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What’s in this chapter?

This chapter explains:

how to deliver clinical services appropriately (Section 4.2)

how to design and implement trans-specific behavioural interventions, and how to adapt other
HIV programmes for trans populations (Section 4.3)

trans-specific condom and lubricant programming (Section 4.4)

community empowerment and engagement (Section 4.5)

how to create and maximize use of safe spaces (Section 4.6)

how to use information and communication technology for programming (Section 4.7).

The chapter also includes a list of resources and further reading (Section 4.9).
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441 Introduction

The comprehensive package of interventions presented in this tool includes health interventions
common to all trans individuals and specific to trans women. Most of these interventions are
the same HIV prevention, diagnosis, treatment and care interventions as for the general popula-
tion. Chapter 3 discusses the particular health concerns of trans populations and how these are
addressed though clinical health-care services. However, there are often complex challenges and
barriers to implementation and delivery of these services. Some of these challenges relate to the
multiple concurrent factors that impact the health of trans populations, including psychosocial
stressors, substance use, violence and victimization, discrimination, familial rejection, social isola-
tion and economic hardship (see Chapter 2 for further information). Other challenges relate to the
scarcity of clinical services designed specifically for trans people which could serve as models for
service delivery. It is therefore often necessary to adapt behavioural interventions designed for the
general population or other key populations in order to meet the unique needs of trans individuals.
Programme adaptations must be executed with particular attention to the needs of the trans com-
munity' to ensure that services are truly appropriate, accessible and acceptable to them, as well as
affordable and equitable.

Programmes need to address these challenges and barriers to provide sustainable HIV services
for diagnosis, linkage, retention and adherence. Multicomponent interventions are required to
respond to these complex interacting factors. In addition to sexual-health services, it is important
to provide linkages to substance use treatment, psychosocial care, housing, legal and educational
services. It is equally important to publicize these services at the community level in order to reach
trans individuals who may feel disconnected from general health-care services within mainstream
public-health systems.

This chapter presents some of these challenges and discusses approaches to overcoming them,
especially by engaging the community in the delivery of services. By linking clinical services to
formal and informal community-led activities, it is possible to expand the reach of HIV prevention
programmes to individuals who are marginalized and underserved.

It is critical that trans community members are involved in every aspect of programme design and
implementation to ensure that strategies are relevant and meaningful to them. This is particu-
larly important when the implementing organization? is not trans-led or does not have significant
trans representation on its staff. There is no “one size fits all” approach, but the general principles
described in this section can be universally applied.

HIV prevention, diagnosis, treatment and care interventions are more effective and sustainable
when conducted within an empowerment framework. This enables trans individuals and com-
munities to address structural constraints to health, human rights and well-being; make social,

1 In most contexts in this tool, “community” refers to populations of trans women or men, rather than the broader geographic, social or cultural
groupings of which they may be a part. Thus, “outreach to the community” means outreach to trans people, “community-led interventions” are
interventions led by trans people, and “community members” are trans people.

2 Animplementing organization is an organization delivering an intervention to trans people with a client-centred approach. It may be a
governmental, non-governmental, community-based or community-led organization, and may work at a state, provincial, district or local level.
Sometimes a non-governmental organization provides services through subunits at multiple locations within an urban area, and in this case, each of
those subunits may also be considered an implementing organization.
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economic and behavioural changes; and improve access to health services. Meaningful participa-
tion of, and partnership with, community-led organizations and networks in the planning, imple-
mentation, monitoring and evaluation of activities is fundamental to improving HIV service provi-
sion for trans people.

Trans-led and trans-focused groups, activities and services foster a sense of community, belong-
ing and validation. Whenever possible, hiring from within the trans community sends a powerful
message of affirmation. Trans people should be trained and hired to provide professional health
services and training. Having trans people deliver services fosters a sense of trust within trans
communities.

4.2 Clinical approaches

Different programme models can be used to provide a comprehensive continuum of HIV preven-
tion, diagnosis, treatment and care to trans persons, depending on the context, location, esti-
mated number of clients and available resources (see Table 4.1). It is important to consider that
there is limited data on clinic-based interventions designed for trans individuals and communities
compared with community-based programmes. However, establishing strong links between clin-
ics and the communities they serve is paramount. In this objective, some approaches for trans
populations may be adapted from models used to meet the needs of other key populations (see
Section 4.3.2).

Table 4.1 Models of clinical service delivery sites and approaches

TYPE OF CLINIC DESCRIPTION ADVANTAGES DISADVANTAGES
Standalone NGO/CBO e Full-time services in * Technically efficient * May be costly if few trans people
clinic fixed location, often run access the clinic

* May be community driven/managed

e e * In countries where only a doctor is
where there is a high * Comprehensive services may armitted to administer hormone
concentration of trans be provided; mix of clinical and fh affing thi . b
people (over 500) educational interventions is possible erapy, statling this service may be

expensive.
* Dedicated staffrequired ~ ® Flexible to address needs of trans

* Possibility of stigma associated with
people

clinic

* (Greater possibility for hiring trans
staff, hosting trans-led health
promotion programmes/activities
on site

* May be difficult to sustain

* Possibility of linking to safe space
(drop-in centre)?

3 Asafe space (drop-in centre) is a place where trans people may gather to relax, meet other community members and hold social events, meetings or
training. For more information, see Section 4.6.
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TYPE OF CLINIC
Outreach/mobile clinic

® can be NGO- or
government-run

DESCRIPTION

o Satellite or“pop-up” clinics

(fixed location) or mobile
vans

Part-time clinics

Operate at fixed time in
fixed locations

Ideal for reaching hard-
to-reach trans people and
for providing services to
smaller numbers of trans
people

Dedicated staff or
volunteers

ADVANTAGES

Satellite or“pop-up” clinics providing a
select menu of services can be set up in
any location and can operate effectively
in small spaces, i.e. small retail spaces
in shopping plazas, private rooms inside
community centres

Cost-effective for reaching hard-to-
reach trans people and for providing
services to smaller numbers of trans
people

Greater accessibility

(an increase visibility of HIV testing
services, thereby normalizing testing
and reducing stigma

DISADVANTAGES

® Provision of comprehensive services for
trans people may not be possible

* Quality of services may be variable

* Only accessible at specific times

Private-sector clinic Services provided by ® Acceptable to trans people * (omprehensive services may not
private practltlone.rs who « Confidential be prowfied (e.g: educational and
develop rapport with counselling services)
trans community and ® Sustainable . o .

* (onsistent monitoring and reporting
who are acceptable to the .
) may not be possible
community
* May not be affordable for all
Government-owned Government clinics, ® Sustainable * May not be acceptable and accessible to

clinic/public health

including STI clinics and

Provision of technically efficient services

trans people

ERE s ileles if staff are well trained and facilitiesare @ Links to CBOs services, including the
available ability to track referrals, may not exist
® Real or perceived concerns regarding
discrimination, lack of confidentiality
Hybrid partnership model Government clinic with * Strong links between national * Government staff need to work outside
of CBO working directly (BO staff working onsite, or programme and community-led their comfort zone
with government staff government operated clinic organization possible o

Public—private
Partnerships

within a community space

Could be fixed site or
mobile

Managed by private-sector
entity using public funding

Funding may be more secure but it may
be subject to government procurement
policies

May fill gap in service delivery in remote
locations or where infrastructure is not
well developed

4.2.1 Creating an appropriate clinical services environment

Restrictions on funding may limit the
number of services offered along the
continuum of care

Dependent upon private-sector entity,
i.e. corporation that has established
business in a specific location and has
vested interests in improving local
health services

* (linics are only sustained as long as the
private company is in operation

Training clinical and support staff

In order to reduce the likelihood that trans people receive substandard care, health-care workers
and other staff of facilities providing health care must be trained and sensitized about trans per-
sons and their health needs. Health-care workers frequently report that other staff will stigmatize
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them if they demonstrate compassion for trans and sexual-minority clients. For this reason, train-
ing staff at all levels—from the waiting room to the exam room—empowers them to engage with
all clients respectfully. This is known as trans cultural competency (Box 4.1) Adequate training will
reduce stigma and discrimination and increase knowledge of trans health at every point along the
HIV continuum.

Ensuring trans cultural competency

Trans cultural competency is a set of skills that enables trans and non-trans individuals
to work together effectively. Trans cultural competency is broadly defined as the ability
to communicate and demonstrate a respectful understanding of trans people as unique
individuals, on their own terms, according to their chosen gender identity,4 preferred gender
pronouns, and self-identified sexual orientation. Beyond basic etiquette, this includes
understanding that trans people, like all people, identify across a spectrum of gender
and sexual orientation, and do not conform to a universal standard of physical transition,
psychological traits, or lived experiences.

Organizations can make a commitment to trans cultural competency by providing mandatory
trainings for all staff, including trans individuals on staff. The ideal scenario for trans-cultural
competency trainings is to create a system that ensures all employees receive the same
information in an ongoing manner. It is critical to include all staff, from community outreach
workers® to administrative support staff, in such trainings. This ensures that each staff member
whom a trans client or programme participant will encounter from the moment they walk into
a clinic or service-delivery site is equipped with knowledge and understanding to address them
respectfully and guarantee they receive the highest quality of care and attention.

