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Abbreviations  

AIDS – acquired immunodeficiency syndrome  

ARV – anti-retroviral therapy  

CAHR – Community Action on Harm Reduction Project  

CITI – community initiated treatment intervention 

GO – governmental organisation 

HAART – highly active antiretroviral therapy   

HIV – human immunodeficiency virus 

NEP – needle exchange point  

NSP – needle and syringe programme  

PDI – peer driven intervention 

PreP – pre-exposure prophylaxis 

ST – substitution therapy    

UNAIDS – the Joint United Nations Programme on HIV/AIDS  

UNODC – United Nations Office on Drugs and Crime 

VCT – voluntary counselling and testing for HIV 

VL – viral load  

WHO – World Health Organisation  

 

Training principles and module use 

 

The ideal number of training participants is 10–15 people. It is advisable to accommodate all 

participants at the location where the training will be conducted, as there will be homework at the 

end of each day in order to prepare training sessions in small groups. Staying in the same place as 

the training also encourages informal communication and team building.   

Training principles:  
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 All participants (including facilitators) are equal and free to express their opinions and 

ideas.  

 

 Facilitators are flexible in adapting the context of the training, based on country context and 

participants’ needs and requests received before or during the workshop.  

 

 Facilitators provide necessary support to participants for their homework, upon request.  

 

 Participants are informed that, as part of the training concept, they will be required to 

perform post-training tasks and send their materials to facilitators.   

 

Aim and objectives of the training 

 

Aim:  To present participants with a theoretical basis and practical models of building effective 

programmes on access to care and treatment for PWIDs, using community-based outreach services 

for marginalized groups as a platform. 

Objectives:  

● To present modern approaches for organizing ART for PWIDs, including regimen selection, 
adherence support and case management 

 
● To develop best models for an effective case management model, using NSP and outreach 

projects that meet the requirements of both national specifics and client needs 
 

● To develop project plans with a specific focus on scaling up ART  for project clients. 
 

Training structure 

 

The training module is planned for three training days. It envisions day I focussing primarily on an 

introduction and lectures, day II combining both teaching and practical exercises, and day III 

focussing mainly on developing and presenting project workplans. All training days start at 9.30am 

and finish at 5.30pm with two coffee breaks. Each day participants will have a regular wrap up 

session to share the results of the day, and start every morning with a short Q&A session to 

reinforce  key topics of the previous day. 

Each teaching session is supported by practical exercises and interactive discussion. This will allow 

participants to gain a full understanding of models and approaches, as well as key principles of 

managing HIV positive clients in need of ART, including clients with co-morbidities and various 

social barriers to effective initiation of a care continuum. 
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The main focus of the training is on ensuring participants’ full understanding of the potential of 

NSP/outreach projects to effectively manage clients with HIV, link outreach projects to HIV service 

sites, and the integral role of outreach teams in the continuum of care for PWIDs. 

 

Agenda 

 

Day 1 

 

Time  Session title 

9:30 – 

10:00 

Introduction (aim and objectives of the workshop) 

Questionnaire (pre-workshop) 

10:00 – 

10:20 

Introduction of the facilitator and participants 

Participants’ expectations 

 

10:20 – 

11:30 

Organizing access to ART for PWIDs: historical overview, key principles and most 

effective models. New approaches to ART in PWIDs, role of NSP and access to ARV 

treatment in reversing the HIV epidemic in marginalized communities 

Video lecture by Julio Montaner 

Interactive presentation and discussion 

11:30 – 

12:00 

Coffee-break 

12:00 – 

13:00 

Treatment cascade concept: definition, key components of the continuum of care, 

flowchart of services and barriers 

 

Stage I discussion 

Outreach programmes as a vanguard of VCT and treatment continuum 

Facilitator:  

Making treatment in proximity and accessible – role of outreach programmes in 

ensuring entry to the care continuum 

Mini-presentations from countries (10 min/case presentation) – maximum 3 
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presentations 

Discussion 

13:00 –

14:00 

Lunch 

14:00 – 

15:30 

Stage II discussion 

Linking outreach clients to HIV healthcare centres: access to HIV disease 

monitoring (CD4 cells, VL); case management, treatment counselling, integrated 

approach 

Facilitator:  

Mini-presentations from countries (10 min/case presentation) – maximum 2 

presentations 

Discussion 

 

15:30 – 

16:00 

Coffee break 

17:00 – 

17:30 

Feedback on day 1. Expectations for day 2  

 

Day 2.  

 

Time  Session title  

9:00 – 9:30 Briefing on day 1 

9:30 – 

11:00 

Stage III discussion 

Within the healthcare system: dealing with co-infections (TB, HCV), treatment 

inclusion criteria, counselling and support 

Mini-presentations from countries (10 min/case presentation) – maximum 2 

presentations 

 

11:00 – 

11:30 

Coffee break 
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11:30 – 

13:00 

Stage IV discussion 

Adherence and effective viral suppression – the primary goal 

Facilitator:  

Adherence in PWIDs: effective approaches to maintaining adherence in PWIDs.  

Best models of ensuring high levels of adherence in PWIDs: peer counselling, 

modified DOTS, reaching “dropouts” and working with treatment failures. 

Mini-presentations from countries (10 min/case presentation) – maximum 1 

presentation 

What should be in place to ensure effective adherence support for PWIDs who 

initiated ARV? 

- medicines  

- integrated care sites 

- multi-disciplinary approach 

- peer counsellor 

- co-infection treatment (TB, HCV) 

- social and psychological support 

Facilitated discussion 

13:00 – 

14:00 

Lunch 

14:00 – 

15:30 

Cases 

Group work 

4 cases given out (NSP client/VCT; TB co-infection ST client; treatment denial) 

Each group should finish with an individual plan for managing the client to ARV 

initiation 

15:30 – 

16:00 

Coffee break 

16:00 – 

17:00 

Presentations from the groups 

 

17:00-

17:30 

Feedback on day 2. Expectations for day 3 
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Day 3. 

 

Time  Session title  

9:30 – 10:00 Briefing on day 2 

10:00 – 

11:00 

 

Experience of community-driven advocacy for access to treatment 

What’s new in the ARV world? pre-contact prevention strategy (PreP); test and 

treat strategy; role of HAART in HIV prevention. 

