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Part I:
An Introduction

HIV And Homelessness:
The Connection

The crises of homelessness and HIV are
two of our country’s greatest challenges.
Rather than existing independent of each
other, they are inextricably interwoven. It is
estimated that between one third and one
half of people living with AIDS in the
United States are either homeless or at
imminent risk of homelessness.! This means
that a disproportionate number of homeless
individuals are infected with HIV. A study
tracking the spread of HIV in the late ‘80’

and early ‘90’s in 16 U.S. cities reported a

median HIV seroprevalence of 3.4% for
homeless adults, compared to less than 1%
for the general population.®

In more recent studies of urban centers

with high HIV seroprevalence, rates of HIV
among homeless persons are even higher
(8.5% among homeless adults in San
Francisco; 19.4% among homeless mentally
ill men in New York City).?

These figures are not surprising, given
that homelessness frequently occurs in com-
bination with substance abuse, unsafe sexu-
al behavior, andfor chronic mental illness,
all factors that heighten the risk of HIV
infection.* A recent survey of homeless
adults found that 69% were at risk for HIV
infection from either unprotected sex with
multiple partners, injection drug use, sex
with IDU parters, or exchanging unpro-
tected sex for money or drugs.*

Homeless women and adolescents are
especially at risk. Homeless women fre-
quently associate with men for protection
and end up being sexually abused; they are
four times as likely as domiciled women to
be raped.’ Homeless adolescents engage in
especially high levels of both unsafe sex and
substance abuse. They are raped and sexual-
ly abused in large numbers and engage in
“survival sex” that sometimes leads to sys-
tematic prosttution.” In addition, it is esti-
mated that between seventy and eighty five
percent of homeless youth abuse substances.

The Links That Bind Prevention,

Care And Discrimination

As this stark reality makes apparent,
homeless people are in desperate need of
HIV-related prevention services and, in
many cases, care. Prevention is critical to
encourage “behavioral changes thar will
reduce the risk of HIV infection among
homeless persons; those who are already
infected with HIV must be encouraged to
avoid behavior that puts others at risk, And
in an era of promising, if imperfect medical
treatments, access to care and support serv-
ices is critical.

But homelessness itself infinitely compli-
cates care and prevention. The lack of hous-
ing makes it even more difficult to maintain
what are already complicated treatment reg-
imens, not to mention the dangers of med-
ication being stolen or lost on the streets.’
And effective prevention, which involves far
more than giving people information about
how HIV is transmitted, is hard to provide
to a population that has no safe place for
sleep and meals, much less education.




LART T:

AN INTRODUCTION

Shelter settings provide critical opportuni-
ties to provide homeless people with HIV
ervices and referrals for care. To
be sure, shelter—based approaches to HIV are
no panaces. Shelterg,shpuld always be seen as:
a temporary resource in times of emergency;
they are not an acceptable replacement for
permanent housing, ‘which must rémain the
goal for all people. This is especially true for
people with HIV, for whom shelters pose
inherent - dangers.“ But compared to the
 streets, the safer space of the shelter offers the
best chance to provide prevention services
and links to care to many. It is therefore
extremely important to make shelters wel-
coming places for homeless people who have
HIV or are at risk for infection, .

- Stigma against people with HIV is on
the rise again, and shelters are not immune
from this problem. In a recently published
" national telephone survey, approximately
one third of those interviewed expressed
discomifort and negative feelings toward-
people with HIV. The numbet of individu-
als who overestimated the risks of HIV
transmission through casual contact and
who perceived people with HIV as deserv-
ing their condition was higher than those
reporting the same beliefs in a similar sur-
vey conducted in 1991,%

Besides creating additional stressors and
emotional trauma for people with HIV, stig-
ma leads to reduced social support.” The
social crises of HIV and homelessness each
have their own stigma attached to them,
Combining the two together.creates a level
of social marginalization for homeless peo-
ple with HIV that “has profound conse-

quences for their psychological state and .

their willingness to comply with treat-
ments.”! While people with HIV are fre-

“unproductive
Ironically, this stigiha and branding occurs

_-quently stigimatized as being to blame for

their illness,* homeless people with HIV are

" additionally branded as dangerous and

members of society.”

even in settings which are designed to serve

- homeless persons: As a result, homeless men

and women with HIV repeateédly have been
barred from shelters.” It was one such inci-
dent that motivated this report.

A True Story

.l December 1997, Patrick Biggers took
up temporary residence at the ‘Emmaus
Center in Ellsworth, Maine. Although the
quality of Emmaus’ work with the homeless
is in general highly respected, it quickly
became clear that the shelter was not a safe
place for people with HFIV. Within a few

| -days of Patrick’s arrival, both staff and resi-
~ dents at the shelter were up in arms about

his presence,:and two days before Christmas
Patrick was forced out of the shelter and
into 2 local motel. He spent the holidays
alone, cut off from the only social support
structure that had been available to him.

In response to a2 complaint filed with the
Maine Human Rights Commission by the
ACLU on Patrick’s behaif, Emmaus argued
that it had evicted Patrick not because he
has HIV, but because of his “dangerous
behavior.” Emmaus went on to explain that
Patrick’s “dangerous behavior” included
telling other shelter residents that he had
HIV, holding a baby, handing a resident a
cup of coffee, drinking out of a cup, and
touching dishes in the sheltef’s kitchen.
Shelter residents were afraid to eat at the
same table with Patrick; some of them start-
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ed sleeping outside the building. Shelter staff
complained that Patrick should not be talk-
ing about his health status and that he was
putting staff and residents at risk of HIV-
transmission via saliva. After Patrick was
transferred to the motel, the shelter director
ordered that “everything on the sink count-
er should be run through the dishwasher.”

When the Maine Human Rights

Commission indicated it intended to find
probable cause that Emmaus had broken
the law, the shelter entered into negotiations
with the ACLIU. Ultimately, the shelter
agreed to adopt a clear and detailed non-
discrimination policy to protect people with
HIV, to conduct a series of HIV training
workshops for staff and residents, and to
issue a written apology to Patrick.

Patrick’s story has a somewhat happy
ending. But the fact remains that a homeless
man was discriminated against, the support
system through which he accessed care was
shattered, and an opportunity to provide
prevention - education to shelter residents
and to reinforce the behavior modification
of a homeless man with HIV was lost the
day Patrick was kicked out of Emmaus.

Part Il:
A Primer on HIV

and Homeless
Shelters

HIV is not easily transmissible. It is
spread by direct contact with infected body
fluids: blood, semen, vaginal secretions and
breast milk. This means that HIV contained
in one of these fluids must get into the blood-
stream by direct entry into a vein or a break |
in the skin or mucous linings (the eyes,
mouth, nose, vagina, rectum or penis). HIV
is not contained in body fiuids like urine,
saliva, sweat and vomit, unless blood is pres-

‘ent, It cannot be transmitted through air

water, food or casual contact such as hand-

..shaking. Nor can it be transmitted through

sneezing, coughing, eating or drinking from
common utensils, sitting on a toilet seat, ot
merely being around a person with HIV.,

People get HIV from unprotected sex
and from ncedles. Sex and needie sharing is
prohibited in shelters. Each may occur from
time to time despite the rules, but neither
poses a greater threat inside a shelter than
exists anywhere else. The bottom line is that
there is no real threat of HIV transmission
in a homeless shelter unless people are hav-
ing unprotected sex or sharing needles,

HIV And The Shelter Setting

The shelter setting is not a breeding
ground for HIV transmission, but it should
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be a safe place for HIV prevention educa-
tion. Too often, however, the shelter is
instead a place of indifference or outright
hostility for people who have HIV or are at
risk for infection. Although thi

characteristics of shelter life are conducive to
an atmosphere of fear and intolerance.
Homeless people staying in shelters have no

_private space and are forced to share close

living quarters with people whom they do
not know and who often exhibit anti-social
behavior. Fear and mistrust of others is com-
mon in this environment.

When it comies to HIV, these attitudes

- are exacerbated by lack of information, mis-

information, homophobia® and addict-pho-
bia.® Homeless people are relatively well-
informed about those activities that pose a
high risk of HIV transmission, like unpro-
tected sex and injeétion drug use.
Unfortunately; studies show that homeless
persons frequently do not differentiate these
high risk activities from others that pose no
risk of-‘t_rérismission, such as sharing eating
utensils and sitting on toilet seats. Such
misunderstandings frequently correlate with
discriminatory attitudes.” And as the story
of Patrick Biggers demonstrates, shelter staff
can be equally misinformed and saddled
with HIV-related bias.

Ironically, while people with HIV are
often treated as a health threat in shelters,
in reality it is the shelter that presents a
health threat to the person with HIV. Once
a person’s immune system is weakened by
HIV, both the risk of contracting infections
and the damage caused by any infection
increases. And shelter conditions often pose
serious health risks to individuals with
compromised immune systems. Thanks to

s tragic, itis
not entirely surprising. Indeed, many of the

scarce resources, high turnover rates, and
the sheer number of people served, unsani-
tary conditions are common in the shelter
setting. These conditions lend themselves to
the spread of infectious diseases. In fact,
infectious- diseases such as Hepatitis A,
bronchitis, pneumonia and skin infestations
{such as lice and scabies) are rampant in

| many shelters.

Currently, the most serious infectious
diseases commonly found among homeless
persons in shelters are tuberculosis (TB),

- Hepatitis C, and HIV, People with HIV are
- highly susceptible to TB. Homeless people

with HIV who sleep in shelters-are twice as
likely to have TB as shelter residents who

- are HIV-negative, and the impact of TB is

far more severe on immuno-compromised

" individuals.®

. The health threats to homeless people
with HIV are exacerbated by delays in diag-
nosis of medical problems and inadequate
follow-up. In addition, homeless people

-with HIV who need treatment are more like-
-1y to face hospitalization rather than outpa-

tient care since they have no appropriate
setting in which to recuperate.* While out-
patient care often better serves the emotion-
al health of people with HIV,® hospitaliza-
tion is often preferable to a shelter when it
comes to recuperating from an infection.
Shelter living requires sharing rooms, bath-
rooms, and the like, depriving people with
HIV of the option of attending to their med-
ical needs in private. Additionally, many
shelters close their doors during the day,
leaving a homeless person with HIV no
place to rest and recuperate and adding the
additional burden of carrying belongings
throughout the day.*

Shelters pose special challenges for peo-
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ple with HIV even when they are relatively
healthy because HIV-related drug regimens
are so demanding and rigorous. Many HIV-
related drugs must be refrige}._'ated andfor
taken with food, and all must be taken on

strict time schedules. The failure to adminis-*

ter medications according to proper sched-
uling can result in the development of resist-
ance to the drugs. While adherence to med-
ical regimens is certainly easier in shelters
than on the street, even in the shelter setting
refrigeration is not always available and
coordination of drug and food requirements
is often difficult. For example, meal sched-
ules may not .coincide with the prescribed
schedule for taking medications.

Partlll:
What the Law

Requires

'Homeless shelters are subject to the
requirements of the federal Americans with
Disabilities Act (ADA), which forbids dis-
crimination against all people with disabili-
ties in any public accommodation.” People

i with HIV are protected against discrimina-
tion under this law, and homeless shelters

are public accommodations.
The ADA imposes two requirements on

| shelters. First, they may not discriminate

against people with HIV, This means that
they must afford all people with HIV the
opportunity to use all the services of the shel-
ter on an equal basis — 1.e. the same as every-
one else. They may not forbid people with
HIV from being a part of any of the regular
services or.programs of the shelter. As part of
that equal treatment, shelters must make
services available in an integrated way — in
other words, shelters may not segregate peo-
ple with HIV. They may not house them in a
different section of the shelter (or at some
location outside the shelter), require that
people with HIV eat at a separate table or
use a separate bathroom, of ask them not to
use the same cups and dishes as the rest of
the client population. Shelters may not single
out someone whom they suspect may have
HIV and require them to be tested in order
to stay in the shelter.

Non-discrimination also means that
shelters cannot tolerate harassment of peo-
ple with HIV. If shelter staff treat somebody
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worse because they have HIV, or if staff
turn a blind eye to residents mistreating
people with HIV, the shelter could be liable
for discrimination. 7

The other requirement that the ADA
imposes on shelters is a requirement of
“reasonable accommodation® for people
with HIV. “Reasonable accommodation”
means that where it is necessary for a shel-
ter to medify its program or practices fo
allow people with HIV to participate equal-
Iy, they must.make that modification. For
example, if a shelter allows clients to store
. and take medication, then it must do what
is-necessary to make sure clients with HIV
can store and take their medication also. If
clients with HIV rieed to refrigerate their
medication, then refrigeration must be pro-
vided, If clients with HIV need to take their
medication with food, then access to food
must be provided.