“LGBTI” isnow a common term that combines lesbian, bisexual, gay, trans and intersex people
in a single category. However, it is often applied to programmes that in fact serve only one
or some of these populations. When community organizations and service-providers apply
the “LGBTI” label, it should be a truthful indication which implies that their programmes and
services really are inclusive of all. As trans people have been widely excluded from lesbian,
gay, bisexual and intersex spaces, LGBTI should only be applied where trans people are
actively engaged as programme leaders, participants and beneficiaries.

4 Gender identity is a person’s internal, deeply felt sense of being male, female or some alternative gender or combination of genders. A person’s
gender identity may or may not correspond with her or his sex assigned at birth.

5 Transition refers to the process transgender people undergo to live authentically in their gender identity. This may involve changes to outward
appearance, clothing, mannerisms or to the name someone uses in everyday interactions. These types of changes are sometimes called “social
transitions”. Transitioning may also involve medical steps that help to align a person’s anatomy with their gender identity. These steps are sometimes
called “medical transition” and can include feminizing or masculinizing hormone therapy, soft tissue fillers or surgeries. However, transition is not
defined by medical steps taken or not taken.

6 A community outreach worker is a trans person who conducts outreach to other trans people, and who is not generally full-time staff of an HIV
prevention intervention (full-time staff might be called “staff outreach workers” or simply “outreach workers”). Community outreach workers may also
be known by other terms, such as “peer educators”. However, the terms “peer” or “community” should not be understood or used to imply that they are
less qualified or less capable than staff outreach workers.
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N

Box 4.2

A checklist for trans-competent care

Trans-competent care means providing services, especially health-care services, to trans people
in a technically competent manner and with a high degree of professionalism that reflects the
provider's knowledge of gender identity, human rights and the particular situation and needs of
the trans individual being served. In addition, trans-competent care is delivered in a respectful,
non-judgemental and compassionate manner, in settings free of stigma and discrimination.

Further aspects of trans-competent care include:

« free or affordable services—clinical, counselling, training/workshops

« both fixed-site and outreach/mobile services—mobile care-providers and community
outreach workers

« “one-stop-shop” service catering holistically for a range of health and social needs, e.g.:
— fully equipped—all equipment and no stock-outs of commodities
- range of services: sexual and reproductive health, HIV and STls, drugs and alcohol,
psychosocial care and support
- point-of-care testing or quick referral for fast turnaround of results
— counselling on all issues of concern including housing, finance, legal issues
- healthy lifestyle promotion (diet, nutrition, exercise)

« flexible opening hours, e.g. including evening/weekends
« no appointments/short waiting times, with adequate clinic staff to ensure quick service

« service signage/branding, posters, brochures and photographs, and other visual elements
that acknowledge and are relevant to trans people’s lives

« “Charter of Service” for clients, clearly displayed

« confidential services:
— private counselling and clinical examination rooms
— providers/staff only informed on a “need to know” basis
— young trans clients welcomed without need for parental/guardian consent”
- locked storage of all client notes/records

« choice of service-providers including:
- trans, male and female staff for gender-sensitive care
— clinical staff, counsellors, health educators, social workers, community outreach workers
— trans peer navigators to help clients access, understand and navigate services
(see Section 4.2.2)

« relaxed consultations, with time to clearly explain issues

« voluntary procedures clearly explained for informed decision-making by clients:
- referral for further specialist care, as required and with client consent
- list of trans-competent resources available within the area

« provision of information, education and communication materials, e.g. brochures, posters,
DVDs, presentations on different topics

« provision of condoms and lubricants by providers and via dispensers, including outdoors
for after-hours accessibility.

/

7 Young trans people are those in the age range 10—24 years, in accordance with the Interagency Working Group on Key Populations HIV and young

transgender peaple: a technical brief (Geneva: World Health Organization; 2015) .
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Organizations of trans people are essential partners in delivering comprehensive training on human
sexuality and gender expression.® They also can facilitate interaction with members of communities
with diverse gender identities and expressions, thereby generating greater understanding of their
emotional health and social needs. Where formal trans-led organizations do not exist, information
about sexual health and where to access clinical and social support services can be disseminated
through informal networks of peers. In addition to training, health service centres need policies
and practices to prevent discrimination. Follow-up and supportive supervision should complement
training in order to detect challenges early, ensure onsite support is provided, and work to solve
problems collaboratively. Health-care workers have a professional obligation to care for and treat
people impartially, equitably and ethically.

Box4.3

Case example: Approaches to
training health-care workers in the Caribbean

The USAID-funded Health Policy Project has developed a training manual for health-care
workers, piloted in the Dominican Republic, Jamaica and Barbados, to strengthen their
capacity to provide high-quality, stigma-free health services for trans persons.

The manual, Transforming care: tools to understand and meet the health needs of
transgender people in the Latin America and the Caribbean, contains six half-day sessions
on the following topics:

« gender identity and sexual diversity

transphobia® and stigma
health needs

trans people and HIV

deeper understanding of trans people’s lives

planning the way forward.

The manual was developed in response to a lack of training for health-care providers on
trans health in the Caribbean. Providers work in environments where there are high levels
of stigma and discrimination against trans persons, which creates significant barriers in their
access to health services. The training provides tools to implement in their own settings to
improve knowledge and reduce stigma and discrimination. In the three countries where this
training was piloted, it was well received and was acknowledged to fill an important gap to
improve the quality of health care for trans persons.

8 Gender expression is a person’s ways of communicating masculinity and/or femininity externally through their physical appearance (including
clothing, hair styles and the use of cosmetics), mannerisms, ways of speaking and behavioural patterns.

9 Transphobia is prejudice directed at trans people because of their actual or perceived gender identity or expression. Transphobia can be structural,
i.e. manifested in policies, laws and socio-economic arrangements that discriminate against trans people. It can be societal when trans people
are rejected or mistreated by others. Transphobia can also be internalized, when trans people accept and reflect such prejudicial attitudes about
themselves or other trans people. For more information, see Chapter 2.

123


http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubId=778
http://www.healthpolicyproject.com/index.cfm?id=publications&get=pubID&pubId=778

O service Delivery Approaches

Using appropriate language

Just as images can have a strong impact in creating environments that are welcoming and affirm-
ing for trans individuals, language used in clinical environments is just as powerful. It is critical to
ensure that all client intake forms, clinical documents and health information literature includes
gender-neutral or gender-inclusive language wherever appropriate. For example, on client intake
forms that require individuals to indicate their sex and gender there must be separate questions for
“sex at birth” and “gender”. It is also important to ask individuals to indicate their preferred gender
pronoun, and for all clinic staff and community health workers to be trained to ask for preferred
gender pronouns and to use them accordingly.

In health facilities where electronic medical records are maintained, the information that can be
recorded should not be limited in ways that prevent clients from receiving accurate and competent
health services. If electronic medical records “auto-populate” anatomy, exams and recommenda-
tions according to the gender assigned at birth, this limits the ability to accurately and efficiently
provide and document care. For instance, a person who was assigned male at birth, takes estro-
gen, had breast augmentation surgery, but has not had a legal name and gender marker change
to match their female appearance will be registered in an electronic health record as a male. This
registration does not allow health-care workers to accurately address the individual using their
preferred name and gender or provide appropriate medical care for the anatomy that is present.
See Figure 4.1 for an example of a gender-inclusive intake form.

Ensuring client safety and confidentiality

Trans people are less likely to access health services if they cannot do so safely. It is important to
ensure that at every point of health-service delivery trans people feel safe and that their informa-
tion is kept confidential. All staff (administrative, community health workers, nurses, doctors, lab
technicians and management) should be trained, monitored and evaluated for their compliance
with safety and confidentiality procedures and laws. If health records cannot be secured suffi-
ciently to ensure that the client’s information is confidential, health-care workers may consider
developing special codes (e.g. unique identifier codes) to document the information adequately
but protect it from being accessed for non-medical reasons. (See Chapters 2 and 5 for legal and
programme management methods of addressing safety and confidentiality issues.) If possible, a
system should be in place for people to anonymously report problems. Efforts should be made
to ensure that trans people are not targeted or harassed by police, security personnel or others
when entering or exiting the clinic. In particularly hostile climates, mobile rather than fixed service-
delivery centres or safe spaces (drop-in centres) may be a safer alternative (see Table 4.1).

124



O service Delivery Approaches

Figure 4.1 Example of gender-inclusive intake form for clinics and social-service agencies
NOTE: These are suggested questions—this does not represent a complete intake form.

a N

Legal name: Name | prefer to be called (if different):

Preferred pronoun?
O She/her O He/his O They/their A Other

Gender: Check as many as are appropriate:

[An alternative is to leave a blank line next to Gender, to be completed by the client as desired]

O Female Q Male Q Transgender
Q Transmale/Transman/Female to Male @ Transfemale/Transwoman/Male to Female
O Genderqueer/Gender non-conforming O Other

Sex assigned at birth
Q Female A Male Q Other

Are your current sexual partners O Female O Male O Transgender

O Transmale/Transman/Female to Male O Transfemale/Transwoman/Male to Female
Q Genderqueer/Gender non-conforming O Other

In the past, have your sexual partners been O Female O Male O Transgender

Q Transmale/Transman/Female to Male O Transfemale/Transwoman/Male to Female
O Genderqueer/Gender non-conforming O Other

Current relationship status
[An alternative is to leave a blank line next to current relationship status]

Q Single O Married A Domestic Partnership/Civil Union O Partnered
Q Involved with multiple partners

Q Separated from spouse/partner d Divorced/permanently separated from spouse/partner
Q Other

Children in home

Q No children in home O My own children live with me/us Q My spouse’s or partner’s
children live with me/us Q Shared custody with ex-spouse or partner

Sexual orientation/identity
QO Bisexual Q Gay O Heterosexual/Straight Q Lesbian O Queer
Q Other O Not Sure

Are there any questions you have or information you would like with respect to starting a family?
a Yes a No Q Don't know

Do you have any concerns related to your gender identity/expression or your sex of assignment?
a Yes a No a Don't know

Do you currently use or have you used hormones (e.g., testosterone, estrogen etc.)?

