infection.

As part of your care, the doctor will order several laboratory tests. The results 
of these lab tests, along with your physical exam and other information you 
provide, will help you and your provider work together to develop the best 
plan to manage your HIV care so that you can get the virus under control, 
protect your health, and reduce the chance that you will pass the virus to 
others.
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SLIDE 3: 
So what are the baseline lab tests your doctor will want you to take? These 
are the most common, but they are not the only tests your doctor may want 
you to take. 

Baseline Tests: 
 § Complete blood count or CBC 

 § CD4 T-cell count and percentage

 § Drug resistance test (this may not be required by your physician)

 § Viral load test

 § Chemistry panel

There are also other tests that your doctor will probably order as a baseline 
measurement—to be able to keep track if things change. As time goes on, 
these other tests will be ordered periodically, or if your doctor suspects a 
problem.

Let’s take a look at some of the most common tests:
 § HIV viral load—provide a picture of viral activity.

 § CD4 cell count—shed light on how strong is the immune system and it 
can help physicians predict—and therefore prevent—the development 
of opportunistic illnesses (OIs).

 § Lipids 

 § Glucose (blood sugar)—This test measures your blood sugar levels 
to check for signs of diabetes. You should not to eat for several hours 
before this blood test.

 § Liver function—the liver helps process medications and can become 
overloaded so making sure it is functioning properly is important.

 § Kidney function—some medicines affect the kidneys and may cause 
kidney damage. 

Many factors such as time of day, recent vaccinations, and infections such 
as the flu may influence test results. A test that returns an unexplained or 
unexpected result should be repeated. A single abnormal lab result is not 
always cause for concern; upward and downward trends over time are usually 
more important.

Most labs include a “normal” range (high and low values) when they report 
test results. The most important results are the ones that fall outside these 
normal ranges. Test results often go up and down over time so don’t worry 
about small changes. Instead look for overall trends.
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SLIDE 4: 
Lab tests can help you and your healthcare provider:
 § Decide when to start HIV treatment.

 § Decide which HIV medicines are best for you.

 § Know whether your medicines are working. 

 § Know if any of your medicines are causing side effects. 

 § Watch for other infections and problems.

If you are living with HIV, lab tests are some of the most important ways you 
and your healthcare provider can monitor your health. They can help you and 
your healthcare provider decide when to start therapy; which medications 
are best, which are working if medications are causing side effects; and 
doctors watch for other infections and problems associated with HIV.

SLIDE 5: 
Lab tests should be done:
 § When you are first diagnosed with HIV, usually every 3 to 6 months, or 

whenever your healthcare provider feels they are necessary.

 § When you start taking medicines and before you switch to different 
medicines. 

HIV is a chronic disease and medications are so great now as compared to 
the early 80’s when choices were fewer. Now doctors can choose when it’s 
appropriate on a client by client basis if you need to be seen once every 4 
months or 6 months depending on your health. 

SLIDE 6: 
“Normal” or “reference range” values are found on a lab report.

Your lab results can be low, high, or within normal range.

If your labs are too high or too low, talk to your healthcare provider.

“Normal” values or reference ranges can vary from lab to lab, depending on 
the equipment and/or testing method used. It is important to compare your 
results to the range shown on your lab report. Your lab results can be low, 
high, or within normal range. 

Your test results can be affected by many factors, such as your age or gender, 
the time of day when the sample was taken, active infections, your stage of 
HIV, and food. For example, some test samples need to be taken after you 
have fasted for several hours.

If any of your labs are too high or too low, it is important to discuss the results 
with your healthcare provider.
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SLIDE 7: 
HIV viral load measures the amount of HIV in your blood. It is very useful in 
deciding when to begin or change HIV medications.

It’s not necessary to cover the remainder of the lab slides. All information 
will be explained in the lab exercise while the class is completing the 
assignment and the facilitator explains as they go through the Lab 
worksheet.

SLIDE 8: 
A person with HIV can have a viral load from less than 20 copies to over 
1,000,000 copies per milliliter of blood (copies/mL)

 § Less than 20 copies/mL = “undetectable.”

 § Undetectable does not mean the person is virus free and cannot transmit 
the virus.

 § Less than 200 copies/mL = “virally suppressed.”

Virally suppressed means the person’s virus has been controlled, but is still 
present at low levels, suppressing or reducing the function and replication 
of a virus.

A person’s viral load can measure from less than 20 copies of HIV per 
milliliter of blood to more than one million copies. Although there is no 
cure for HIV, when your viral load is below 20 copies/mL, this is known as 
“undetectable” because the test is not sensitive enough to give a reliable 
number. Undetectable does not mean that the person is cured. You may also 
see less than 200 copies/mL referred to as undetectable when less sensitive 
tests are used.

An important goal of HIV therapy is to get your viral load to undetectable.

SLIDE 9: 
A CD4 cell count
 § Measures the number of CD4 cells (also called T-helper cells) in your 

body

 § Tells you the health of your immune system

 § The more CD4 cells you have, the stronger your immune system

CD4 cells are an important part of the immune system. Therefore, the CD4 
cell count is a key measure of the health of your immune system. The more 
CD4 cells you have, the stronger your immune system is and the better able 
you are to fight off infections.

Certain factors can cause your CD4 cell count to vary. These include time of 
day, fatigue, and stress. It’s best to have your blood drawn at the same time 
of day for each CD4 cell test and to use the same laboratory. When your 
body fights an illness, CD4 counts go up. Vaccinations can cause the same 
effect. Don’t check your CD4 cell count until two weeks after you recover 
from illness, or immediately after you get a vaccination.
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SLIDE 10: 
Results can be reported as two values: 
 § CD4 cell count (blips can be affected by stress).

 § CD4 cell percentage (no variance).

CD4 cell tests are normally reported as the number of cells in a cubic 
millimeter of blood. Normal counts are between 500 and 1,500. Because 
CD4 cell counts can vary, some healthcare providers prefer to look at what’s 
called your CD4 cell percentage. The CD4 cell percentage refers to the 
proportion of all lymphocytes that are CD4 cells. For example, if your CD4 
percentage is 34%, it means that 34% of your lymphocytes were CD4 cells. 
The normal range is between 20% and 40%.

Anyone who has less than 200 CD4 cells or a CD4 percentage less than 14% 
is considered to have AIDS.

In closing, understanding your labs enables you to:
 § Play an active and proactive role in your health care.

 § Use your new knowledge of lab tests and lab values to be a partner with 
your doctor.

 § Live a smarter, healthier life. 

SLIDE 11: 

SLIDE 12: 
Let’s take a look at this Lab Activity Sheet, you also have it in a handout.

Explain that the activity sheet identifies tests most important to HIV care and 
treatment and can be used for clients to track and monitor their own labs.
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SLIDE 13: 
Point out the difference between CD4 Absolute and CD4 Percent (also see 
slide #10 and PowerPoint expanded notes for further explanation).

Reviewing our labs on CD4 Test, you see 4 columns:
1. Test – identifies the type of procedure performed.

2. Result – the client’s actual result or percent. 

3. Unit – how are the results measured in cells or percent.

4. Reference Range – what are the normal or reference ranges for a person 
living without HIV as compared to the actual result of a person living with 
HIV. The result column will be identified as H for high or L for low when 
compared to the client’s actual result.

What is Mr. Doe’s CD4 Absolute or Count? 232 
Please write 232 on your Lab Activity Sheet beside CD4 Count.
Is this number considered High or Low compared to the Reference Range?

What is Mr. Doe’s CD4 Percent? 8%
Please write 8% on your Lab Activity Sheet beside CD4 Percent.
Is it low or high compared to the Reference Range?

The CD4 Percent is the better indicator for HIV progression for Mr. Doe. The 
CD4 Percent is not variable; percentages are usually more stable over time 
than absolute counts.

CD4 Absolute or cell counts often fluctuate due to factors including time of 
day (levels are usually higher in the morning), fatigue, stress, vaccinations, 
infections such as flu, and monthly menstrual cycles.

SLIDE 14: 
The chemistry panel is probably the most substantial portion of your lab 
results, because it provides a lot of information about how your body is 
doing. Specifically, the chemistry panel indicates how your major organs 
are working. The chemistry panel provides information on your heart, liver, 
kidneys, muscles, and bones. 

Identify the test on the activity sheet – also see PowerPoint expanded 
notes for further explanation.
The blood chemistry, or chem panel, measures many important substances 
in the blood. Although the chem panel does not directly measure HIV disease 
progression, it can help indicate how well various organs are functioning and 
provide valuable information about drug side effects. 

Find the Glucose, BUN, Creatinine, AST, and ALT.

Please write the results of all the procedures beside the name on the Lab 
Activity Sheet.
Let’s discuss one at a time:
 § Glucose – sugar is carried in the blood in the form of glucose; it’s broken 

down by cells to provide energy. What is a normal glucose range?

 § BUN – (blood urea nitrogen) is a metabolic waste product that is normally 
filtered out by the kidneys and excreted in the urine. Elevations may 
indicate kidney dysfunction or a body fluid imbalance (e.g., dehydration).

Continued on next page...
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 § Creatinine – waste product of protein metabolism is also normally 
excreted by the kidneys. Elevation may indicate kidney damage.

 § AST- Aspartate Aminotransference is a measurement of liver disease. 

 § ALT - Alanine Aminotransference is a measurement of liver disease

SLIDE 15: 
The viral load test is:
 § One of the most important tests you will take about every 3 months. 

 § Often considered the critical marker in the management of HIV and 
AIDS.

 § Measures the amount of HIV in your blood see slide #7 and PowerPoint 
expanded notes for further explanation.

Viral load tests measure the amount of HIV RNA or virus in the blood. The 
presence of RNA indicates that the virus is actively replicating (multiplying). 
Viral load is expressed as copies of RNA per milliliter of blood (copies/mL) 
or in terms of logs.

If the level of HIV is too low to be measured, viral load is said to be undetectable, 
or below the limit of quantification. However, undetectable viral load does 
not mean that HIV has been eradicated; people with undetectable viral load 
maintain a very low level of virus. Even when HIV is not detectable in the 
blood, it may be detectable in the semen, reproductive organs, tissues, 
lymph nodes, and brain.

What is this persons viral load? 32,030 
Please write the results of the HIV-1 RNA, PCR or viral load on the Lab 
Activity Sheet. 

What is the recommended viral load for clients? Less than 20 or 40 depending 
on the lab.

Viral Suppression – what is meant by this term? Persons that are virally 
suppressed report a viral load of 200 copies or HIV-1 RNA, PCR or virus in 
the blood.

U=U a new term is Undetectable= HIV Untransmittable. 

In September 2017, the CDC (Centers for Disease Control and Prevention) 
officially supported the medically proven claim that people who are HIV-
positive Undetectable and remain consistently undetectable or Virally 
Suppressed (20-200 copies) for at least six months do not transmit HIV 
through condomless sex. Nearly 20,000 cases were studied and all HIV(-) 
persons remained HIV(-) (McCray & Mermin, 2017) (additional resources www.
preventionaccess.org, CDC website, thebody.com - U=U What Providers 
Should know)

CLOSING
Understanding your labs enables people living with HIV to work in 
partnership with their provider in their health care. Monitoring lab trends 
are important; however, labs should be viewed over time, not just once, to 
determine medical outcomes. Encourage clients to request copies of their 
labs prior to or at doctor visits so they can review and ask questions as this 
can lead to people living healthier and happier lives.

SLIDE 14: Continued
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Define the importance of HIV drug resistance respective of HIV 

treatment. 

 § Assess when to complete testing and types of drug resistance testing. 

 § Understand when and what types of drug resistance testing are 
available.

MODULE 10: 
Resistance
Topics Covered: HIV resistance

Method(s) of 
Instruction
 § Video
 § Group Discussion
 § Lecture

Peers
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MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – HIV Drug Resistance Cases Appendix 25
 – GenoSure PRIme-Resistance Testing Appendix 26
 – HIV Resistance Testing from AIDSinfonet, can be 

downloaded from  
http://www.aidsinfonet.org/ fact_sheets/view/126 

ACTIVITY MATERIALS: 
Videos:
 – HIV Resistance: What It Is… And What You Can Do About It 

(23 minutes). Produced by GlaxoSmithKline from the PEER 
Center website at  
http://www.hdwg.org/peer_center/ node/1728 

The approximate 
length of time the 
session will take.
Total: 65 minutes

Key Words and Phrases
 § Drug Resistance

 § Genotype

 § Phenotype

 § Clinical Resistance
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SLIDE 1: 
Introduce the topic of HIV/AIDS.

SLIDE 2: 
Video
Play video on “HIV Resistance: What It Is…And What You Can Do About It” 
(Produced by GlaxoSmithKline) from the PEER Center website at
http://www.hdwg.org/peer_center/ node/1728 

The video can also be downloaded from Google at 
http://video.google.com/videoplay?docid=-3611551921651394521&hl=en. 
Open Windows MediaPlayer or other compatible software to play the video. 

You may need to download a DIVX Video Player in order to view the video. 
Free downloads are available at 
http://www.divx.com/divx/windows/ download/ 

Let’s review the three client cases that were discussed in the video.
Jose 
 § New on medications. 
 § Works in construction. 
 § Wants to take all his medications at once. “Organize it so it works for 

me;” “Every dose, every day, every time;” “Nothing to it but to do it.” 

Christy 
 § Mutant strain or wild type strain .
 § Resistance to therapy. 
 § Re-assess with genotype testing. 
 § She is not agreeing to a new therapy maybe because she will do 

some research on medications and resistance before starting another 
medication therapy. 

Warren 
 § Has a new job. 
 § Stigma of his sexual orientation and being HIV-positive.
 § Options to help with adherence-Christopher (his partner) and his new 

watch.
 § Realistic fears of feeling sick from side effects to medications. 

What are the goals of HIV therapy?
1. Slow the progression of HIV. 
2. Restore the function of the immune system. 
3. Improve a person’s quality of life problem.
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SLIDE 4: 
Refer to slide for talking points.

SLIDE 3: 
What Is HIV Drug Resistance? 
HIV drug resistance means that the virus can adapt, grow, and multiply in the 
presence of the drugs. 

Physical changes or mutations in parts of the virus that prevent the 
medications from working cause resistance.

These mutant viruses continue to make copies of themselves, further 
reducing the effectiveness of an individual’s HIV therapy. HIV mutates almost 
every time a new copy is made. Not every mutation causes resistance. The 
“wild type” virus is the most common form of HIV. Anything different from 
the wild type is considered a mutation. 

An antiretroviral drug (ARV) won’t control a virus that is resistant to it. It can 
“escape” from the drug. HIV is considered to be drug resistant when a drug 
or class of drugs is no longer effective against it. 

What causes resistance?
HIV replicates very rapidly and makes many mistakes (mutations) in the 
process. However, HIV doesn’t have the ability to correct these mistakes. 
This results in mutant viruses that can be resistant to one or more of the 
drugs used in HIV therapy. These mutant viruses continue to make copies of 
themselves, further reducing the effectiveness of an individual’s HIV therapy.

If HIV medications do not work against a mutated virus:
 § Your viral load will increase.

 § You may have to change your drug regimen to get your viral load under 
control.

In summary resistance can occur: 
1. When a person misses or is non-adherent to their HIV medications.

2. During condomless sex with a person living with HIV who is not virally 
suppressed.

3. When a person who is not virally suppressed and is resistant to HIV 
medications transmits HIV to someone else.  

Drug resistance is very common.
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SLIDE 6: 
See the handout, “GenoSure PRIme-Resistance Testing.”

SLIDE 7: 
Genotype tests are generally performed before therapy begins. Because 
drug-resistant strains of HIV can be passed from one person to another, 
resistance testing can be used to evaluate drug resistance in newly 
diagnosed people. The results can help a healthcare provider work with 
an individual to design a targeted treatment plan that is more likely to 
be effective for a longer period of time. By using information about how 
resistance develops when certain drugs are used, healthcare providers can 
design combinations of drugs that will preserve more treatment options if 
therapy failure occurs later on down the road. 

SLIDE 5: 
Provide a sample copy of a resistance test for a client.

Some resistance tests are called genosure or phenosure tests.
Both tests show if a person has become resistant to HIV medications and 
they no longer work. In this case a physician will need to change the client’s 
medication regimen. 

The test usually shows the word resistant or sensitive next to the name of the 
medication. 