Finally, most shelters are also bound by
state laws concerning the confidentiality of
‘medical information in general, and HIV
information in particular, These laws vary
from state to state; but generally require
that health care workers, and often others
who have information on HIV status, keep
that information confidential. Frequently, a
general authorization to give out medical
information is not enough to permit health
care workers to disclose HIV information.
Most states also impose strict conditions on
when individuals may be tested for HIV, and
in some there are criminal penalties for test-
ing an individual for HIV without their
express consent,

If a constimer or provider believes that
the ADA has been violated by a shelter or
other public. accommodation, the victim of
discrimination can sue or, in some cases,

complain to the U.S. Department of Justice

(DOJ). The best thing to do iste call &

lawyer or an AIDS ;

: organization.
Information can also’ be obtained from an

administrative agencies that will investigate

violations of state laws protecting people’
with HIV.
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Part IV:

How to Make
Shelters Safer
Spaces for HIV
Prevention & Care

While the combined crises of HIV and
homelessness present tremendous chal-
lenges, shelters can take a number of steps
to eliminate discrimination against people
with HIV and create a safe space for pre-
vention and links to care,

1. Adopt a non-Discrimination policy
which clearly prohibits all discrimina-
tion, including discrimination on the
basis of HIV, AIDS and sexual orienta-
tion.® Make the policy as detailed as pos-
sible, so that staff and residents under-
stand how it applies in the shelter setting,
Distribute the policy broadly and post it
in visible locations. Require staff to
review and sign the policy as a pre-requi-
sitc of employment, While some people
may have religious or other beliefs that
affect their views on HIV and AIDS,
emphasize the fact that public health pol-
icy, services provision, and the law can-
not be based on these private beliefs,

Consult with local human rights officials
or AIDS organizations to help you devel-
op an appropriate non-discrimination
policy. A model policy developed by the
ACLU for the Emmaus Center is found
at Appendix A,

10

2. Provide mandatory staff training on

HIV-related issues. Educate staff about
what HIV is, how it is transmitted, how
it is treated, the need for universal pre-
cautions, the importance of ensuring
that discrimination does not occur, and
the resources available in your commu-
nity. Local AIDS service organizations
can be called on to provide these train-
ings. Information may also be obtained
from your local or State Department of
Health or the federal Centers for Disease

‘Control and Prevention.

Residents should be encouraged to

attend similar programs, particularly as

part of any informational sessions the
shelter provides on topics such as sub-
stance abuse, tuberculosis, health and
hygiene. Sessions should include infor-
mation about HIV transmission, how to .

-avoid becoming infected with HIV and

universal precautions. Set guidelines
about respectful treatment of other resi-

‘dents. Emphasize tolerance and cultural

sensitivity and make it clear that verbal
and physical abuse will not be tolerated.
Consider using peer educators.””
Programs targetting residents should be
brief, intensive, and cycle repeatedly.®

HIV curricula should be tailored to the
population served by a shelter. A sample
curriculum for residents, provided by
Health Care for the Homeless, Inc., is
found at Appendix B. A sample curricu-
lum for shelter staff, developed by the
Down East AIDS Network of Ellsworth,
Maine for the Emmaus Center, is found
at Appendix C.
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3.

Take steps tc maintain the confidentiali-
ty of all individuals® HIV status.
Establish a confidentiality policy which
ensures that no person is forced to dis-
close his or her HIV status, or has it dis-
closed without his or her consent. The
confidentiality policy should cover con-
versations between shelter staff and staff
of other service providers. Ensure that all
records are kept confidential and that
any services provided to individuals with
HIV do not single them out such that

‘their status is unnecessarily disclosed. If

possible, allow unrestricted, private
bathroom access.

- Establish non-discriminatory intake pro-

cedures.that are sensitive to the needs of
people with HIV. Intake procedures
should be based on the assumption that
any person might have HIV and require
confidentiality, respect and information

- about available HIV-related .services.

The shelter’s confidentiality and non-dis-

crimination policies should be explained
during intake.

Treat everyone the same, except where
different treatment is necessary to accom-
modate the medical needs of a person
with HIV or another disability. People
with HIV should not be distinguished
from other residents. They should not be
segregated into separate programs or
facilities or served by separate staff mem-
bers, except when HIV-specific services
are being provided. Nor should they be
treated any differently than other resi-
dents whén it comes to casual touching,
food preparation, or participation in
shelter activities. Any policy that is prom-

11

ulgated with the interests of people with
HIV in mind should be incorporated into
the procedures and services available to
all residents. For example, if medication
calls are provided, these should apply to
people with HIV just as they do to any
other resident taking medication. If pre-
sentations are made about HIV, these
should be open and advertised to all res-
idents, in the same manner as presenta-
tions on other topics like domestic vio-

. lence and drug abuse.

Provide 2 “Consumer Bill of Rights”

..detailing the rights and privileges all resi-

dents can expect to receive while in the
shelter. These often include statements of
non-discrimination and confidentialiry,
the consumer’s right to receive competent
and respectful services, the consumer’s
ability to make informed decisions about

-their services, and the consumer’s respon-

.sibilities and obligations while staying at

the shelter. A “Consumer Bill of Rights”
must be.written at a reading level and in
languages that are accessible to homeless
people, many of whom have limited for-
mal education and do not speak English
as a first language. Because some home-
less people are pre-literate, providers
should consider making the “Consumer
Bill of Rights” available in non-written
media, like video.

Make the shelter a safe space for people
with HIV by actively discouraging dis-
crimination; by posting “safe zone”
stickers which state that the shelter is a
safe space for all, regardless of age, sex,
race, sexual orientation, ability or HIV
status; and by providing HIV-related




HIVE HOMELESS SHELTERS

materials and programs like those dis-
cussed above. Residents should know
that there are supportive staff who they
can talk to about HIV-related issues.

Maintain clean and sanitary conditions at
the shelter to reduce the risk of infections
to all residents. Encourage good hygiene
and health and safety among residents.

Introduce universal precautions into
shelter safety procedures. Universal pre-
cautions are procedures used to handle
the blood, body fluids, open skin or
mucous membranes (e.g. inside of the
mouth or nose) of all individuals, regard-
less of whether they are known to have
HIV or hepatitis. Such precautions allow
the isolation of potentially harmful flu-
ids, without isolating individuals.

Universal precautions include 1) treating
all blood and body fluids as if they are
infected with HIV or hepatitis, 2) wear-
ing latex gloves when touching blood or
body fluids, 3} using bleach to clean up
any blood spillages, 4) washing hands
with soap and running water after
removal of gloves, and 5) disposing of
latex gloves by rolling them up and plac-
ing them in plastic bags. Universal pre-
cautions can be posted above sinks and
in other locations in shelters for all staff
and residents to follow. Ask a local AIDS
service organization or contact the feder-
al Centers for Disease Control for more
detailed information or pamphlets about
universal precautions.

- 10. Allow access to refrigerators and meal-

12

i1,

time flexibility to accommodate those
individuals taking medications which
require refrigeration znd/or eating with
medications. Provide clean drinking
water — sometimes several pints a day
are required for HIV-related medica-
tions. .Help residents maintain their
medication schedules by providing indi-
vidual supervision.
Medication storage, access and supervi-
sion must maintain the confidentiality
of individuals with FIV. Ensure that
medications are safe from theft and
abuse,

medications

Connect residents to HIV-related servic-
es i the community. Establish links
with local AIDS service organizations,
treatment centers, and community
based organizations that can provide
residents with access to medical treat-
ment, “counseling, family planning,

more permanent housing and other

services. Information . about these
organizations can be obtained from the
Centers for Disease Control (CDC), the
Health Resources and Services
Administration (HRSA), or your local
or state department of health. If possi-
ble, provide transportation to these
organizations, clinics, medical appoint-
ments, pharmacies, and the like.
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Resources

{in alphabetical order)

ACLU AIDS Project

125 Broad St., 18th floor

New York, NY 10004

tel. (212} 549-2627

fax (212)549-2650

lgbthiv@aclu.org ,
www.aclu.orgfissues/aids/hmaids.html

ATIDS Housing Washington
2025 First Avenue, #420
Seattle, WA 98121

tel. (206) 448-5242

fax {206) 441-9485
info@aidshousing.org
www.aidshousing.org

Bailey House, Inc. ‘
275 Seventh Avenue, 12th Floor
New York, NY 10001

tel. (212} 633-2500

fax (212) 633-2932
RRQBH®@ao0l.com

CDC National AIDS Clearinghouse
P.O. Box 6003

Rockyille, MD 20849-6003

tel. {800) 458-5231

CDC National AIDS Hotline
1-800-342-A1DS (2437)
Spanish: 1-800-344-SIDA (7432)
Deaf: 1-800-243-7889
www.ashastd.org/nab/nah.html

Health Resources and Services
Administration
www.hrsa.dhhs.gov

Housing Works

594 Broadway, Suite 700
New York, NY 10012
tel. (212) 966-0466

fax (212) 966-0869
www.housingworks.org

National AIDS Housing Coalition
c/o Gina Quattrochi
Bailey House, Inc.

. 275 Seventh Avenue, 12th Floor

New York, NY 10001
tel. (212) 633-2500
fax (212) 633-2932
RRQBH@a0l.com

National Alliance to End Homelessness
1518 K St., NW, Suite 206

‘Washington, D.C, 20003

tel. (202) 638-1526
fax (202) 638-4664
nach@nach.org
www.naeh.org

National Clearinghouse on Families
and Youth

PO Box 13505

Silver Spring, MD 20911-3505

tel, (301) 608-8098

fax (301) 608-8721
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Naticnal Coalition for Homeless Veterans
331 Pennsylvania Ave., SE

Washington, DC 20003-1148

tel, (800} 838-4357

fax (800) 233-8582

nchv@nchv.org

www.nchv.org

National Coalition for the Homeless
1012 14¢h St,, NW, Suite 600
Washington, D.C. 20005-3407

tel. {(202) 737-6444

fax (202) 737-6445

nch@ari.net

nch.ari.net

National Health Care For
The Homeless Council
P.O. Box 60427

Nashville, TN 37206-0427
tel. (615) 226-2292

fax (615) 226-1656
network@nhch.org
www.nhche.org

National Law Center on Homelessness
and Poverty

1411 K Street NW, Suire 1400
Washington, DC 20005

tel. (202} 638-2535

fax (202) 628-2737

nlchp@nlchp.org

www.nlchp.org

National Network for Youth
1319 F Street NW, Suite 401
Washington, DC 20004-1113
tel. (202) 783-7949

fax (202) 783-7955
nndyouth@worldnet.att.ner
nndyouth.org
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National Resource Center on Homelessness
and Mental Hllness

262 Delaware Avenue

Delmar, NY 12504-1123

| tel. (800) 444-7415

fax (518) 439-7612
arc@prainc,com
wWww.praine.com/nrc

New York City AIDS Housing Network
475 Riverside Drive

New York, NY 10025

tel, (212) 870-3303

fax (212) 870-3334

Flynn@dtinet

Office of AIDS Housing
Dept. of Housing and Urban Development
451 7th St., 8.W., Room 712

¢ Washington, D.C, 20410

tel. (202) 708-1934
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tional protections to disabled people,
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16. Therefore, combattlng HIV-based
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or “natural opinion leaders” are often
more credible as éducators-and can -
avoid the often confhctmg interactive
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HIV/AIDS Policy
and Procedures

This policy is being written in order to
affirm the value of all human beings and as
a way of welcoming people who seek
employment or shelter at any of H.O.M.E.’s
shelters or transitional houses. HIV/AIDS is
a communicable disease {i.e. an infectious
disease). However, unlike staph or strep or
flu, fellow workers and people sharing liv-
ing spaces are not exposed to the risk of
infection in any casual way or from any type
of casual contact. There is no evidence of
casual transmission of HIV from band-
shakes, toilet seats, door knobs, hugs, shar-
ing food and beverages, living in the same
houschold, playing together, sharing toys,

and so on. Research resoundingly affirms

that there is no risk of casnal transmission
to household members or co-workers.

Instead, the only significant risk of HIV '

transmission comes from unsafe sex or nee-
die-sharing. At present, there are more
effective medical treatments for HIV and
AIDS. Bat it is a disease that sometimes
leads to unfair stigma and discrimination.
Like any discase, it calls for our understand-
ing, knowledge and compassion.