Q Yes O No a Don’t know
Do you need any information about hormone therapy?
Q Yes O No a Don’t know
N J

Source: Based in part on Deutsch, M.B,, et al., Electronic medical records and the transgender patient: recom-
mendations from the World Professional Association for Transgender Health EMR Working Group. Journal
of the American Medical Informatics Association. 2013;20(4)700-703.
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Service integration

WHO recommends integrating HIV services with a range of other relevant clinical services, such
as those for TB, viral hepatitis, maternal and child health, sexual and reproductive health services
and drug dependence treatment. Integration of services makes it easier to provide comprehensive
and consistent care and makes service accessible. It allows individuals to take care of their various
health needs at the same time and in the same location. Integration of services involves not only
providing related services in a single setting but also systems to share information and provide
referrals across settings and among providers.

Collaboration between programmes at every level of the health system is important to the success
of HIV and other related health and social services. Aspects of coordination that need consider-
ation include mobilizing and allocating resources; training, mentoring and supervising health work-
ers; procuring and managing drugs and other medical supplies; and monitoring and evaluation. A
key goal of programme planning is to create delivery systems that best facilitate access.

Box 4.4

Case example: Clinical service integration in the USA

The Transgender Family Programme at the Community Healthcare Network clinics in New York
City was established in 2004 to improve access to HIV prevention and linkages to primary health
care. To understand how best to integrate comprehensive trans services into a community
health clinic, the Network undertook community mapping, consultations and forums and
learning from similar programmes. The programme asked clients to form a Client Advisory
Board to help guide integration and implementation of services for the trans community.

Integrated services include trans care, HIV testing services (HTS), medical case management,
support for treatment adherence, STI screening and treatment, prevention interventions
and psychosocial and nutritional services. In addition, the programme provides risk reduction
counselling, support groups, outreach, bilingual educational workshops and referrals to legal
and social services.

Over 750 people have received trans-specific services. I[dentified benefits of integrated trans
services include:
« greater sensitivity to and long-term acceptance of this population in the wider community;

« improved accessibility through convenient location of services; the provision of trans care is
no longer a specialty but an integral part of primary care across the network of 12 centres;

« flexible hours as a result of larger capacity;
« increased access to a range of in-house support services.

In addition, in-depth evaluation has found significant decreases in sex work, needle-sharing
and unregulated hormone injections, and increased likelihood of regular condom use.

www.chnnyc.org/services/transgender-Igbt
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The majority of programmes providing health services to trans people focus on HIV and other STls.
However, trans people should receive the same high-quality health services as non-trans people
for all of their health needs. Programmes should work to provide a full range of health and social
services. It is important that case management strategies link participants to health clinics and
HIV testing and to other programmes for legal advocacy and social support. Psychosocial services
should ideally be available to provide individual, group, and family sessions for trans persons who
have psychosocial needs.

Using trans-specific health services as a point of entry for HIV care

The threat and actual experience of stigma, discrimination, violence and oppression create signifi-
cant barriers for trans people to access health services. In order to make services more accessible,
trans-specific health issues beyond HIV can be used as a point of entry. These services could be
offered at the health site or via referral to known and trusted facilities. At a minimum, information
and education on trans-specific health issues should be provided, such as:

« hormone access and hormone therapy

« hormone level monitoring and assessing of hormone-medication reactions (see Chapter 3,
Section 3.3.9)

« gender-identity and psychosocial counselling and support

« support groups focused on transitioning and developing networks of support

« hair removal

« male and female chest reconstruction surgery, sex reassignment surgery, and other gender-
affirming'™© surgeries and procedures.

Health-care workers can use client visits for any of the above concerns as opportunities to discuss
co-existing issues that may impact their health care for both trans-specific and general needs.
Many of these concerns may not be directly related to health but nonetheless impact a client’s abil-
ity to seek and adhere to adequate health care. These concerns commonly include:

« employment

« housing

« family and social acceptance

» legal gender recognition and identity documents
o HIV-related care

« STlservices

« sexual and reproductive health care

« feminization/masculinization process

« sexwork

« substance use and dependence

« violence (intimate partner, intrafamilial, domestic, institutional, structural etc.).

Health-care workers should use these opportunities to treat clients for other health issues they
may be experiencing or refer them to other competent health-care workers if necessary.

10 Gender-affirming refers to medical procedures that enable a trans person to live more authentically in their gender identity.
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1 Box 4.5

\_

Case example: Delivering trans-focused HIV prevention
and treatment services in India

By recruiting trans people in its Shadows and Light Project as peer supporters, the Family
Planning Association of India was better able to assess trans people’s needs when improving
access to sexual-health and HIV services. In several locations, clinics engaged health-
care providers who were sensitive to the needs of trans clients, provided hormone care,
information about gender transition, laser (hair removal) services, and referrals for gender-
affirming surgeries. Making use of these destigmatized services, which trans people identified
as the most important to them, led to increased uptake of screening and treatment for STls
(including hepatitis and syphilis), and HIV testing, diagnosis, treatment and care.

www.fpaindia.org

1 Box 4.6

Case example: Raising trans awareness
among health-care workers in Central America

From 2011 through 2013, AIDSTAR-One (AIDS Support and Technical Assistance Resources,
Sector |, Task Order 1) implemented a series of activities targeting trans women, health-care
workers, and Ministry of Health authorities in Central America. In all, 916 trans women and
109 health-care workers participated in assessments of trans health needs and the attitudes
of health-care workers in the region. The results contributed to the development of a health-
care worker certification, which included a three-day training, supportive supervision visits,
and sensitization session in the workplace. Participating health-care workers obtained a basic
knowledge about fundamental aspects of sexual health and how to address trans people’s
needs in a positive and respectful way. The trained health-care workers then returned
to their health service centres and facilitated sensitizing activities with their peers. In El
Salvador alone, a total of 42 trained health-care workers conducted sensitization sessions in
28 health facilities.

Trans women were trained as data collectors and incorporated into the assessment team.
They also co-facilitated the training of health-care workers. Engaging trans persons to
fulfil these important and visible roles—and paying them to do so—not only strengthened
their technical capacities, but also allowed them to engage with health-care workers as
professionals and peers, thus dispelling myths and negative beliefs about trans women, their
capacity and their behaviour. This engagement also increased the visibility of trans persons
within their own societies, identifying them as key actors in national and regional actions that
affect their own well-being and interests.
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4.2.2 Peer navigators

In order to reduce loss along the HIV prevention, diagnosis, treatment and care continuum (see
Chapter 3, Figure 3.1), trained peer navigators can act as important mentors and guides for their
peers to access and adhere to a programme. Peer navigators are community outreach workers
who are knowledgeable about existing local treatment and care resources for people who are HIV
positive. They may be living with HIV themselves and have first-hand experience of seeking and
accessing services. Peer navigators guide new HIV programme clients from HIV counselling and
testing at community-based sites to clinics which provide diagnostic screening and HIV treatment
and care services. This is critical not only in contexts where all who test positive are required to
register with a government clinic or hospital for ART (most treatment sites are government-run),
but also for supporting case management more broadly.

Peer navigators can serve as liaisons between the public, private and community sectors. They
should be aware of mobile clinics, and clinics with flexible times or after-hours services and with
trans-competent staff. Peer navigators may accompany or trans individuals to providers, building
upon systems of formal referrals. A strong peer navigation programme can strengthen linkages to
additional services like counselling, psychosocial and legal support and ensure that clients are sup-
ported along the continuum of testing, treatment and care.

Peer navigators can have an especially important role at service-delivery sites which are not
community-led. They can greet individuals when they arrive and explain the client intake process,
including completing medical and client history forms etc. Where fear of judgement, discrimination
and maltreatment is a major barrier for trans individuals in seeking HIV and STl services, peer navi-
gators can answer questions and alleviate any anxiety clients may have about the clinical encoun-
ter. In this role, peer navigators are more than merely a “friendly face” for trans individuals within
health clinics. They are community health professionals who are integral members of a clinic staff.
Peer navigators are essential to linking communities and clinics.

Because of peer navigators’ central role in the implementation of key population programming,
an investment in their professional development is also an investment in the broader network of
trans individuals participating in service delivery across the HIV prevention, diagnosis, treatment
and care continuum. When peer navigators are institutionally supported with continued training,
career mentoring and ongoing opportunities to increase their reach, they are able to serve as link-
ing agents in decentralized HIV service delivery models. They can also be key leads in stigma and
discrimination work, monitoring and reporting, as well as becoming leaders and experts in referrals,
prevention, care and support and treatment literacy.