 § Sensitive = client not resistant to the drug; 

 § Resistant = client is resistant to the drug; 

 § Resistant Possible = if the client continues on the path of not taking the 
drug properly they will soon develop resistance.

Genotypic tests are normally performed at the first lab visit to determine if 
the person that contracted HIV already has resistance from the person that 
transmitted the virus to them. Physicians may or may not tell the client they 
are performing the test.

Phenotypic test is offered after clients have been non-adherent and gone 
through most HIV medications with multiple resistance. For the test, HIV 
medications are in a petri dish and the person’s blood sample is put into 
each medication slot and allowed to cure overnight. The test is costly but 
does show the physician which medications a client can still take that may 
provide benefit and slow the progress of the HIV.

Continued on next page...
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Phenotypic is performed when treatment has failed due to non-adherence.  
When a person no longer benefits from their HIV therapy (treatment failure) 
and viral load is increasing, drug resistance testing can help determine 
which drug or combination of drugs is no longer effective. A treatment 
plan can then be developed that is more likely to slow HIV replication.

Being adherent is the best way to prevent drug resistance. Drug resistance 
testing can also be used during the course of an individual’s therapy. 
Periodic testing when HIV is detected in plasma can help gauge therapy 
effectiveness and drug resistance, so that treatments can be altered as 
needed.

Treatment failure defined: Treatment failure occurs when an antiretroviral 
(ARV) regimen is unable to control HIV infection. Treatment failure can be 
clinical failure, immunologic failure, virologic failure, or any combination 
of the three. Factors that can contribute to treatment failure include drug 
resistance, drug toxicity, or poor treatment adherence. From: https://
aidsinfo.nih.gov/understanding-hiv-aids/glossary/873/treatment-failure

SLIDE 7: Continued

SLIDE 8: 
See the handout, “HIV Drug Resistance Cases.”

Let’s look at a couple of case scenarios. 
 § Divide into 2 groups.

 § Read the scenario and discuss as a group what you would do and How 
would you respond? 

 § Decide who will be reporter in the group that will present to the class.

If completing as a class activity, select the scenario, read to the class, and 
ask who would like to comment on what they would recommend.

CLOSING
Drug resistance is the body saying that the current HIV medications are 
not working to reduce replication of the virus. It is helpful for clients to 
understand how to reduce their chances of drug resistance.   
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Define medication adherence for people living with HIV.

 § Discuss factors, at both an individual and environmental level, that 
impact adherence.

 § Practice assessing adherence with clients and identifying resources to 
support adherence.

MODULE 11: 
Adherence
Topics Covered: Factors that affect adherence

Method(s) of 
Instruction
 § Lecture
 § Brainstorm
 § Activity Sheet

Peers
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MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Assessing Adherence : 10 Questions You Should Ask. 

Appendix 27

PROCESS
In this activity you will:

 § Share definitions with group (25 minutes).

 § Review the handout, Assessing Adherence: 10 Questions You Should 
Ask.

 § Provide different adherence tools that are used (10 minutes)

 § Lead a group discussion to summarize about tools and strategies to 
use for adherence:

 – Follow the PowerPoint presentation on adherence;

 – Use slide notes as a reference during presentation. 

 § Ask questions provided and facilitate group discussion.

 § Ask participants to brainstorm adherence tools that they and their 
clients have used.

The approximate 
length of time the 
session will take.
Total: 60 minutes

Key Words and Phrases
 § Adherence

 § Adherence Tools

 § Viral Load
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SLIDE 2 
Ask—How do you define adherence?
Adherence means taking your medications correctly.

Ask—Has anyone missed or stopped taking a prescribed antibiotic? 
If so, what were some of your barriers that kept you from finishing the 
antibiotic? 

People living with HIV are told by their providers to take their HIV medications 
everyday; however, this has to be a skill that is learned, especially if you are 
a person that does not have a history of taking meds. If you don’t take HIV 
medications every day, HIV might multiply out of control. For the best viral 
load results, it is recommended that people living with HIV should take 
over 90% of their pills correctly. 

We often don’t ask clients about their readiness to start medications. 

Let’s take a look at this handout—10 Questions to Ask Yourself Before You 
Start. Participants can take turns reading the questions on the handout.

Clients must be able to:
 § Understand the regimen (the Who, What, When, Where, Why? of 

treatment).
 § Believe they can adhere.
 § Remember to take medications.
 § Integrate medications into current lifestyle.
 § Problem solve changes in schedule and routines.

SLIDE 1: 
Introduce the topic of adherence.

SLIDE 3: 
There are many factors that affect adherence.

Discuss client factors that affect adherence, such as the barriers to adherence 
pictured.

What behaviors may signal non-adherence? 



PeersModule 11

70Return to Table of Contents

SLIDE 5: 
Discussion: What are some of the walls or barriers that providers, agencies, 
and the community at large have built that make it difficult for clients to 
adhere? 

Name some barriers created by organizations.
 § Clinic hours—time flexibility.
 § Clinic personnel that do not return calls.
 § What about enrolling in insurance plans such as ADAP, Ryan White 

plan, or ACA?
 § Clinic employee breaching confidentiality or meeting someone you 

know.
 § Finances—paying for HIV medications.
 § Transportation—in the case of meds. Could a CHW or specialty 

pharmacy help by mailing or pick-up?
 § Do providers know or refer clients to practical (hands-on) resources 

(e.g., support groups, hot meals, etc.)

Can you think of any thing else that providers or agencies can do to help 
clients be successful in improving adherence?

SLIDE 4: 
Engage participants and teach from PowerPoint.

Client factors that often affect adherence.

HAART stands for Highly Active Antiretroviral Therapy.

SLIDE 6: 
As we mentioned in our discussion, non-adherence can take many forms. 
These are more personal actions to non-adherence. 
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SLIDE 8: 
This chart shows a high viral load when a person is not taking medications.

As you look to your left and see drug susceptible viruses that can be 
controlled by taking medication, there are fewer blue resistant viruses. 

However, to your right you see a lot of blue drug resistant viruses in the 
absence of medication. 

SLIDE 7: 
Here are some questions you can ask clients to assess their adherence to 
medications they are currently taking to possibly gauge how adherent they 
are.

SLIDE 9: 
See the handout, “Assessing Adherence: 10 Questions You Should Ask” 

This handout may be used as a  resource to assess adherence.

Review the handout and allow for discussion.
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SLIDE 10: 
Have adherence tools available to pass around (e.g., medication watch, 
calendars, pill bottles, and trays etc.) for in person training. 

What tools can peers use to support adherence with clients? 
 § Self-monitoring (pill boxes, tracking booklets).

 § Pharmacy automatically refills medications. 

 § Location of pill boxes. 

 § Create individual adherence plan. 

 § Develop problem-solving skills.

 § Habit building/cueing (integrating adherence into daily routines). 

 § Reinforcement (accountability coach, reviewing lab values).

 § Incentives (better health, staying in relationships, connecting to values). 

 § Electronic reminders (Cadex watches, pagers, cell phones). 

 § Research on the medication options and a lengthy discussion with your 
doctor. 

 § Reduced pill burden. 

 § Scheduling medications based on dietary requirements, such as taking 
them at snack times or when your stomach is empty .

 § Scheduling particular dates monthly on the calendar to request refills of 
medications. 

 § Planning ahead if you are going to be out of town to ensure you have 
sufficient medications. 

CLOSING
It is important to have open communication with your provider as you decide 
treatment options.

Wrap up by reminding the group that clients will have to make their own 
decisions about going on and adhering to medications. What we can do is 
provide support and information regarding the important of adherence, and 
that’s a lot!
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Define the importance of establishing and maintaining confidentiality 

and boundaries in the workplace.

 § Assess the importance of confidentiality and HIPAA laws and 
exceptions to data sharing without consent in sensitive situations.

 § Demonstrate understanding of consequences of breaking 
confidentiality through case-based scenarios.

 § Understand why it is important to establish and maintain confidentiality 
and boundaries in the workplace.

 § Understand the importance of confidentiality and HIPAA laws.

 § Understand situations when HIPAA data can be released without 
consent.

 § Identify appropriate and workable boundaries in the workplace.

MODULE 12: 
Confidentiality and Creating Boundaries  
in the Workplace
Topics Covered: Confidentiality, boundaries 

Method(s) of 
Instruction
 § Lecture
 § Brainstorm
 § Activity Sheet

Peers
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MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Confidentiality and Boundaries Scenio-Activity, Appendix 28
 – Short Boundary Scenarios, Appendix 29

REFERENCE MATERIALS
 – Boundaries with Brené Brown: www.theworkofthepeople.

com/boundaries

FLIPCHART

PROCESS
The facilitator will begin with a discussion on the definition and importance 
of confidentiality (HIPAA Laws) at the organization to protect privacy of both 
its employees and clients. 

Lecture on HIPAA Laws that allow the release of information without the 
client’s authorization in sensitive situations at the discretion of the providers’ 
judgement and client’s interest. Discuss impact of data sharing without 
consent. 

Lecture on definition of types of boundaries in the workplace and in client/
peer relationships with link to transference and counter transference. 
Facilitator to lead discussion and elicit feedback on examples of situations. 

The facilitator will inform group of tips to boundary setting and steps to 
manage situations when boundaries are not honored.

ACTIVITY
 § Divide class into groups and pass out confidentiality/boundary scenarios 

(dependent on size of class – 4 scenarios are available).

 § Short Boundary scenarios (facilitator can opt to review short scenarios 
in class discussion).

The approximate 
length of time the 
session will take.
Total: 60 minutes

Key Words and Phrases
 § Confidentiality

 § Boundaries

 § HIPAA

 § Transference
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SLIDE 2: 
As previously mentioned, confidentiality ensures security of delicate 
information, protects clients, and prevents crimes and discrimination. In 
the wrong hands, client information can be misused which can result in 
costly lawsuits for the employer, healthcare worker, or peer. 

HIPAA is a federal act established to maintain and protect the rights and 
interest of the clients; any disclosure of sensitive information can lead to a 
loss of trust in the organization, and between the organization and client 
relationship.

SLIDE 1: 
Why would it be important to ensure that confidentiality and boundaries are 
established in the workplace?

SLIDE 3: 
HIPAA regulates healthcare providers’ use and disclosure of individually 
identifiable health information (known as Protected Health Information). 
Refer to the slide that defines HIPAA.

Privacy under HIPAA may also include discussions about client’s medical 
information or for what can be viewed as a casual “ask” – for example:
 § A clinic asking a client “what are you here to be seen for” in a room filled 

with waiting clients;

 § A doctor or healthcare provider entering a client’s hospital room talking 
about their HIV health status in the presence of family to whom the client 
has not disclosed;

 § A pharmacy asking if a customer has had side effects and naming the 
medication in the presence of waiting customers. 

Has a provider or pharmacist asked for your date of birth in the presence of 
waiting customers? Highly unlikely as most want to keep that information 
private.
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SLIDE 5: 
While HIPAA protects the confidentiality of certain information in the 
workplace there are severe consequences for breaking confidentiality that 
include:

Refer to PowerPoint.

Confidentiality is often assured under an organization’s policies and anyone 
who breaches the agreement is liable to a lawsuit.

What steps can be taken to better protect confidential information?

 § Written confidentiality policies and procedures 

 § Employee handbooks documenting/describing:

 – Type of information that is considered confidential.

 – Procedures that employees must follow for protecting confidential 
information.

SLIDE 4: 
There are situations when HIPAA can be released without a client’s permission 
or consent. 

Refer to the PowerPoint.

Another major exception is when medical care providers need to release 
information to other providers who are involved in the client’s care.

Physicians do not need a specific authorization to share information with 
specialty consultants they talk to, with labs performing medical testing, or 
with a billing service who prepares the physicians’ bills. These businesses 
that provide services to the medical care providers must agree to protect 
the client’s information in the same way that the provider must protect it. 

In special circumstances, HIPAA allows medical information to be released 
when necessary to identify clients. 

In one case, a woman without identification was struck by a car and brought 
into the hospital in a coma. Her picture and medical condition were released 
to the press to try and find any relatives or others who could identify her.
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SLIDE 6: 
Refer to the PowerPoint to describe common boundaries.

Physical boundaries—examples when physical boundaries are not 
respected:
 § When someone approaches to talk about an issue and they get too 

close.

 § Looking through client files, documents without permission.

 § Inappropriate touching, such as unwanted sexual advances.

Time and place boundary
Time boundaries refer to markers of time

Examples: 
 § Start times and end times for work.

 § Allotting time to meet with a client that allows for enough time to achieve 
goals.

 § Ending a meeting with a client after an appropriate period of time, even 
if the client wants to continue.

Place boundary
 § Place boundaries—define best practices for where peers meet with 

clients (public places only, no home-visits alone, defined by the agency’s 
rules).

 § Consider safety issues and the role of peer work.

Emotional boundary
 § Blaming others, not taking personal responsibility for actions.

 § Imposing one’s feelings or ideas on another.

 § Allowing client statements to have a negative impact on services you 
(peer) are providing; client may insist that they are not being helped.

Personal boundary
 § Personal beliefs include one’s worldview, values, and life philosophies.

 § Personal beliefs include one’s religious beliefs and political beliefs, etc.

 § We all have a right to our beliefs, but sometimes our actions must be 
controlled in order to respect the rights of others. This is an example of 
holding a boundary.

When we talk about boundaries being a dividing line, it’s a limit or space 
between you and the other person; a clear place where you begin, and the 
other person ends.

Think of it as a fence in your backyard. You are the gate keeper and get 
to decide who you let in and who you let out, who you let into the whole 
backyard, or who you let just inside the gate. You may still be keeping a 
distance, but you are giving them a chance to prove their trustworthiness 
both physically and emotionally. 

The purpose of setting a healthy boundary is, of course, to protect and take 
good care of yourself.
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SLIDE 7: 
Transference is a term used in psychology to describe feelings that clients 
develop towards providers. 

So, these are feelings that can be experienced by clients or providers that 
might signal “caution” for you. 

For example: Let’s take you as a peer for instance and you’re living with 
HIV. You may have acquired HIV from your long-term spouse or partner. 

The new client that you are now working with shares with you that they 
acquired HIV from their life partner whom they felt was monogamous and 
would never go outside of the relationship. The similarities of the history of 
this traumatic event may trigger you. 

What should you do? Answer: Seek out a clinical supervisor for coaching 
and support.

SLIDE 8: 
This is very critical in working with all three entities i.e., clients, staff, and 
peers.

In these situations, boundaries that should not be crossed under any 
circumstances. 

Let’s read each one and give an example for each bullet. 

SLIDE 9: 
As mentioned previously, establishing and maintaining appropriate 
professional and personal boundaries allows the peer to better protect 
themselves, clients, and employers.

Setting clear personal boundaries is the key to ensuring relationships that 
are mutually respectful, supportive, and caring.

Other benefits of setting boundaries are:
1. More compassion. According to Brene Brown, Ph.D., people with strong 

boundaries are the most compassionate. Letting people know what’s 
OK and what’s not OK is kind and respectful. Watch this five minute 
video of Dr. Brown explaining the connection between boundaries and 
compassion for a deeper understanding.

2. Greater assertiveness. Boundaries are a way of asserting your needs. 

3. Your needs are met. We all have emotional and physical needs and we 
all deserve to have our needs met (some we meet ourselves and some 
are met in relationships). When you speak up and ask for what you need, 
you’re much more likely to get it!

Continued on next page...
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4. Less anger and resentment. When you let people walk all over you, you 
feel angry and resentful. You probably find you’re self-critical and angry 
with yourself for being passive, fearful, and letting others take advantage 
of you. And you’re angry and resentful at others for mistreating you. 
When you communicate your needs and expectations clearly (i.e., have 
healthy boundaries), you are unlikely to build up resentment and anger.

5. Feeling of peace and safety. Boundaries also provide emotional 
freedom from needless energy spent beating yourself up and second 
guessing yourself. When I don’t set boundaries, I get stuck in shame 
and self-doubt. I criticize myself for not asking for respect and allowing 
others to mistreat me.

6. Time and energy to do things that nourish and bring joy to your body, 
mind, and spirit. And, finally, when you say “No” to things you don’t want 
to do and people who drag you down, you say “Yes” to spending time 
with people who fill you up emotionally, activities that you’re interested 
in and enjoy, and to a happier, healthier self.

SLIDE 10: 
To set boundaries we have to communicate, be intentional and assertive.