Mini-presentations from countries (10 min/case presentation) – maximum 1 

presentation (optional) 

Discussion 

 

 

11:00 – 

11:30 

Coffee break 

11:30–12:30 Country group work 

Developing an annual project plan for scaling up access to treatment for PWID 

12:30 – 

13:30 

Presentations from country groups: 

Country project plans 

 

13:30 – 

14:00 

Wrap up 

Feedback from participants 

Post-workshop questionnaire  

 

Day 1.  

Introductory session 
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Objectives   

 

 
1. Introduce training participants and facilitators  

 
2. Gather expectations of participants and match them with the 

programme context 
 

3. Present aim, objectives and agenda  
 

4. Establish ground rules  
 

5. Assess participant’s knowledge/pre-workshop questionnaire  
 

Time     

1  hour  

Materials/   

resources  

Flipchart paper, markers, coloured or felt-tip pens, a “tree of expectations” on 
a flipchart, a painting which symbolically presents the agenda, paints.   
 

Step-by-step 

instructions

 

Step 1. Questionnaire sheets should be distributed beforehand in 

participants’ folders. Each participant should fill in the questionnaire before 

the introductory session starts. ANNEX I  

Ask national partners to make a welcoming speech on behalf of the hosting 

organization (5 min)  

Step 2. Ask a healthcare professional who is a champion of promoting access 

to make a short inspiring speech on the role of harm reduction in access to 

care for PWIDs (10–15 min)  

Step 3. Introduce yourself, the group of co-trainers and administrative 

personnel. Try to give exact information:  

- What project do you work for? 

- What is your experience as a consultant and trainer? 

- What’s your relation to the hosting organization? 

Your colleagues then make their presentations according to the same 

algorithm (15 min.) 

Step 4. Round of introductions from participants and their expectations from 

the training (20 min.)  

Give each participant one post-it note and ask them to write a short mini-

presentation of themselves and their expectations from the training: 

- My name and occupation  
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- Where I come from 
 

- My expectations for this training  
 

- What I think is the most interesting/new thing to get from this 
training  
 

Step 5. All participants put their notes on a “tree of expectations” (a tree 

drawn on a flipchart) that should stay on the wall during the entire training.  

Mention which expectations can be achieved during the training and which 

can be hard to achieve.  

  

Key messages  

 

An introductory session usually follows the following sequence:  
 Knowledge assessment 

 
 Introduction of training facilitators  

 
 Presentation of aim and objectives 

 
  Introduction of participants and expectations   

 

Though the sequence can be changed, it is important not to forget any of the 
components.  
 
Make sure you have enough time for introductions when participants meet 
for the first time.  
 
The introductory session works as an ice-breaker and establishes the 
atmosphere for the whole training.  
 

 

Organizing access to ARV for PWIDs 
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Objectives  

 

 
1. Give a historical overview of the development of access to treatment for 

PWIDs: concept, strategy and principles. 
 

2. Present key principles of organizing ARV for PWIDs, most effective 
models and approaches. 

 

 
3. Give information about new findings on ART for PWIDs, and the role of 

NSP and community outreach in access to ARV treatment. 
 

4. Present the new vision and philosophy of ART and its role in reversing 
the epidemic in marginalized communities. 

  

Time  

1–1.2 hours   

Materials/ 

resources  

PowerPoint presentation1, video lecture, flipchart paper, markers, 6 sets of 
paints, brushes.  

Step-by-step 

instructions 

 

Step 1.  
 
Start with slides giving a historical overview of the development of the 
concept of ART access for PWIDs.  
 
Focus specifically on barriers to scaling up ART for marginalized 
communities; provide parallels with negative stereotypes and denials that 
prevented scale up of ART access in developing countries. 
 
HIV in PWIDs: the neglected epidemic 
 
30% of all new HIV cases happen outside Africa’s sub-Sahara region 
 
30% of all HIV cases outside the sub-Sahara region are due to injecting drug 
use 
 
In many countries a generalized HIV epidemic started in the PWID 
community and quickly increased and spread to the general population 
 
Present this graph showing the exploding character of the HIV epidemic in 
PWID communities. 
 

                                                                 
1 “Access to care and Treatment for PWIDs”, Day I presentation, Constantine Lezhentsev, Bangkok, Thailand, 
2014 
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Make sure participants understand the key feature of the HIV epidemic in 
PWIDs: “once the virus gets into the PWID community it takes 5–7 years to 
develop into a full-blown epidemic that affects this population very 
severely”. 
 
An effective response to the HIV epidemic is a combination of targeted 
prevention programmes (i.e. harm reduction) and access to treatment for 
vulnerable groups (ART). 
 
Describe the situation with access to ART for PWIDs based on examples 
from selected countries: in China, Russia, Malaysia, Vietnam and Ukraine. In 
all these countries where PWIDs made up 67% of all HIV cases, only 25% of 
this category of patients received ART (2008–2010). 
 
Make sure participants understand that limited access to ART for PWIDs is a 
universal problem and does not depend on economic development, 
healthcare infrastructure, etc. 
 
Barriers to access to ART 
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Go through the barriers and make sure participants understand and agree 
with them. 
 
Step 2.  
 
Provide scientific data and evidence-based information about adherence, 
access to treatment and effective models of ART provision for PWIDs.  
 
Present WHO guiding principles of ART organization in PWIDs. Each 
principle/approach should be supported by a case study description. 
 
 Be objective and try to describe each barrier specifically with proven ways 
to overcome it. 
 
WHO guiding principles of organizing ART access for PWIDs (WHO, 2006–
2014). 
 

 
 
Go through the guiding principles and focus specifically on the 4th principle 
that underlines the role of outreach/harm reduction projects. 
 
Principles of organizing care for PWIDs 
 
•Accessibility. Services should be in close proximity to the client, located 
near his or her place of living and/or an area of frequent community 
activities. They also should be part of the general system of healthcare 

• Chaotic lifestyle  
• Poverty 
• Double stigma in society 
• Discrimination in medical facilities 
• Fear of police harassment 
• Arrest and incarceration 
• Inability of healthcare system to work with this category of 

patients outside specialized institutions 

• ART as effective in PWIDs as in any other category of patients.  
• In case there is a well-organized care and support for ART 

provision, both active and ex-PWIDS reach relevant adherence 
levels and respond effectively to ART. 

• Access to quality drug treatment (first of all, Substitution 
Treatment) is critical for effective ART provision in PWIDs.  