4.3 Social and behavioural interventions

Social and behavioural interventions are interventions that operate at the societal, community,
organizational or individual level to change behaviours in a way that positively impacts health.
Social and community-level behavioural interventions seek to change structures and norms that
influence individual behaviours, while individual-level behavioural interventions aim to address an
individual’s sources of risks. For HIV prevention, individual-level interventions often include one-
on-one risk reduction counselling focused on routine sexual-history taking, client-centred coun-
selling on protective strategies such as use of condoms and lubricant, sero-adaptive strategies,
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pre-exposure prophylaxis (PrEP), sexual practice related to relative risk (insertive versus receptive
anal sex, oral sex versus anal sex etc.), importance of health-seeking behaviours and the benefits
of HIV treatment, and skills-building on negotiation with partners. See Chapter 3, Section 3.3.4 for
additional information about harm reduction counselling and promotion in clinical settings.

Box 4.7
/—( ~

Case example: Behavioural interventions
through community-led education in the USA

The Healthy Divas programme is a behavioural intervention to address the HIV care needs of
trans women living with HIV in San Francisco. The programme helps them build skills to cope
with transphobia and HIV stigma, become active and collaborative in their treatment planning,
and proactively address challenges to adherence and in their relationships with providers.

Healthy Divas consists of six individual counselling sessions with a community facilitator
and one group workshop, which take place over a three-month period. Each individual
session is standardized: the facilitator uses a detailed manual specifying session content,
procedures, exercises and activities. The manual helps the facilitator tailor this content
to the participant’s unique circumstances and address their particular concerns (such as
transition, or substance use). The sessions also develop the individual's communication,
coping and self-advocacy skills through role-playing, behaviour rehearsal or practice
exercises. Workshop topics are generated by the participants and are also tailored to address
their concerns while capitalizing on a supportive group process in which participants can
share experiences and brainstorm solutions.

Healthy Divas was adapted from an existing programme for people living with HIV by
members of a trans community advisory board and project staff, who re-wrote the content
to reflect the priorities and values of the people to be served. The intervention was piloted
with members of the trans community, and their feedback on both the structure and content
of the intervention was incorporated into the next iteration. Programme participants are
recruited through service-providers, clinics, community-based organizations, word of
mouth, direct outreach and social networks. The programme is currently government-
funded, and participants receive monetary incentives for participating. Feedback is gathered
at the end of each session and at the end of the whole intervention for incorporation into
the next round.

\ /

4.3.1 Designing trans-specific behavioural interventions

While programmes can be successfully adapted to serve immediate community needs, programmes
that are wholly designed to meet the specific needs and concerns of trans people are likely to be
more effective. Such programmes, whether at the community, national or regional level, are ideally
designed, led and implemented by trans people themselves. Trans HIV and STI programmes, simi-
lar to other HIV interventions, are based on the principles and best practices of social and behav-
iour change communication (SBCC). The foundational principles guide programme design and can
be used as a roadmap to link trans individuals with clinical services and other resources. One tool
for developing high-quality SBCC is the P Process, a framework originally developed at the Johns
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Hopkins Bloomberg School of Public Health in the USA (Figure 4.2). Each step in the P Process is
based upon the principles of community participation and capacity-strengthening as requirements
for effective social and behaviour change.

Figure 4.2 Steps in the P Process™

4

3 IMPLEMENTATION
DEVELOPMENT & MONITORING

& TESTING

STRATEGY
DESIGN

5

EVALUATION &
RE-PLANNING

1
ANALYSIS

Step 1 Analysis

Conducting a situation or environmental analysis and an audience and communication analysis is
the first step to developing a tailored programme. However, when a programme is being developed
in a context where local trans experiences are already documented and where there is sufficient
baseline health data or knowledge of trans health priorities, the initial analysis does not need to be
lengthy. A situation analysis can be done by reviewing existing health and demographic data, and
any information that exists relating to the aspect of HIV programming that the given intervention
seeks to address. Situation and environmental analyses can include: a list of factors that prevent
and enable the desired behaviour change; a clear and brief problem statement that sums up the
issue(s) that the programme will address; and a clear and specific description of the target popula-
tion who are the intended beneficiaries of the programme.

Where there is little or no data on the local trans population, formative research will be required to
establish the baseline of the targeted population’s health status and needs (see Community Map-
ping in Section 4.5.1).

11 Source: The Health Communication Partnership. The New Process: Steps in Strategic Communication; 2003. http://www.who.int/immunization/hpv/
communicate/the_new_p_process_jhuccp_2003.pdf https://www.k4health.org/toolkits/hcp/strategic-approach.
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Audience and communication analyses should assess the knowledge, attitudes and behaviour of
intended participants. This analysis will also look at the communication and training needs of the
intended participants, including community preferences for media sources, social media and social
communication. Finally, the programme should conduct a participation analysis to identify stake-
holders in trans health within the targeted area.

Step 2 Strategy design

Strategy design begins by outlining programme objectives that are “SMART": Specific, Mea-
surable, Appropriate, Realistic, and Time-Bound. Next, the strategy design process determines
the model(s) of behaviour change that best fit the intervention and uses the selected models
to explain how and why the programme will improve health behaviour among trans people. A
third step in the strategy design process is to decide the channels of communication (i.e. social
media, interpersonal communication, group settings, mass media) that will most easily reach
and change the behaviour of the specific trans population. Once SMART objectives, behaviour
change models, and channels of communication have been decided, an intended output of the
strategy design stage is the development of an implementation plan and work schedule that has
benchmarks at regular intervals to gauge progress.

Step 3 Development and testing

This step involves gathering, creating and adapting the tools and materials that will be needed,
including guidelines and toolkits, facilitation manuals for conducting workshops or discussion
groups, manuals for peer counselling, or HIV and STI messages for media circulation. New materi-
als developed for the programme, or existing materials adapted for it, must be clearly designed to
address a specific aspect of the behavioural model. Before implementation, all materials should be
pre-tested with the exact segment of the trans population that will be reached in order to evaluate
the materials for cultural competency, accuracy, and to ensure they are tailored to local languages
and socio-cultural norms.

Step 4 Implementation and monitoring

The implementation and monitoring stage puts all of the planning that occurs in the first three
steps into action. At this stage, trainings should take place for managers, outreach workers and any
key partners involved in implementation. Once key personnel have been trained, they will imple-
ment the programme with regular supportive supervision to ensure ongoing quality.

As implementation progresses, key participants can be mobilized to share information and results
among other organizations and agencies within the network of allies and programme partners.
Throughout the period of implementation, programme monitoring should occur to ensure con-
sistency and quality of outputs and gauge milestones in achieving stated intervention goals. For
additional information and resources on programme monitoring and evaluation, see Chapter 5.

Step 5 Evaluation and re-planning

Evaluation of any intervention determines how well it has met its objectives. For behavioural inter-
ventions, evaluation can identify how and why a programme was able to change behaviour, and in
some cases, determine the overall impact on disease transmission of changing those behaviours.
In the P-Process framework, evaluation includes measurement of outcomes and impact assess-
ments, dissemination of programme evaluation results, and programme revision or redesign.
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4.3.2 Adapting behavioural interventions developed for other populations

There is an immediate need for HIV prevention among trans populations. However, in many set-
tings, no evidence-informed HIV prevention programmes specifically designed for trans women have
been rigorously designed and evaluated. Many programmes must therefore be adapted from those
designed to serve other populations, particularly men who have sex with men. When HIV prevention
programmes for men who have sex with men are expanded to include services for trans women, they
must be evaluated and adapted in order to adequately accommodate trans participants and clients.

Systematic adaptation can increase the cultural relevance of an evidence-based intervention. Inter-
ventions that lack cultural relevance to a subpopulation’s unique needs and preferences will likely
falter in achieving the desired outcomes.

To adapt a programme, community-led organizations must: (a) conduct a community needs assess-
ment; (b) create a method for community involvement that works best for the organization; (c) hire
appropriate staff if needed; (d) attend the original intervention training; (e) become familiar with the
adaptation process; (f) develop a method of systematically creating changes to the curriculum and
activities; (g) pre-test specific activities; (h) adapt the evaluation forms; and (i) pilot the adaptation.

One organization explains the process it followed to adapt an HIV prevention curriculum for trans
youth: “We started by having everyone that was part of the [adaptation] team review the original
curriculum and write down their own ideas of what they liked about it, what they thought should
stay the same, what they thought should change, what they thought was missing. We then spent
several meetings brainstorming key issues for trans youth. Then ... we would sort of synthesize that
down [to] what we thought were the really key issues in terms of health outcomes and HIV pre-
vention for trans youth, then we talked about okay, so how do we make sure these key points are
in this curriculum?” By engaging community members in each stage of planning, and conducting
a thorough needs assessment, this organization was able to strategically plan a programme that
directly addressed the priorities and preferences of its intended beneficiaries.
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4.4 Condom and lubricant programming

-
2014 Key Populations Consolidated Guidelines™

The correct and consistent use of condoms with condom-compatible lubricants is
recommended for all key populations to prevent sexual transmission of HIV and STls. (p.26)

Members of key populations, including people living with HIV, should be able to experience
full, pleasurable sex lives and have access to a range of reproductive options. (p.817)

TRANSGENDER PEOPLE
Condoms and condom-compatible lubricants are recommended for anal sex. (p.27)

Adequate provision of lubricants for transgender women and transgender men who have
sex with men needs emphasis. (p.27)

Promoting condom and lubricant knowledge and use through non-judgemental, sex-positive and
medically accurate communication at the individual, group and community level is essential to suc-
cessful programmes with trans individuals. Condom and lubricant behaviour change communica-
tion strategies should be designed with the primary goal of motivating individuals to understand
and take charge of their sexual and reproductive health. For additional information about the use
and efficacy of condoms and lubricants for sexual health, see Chapter 3, Section 3.3.1.