Other tips for setting boundaries are:
 § Do it clearly, without anger and in few words.

 § Avoid justifying, rationalizing, or apologizing. 

 § Tell the person what they did that crossed your boundaries.

 § Don’t set a boundary and take care of another’s feelings.

 § Don’t allow guilt to keep you from setting a boundary.

 § Be ready to enforce a boundary once it’s set.

 § Follow through.

 § Be prepared for people to get angry when you set a boundary.

Setting boundaries is not about making threats; it’s about giving choices. 
We can have a healthy relationship doing peer work with appropriate 
boundaries.

SLIDE 11: 
When a client crosses your boundaries:
 § Inform – Let the person know what they are doing using “I” statements

 § Instruct – Let them know what you want them to do

 § Take a stand – Stop

 § Time Out – Step out of the situation briefly for your safety

SLIDE 9: Continued
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SLIDE 12: 
Group Activity: 
See handouts, “Confidentiality and Boundaries Scenarios 1-4,” “Short 
Boundary Scenarios for Group class participation, or handout (optional).”

CLOSING
We have often been told that legal authorities (i.e., police, immigration etc.) 
have the right to gain information at will. However, we learned in one of the 
scenarios that there are proper and improper procedures that should be 
followed when information is being requested. Each agency should have 
their own protocols in place. Understanding confidentiality and knowing and 
exercising boundaries in the workplace or off-site keeps everyone safe and 
professional.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Define Trusted Support.

 § Distinguish between the types of support needed for building a 
personalized network of support (e.g., informational, practical and 
emotional support).

 § Identify specific people, institutions, or resources to fulfill roles in their 
support network.

 § Brainstorm value to clients for using the process of identifying a 
network of support.

 § Identify considerations for working with a client who is planning to 
disclose their HIV status.

MODULE 13: 
Developing a Network of Support
Topics Covered: Trusted support, self-disclosure

Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Individual Activity

Peers
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PROCESS
The training will begin by defining trusted support and three types of 
support needed for building a network of support.

Facilitator will encourage participants to discuss their plans for helping 
clients develop their own personalized trusted support network.

Review key considerations when assisting clients with plans to disclose.

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Trusted Support Inventory Worksheet, Appendix 30
 – Disclosure Tips Handout, Appendix 31

REFERENCE MATERIALS
 – https://effectiveinterventions.cdc.gov/en/2018-design/

persons-living-with-hiv/group-4/willow
 – http://www.shanti.org/pages/about-life.html

FLIPCHART

The approximate 
length of time the 
session will take.
Total: 45 minutes

Key Words and Phrases
 § Trusted Support

 § Peer Support

 § Support Networks

 § HIV Support

 § Emotional Support

 § Informational Support

 § Practical Support
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SLIDE 1: 
Instructions:
Tell participants we are going to define trusted support and identify types 
of support that are helpful for people living with HIV. Discussing this topic 
can be liberating for some, while others engage with reluctance. With that 
understanding, offer participants the option of passing during discussions. 
Encourage participants to engage to their level of comfort. That said, let’s 
delve into the topic of trusted support. 

Ask participants:
What comes to mind when you hear the term trusted support? 

Why trusted support instead of merely saying support? 

Allow responses.

SLIDE 2: 
Thank participants for responding and define trusted support.

Trusted support is defined as someone with whom you feel comfortable 
and safe when sharing personal information. Trusted support is often found 
in a person, but it can also include institutions and resources. As we consider 
who might be trusted support, it is important to determine the type of 
support they can offer. Let’s discuss three types of support. 

Ask participants to provide examples of each type of support from their 
own experiences:
 § Informational support is the type of support that someone provides 

by answering questions or giving professional advice or suggestions. 
Informational support usually comes from professionals such as doctors, 
nurses, social workers and so forth. It can also come from knowledgeable 
family members and friends.

 § Practical support is a type of support that usually involves someone 
lending a helping hand. Practical support usually comes from family, 
friends or other people you are close to. Sometimes organizations 
provide practical support through various services rendered. 

 § Emotional support occurs when a help is provided with emotional 
issues, especially when we need a shoulder to lean on. Emotional 
support usually comes from family, friends, people we are very close to, 
and often counselors and spiritual leaders.
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SLIDE 3: 
Activity (Use Trusted Support Inventory Worksheet)
 § Instruct participants that they are going to create their own network of 

support by identifying key people, institutions, or resources that they 
trust to provide specific types of support. 

 § Direct participants to the Trusted Support Inventory Worksheet. Tell 
them to list as the people, institutions, or resources one per box on the 
left side of the worksheet. Once complete, circle the type of support you 
trust them to provide. 

 § Encourage participants to write additional areas of needed support in 
the spaces provided. Allow five to ten minutes to complete. 

 § Reconvene the group for discussion.

 § Ask participants to share their support networks, allowing participants 
to share one to two responses.

 § To deepen the discussion, ask any of the following questions:

 – What specific characteristics does this Trusted Support person/
entity possess that influenced your decision.

 – Would you trust this person to provide other types of support (e.g., 
emotional or practical support)?

 – What value can creating a network of support bring to a client?

 – What benefits does this activity offer?

 – What barriers do you perceive with this activity?

Thank participants for sharing and summarize. 
 § Building a Trusted support network involves careful consideration for 

who can provide the types of support that is needed.

 § It can be rare to have one trusted support person meet every need; 
therefore planning ahead is a proactive choice that can enable your 
client to respond to their needs quickly.

 § Receiving and employing trusted support involves risk, but careful 
consideration may lessen the potential for a trust breach.

 § People who have support they believe is trustworthy can experience 
health boosting effects from said support. 

Bridge: 
 § Now that you have identified your trusted support network, we will 

discuss key factors for making plans to disclose. 
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SLIDE 4: 
See the handout, “Disclosure Tips”.

Instructions:
Share: Now that you’ve developed a network of trusted support on paper, 
the next step is to consider how to disclose to individuals who are not aware 
of the HIV diagnosis. This is often the point when people living with HIV 
become concerned for a number of reasons, many of which we explored in 
the previous exercise. For this reason we will work together to identify key 
considerations a person who wishes to disclose should keep in mind. 

 § Divide participants into pairs. 

 § Allow each partner three to five minutes to gather their responses to the 
following questions. 

 – What considerations/best practices come to mind when preparing 
to reveal one’s HIV status? (Brainstorm as many factors in the time 
allotted)

 § Advise participants to be realistic and use their lived experiences and 
acquired knowledge to inform their brainstorm.

 § Reconvene the groups and facilitate a large group discussion. Ask 
participants to share their top three concerns and offer their rationale. 

 § Follow the discussion by acknowledging there is no cookie cutter 
approach to self-disclosure because people and their circumstances 
are different. There are some general guidelines that work well for most 
people. Show examples on the next slide. 

 § Note any overlap from group responses and the list of disclosure 
considerations. 

 § Distribute the Disclosure Tips Handout and use the information to 
summarize this section. 

 § Be sure to include that self-disclosure is a decision that can involve many 
factors. Participants are encouraged to review their state laws regarding 
any criminal codes for HIV prosecution. 

SLIDE 5: 
Use prompts on the slide for review and discussion.

CLOSING
Next, we will review the impact of stigma and access to care.



PeersModule 14

86Return to Table of Contents

OBJECTIVES
By the end of this unit, participants will be able to:
 § Demonstrate understanding of stigma and its impact on access and 

engagement of services for people living with HIV.

 § Practice changing stigmatizing language to promote empowerment.

MODULE 14: 
Stigma
Topics Covered: Stigma

Method(s) of 
Instruction
 § Lecture
 § Facilitated Discussion
 § Individual Activity

Peers
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PROCESS
The training will begin with definition of stigma and its formation, history, 
and street terminology that affects HIV testing and treatment. 

Discuss the intersectionality of stigma and language that influences 
community response to people living with HIV and their engagement in 
care. The facilitator will define and lead discussion of empowerment and 
impact of change in self-talk and healthcare choices. 

The facilitator will lead group in activity to convert stigmatizing self-talk to 
empowering self-talk, instruct participants on the activity, allow for time to 
complete, and manage group discussion. 

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Stigmatizing Language, Appendix 32
 – Identifying and Eliminating Stigma Self-Talk, Appendix 33

REFERENCE MATERIALS
 – Building Blocks for Peer Program Success:  

http://www.cahpp.org/project/peer-center/? 
 – Best Practices for Integrating Peer Navigators into HIV 

Models of Care: www.aidsunited.org/resources 
 – Dutcher, Noely Phicil, Goldenkranz, Rajabiun, Franks, 

Loscher, Mabachi. Positive Examples’’: A Bottom-Up 
Approach to Identifying. Best Practices in HIV Care and 
Treatment Based on the Experiences of Peer Educators. 
AIDS PATIENT CARE and STDs V25, n7, 2011.

 – Peer Re-Engagement Project: Peer Program Resources and 
Training Curricula: www.hdwg.org/prep/curricula

 – Yanick, Mark, Velez, Miguel. HIV/AIDS Stigma Initiative 
Program: “HIV/AIDS Stigma & Access to Care.” National 
Minority AIDS Council, May 2006.

FLIPCHART

The approximate 
length of time the 
session will take.
Total: 45 minutes
30 minutes lecture

15 minutes activity

Key Words and Phrases
 § Stigma

 § Empowerment

 § Access to Care

 § The Bug

 § Media
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SLIDE 1: 
Define stigma.
Can anyone tell me if they have ever experienced stigma?

According to a definition from Goffman, a sociologist (and there are many 
definitions for Stigma) is that “the person with a stigma is not quite human” 
(and I’m paraphrasing a little) but he goes on to say that “operating on this 
assumption, we often unthinkingly, reduce his life chances” (Goffman, 1963).

So…we deeply discredit the individual or group. From a whole person to 
a tainted, discounted one. It’s a sign of disgrace or shame. We brand or 
label them. We may even think of them as being “morally flawed” or to have 
behaved badly and therefore to be avoided by other members of society.

SLIDE 2: 
The creation of stigma is the result of existing:
 § Stereotypes

 § Prejudice

 § Biases, and other forms of oppression in our society directed at 
individuals and/or groups.

SLIDE 3: 
I need volunteers to match the five terms with the definition.

Each volunteer participant will take turns matching the word to the definition.

 § Stereotype—A belief that all members of a group possess the same 
characteristics or traits exhibited by some members of that group.

 § Prejudice—Preconceived judgment of members of a certain race, 
ethnicity, gender, religion, or group.

 § Racism—Discrimination or mistreatment of an individual due to their 
belonging to a particular race or ethnic group.

 § Bias—A strong inclination of the mind or a preconceived opinion 
about something or someone. Prevents objective thought of an issue 
or consideration.

 § Stigma—Negative feelings, beliefs, and behavior directed toward an 
individual or group due to a particular label or characteristic.
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SLIDE 4: 
Stigma is a deeply negative mindset and provides no value to society in 
general. 

People with mental illness represent, perhaps, one of the most deeply 
stigmatized groups in American culture.

Many of the over 46 million Americans who suffer from some type of mental 
health disorder may describe and define stigma using one of these words or 
phrases: hate, discrimination, prejudice, fear inducing, humiliating, hurtful. 
Truly it boils down to discrimination and hate. 

People with mental illness feel diminished, devalued, and fearful because 
of the negative attitude society holds toward them. As a result, people 
struggling with mental health challenges may not get the help they need for 
fear they’ll be discriminated against.

SLIDE 5: 
HIV/AIDS related stigma refers to prejudice, discounting, discrediting, and 
discrimination directed at persons perceived to have AIDS or HIV, as well as 
their partners, friends, families, and communities.

SLIDE 7: 
Are any of these street slang language terms familiar to you?

Could you add more to the list?

SLIDE 6: 
HIV Terminology—We frequently hear acronyms in our HIV work so let’s be 
sure we know what they mean as we hear them and use them in the following 
slides. 

 § GRID—Gay Related Immune Deficiency

 § AIDS—Acquired Immune Deficiency Syndrome

 § ARC—AIDS-related complex

 § HIV—Human Immunodeficiency Virus

 § Late stage HIV or end stage HIV
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SLIDE 8: 
Focusing on use of language may be the first place to start in order to address 
stigma, social exclusion, and discrimination against people living with HIV.

Language:

 § Helps to shape our world.

 § It describes and gives meaning to our lives.

 § It persuades and changes minds.

 § It can destroy or empower.

Negative language never empowers.

SLIDE 9: 
How did the media get this language wrong? 

These images are representative of the prevailing attitude of that time 
period.

November 7th
On this day in 1991 Ervin Magic Johnson announced that he had HIV and 
was quitting the National Basketball Association. Regarded as one of the 
best players in the 1980’s. 

The second picture - AIDS, which stands for acquired immunodeficiency 
syndrome, is a condition characterized by progressive failure of the immune 
system. It is caused by the human immunodeficiency virus type 1 (HIV-1).

Does the mother have a greater responsibility to be tested? Code language 
from the media.

This poster is one of a series produced by Clement Communications, a 
public relations company that researches, creates, publishes, and distributes 
programs and materials to help organizations communicate with their 
intended audience. Designed to appeal to specific racial groups, each 
poster in the series features a different child. Although the child in the 
photograph appears to be happy and healthy, we learn from the message 
that that there was a vertical or perinatal transmission from mother to child. 
(Today, this mode of transmission is rare.) We see an emotional appeal to 
women—African-American women in this case—which along with the text 
suggests they have a responsibility beyond themselves to be tested for HIV.
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SLIDE 10: 
Targets of stigma are:
Primary HIV/AIDS stigma—defined as the stigma directed at people who 
are living with or are perceived to be living with HIV.

In order to cope with this form of stigma, individuals may resort to the 
concealment of their HIV status for fear of being shunned by others, 
including their medical provider. This may prove to be detrimental to issues 
of health care. Concealment of HIV status often leads to social isolation and 
internalized feelings of self-loathing and a cycle of hopeless.

Secondary HIV/AIDS stigma—is aimed at those individuals and/or groups 
associated with people living with HIV. This includes partners, family and 
friends, professionals, volunteers, and agencies that have close proximity 
with people living with HIV. Secondary stigma may also be directed towards 
individuals who are part of a group associated with HIV/AIDS.

SLIDE 11: 
HIV/AIDS stigma often reinforces existing social inequalities based on 
gender, race, ethnicity, class, sexuality, and culture. HIV/AIDS stigma is a 
problem throughout the world and has been expressed in a variety of ways, 
including:

1. Ostracism, rejection and avoidance of people living with HIV. 

2. Discrimination against people living with HIV by their families, health 
care professionals, communities, and governments.

3. Mandatory HIV testing of individuals without prior informed consent or 
confidentiality protections. 

4. Quarantine of persons who are living with HIV.

5. Violence against persons who are perceived to be living with HIV or 
belong to “high risk groups.” 

SLIDE 12: 
Stigma Impacts: Access to services and care

 § Counseling and testing: A person is less likely to seek HIV testing in 
environments where they perceive workers to be judgmental about 
sexual and drug use behavior.

 § Access to care: Individuals who exhibit concerns about stigma are more 
likely to delay care and/or not adhere to care.

 § Disclosure of status: The decision to reveal one’s HIV status is associated 
with a person’s level of comfort; the more accepting, caring, and 
nonjudgmental a social network is towards HIV, the more likely the 
individual is to disclose.

 § Health disparities: The impact of racial/ethnic health disparities among 
communities of color when accessing HIV/AIDS services.
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SLIDE 13: 
Review slide with participants; these findings came from a study done by Dr. 
Herek, a researcher from California.

 § When stigma is high, testing is low, fewer people know their status, 
fewer people disclose, and new infections rise. When stigma is low, 
testing increases, more people learn their status, more people disclose, 
and new infections drop. The sad thing is that people are sometimes 
stigmatized even in places they go for medical care and other services.

 § What are your own experiences with stigma? Facilitate discussion.

Citation: https://ajph.aphapublications.org/doi/pdfplus/10.2105/
AJPH.92.3.371

SLIDE 14: 
Empowerment “is a multi-dimensional social process that helps people 
gain control over their own lives. It is a process that fosters power in people, 
in their lives, their communities, and in their society by acting on issues that 
they define as important” (Page & Czuba, 1999).

Since the emergence of the HIV epidemic, many people have been shrouded 
by the myths, misconceptions, and fears about HIV’s affect on our bodies. 
Disturbing images of clients clinging to life at the onset of the HIV/AIDS crisis 
have remained the prominent perspective for many even though medical 
breakthroughs in treatment have made living with HIV manageable. 