HIV and AIDS do not present serious
risks to those who use or work at
H.O.M.E.’s shelters and transitional hous-
ing. However, because HIV and AIDS fre-
quently lead to more stigma and discrimina-
tion than other health conditions, H.O.M.E.
is adopting this Policy.
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Policy Statement

Purpose: To establish guidelines and poli-
cies for staff, volunteers and clients in order
to protect the human rights of each individ-
uzl. Also to promote an educational pro-
gram whose goals are réducing the risk of
transmission of HIV and the stigma and dis-
crimination associated with HIV and AIDS,

Policy: AIDS and HIV education will be
a regular and integral part of our training
and counseling programs for clients, volun-
teers and staff, in order to allay fear, mis-
conceptions or prejudice about AIDS and
HIV and to encourage personal behavior
that helps prevent transmission of HIV,
This education will ensure that proper and
current information is available., We under-
stand that some staff members, volunteers
and clients may raise some objections relat-
ed to their fear of contact with a person who
has HIV or AIDS. Sensitivity will be shown
and education will be provided to deal with
these concerns, since one of the main goals
of the education program is to combat these
types of baseless fears. Prejudicial or dis-
criminatory behavior, isolation, ridicule or
inappropriate actions or comments based
on irrational fear, directed at anyone with
AIDS or HIV infection, will not be tolerated
and appropriate disciplinary actions will be
undertaken. The guidelines will be individ-
ually applied, consistent with legal require-
ments, taking into consideration the psycho-
logical, physical and behavior characteris-
tics of the individuals involved.
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Guidelines:

1.

Staff members or clients who know or
suspect that they are infected with HIV
are encouraged to seek medical testing

and treatment. The administration will
make every reasonable effort to pro-
vide assistance,

Routine screening of staff or clients to
determine HIV status will not occur. It
is also illegal. '

All staff members, volunteers and
clients will be treated the same, regard-
less of their sexual orientation.

Kitchen Procedures:  Food handlers, staff,
clients, volunteer cooks and anyone
who prepares food in H.O.M.E’s
kitchens must abide by the following:

Food handlers who have HIV or
AIDS shall not be restricted from
using the kitchen, equipment or
utensils unless they have a med-

a.

ically verified illness for which
restrictions would be warranted
based on heaith concerns. (e.g.
active tuberculosis)

All food handlers should follow the
recommended standards and prac-
tices of personal hygiene and food
sanitation. Frequent training will be
given regarding these standards.

All food handlers should attempt to

avoid personal injuries during food

handling. Foods tainted with blood
or other body fluids must be dis-

20

5.

carded, irrespective of whether or
not the handler has HIV.

A disinfectant sohitiont {1:10 house-
hold bleach and water) should be
available for treating any equipment
contaminated by blood or other
body fluids, irrespective of whether
ot not the food handler has HIV,

Universal Precautions: The practice
known as Universal Precautions will be
adhered to strictly. In any incidents of
possible exposure of an individual or
equipment to blood, vomit, or other
body fluids latex gloves will be used and
waste will be disposed of properly.
Disinfecting any exposed surfaces with
a 1:10 bleach solution as well as hand
washing with warm water and soap will
be necessary.

Confidentiality: The right of an individ-
ual client, staff member or volunteer to
confidentiality with regard to his/her
HIV antibody status or AIDS diagnosis
will be respected by the administation
and staff of H.O.M.E. and all related
agencies. We will comply with Maine
Law (5 MSRA, Part 23, Chapter 501,
19203) and with federal law, including
but not limited to the Americans with
Disabilities Act.

a. Information that is shared with a
staff member or volunteer regard-
ing an individual’s antibody status
must be held in the strictest confi-
dence and shared only with the
Executive
Administrator if necessary for pur-

Director or
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C.

€.

poses of supervisibh, and theﬁ:oniy*‘ai
after obtaining the wntten co; ent
of the mdwldual in quesnon No
“mention of an individual’s HIV sta-

tus will be made in the files or other
written records, except that any
individual’s written, ¢ t to
waiver of his or her-tight to ¢onfi-
dentiality will be kept on file.

The sharing of information about
an individual’s HIV status -with

other clients, volunteer or staff
members- is the exclusive right of
the individual with HIV or AIDS.

H.O.M.E. personnel may share
information about an individual’s
HIV antibody status only with the
specific written consent of the indi-
vidual with HIV or his/her legéi
guardian. The only legitimate con-
text for such disclosures will be that
of providing comprehensive servic-
es to the infected individual,

Disciplinary action will be taken
against any employee who inappro-
priately discloses medical informa-
tion about any client, volunteer or
staff person.

These guidelines shall be reviewed
periodically and revised as neces-
sary—to—reflect new medical-infor-

H.O.M.E. ‘aﬁ-‘él its related shelters are

‘uhigue in that we are.open to people from

aﬂlove_r the State of Mame, the country _and
in fact, the world. People come to us for a
variety of reasons and with a variety of
problems. Many parts of the U.S. and the
world have been deeply affected by the epi-
demic of ATDS and HIV. The key to ending
this epidemic lies in education and we will
strive to provide the necessary education to

everyone, clients, staff and volunteers alike.

We: mitist always remember to be open and”
welcoming and to be mindful of the human-
ity and rights of all individuals.

mation regarding HIV and AIDS
and to be consistent with legal
requirements.
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APPENDIX B

HEALTH CARE FOR THE HOMELESS, INC.

. Training Module
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Objectives & Evaluation

Outline of Content

Activities- & Teaching Aids'

Objectives: Upon completion of
this module, the participant will
be able to:

1. Identify components of
product labels as “effective”
or “less effective” in acting as
a barrier to STD%.

2, Demonstrate proper technique
for applying a condom.

3. Recognize any attitudinal
barriers that may discourage
him from using a condom.

Evaluation:

1, Post-Test (paper and pencil),

2. Return demonstration of con-
" dom technique.

3, Self-report of attitude
assessment,

IIL Brealang the links of Mode-
of Escape, Transfer, and Entry
“How can you reduce the risk
of transmission to you?”

A. Reducing transmission that
oceurs. through sexual contact:

Types of sexual contact;
Penile-anal
Penile-vaginal
Penile-oral
Mutual mastutbation

Barriers:
Male condoms
Female condoms
Latex condoms
Nonoxynol-2
Water-based vs. Oil-based
condoms
Method of using condoms
“Pulling out”

Review of “Chain of Events...”

Sample condoms 8¢ Dental Darns
Read labels

Demonstration on penis model

“Touch sensitivity through
condoms:”
differentiate between three
items while blind-folded and
weating latex gloves

- Discussion: “How does the use

of a condom, by yourself or
your partner, make you feel?”

“What prevents you from using
a condom?” :

Rofle play:

Cast: Two partners of either
gender

Scene: Sex is demanded in
‘exchange for a place to stay
for the night

Questions: How do you intro-
duce the idea of using a con-
dom?

Role play:

Cast: Two partner of either
gender

Scene: One partner is encour-
aging the other to go for HIV
testing and Counseling

Question: How does the
“knowledgeable” partner
introduce the subject?

Solicit other ideas for role plays
from group participants

Brochures: “Apply News,”
“Worth Waiting,” “Saying No
to Sex”
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Objectives & Evaluation

Qutline of Content

Activities & Teaching Aids

Objectives: Upon completion of
this module, the participant will
be able to: ‘

1. State the address of the
Needle Exchange Program,

2. Demonstrate cleaning 2
syringe and needle with bleach
solution.

Evaluation:

1. Report of session facilitators.

2. Return demonstration of
needie-cleaning technique.

B. Reducing the Risk of
Transmission through needles
and other paraphernalia

1. Obtaining new needles

2. Needle exchange

3. Preparing the 1:10 bleach
solution

4, Cleaning needles/works with
bleach solution

5. Safe disposal of needles

Information about Needle
Exchange Program

Demonstration of needle
cleaning

Role Play:
Cast: Two IVDUers
Scene; One set of works
Question: How does the
“knowledgeable” user
introduce the idea?

Role Play:
Cast: IVDU and Worker at
Needle Exchange
Scenz: 601 N. Caroline Street
Question: What happens
when you go there?

Solicit other ideas for role plays
from group participants
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Objectives & Evaluation

Outline of Content

Activities & Teaching Aids

Objectives: Upon completion of
this module, the participant will
be able to:

1. List at least five health
promotion/disease prevention
activities (interventions).

2, State the rationale, as related
to HIV, for following health
promotion/disease prevention
advice.

Evaluaton:

1. Report of session facilitators.

IV. The Susceptible Host
“How can you keep yourself
healthier so you aren’t as likely
to get any infectious diseases?”

A.Regular medical appointments

* take care of minor illnesses
before they become major.

s detect any “hidden” illness
0 YOU can get proper care

‘B, Influenzd vaccine

C. Pap smears

D. Don’t use drugs {include
judgement factors)

E. Good nutrition

E Adequate rest/sleep

G. Physical activity

H. Good body hygiene
1. Good dental hygiene
J. Pneumovax (If HIV+)
K. TB testing

L. Take appropriate measures to
avoid STD%s

Review the “Chain of Events...”

Answer the guestion “Where can
I get that?” for each of the inter-
ventions discussed

Discuss how each intervention
could raise one’s defenses-against
HIV (if one is FIIV-) or against

- other illnesses (if HIV+)

Role Play: HIV Testing and
Counseling (Pre and Post)
. Cast: Nurse and client
Scene: IVDU going for T&C
for 1st time
Question: What happens at
these sessions?

Discuss HCH Plan of Care for
HIV+ client

List of Testing and
Connscling sites

Role Play: Partner and Family
Notification
Cast: IVDU and his female
partner
Scene: Her place. He's just
come from T&C, where he
was told he’s HIV+
Questions: How do you share
this news? With whom
should you share it? When
should you share it?

Solicit other ideas for role plays
from group participants

Brochures: “What Everyone
Should Know about HIV

. Testing,” “About Living with

HIV,” “So You’re HIV negative”
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List of Supplies Needed

9.

10.

11,

12.

13.

14,

for Group Sessions

“Chain of Events” Cards
Flip Chart and Paper
Personal Assessment of Risks

Sample Condoms
“How to use a condom” pamphlet

Penis Model

Latex Gloves

Three items for touch-sensitivity exercise
Bleach

Large (60cc) syringe for demonstration
Flyers with Needle Exchange information
List of HIV Testing and Counseling Sites
Incentive Packs

Pre/Post Tests {parts I, II, and III)

Statistical Reporting Forms
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From: each column, select the

Personal Assessment of Risks

statenient (and the card under it) that best describe your behavior within the past three months, Put

the cards together to make a Poker hand. The Joker is WILD! What can you do to improve your hand?

I have notiused drugs.

I use the Needle
Exchange Program.

I buy new needles for
my‘own use.

1 clean my needles -
with bleach.

I share needles with
other users.

I have one steady
partner.

I always use condoms.
I have no'STDs' (VD,
gonorrhea, syphilis,

herpes, etc.)

I have multiple

-partpers and don’t

use condoms.

My sex partner
doesn’t have sex with
anyone but me.

I know my partner
has had no §STD’s
(VD, gonorrhea,
syphilis, herpes,
chlamydia, etc.)

It could be that my
partner has sex with
people besides me.

My w»ﬁ:ﬂ is HEV+,

I don’t drink alcohol.

I occasionally drink
alcohol but I don't
get drunk.

1 Jose control when I
drink alcohol.

I abuse alcohol and 1
have blackouts.

1 haven’t been ‘tested
for HIV.

Pve-been tested for
HIV within the past
six months,

I have talked with my
partner (either sex or

needle-sharing) about
our risks for HIV.
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APPENDIX C

Down East AIDS Network

Basic Curriculum for Homeless Shelters
in Rural Areas

Compiled by Mary Harney BA (Human Ecologﬂ
HIV Prevention Education Coordinator

Down East AIDS Network
114 State Street
Elilsworth, ME 04605
Tel: (207) 667-3506 ,
Fax: (207} 664-0574
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DOWN EAST AIDS NETWORK
. 114 STATE STREET"
- . ELLSWORTH, ME 04605 .
TEL: (207) 66723506 FAX (207)664 - 0574
E-mail marydean@acadia.net

A BASIC HIV PREVENTION CURRICULUM FOR HOMELESS
SHELTERS IN RURAL AREAS

Compiled by Mary Harney BA (Human Ecology) : HIV Prevention Education Coordinator

Introduction

In 1997 a resident of a homeless shelter in rural Maine was asked to leave the shelter because of his
HIV+ status, The re51dent took his case of discrimination to the:American Civil Liberties Union
(ACLU.) As part of an out of court settiement the ACLU requcsted that Down East AIDS Network
(DEAN) train the staff of local homeless shelters in basic HIV information. DEAN compﬂed a
curriculum addressing issues involving HIV transmission, current theraples medications, sexuallty,
and the law as it pertains to people living with HIV. DEAN presented a six week, one hour session
pilot program to the staff of the homgless shelter. At the beginning and end of the program we '
administered a simple pre- and post- test on knowledge, attitudes, beliefs, and behaviors (KABB.)
Once the pilot scheme was completed DEAN examined what had been leamned, the strengths and
weakness of the program, and the learning abilities and needs of the participants. This cumculum is
the result. It was extended by four houss and includes more participant interactive exercises.