Condom and lubricant programming should reflect a rights-based approach to sexual health that
honours and protects individual choice and bodily autonomy. Effective programming recognizes
the full spectrum of human sexuality, sexual orientations and gender identities and is grounded in
respect for each individual’s sexuality.

Sex-positive approaches to behaviour change communication are likely to be most effective. Sex-
positive messaging emphasizes pleasurable, romantic and enjoyable aspects of sexual expression,
removes the stigma around condoms and lubricants, and associates condoms and lubricants with
the broader realm of healthy sexuality and sexual expression.

A variety of opportunities exist to promote condoms and lubricants among trans individuals, includ-
ing individual, community and mass-media strategies. Condoms and lubricants may be promoted
via one-to-one counselling, interpersonal communications, group activities, television, the Internet
and social media. Condoms and lubricants should be available and promoted in health centres
frequented by trans individuals (i.e. clinics) as well as in community spaces frequented by them
(i.e. drop-in centres, entertainment venues etc.).

It is important that government condom and lubricant distribution programmes actively involve
organizations of trans individuals and civil-society organizations in condom and lubricant supply
forecasting, market segmentation, condom and lubricant distribution and product promotion.

12 Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key populations. Geneva: WHO; 2014,
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Procurement of condoms and lubricants should follow internationally established quality assur-
ance mechanisms. In addition, empowering organizations of trans individuals to play an active
role in awareness-raising and in distributing condoms and lubricant to communities is essential
to increase their accessibility and use at the community level. With direct access to the popula-
tion being served, organizations of trans individuals are key distribution points for condom and
lubricants, providing condom and lubricants in safe spaces (drop-in centres), through community
outreach workers and as part of other health services.

It is useful for marketers and distributors of condoms to engage trans populations to design and
distribute a variety of condoms and lubricant that meet the specific needs of trans women and
men. Male condoms may not be acceptable for some trans women, nor female condoms for some
trans men. Trans communities need to be engaged from the start in the design and marketing of
condoms and lubricant, and in planning, mapping and implementing their distribution.

4.5 Community-led outreach

2014 Key Populations Consolidated Guidelines

Community-based approaches to service delivery can increase accessibility and acceptability
for key populations. Outreach, mobile services, drop-in centres and venue-based approaches
are useful for reaching those with limited access to, or underserved by, formal health
facilities. These approaches allow for more efficient referrals between the community and
health facilities, and support collaboration across all sectors engaged in health promotion.
Community-based programmes can also refer to programmes that are led and delivered by
members of the key population community. (p.177)

Community-led organizations can play important roles in reaching key populations, engaging
with them, linking them to services and providing ongoing care and support. (p.116)

Community-led organizations play a crucial role in delivering services that best meet the
needs of key populations. (p.129)

Community-led approaches are an essential link between the community and HIV prevention, diag-
nosis, treatment and care services. They empower trans people to draw on their first-hand knowl-
edge of vulnerability and risk to problem-solve with members of their community, strengthening
access to services, and making HIV prevention, diagnosis, treatment and care viable.

A community outreach worker is a trans person who conducts outreach to other trans people.
Trained community members with direct experience of many of the factors that elevate risk for
HIV and other STls can discuss personal stories and address intimate issues with candour and
empathy. With formal training in health education (see Section 4.5.1) community outreach workers
can link others to clinical and community-based or community-led services.

Community-led approaches involve building the capacity of a community-led organization to assess
the needs of the community, design high-quality services based on identified needs (starting with
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the most essential) and roll out these services progressively as the capabilities of the organization
grow. In most localities, the social-political context, HIV incidence and risk behaviours among trans
people will shape how services are designed. In more tolerant settings (for example, some urban
areas), community-led organizations may be able to be more visible about their work and hold pub-
lic events and group outreach sessions. In much of the world, community-led organizations must
operate very discreetly to provide outreach, HTS and referrals to comprehensive care services.
(For more information on organizational capacity-building of community-led organizations, see
Chapter 1, Section 1.4.)

Most trans community-led organizations initially build their outreach work around one-on-one and
group education activities, with referrals to safe spaces (drop-in centres) where available (Section
4.6), or to trans-competent public or private health-care providers. Some trans people may prefer
to receive information online or through social media (see Section 4.7). On the other hand, one-on-
one or group approaches can be particularly effective for people who are illiterate. In contexts where
trans people are marginalized or disconnected from organizations and services, formal and informal
support groups can foster a sense of community and alleviate social isolation and its attendant risks.
Support groups, including informal social gatherings that are exclusive to trans-people, can help indi-
viduals to process trauma, understand their shared experiences and be empowered to engage in
safer sexual practices. Individual counselling can also help in this regard.

Promoting sexual health and HIV prevention, diagnosis, treatment and care must extend far
beyond clinical settings to be effective. In order to reach the greatest number of individuals
who can potentially benefit from programmes, it is essential to bring information and services
to places where trans people gather socially. Physical and virtual spaces frequented by trans
individuals can be entry points for developing relevant, accessible and sustainable programmes.
Sexual-health promotion in non-clinical settings is the most effective means of reaching indi-
viduals who are most disconnected from mainstream health services and therefore at greatest
risk for HIV and other STls.

Community-based entry points are often different for trans women, trans men and young trans
people. Determining where those spaces are, and how they can best be used as sites for sexual-
health education, peer counselling, condom and lubricant promotion and other HIV programming
can therefore only be done with the meaningful participation of community members themselves.
Recruiting and retaining trans people as community outreach workers ensures that programmes
are not only established in the right locations, but also that they are responsive to the changing
preferences and priorities of their beneficiaries.

Community outreach workers are uniquely positioned to address the complex interaction between
stigma, trauma, social stressors and behavioural risk among other members of their communities.
It is important for community outreach workers to address these psychosocial stressors and pro-
vide resources to help with them (see also Chapter 3, Section 3.3.10).

Community outreach workers’ understanding of, and personal investment in, the welfare of their
community are as essential to the success of an intervention as the services they offer. Therefore,
they must be respected and engaged meaningfully. Community outreach workers are not volunteers.
They should be remunerated for their work at a rate comparable to that of other staff, and should
have the opportunity to progress to permanent paid positions in the implementing organization.
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The following section presents steps in developing community-led outreach that can be used by
programme managers of an implementing organization that does not yet benefit from an estab-
lished community-led outreach approach.

Case example: Community-led outreach
and empowerment in the Dominican Republic

As in many other countries, Dominican trans women are disproportionately represented
among sex workers, and face the converging risk factors of police abuse and harassment,
limited education and economic opportunities, and discrimination within the public health-
caresystem.Since 2004, LaComunidad de Trans-Travestis Trabajadoras Sexuales Dominicana
(COTRAVETD) has worked to eliminate stigma, discrimination and marginalization of trans
sex workers throughout the Dominican Republic.

Although free HIV testing is readily available, many trans women report that they do not
access any other routine health services due to the criminalization of sex work and systemic
discrimination of both trans women and sex workers. For those who test positive for HIV,
high-quality treatment and care is not easily or regularly attainable. In order to bridge this
gap, COTRAVETD developed a programme tailored to trans women sex workers in Santiago
and Santo Domingo. The programme recruits and trains community health educators to go
beyond distributing condoms and lubricant and information on testing. The educators also
address health and well-being from a human-rights perspective and educate their peers
about their legal rights to be free of discrimination in health-care settings and how to take
action against police abuse. COTRAVETD also dispatches a mobile clinic to provide basic
primary health care, STI and HIV testing. A central component of the programme is the
referral system to a clinic offering a trans health programme that provides primary care,
hormone therapy and transition counselling. To date, they have reached approximately
1,300 trans women through community outreach,’3 with a staff of eight trained community
outreach workers in the field.

cotravetd.blogspot.co.uk

\_ /

4.5.1 Implementing community-led outreach
There are several steps to establishing an effective community-led outreach programme:

A. Map the community and design outreach strategies with community members fully engaged in
each stage of the process. This includes mapping virtual spaces used by trans communities, i.e.
popular social media platforms and websites.

B. Engage and train community outreach workers, or online community outreach workers.

13 Community outreach is outreach to trans people in order to provide services such as education, commodities and other forms of support. Wherever
possible, outreach is best done by empowered and trained community members, i.e. trans people (referred to in this tool as community outreach
workers). However, non-trans people can also be effective outreach workers, especially in contexts where community members are not yet
sufficiently empowered to do outreach.
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C. Implement and manage outreach, including website banner ads and social media promotion.
D. Foster leadership opportunities for community outreach workers.

A. Map the community and design outreach strategies

Understanding where trans people are and how to reach them is essential. This starts with popula-
tion size estimation and programmatic mapping. Population size estimation may be conducted at
a regional or national level when a programme is established, but it may involve members of local
trans communities and other organizations or individuals with knowledge of local communities.
This process is described in Chapter 5, Section 5.3.1.

Mapping is a process to identify more precisely the number of trans people in a more localized
area, as well as any places where they gather, and services that already exist that they make use
of. Mapping involves the programme team, trans people and other people at locations where
trans people gather. Once mapping focuses on locations within a coverage area, the participa-
tion of community members is needed to help assess the availability and quality of services and
characteristics of the environment, as well as the relative risks and vulnerabilities of individual
trans people.

The steps for local consultations to inform mapping are:

« Engage a core group of trans individuals to participate in mapping. They should have detailed
knowledge of where trans people gather and meet, often referred to as “hot spots”.