• Harm Reduction projects are vital for building entry point for 
PWIDS to healthcare system and ART provision and their 
integration into Treatment cascade is crucial for access to life-
saving treatment for this category of patients.  
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(decentralization, public health approach). 
 
•Integration of services (one-stop shopping). Concentration of maximum 
quantity of the most needed services in one site.  
 
•Gradual increase of complexity of healthcare interventions (except in 
urgent cases).  
 
•Linkage with harm reduction programmes. Effective use of outreach routes, 
NEPs, drop-in zones as an entry point to healthcare interventions.  
 
Provide examples of the best models of organizing care for PWIDs. 
Specifically focus on integration of substitution treatment (ST) and ART. 
 
Examples: 
•Canada. With ARV/ST integration, 35 out of 54 clients reached undetectable 
viral load in 24 months. 
 
•USA. With ART/ST, 79% reached less than 400 copies viral load in 6 
months compared to 54% in general healthcare settings. 
 
•USA. 54% of patients achieved undetectable viral load when ART was 
delivered at needle exchange points; 69% chose to enter drug treatment . 
 
• Ukraine. Combined tuberculosis treatment, ART, and buprenorphine was 
associated with undetectable HIV viral load, increased CD4 cell count, and 
sputum negative tuberculosis test after 6 months. 
 
 
Step 3.  
 
Describe new developments in ART and their role in effective management 
of treatment in PWIDs. Present results of studies on ART utilization in 
PWIDs. 
 
Since 2004 there has been a breakthrough in developing new ART 
medicines, presenting optimal ART combinations and significantly cutting 
the price of ARVs. 
 
What have we gained? 
 

- Better regimens: simple, fewer side-effects 
- Fixed dose combinations: number of pills decreased from 20 pills a 

day to 1 per day 
- We have better knowledge about resistance, ways to prevent it, 

interactions between ART and substitution treatment 
medications/street drugs 

- We know when to start, how to avoid complications and reduce 
mortality 

- ART is a powerful tool to decrease HIV transmission 
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We have proven: 
 

- Scaling up ART in PWIDs is not associated with increased levels of 
resistance to ARVs 

- PWIDs (including active users) can be adherent to ART and reach 
undetectable levels of viral load as well as other patients 

 
Studies: 
•In the largest of the available studies (n=1191) investigators compared HIV 
resistance to all major classes of antiretroviral drugs in PWIDs and other 
patients during the first 30 months of ART. 
 
•No difference in rates of resistance has been found. 
 
• A 2010 meta-analysis concluded that PWIDs had no greater odds of 
 developing antiretroviral resistance than did other patient populations. 
 
 
Step 4.  
 
Introduce Julio Montaner’s lecture. Talk about Julio Montaner’s role in 
developing evidence-based data on ART in PWIDs, his role in advocacy, 
research and delivery of medical care for marginalized communities. 
 
Who is Julio Montaner? 
 
Dr. Julio Montaner is a B.C. clinician and researcher recognized by the 
international community as a leader in the field of HIV for over 20 years. 

Over the course of his career, Dr. Montaner’s achievements have benefited 
thousands of British Columbians, as well as people living with HIV across 
the globe. 

Among his many achievements, Dr. Montaner helped pioneer a “made in 
B.C.” gold standard treatment for HIV, Highly Active Antiretroviral Therapy 
(HAART) – an achievement that has saved thousands of lives. 

Dr. Montaner has played a pivotal role in establishing and evaluating the 
effectiveness of Vancouver’s Supervised Injection Site, which supports 
hundreds of people who use injection drugs in Vancouver. 

Currently, Dr. Montaner is leading a scientific inquiry to determine whether 
increasing HIV treatment coverage among affected individuals can reduce 
HIV transmission, a strategy that could offer new hope in the global battle 
against AIDS. 
 
Dr. Montaner is a catalyst and leader of the main studies that we use as 
evidence when addressing adherence in PWIDs. He is an internationally 
known advocate for harm reduction and equal access to treatment for 
PWIDs. 
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Step 5.  
Start the video lecture. Make sure you study the lecture before the 
presentation and develop a “facilitation plan” (i.e. identify and underline key 
recommendations, statements and parts that require additional 
explanation).  
 
You can make pauses in the video lecture and encourage participants to 
comment. Make sure you facilitate interactive group discussion, so 
participants easily translate scientific data into practical solutions. 
 
Key questions participants raise could be the following: 
 

- Do we have enough data to state that scaling up ART in PWIDs does 
not lead to resistance development? 

- Did Julio Montaner study active drug users or only clients of ST 
programmes in his research? 

- Did Julio Montaner suggest to start ART as early as possible also in 
PWIDs? 

 
The video lecture is in Annex II. 
 
Step 6. 
 
 Facilitate discussion based on two information blocks and reflect key points 
and summaries on the flipchart.  
 
Make a short summary of the knowledge gained from this section, and its 
importance for further discussion and group work. 
 

Key messages  

 

It is important that participants remember and accept key statements on 
ART provision for PWIDs (reflected on the flipchart) that include:  
 

 adherence in PWIDs – facts versus stereotypes 
 

 myths about ART in PWIDs and evidence-based study results 
 

 what works and does not work in organizing ART for PWIDs 
 

 
The main message should reflect global acknowledgement of the role of 
harm reduction/outreach projects in organizing ART for marginalized 
communities, and that access to ART for their clients is their responsibility. 
 

 

Introduction to treatment cascade and Stage I of the care continuum 
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Objectives  

 

 
1. Present the treatment cascade concept: modern definition and its 

epidemiological and programmatic value. 
 

2. Discuss the care continuum concept and its main 
components/stages. 

 

 
3. Discuss and identify main barriers in reaching treatment cascade 

goals. 
 

4. Present stage I of the treatment cascade and discuss the role of 
outreach programmes in enhancing VCT and further treatment 
continuum.  

 

 

Time   

1.5  hours  

Materials/ 

resources  

PowerPoint presentation2, flipchart paper, markers, coloured or felt-tip pens 
 

Step-by-step 

instructions 

 

 
Step 1.  
 
Start with the PowerPoint presentation slides that give a definition of the 
treatment cascade, and its practical use in organizing universal access to HIV 
treatment and care.  
 
Present the treatment cascade concept as a tool to understanding the link 
between prevention/VCT and treatment as integral components of the 
comprehensive strategy to control the HIV epidemic. (10 min.)  
 