DEAN asks you, the reader, to bear in mind that DEAN is a three person. AIDS Semce Organization
' covenng ninety six thousand square miles of rural Maine. The majotity of the populatzon DEAN
serves is white. DEAN understands that this curricilum may be read by people living in inner city
areas with a large, racially diverse, populatlon DEAN adapted information and exercises from the
many HIV training’s we attended here in Maine. For the most part the exercises are generic, however
in Session Four, the exercise on homophobia is taken from Tackling Gay Issues In School with
permission from the editor Leif Mitchell and adapted to stit the needs of this program DEAN invites
you to adapt this curriculum to suit the needs of the population you serve.

Thank You
Staff at Down East AIDS Network (DEAN)
Ron King, LSW Director

Debby Parker, RN LSW Support Services Coordinator
- Mary Hamey, BA Education Coordinator




| HIV Pi‘eirenﬁeh Education
for Homeless Shelter Staff

This is a curriculum guide for a 12 hour, 5 session HIV/AIDS awareness program. We recommend
Homeless Shelter agencies contact their local AIDS Service Organizations for assistance in putting this
training into practice. We further recommend trainer’s review entire curriculum before beginning
sessions as the content may impact who is selected to Iead the sesswns ‘and some trainer’s may want to
seek additional resources/background.

This curriculum was de'veloped with the assistance of thiee rural Homeless Shelters in Mainie, As a
result of that experience here are some tips for a successful program.

Conduct the training sessions in a space away from the Homeless Shelter.

Ensure the space has comfortable seating arrangements (a classroom is not an ideal site).

Make tinie for adequate stretch breaks {you know your patticipants and their comfort level).

After each break ask the group if they have any quéstions they would liké answered.

At the beginning of each training session post a chart of the overall goal and objectives at the front -
of the room. Explam the importance of goals and objectives at the beginning of éach session.

Overall goal of training
¢ To provide basic 1nfonnat10n of transmission, progression, and treatments for HIV/AIDS so that

' dlscnmmatory practices may be avoided in Homeless Shelters

Oblectlves of overall trammg By the end of the training participants will be able to:

o - identify modes of transmission for HIV.

¢ understand why if is important for shelter staff to deliver HIV medications at stated times.

o understand the challenges faced by people who are living with HIV.

o understand why clear guidelines and pohcxes regarding people with HIV are necessary for sheiter
staff and resudents

'I‘IMELINE

The timeline timeline for the five sess1ons is a guide. As a result of the pzlot program and consequent evaluations
We concluded that three hours and thirty minutes is the minimum time required to complete the first
session. The timeline for sessions 2-5 are also based on the pilot program, however, all of the sessions
can be divided into time blocks according to the needs of participants, :

EVALUATION TOOLS

Administer a simple Pre- and Post questionnaire on knowledge, attitudes, beliefs, and behaviors
{KABB) around issues of HIV/AIDS to modlfy and adapt the program for the learning needs of the
participants.

(see sample guestionnaire in resource section.)




| OUTLINE OF SESSIONS |
SESSION ONE-HIV 101 : Time : Three hours and thirty minutes.

Throughout the program remember the trainer’s mantra - “7ell them what you are going to tell them, tell
them, and tell them what you have told them” -

Objectives of Session 1 : At the end of this session the participants will be able to:
¢ define terms related to HIV/AIDS

define HIV transmission

define HIV Risk Reduction '

define and introduce universal precautions to their work place

1) Introductions _ '
Time: 10 minutes = Trainer introduce self -
Explain the overall goal and objectives of training

GROUP INDRODUCTIONS AND GROUP AGREEMENTS

Time : 30 minutes.
Materials : Blank sheets of flip-chart paper.
- Markers and tape. '

Flip-chart with the HIV transmission outline prepared in advance.
(see trainer’s outline Appendix A at back of this session)

The purpose of the icebreaker exercise and group agreements is to allow participanté to introduce
themselves and, because they will be discussing sensitive issues, to ask them to identify their needs for
creating a safe space for the fraining. ' '

ICEBREAKER : Ask the participants to choose a partner, atlow 2 %2 minutes for each person to ask the

following questions: :

1. Name

2. What was the most exciting part of their last vacation

3. What special skills do you bring to the group. (One person may be a good listener, another may be a
good organizer, etc.) ' ‘

When the time is up ask partners to introduce each other to the group. This exercise is a good method of

practicing listening skills,

GROUP AGREEMENTS:

Explain to the group that the training will bring up mixed emotions; For some people it may be a
remembrance of family or friends who are living with, or have died from HIV/AIDS related illnesses:
For others it may be that they are afraid of coming into contact with people living with HIV: Whatever
 the emotion, we all need to be sensitive of each others feelings. The group agreement is a positive tool
to ensure group safety for sharing feelings or expressing an unpopular belief, However, itisalso
important for the trainer to keep the training session on track and not allow it to become a thefapy
session or a support group session. '

EXAMPLES OF GROUP AGREEMENTS:

Respect- It is importarit that one person speaks at a time and that members of the group givé their
undivided attention to the speaker. Confidential ity - What is shared in'the group remains in the group.
Ask the group to-add to the list and record responses on the flip-chart. Display the list in a'ptominent




place before each session, refer to the agreemients as necessaty; review the agreements at each session,
and add to them as necessary.

BREAK : 10 MINUTES

2} Introduction to HIV/AIDS-Transmission -

Time : 50 minutes
 Materials : Flip-chart with outline of HIV transmissiori and timeline taken from trainer’s
outline. (Appendlx A at back of this session.)
Markers.

Blank training outline handout. (For participants to fill in as the

trainer goes through the exercise - Appendix A1 see back of session 1)

CDC handout entitled “HIV/AIDS PREVENTION™ (See resources section back
of manual.)

“Test Tube” handout illustrating “Awverage number of HIV partictes i inlecc of
these body fluids™ (see resources section)

The purpose of this exercise is to help participants understand the transmission of HIV, its progression
to AIDS and to demonstrate how small volumes of body fluids can have large amoéunts of HIV in them.
At the beginning of this session, pass:out handouts relevantito.the session. Ask the group to fill in the
blank HIV transmission training outline as you explain it from the flip-chart and the trainer’s outline.

Transmission of HIV

Using the trainer’s HIV/AIDS guideline (Appendix A back of session 1) work through the Outlme on
the flip-chart, allow time for questions from group members. Explain the timeline with emphasis on the
fact that exposure does not always equal infection: infection is dep_en'denf on amount of virus in the
body fluid and other variables at the time of exposure. It is also necessary to clarify the difference
between HIV and AIDS (see trainer’s outline) When vou get to the HIV and Body Fluids section of the
outline, pass out the dice and the “Test Tube” handouts for people to note how much of the virus is
contained in small amounts of body fluids. Continue with the outline through to the end of the
transmission section. At this point review the CDC handout entitled “HIV/AIDS Prevention.”

BREAK FOR 5 MINUTES:

After the break ask the group if they have any questions on fransmission of HIV and answer them in the
shortest time possible. The trainer may also want to evaluate how the information is being received by
the group, an easy evaluation is to ask questions on topics discussed before the break.

Continue the training outline on HIV prevention. Inform the group there are some exercises involved in
this section. To assist the instructor in “fleshing out” the training, following suggestions are offered as
part of the outline.

3} HIV Infection Prevention and Risk Reduction

a) Abstinence-The only 100% safe option for preventing HI'V infection? What does abstinence mean
to you? The purpose of this exercise is to help participants define abstinence for themselves and
identify difficulties associated with expectations related to maintaining abstinence.

Exercise-have group break into smaller groups of 3-4. Allow five minutes for groups to define

abstinence and to identify potential difficulties that may confront them and their clients as they attempt

to practice abstinence. After five minutes bring the groups together. Ask for responses to the exercise,

" record responses on the fhp—chart and ask pamotpants to explain the ease or difficulties they -




experienced in defining abstinence. Lead a discussion refated to the responses. Emphasize that
abstinence is an ideal difficult to reach for some people. Maintaining abstinence requires strong
communication, negotiation skills, self-esteem, and self~worth. Point out to the group that if a person is
unable to feed their children, if they are in an abusive relationship or dependent on Homeless Shelters
for housing, then their self esteem may be neghgible and abstinence may be a concept they do not
understand.

Continue to follow each section of the trainer’s outlme
b) Reduce The Risks :
 Sexual activity without exchange of body fluids
drug and alcohol awareness '
setting limits with sexual partnérs and drug buddies (TV drug users)
know yom'self and partner’s(s)-drug and alcohol use history; sexual history

c) Safer Sex : The correct use of latex barriers

Demonstrate correct usage of male condoms, female condoms, latex barriers, 1ubncants and
spermicides. Discuss safer sex options as listed on trainer’s outline (the options should also be printed
on the flip-chart prior to the sessmn)

Traffic Light Exercise- The purpose of this exercise is to illustrate low, medium and higher HIV risk -
infection activities. Using traffic lights as-an analogy, have group rate the risk for HIV infection, Ask
group to iine up on one side of room. Place three squares of paper, one green, one yellow and one red,
on the floor in a row. Announce to the group that you w111 be reading descriptions of activities.
Example:

Green light - no risk Orange Light - medivma/low risk Red Light - H_igh risk
holding hands intercourse with a condom unsafe- sharing neédles
. ' - Caution-condom may break - for IV drug use with
HIV infected person

Have a prepared list of four or five activities. As the trainer reads through the list ask members of the

group to respornd to the level of risk by standing near the correct “light” in relation to the risk, Ask for
volunteers to explain their choices. Lead discussion regarding levels of risk for HIV infection and ask
the group to brainstorm ideas for reducing those risks.

d) Blood Awareness-Review danger factors on trainer’s outline.
BREAK : 5§ MINUTES
Allow at least 35 minutes for the following exercise.

Syringe Exercise-illustrates the ability and ease with which HIV can be passed by an infected IV drug
user who shares needles. Ask the group to gather around a table. Fill a syringe with red dye or cranberry
juice (the dye represents blood drawn into the needle by IV drug users when they engage in “booting™)
Now, empty the dye into a clear plastic or glass container. Invite the group to check the syringe for flbid
retained in the syringe, then draw clean Wwater info the syringe to show that the water becomes clouded
and colored from the juice/dye left in the syringe. This demonstrates how HIV infected fluid can be
passed to the next user if the needle is shared without cleaning it. For many IV drug users the process of
cleaning needles with bieach and water is not a viable option, often the cleaning products are not readily
available, and given the nature of addiction, drug users are not going to spend time cleaning equipment




when they need a “fix”. The most effective HIV prevention method for IV drug users is 4 needle
exchange program.

Universal Precautions:
Universal precautions is a method of infection control that treats all human blood and some human body
fluids as if they are infected with HIV or other bloodbome diseases.

Reduce your risk : Wear latex gloves any time there is direct contact with human blood or broken skin.
(if you have an allergy to latex, polyurethane gloves are now available.)

Clean with bleach : Use a mixture of one part bleach to nine parts water to clean blood spillage. Keep
your gloves on when cleaning up blood or body fluids.

Wash your hands : Wash your hands with soap and running water after removal of gloves.

Dispose of gloves : Dispose of latex gloves by rolling them up and placing them in plastic garbage bags.

T
HIV Antibody Testing :
Testing for HIV is a method of prevention, in addition to knowing status it provides an opportunity for
the person being tested to reduce their risk for infection. Testing also allows a person to enter treatment
early. Early intervention and treatment offers a better cutcome for health and quality of life.

Explain that the HIV test is a test for antibodies to HIV not for AIDS. Tt can take up to six months from
infection for the HIV antibodies to show up on the test. This six months is called the “window period.”
If a person was infected with HIV six months ago (or longer) it will show up on the test, if they became
infected in the past six months it may not show up on the test. If, during the past six months the person
being tested has done things that put them at risk for HIV infection they will need to be tested again
after the “window period.” (Refer to prepared flip-chart with the timeline of HIV transmission.) In
addition to knowing HIV status and reducing risks for transmission, testing for HIV allows a person to
enter treatment early. Early treatment can result in a better outcome such as an extended lifespan. The
most common test for HIV antibodies is a blood test. Testing is carried out at health clinics, or at
anonymous test sites. Many test sites offer pre and post HIV testing counseling to help people make the
best decistons. There are also a number of home test kits on the market. The results are anonymous, but
no counseling is offered and for many people the cost is proh1bzt1ve When going for an HIV test it is
important for people to remember the following:

Anonymous Test - no name given, name is never associated with test or results, testing is carried out at
anonymous test sites,

Confidential : test is carried out in doctor’s office, clinic, hospital etc. name is known and associated
with test.