« Work with the core group to develop maps that identify these hot spots (such as bus stations,
clubs, parks, saunas and other hook-up spots).

« With the core group, identify and build rapport with “key informants” in these locations, such
as trans individuals, bar owners and managers of sex workers. Through group discussions
with the key informants, arrive at consensus estimates of the number of trans individuals at
each location.

« Work with local stakeholders to identify and map service-delivery points for core elements
of the comprehensive service package, including condoms and lubricants, prevention and STI
services, HTS, and clinics for treatment and care.

« Plan services, using the information from the key informant meetings. In order to maximize
access to services, clinics and drop-in centres should be located near the areas with the
greatest density of trans individuals and operate at the most convenient times for them. The
maps can also be used for planning structural interventions against stigma and discrimination,
including violence.

« Through the key informants, meet and build rapport with additional trans people who could
become community outreach workers.
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Box 4.9

Case example: Trans women make the case
for integrated service delivery in Peru

The Peruvian Ministry of Health is developing a Focus Plan to reduce the high rates of HIV
and other STls among trans women. One of the first activities was to map trans communities.
Trans women were identified and trained to develop and manage the mapping. They then
went to all the places where trans women work, live and socialize and were able to produce
a cohesive and comprehensive map of the health services they need and when and where
to deliver them. This informed the subsequent mobile service delivery with an emphasis on
community action and the engagement of trans women to ensure that services are relevant.
The implementation of the mapping demonstrated that when this type of research is done
by trans women, they are more likely to obtain the necessary information and evidence to
develop the programme.

Ultimately, the trans women produced more than just a map of their community’s needs. They
shaped the technical norms for providing integrated services to trans women nationwide.
Even though this started out in response to HIV, they realized they could not make an impact
in that epidemic without providing integrated services, with an emphasis on primary care
and requiring the state-funded health system to deliver trans-competent care.

\_ /

B. Engage and train community outreach workers
Engaging community outreach workers

In the initial stages of a programme, selecting community outreach workers may be an informal
process. Implementing organizations may invite trans people who have been involved in the initial
mapping and planning stages to remain involved in the new programme as community outreach
workers, or to identify other trans people with the potential to fulfil this role. In either case, the
selection criteria listed in Box 4.10 can be considered. It is also important to observe the rapport
between trans people involved in mapping and other members of their community.

As the programme matures, a more structured process for selecting new community outreach
workers may be adopted:

« A community advisory group and programme staff, including current community outreach
workers, define the criteria for new community outreach workers, identify potential community
outreach workers, contact them to see if they are willing to serve and conduct a basic interview
with them. The candidates are ranked based on the criteria listed in Box 4.10.

« The candidates are asked to take part in a social network mapping exercise, facilitated by
outreach coordinators, to determine the size of their social networks of trans people.

o Current community outreach workers consult with the potential community outreach
worker’s contacts to see whether the candidate would be acceptable to them as a community
outreach worker.

« Based on the interviews, social network mapping and consultations, the community advisory
group selects the appropriate number of new community outreach workers.
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« The community advisory group discusses methods for monitoring community outreach
workers’ performance. This can be through formal performance reviews or through informal
feedback processes such as regular “check-in” meetings. Community members should be able
to contact the project if they have any issues related to the community outreach worker. It is
important that community outreach workers not only meet programme targets, but do so with

the highest quality and skill.

Community outreach workers from subgroups at higher risk should be engaged to do outreach
to their peers. This includes those engaged currently or formally engaged in sex work or injecting

drug use.

! Box 4.10

Suggested selection criteria

for a community outreach worker
active in the community with time to do outreach
committed to the goals and objectives of the programme
knowledgeable about the local context and setting
accepted by the community
accountable to the community as well as to the programme
respectful of all communities of trans people
able to maintain confidentiality
good listening, communication and interpersonal skills
self-confident and with potential for leadership
potential to be a strong role model for the behaviour promoted by the programme
willing to learn and experiment in the field

committed to being available to other trans people if they experience violence or an
emergency.

Programmes that conduct outreach through social media may also choose outreach workers
based on their profile as opinion leaders within social networks and other criteria such as age,

class or local sexual and gender identities that will enable them to reach distinct subgroups
for the programme.

N

Training community outreach workers

Training curricula should be interactive. The strength of community outreach workers in bringing
their own experience and initiative to their work should be emphasized. This means that training
may be most effective when facilitated by trainers who are themselves trans people. Basic training
for all new staff must include competency in understanding gender and sexual diversity, regardless

of how the new staff themselves identify.
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Training should take place regularly and may be done at several levels:

basic training at the beginning of engagement in the programme

advanced training sessions at least quarterly to build knowledge and skills and to reinforce
positive examples of outstanding outreach

informal mentoring by an outreach supervisor to support community outreach workers (daily)
group discussions and mentoring with community outreach workers (weekly).

Basic training may include:

interpersonal communication skills to build confidence and individual agency (the choice,
control and power to act for oneself). This includes learning to apply tact, discretion, active
listening skills, being non-judgemental and maintaining confidentiality

awareness of gender and sexual diversity, including the basic physical and psychological stages
of human sexual development

knowledge of a range of trans issues, both health- and non-health-related

condom gap analysis, condom negotiation, lubricants, and training on how many condoms
outreach workers should take to meet their outreach needs

social network mapping

monitoring of programme reach

making prevention and care referrals

using micro-planning tools, record-keeping

STl symptoms and disease processes, referrals and treatment of STls, HIV and TB
promotion of voluntary HTS

identifying and discussing violence, providing psychosocial support

community mobilization.

Advanced training may include:

advanced communication and counselling skills

leadership skills

dealing with stigma, discrimination and harassment

legal literacy, negotiating with police and calling upon the community for support
violence screening and crisis intervention

counselling for drug and alcohol use

creating links to other services (e.g. sexual health, HIV and HTS, and other health services)

helping people navigate systems for social benefits, e.g. health insurance, unemployment
insurance etc.

care and support through individual and group peer counselling, including for trans people living
with HIV

use of programme data to better target outreach services

interacting with the media to promote a positive image of the community (but note the
importance of maintaining the safety of trans people whose identity is revealed through media
interviews and other coverage).
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C. Manage outreach

Outreach happens at two levels: the community outreach worker manages their own outreach to
trans people; and programme staff supervise and support the community outreach workers.

The community outreach worker uses a prevention and case management approach for each trans
person, consisting of several steps that are re-assessed and repeated, as circumstances require.

« Assess the range of needs of the individual, using a standardized tool (see “Micro-planning”
below).

« Develop a plan of action with the individual based on needs that can be addressed.

« Provide commodities, information and counselling to address the beneficiary’s needs.
» Facilitate referrals to other services, as needed.

« Follow up referrals with support and information, as needed.

+ Re-assess and evaluate the needs of the individual on a regular basis.

Micro-planning

Micro-planning gives community outreach workers the responsibility and authority to manage
their own work. In this approach, community outreach workers use their knowledge of the com-
munity, and the information they record during their contacts with trans people, to prioritize and
manage outreach.

Community outreach workers are trained to use tools to capture data on the vulnerability and risk
of each individual they serve, and the services they deliver. Micro-planning tools are designed to be
user-friendly, e.g. they are pictorial and can be used by people with low literacy skills. They may be
adapted so that routine monitoring can be reported using a mobile phone, in addition to recording
data on paper.

Community outreach workers record data at each encounter with the individual trans person,
and aggregate them onto a weekly or monthly reporting form (unless the data have already been
submitted electronically), with the assistance of a supervisor if necessary. Some of the aggre-
gated information may be reported by the programme according to regional or national reporting
requirements, but its primary purpose is to enable community outreach workers to analyse their
outreach efforts and plan their outreach according to the most urgent needs of the trans people
they are serving (e.g. those with the highest risk or vulnerability, or those who have not been met
for a significant period of time). The community outreach worker may do this planning in the con-
text of weekly review sessions with the supervisor.

Supervising and supporting outreach

An outreach supervisor has the responsibility to train, motivate and monitor the work of 5-20 com-
munity outreach workers. The role may be filled by a community outreach worker who has progressed
into this supervisory role or by an NGO staff member until community outreach workers are trained.
The outreach supervisor observes community outreach workers in their day-to-day outreach work,
reviews their data on components of the service package (number of one-to-one contacts, group
contacts, referrals or accompanied visits, condoms and lubricant distributed etc.), and may input
the data into a computerized management information system if there is no dedicated data entry
officer. The supervisor has weekly meetings with their group of community outreach workers,
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usually at the safe space (drop-in centre), to discuss high-priority individuals and any problems the
community outreach workers may be encountering, and to provide informal training.

Remunerating community outreach workers

Community outreach workers should always be remunerated for their work. However, paying com-
munity outreach workers for each individual they persuade to come to the clinic or drop-in centre
for services—rather than providing a fixed salary or stipend—may distort demand and lead to coer-
cion. In addition to fixed remuneration, effective incentives and evaluation-based recognition can
include phone credit, non-monetary gifts and leadership opportunities that are not linked directly
to the number of trans people who are brought to the programme. Offering the chance to partici-
pate in national or international trainings and meetings, where possible, may also be an effective
way of recognizing outstanding community outreach workers.