What is the HIV treatment cascade? 
 
The HIV treatment cascade—also referred to as the HIV care continuum—is 
a system to monitor the number of individuals living with HIV who are 
actually receiving medical care and the treatment they need. 
 
 It was developed to recognize the various steps necessary for everyone who 
needs HIV care to remain engaged in it—from the initial stage of getting 
tested for HIV, to being able to suppress the virus through treatment. 
 
The system recognizes the new science of viral suppression, which states that 

                                                                 
2 “Treatment Cascade: definition and role in organizing universal access to HIV treatment and care”, Day I 
presentation, Olga Denisiuk, Bangkok, Thailand, 2014 
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when people are engaged in care and taking antiretroviral therapy (ART) to 
reduce the amount of virus in their bodies, it makes them less likely to 
transmit HIV to others.  
 
We use treatment cascade as a powerful tool to monitor effectiveness of our 
outreach projects in their work linking people to care. Our programmes can 
use the treatment cascade to keep track of the progress our clients make 
after receiving a positive diagnosis, and throughout their lives. 
 
Example of treatment cascade  
 

 
 
 
Step 2. Continue with information about key components/stages of the 
treatment cascade and mention work required at each stage: 
  

 Stage I: enhancing coverage with HIV testing 

 Stage II: linking PWIDs to HIV healthcare centres 

 Stage III: Early (timely) ART initiation  

 Stage IV: ART adherence support and support of retention in 

care 

 

Describe the importance of community-based organizations in monitoring 

and sustaining the progress that clients make after receiving a positive 

diagnosis, and throughout their lives. (20 min.) 

Step 3.   

Interactive exercise: checking participants’ knowledge and understanding of 

the key principles and activities in each stage of the treatment continuum. 
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(20 min.) 

This exercise requires two facilitators (one making the round of questions 

and the other writing the answers on the flipchart). Start with the following 

questions: 

 What is the key question for the stage 1 evaluation? 

Answers : 

How many PWIDs living with HIV are getting tested and diagnosed (and where 

to find them)? 

Who is not covered? 

Whom we are missing? 

 What are the priority actions/solutions for stage 1? 

Answers: 

1. Enhance and modify outreach testing models to cover hard to reach 

clients. 

2. Risk network PDI (RNPDI) – active recruitment of HIV-positive 

clients and their risk networks.  

Write answers on the flipchart. 

Discuss if there are any other proposed answers. Make sure ALL 

participants fully understand the recorded answers. 

 

 What are the priority questions for stages 2 and 3? 

Answers: 

1. How many HIV-positive PWIDs are linked to medical care (registered)?  
2. How many have at least had a CD4 test (when was the latest?) and 

clinical assessment?  
3. Of those, how many are receiving ART? 

 
 What are the main actions/solutions appropriate at stages 2 and 

3? 

Answers: 

1. Community initiated treatment intervention (CITI) – rapid linkage to 
treatment intervention that ensures early treatment access for active drug 
users with follow-up adherence support. 

Write answers on the flipchart. 
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Discuss if there are any other proposed answers. Make sure ALL 

participants fully understand the answers. 

 What is the key question for the stage evaluation? 

Answers: 

1. How many HIV-positive PWIDs are retained in HIV care and achieve 
effective viral suppression? 

 

 What are the main actions/solutions appropriate at stage 4?  

Answers: 

1. Community initiated treatment intervention (CITI) – support during HIV 
treatment, adherence support. 
 

2. Special adherence support programmes for PWIDs. 
 

 
3. Client-centred approach. 

 
4. Comfortable and safe atmosphere at treatment sites. 

 

Write answers on the flipchart. 

Discuss if there are any other proposed answers. Make sure ALL 

participants fully understand the answers. 

 

Step 4.  

Give participants information about types of VCT and their advantages and 

disadvantages. Outreach is a cornerstone for effective VCT organization in 

specific populations. Provide more details for this.  

(10 min.) 

Step 5.   

Describe different settings for VCT provision. What are the best settings for 

organizing VCT in PWIDs3?  

 

                                                                 
3 WHO (NA), HIV testing services. Accessed in December 2014. Available at: 
www.who.int/hiv/topics/vct/en/  

http://www.who.int/hiv/topics/vct/en/
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Start by outlining different types of VCT sites. VCT is being carried out in 

various settings in industrialized and developing countries, depending on 

needs and resources, including: 

 Freestanding sites  
 Hospital services  
 NGOs within hospitals 
 Integrated into general medical services as part of specialist medical 

care (STI, dermatology or chest clinic; antenatal and family planning 
services, etc.) 

 Part of the continuum of care/home-based care (including palliative 
care services) 

 Health centre (urban or rural) 
 Private sector (clinics and hospitals) 
 Workplace clinics 
 Legal requirements: pre-employment, pre-travel, premarital 
 Youth and school health services 
 Health services for vulnerable groups 
 Children and orphans 
 Self testing/home testing  
 Research project/pilot project 
 Associated with antenatal services and interventions 
 Associated with tuberculosis service and TB prevention therapy 
 Blood transfusion services 

 

Problems associated with VCT for PWIDs: 
 
■ Lack of resources and available services 
■ Illegality of intravenous drug use 
■ Hard to reach population 
■ Psychosocial problems frequently associated with drug use 
■ Punitive rather than prevention and care approach to PWIDs 
■ Needs of PWIDs in prisons ignored 
■       Mandatory testing before medical and psychosocial treatment or entry 

to prison 

Emphasize important features of VCT for PWIDs. (20 min.) 

Before providing this information, ask the group what the particular qualities 
of VCT provision for PWIDs are at their sites. 

Write answers on the flipchart. 

   Step 6.  

Ask participants What are the main barriers they face to providing VCT at 
their sites?. 

 What model(s) do they use?  
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Provide an interactive comparative analysis of pros and cons of different VCT 
types when working with PWIDs. 

Example: 

Community-based VCT. Pros: close to target group, accessible, flexible 
working schedule, trusted, etc. Cons: recognition of the results in healthcare 
settings, follow up, safety, etc. 

Step 7.  

Wrap-up exercise. Brainstorming session:   

Ask yourself before you start outreach VCT: What should you have in place 
when starting outreach VCT?  

 Write answers on the flipchart. 