Check your state laws on this topic before addressing it in the training. Provide details of local testing
sites, optional methods of testing i.e. home test kits, and the costs of testing.

AIDS HOTLINES Local and national telephone numbers should be written on flip-chart.
(see.resources)




SUMMARY AND CLOSURE : 30 MINUTES

At the end of the session summarize the miain points‘of the session. Allow tifie for participants
questions and for some activity that is not a “test” but allows participants o see what they have learned.
The activity could be:

» Participants pair up with their partners from the introduction
¢ Cards with questions with answers are handed out to each pair
~* Pariners quiz each other and give answers where necessary

It is a good idea to follow up with a check-in from patticipants who wanit-to share on the events of the
training. End the session with an overview of topics to be covered at the next training.




APPENDIX A

TRAINERS HIV TRAINING OUTLINE

HIV/AIDS
Human (notin dogs, cats, etc.)

I mmunodeficiency (attacks immune system making it unable to fight off
infection

V irus (disease causing agent)

A cquired (not genetic or hereditary--one gets it, does not “catch it™)
I mmune

D eficiency

S yndrome (not one disease but a collection of characteristics)

Most people without HIV disease have about 800-1200 CD4 cells (helper cells or T cells)
These celis keep illness at bay by attacking infections that enter the body. The effect of
HIV is to destroy the CD4 cells so they no longer protect the body from viruses and
infections.

TIMELINE:

Exposure to HIV does not always equal infection. However if a person is mfected the
following is a guide to the timeline of the progression of the virus.

Exposure/Infection | Asymptomatic/no symptoms | Symptomatic | ATDS **

-2 wWks-6 months ~---| few months-years {-months-years- [--1 of 26 0.1
HIV antibodies form | virus is working on the body | night sweats | opportunistic
SEROCONVERSION diarrhea, etc. | infections/T
| cell count
below 200

**ATDS DIAGNOSIS: The Center for Disease Control case definition or diagnosis as the
presence of HIV plus one of 26 opportunistic infections

(such as Pneumoyistis Carinii Pneumonia—PCP; Kaposi’s Sarcoma; Tubercu1051s
Invasive cervical cancer, etc.)

or T-cell count below 200,
STATISTICS - State :

National :
HIV AND BODY FLUIDS
(average amount in infected fluids)
BLOOD: 1 cc ~ 18,000 particles, HIV
SEMEN: 1cc- 11,000 particles, HIV
VAGINAL FLUIDS: Tce- 7,000 particles, HIV
BREAST MILK: trace quantities

SALIVA: (without blood, trace amounts)

[




APPENDIX A

NOT: sweat, urine, tears, saliva, etc.
TRANSMISSION:

1. - Congenital/perinatal: either in womb, or during delivery - blood present

2. Blood to Blood: sharing needles for IV drugs, steroids, ear piercing or tattoomg,
through open sores or cuts (including blood brother/sister rituals). Transfusions or
blood clotting factors (before 1985).

3. Unprotected sexual intercourse: exchange of sexual fluids {semen, vagmal
secretions) and/or blood

Most risky: Unprotected anal; Risky: Unprotected vaginal especially for woman;

Lesser Risk: Unprotected oral sex.

NOT: Giviag blood, shanng utensils, kissing, sharing toilet seat, shaking hands,
mosqultoes

PREVENTION OF HIV:

A.) ABSTINENCE: Only 100% safe option... How to say “No™...self esteem...
B.) REDUCE RISK: set limits... sexual without exchanging fluids.. drug/alcohol
stuff...know self and partner
C.) SAFER SEX: including the cotrect way to use latex barriers.
a) ORAL intercourse (mouth to pems anus, vagina)}—latex square...condom.. Saran
wrap
For added comfort, put lubricant on the side of the barrier facmg the vagina or
anus. ..water-based lubricant!
b) ANAL intercourse —condom (some say 2)...spermicides... water-based lubricants
(KY or WET) or lubricated condoms.
¢) VAGINAL intercourse — condom... spermicides... water-based lubricant

D. BLOOD AWARENESS: Most dangerous when wet and warm
a. needlesticks use latex gloves
b. blood splashes use soap, bleach, alcohol
¢. tatooing clubs and jails use single-use needles and latex gloves

HIV antibody testing : A test for antibodies to HTV—not for AIDS or the virus itself

INFORMED CONSENT: Person must be informed that they are getting tested, what the
test is for and what it means,

'ANONYMOUS : Anonymous — no name given, no one asks, name is never associated
with test or results, anonymous test sites.

CONFIDENTIAL: Doctors office, clinic, hospital, etc. Name is known and associated
with test.

2




PREVENTION OF HIV:
A.) ABSTINENCE:

B.) REDUCE RISK:
C.) SAFER SEX:
a.
b.

C.

D. BLOOD AWARENESS
a. :

b.

HIV antibody testing :

INFORMED CONSENT:

ANONYMOUS

CONFIDENTIAL:

HOW, WHERE, AND COST;

AIDS HOTLINES:

MISC. NOTES:
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PARTICIPANT’S TRAINING NOTES
TRAINING OUTLINE

BIV/AIDS

ng=» =g

TIMELINE:

AIDS DIAGNOSIS:

STATISTICS - State : -
National ;-
HIV AND BODY FLUIDS
* (average amount in infected fluids)
BLOOD:
SEMEN:
VAGINAL FLUIDS:
BREAST MILX:
SALIVA:

NOT:
TRANSMISSION:

1)

2)

3

NOT:

Page 1 of 2

APPENDIX A-1




HIV Curriculum for Homeless Shelters
SESSION TWO

HIV «202" S
Objectives of Session 2 : At the end of this session participants will:
* have basic knowledge of current therapies for HIV

*» understand the importance of adherence to HIV medications, early intervention treatment, and
medical treatment plans.

Time : 2 hours.

Materials: Group agreeménts posted in pfominent place.
flip-chart, markers, tape,
Handouts “Daily Dosing Of Available Antiretroviral Agents.” (see resources) .

Purpose of this session is to learn how the new drug therapies work on the HIV virus.

To avoid misinformation about the new medications and their side effects; it is very important to
invite a case manager from the local AIDS Service Organization, (ASO) case manager, nurse, MD or
other community based organization dealing with HIV+ clients. One of the most effective parts of
this session is to invite a guest speaker, someone who is living with HIV to present this part of the
training. Most ASOs employ trained case managers. Case managers help people living with FITV
access medications, deal with the Health Department, access a good physician, and find support -
groups. Case managers are also trained to explain the effects of the new drug thefapies on the
immune system and the necessity for adherence to the medication regimens for someone living with
HIV. The guest speaker will provide an authentic account of living with HIV and daily life on
medication and HIV therapies. The speaker will relate from experience the emotional, psychological
and social impact of living with HIV/ATDS. It is vital that staff of homeless shelters understand the
importance of dispensing medication on time to their HIV positive clients, and the results of missed
or delayed doses of HIV medications.

1) HIV 101 Review : (10 minutes)
Review the transmission of HIV and the risk factors involved. Review the section on the immune
system, and the effects of the virus on the CD4 cells (helper cells.)

2) Introduction of Case Manager. (50 minutes including question and answer time)

The case manager will explain the following:

How HIV attacks the body.

The meaning of viral load and its effects on the body. The meaning of CD4 counts

Opportunistic infections that attack a weak immune system.

The current treatments being used to suppress the effects of HIV in the body. The side effects of anti-
viral medications.

The importance of providing medications at the proscribed times.

BREAK FOR 10 MINUTES




3) Introduction of Guest Speaker (40 Minutes including guestion and answer time) _

The speaker should be prepared to share her/his story of living with HIV and taking medications on a
daily basis. If the speaker agrees to show a day’s worth of medication to the group, it is an effective
method of demonstrating the importance of strict adherence to medication regimens.

Allow for response time.

SUMMARY AND CLOSURE
Summarize the salient points of the session. Closure time may be group sharing time, or pairs of
participants asking each other pre-written questions on information presented during the session.




HIV Curriculum for Homeless Shelters

SESSION THREE -

Repeat goal of training.

Hepatitis A, B, C,

Objectives of Session 3: At the end of this session the participants will be able to

e define transmission of the Hepatitis Viruseés and current thérapies-

* Examine the similarities for transmission of some Hepatitis and for HIV.

e Start a dialogue on why there is a stigma attached to HIV, and not to Hepatitis viruses which
have similar modes of transmission. This is a preparation for Session 4.

Time : 2 hours

Materials:  Brochures on the Hepatitis Viruses can be obtained from the state Health Department
' Flip-chart of HIV/AIDS transmission outline from first session.
Blank flip-chart paper, and markers.
“Hepatitis A, B and C: The Basics™ (see resources) The trainer should utilize this
handout in creating a flip-chart similar in layout to the HIV chart before the session.
Once again, We recommend that trainers seek assistance from local health agencies
before presenting this material.

1) HIV 101 Review : (10 minutes )
It is important to reiterate the modes of transmission for HIV at the start of every session.

2) Introduction of the Hepatitis Viruses (“HEPS”) 50 minutes

Refer to your prepared flip-chart to show the transmission for each hepatitis virus. Ensure that
participants understand that all hepatitis virus cause liver disease. When you get to hepatitis B note
that ; The hepatitis B virus (HBV) can be transmitted through blood and other body fluids like semen,
vaginal fluids, breast milk, saliva, and urine. Ask the group to look at the similarities in the fluids that
transmit HIV. Refer back to the HIV chart. Be sure to point out that HIV is not generally transmitted
through urine, (unless it contains infected blood) and is not generally transmitted through saliva
unless HIV infected blood is present. At this point ask the group to consider why people with HIV
often suffer discrimination yet the same is not true for people with HBV. This discussion is usually
lively and it creates a good lead for the next session on homophobia and discrimination.

BREAK FOR 10 MINUTES

3) Continue working through the prevention and treatment for the hepatitis viruses. 50
minutes - ' :

At the end of the “HEPS” session, review the universal precautions from the first session and confirm

that protections are identical for all bloodbome viruses. '

SUMMARY AND CLOSURE ,
Summarize the main points of transmission modes of the Hepatitis viruses. For closure break into

~ smaller groups, ask the participants to brainstorm ideas for putting their new knowledge into practice
in their shelters. Bring the group together and discuss the ideas presented, write responses on flip-




chart, Remmd the group of the topic for the next session. Trainer’s may also close the session with a
meditation, or a yoga exercise.




HIV Curriculum for Homeéless Shelters

SESSION FOUR

Repeat the goal of training

Values Clarification on issues of AIDS and Sexuality

Objectives of Session 4 : At the end of this session the participants will be able to
 listen to opinions that are different from their own.

o discuss the stigma attached to HIV

¢ offer people an opportunity to share their values in a non-judgmental setting.

Time : 2 Hours

Materials : 3 Cards with the words “AGREE” “DISAGREE” “NOT SURE” {one word per card)
Flip-chart, markers, and tape -

Remind participants of the group agreements and make sure the agreements are prominently posted.
1) HIV 101 Review : (10 minutes)

2) “Iagree” exercise : (50 minutes)

Talking about values can be a sensitive issue. Explain to the group that in this exercise they will be
asked to share their feelings about their values. Review the group agreements to ensure safety for
members of the group to express differing opinions. Remind the group it is okay to disagree with
someone but ntot to put them down or judge them. If people express an unpopular opinion it is
important for the trainer to support their willingness to stand up for their values. When expressing
your own viewpoint be clear that this is a personal point of view, not a policy statement.

Explain that you are going to place the “Agree” “Disagree” and “Not sure” cards in different parts of
the room. Once you have placed the cards tell the group you are going to read a list of value
statements. As you read each statement ask them to think carefully about the feelings each statement
creates as it is read. Then suggest they stand near the card that reflects their opinion. Ask for
volunteers to share their feelings about the statement. Remind the group that it is okay to pass and
there are no right or wrong answers only opinions. Everyone is entitled to hold their own opinions but
not to put other people down for having a different opinion. Once a person has shared their opinion
and everyone has heard it, some people may want to change their position. This may be because they
received more information about the statement. For whatever reason it is okay for people to change
positions. Aliow time for discussion on the statements. |

Examples of some statements. (?ou may add your own or think up new ones)
I wouid not ezt food cooked by someone with AIDS
I think giving clean needles to drug users is a good way to halt the spread of HIV

Gay people are responsible for the spread of AIDS.




The information about HIV is changing all the time and I don’t trust that HIV is not spread by
casual contact or by mosqultoes

I think it should be a crime for people mfected w1th HIV to have sex without telling thelr
partner.