Table 4.2 Remuneration/compensation for community outreach workers

RESOURCE SPENT BY COMMUNITY  REMUNERATION RATIONALE

OUTREACH WORKER

Time on outreach (includes time for travel, ~ Fixed periodic payment Agree upon a rate that is acceptable to community outreach workers
meeting with trans people, reporting, and feasible for programme sustainability. If possible, rates should be
planning further outreach) set consistently across state and national programmes.

Time on extra training Stipend Programmes should recognize that community outreach workers may

have other work and personal obligations that cannot be fulfilled
when they are in training.

Travelling between venues, Bus, train, taxi charges, as It is usually most efficient to map travel routes and fix travel
for referrals, training etc. required allowances for groups of community outreach workers.
Mobile phone airtime Mobile phone airtime Whether using text messages or limited talk time, community

(predetermined is usually best) outreach workers should be remunerated for on-the-job phone use.

Mobile phone batteries Chargers, access to power and Community outreach workers need their phones for outreach, and
safe charging phone battery chargers should be made available at agreed-upon
charging locations.

D. Foster leadership opportunities

Experienced community outreach workers improve the effectiveness of outreach and provide
leadership in their community beyond programme services. It is important that programmes adopt
an approach from the beginning that allows community outreach workers to grow as leaders. Pro-
grammes do this not only by showing respect and appreciation to community outreach workers,
but also by:

« providing support through training, mentoring, constructive feedback and remuneration;

« offering opportunities for them to learn new skills and apply their experience in expanded
ways through the programme and in their communities, so that they and other trans people
are empowered;

« developing individual promotion plans, whether it be within the implementing organization
(higher-salaried jobs within the organization) or with opportunities that the community
outreach worker may want to pursue in other organizations.
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Training and mentoring of community outreach workers should focus not only on outreach, but
also on strengthening their leadership. Community outreach workers with leadership skills are
more likely to use critical thinking and take the initiative to reach greater numbers of trans individu-
als. They may also support the programme in other important areas including:

« Advocacy: Trans community outreach workers are uniquely positioned to advocate and
mobilize ground-level support to counter barriers such as police harassment, discrimination,
stigma and violence. They may initially need support in this role from staff of the implementing
organization who are not themselves trans people, but staff should be sensitive to the need
to reinforce the community outreach worker as a leader for their community, only stepping in
when needed.

« Programme monitoring: With experience and support, community outreach workers can
participate in monitoring the programme and improving its quality. This develops naturally
from the approach taken with micro-planning, where community outreach workers assume
responsibility for recording, analysing and acting on data about the trans people to whom they
provide services. Community outreach workers who collect monitoring data should also be
provided with tools to analyse them (as with micro-planning) and the authority to make decisions
based on the information collected. They should also be supported in monitoring aspects of the
intervention that the community considers important, such as trends in the service quality
of referral clinics. Report-back methods can be through in-person meetings, or by entering
tracking information into simple web-based databases.

« Programme management and leadership: Community outreach workers can train and
mentor other community outreach workers, and may assume other roles in a programme. As
programmes mature, community outreach workers naturally seek advancement as leaders, and
jobs once done by implementing organization staff may be done by trans people who began as
community outreach workers. Outreach supervisors will generally work as full-time staff with a
salary commensurate for implementing organization staff in similar positions—these positions
will often be staffed by members of the trans community.

4.5.2 Building coalitions and alliances

In most contexts, trans-specific programming has only been recently developed, and resources and
infrastructure may be limited. Forming coalitions with existing organizations and local public-health
departments that provide similar services to other key populations is therefore essential. Building
alliances with non-trans organizations can create opportunities to promote improved policies and
practices in HIV prevention, diagnosis, treatment and care into existing public and private systems.
Alliances with non-trans organizations such as civil-society organizations, non-governmental orga-
nizations (NGOs), community associations or unions representing gays, lesbians, bisexuals or sex
workers can enable trans communities to widen their pool of resources. Partnerships with health
departments and clinics, colleges and universities, and private businesses can help trans organiza-
tions meet the needs of their constituents while generating powerful shifts in mainstreaming and
destigmatizing trans individuals and their unique health concerns.
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Box 4.11

Case example: Reaching trans people in Mexico

Clinica Especializada Condesain Mexico City offers a model for successfully providing services
to hard-to-reach key populations in a large urban area. The clinic was originally planned as a
centre for STls and HIV care, but has expanded to include psychosocial counselling services,
referrals to social services and care for victims of sexual violence. The clinic also provides
outreach to people in prisons and is engaged in community-based health promotion.

A comprehensive care centre expressly for trans individuals has been established as a
separate component of the clinic, complemented by a community outreach programme
to link trans individuals to the services. The passage of a gender recognition law in Mexico
City in 2009, and amendments to the city’s health law in 2014 recognizing trans individuals
as a distinct population with particular health concerns, helped to create an enabling
environment for the centre’s work. All services are provided at no cost to more than 1,000
female and male trans clients, in an environment that promotes compassion, equality, and
respect for all trans individuals.

Although HIV prevalence among trans women who receive services at the clinic is 41%, the
majority of clientsinthe new trans health centre seek clinical services for medical transitioning,
and not initially for HIV-related care. Self-medication with hormones is common within this
population, often leading to medical complications and sometimes to hospitalization. Clients
come at the invitation of outreach workers, or via word of mouth from other users, because
of promotion in the print and electronic media, or because they are already receiving other
care at Clinica Condesa.

After a mental-health assessment, clients are referred to the clinic“s endocrinology unit
for an assessment to initiate hormone therapy. HIV tests are offered as part of the routine
lab work. Persons with positive results are linked to HIV treatment and care services.
Hormone treatment is initiated once the HIV positive individual’s viral load is undetectable,
barring secondary health conditions. In this way, the centre serves as a gateway to public
health services that normally would be difficult to access due to stigma and discrimination
from some providers.

www.condesadf.mx

\_ /

4.6 Safe spaces

The term “safe spaces” is widely used throughout HIV prevention programming among key popu-
lations. In trans communities, safe spaces are any location where trans individuals can gather in a
place where they feel secure and are able to freely express themselves. Safe spaces can also be
online (virtual) locations (see Section 4.7), but this section addresses physical safe spaces, also
known as drop-in centres, which can be:

« a place where community members may discuss programmes with programme managers to
improve services

« avenue for psychosocial services and support, based on community demand

« a place to provide information on events and activities relevant to the community (not just
programme-related information)
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a place to strengthen community empowerment by discussing discrimination and stigma
against the community and planning a response

« adistribution point for condoms and lubricants
« aplace for community outreach workers to review their work and plan outreach

« a place for community trainings (of community outreach workers, but also of other trans
individuals, e.g. in violence response, power analysis)

« any location where trans individuals gather to share common interests. These spaces can range
from private businesses such as salons to retail outlets that are owned or patronized by trans
individuals, or any other space in a community where people regularly gather.

In many contexts, safe spaces are important as they provide the only opportunity for trans peo-
ple to freely express themselves in their preferred gender. In places where criminalization and
hostile social environments restrict individuals from dressing and acting according to their pre-
ferred gender, safe spaces can be used as a place for people to change clothing, do their hair
and alter their gender presentation in a way that is comfortable and authentic for them. Some
programmes have established social gatherings for a few hours a week in private rooms of bars
and restaurants, and in community centres (see Box 4.12). For some, these short gatherings may
be the only time they are able to be themselves openly. Providing an affirming and secure envi-
ronment, even briefly, for that opportunity can have an extremely positive impact for participants
regardless of their stage of transition.

Safe spaces may be located close to programme-operated ST clinics, or even in the same building.
There are practical advantages to co-locating safe spaces with clinics, such as the convenience of
dealing with just one landlord, and the closer links between community activities and programme
services. Nevertheless, it is important to ensure that safe spaces remain a distinct community area.
In some contexts, it may be important to separate an implementing organization’s office from the
safe space and to ensure that community leaders have clear responsibility for managing activities
at the safe space.
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Box4.12

Case example: Social safe spaces in South Africa

T-Junction gatherings began in 2004, when there were no formal trans-led organizations in
South Africa, as a way to bring trans people and their partners together to socialize without
experiencing prejudice or stigmatization. The meetings provided a private and affirming
environment where people could experiment with new ways of presenting themselves,
especially those who were not fully out as trans and did not change their appearance in public.

T-Junctions were initially potluck gatherings held once a month at the home of a trans
community member. In order to include people from more diverse socio-economic
backgrounds and from communities of colour, facilitators would drive participants from
different suburbs to and from the gatherings. Financial support under Gender DynamiX, a
trans-led organization based in Capetown, made it possible to expand the programme and
increase average attendance from 5 to 20 people.

In 2010 T-junction collaborated with the Triangle Project, another organization that held
monthly support group meetings. The project’s support group would meet for two hours
on Saturdays, facilitated by a trained counselling professional. Half an hour after the group
dispersed, T-Junction would start at a nearby restaurant. Attendees of each programme
were encouraged to participate in the other one as well. After some initial success, the
collaboration faced financial challenges to cover costs of the T-Junction venue and assist
participants with transport costs. Additionally, since the T-Junction began as an exclusively
social activity, later efforts to engage participants in more structured thematic discussions
around health-care issues were not appealing. However, as the gatherings continued, an
increasing number of trans individuals who had previously been socially disconnected from
each other developed a sense of community and began to participate in both the support
group and in T-Junction’s social activities. This caused a substantial trans community to
coalesce and made it possible to carry trans issues into other mainstream spaces.