Examples: 

Trained personnel 

Permission from authorities 

Links to healthcare facilities 

Storage conditions 

Infection control 

Data management 

Key messages  

 

 
It is important participants appreciate that treatment cascade is a practical 
concept of understanding how treatment and prevention work together and 
are integral parts of a comprehensive strategy to control the HIV epidemic.  
 
It is critical to make sure participants understand that outreach projects are 
the cornerstone of effective VCT for PWIDs, and therefore the entry point for 
the whole continuum of care and treatment.  

 

Stage II. Linking outreach clients to HIV healthcare centres 
 

Objectives    

 
1. Inform participants about the main principles and models of effective 

involvement of harm reduction/outreach projects in the process of 
organizing access to ART for PWIDs. 
 

2. Community initiated treatment intervention – definition, principles of 
organization, technical and human resource needs. 

 
3. Algorithm of case management and linking to healthcare centres. 
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4. Principles of integrated care and on-site access to healthcare 
interventions. 

 

Time  

1.5 hours  

Materials/ 

resources  

PowerPoint presentation4, flipchart, short PowerPoint presentations from 
countries (experience, service models, problems) 

 

Step-by-step 

instructions 

 

 

Step 1.  

Start the session with questions to refresh previously discussed issues related 

to Stages I–II. (5–10 min.) 

Step 2.  

Continue with the definition of CITI (community initiated treatment 

intervention). Provide participants with the aims and principles of 

organizing CITI.  

Main steps of CITI intervention: 

 Meeting the client after rapid test positive result, or recruited lost 
cases from AIDS clinic registers  
 

 Signing informed consent, client card and support plan  
 

 Navigation through registration process (tests, meetings with 
clinicians, etc.) – creating a “green corridor”  

 
 Work with client motivations and myths 

 
  Support during HIV treatment, adherence support (20 min.) 

 

 
 
Step 3.  
 
Presentation on integrated services: principles of integrated services 

                                                                 
4 “CITI: definition and role in organizing access to care and treatment for PWIDs”, Day I presentation, Olga 
Denisiuk, Bangkok, Thailand, 2014 
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provision, aims and barriers for effective organization of integrated services. 
(20 min.) 
 
Actualize main aspects of integrated services provision: 
 

1. Providing services at a “one-stop shop”. Research indicates that 
providing all services at a “one-stop shop” is much more efficient 
than referring patients to other healthcare facility services, even 
when all necessary agreements and mechanisms are in place. 
 

2. Multidisciplinary approach. Case management by a group of 
specialists who meet regularly to coordinate their activities 
guarantees rational organization, timely response and greater 
efficiency of treatment. 

 
3. Partnering with patients. Trust and mutual understanding between 

patients and health or social workers decreases the risk of 
treatment interruption associated with the side effects of 
medication, inadequate dosage, or violation of programme rules; 
supports greater achievement of therapeutic goals, and decreases 
the risk of burn-out among project personnel.  

 
4.  Applying harm reduction principles. 

 
5.  Intersectoral cooperation. Cooperation between governmental 

and nongovernmental sectors in the organization and provision of 
services is both useful and necessary. 

 
 Mention the importance of referrals from the community involvement 
perspective: 

 If it is not possible or reasonable to provide a certain service at health 
care facilities, that service should be provided through referral.  
 

Step 4.  
 
Brainstorming exercise: What are the most needed services for our clients 
(PWIDs in our countries)? Write answers on the flipchart. (20 min.) 
 
Example: 
 

- Access to rapid testing (HCV, HIV) 
- Access to TB diagnosis and treatment 
- Substitution therapy 
- Housing 
- Food 
- NSP and clean water 
- ART delivery 

 
Step 5.  
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Go through the list and discuss proposed services. Select the most needed, 
encourage participants to provide arguments why they think these services 
are most critical in their national/project context. (10min.) 
 
Step 6.  
 
Prepare a short presentation about effective models of treatment linkage and 
CITI. Use the information in ANNEX III as a resource. (10 min.)  
Facilitated discussion and wrap up. 
 

Key messages 

 

 

Participants should understand the key principles of CITI and integrated 
services provision. The key message is that harm reduction/outreach sites 
should be the catalysts and drivers of services implementation.  

If it is not possible or reasonable to provide a certain service at healthcare 
facilities, that service should be provided through referral. This slogan should 
be written on the flipchart and put on the wall. 

 
Feedback from 

day 1/ 

expectations for 

day 2  

 

Facilitated  discussion  

Participants are invited to answer three points in turn:  

1. Share your feelings from the day. 
2. What is the most important/interesting information you got during 

day 1? 
3. Share your expectations for tomorrow. 

 
Make sure all participants share their thoughts and feelings from the 
day!  

 
 

Day 2 

Stage III. Dealing with co-infections (TB, HCV), treatment inclusion criteria, counselling and 

support 

 

Objectives  

 

 

1. Present the basics of managing TB and HCV co-infection; its role in HIV 
mortality; why TB is a key risk factor for HIV-positive PWIDs. HCV/HIV 
co-infection and ART: facts and developments. 
 

2. Best models of organizing care for people with TB/HIV co-infection who 
are PWIDs. 
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3. What is the integrated care model? How does it work? 

 
4. Role of community-based counselling and service provision in managing 

TB/HIV/HCV co-infection. 

Time  

1.5 hours  

Materials/ 

resources 

PowerPoint presentation5, flipchart, short PowerPoint presentations from 
countries (experience, service models, problems) 

 

Step-by-step 

instructions 

 

Step 1.  

Start with the “throw the ball” exercise: the facilitator starts off by throwing the 

ball to a participant and asking a question from the topics of day 1. The 

participant answers the question and throws the ball with a relevant question to 

the next participant. The exercise continues until all participants have 

answered. (15 min maximum). 

Step 2.  

After the exercise, make an introductory presentation on key pillars of stage III.  

 What is our role within the healthcare system?  

 

 What are the most needed services that have to be in place for our 

clients?  

 

 How we can make these services accessible and in proximity to clients?  

 

 Main gaps in managing clients with dual/triple diagnosis (HIV/TB/HCV). 

Step 3. 

 Make sure you prepare a case model from a country that shows how effectively 

TB, ARV and ST services can be integrated. We propose using the Ukrainian 

example of ensuring access to ST in TB hospitals and organizing on-site access 

to ART for TB patients. 