These are empowering images…What do you see empowering about these 
images?

SLIDE 15: 
In your opinion what is this poster saying?
 § HIV affected my body but not my mind.

 § I am still a vibrant, productive member of my community. 

 § I am a valuable asset to my family, friends, and myself. 
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SLIDE 16: 
See the handout, “Identifying and Eliminating Stigma Self-Talk.”

Let’s look at this short activity on stigmatizing versus empowering self-talk.

Stigmatizing talk - “I’m infected with HIV.” Empowering self-talk – “I am a 
person living with HIV.”
It’s my fault I got infected; injecting drugs. No one deserves HIV; HIV is not a 
punishment. One could go on to say …. 

 § Is perfect the goal; no one can meet that goal.

 § No one deserves HIV. 

 § You are a person living with HIV.

 § HIV is a human illness that can affect anyone.

Incarcerated=criminal. Being incarcerated does not define you as a person 
nor brand you as a criminal.

“Gay” people of color. Many people of color identify as same-gender loving 
rather than gay.

Transgender or gender-diverse people may use a pronoun that is different 
from what you might assume, so asking everyone what pronouns they use can 
help show trans people they are welcome in your organization. Respecting 
people’s core identity and the words they use to describe themselves is at 
the heart of putting people first. 

So let’s take a closer look at stigmatizing language and positive self-talk. 
Distribute handout—Stigmatizing Language.

We want to avoid it in our communication with our community, how we refer 
to ourselves, and in media messages.

Activity:
Let’s practice changing stigmatizing language. Think of three negative terms 
you don’t like and change them to three positive terms.

SLIDE 17: 
This activity can be completed in a small group brainstorm activity or large 
discussion group.

Directions for small group:
1. Divide into small groups of four. 

2. Each group will be given a handout with one discussion question for the 
small group.

3. Appoint a recorder that will write the group responses on flipchart paper 
and a reporter that will discuss the groups’ responses in the larger group 
setting.

4. Discussion should be free-flow; there is no right or wrong answer. 

 Discussion questions are below:
 § How does stigma affect access to care for people living with HIV?

 § How can one make an impact on stigma?

 § Can you identify stigma in your workplace or community?

 § How can one educate the community or workplace about the negative 
impact that stigma has on people?
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SLIDE 18: 
Refer to the slide for summary points.

SLIDE 19: 
Share references with participants. 

CLOSING
Next, we will review discuss Safety and Outreach as many of you may have 
the opportunity to work with clients in the community.
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OBJECTIVES
By the end of this unit, participants will be able to:
 § Understand outreach principles and best practices for working with 

clients.

 § Protect personal safety when doing field work and working at the 
agency.

MODULE 15: 
Safety and Outreach
Topics Covered: Safety, outreach

Peers

Method(s) of 
Instruction
 § Large Group Discussion
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PROCESS
The facilitator will:

 § Begin with a lecture around best practices and principles.

 § Lecture on outreach principles and practices while engaging and 
building relationships with clients. 

 § Lecture on safety concerns with community outreach, including 
examples of strategies and plans peers can implement. 

 § Engage participants throughout the lecture, eliciting participants’ 
ideas or examples as it relates to outreach and ensuring safety during 
outreach. 

MATERIALS NEEDED
POWERPOINT

HANDOUTS 
 – Safety Tips for Home Visits, Appendix 34

REFERENCE MATERIALS
 – Olivet, J.S., et al. (2010). Outreach and engagement in 

homeless services: A review of the literature. Open health 
Services and Policy Journal, 2, 103-121.

 – Implementing Your Street Outreach Program Adapted 
from Trudee Able-Peterson @ Richard A. Hooks Wayman’s 
“Streetworks.”

 – Midwest AIDS Training and Education Center of Missouri, 
Case Management Safety Training

FLIPCHART

Key Words and Phrases
 § Safety

 § Safety Plan

 § Community Outreach

 § Relationship Building

 § Home Visits

The approximate 
length of time the 
session will take.
Total: 25 minutes
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SLIDE 1: 
Introduce the topic of safety and outreach.

SLIDE 2: 
Outreach Principles
 § Meet people where they are—geographically, emotionally, and physically.

 § Help meet basic needs.

 § Be respectful and treat everyone with dignity.

 § Recognize that the relationship is central to outreach and engagement.

 § Create a safe, open, friendly space, regardless of setting.

SLIDE 3: 
Best Practices in Outreach
 § Ensuring that you have a safe working environment regardless of the 

setting is paramount. Fieldwork is sometimes conducted in areas that 
can be unsafe, therefore we need ways to protect our personal safety 
when doing home visits or individual outreach in the community.

 § Based on the fact that you interact with your own community, make sure 
you have established your own personal boundaries before conducting 
outreach. You may anticipate dangerous situations that may come up 
when doing fieldwork and ways to handle them in advance.

 § Complete in-depth assessment of the areas where your clients live.

 § Visit the neighborhoods at different times and conduct outreach in pairs.

 § Have your agency identification handy.

 § Have a cell phone.

 § Be yourself.

 § Listen.

 § Respond, don’t react.
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SLIDE 4: 
Know and practice or role play your script before you go into the community, 
so you’re prepared.

Approach:

 § Always have your agency ID available.

 § Identify yourself and affiliation quickly.

Script – “Hi, my name is _____, and I’m a peer worker with (name of your 
organization). I just want to give you some information about our program.”

Script – “Hi, my name is ____and this is my co-worker_____. We work for 
(name of your organization) and we wanted to tell you about our services.”

SLIDE 5: 
Show genuine concern by being engaged with the client.

If in a face to face meeting:
 § Use eye contact.

 § Watch non-verbals—closed arms versus open posture.

 § Speak in plain language (remember health literacy if delivering education 
or medical information).

 § Watch for literacy cues (if completing forms read them together in case 
the person has literacy challenges).

This is not an exhaustive list; bottom line is to be understanding and 
concerned about the client’s needs and well-being.

SLIDE 6: 
This list builds on the previous slide.
Ask class if there are other things that should be on this list.
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SLIDE 7: 
Whether you are providing services within the agency or in the field, safety 
should always be considered first. Have a safety plan for emergencies and 
dangerous situations. Let your supervisor know where you are at all times. 
Put the location on the calendar. Work with a partner at every opportunity.

SLIDE 8: 
The first step in addressing personal safety is to plan and be mindful. 
Planning and being mindful is your best defense against workplace violence. 

For example, the human service employees with the highest rates of work 
place victimization include those with very little experience and those 
with extensive experience. Newer employees may not have gained the 
experience necessary to assess for violence among clients and may be 
trying to remember all of the aspects of their job and its requirements that 
they may forget to pay attention to even the most obvious signs of client 
aggression. And when that aggression occurs, they have no idea how to 
respond.

On the opposite end of the spectrum, longer-term employees may begin 
to feel complacent and may get stuck in a rut forgetting the dangers 
around them. Many have never been the victim of work related violence and 
therefore do not see it as an imminent threat in the future. 

Planning and being mindful are separate skills that work together to prepare 
you to stay safe in an event of violence. These skills should be applied to how 
you set up your office, completing a safety assessment, paying attention 
to signs of danger, and avoiding complacency. We will be exploring these 
areas as we move through this module.

SLIDE 9: 
There are three things which need to be managed before, during, and after 
an episode of aggression. First is your client, second is yourself, and third is 
your environment. 

Each area may include not only the reason for client aggression, but also 
things which exacerbate violent behavior. Therefore, effectively managing 
these three areas will help to prevent and diffuse violence. We will be taking 
a closer look at just how to manage each of these areas in the following set 
of slides.
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SLIDE 10: 
A thorough assessment of your client’s potential for violent behavior begins 
with a review of any documentation available to you. Since the best predictor 
of future violent behavior is a history of past violent behavior, any available 
records should be reviewed for incidents of past violent behavior.

Since drugs and alcohol use can lead to erratic and sometimes violent 
behavior, it is important to review for a history of substance use. Even the most 
timid client can become threatening and violent while under the influence, 
so it is important not to assume that since a client’s usual personality is timid 
and shy that they will always be so.

It’s also a good idea to check with other colleagues about the client’s 
history and reputation. Asking colleagues about their experiences with that 
client may produce much needed and valuable information on individual 
idiosyncrasies and behavior. 

Since weapons are often used by clients during violent behavior and 
aggression, it is important to assess your client’s access to them. Review the 
medical record for any information which indicates the client’s past access 
to and use of weapons. It is important to remember that in violent episodes 
almost anything can be used as a weapon. A pen, for example, in the hands 
of a calm client may be a great for instrument for writing reports and signing 
forms, but in the hands of a violent client that same pen may become a 
weapon. So it is important not to exclude ordinary items in your assessment 
of weapon access and use.

SLIDE 11: 
For most peers, community and home visits are an essential part of the 
job. Sometimes this means going into a neighborhood that is unfamiliar or 
dangerous. Therefore, it is important that they pay close attention to and 
continually assess their surroundings. 

Use your schedule or calendar to document your client appointments and 
location. Informing others where you are going and the address will help to 
ensure that emergency services and or other staff will be able to come to 
your aid. 

Even if there appears to be no imminent aggressive behavior from your 
client, the environment is constantly changing. Dangers from other sources 
could appear at any time. Scanning the environment throughout the entire 
visit will help to ensure that if something changes for the worse you will be 
ready. 

Lastly, carry a cell phone and use GPS. Some of us will remember the days of 
having to run to find a pay phone and some change to make an emergency 
call. Thankfully those days are over. Having a cell phone on you at all times 
will increase the response time of emergency services and will help keep 
open communication between you and your colleagues.
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SLIDE 12: 
Point out for participants the references for this unit.

CLOSING
This concludes our training! We have covered a great deal of information, 
including your role as a peer; information about the viral life cycle, 
medication, and resistance; as well as boundaries, safety, and confidentiality. 
This is intended to provide you with the foundations to begin your work 
as a peer.
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Appendix 1
Peer Staff Role and Responsibility Activity

Please write 5 responses to the questions below:

What is a peer?

What makes an effective peer staff person?

What are the roles and responsibilities of peer staff?
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Appendix 2 
Peer Staff Roles and Responsibilities  
(Answer Sheet)

What is a peer?
 § Someone who is my age

 § Similar experiences as me

 § Someone I can relate to

 § Someone who provides support

 § Someone who fights the same fight

 § Someone who I have something in common with

 § Helps bring about positive change in others

 § Someone who doesn’t pass judgment

What makes an effective peer staff person?
 § A person who instills a sense of hope to others

 § Plants seeds of knowledge

 § An effective communicator

 § Provides general health information

 § Helps gets people into care

 § A good listener

 § Is a good role model

 § Problem solver

 § Knows the Ryan White HIV/AIDS Program system 
of services

 § Available when I need them

 § Does not give me advice

What are the roles and responsibilities of a peer 
educator?
 § Client advocate

 § Educator

 § Active listener

 § Help find resources such as employment, social 
services, mental health and medical services

 § Care about clients

 § Model self-care

 § Make themselves available to peers they serve

 § Know that everyone has a different experience

 § Encourage peers to ask questions

 § Bridge gaps with providers and case managers

 § Act direct, clear, and assertive
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Appendix 3
Four Categories of Peer Service

Dutcher, Phicil, Goldenkranz, Rajabiun, Franks, Loscher, Mabachi
“Positive Examples”: A Bottom-Up Approach to Identifying Best practices in HIV Care and 
Treatment Based on the Experience of Peer Educators.
AIDS Patient Care and STD
Vol. 25, #7, 2011

Emotional Informational Instrumental Affiliational

• Share personal 
story

• Show empathy and 
positive regard

• Listen attentively
• Elicit client stories
• Reassure clients 

that they can live a 
“normal” and 
productive life

• Reassure clients 
they don’t have to 
get sick and die

• Commit to being 
alive, give client 
full attention

• Let clients know 
that there is hope

• Actively remove 
stigma from 
interactions with 
clients

• Be friendly and 
genuine

• Be non-judgmental

• Communicate health 
information

• Teach clients to 
understand blood tests

• Mentor clients on how 
to disclose

• Role model health 
behaviors and 
management of HIV

• Share information 
about opportunistic 
infections

• Show clients how to 
take medications 
correctly and 
importance of 
adherence

• Share information on 
managing side effects

• Teach healthy eating 
habits

• Guide clients on what 
question to ask 
providers/prepare for 
medical appointments

• Teach about safer sex 
and risk reduction

• Share basic information 
about HIV and the HIV 
life cycle

• Assist patient in 
navigating the
system of services

• Interpret medical 
information/jargon

• Make appointment 
reminders

• Make and 
reschedule 
appointments

• Work 
collaboratively with 
Case Managers

• Participate in care 
team meetings

• Follow up with 
clients that do not 
show up at 
appointments

• Complete 
paperwork or track 
down documents 
that will allow 
clients to see 
medical staff

• Teach clients how 
and when to refill 
medications

• Visit client at the 
hospital

• Connect clients 
to support groups

• Find ways to 
connect clients to 
other people 
living with HIV 
through activities 
like outings, 
conference 
attendance, game 
nights, movie 
nights

• Encourage 
clients to seek 
support from 
family and 
friends

• Increase social 
networks

Four Categories of Peer Service
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Appendix 4
What Does It Take To Be a Peer?

KNOWLEDGE LIST
1. Basic HIV 101

2. Modes of HIV transmission

3. Risk reduction strategies

4. Aware of community services 
that are available to clients

5. HIV viral life cycle

6. How to disclose HIV diagnosis

7. How to describe CD4 and viral 
load results

8. Understand drug resistance

9. Basic principles of effective 
communication

10. Where to get STD testing

11. Name/know about 
opportunistic infections

12. Medication side effects

13. Knows what videos, 
pamphlets are good 
resources for clients

14. Aware of HIV State Laws

15. Where to get an HIV test

16. Daily tasks peer educators 
complete

17. Understand workplace code 
of conduct

18. Understand paperwork 
needed for client chart

SKILLS LIST
1. Ability to read and write

2. Can read verbal and non-
verbal cues

3. Develops trust and engage a 
client

4. Can get client information as 
needed

5. Ability to manage time

6. Active listening

7. Effective communicator

8. Ability to ask open-ended 
questions

9. Gives options

10. Can document services 
provided to a client

11. Advocates for client

12. Ability to coach a client

13. Ability to use videos/
computer

14. Speaks clearly

15. Can brainstorm ideas with 
clients

16. Problem solver

17. Models behavior change

QUALITIES LIST
1. Open-minded

2. Non-Judgmental

3. Flexible

4. Patience

5. Compassionate

6. Connect with others

7. Truthful

8. Supportive

9. Positive attitude

10. Encouraging

11. Focused

12. Sincere

13. Respectful

14. Warm

15. Interested

16. Assertive

17. Empowers others
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Appendix 5 
Identifying Roles of Multidisciplinary  
Team Members

Peer Supervisor Physician Nurse Behavioral 
Health Therapist Case Manager
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Appendix 6 
Identifying Roles of Multidisciplinary  
Team Members-Potential Answers-

Peer Supervisor Physician Nurse Behavioral 
Health Therapist Case Manager

• Counsel

• Advocate

• Listen to 
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify 
barriers

• Educate

• Follow-up

• Identify with 
client

• Navigate

• Provide 
options

• Adherence 
education

• Counsel

• Advocate

• Listen to  
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify  
barriers

• Educate

• Manage staff

• Administrator

• Counsel

• Advocate

• Listen to 
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify 
barriers

• Educate

• Examine

• Diagnose

• Show how 
to take 
meds

• Discharge

• Counsel

• Advocate

• Listen to 
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify 
barriers

• Educate

• Vital signs

• Review 
orders

• Show how 
to take 
meds

• Discharge

• Counsel

• Advocate

• Listen to 
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify 
barriers

• Educate

• Follow-up

• Discharge

• Counsel

• Advocate

• Listen to 
concerns

• Motivate

• Empower

• Advise

• Refer

• Identify  
barriers

• Educate

• Follow-up

• Help with 
entitlements
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Appendix 7
Stages of HIV Infection
Stages	of	HIV	Infection	

SE
SS
IO
N
	H
AN

DO
U
T	 Person	becomes	infected	with	HIV	

	
	 	

	 	
Acute	

	

	 	 	

	 Person	may	have	flu-
like	symptoms:	

	
Asymptomatic	

	

	 	

	 • Fever	
• Headache	
• Tiredness	
• Enlarged	lymph	

glands	

Person	may	look	and	
feel	well	

	

Symptomatic	
	

	

	 	 Person	may	have	
enlarged	lymph	glands,	
tiredness,	weight	loss,	
fever,	chronic	diarrhea	
or	yeast	infections	
(oral	or	vaginal)	among	
other	conditions.	