(Discussion point - What is the difference between someone who knomngly engages in high risk
activity, and does not get tested for HIV as opposed to someone who gets tested finds out they are
HIV+ and does not tell their sex partners or needle sharing friends??) This exercise usually engenders
a lively debate. : -

BREAK FOR 10 MINUTES

3) Discussion on Homophobia and the stigma of HIV. 50 minutes

Place the flip-charts of the HIV transmission outline and the Hepatitis transmission routes on the
wall side by side. Ask thie group to note the similarities for risk and infection. Then ask them to
discuss the reasons why there is a greater stigma attached to people who are HIV positive than to
people who are hepatitis B positive. Discuss the origins of BIV in America and how the health
departments and media contributed to the myth that HTV was a Gay Related Immune Disease,

(GRID) Identify the word homophobia as being a fear and sometimes a hatred of people who are
gay/lesbian/bisexual or transgender. Ask the group to relate their own experiences of what it is like to
be seen as “different” either because of race, class, color, gender, or religion,

At the end of thé discussion ask the group to count off in numbers 1 and 2. Then ask the number Is to
stand in a circle, iumber 25 will form an outer circle facing a partner. Ask the number 1s to relate to
their number 2 partnér their earliest memories of heating about lesbians. This can include messages
picked up from peers, parents, jokes, teachers, books, religious teachings, efc. Give the group two
minutes to do this and call a halt. Now ask the number 2s t0 relate to their number 1 partner their
carliest messages abotit gay men. When the two tiinutes are up ask for volunteers to share their -
messages. Write some of the key statetents on & fhp-chart and ask people if they remember the
feelings these messages created at the time. Ask about feelmgs created today as they listened again to
those messages. Point out to the group how these messages are included in our upbringing and in our
culture, and how many of us do not realize that the messages are hurtful and often destroy the self
esteem of the person who is gay/lesbian/bisexual or transgender.

Reassure the group that the purpose of the exercise is not to blame or judge people for holding
certain beliefs. It is to help the group explore where the beliefs came from and to examine how we,
as a society, can change those beliefs to celebrate and honor diversity in all people The dignify of all
people must be affirmed and respected.

SUMMARY AND CLOSURE

Example of a summary question to pose to the group

How did this exercise show you the value of different beliefs? Use some examples of other issues -
gender, race, color, religion. Close with group sharing or meditation,




HIV Cusriculum for Homieless Sheltrs

| SESSION FIVE
Repeat the goal of training

Laws and Policies relating to HIV, infectious dxseasw anjd i'éporting.

Objectives of Session Five : At the end of this session participants will
* understand the rights, entitlements and legal protections under Federal and State law for HIV+
people. :

Time : 2 hours

Materials:  Flip-chart, markers, and tape
Sample Pohcy from the Emmaus Homeless Shelter (see resources)

1) HIV 101 Review : 10 minutes

2) Federal/State/Local laws and policies relating to HIV, mfectlous diseases and reportmg
We recommend a State representative from the State Health Department present the portion on
Federal and Stafe laws relating to infections diseases and requirements for Teporting,

In relation to creating or updating current policies for Homeless Shelters the trainer may consider
inviting a local ACLU lawyer or policy naker to present the second part of the session. Use the
policy in the resources as a guide for policy making in homeless shelters. Stress the practical
application of laws and policies. Remind participants the final application of tlns trammg amourts to
RESPECT and CIVILITY for all. .

SUMMARY AND CLOSURE;
Summary question : How prepared do trainees fee] after the program to communicate on these
issues with their clients?

Closure : Administer post measuring tool (KABB) and present participants with certificates of
completion of training. It is a good incentive for participants if trainers offer Continued Education
Units (CEUs) for the program. The CEUs may be obtained from the DHS office of social work.
Finish the session by affirming and honoring the group for their participation in the training program.
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For the following statements please circle one 5=strongly agree, 4= agree,

I neither, agree or disagree, 2 = disagree, 1 = strongly disagree.

I wouldn’t mind being in the same room with someone 5 4 3 2
who has ATDS '

A centralized file containing the names of allpeople - = 5 4 3 2
known to have AIDS virus should be created

If I found out a friend has AIDS I would be afraid to hug 5 4 3 2
him/her

I would object to sending my non-infected child to -5 4 3 2
school with a child who has AIDS _

I believe public officials when they say AIDS cannotbe 5 4 3 2
transmitted through casual contact _

I am afraid that I will get AIDS 5
Compared with other public health problems, I think 5
AIDS is a minor problem. ‘ _
If 1 found out my lover/partner/husband/wife had AIDS, 5 4 3 2
I would still have sex with him/her. ,

=
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HIV BEHAVIOR and KNOWLEDGE

‘Below are several questions about AIDS and HIV. Answer each question
either True, False or Don't Know (DK) to the best of your knowledge.

1. Condoms make intercourse completely safe T F
2. When people become sexually exclusive with one T F
another, they no longer need to follow safer sex guidelines.

3. Oral sex is safe if pariners do not swallow T F
4. The AIDS virus does not penetrate unbroken skin. T F
5. Intravenous drug users become exposed to the AIDS T F
virus because the virus is often contained in injected drugs.

6. Donating blood carries no AIDS risk for the donor. T F
7. A great deal is known about how the AIDS virus is T F

transmitted.

8. It is more important to take precautions against AIDSin T F
a large city.

9. Coughing does not spread the AIDS virus, T F
10. By reducing the number of sexual partners, you are T F
effectively protected from AIDS.

3=

DK

DK

DK
DK
DK

DK
DK

DK

DK
DK




HIV and Its Transmission

Research has revealed a great deal of valuable medical, scientific; and public health
information about the huiman immuriodeficiency virus (HIV) and acquired imriuno-
deficienicy syndrome (AIDS). The ways in which HIV can be transmitted have
been cléarly identified. Unfortunately, false information or statements that are not
supported by scientific findings continue to bé shared widely through the Intefnet or
popularpress. Therefore, the Centers for Disease Control and Prevention (CDC)
has prepared this fact sheet to correct a few misperceptions about HIV.

T AT e e e T

HIV is spread by sexual ontact vmh an infected person, by shanng needles and/or
syringes (primarily for drug injection) with someone who is infected, or, less com-
monly (and now very rarely in countries where blood is screened for HIV antibod-
- ies), through transfusions of infected blood or blood clotting factors. Babies born to
HIV-infected women may become infected before or during blrth or through
breast—feedmg after birth,

In the health care setting, workers have been infected with HIV after being stuck
with needles containing HIV-infected blood or; less frequently, after infected blood
gets into aworker’s open cut or a mucous membrane (for example, the eyesor
inside of the nose). There has been only one instance of patients being infected by a
health care worker inthe United States; this involved HIV transmission from one
infected dentist to six patients. Investigations have been completed involving more
than 22,000 patients of 63 HIV-infected physicians, surgeons, and dentists, and no
other cases of this type of transmission have been identified in the United States.

Somé people fear that HIV might be transmitted in other ways; however, no
scientific evidence to support any of these fears has been found. FHIV were being
transrnitted through other routes (such as through air, water, or insects), the pattern
of reported AIDS cases would be much different from what has been obsérved.
For example, if mosquitoes could transmit BIV infection, many more young chil-
dren and preadolescents would have been diagnosed with AIDS.

All reported cases suggesting new or potentially unknown routes of transmission

- are thoroughly investigated by state and local health departments with the assis-
tance, guidance, and laboratory support from CDC. No additional routes of
transmission have been recorded, despite a national sentinel systeni designed to
detect just such an occurrence.

The following paragtaphs spec:1ﬁcally address some of the comhon misperceptions
about HIV trahsmiission. '

HIV in the Environment

Scientists and medical authorities agree that HIV does not survive well in the
environment, making the possibility of environmental transmission remote. HIV is
found in varying concentrations or amounts in blood, semen, vaginal fluid, breast

e ]
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milk, saliva, and tears. (See page 3, Saliva, Tears, and Sweat.) To obtain data on the survival ofHIV labora-
tory studies have required the usé of aruﬁclally hlgh concentrations of iaboratory—grown virus; Althoughﬂ-; 58
unnatural concentrations of HIV can be kept alive for days or even weeks under precisely controlied and hmzted
laboratory conditions, CDC studies have shown that drying of even these high concentrations 6£HIV rediices

 the amount of infectious virus by 90 to 99 percent within several hours. Since the HTV concentiations ised in
laboratory studies are much higher than these actually found in blood or other specimens, drying of HIV-
infected human blood or other body fluids reduces the theoretical risk of environmental transmission to that
which has been observed—essentially zero, Incorrect interpretation of conclusions drawn froti laboratory
studxes have unnecessarily alarmed: some people.

Results from laboratory studies shiould not be used to assess specific personal risk of infection because (1) the
amount of virus studied is not found in human specimens oreélsewhere in nature, and (2) no-one has been
identified as infected with HIV due to contact with an environmental surface. Additionally, HIV is unable to
reproduce outside its living host (unlike many bacteria or fungi, whi chimay do so under suitable conditions),
except under laboratory conditions, therefore, it does not spread or maintain mfectlousness outsideitshost.

Households

Although HIV has been transmitted bétween family members in a household setting, this type of ransmission is
very rare. These fransmissions aré believed to have resulted from contact between skin or miicous membranes
and infected blood. To prevent even such rare occumrénces, precautions, as described in previously published
guidelines, should be taken in all settings—inchiding the home—1o prevent exposures to the blood of PErsons
who are HIV infected, at risk for HIV infection, or whose infection and risk status dre unknown. For example,

*  Glovesshould be worn during contagt with blood or other body fluids that could possibly contain visible -
blood, such as urine, feces, or vomit,

*  Cuts, sores, or breaks on both the care giver’s and patient’s exposed skin should be covered with ban-
dages.:

* Hands and other parts of the body should be washed immediately after contact with blood or other body
fluids, and surfaces soiled with blood should be disinfected appropriately.

*  Practicesthatincrease the likelihood of blood contact, such as sharing of razors and toothbrushes, should
be avoided.

*  Needies and other sharp instruments should be used only when medically necessary and handled according

to recommendanons for hmlm-care settings. (Do not put caps back on needles by hand or remove needles

from syringes. Dispose of neédles in punchire-proof containers out of the reach of children and visitors.)

Businesses and Other Settings

There is no known risk of HIV transriission to co-workers, clients, or consumers from contact in industries such
as food-service establishments (see information on survival of HIV in the environment). Food-service workers
known to be infected-with HIV néed not be restricted from work unless they have other infections orillnesses
(such as diarrhea or hepatitis A) for which any food-service worker, regardless of HIV infection status, should
berestricted. CDC recommends that all food-service workers follow recommended standards and prachces of
good personal hygiene and food sanitation.

In 1985, CDC issued routine precautions that all personal-service workers (such as ha:rdressers, barbers,
cosmetologists, and massage therapists) should follow, even though there is no evidence of transmission ﬁom a
personal-service worker to a client or vice versa. Instruments that are intended to penetratethe skiri (Suchas -
tattooing and acupuncture needles, ear piercing dewces) should be used once and disposed of or'thomughly
cleaned and sterilized. Instruments not intended to penetrate the skin bt which may become contammaxed with




blood (for example, razors) shovild be sed for orily one client and disposed of or horoughly cleznedand.

disinfected after each use. Personal-service workers can use the same cleaning procedures that are recom-
mended forbealth care institutions. '

CDC knows of no instances of HIV transmission through tattooing or body plercing, although bepeatitis Bvirus
has been transmitted during some of these practices. One case of HIV transmission from acupuncture hasbeen
documented. Body piercing (other than ear piercing) is relatively new in the United States, and the medical
complications for body piercing appear to be greater than for tattoos. Healing of piefcings generally will take
weeks, and sometimes even months, and the pierced tissue could conceivably be abraded (torn orcut) or-
inflamed even after healing. Therefore, a theoretical HIV transmission risk does exist if the unhealed orabraded
tissues come into contact with an infected person’s blood orother infectious body fluid. Additionally, HIV could
be transmitted if’ instruments contaminated with blood are not sterilized or disinfected between clients..
Kissing | -

Casual contact through closed-morith or “social” kissing is fiot a risk for trarismission of HIV. Becanseofthe
potential for contact with blood during “Frénch” or open-mouth kissing, CDC recommends against engaging in
this activity with a petson known to be infected. Howéver; the risk of acquiring HTV during opermouth Kissing
isbelieved to be very low. CDC has irivestigated only one case of HIV infection that may be attributed to.
contact with blood during open-moiith kissing, : '

Biting | 7 :

In 1997, CDC published findings from a state health department investigation of an incident that suggested
blood-to-blood transmission of HIV by a hurnan bite. There have been other reportsin themedical literature in
which HIV appeared to have been transmitted by a bite. Severe trauma with extensive tissue tearingand
damage and presence of blood were reported in each of thése instances. Biting is not a common way of trans-
mitting HIV. In fact, there are mimerous reports of bites that did riof result in HIV infection..