                                                                 
5 “Integrating HIV, ST and TB services: model of Ukraine”, Day II presentation, Olga Denisiuk, Bangkok, 
Thailand, 2014 
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Case study: TB/ART/ST. 

In Ukraine TB is responsible for more than 75% of all AIDS-related deaths. The 

majority of PWID patients are expelled from TB wards due to drug use and 

“security violations”, cannot benefit from TB treatment, and add to the growing 

incidence of multi-drug resistant TB in the country. 

Within the Global Fund to fight AIDS, TB and Malaria project we equipped TB 

hospitals with storage conditions for narcotic medications and ensured 

hospitals obtained a license to store and prescribe ST medications. 

On-site access to ST ensured compliance of PWID patients to treatment 

regimens, successful completion of TB courses and effective initiation of ART 

while on TB treatment. 

Most of our clients arrive at TB wards with severe immunodeficiency and have 

to start ART together with TB treatment. We organized on-site counselling with 

infectious disease specialists, and delivery of ARV stocks to TB wards. 

It is important to underline that these services are usually the most needed for 

our clients. Make sure participants understand why this is so.  

 Who are late presenters to treatment?  

 

 Why do the majority of marginalized patients present late to treatment 

(main reasons)?  

Step 4. 
 
Ensuring services are close to, and accessible by the client. Make sure you 
prepare a case model/project experience of how NSP sites can be used for actual 
treatment delivery: blood sampling for CD4/viral load, ART distribution, 
treatment counselling, etc.; explain why it is important. Try to link project 
activities to specific barriers in accessing ART by PWIDs. 

Step 5.  

Effective cooperation with healthcare structures/clinics. Make sure you present 

a positive experience that describes the partnership between NSP/outreach 

teams and healthcare clinics. Try to show what innovative approaches 

healthcare institutions have implemented to provide client-centred, demand-

oriented services for PWIDs.  

For example: changing working hours to serve clients who constantly fail to 

come during morning hours; minimizing long waiting times; devoting one 



28 
 

28 
 

specific day a week to serve clients with special needs, etc.  

Step 6. 
 
 Facilitate discussion on best models of working within healthcare settings. 
Write best approaches, models and innovations on the flipchart.  
 
Key points for discussion: 

- Building a network of trusted physicians 
- Organizing laboratory diagnostics for our clients: blood sampling on-site, 

samples delivery, diagnostics, etc. 

- Making special attendance times in hospitals for PWID clients 

- Placing an adherence counsellor in the facility 

Key messages 

 

Participants should understand that very simple reforms/innovations can lead 

to success in managing HIV in PWIDs. It is important that NSP/outreach teams  

understand the importance of close cooperation with healthcare personnel, and 

that their knowledge of the clients is critical for effective management of ART 

and co-morbidities. Specific focus should be placed on the actual use of 

NSP/outreach sites in ART delivery and supporting other treatments in PWID 

clients. 

 

Adherence in PWIDs: effective approaches to maintaining adherence in PWIDs 

 

Objectives  

 

 
1. Provide basic knowledge about adherence and its role in treating chronic 

diseases. Why is adherence important in infectious diseases? What are 
the appropriate adherence levels for ART?  
 

2. Make an overview of the best models of ensuring high levels of 
adherence in PWIDs. 

 
3. Provide information on the importance of peer counselling: preparing 

peer counsellors, organizing their effective work, adherence education 
and adherence support sessions. 

 
4.  How to reach “dropout” patients and work with treatment failures 

 
5. Develop a list of adherence support tools together with participants. 

 

Time  

1.5 hours 
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Materials/ 

resources 

PowerPoint presentation6, flipcharts, markers, sheets of paper for case 
descriptions.  

Step-by-step 

instructions 

 

Step 1.  

Start with information about adherence, its role in effective treatment of chronic 

diseases, high value of adherence in treating infectious diseases.  

Make sure participants understand the role of adherence in HIV treatment. Give 

practical examples of what 90% adherence or sub-optimal adherence (days, 

doses missed) mean.  

Facts: 

•80% adherence is optimum for treating many chronic diseases.  

•Infectious diseases require higher adherence rates because of resistance. 

•TB is very similar to HIV as 95% adherence leads to optimal outcome, whereas 

chaotic and irregular pill intake leads to resistance and treatment failure. 

Adherence and treatment effectiveness. 

What adherence is required? 

AD-ce                     VL 

>95%             81% 

90–95%  64% 

80–90%  50% 

70–80%  25% 

<70%     6% 

Examples of non-adherence 

•Chaotic medicine uptake 

•Frequently missing doses 

                                                                 
6 “Adherence for ART in PWIDs”, Day II presentation, Constantine Lezhentsev, Bangkok, Thailand, 2014 
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•Terminating uptake of one or more ARVs from the scheme  

•Missing visits to the doctor 

Step 2.  Make an overview of the models and tools for adherence support in 

PWIDs, link each tool to a specific challenge for adherence in PWID clients.  

Make this discussion interactive and try to involve participants by encouraging 

them to share stories from friends, clients who started to take ART, etc. (10 

min): 

- What was the biggest problem with adherence? 

- What support was provided? 

- What was the reason for terminating treatment (in a negative case)? 

Step 3.   After the presentation, start a brainstorming discussion on “What 

should be in place to ensure effective adherence support for PWIDs who started 

ART?” Write all the ideas from participants on the flipchart and make sure 

participants mention: 

- medicines  

- distribution of medicines (pre-packed) 

- alarms and reminders 

- integrated care sites 

- multi-disciplinary approach 

- peer counsellor 

- modified DOTS 

- social and psychological support 

Summarize the brainstorming session with a list of adherence support tools and 

methods. (20 min.) 

Step 4.  

Interactive exercise. Divide participants into groups of 3 people. 

Each group should write the story of a client who starts ART (either a real one 

or an invented). The portrait should include: 

- Age, sex, place of living (province, big city, small village) 

- His/her drug-use experience: how many years, which drugs, alcohol use, 
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etc. 

- How did you met him/her? 

- Why does he/she have to start ART: laboratory results, clinical condition, 

how does he/she feel? 

- What is his/her knowledge of ART, and attitude towards treatment? 

- Social conditions and way of life. 

Make an analysis of potential risk factors for the client’s adherence. Why 

does the group think they are important? 

Propose a strategy for supporting adherence in the client. Participants 

should describe what tools they will use, and how they will provide 

adherence education/adherence support. What they will need for this 

strategy? 