	

AIDS	
	

	 	
	
	
	
	
	
	

Window	(1)	

	 The	virus	weakens	and	
eventually	disables	the	
immune	system.	When	a	
person	with	HIV	develops	
AIDS,	their	body	has	lost	
most	of	its	ability	to	fight	
off	certain	bacteria,	fungi,	
parasites	and	other	germs.	

	 	
	
	

Incubation	Period	(2)	
	
	
	
• A	person	who	has	HIV	can	transmit	even	if	they	look	healthy	and	

feel	well.	
• One	person	with	HIV	may	have	different	combinations	of	signs	and	

symptoms	from	someone	else	who	is	also	living	with	HIV.	
• Only	an	HIV	test	can	show	if	someone	is	HIV-positive.	
• Only	a	doctor	can	diagnose	AIDS.	

	
A	diagnosis	of	AIDS	is	
made	if:	
• T-cell	count	is	below	

200ml	and,	
• There	is	a	confirmed	

appearance	of	certain	
illnesses	called	
opportunistic	
infections.	

	 	
(1) Window	Period:	Time	it	takes	for	antibodies	to	become	detectable	

in	the	body;	usually	within	three	months.		
(2) Incubation	Period:	Time	from	point	of	seroconversion	to	

development	of	AIDS.	
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Appendix 8
HIV 101: Understanding HIV and AIDS

1. Fill in the blank

H-       A-        
I-       I-        
V-       D-        
       S-        

1. HIV is a    , AIDS is a     (condition) and they are not the same.

2. HIV is a virus that can lead to infections and destroys your    

3. AIDS is a syndrome or condition that is caused by    . 

4. AIDS is considered the     stage of HIV.

5. A person’s AIDS status is determined by their      count when it is 
below    .

True or False
6.    Symptoms for HIV and AIDS are different for each person.

7.    You can have an HIV infection without acquiring AIDS.

8.    You can become “undetectable” while living with AIDS even if your CD4 count 
is not above 200.

9.    An unsuppressed viral load and undetectable viral load are the same.

CD4 cells are a type of lymphocyte (white blood cell). They are an important part of the immune system. CD4 cells are 
sometimes called T-cells; tells how strong the immune system is. 

Viral load tells the amount of HIV is in the blood.
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H-Human      A- Acquired
I-Immunodeficiency   I- Immune
V-Virus       D- Deficiency
        S- Syndrome

 § HIV is a virus, AIDS is a syndrome (condition) and, they are not the same.

 § HIV is a virus that can lead to infections and destroys your immune system.

 § AIDS is a syndrome or condition that is caused by HIV. It is considered the final stage of 
HIV.

 § A person’s AIDS status is determined by their CD4 count when it is below 200 and/or an 
opportunistic infection.

 § Symptoms for HIV and AIDS are different for each person.

 § You can have an HIV infection without acquiring AIDS.

 § You can become “undetectable” while living with AIDS even if your CD4 count is not 
above 200.

 § A suppressed viral load is when a person’s viral load copies are anything above 200. An 
undetectable viral load is below 20 or 40 copies dependent on the test and how the 
clinic and/or hospital determines what their bench mark is of an undetectable viral load. 

CD4 cells are a type of lymphocyte (white blood cell). They are an important part of the immune system. CD4 cells are 
sometimes called T-cells; tells how strong the immune system is. 

Viral load tells the amount of HIV is in the blood.

Appendix 9 
HIV 101: Understanding HIV and AIDS 
(Answer Sheet)
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Appendix 10 
HIV 101: What Stage Am I? 

Stages of HIV Infection – Complete questions 1-4 using the terms below:
 § Symptomatic
 § AIDS
 § Acute
 § Asymptomatic

1.       T-cell count is below 200 milliliter or less with the onset of this 
stage, clients are at the highest risk for opportunistic infections and malignancies.

2.       During this stage, chronic signs or symptoms are not present; 
person may look well. T-cell count may be used to monitor progression of the disease. 

3.       Occurs about 1 to 2 weeks after initial infection. During this 
stage, the virus undergoes massive replication. Patients may be asymptomatic or have a 
flu like symptoms, fever headache, tiredness. 

4.       Person may have enlarged lymph glands, weight loss, or other 
conditions. 
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Appendix 11 
HIV 101: What Stage Am I?  
(Answer Sheet)

Stages of HIV Infection – Complete questions 1-4 using the terms below:
 § Symptomatic
 § AIDS
 § Acute

 § Asymptomatic

1. AIDS     T-cell count is below 200 milliliter or less with the onset of this 
stage, clients are at the highest risk for opportunistic infections and malignancies.

2. Asymptomatic    During this stage, chronic signs or symptoms are not present; 
person may look well. T-cell count may be used to monitor progression of the disease. 

3. Acute     Occurs about 1 to 2 weeks after initial infection. During this 
stage, the virus undergoes massive replication. Patients may be asymptomatic or have a 
flu like symptoms, fever headache, tiredness. 

4. Symptomatic    Person may have enlarged lymph glands, weight loss, or other 
conditions. 
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Appendix 12 
Modes of Transmission and Fluids

Worksheet #2 (unit 1.10) 

 

True or False 

1._______ Modes of HIV Transmission are the ways that a person can contract 

HIV. 

2.________ There is a zero risk of transmission through oral sex. 

3.________ HIV can be spread through saliva, sweat, and tears, or 

coughing/sneezing. 

4.________ Kissing poses a zero risk always for being exposed to HIV. 

 
 

Fill in the Blank 

 

5. There are ______ actions of transmission and _______   fluids. 

 

Modes of Transmission 
 

A. Actions               B.  Fluids 

1.       1.       

a.  ___________________                      2.  _______________________ 

b.  ___________________                                                              

c.  ___________________                       3. _______________________ 

2._______________________   4.       

3._______________________  

HIV 101: Modes of HIV Transmission 
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Worksheet #2 (unit 1.10) 

 

Ø Modes of HIV Transmission are the ways that a person can contract HIV.  
 

Ø There are 7 major modes of transmission (Big 7): 3 are actions and 4 are fluids. 
 

Ø The most common way HIV is spread is through having condomless sex with 

someone who is HIV+ and may not be aware of their status or not on 

Antiretroviral Therapy (ARVs).  

• 3 Actions of Transmission    
 

1. Condomless Sex 

a.  Anal 

b. Vaginal, and 

c. Oral sex 

2. Sharing Needles/Drug “works”  

3. Breastfeeding 

• 4 Fluids of Transmission 

1. Semen (cum or pre-cum) 

2. Blood 

3. Vaginal  

a. Anal or 

b. Rectal Fluids 

4. Breast Milk 

*Any other fluid that may contain blood (even a small amount) 

 

HIV 101: Modes of HIV Transmission 

Appendix 13
Modes of Transmission and Fluids  
(Answer Sheet.)
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Ø About oral sex: *According to the CDC:  “Though oral sex carries a much 

lower risk of HIV transmission than other sexual activities, the risk is not 

zero. Several factors may increase the risk of HIV transmission through oral 

sex, including oral ulcers, bleeding gums, genital sores, and the presence of 

other sexually transmitted diseases (STDs). 
 

Ø There are MANY myths about how HIV is transmitted. These are 

ways that you CAN NOT transmit/contract HIV: 

§ Hugging  

§ Kissing (exceptions-open mouth) 

*According to Centers for Disease Control and Prevention (CDC): Open 

mouth kissing can present a low risk especially if both partners are 

without sores or cuts on the mouth or lips. Saliva has certain proteins 

that make it an extremely poor carrier of HIV. As a result, kissing, 

sucking, and licking the lips, mouth, and tongue are basically safe. 
 

§ Sharing dishes/glasses or food 

§ Holding hands 

§ Toilet seats/bath towels 

§ HIV is NOT spread through saliva, sweat, tears or 

coughing/sneezing.  

HIV 101: Modes of HIV Transmission 
Appendix 13
Modes of Transmission and Fluids (Cont.)



PeersModule 15

A16Return to Table of Contents

Appendix 14 
Asking Open-Ended Questions

Convert the following closed-ended questions into open-ended questions:

1. Is it going to rain today?

               

2. Are you feeling OK? 

               

3. Did your doctor explain how to take your medications?

               

4. Do you use protection when you have sex?

               

5. Did you tell anyone that you are HIV-positive?

               

6. Do you take you meds with food?

               

7. Did you ask your doctor any questions?
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Appendix 15 
Asking Open-Ended Questions  
(Answer Sheet)

Convert the following closed-ended questions into open-ended questions:

1. Is it going to rain today?

What is the weather forecast for today?          

2. Are you feeling OK? 

How are you feeling?             

3. Did your doctor explain how to take your medications?

What suggestions did your doctor provide on how to take your medications?    

4. Do you use protection when you have sex?

What protection do you use when having sex?         

5. Did you tell anyone that you are HIV-positive?

Who knows your HIV status?           

6. Do you take you meds with food?

Which meds do you take with food?          

7. Did you ask your doctor any questions?

What questions did you ask your doctor?          
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Appendix 16 
Roleplay Scenarios for Introduction of 
Program Service

Mercedes
Mercedes is a 36-year-old African American single mother of 3 children who was diagnosed 
with HIV two years ago. She is an assistant manager at Wendy’s and has not been seen by a 
doctor in over a year. She was prescribed medication when she was diagnosed, but she only 
took them for two months. She is being seen at the clinic today to address a yeast infection 
that keeps coming back. Her provider refers her to you for peer support and enrollment. 

Franda
Franda is a 23-year-old African American woman who was diagnosed with HIV seven months 
ago at your clinic. She was enrolled into case management and had scheduled her first 
doctor appointment, but she did not show up. All attempts to reach her by mail or phone 
were unsuccessful. Franda resurfaced on a referral from a local homeless shelter because she 
lacks stable housing. Your supervisor assigns her to you for reengagement.

Darcella 
Darcella is a 43-year-old Mexican American woman who has received a positive test result 
from a community outreach testing event. She is shocked and afraid because she has been 
in a relationship with her partner for 15 years. They never married, but they live together 
to share living expenses. Both are under employed and need each income to make it. You 
receive a referral to contact Darcella to offer enrollment into the reengagement project. 

NeeShay
NeeShay is a 19-year-old African American woman who recently completed a 30-day drug 
treatment program. While there, she tested positive for HIV and was referred to your clinic for 
follow-up and treatment. NeeShay was referred by your supervisor for enrollment and peer 
support. 
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Appendix 16 
Roleplay Scenarios for Introduction of 
Program Service (Cont.)

Kayla
Kayla is a 49-year-old African American trans woman who has been living with HIV for 20 
years. She was adherent with treatment for 18 years, but within the last two years she has 
acknowledged publicly who she is as a trans woman. Kayla lost her job and her insurance 
coverage, so she hasn’t been able to afford her HIV medications. The process has been 
stressful, but she has been focused heavily on her transition. Additionally, many of her 
relationships have changed, forcing her to develop a new system of support. Kayla came to 
the clinic seeking information about hormone replacement. Her chart indicated that she had 
been lost to care so she was referred to you for reengagement support. 

Markita
Markita is a 27-year-old African American woman who has been living with HIV for 1 year. She 
works as a customer service representative for a local department store. She leads a very 
active life and spends time traveling with friends for fun. Markita goes back and forth about 
believing she has HIV. Sometimes she believes it’s cured and other times she is concerned 
about not taking the prescribed medication. She saw a provider and was prescribed meds 
when she first received the positive HIV test result. Markita was referred to you because she 
appeared on the clinic’s lost to care list. Her chart notes indicate you can only contact her by 
her cell phone.
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Appendix 17 
Sample Questions to Use for First Meeting

How are you managing your HIV (medically, home life)?

Who in your life can provide you support?

Where are your supports located?

When was your last medical appointment?

What has worked well for you in managing your health?

What has been the most difficult challenge?

 § Living with HIV since your diagnosis?

 § Being able to get to medical appointments, and follow-up appointments

Do you have concerns/questions about the program?

How can I reach you; by phone, text, or email?

How often can we meet and what is the best time?

 

Please be advised that this format only serves as a relationship builder to set the tone 
for clients and help them feel more at ease. Questions posed will not fit the profile for all 
clients.
Source: Kansas City CARE Clinic, Peer Program. Protocols and Operational Activities Manual. 
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Appendix 18 
Intervention Encounter Form

 
 

 

	
Type	of	Contact	

Face-to-face	(Individual)	 1	
Electronic	(email,	text,	phone,	fax)	 2	
Collateral	(client	not	present)	 3	
EMR	 4	
Other	 5	

	

Encounter	content:	

For	each	encounter	that	you	had	with	a	client	in	the	course	of	one	day,	use	the	columns	to	the	right	to	enter	the	type	
and	duration	of	each	type	of	encounter	using	the	codes	above.	For	example	if	you	took	a	client	to	a	medical	
appointment	that	lasted	1	hour-enter		“1”	in	the	“Type”	column		and	“60”	in	the	“duration”	column	next	to	the	
content.	Please	mark	all	types	of	encounters	and	durantion	of	each	type	of	encounter	for	the	entire	day.	
Completed?	 Encounter	Activity	 Type	 Duration	

(minutes)	
	 1. Find	client/conduct	outreach	 	 	
	 2. Conduct	client	intake	and/or	needs	assessment		 	 	
	 3. Develop	a	patient	care	plan	 	 	
	 4. Conduct	acuity	assessment		 	 	

	 HEALTHCARE-RELATED	ACTIVITIES	
	 5. Arrange	HIV	primary	care	appointment	 	 	
	 6. Arrange	mental	health	services	appointment	 	 	
	 7. Arrange	for	substance	use	treatment	/	services	appointment	 	 	
	 8. Arrange	other	medical	care	appointment	(not	for	HIV,	mental	health,	or	

substance	use)	
	 	

	 9. Accompany	client	to	a	medical	appointment	 	 	
	 10. Accompany	client	to	a	mental	health	appointment	 	 	
	 11. Accompany	client	to	a	substance	use	related	services	appointment	 	 	
	 12. Discuss	medical	appointments	with	client	 	 	
	 13. Discuss	lab	values	with	client		 	 	

	 APPOINTMENT	REMINDERS	AND	FOLLOW	UP	 	 	

Intervention	Encounter	Form	
	

Date	of	Contact		__	__/__	__/__	__	__	__		 Staff	ID:	
Client	ID:_____________________	 Site:__________________	
Encounter	made:		 Location	of	Encounter(s):	Check	all	that	apply	
□ Yes	(with	the	client	or	on	behalf	of	the	client)	 □ Client	residence	(permanent	or	non-permanent	residence)	
□ No	 □ Intervention	clinic	
												If	“No,”	why?	 □ Medical,	social	service,	or	community	based	organization	

setting	(external	to	intervention	site)	
□ Name:__________________________________________	

□ Unable	to	contact		 □ Correctional	setting	
□ Cancelled/Rescheduled	appointment	 □ Other	(specify):	
□ No	show		 □ N/A	(not	face-to-face)	
□ Other,	specify:	 	

Total	duration	of	this	encounter	(in	minutes):	



PeersModule 15

A22Return to Table of Contents

 
 

 

	
Type	of	Contact	

Face-to-face	(Individual)	 1	
Electronic	(email,	text,	phone,	fax)	 2	
Collateral	(client	not	present)	 3	
EMR	 4	
Other	 5	

	

Encounter	content:	

For	each	encounter	that	you	had	with	a	client	in	the	course	of	one	day,	use	the	columns	to	the	right	to	enter	the	type	
and	duration	of	each	type	of	encounter	using	the	codes	above.	For	example	if	you	took	a	client	to	a	medical	
appointment	that	lasted	1	hour-enter		“1”	in	the	“Type”	column		and	“60”	in	the	“duration”	column	next	to	the	
content.	Please	mark	all	types	of	encounters	and	durantion	of	each	type	of	encounter	for	the	entire	day.	
Completed?	 Encounter	Activity	 Type	 Duration	