Saliva, Tears, and Sweat

HIV has been found in saliva and tears in very low quantities from some AIDS patients. It is important to
understand that finding a small amount of HIV in a body fluid doés not necessarily mean that HIV canbe

Iransmitted by that body fluid. HTV has not been recovered from the sweat of HIV-infected persons. Contact
with saliva, tears, or sweat has never been shown to result in transmission of HIV. : ..

Insects

From the onset of the HIV epidemic, there has been concern about transrission of the virus by biting and
bloodsucking insects. However, studies conducted by résearchers at CDC and-elsewhere have shown 0o
evidence of HIV transmission through insects—even in areas where there are many cases of AIDS and large
populations of insects such as mosquitoes. Lack of such outbreaks, despite intense efforts to detect them,
supports the conclusion that HIV is not transmitted by insects,

The results of experiments and observations of insect biting behavior indicate that when an insect bites-a.
person, it does not inject its own or a previously bitten person’s or animal’s blood into the next person bitten.
Rather, it injects saliva, which acts as a lubricant of anficoagulant so the insect can feed efficiently. Such diseases
asyellow fever and malaria are transmitted through the saliva of specific species of mosquitoes. However, HIV
lives for only a short time inside an insect and, unlike organisms that are transmitted via insect bites, HIV does
not reproduce (and does not survive) in insects. Thus, even if the virus entersa mosquito or another sucking or
biting insect, the insect does not become infected and cannot transmit HIV to the nexthuman it feeds on or
bites. HIV is not found in insect feces, '




Thereis also 1o reason to fear thata bmng or bloodsucking insect, such as a mosquito, could transmit HIV from

sother 1 HIV-infected blood left on its moiith parts. Two factors serve to explain why this -
is so—-ﬁrst,’mfected people d6 not have constanit, high levels of HIV intheir bloodstreams and, second, insect
mouth parts do not retain large amounts of blood on their surfaces. Further, scientists who study insects have
determined+that biting insects normally do not travel from one person to the nextimimediately after ingesting
blood: Rather; they fly to a resting place to digest this blood meal.

Effectiveness of Condoms

Condoms are class:ﬁed as medical devices and are regulated by the Food arid Drug Administration (FDA).
Conidor manufastirérs in the United Stafes test éachlatex conidom for defects, ineluding holes, before itis
packaged, The proper -and consisterit use of latex or polyurethane (at type of plastic) condoms wheri ¢ engagmg in
sexual intercoursé—vaginal, anal, ot oral—can greaﬂy reduce a person’s risk of & acqmnng OF transmitting

. sexually transmitted diseases, including HIV infection.

There are many different types and brands of condoms available—however, only latex or polyurethane
condoms provide a hlgh.ly effective mechanical barrier to HIV. In laboratories, viruses occasionally have been
showrito pass; through natural membrane (“skin” or lambskin) condoms, which may contain natural pores and
are therefore not recommended for disease prevention (they are documented to be effective for contraception).
‘Women may wish to consider using the female condom when a male condom cannot be used.

For condoms to provide maximum protection, they must be used consistently (every time) and correctly.
Several studies of correct and consistent condom use clearly show that latex condom breakage rates in this
country aré less than 2 percénit. Even when condoms do break, ohe study showed that more than half of such
breaksoccurred prior to gjaculation.

When condoms are used reliably, they have been shown to prevent pregnancy up to 98 percent of the fime
among couples using them as their only method of contraception. Similarly, numerous studies among sexually -
active people have demonstrated that a properly used latex condom provides a high degree of protecnon .
against a variety of sexually transmitted diseases, including HIV infection.

~ For more detailed information about condoms, see the CDC publication “Facts about Coridors and Their
Use in Prevernting HIV Infection and Other STDs.”

CDC'’s Response

CDC is committed to providing the scientific community and the public with accurate and objective
information about HIV infection and AIDS. 1t is vital that clear information on HIV infection and AIDS be
readily available to help prevent further transmission of the virus and to allay fears and prejudices caused by
misinformation. For a cornplete description of CDC’s HIV/AIDS prevention programs, see “Facts about
CDCs Role in HIV and AIDS Prevention.”

PO 5o Ve P G B
For more information...
CDC National AIDS Hotline:
1-800-342:AIDS (2437} ,
Spanish: 1-800-344-SIDA (7432) (HIV and S'I'Ds)
_ Deaf: 1-800-243-7889
£DC Naticpnal Prevention Information Network: Internet Resources:
P.O.Box 6003 DHAP:; http;//wvw.cde.gov/hiv
Rockville, Maryland 20845-5003 NCHSTP: hitp://www.cde.gov/nchstp/od/nehstp.htm]
- 18004585231 NPIN: http:/iwww.edenpin.org
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NATIONAL HOTL_INEs----- ,‘

AIDS Clinical Trials Information Service..........

CDC Hearing impaired AIDS Hotline (TTY)

€DC Labor Responds to AIDS Resource Service

£DC National AIDS Hotline

......... . 1-800-TRIALS-A National Child Abuse Hotline . 1-800-422-4453
........... 1-800-243-7889 Nat' Cocaine Hotline (Chemiica! Dependency)......... 1-B00-COCAINE
,,,,,,, 1-800458-5231  Nat'l Drug & Alcoho! Treatment Routing Service....1-800-652:HELP
1-600-342-A1D5s  National Herpes Hotline : 1-915-361-8488

£DC National AIDS Hotline {Classroom Calis)...

.. 14800:242-AID5 Recarded information o herpes... 1-800-553-4325

CDC Spanish AIDS HOINE oo 1-800-344-7432  PrOject Inform (HiV Trestment Hotling).....orvevcnoce #800-822-7422
CDC National Prevention Information Network .....1-800-458-5231 Rape Abuse and Incest Nat'l Network (RNNN) """ 1-800-656-HOPE
CDC National STD Hotline 1-800-227-8922

CDC~Recorded information;

AIDS Statigtical Inforhation LINg ...,

Fax Information Semcehne...........
General Info. (tndudmg nfo. on HIVY

Center for Substance Abuse Prevention (CSAP) . -. .~
Nat'} Cleafinghouse for Aleohol & Drug Info... .1-800-72 _-6636

Children of the Night

{help hotiine for peopleof all ages)...........;......

Hepatitis and Liver Disease Hotline

HIV/AIDS Treatment Infarmation Service.......

HOTLINES srsaac 70 YOUNG PEOPLE
) 1-388-?32—3299 : Boystoinm National Hotﬁne JU— .................1-800-448-3000
£.93735¢ Cavenant Hse Nmehne!tns:smterventmn Ltr.1 -800-599-9509
'HIPS Hotline (for adolescent RROSHULES) ... 1-B00-676-4477
National Gay & Lesbian Yoisth HOtINe .u..n.......1-800-347-TEEN
Nationa! Pediatric HIV Resource Citr (NPHRC),i:1-800:362-0071
. Nat'lﬂunamyswﬁxboaﬁd{adolescentm fine).1-800-521-4000 -
TEENS TAP (Teeris Tedching AIDS Preventnon) ~1-800-234-TEEN -
“The Teen AIDS HOtiine ... comicivnspesusnpien 1-B00-840-TEEN

< -890-‘551 -1300
i 1-B00-223-0179

AIDS HOTLINES BY STATE AND TERRlTORY

1-800-228-0469
. 1:800-478-AIDS
1-800-334-1540
1-800-364-A1DS
California (Northem)
S0, & ENQ. e - 1:800-367-AIDS
(Tagalog) ---
{TDD) S
California (Southern)
{English) 1-800-822-AIDS
(Spanish} .. $-800-400-51DA

{TTY/TDD) ... 1-800-553-AIDS
Colorado ...ovevevevvvvenrecnnen.. 1-B00-252-A1D5

(FTY/TDD) . 1-303-691-7719
Connecticut ... - 1-B00-203-1234
Dalaware ............comne..... . 1:800-422-0429
District of Columbia ... 1-202-332-AIDS

(TTYADD) .o 1-202-787-3575
FIOMIER oo 1-800-352-A1DS

{Spanish) ... omevceae - 1-800-545-51DA

(Haitian Creoie) ........ 1-800-AIDS-101

113 2 R 1-888-503-7118
Georgia ... - weeenee 1-B00-551-2728

(T'Wﬂ' DD) e 1-404-876-9950
Hawai .. oceeveee oo - 1-800-321-1555
tdaho *

- Mitinois _
{Sp. & Eng.) .. .. ...
(TTYTDD) ..

indiana .. .
ﬂ'WfI’DD}

JOWA e evereeenseeeneiee e 1-800-445-A10S (EDD) e 1-800-36_=94AIDS
Kansas * North Carolina *
KEntueky ... 1-600-840-2865  North Dakota ... ... 1-800-472-2180
LOSIAN2 oo, 1-B00-892:4379 QMO o ercmrceersscesen 1-800-332-A105
1-860:851-AIDS {TTY/TDD) ... 1-800-332-3889
T Oklahoma ..... ... 1-800-535-AID5
... 1-800-638-6252 1y ¢ S 1-800-535-AIDS
FED oo ... 1-B00-553:31407 Oregon 1_503. i) DS
(VNMetro DC area; . 1-800-322-7432 CTTYITOD) —oone 1502 _223-223 A' .tIBS -
Massachusetts .................... 1-800-235-2331 {available in area codes
{(TTY/IDD) ... 1-B17-837-1672 503, 206, 208} ...c.conn 1-800-777-A1DS
MIChIGaN oo eenec 1-800-872-AIDS Pennsyivania 1-800-662-6080
(Spanish) .... C1800-8265mA | UEto RO ... 20

(FFY/TDD) ............ 1800-332-0849  Rhode Island 1-800-726-3010
(heatth care workers) 1-800-5220399  south Caroling .............. 1-800-322-AIDS

MINNESOLR vt oo 1-800-248-AIDS South Dakots .. 1-800-592-1851

" MHSSISSIPPE oo crer e 1-800-826-2961 1-800-525-A1DS
MisSOUF ooere R 1-800-533-AIDS 1-800-243-AID5
MOTRENR oo e 1-800-233-6668 -~ 1-800-252:8012
NEBLASKS voveovvnersereovarnrs - 1-BO0-7B2-AIDS 1-800-366-AlDS
Mot e VOGRS (R
New Hampshire ... 1-800-752-AlDS v’rgm:a ............ 16005334148 °
New Jersey (FTY/TOD) .. cocvrrrr 1-800-533-4148

oo 1-800-624-2377 {Spanish) ... . 1-800-322-5IDA

. BIE2I3-AIDS
. 1:800-327-3577
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Hepatitis A, B and C: The Basies

. June ‘!998

Reprinted from the March 1998 issue of Positive News (415/487-8063), which was adapted by Christopher Gortner fram the art:cle
“Hepatitis” by Liz Highleyman in the January 1998 issue of BETA. Both are pubhshed by the San Francisco AIDS Foundation.

What Is Hepaﬁﬁﬁ

I l epatitis is a disease that affects the liver. The liver is a large organ located under the ribcage that helps clean the budy of
substances like drugs and toxins (poisons). Hepatitis can be caused by different factors, including viruses and toxins, This article

is about Hepatitis A, B and C. Hepatitis is usually called acuté (short-term) or chronic (long-term). Acute hepatitis is thi first stags of
the illness, Hepatitis B and C canbecome chromc Chronic hepatitis cani last formany years and can resultin permanent liver damag ge.

Hepatitis A :

Hepatitis A is dlso called infectious hepatms Itis the
most commen type of hepatitis, and is caused by a
virus called the hepatitis A virus,or HAV. This virus
usually infects a person through oral contact with

contaminated food or water, HAV can alsobe passed

from person to person when changing an infected
baby’s diapers or during oral/anal sex. Household
cortact with-an infected person {such as sharing
spoons, forks-or knives) may als¢ transmit HAV.
The symptomns of hepatitis' A usually develop
quickly, within 10 to 50°days. The first symptoms

incinde fever,pain in thestomach, nausea and fatigue-

{feeling tired). People with hepatitis A can infect
others during the first 10 days of their iliness. Some
people with HIV, especially young children, do not
develop symptoms, but can still pass the virus on to
" others. Hepatitis A usually cures itself. Some people
may take 6 to 12 months tocompletely recover. Hepa-
titis A does not become chronic.