\ /

4.6.1 Steps in establishing safe spaces

Community consultation and mapping: A consultation provides guidance on where to locate the
safe space, services to be provided, staffing and service hours. Services should be available when
trans individuals most need them.

Location: The choice of location should take into consideration not only its accessibility to trans
individuals but also its visibility to the public and the response from the wider (non-trans) commu-
nity. Care must be taken to ensure that the space is safe from intrusion by outsiders and the police.

Lease agreements and landlords: Maintaining a fixed location for the safe space is important to
prevent disruption of services. The lease drawn up with the landlord should clearly state the dura-
tion of the agreement and clarify the hours and nature of use.

Infrastructure and safety: The safe space will ideally have at least two rooms: one that can be

used for one-on-one meetings or counselling, and one for community activities. The safe space
should be equipped with basic equipment to handle fires and other emergencies.
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Designing the space: The space should be both functional and inviting. Meeting tables and chairs
may be kept to one side unless in use; couches or mattresses to sit on can make the room comfort-
able. Walls may be painted or decorated with art made by the community.

4.6.2 Operating safe spaces

Management: The programme should provide resources for the space. To ensure that the com-
munity feels ownership, trans individuals should have the lead role in decisions about the space and
its management.

Service promotion: To ensure trans individuals are aware of the safe space and its services, it can
be promoted through flyers, SMS messages and community networking.

Ground rules: These should be formulated by those using the space so that they understand what
behaviour is acceptable, e.g. with regard to noise levels (this is also important so as not to disturb
any neighbours) as well as drug and alcohol use.

Relationships with neighbours: The safe space managers, including the community, should
make plans to manage relationships with neighbours and those in the wider community. In con-
texts where there are concerns about interaction between police and trans community mem-
bers, the sponsoring organization or individuals overseeing the safe space should assess the
policing environment in the area where the safe space is located. Where there are reported inci-
dents of police violence or harassment (e.g. arbitrary stopping and searching of trans women on
allegations of sex work, or confiscating condoms and lubricants and using them as evidence of
sex work), tracking and monitoring systems may ensure the security of individuals using the safe
space. For more information on documenting stigma, discrimination and violence, see Chapter
2, Sections 2.3.1 and 2.3.2.

Programme use: Growing implementing organizations may want to use the safe space for other
programme activities or as offices; efforts should be made to ensure that this does not happen or
that such activities are kept to a minimum. The safe space should remain open to members of the
community to use informally, even if the programme is using it.

Sustainability: Safe spaces can be made financially sustainable when managed by the community.
For example, programmes requiring a location can rent or negotiate for use of space on a limited
basis, or during set meeting times. In some locations, trans community members generate extra
income by renting their own private or commercial space to programmes.
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4.7 Information and communication technology

Harnessing information and communication technologies (ICT) that are already being used by trans
individuals can broaden outreach efforts and be instrumental in scaling up HIV services. Social
media, SMS messaging and other ICT platforms are used by increasing numbers of people, and
online spaces in particular have the power to draw together individuals from all socio-economic
levels and demographic groups. The anonymity offered by virtual spaces makes users feel safer in
discussing intimate topics openly, such as their sexuality, transitioning concerns and personal rela-
tionships, without fear of judgement or discrimination.

Community outreach workers are able to provide health information and HIV prevention, diagno-
sis, treatment and care in clinic-based and community-based programmes. Many of these “front-
line” health-promotion activities can also be taken online in order to reach wider audiences and
generate meaningful dialogue among supportive peers. Common platforms for trans-led ICT pro-
grammes include social media such as Facebook, Twitter, Instagram, independent blog pages and
websites, podcasts, and dating and hook-up websites and smartphone applications.

While disseminating medically accurate information, individuals can also connect with each other
to share experiences and seek emotional support. ICT interventions should link the virtual to the
physical, i.e. they should enable linkages to HCT, treatment, care and support; referrals to STl ser-
vices; and referrals to psychosocial and other health services.

ICT can be used for the full continuum of HIV prevention, diagnosis, treatment and care, and can
be a tool for programme research, design, mapping and analysis as outlined in the “P Process”
(Section 4.3.1). It is important to note that while the use of ICT platforms, and social media in par-
ticular, in HIV prevention programming for men who have sex with men is widely documented, ICT
programming by and for trans communities is only just beginning to grow. Although many of the
publication, dissemination, and live-chat strategies used by organizations of men who have sex
with men can be adapted for trans communities, the nature and preference of online social media
must meet the needs and interests of trans people. Trans community members who are involved
in programme mapping, design, implementation and monitoring can determine the platform that
will best reach their own community and generate the most positive responses.

4.71 Social media and social isolation

Social media can expand programmatic reach to individuals who may otherwise not access trans-
specific health information, but it should not replace all face-to-face interactions. As one community
outreach worker in El Salvador explains: “These are communication methods that bring with them
some risk, such as people having a lot of online friends that they don’t know in person, so they are
still strangers, really. This can give a false expectation in people who lack self-esteem and who have
trouble interacting with others in public for fear of discrimination because of their appearance or
gender expression. It can sometimes give people a false sense of security. When people feel isolated
and lonely, they can easily trust people who they shouldn’t or may be more likely to engage in unsafe
behaviour.” While ICT can provide important information, emotional support provided face-to-face
in a community setting is equally or more important for many individuals.
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Box 4.13
~
Case example: Online sexual-health promotion in Thailand
Sexperts! is an online community-led outreach and support platform for trans sexual-health
promotion. A “Sexpert” is a trans woman trained as a community health educator. Sexperts
provide HIV, sexual-health and legal rights education in non-threatening, anonymous virtual
environments. They not only address standard HIV prevention and treatment questions, but
also engage community members in discussions around sex, o
relationships and body issues that come with transitioning =R
and self-acceptance in one’s chosen gender identity. ™
Sexperts! uses a Facebook group page as the main 14 res sespens
communication platform and for facilitating live chats. }.ﬁ;;nn TLtzSexperts!
Any member who logs on can discuss any issue related to d-rl-id'qvnwﬂl'fmﬂ:mr:‘!;
their sexual health and well-being with a community health =~ fesundnaa andnaris.oo-
educator. Since Thaitranswomen are typically frequent users
of social media, Sexperts! maximizes the captive audience )
and advertises its page on other trans- and LGBTI-related . iy
social media pages. Compared to traditional peer support — £8£% rips sewpens snared
. . . - infor A eunvino vy Thai
workshops and online peer education, this approach allows Vet e A B MG
more intensive communication between community health .~~~ -
educators and community members. e it R e
o : gl rrevarsint e im Thet
A priority for Sexperts is to openly acknowledge the pleasure
of having sex. A Sexpert understands that causing a person  Thai Lady Boyz Sexperts! Facebook
to feel guilty about their sexual practices will sacrifice an community page allows community
members to chat live and
opportunity to discuss safer sex and personal risk of HIV. anonymously with peer counsellors.
Sexperts receive training and supervision from Thai Lady Boyz and partner organizations.
They are required to stay up to date with news relating to trans health. The community
health educators are also equipped with authoritative sources to quickly look up
information for Facebook page members upon request, and are able to provide resources
to individual community members when needed. Their communications are monitored by
a programme manager.
\_ )

4.7.2 Quality assurance and online safety

Good-practice standards for online programmes and outreach efforts using smartphone applica-
tions ensure the safety and privacy of members and participants. Many online programmes prefer
platforms such as Facebook Group pages, such as the Sexperts! profiled in Box 4.13, or indepen-
dent blog pages that require users to subscribe for membership and that are monitored by group
administrators. Such monitored sites can control who has access to content and who is able to
engage in live chats with either community outreach workers or other community members. Con-
sistent monitoring by community outreach workers trained in HIV prevention and sexual-health
promotion is critical to ensure the accuracy and integrity of any information presented. This is par-
ticularly important where social media pages are used as they may be easily subject to unwanted
advertising and unsolicited posts from outside the intended audiences. Since it is not possible to
verify the identity of online community members with total accuracy, it is especially important to
take safety measures when designing and implementing any form of ICT programme.
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Social media pages that include live chats with community outreach workers should be moder-
ated by community members who serve as site administrators. This can be done by only accepting
members who can access the website by referral or request. Content must also be consistently
monitored to ensure that members are not “trolling” to collect information about other people’s
identity or to gather content without permission.

Steps to ensuring online safety include:
« Personal information such as addresses and phone numbers must never be shared.

« When using social media platforms to connect with other individuals for dating or other
personal reasons, exercise great caution when sharing any personal information. When meeting
in person with someone through an online connection, always meet in a public place and inform
a trusted friend about the time and location of the meeting.

« Precautions must be taken to restrict announcements about safe space (drop-in centre)
gatherings, or other social events that are for trans community members only to social media
pages that have restricted access to members only.

4.8 Conclusion

As this chapter and the case examples throughout it highlight, programmes across diverse regions
have successfully forged links between clinics and communities, using innovative approaches to
common strategies. In doing so, they have achieved measurable improvements in the health of
local trans populations and offer models for promising practices that may be replicated in similar
resource-limited regions. Providing effective HIV prevention, diagnosis, treatment and care for trans
populations not only requires trans competency in clinical and community-based programmes, but
depends upon strong links between programmes across all sectors. As discussed in Chapter 3,
strengthening health systems through improved training and service integration enables provid-
ers to better meet the comprehensive health needs of trans individuals. At the same time, these
services must be brought together with greater efforts to bring health information and services to
individuals where they are, beyond clinical settings.
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