(minutes)	
	 1. Find	client/conduct	outreach	 	 	
	 2. Conduct	client	intake	and/or	needs	assessment		 	 	
	 3. Develop	a	patient	care	plan	 	 	
	 4. Conduct	acuity	assessment		 	 	

	 HEALTHCARE-RELATED	ACTIVITIES	
	 5. Arrange	HIV	primary	care	appointment	 	 	
	 6. Arrange	mental	health	services	appointment	 	 	
	 7. Arrange	for	substance	use	treatment	/	services	appointment	 	 	
	 8. Arrange	other	medical	care	appointment	(not	for	HIV,	mental	health,	or	

substance	use)	
	 	

	 9. Accompany	client	to	a	medical	appointment	 	 	
	 10. Accompany	client	to	a	mental	health	appointment	 	 	
	 11. Accompany	client	to	a	substance	use	related	services	appointment	 	 	
	 12. Discuss	medical	appointments	with	client	 	 	
	 13. Discuss	lab	values	with	client		 	 	

	 APPOINTMENT	REMINDERS	AND	FOLLOW	UP	 	 	

Intervention	Encounter	Form	
	

Date	of	Contact		__	__/__	__/__	__	__	__		 Staff	ID:	
Client	ID:_____________________	 Site:__________________	
Encounter	made:		 Location	of	Encounter(s):	Check	all	that	apply	
□ Yes	(with	the	client	or	on	behalf	of	the	client)	 □ Client	residence	(permanent	or	non-permanent	residence)	
□ No	 □ Intervention	clinic	
												If	“No,”	why?	 □ Medical,	social	service,	or	community	based	organization	

setting	(external	to	intervention	site)	
□ Name:__________________________________________	

□ Unable	to	contact		 □ Correctional	setting	
□ Cancelled/Rescheduled	appointment	 □ Other	(specify):	
□ No	show		 □ N/A	(not	face-to-face)	
□ Other,	specify:	 	

Total	duration	of	this	encounter	(in	minutes):	

 
 

 

	 14. Provide	appointment	reminders	(medical	and	non-medical	appointments)	 	 	
	 15. Follow	up	with	provider	to	discuss	client	 	 	

	 EDUCATIONAL	AND	EMOTIONAL	SUPPORT	
	 16. Relationship	building	(e.g.	checking	in	with	client;	providing	emotional	

support)	
	 	

	 17. Talk	with	a	client	about	disclosure	 	 	
	 18. Provide	coaching	on	living	skills	 	 	
	 19. Provide	general	health	education	/	risk	reduction	education		 	 	
	 20. Provide	basic	HIV	treatment	education,	support,	and/or	advocacy	 	 	
	 21. Provide	safer	sex	education	 	 	
	 22. Provide	harm	reduction	education	and	supplies	(i.e.	clean	

syringe/naloxone)	
	 	

	 23. Mentoring/coaching	on	provider	interactions		 	 	
	 24. Provide	education	and	emotional	support	to	client’s	family/partners	 	 	

	 SOCIAL	SERVICES-RELATED	ACTIVIES		
	 25. Accompany	client	to	social	service	appointments	(i.e.	related	to	benefits,	

housing,	food,	etc.)	
	 	

	 26. Assist	with	obtaining	transportation	services	 	 	
	 27. Assist	with	obtaining	child	care	services	 	 	
	 28. Assist	with	obtaining	housing	services	(i.e.	support	for	finding	or	

maintaining	housing)	
	 	

	 EMPLOYMENT	AND	OTHER	PRACTICAL	&	SOCIAL	SUPPORT	
	 29. Assist	client	with	finding	employment/provide	employment	support	 	 	
	 30. Assist	client	in	obtaining	legal	assistance,	obtaining	legal	documents,	or	

obtaining	legal	advocacy	services	
	 	

	 31. Assist	client	with	obtaining	benefits	(e.g.	SSI,	social	security,	disability,	food	
assistance,	or	health	insurance)	

	 	

	 32. Provide	practical	support	(i.e.	obtaining	cell	phone,	budgeting/financial	
planning)	

	 	

	 OTHER	ACTIVITIES	
	 33. Other	1:	(specify)	 	 	
	 34. Other	2:	(specify)	 	 	
	 35. Other	3:	(specify)	 	 	

	 TRANSITION	TO	STANDARD	OF	CARE	 	 	
	 36. Meet	with	client	to	discuss	transitioning	to	the	standard	of	care	 	 	
	 37. Transition	client	to	treatment	with	a	case	manager	or	treatment	at	

external/partner	agency	
	 	

	 38. Officially	transitioned	client	to	the	standard	of	care	 	 	
	
	
Progress	notes	(Optional):		
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Appendix 19 
Client Care Plan

Patient	Care	Plan	
Client	Name:	
Client	Record	Number:		
Date	Created	
Section	1:	Coordination	of	Care	
1a.	First	PCP	Visit	Attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

1b.	Case	management	visit	attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		

	 Completed?	
Y/N/Other	
Notes:	
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Patient	Care	Plan	
Client	Name:	
Client	Record	Number:		
Date	Created	
Section	1:	Coordination	of	Care	
1a.	First	PCP	Visit	Attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

1b.	Case	management	visit	attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		

	 Completed?	
Y/N/Other	
Notes:	

	

	
	
1c:	Second	PCP	visit	attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	
Section	2:	Patient	identified	goals	
2a:	Patient	identified	goal	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	
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1c:	Second	PCP	visit	attendance:	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	
Section	2:	Patient	identified	goals	
2a:	Patient	identified	goal	
Date	Resolved:	
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	
2b.	Patient	identified	goal	
Date	Resolved:		
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	
	
	 Printed	Name	 Signature	 Date	
Client	 	 	 	
Peer	 	 	 	
PCP	 	 	 	
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2b.	Patient	identified	goal	
Date	Resolved:		
Action	Steps	 Responsible	Party	 Target	Date	 Outcome	 Outcome	Date	
	 � PCP	

� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	 � PCP	
� Peer	
� Patient	
� Other:		
	

	 Completed?	
Y/N/Other	
Notes:	

	

	
	
	 Printed	Name	 Signature	 Date	
Client	 	 	 	
Peer	 	 	 	
PCP	 	 	 	
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Appendix 20 
Script for Documentation Exercise

Peer-Hi Lisa, thanks for coming in today.
Lisa-Yeah, I had to come in because I need your help with paying for the co-pay of the new medicine the 
doctor put me on. I had the $50 dollars last week, but I can’t afford that every month. 

Peer-Oh, Lisa I didn’t realize that your co-pay was so much. Yes, you know this would be a good time for us 
to schedule a meeting with the case manager I’ve been telling you about. Let’s call and see if she can meet 
with us.

Lisa-You know I had an unpleasant experience with my case managers in the past, they never have time for 
me, so I try to do my own thing until it’s necessary.

Peer-I hear you and sounds like you are open to giving the case manager a second chance. Let’s call and 
schedule a time that works for you and I’ll come too. 

Peer-Lisa, the case manager says she is available on Wednesday next week at this time. Might be good since 
you’re off on Wednesdays. 

Lisa-Okay, I’ll meet her and hope she can help me out. I don’t know that I will have this co-pay every month 
especially since my job is reducing my weekly work hours. 

Instructions:
 § Complete the Encounter Form.

 § Add goal of meeting with the case manager as part of the care plan. 
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Appendix 20 
Script for Documentation Exercise (cont.)

Peer-Hello, my name is Maria and Dr. Smith suggested I come introduce myself to you. I am a peer support 
staff and help clients get settled back into the routine of medical care. 

Angela-Yes, Dr. Smith mentioned you would come to see me and that you might be able to help me.

Peer-Well, I am happy to help. Let’s talk about how we might work together.

Angela-I’ve not been seen Dr. Smith for about 7 months. I had enough refills, but they ran out and I stopped 
taking my HIV meds now for the past 3 months. I don’t need a lecture because I’ve got many of those in the 
past. I need help to keep on track and move me along.

Peer-Okay, I help clients with similar concerns as you have mentioned. The program I work in allows me 
to work with you for at least 4 months, help you with scheduling and keeping your medical appointments, 
lab visit, and I can work to connect you with a case manager. We could check in with each other weekly to 
determine if things are going well for you and find resources you might need.

Angela-Well I am ready if you are. I need to get my life back on track. 

Instructions:
 § Complete the Encounter Form.

 § Add goal of meeting with the case manager as part of the care plan. 
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Appendix 21
10 Questions to Ask Yourself Before You 
Begin HIV Treatment

 § Why do I want to start treatment?
 § Am I ready?
 § Which regimen will still let me live my life?
 § Have I surrendered to the truth that I have HIV?
 § Who will I tell about my regimen?
 § Why this regimen?
 § What side effects am I willing to tolerate?
 § How can I expect to feel on this regimen?
 § What if it doesn’t work?
 § Can I stop?

By Heidi Nass; edited by Myles Helfand

From TheBody.com
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Appendix 22 
HIV Lifecycle References and Resources 
Viral lifecycle references and resources

http://www.thewellproject.org/sites/default/files/HIV%20drugs%20and%20lifecycle.6.2016.pdf

https://aidsinfo.nih.gov/understanding-hiv-aids/fact-sheets/19/73/the-hiv-life-cycle

https://www.niaid.nih.gov/diseases-conditions/hiv-replication-cycle

https://www.poz.com/basics/hiv-basics/hiv-life-cycle

Videos

https://www.youtube.com/watch?v=ej7MaNEZ09g&t=2s

https://www.youtube.com/watch?v=B7ITZgag6w0

https://www.youtube.com/watch?v=GR9d9wrOl5E

HIV medication references and resources

1st drug approved for treatment of HIV 

https://www.fda.gov/ForPatients/Illness/HIVAIDS/History/ucm151074.htm

Drug Resistance and Cross Resistance

https://aidsinfo.nih.gov/understanding-hiv-aids/fact-sheets/21/56/drug-resistance

HIV drugs and the life cycle

http://www.thewellproject.org/sites/default/files/HIV%20drugs%20and%20lifecycle.6.2016.pdf

HIV medications from POZ

https://www.poz.com/drug_charts/hiv-medications

FDA-approved HIV medications

https://aidsinfo.nih.gov/understanding-hiv-aids/fact-sheets/21/58/fda-approved-hiv-medicines

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV

https://aidsinfo.nih.gov/guidelines/html/1/adult-and-adolescent-arv/0
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Appendix 23
Activity: HIV Medications at Work  
(Case Scenarios)
Scenario A
 § Your client is prescribed Biktarvy to manage their HIV. Biktarvy is a single tablet regimen with (bictegravir, 

emtricitabine, and tenofovir alafenamide). 

 § Ask participants to identify each medication present in that formula. Then locate the class each medication 
belongs to determine what stage of viral replication is interrupted. Have participants locate the stage of 
replication on the medications at work handout.

Scenario B
 § Your client is prescribed Genvoya to manage their HIV. Genvoya is a single tablet regimen with (elvitegravir 

/ cobicistat / emtricitabine / tenofovir alafenamide) 

 § Ask participants to identify each medication present in that formula. Then locate the class each medication 
belongs to determine what stage of viral replication is interrupted. Have participants locate the stage of 
replication on the medications at work handout.

Scenario C
 § Solicit volunteers to share their current HIV treatment regimen for the purpose of identifying where their 

medications are working in the viral life cycle to impede replication. 

Scenario D
 § Your client is prescribed Triumeq to manage their HIV. Triumeq is a single tablet regimen with (abacavir 

sulfate, dolutegravir sodium and lamivudine).

 § Ask participants to identify each medication present in that formula. Then locate the class each medication 
belongs to determine what stage of viral replication is interrupted. Have participants locate the stage of 
replication on the medications at work handout.

Scenario E
 § Your client is prescribed Isentress and Truvada to manage their HIV. Truvada is a single tablet regimen 

with (emtricitabine, and tenofovir disoproxil). 

 § Ask participants to identify each medication present in that formula. Then locate the class each medication 
belongs to determine what stage of viral replication is interrupted. Have participants locate the stage of 
replication on the medications at work handout.



PeersModule 15

A32Return to Table of Contents

Appendix 24
Lab Activity Tracking Sheet

LAB	Activity	Tracking	Sheet

Enter	dates	and	lab	results
Date/Result Date/Result Date/Result

 
CD4 health of immune system 
CD4% % of CD4's working 
VL virus-enemy

AST liver-muscle disease 
ALT liver-detects disease 

BUN waste product-filtered/kidney liver dysfunction
CREATININE waste product-filtered/kidney liver damage

Trigly fat in blood  
total Ch less than 200  
LDL less than 130  
HDL greater than 40  

Glucose sugar in the blood <99

  

LAB	Activity	Tracking	Sheet

Enter	dates	and	lab	results
Date/Result Date/Result Date/Result

 
CD4 health of immune system 
CD4% % of CD4's working 
VL virus-enemy

AST liver-muscle disease 
ALT liver-detects disease 

BUN waste product-filtered/kidney liver dysfunction
CREATININE waste product-filtered/kidney liver damage

Trigly fat in blood  
total Ch less than 200  
LDL less than 130  
HDL greater than 40  

Glucose sugar in the blood <99

  

LAB	Activity	Tracking	Sheet

Enter	dates	and	lab	results
Date/Result Date/Result Date/Result

 
CD4 health of immune system 
CD4% % of CD4's working 
VL virus-enemy

AST liver-muscle disease 
ALT liver-detects disease 

BUN waste product-filtered/kidney liver dysfunction
CREATININE waste product-filtered/kidney liver damage

Trigly fat in blood  
total Ch less than 200  
LDL less than 130  
HDL greater than 40  

Glucose sugar in the blood <99

  

LAB	Activity	Tracking	Sheet

Enter	dates	and	lab	results
Date/Result Date/Result Date/Result

 
CD4 health of immune system 
CD4% % of CD4's working 
VL virus-enemy

AST liver-muscle disease 
ALT liver-detects disease 

BUN waste product-filtered/kidney liver dysfunction
CREATININE waste product-filtered/kidney liver damage

Trigly fat in blood  
total Ch less than 200  
LDL less than 130  
HDL greater than 40  

Glucose sugar in the blood <99

  

LAB	Activity	Tracking	Sheet

Enter	dates	and	lab	results
Date/Result Date/Result Date/Result

 
CD4 health of immune system 
CD4% % of CD4's working 
VL virus-enemy

AST liver-muscle disease 
ALT liver-detects disease 

BUN waste product-filtered/kidney liver dysfunction
CREATININE waste product-filtered/kidney liver damage

Trigly fat in blood  
total Ch less than 200  
LDL less than 130  
HDL greater than 40  

Glucose sugar in the blood <99

  

C
on

tin
u

ed
 >



PeersModule 15

A33Return to Table of Contents

Appendix 25
HIV Drug Resistance Cases

Scenario A
Jennifer is a 32 year old who you have been working with for the past 4 weeks. She started medications 
3 weeks ago. The Peer Educator gives Jennifer a call to see how she has adjusted to her new medication 
regimen. Jennifer tells the Peer Educator that she was prescribed Triumeq. She reports that she is taking 
her medications faithfully; however, Jennifer said she was worried because she has been experiencing 
side effects since starting the medications. Jennifer reports that she has mild stomach cramps, headaches 
and diarrhea; she hasn’t missed a dose, but she switches taking her medications from morning to night 
depending on how she feels and if friends are around since she has not disclosed her status.

1. What questions would the Peer Educator ask?
2. What barriers or factors would affect the client’s adherence?
3. What strategies would the Peer Educator suggest?
4. What concerns exist regarding adherence or resistance?

Scenerio B
Carmen contracted HIV March of 2017. First lab values indicated that her T cell count was approximately 600. 
She physically feels good physically but angry at herself for trusting her new partner despite suspicions she 
had about him cheating. Carmen has a diagnosis of depression, bone loss due to osteoporosis and a family 
history of diabetics.

To make things worse, Carmen’s partner blamed her for transmitting the disease to him. Carmen started 
ART but when her 30 day prescription ran out she didn’t get it re-filled. She told her mother she was done 
with horse pills and side effects from HIV medicines. Carmen’s health began to spiral from good to poor; not 
getting out of bed, weak and her body ached to stand and walk. She often felt faint. Carmen decided to see 
her doctor due to her short-term disability running out. By now she weighed less than 100 lbs. At Carmen’s 
doctor visit he introduced her to a Peer Educator or recently introduced her to a Peer Educator. 