Time to prepare oral presentation: 30–40 min. 

Step 5.  Facilitated discussion. Each group presents their “client” and 

strategy. Other participants ask questions and make recommendations after 

each presentation. The facilitator makes an assessment of the strategy and 

summarizes group recommendations and evaluation of each presentation. 

(20 min.) 

 

Key messages 

 

 

Participants should gain a clear understanding of the role of adherence, its 

importance for effective HIV treatment and optimal adherence rates. They 

should understand the specifics of adherence in PWIDs, and get objective 

information about potential problems with adherence and why they appear. 

Participants should understand the main tools and methods for adherence 

support in PWIDs. 

It is important that participants understand when an intensive period of 

adherence support is needed. Why? What is the role of peers/outreach workers 

in adherence support? Participants should gain practical knowledge in assessing 

risks and factors influencing adherence and develop relevant strategies for 

adherence support. 

 

 

Group work. Case discussion and presentation. 
 



32 
 

32 
 

Objectives  

 

 

1. Carry out a practical exercise on managing clients with various needs and 

barriers to access to ART. 

 

2. Participants should gain practical experience in identifying client needs 

and developing strategies for managing clients. 

 

Time  

 1–1.5 hours 

Materials/ 

resources 

 
 Flipchart, markers, handouts 

Step-by-step 

instructions 

 

Step 1:  
 
Ask participants to divide into 4 groups. 
(if the audience is small, having 2 groups working on 2 cases each is an option). 
(10 min.) 
 
Step 2. 

 Start by presenting key components of the case management strategy for each 

client. Briefly present the cases (you can note that they are taken from real life). 

Then, give out handouts with the cases (see ANNEX III) to each group and make 

sure each group has a space to work, flipchart paper/laptop, handouts. Make 

sure you divide facilitators between the working groups to supervise and assist 

each group. (20 min.) 

Key components of the case management strategy: 

- Key problems/barriers in assessment/utilization of treatment. 

- Reasons they appear 

- How to classify problems/barriers (i.e. social, psychological, adherence, 

drug use, co-infection, etc.) 

- What should you start with? 

- Whom should you involve? 

- What approaches/models will you use? 

- Describe specifically the role of the outreach programme in managing 

your client. (1 hr) 
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 Step 3.   

Facilitate a presentation session based on the results of group work. Make sure 

you upload the PowerPoint presentations and make them available to 

participants. Make sure you discuss each case presentation with involvement of 

the whole audience. Focus on specific identified barriers and solutions proposed 

by the group in each case. (30 min.) 

Discussion and wrap up.  

Key messages 

 

Participants should gain practical experience in identifying key 

barriers/problems to clients accessing ART, how to prioritize activities in 

managing your client, and the role of the case manager in ART initiation, 

retention and re-starting. 

Feedback from 

day 2/ 

expectations 

for day 3 

 

Facilitated  discussion  

Participants are invited to answer three points in turn:  

1. Share your feelings from the day 
2. What important/interesting information have you got during day 2? 
3. Share you expectations for tomorrow 

 

Make sure all participants share their thoughts and feelings from the day!  

 

 

Day 3  

What’s new in the ARV world? 

 

Objectives  

 

 
1. Give an overview of new developments in ART that could improve 

access to treatment and adherence in PWIDs. 
2. Provide information about pre-contact prevention strategy (PreP), test 

and treat strategy and overall role of ART in prevention of HIV 
transmission. 
 

Time  

45 min.  

Materials/ Flipchart paper, markers  
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resources 

Step-by-step 

instructions 

 

 

Step 1.  

Start with the “throw the ball” exercise: the facilitator starts by throwing the 

ball to a participant and asking a question on the topics of day 2. The participant 

answers the question and throws the ball with a relevant question to another 

participant. The exercise continues until all participants have answered 

questions. (15 min maximum). 

Step 1.  
 
“When to start?” considerations and how they change over a period of time. 
Recent WHO recommendations, US and EU guidelines. (10 min.) 
 
June 2013 was a turning point in ART, when WHO issued new recommendations 
that envision new criteria for an early start of ART. 
 
As a priority, ART should be initiated in all individuals with severe or advanced 
HIV clinical disease (WHO clinical stage 3 or 4) and individuals with CD4 count 
≤350 cells/mm3 (strong recommendation, moderate-quality evidence). 
ART should be initiated in all individuals with HIV with a CD4 count >350 
cells and ≤500/mm3 regardless of WHO clinical stage (strong 
recommendation, moderate-quality evidence). 
ART should be initiated in all individuals with HIV regardless of WHO 
clinical stage or CD4 cell count in the following situations: 

a.   Individuals with HIV and active TB disease (strong 
recommendation, low-quality evidence). 

b.   Individuals coinfected with HIV and HBV with evidence of 
severe chronic liver disease (strong recommendation, low-quality 
evidence). 

c.   Partners with HIV in serodiscordant couples should be 
offered ART to reduce HIV transmission to uninfected partners 
(strong recommendation, high-quality evidence). 

d.   Pregnant and breastfeeding women with HIV. 
 
Step 2.  
 
What is PreP(pre-exposure prophylaxis). Research study, results. Pros and cons. 
Current international discussion.  
 
PreP is a strategy of using antiretroviral medications in preventing transmission 
of HIV in men having sex with men. 
 
PreP strategy is based on the encouraging results of the IPERGAY and PROUD 
TRIALS that studied the influence on transmission of antiretroviral 
combinations (2 ARVs) taken before and after unprotected sex. The key 
innovation was assessment of pre-contact versus daily intake of pills. 
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 UNAIDS states that no single intervention is completely protective in 
preventing HIV transmission, which is why UNAIDS advocates strongly for 
combination HIV prevention. This includes correct and consistent use of 
condoms, delaying sexual debut, having fewer sexual partners, male 
circumcision, access to antiretroviral therapy, reducing stigma and 
discrimination. 
 
Discussion with the audience. (10 min.) 
 
Step 3. 
 
How can new developments in ART be beneficial for our clients? 
 
Facilitated discussion. (10 min.)  

Key messages  

 

Participants should understand that ART has hugely improved over the last 
decade; we now have much simpler, less toxic, user-friendly combinations.  
 
At the same time the necessity to start earlier gives us all another challenge in 
terms of recruitment, timely initiation and effective management of ART in 
PWIDs. 