1. What questions would the Peer Educator ask?
2. What barriers or factors would affect the client’s adherence?
3. What strategies would the Peer Educator suggest?
4. What concerns exist regarding adherence or resistance?
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Appendix 25 
HIV Drug Resistance Cases

Scenario C
Desiree, a 31-year-old transgender woman living in California, has been positive for 10 years and has yet 
to take a single HIV medication. Though she has had several conversations with her doctors about the 
possibility of starting treatment, she has a history of non-adherence with her anti-depressants and is afraid 
it will continue if she begins taking HIV meds.

Though Desiree has never been on HIV medications, she has been prescribed both antidepressants and 
hormones on a long-term basis. Desiree has always had trouble adhering to both of her pill regimens. “I 
always end up forgetting,” she explained. More than merely forgetting, Desiree hates the taste of her pills 
and feels overwhelmed by the prospect of having to take her medications every day.

“I usually end up thinking how much I don’t want to do it. I get concerned that, if I take this now, am I going 
to feel OK in a few hours to do whatever else I need to do?” she said. She is worried about her medication 
side effects impacting her work performance.

1. What questions would the Peer Educator ask?
2. What barriers or factors would affect the client’s adherence?
3. What strategies would the Peer Educator suggest?
4. What concerns exist regarding adherence or resistance?
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Appendix 26
GenoSure PRIme-Resistance Testing
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Appendix 27
Assessing Adherence: 10 Questions You 
Should Ask

 § Which meds are you currently taking?

 § How frequently do you have to take each of your meds?

 § What are the food restrictions for each of your meds (i.e., 
with or without food)?

 § Why do you think some meds need to be taken with food 
and some on an empty stomach?

 § Why do you think some meds are taken once a day and 
others twice a day?

 § What helps you remember to take your meds?

 § What do you do when you miss a dose?

 § What problems have you encountered from taking meds?

 § How soon before you run out of meds do you order refills?

 § Do you believe that the meds are helping you and, if so, 
how?
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Appendix 28
Confidentiality and Boundaries  
Scenario
This activity can be completed in a small group brainstorm activity or large discussion group.

Directions for small group
1. Divide into small groups of 4. 
2. Each group will be assigned one Confidentiality and Boundary scenario for the small group.
3. Ask each group to appoint a recorder that will write the group responses on newsprint or flip chart 

paper and a reporter that will discuss the groups’ responses in the larger group setting.
4. The group will have 10 minutes and discussion should be free-flow; there is no right or wrong answer. 

Scenario:
Read the following scenario; then answer the questions that follow. 
#1 Jessica receives HIV care at the Clinic at the same place where you, the peer, work. You have seen her in 
the clinic hallways and have acknowledged her as a client who receives services but in your mind her face 
is familiar to you. You, the peer, attend your building’s monthly tenant meeting and sitting in the room is 
Jessica. Your eyes connect.

What do you do?

What do you say and when?

Is this a confidentiality or boundary issue?
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Appendix 28 
Confidentiality and Boundaries  
Scenario (cont.)
This activity can be completed in a small group brainstorm activity or large discussion group.

Directions for small group
1. Divide into small groups of 4. 
2. Each group will be assigned one Confidentiality and Boundary scenario for the small group.
3. Ask each group to appoint a recorder that will write the group responses on newsprint or flip chart 

paper and a reporter that will discuss the groups’ responses in the larger group setting.
4. The group will have 10 minutes and discussion should be free-flow; there is no right or wrong answer. 

Scenario:
Read the following scenario; then answer the questions that follow. 
#3 You have just finished an educational session with your client Sarah. As you are walking her out she asks, 
“Can I borrow $20 to buy some food for my kids to eat? I promise I’ll give it to you next week when I get my 
check.”

How would you handle this situation?

What else comes up?

Is this a confidentiality or boundary issue?

Building Blocks for Peer Program Success: http://peer.hdwg.org/program_dev
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Appendix 28 
Confidentiality and Boundaries  
Scenario (cont.)
This activity can be completed in a small group brainstorm activity or large discussion group.

Directions for small group
1. Divide into small groups of 4. 
2. Each group will be assigned one Confidentiality and Boundary scenario for the small group.
3. Ask each group to appoint a recorder that will write the group responses on newsprint or flip chart 

paper and a reporter that will discuss the groups’ responses in the larger group setting.
4. The group will have 10 minutes and discussion should be free-flow; there is no right or wrong answer. 

Scenario:
Read the following scenario; then answer the questions that follow. 
You have been working with a client for the past 6 months and both of you decide that she is ready for 
graduation from the peer program. You decide to celebrate by going to lunch. Each of you pays your way, 
of course. You meet her at the restaurant and she brings a plant for you as a gesture of his appreciation for 
the work you have done together.

How do you handle this scenario?

What other issues does this bring up?

What if the gift was a $25 gift certificate payable to you for a pedicure?

Is this a confidentiality or boundary issue?

Building Blocks for Peer Program Success: http://peer.hdwg.org/program_dev 
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Appendix 28 
Confidentiality and Boundaries  
Scenario (cont.)

This activity can be completed in a small group brainstorm activity or large discussion group.

Directions for small group
1. Divide into small groups of 4. 
2. Each group will be assigned one Confidentiality and Boundary scenario for the small group.
3. Ask each group to appoint a recorder that will write the group responses on newsprint or flip chart 

paper and a reporter that will discuss the groups’ responses in the larger group setting.
4. The group will have 10 minutes and discussion should be free-flow; there is no right or wrong answer. 

Scenario:
Read the following scenario; then answer the questions that follow. 
The Police come to the clinic and you are the first person they see. They ask if Justin Love, a clinic client, is 
here because they have a warrant for his arrest.

What issues arise for you?

What do you do?

Is this a confidentiality or boundary issue?

Building Blocks for Peer Program Success: http://peer.hdwg.org/program_dev 
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Appendix 29
Short Boundary Scenarios

 

Unit 5.5 
Short Boundary Scenarios   

 
What would you do?  
 
I’m a little short on cash today and have no money for lunch, can I borrow $5.00? 
   
Would you like to go to the movies with me sometime? 
   
Let me give you a ride home. 
   
Listen, I don’t like the open shower at the Shelter, can I take a shower at your place? 
  
I really like that dress, can I borrow it for a wedding I’ve been invited to? 
  
You’ve been so good to me; can I give you a wet one? 
  
You look stressed out, let me give you a massage. 
  
I bought you a gift for being so nice to me. 
  
I brought you a cake for your birthday, I baked it myself. 
  
How much money do you make doing this job? 
  
Can I have your cell phone number in case I need to contact you at night? 
  
Remember you told me that you use medical marijuana? I got some good weed if you want to buy some.  
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Appendix 29 
Short Boundary Scenarios (Cont.)

 
 
 
 
 
It’s really hard to come in to see you because I work until 5:00 p.m. and the office is closed.  Can you meet 
with me at night? 
  
Listen, I’m in a lot of pain, can you give me some pain killers? 
  
I’d like to invite you to a 4th of July cookout. 
  
My health has been so stable that I think I want to go back to work.  Can you help connect me to training 
or employment programs? 
  
My nurse did a TB test a couple of days ago and she told me to come back in a couple of days to measure it 
but I can’t wait, can you measure it and let her know? 
  
Can you take my blood pressure? 
   
Since John is my new CHW now and I’m no longer your client, can we go out to dinner sometime? 
   
Can you fill out this application for Medicaid for me? 
  
I need you to give me a referral to housing. 
  
I need you to get me into substance abuse treatment.  
  
I need you to help me find a new doctor. 
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Appendix 30 
Trusted Support Inventory Worksheet
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Appendix 31 
Disclosure Tips

Living with HIV

Disclosure
Whether you’ve just found out you are HIV positive or you’ve known for a while, at some point you
will likely have to decide whether to disclose your HIV status. Choosing who to tell is a personal
decision, and you may often find yourself trying to balance honesty with protecting your right to
privacy.

As with many issues surrounding HIV, no answers are right for everyone, but here are some
general disclosure tips:

Be selective. In most instances, choosing who to tell is your personal decision. It’s your choice

and your right (Note: Some states have laws requiring you to disclose your status before sexual

encounters, before sharing injection drugs or equipment or before receiving medical care.)

Consider the 5 W’s. Who do you need to tell? What do you want to tell them about your HIV

infection, and what are you expecting from the people you are disclosing your HIV status to?

When should you tell them? Where is the best place to have this conversation? Why are you

telling them?

Easy does it. In most situations, you can take your time to consider who to tell and how to tell

them. Consider whether there is a real purpose for disclosing or whether you are simply feeling

anxious and want to share your feelings. Telling people indiscriminately may affect your life in

ways you haven’t considered.

No need to apologize. You have a virus. You don’t have anything to apologize for simply

because you are HIV positive.

Keep it simple. Just stick to the facts. You don’t have to tell the story of your life.

Avoid isolating yourself. If you are unable to tell close friends, family members or other loved

ones about your HIV status, allow yourself to draw upon the support and experience of others in

the HIV community. Consider joining a support group or an online discussion, such as the POZ
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Forums.

Go with your gut. There’s no perfect road map for how to disclose. Trust your instinct, not your

fears.

Relax. Millions of others have dealt with this experience and have found their way through it.

You will get through it too.

Disclosing to Significant Others
Studies have shown that most HIV-positive people disclose their HIV diagnosis to their significant
other—their spouse or partner—within a few days of learning their status. It’s important to have
someone to listen to your concerns and to offer support. At first, your partner may feel anxiety
about his or her own HIV status and may also feel angry and upset if the HIV infection occurred
sexually outside the relationship. Disclosing your HIV status can strain your relationship, so it’s
important to give some thought as to when and how to disclose. Depending on the nature of your
relationship, you might want to consider some professional couples counseling.

If you’ve had unprotected sex with your partner, it’s important to alert him or her to the fact that
he or she may be at risk and should get tested. Your partner’s test results may impact how you
practice safer sex together in the future.

It’s also important to be aware of the partner-notification laws in your state. Partner notification
refers to information conveyed to spouses, sexual partners, needle-sharing partners and others
who might be at risk for HIV. Check with your state’s department of health to find out the laws in
your area.

Disclosing to Someone You’re Dating
Some people prefer to disclose their status to a potential date or sexual partner immediately,
sometimes even before a first date. Others prefer to wait and see whether the relationship
develops before disclosing. Despite the fact that most people know about safer sex and how the
virus is transmitted, fear and stigma can stir up very strong emotions and your status may deter
some people from proceeding further in a relationship with you.

While in most cases, sharing your HIV status is a personal choice, in some states, specific laws
actually make it a crime not to disclose your status to a sexual partner. Check with your state’s
department of health or get in touch with your local AIDS service organization if you have concerns
about your state’s laws regarding HIV disclosure.

General dating and sexual partner disclosure issues to consider:

Keep what you say as simple and direct as possible.
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Give yourself credit if you have been practicing safer sex with the sexual partner you’re

disclosing your status to. You are already behaving responsibly with that person.

If the person you’re disclosing to reacts negatively, remember that’s only one person. Not

everyone is going to react the same way.

Remember that you should give the person you’re disclosing your status to some time to

process the information. Whatever their reaction may be at first, whether negative or positive,

be aware that reactions can change in time.

Disclosing to Family and Friends
Your family and friends are likely to be concerned about your future, and disclosing your status to
them may lead to even stronger relationships. You may find yourself having to educate them
about HIV, but your family and friends can be a good source of support depending on the nature of
your relationship with them.

While most people will respect that what you have shared was told in confidence, you need to be
aware that your HIV status may end up becoming the subject of gossip among other family
members, friends and acquaintances. If you have a tight-knit family or social group or you live in a
small community or a rural area, confidentiality may be harder to maintain.

General tips to consider when disclosing to family and friends:

Keep what you say as simple and as direct as possible.

Tell them you have something important to tell them.

Offer to answer any questions they may have.

Let them know they don’t have to worry about your health.

If you have particular HIV-related issues or concerns that you’re trying to sort out, let them

know.

Request that what you’re going to discuss be kept in confidence.

Ask them to be there for you.

Tell them how much they mean to you and how much you love them.

Don’t be afraid to show your feelings and to express how important this issue is for you.

Disclosing to Employers 

If you’re applying for a job, prospective employers do not have the right to inquire about your
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he or she may be at risk and should get tested. Your partner’s test results may impact how you
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virus is transmitted, fear and stigma can stir up very strong emotions and your status may deter
some people from proceeding further in a relationship with you.

While in most cases, sharing your HIV status is a personal choice, in some states, specific laws
actually make it a crime not to disclose your status to a sexual partner. Check with your state’s
department of health or get in touch with your local AIDS service organization if you have concerns
about your state’s laws regarding HIV disclosure.

General dating and sexual partner disclosure issues to consider:

Keep what you say as simple and direct as possible.
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health or whether you have a disability prior to a conditional job offer per the Americans with
Disabilities Act (ADA). However, they may legally inquire whether you are aware of any physical
limitation that might interfere with your ability to perform the essential functions of the job.

If your HIV is interfering with your work to the extent that it might place your employment in
jeopardy, you might consider disclosing to your supervisor. Or you could provide a letter from your
doctor that states that you suffer from a “chronic condition” without specifically disclosing your
HIV status. Your employer is required to reasonably accommodate your needs if you are otherwise
qualified to perform the essential duties of your job. Knowing your company’s policies will help you
to determine whether or not you need to disclose your HIV status. Hopefully, you will not need to
turn to legal recourse to protect your rights. However, if that becomes necessary, there are laws to
protect you.

General tips to consider with regard to employers:

Unless your HIV status affects your current ability to perform your job, you are under no legal

obligation to disclose your status to your employer.

Consider very carefully what your purpose is for disclosing your status to your employer.

If you do disclose, tell the person you want to speak with that you have something important to

discuss.

Stress that you’re requesting that what you’re going to discuss be kept in strict confidence.

Be mindful that a request for confidentially is not an absolute guarantee that it will be

respected.

Some employers will rise to the occasion and be supportive. Others may be disappointing in

their responses, and you will understandably feel hurt and angry.

Keep what you say as simple and direct as possible.

Let him or her know that you are receiving appropriate health care.

If you may need a particular accommodation, such as occasional time off for a medical

appointment, mention it.

Tell your boss that you will make every effort to ensure that your work is properly covered and

that you’re committed to doing your job reliably and well.

Medical-related employer decisions about HIV (or any other disability) must be based on facts

about you, not simply an employer’s opinions about HIV.

Give yourself credit if you have been practicing safer sex with the sexual partner you’re

disclosing your status to. You are already behaving responsibly with that person.

If the person you’re disclosing to reacts negatively, remember that’s only one person. Not

everyone is going to react the same way.

Remember that you should give the person you’re disclosing your status to some time to

process the information. Whatever their reaction may be at first, whether negative or positive,

be aware that reactions can change in time.

Disclosing to Family and Friends
Your family and friends are likely to be concerned about your future, and disclosing your status to
them may lead to even stronger relationships. You may find yourself having to educate them
about HIV, but your family and friends can be a good source of support depending on the nature of
your relationship with them.

While most people will respect that what you have shared was told in confidence, you need to be
aware that your HIV status may end up becoming the subject of gossip among other family
members, friends and acquaintances. If you have a tight-knit family or social group or you live in a
small community or a rural area, confidentiality may be harder to maintain.

General tips to consider when disclosing to family and friends:

Keep what you say as simple and as direct as possible.

Tell them you have something important to tell them.

Offer to answer any questions they may have.

Let them know they don’t have to worry about your health.

If you have particular HIV-related issues or concerns that you’re trying to sort out, let them

know.

Request that what you’re going to discuss be kept in confidence.

Ask them to be there for you.

Tell them how much they mean to you and how much you love them.

Don’t be afraid to show your feelings and to express how important this issue is for you.

Disclosing to Employers 

If you’re applying for a job, prospective employers do not have the right to inquire about your
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Disclosing to Coworkers
Think carefully before disclosing your status to your coworkers—even those you consider to be
good friends. What you’ve disclosed in confidence could end up becoming the subject of gossip in
the workplace, with unforeseen and possibly serious consequences.

General tips to consider with regard to the workplace:

Tell the person you have something important to tell him or her.

Stress that you are requesting that what you’re going to discuss be kept in the strictest

confidence.

Keep what you say as simple and direct as possible.

Tell the person why you want him or her to know.

Let him or her know that you are sorting out issues related to your HIV status and his or her

support is important to you.

Disclosing to Medical and Other Health Care Providers

All medical providers are supposed to use “universal precautions,” which means special
procedures to protect themselves against any transmissible infection, not just HIV. Regardless, it’s
helpful to inform your health care provider about your HIV status in order for him or her to give
you the best possible care. Knowing that you are HIV positive can help your doctor identify certain
health problems and ensure that he or she doesn’t prescribe any medications that could interact
with your HIV meds. Also, some states have laws requiring disclosure prior to receiving medical
care. Be sure to check with your state’s department of health or get in touch with your local AIDS
service organization to find out about the laws where you live.

Your medical information (including your HIV status) is protected by the Health Insurance
Portability and Accountability Act’s (HIPAA) Privacy Rule and cannot be released without your
permission except in circumstances where not disclosing the information could result in harm to
another person.

Health care providers cannot deny their services to someone simply because the person is HIV
positive. If a doctor or other health care provider is uncomfortable treating someone with HIV and
makes that known to you in any way, be aware that you have legal recourse in such situations.

General tips to consider with regard to medical and health care providers:

All health care providers are bound by confidentiality laws.

By telling a doctor, a nurse or other health care providers, you do give up a degree of privacy,

health or whether you have a disability prior to a conditional job offer per the Americans with
Disabilities Act (ADA). However, they may legally inquire whether you are aware of any physical
limitation that might interfere with your ability to perform the essential functions of the job.

If your HIV is interfering with your work to the extent that it might place your employment in
jeopardy, you might consider disclosing to your supervisor. Or you could provide a letter from your
doctor that states that you suffer from a “chronic condition” without specifically disclosing your
HIV status. Your employer is required to reasonably accommodate your needs if you are otherwise
qualified to perform the essential duties of your job. Knowing your company’s policies will help you
to determine whether or not you need to disclose your HIV status. Hopefully, you will not need to
turn to legal recourse to protect your rights. However, if that becomes necessary, there are laws to
protect you.

General tips to consider with regard to employers:

Unless your HIV status affects your current ability to perform your job, you are under no legal

obligation to disclose your status to your employer.

Consider very carefully what your purpose is for disclosing your status to your employer.

If you do disclose, tell the person you want to speak with that you have something important to

discuss.

Stress that you’re requesting that what you’re going to discuss be kept in strict confidence.

Be mindful that a request for confidentially is not an absolute guarantee that it will be

respected.

Some employers will rise to the occasion and be supportive. Others may be disappointing in

their responses, and you will understandably feel hurt and angry.

Keep what you say as simple and direct as possible.

Let him or her know that you are receiving appropriate health care.

If you may need a particular accommodation, such as occasional time off for a medical

appointment, mention it.

Tell your boss that you will make every effort to ensure that your work is properly covered and

that you’re committed to doing your job reliably and well.

Medical-related employer decisions about HIV (or any other disability) must be based on facts

about you, not simply an employer’s opinions about HIV.
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but that does not release them from adhering to laws regarding confidentiality.

Your status should be treated as privileged information. If, for instance, a doctor’s employee

discusses details with you that another patient might overhear, politely request that such

conversations be discussed in private.

A hospital or other health care provider may share HIV information with a patient’s insurance

company if the information is necessary to pay for medical care.

If you’re in doubt about whether you have to reveal your status for either medical or insurance

purposes or indeed legally for any other reason, call your local department of health or AIDS

service organization. In some instances you may learn that it’s necessary to disclose in order to

have access to medical resources and services.
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Appendix 32
Stigmatizing Language

Stigmatizing	Language	

Stigmatizing  Preferred 

AIDS virus HIV 

HIV/AIDS HIV 
AIDS (only when referring to AIDS) 
HIV and AIDS 

HIV virus This is a redundant; use HIV 

Promiscuous This is a value judgment and should be avoided 

Risk group Risk 

Risky sex – Unprotected 
sex 

Condomless sex 

Stigmatizing  Preferred 

PLHA or PLWHA People living with HIV or Person with HIV 

HIV patient, AIDS 
patient 

Person living with HIV 

Positives or HIVers People living with HIV 

AIDS/ HIV carrier Person living with HIV 

AIDS victim or AIDS 
sufferer 

Person with HIV 
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Stigmatizing  Preferred 

Died of AIDS, to die of 
AIDS 

Died of AIDS-related illness or AIDS related complications or 
end stage HIV 

Victim Person living with HIV 

Sufferer Person living with HIV 

Contaminated  Do not use 

Innocent (victim) Do not use  

AIDS orphans Children orphaned by loss of parents or guardians who died 
of AIDS related complications 

Full-blown AIDS There is no medical definition for this phrase, simply use the 
term AIDS, or Stage 3 HIV 

Zero new infections Zero new transmissions/new cases 

Stigmatizing  Preferred 

Mentally ill people Person with a mental health challenges 

HIV infected Person living with HIV 

HIV infections HIV transmissions, diagnosed with HIV 

Number of infections Number diagnosed with HIV/number of acquisitions 

Appendix 32
Stigmatizing Language (Cont.)
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Stigmatizing  Preferred 

Compliant Adherent 

AIDS test HIV test 

To catch AIDS 
To contract AIDS 
To catch HIV 

An AIDS diagnosis, developed AIDS, to contract HIV 

Became infected Contracted/Acquired/Diagnosed 

Number of infections Number diagnosed with HIV/number of acquisitions 

HIV infected mother Mother living with HIV 

Mother to child 
transmission 

Vertical transmission, perinatal transmission 

HIV infected baby Baby living with HIV 

HIV exposed infant Infant exposed to HIV 

	

Appendix 32 
Stigmatizing Language (Cont.)
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Appendix 33
Identifying and Eliminating Stigma
Stigma Self-Talk Activity
“Speech is the Mirror of the soul; as a man speaks, so is he.”
-Publilius Syrus

Directions: Read the examples of stigmatizing self-talk below and ask yourself, “Is this a way that I sometimes 
talk to and about myself or my life situations?” If it is, then go to the ‘Empowering Self-talk’ column and write 
in the blank space a positive statement or thought to replace the negative one.

If the negative thought does not apply to you, then leave the space blank. Or, if you want to, you can 
write something positive that might help someone else. For your positive statements, use an ‘I’ statement. 
Remember, ‘I’ statements begin with the word ‘I’ and reflect something you are going to think, feel, or do, 
such as, ‘I am going to stop talking negatively to and about myself.”

	

	

Stigmatizing	Self-talk	 Empowering	Self-talk	
	
I’m	infected	with	HIV/AIDS	

	
	

	
I’m	HIV.	

	
	

	
I	caught	HIV	by	“being	out	there	bad.”	

	
	

	
I’m	dirty	because	I’m	infected	with	HIV/AIDS.	

	
	

	
I’m	dying	from	HIV/AIDS.	

	
	

	
I	can’t	get	a	partner	because	I’m	infected	with	
HIV/AIDS.	

	
	

	
I	deserve	what	I	got	for	doing	what	I	did.	

	
	

	
I	got	AIDS	from	“shooting	up.”	

	
	

	
I	got	AIDS	when	I	was	a	crackhead.	

	
	

I	am	_____________	(stupid,	ugly,	fat,	bad,	
lovable,	etc.)	because	I	got	the	package.	

	

Women	are	most	likely	to	be	infected	with	HIV	
through	heterosexual	contact.	

	
	

Two	HIV-positive,	undetectable	sex	partners	may	
risk	re-infection	if	they	have	risky	unprotected	sex.		

	
	

Arthur	Ashe	died	of	AIDS	February	of	1993.	
	

	
	

Mentally	ill	people	are	often	diagnosed	with	AIDS	
virus	at	the	later	stages	of	the	infection.	
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Appendix 34 
Safety Tips for Home Visits
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Safety Tips for Home Visits From a Veteran NYC Social Worker
Pascale Victor, LMSW

  
Pascale Victor, author of Field Work with an Open Heart: Portraits that Unlock the Door to Your Clients’ Secret
Lives, is a licensed social worker with a degree from the Columbia University School of Social Work in New
York City. Her extensive experience encompasses both direct clinical work and social work administration. She
also has experience providing short-term therapy to adolescents, adults, and families, serving as a bridge
between her clients and community-based organizations for continued long-term mental health treatment. She
was formerly employed as a hospital social worker where she worked closely with psychiatrists in order to

provide social service intervention to the youth who were brought to the pediatric emergency room as a result of mental health or
emotional/behavioral problems. From 2002 to the present Pascale Victor has been employed as a social worker for the New York City
Housing Authority (NYCHA). There she provides social service intervention to the residents of NYCHA: youth, adults, elderly, as well as
families. Responding to emergency situations and providing intervention in crises are part of her responsibilities. 

  
Ms Victor has compiled a list of safety tips for all social workers whose jobs, like hers, include field work. She believes some of them
will also be helpful to other social work professionals who do not do field work. 

  
Doing Home Visits?  Err on the Side of Caution and follow these Safety Tips

 
1)   For an initial home visit, try to schedule the appointment by telephone or letter so that the client will know to expect you and
be prepared. If you speak to the client ahead of time, you may be able to get vital background information or an update on their
current situation, which may have changed.

  
 2)   Whenever possible, conduct home visits accompanied by colleagues or employees from other agencies who are also working
on the same case. If you are a woman about to conduct a home visit that is potentially unsafe, you may request that a male
colleague accompany you. For example, I have a male co-worker who is 6’4” and wears sunglasses and an earpiece, so he looks
like a secret service agent. He can definitely be intimidating, which is why I request his “bodyguard services” for some cases.

  
3)   Depending on the nature of the case, some clients can come to an office, rather than have you meet them in their homes. 

  
4)   Always carry a charged cellular telephone.

  
5)   Request a joint home visit with a police officer if you think the situation could become extremely 

 dangerous.
  

6)   Be sure to inform your supervisor and another colleague of your whereabouts. 
  

7)   Know where the exits are in a home and in building hallways.
  

8)   Do not enter an elevator with people who are suspicious-looking or make you feel uncomfortable in any way. If you are feeling
nervous, pretend that you are using your cellular telephone and cannot get on the elevator. When riding an elevator with someone
who frightens you, immediately press the button of the next floor so that you can get off. 

  
9)    If you feel unsafe during an interview and believe you are or might be in danger, you should immediately end the interview
and leave—run if necessary! 

  
 10)  Depending on the case and any confidentiality issues, you can possibly get a client’s trusted family member involved and
conduct a joint home visit with that person. 

  
11)  Always be vigilant and assess the surroundings—both inside and outside a client’s home.

  
12)  Never stand too close to an apartment door. Clients often open their doors and allow their dogs to run out and jump on you.
Request that the client put the dog or other pet in another room. It is also possible that a client could try and harm you, so stay
back. It is rare but it is always better to be safe than sorry. 

  
13)  Always remember to keep your cool. Never show a client that you are scared. Always remain professional and if the situation
gets out of control or dangerous—leave. Remember that you are the professional and are there to help the client. If you show that
you are scared, the client might try to take advantage of the situation by being manipulative.

  
14)  Do not allow clients to play on your sympathy and good nature to get what they want. Stay firm and do your job to the best of
your ability. Never allow a client to sway you in any way that is not for the good of the case. If you make a decision against your
better judgment and only follow the client’s wishes, the client may become very upset and refuse to be cooperative if you make
contrary decisions later. A client may even “turn against you” and become belligerent and hostile. 

  
15) Do not get too comfortable and let your guard down with clients. Remember that you are providing a service for them—they
are not your friends. 
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Appendix 34
Safety Tips for Home Visits (cont.)
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Safety Tips for Home Visits From a Veteran NYC Social Worker
Pascale Victor, LMSW

  
Pascale Victor, author of Field Work with an Open Heart: Portraits that Unlock the Door to Your Clients’ Secret
Lives, is a licensed social worker with a degree from the Columbia University School of Social Work in New
York City. Her extensive experience encompasses both direct clinical work and social work administration. She
also has experience providing short-term therapy to adolescents, adults, and families, serving as a bridge
between her clients and community-based organizations for continued long-term mental health treatment. She
was formerly employed as a hospital social worker where she worked closely with psychiatrists in order to

provide social service intervention to the youth who were brought to the pediatric emergency room as a result of mental health or
emotional/behavioral problems. From 2002 to the present Pascale Victor has been employed as a social worker for the New York City
Housing Authority (NYCHA). There she provides social service intervention to the residents of NYCHA: youth, adults, elderly, as well as
families. Responding to emergency situations and providing intervention in crises are part of her responsibilities. 

  
Ms Victor has compiled a list of safety tips for all social workers whose jobs, like hers, include field work. She believes some of them
will also be helpful to other social work professionals who do not do field work. 

  
Doing Home Visits?  Err on the Side of Caution and follow these Safety Tips

 
1)   For an initial home visit, try to schedule the appointment by telephone or letter so that the client will know to expect you and
be prepared. If you speak to the client ahead of time, you may be able to get vital background information or an update on their
current situation, which may have changed.

  
 2)   Whenever possible, conduct home visits accompanied by colleagues or employees from other agencies who are also working
on the same case. If you are a woman about to conduct a home visit that is potentially unsafe, you may request that a male
colleague accompany you. For example, I have a male co-worker who is 6’4” and wears sunglasses and an earpiece, so he looks
like a secret service agent. He can definitely be intimidating, which is why I request his “bodyguard services” for some cases.

  
3)   Depending on the nature of the case, some clients can come to an office, rather than have you meet them in their homes. 

  
4)   Always carry a charged cellular telephone.

  
5)   Request a joint home visit with a police officer if you think the situation could become extremely 

 dangerous.
  

6)   Be sure to inform your supervisor and another colleague of your whereabouts. 
  

7)   Know where the exits are in a home and in building hallways.
  

8)   Do not enter an elevator with people who are suspicious-looking or make you feel uncomfortable in any way. If you are feeling
nervous, pretend that you are using your cellular telephone and cannot get on the elevator. When riding an elevator with someone
who frightens you, immediately press the button of the next floor so that you can get off. 

  
9)    If you feel unsafe during an interview and believe you are or might be in danger, you should immediately end the interview
and leave—run if necessary! 

  
 10)  Depending on the case and any confidentiality issues, you can possibly get a client’s trusted family member involved and
conduct a joint home visit with that person. 

  
11)  Always be vigilant and assess the surroundings—both inside and outside a client’s home.

  
12)  Never stand too close to an apartment door. Clients often open their doors and allow their dogs to run out and jump on you.
Request that the client put the dog or other pet in another room. It is also possible that a client could try and harm you, so stay
back. It is rare but it is always better to be safe than sorry. 

  
13)  Always remember to keep your cool. Never show a client that you are scared. Always remain professional and if the situation
gets out of control or dangerous—leave. Remember that you are the professional and are there to help the client. If you show that
you are scared, the client might try to take advantage of the situation by being manipulative.

  
14)  Do not allow clients to play on your sympathy and good nature to get what they want. Stay firm and do your job to the best of
your ability. Never allow a client to sway you in any way that is not for the good of the case. If you make a decision against your
better judgment and only follow the client’s wishes, the client may become very upset and refuse to be cooperative if you make
contrary decisions later. A client may even “turn against you” and become belligerent and hostile. 

  
15) Do not get too comfortable and let your guard down with clients. Remember that you are providing a service for them—they
are not your friends. 
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16) Depending on the case, it may be possible to meet in a public place such as a nearby park, 

 community center, senior center, coffee shop, etc.
  

17) Educate your clients about how to get rid of bedbugs with a professional pest service. Bedbugs often hide in living room
furniture and bedrooms. Field workers who deal with bedbugs are most definitely at risk. 

  
18) Wash your hands regularly. If you are out all day and are constantly touching door knobs, shaking hands and utilizing public
transportation, it is easy to catch germs and spread them. Keep a hand sanitizer or wipes in your coat or bag.

  
19) If you are highly allergic to certain domestic animals then you should take that into account before conducting home visits.
Many clients live with cats, dogs and other pets. If being around a particular animal triggers an allergic reaction, necessary
precautions need to be taken into account ahead of time. In some cases you may need to see an allergist for guidance.

  
20) Always wear comfortable clothes and shoes while working in the field since you will be regularly walking, standing and
climbing stairs.

For more information, or to contact Ms. Victor, please visit www.pascalevictor.com
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