 
Scaling up ART access in PWIDs is not only a life-saving humanitarian act, but an 
effective tool of prevention of new cases in the PWID community which is 
critical to controlling the epidemic. 
  

 

Country group work 

Objectives  

 

 
1. Develop an annual plan for scaling up access to treatment for PWIDs. 
 
2. Present and review country access to treatment plans, discuss technical 
assistance needs and operational research component.  
 

Time  

1.5–2 hrs 

Materials/ 

resources 

Flipchart paper, markers, handouts/templates 

Step-by-step 

instructions 

 
Step 1.  
 
Present a template of project annual plans: what components should be 
included, indicators, technical assistance and operational research components. 
See ANNEX IV 
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 (10–20 min.) 
 
Step 2.  
 
Participants are divided into country groups; in case there is only one country 
representative, propose that he/she joins a neighbouring country group. (10 
min.) 
 
Step 3.  
 
 Participants work in country groups for 1 hour; after completing the exercise 
they return to the conference room. 
 
Step 4.   
 
Presentations from  country groups  
Group discussion 
 
Note: All presentations should be filed by programme staff for further review and 
follow-up. It is important to agree with each country team on terms and deadlines 
for  completion of the scaling up plan. 
 
  

Key messages 

 

What was new and what was most important during the last 3 days?  
What further information and what technical assistance might you need to 
launch activities outlined in our training? 
 
Make sure you describe options and procedures for follow-up and next 
steps as part of project implementation. 
Supply the relevant email address of the facilitator responsible for follow-
up. 

 
Annex 1. Pre/post-workshop questionnaire. 

 

 

 

1. What are the main barriers to access to ART for PWIDs? 

 - Limited skills to adjust their lifestyle to pill-taking schedules 

 - Discrimination in the healthcare system 

 - Fear of criminalization 

 - Geographical location and working hours of HIV clinics 

 - Lack of knowledge about ART and myths (disbelief in treatment) 
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 Your view_________________________________________________ 

 

2. What can outreach projects do to ensure access to HIV treatment for their clients? 

 - Give information about treatment facilities 

 - Provide VCT on site 

 - Do treatment counselling 

 - Take blood for CD4 tests 

 - Link their clients to ARV sites 

  

 Your view_________________________________________________ 

 

3. What are the key principles of organizing access to ART for PWIDs? 

 

- Concentration of most needed services in one place 

- Use of harm reduction projects as an entry point to care and treatment 

- Effective treatment counselling as part of outreach work 

- Accessibility – ART delivery should be close to their place of living 

- Peer counselling and adherence work 

- All of the above 

 

 Your view_________________________________________________ 

 

4. When do we need to start ART in PWIDs? 

 - When they stop active drug use and start ST 

 - When they develop TB  

 - When they have indications based on their CD4 cell count 

 - When they have clinical symptoms of AIDS 
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 Your view_________________________________________________ 

 

5. Who will fail their ART regimen? 

- People who actively use heroin 

- People who actively use amphetamines  

- People on ST who use alcohol 

- It is really hard to predict 

  

 Your view_________________________________________________ 

 

6. What defines successful ART? 

 - Client feels better and has no side-effects 

 - Client stops active drug use and starts ST 

 - Undetectable viral load and increase in CD4 count 

  

 Your view________________________________________________ 

 

Annex 2. Julio Montaner video lecture. 

You can watch video lecture here 

Annex 3. Cases.  

 

CASE I. 

 

Farid is a client of the local community-based needle exchange programme. He has been using 

heroin for 8 years. He has been tested once for HIV when he was in the local clinic with abscesses 

three years ago. The needle exchange site where he goes with his friend provides sputum collection 

for TB screening, and his friend got a positive TB result. After the diagnosis of TB was confirmed, 

https://www.youtube.com/watch?v=KABm4uODOiY
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Farid was offered a TB prevention course. In the clinic where he comes to pick up his medicines, he 

heard that his friend was diagnosed with HIV and hospitalized with severe immunodeficiency. 

Farid does not believe he has HIV, he says he was tested three years ago, and has a very negative 

experience of visiting the TB clinic: “People are dying there, I don’t want to come to any clinic 

anymore…” 

In the HIV clinic he was treated in a discriminatory way by the doctor, who simply sent him away 

from the clinic. “They all hate me, I have no reason to go there…” 

 

 

CASE II. 

Anita was diagnosed with HIV more than 5 years ago when she took an HIV rapid test at a needle 

exchange point. She is an active drug user and often works as a street sex worker to support her 

habit and send money to her family in the village. She is a regular client of the local NEP and 

regularly takes condoms and syringes. She became good friends with an outreach worker and once 

said that since she was diagnosed she has never visited the HIV clinic and does not know her CD4 

count (actually she doesn’t know what CD4 means).  

 

 

 

CASE III. 

 

Max is a drug user and outreach worker in the local needle exchange project. He has been living 

with HIV for 7 years. He started treatment 2 years ago with AZT-3TC-NVP, but terminated 

treatment after 2 months because “of a severe rash and liver pain”. He did not consult his doctor as 

he was afraid “they would be angry with me”. Later, he moved to a rural area to work on a farm for 

a year. He is afraid to come back to the clinic and thinks he has already failed all possible treatment 

options and “it’s better not to know what’s happening with my disease”. 

He also works far from healthcare sites and cannot devote half a day to travel there and then “stand 

in line for hours”. 

Annex 4. Workplan template.  

No  Component  Objective  Activity  

Target 
Group / 
Involvement 

Techinical 
Assistance  

1           
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2           

3           

4           

5           

Annex 5. Principles of CITI  

Community Initiated Treatment Intervention (CITI) combines: 

 peer-navigation 

  outreach case management  

 community support  

                                To achieve better treatment uptake and outcomes for HIV-positive PWIDs 

 

Model  

• Responsibility for linking to care and initiation of ART lies with prevention projects (for 

their positive clients) 

• Aim: individual case management with the purpose of registering clients at the  AIDS clinic 

and getting ART prescribed 

• Criteria for inclusion: recently tested positive or know their status but are not accessing HIV 

treatment services, registered but lost to follow-up  

• Case managers are former outreach workers from harm reduction projects 

• CITI is designed to support HIV positive clients up to 6 months after registration 

Annex 6. Lancet Article.   
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