People who have been exposed to HAV and have
developed antibodies against the virus, and people
whohavealready had hepatitis A, cannot develop the
disease again:

Prevention of Hepatitis A

The fifst way 6 avoid being exposed to, or infected
by, HAV is to practice good hygiene. Always wash
your hands after uising the toilet and before preparing
food, and be careful about possibly contaminated
food and water, especially when traveling,

Hepatitis A can be prevented With a vaccine. The

vaccine is safe for adiilts and children, and involves

one injection followed by a booster (a sécond injec-
tion) 6t0 18 months later. Protection froim the vaccine
iasts at least 4 years. The vaccine is Fecommended for
all men who have sex with men, international travel-
lers, injection drug users, people in the military, day-
care center workers; and children living in areas with
high rates of hepatitis A. The HAV vatcine is also
recorfiméndéd for ali HIV positive people who have
never had hepafitis A. -

- Treatment for Hepatitis A

There is no effective treatment for hepatitis A. If a
person has been exposed to HAYV, an injection of
immune globulin (antibodies) can help prevent the
disease -from. developing, or reduce the length or
severity of the disease. This treatment is called post-
exposure preventon. It should be given within 2
weeks after a person has been exposed to the virus.

Hepafitis B

The hepatms Bvirus (HBV) causes hepatitis B. Hepatitis B canbe transmit-
ted through blobd and other bady fluids like semen, vaginal fluidsbreast
milk, saliva, and uriné. It can also be transmitted by sharmg needles with
aninfected i person ot through the use of unsterilized ncedies for tattoos-or
body plercing. Sharmg toothbrushes or razors, and havmg unprotected -
sex with an infected person, can also transmit the virus. Mothers can
transmit HBV to their babies-late in prégnancy or during birth. HBV.is
easier to transmit than HIV, and harder to kil It can live in dried blood for
as long as 10.days, and on some kinds of surfaces, it can lwe for as long as
30 days

The symptoms of hepatitis B can develop as early as 40 days after
infection or as late:as 180 days after infection. People with HEV can
transmit the virus for.50 to 60 days after infection. The first symptoms of
hepatitis B include fever, stomach cramps, nauses, vomiting, loss of
appetite and muscle aches,

Almost ali babies infected with HBV become chronic carriers of the
virus, Carriers may or may not develop symptoms of the disease; but can
still infect others. Some people never develop hepatitis B symptoms. Other
people develop chronic hepatitis B. People with chronic hepatitis B may
suffer from permanent liver damage called dirrhosis, or from liver cancer.
Hepatitis B is life-threatening.

Prevention of Hepaditis B

To avoid HBV expbsure or infection, it is zmportant to not share needles,
cocainestraws, ciack pipes, or personal items like toothbrushes and razors.
Itis also important to use sterilized needles for tattoos, body piercing, and
acupuncture. Because HBV and other viruses can betransmitted by unsafe
sex, it is impottant to use-condoms and dental dams.

Hepatitis B can also be prevented with a safe and highly effective
vaccine. The HBV vaccine is given in 3 injections; the second injection is
given 1 month after the first, and the third is given 5 months later. Today,
the HBV vaccine isrecommended by doctorsas part of standard childhiood
vaccinations, It is. also recommended for" teenagers not.vaccinated as
children, HIV positive people, healthcare workers, meg‘who havesexwith
men, and injection drug users.

Post-exposure prevention using immune globulin can help prevent a
person from developing hepatitis B disease. Immune globulin plus the first
of the 3 vaccine injections should be given no later than 72 hours after the
person is first exposed to HBV. This procedure can also help prevent the
transmission of HBY from a woman with hepatitis B to her newbornbaby.

Treatment for Hepatitis
The only approved treatment for hepatitis B is interferon alfa. Interferon
alfa is a drug that reduces virus reproduction in the body and stimulates
the immune system. Interferon alfa is an effective treatrhent in about half
of all hepatitis B cases.

Interferon abfa is injected under the skin 3 days a week fot 12 montlis.

“The treatment works better in peopie ivith low HBV virus loads, and in

people without permanent liver damage. Side effects of interferon alfa
include flu-like symptoms. E\penmental treatments are being tested.
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Hepatitis: The Basics
Hepatitis C

Hepatitis C is caused by a virus called
HCV.HCV isusually transmitted through
blood and other body fluids, and people
get mfected in miany of the same ways as
with HBV (shanng needles, etc'). Sexual
transriission of HCV is not comon.

Hepatitis C is more common among
injection drug users who share contami-
nated neetlles,and hemophiliacs who re-
ceived contaminated blood products. An
accurate test to detect HCV in donated
blood became available in. the US, in
1992. Anyoriewhoreceivedablood prod-
uct transfusion before 1992 should be
tested for HHCV.

The first symptoms of hepatitis C
include a flu-like fliness that usually de-
velops1to 3 inonthsafterinfection. Many
people infected by HCV only develop
mild symptoms of the disease: Other
people ‘have no symptoms at all. The
synmiptoms of hepatitis C are usually less
severe than the symptoms of hepatitis B
or A, but hepatitis C diseasecan be more
serious. Almost 85% of people infected
with HCV develop chronic hepatitis C.
Chronic hepatitis C can cause permanent
liver damage, liver cancer, and death.
Prevention of Hepatitis ¢
Nowaccine is available to prevent hepatitis C.
To prevent HCV exposure or infection, it
isimportant to notshare needles, cocaine

straws, crack pipes; or personalitemslike -

toothbrushes and razors. Itis also impor-
tant to use sterilized needles for tattoos,
body piercing, and acupuncture. Al-
though HCV is not often -transmitted
through sex, condoms and dental dams
can reduce the risk of exposure to HCV.
Treatwment of Hepaiitis &

Interferon alfais the only approved treat-
ment for hepatitis C. Relapses of the dis-
ease after treatment ate cormmon. Some
experimental treatments arebeing tested.

Toxic and drug-induced hepatitis
Theliver's main jobis to clean the body of
toxic substances. In some cases, the liver
can become overworked if the level of
toxins in the body gets too high.

Many drugs, including anti-HIV
drugs, anti-tuberculosis drugs, sulfa
drugs, and pain relievers with acetami-
nopheén {siich as 'l'ylenol) strain the liv er.
Excessive levels of natural or arhificial
hormories liké téstosterone carl damage

the liver and cause drug induced hepati-

tis. Some herbs, poisonous mushrovmis
and industrial products can also cause
toxic hepatitis. -

Differént drugs-and toxins cause dif=

ferent kinds of liver damage. Damage can
develop immediately after exposure oras
long as 6 months later. Heavy, short-term
use of alcohol can cause hepatitis; long-
term alcohol abuse cani cause cirrhosis of
the liver and death.

Insomecasés, if the toxic substance s
d:scontmued the liver will recover. In
other cases, the damage is permhanent.

Acute Hepatitis

" Acute hepatitis usually starts with a flu-
" like illness. Symptoms can include fever,

nausea, vomiting, loss of appetite, fatigue,
and muscle aches. Some pedple have pain
in the upper part of the abdomen and

.itchy skin. People with acute hepatitis

also usually have high levels of two liver
enzymes in their blood. -

The flu-like symptoms usually dis-
appearin a few weeks. After that, some
people develop jaundice; or yellowing of
their skin and the whites of their eyes.
Jaundice is a sign that the liver is not
working properly.

Most people with: acute hepatitis en-
ter a recovery period that can last from 2
to 12 weeks or longer, during which =
person may stili feel tired and have 2
tender abdomen:.

Chronic hepatiis -

* Some people with hepatitis B or C donot

recover completely from the disease.
Hepatitis B and C cai become chrenic,
Long-term effects includé cirrhosis, liver
cancer, and fatal liver failute.

About 5 to 10% of people infected
with HBV develop chromic hepatitis B.
Chronichepatitis Bis morelikely inpecple

_who were irifected during childhood—

up to 90% of these people become chronic
carriers.

More people infécted by HCV de-
velop chronic hepatitis G—nearly 85%,
say experts. Although some people with
chronic hepatitis C do not show any signs
of liver damage, they can still infect oth-
ers. Other people suffer liver damage,
and the disease worsens as time goes on.
Chronic hepatitis B arid C are more likely
in people with weakened immune sys-
tems, like HIV-positive people.

Chronic hepatitis can damage theliver

faflure: Liver faflure caused by chromc
hepatitisis the major reason forlivertrans-

plants in the U.S. Untreated liver failure
is fatal,

Viagnosis of Hepatttis

A doctor usually makes a diagnosis of
hepatitis after looking at different fac-
tors. Because the flu-like symptoms are
common to'many other diseases besides
hepatitis, relying on just these symptoms
is not the best way-to diagnose hepatitis.

Besides flu-like:symptoms, a person.

with hepatitis may have jaundice (yel-
lowing of the skin), dark-coloréd urine,
and visible masses of blood vesselsunder
the skin called spider angiomas. A per-
son with hepatitis may also feel tender-
ness or pain in the upper right part of the
abdomen.

A physical exam of the abdomenmay
revealanenlarged (swollen) liver, orsmall
(shrinking) liver. In some cases, an uliva-
sound scan (2 computerized exam of the
body) may be done to find out the size
and shape of the liver. In other cases, a
bicpsy (removing a piece of liver tissue
with a needle so that it can be-examined
under a microscope) may be necessary.

The most reliable signs of hepatitis
show up in blood tests. Blood tests to
detecthepatitis include liver function tests
that measure liver enzyme levels in the
blood, and tests to detect hepatitis anti-
bodies in th? blood.

Hepatitis is a serious disease. Pre-
venting infection iseasierand more effec-
tive than treating the disease itself. Vac-
cines can prevent both hepatitis A and B.
Good hygiene and safe drug and sex prac-
tices can help redu_ce the risk of being
exposed to hepatitis viruses, Vaccination
against hepatitis is strongly recom-
mended for all HIV—posxtwe people.

Hepatitis Resources

* San Francisco Department of Public
Health: 415/554-2830

+ Centers for Disedse Control &
Prevention: 888/232-3328

* American Liver Foundation Flotline:
800-GO-LIVER

" Hepatitis B Foundation: 800/ 891-8786

* Hepatitis C Foundation:
www.hepcfoundation.org

(510) 658-6930
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H.O.M.EAEMMAUS\SR. BARBARA HANCE H.OM.E.
HIV\AIDS POLICY AND PROCEDURES

This policy on HTIWAIDS is being written in order to affirm the value of all human
beings and as a way of welcoming people who seek employment or shelter at any of
H.O.M.E.’s shelters or transitional houses. HIVNAIDS is a comynunicable disease (i.e., an
infectious disease). However, unlike staph or strep or flu, fellow workers and people
sharing living spaces are not exposed to the risk of infection in any casual way or from
any type of casual contact. There is a no evidence of casual transmission of HIV from
handshakes, toilet seats, door knobs, hugs, sharing food and beverages, living in the same
household, playing together, sharing toys, and so on. Research resoundingly affirms that
there is no risk of casual iransmission to household members or co-workers. Instead, the
only significant risk of HIV transmission comes from unsafe sex or needle-sharing. At
present, there are more effective medical treatments for HIV and AIDS. But it is a disease
that sometimes leads to unfair stigma and discrimination. lee any disease, it calls for
our understanding, knowledgeé and compassion.

HIV and AIDS do not present serious risks to those who use or work at HO.M.E.’s
shelters and transitional housing. However, because HIV and AIDS frequently lead to

more stigma and discrimination than other health conditions, H.O.M E. is adopting this
Policy.

POLICY STATEMENT:

PURPOSE: To establish guidelines and policies for staff, volunteers and clients in order
to protect the human rights of each individual. Also to promote an educational program
whose goals are reducing the risk of transmission of HIV and the stigma and
discrimination associated with HIV and AIDS.

POLICY: AIDS and HIV education will be a regular and integral part of our training and
counseling programs for both clients, volunteers and staff, in order to allay fear,
misconceptions or prejudice about AIDS and HIV and to encourage personal behavior
that helps prevent transmission of HIV. This edrcation will ensure that proper and current
information is available. We understand that some staff members, volunteers and clients
may raise some objections relating to their fear of contact with a person who has HIV or
AIDS. Sensitivity will be shown and education will be provided to deal with these
concerns, since one of the main goals of the education program is to combat these types
of baseless fears. Prejudicial or discriminatory:behavior, isolation, ridicule or
inappropriate actions based on irrational fear, directed at anyone with AIDS or HIV.
infection, will not be tolerated and appropriate disciplinary actions will be undertaken.
The guidelines will be individually applied, consistent with legal requirements, taking

into consideration the psychological, physical and behavioral characteristics of the
individuals involved.




GUIDELINES:

1.

Staff members or cliérits who know or suspect that they are infected with HIV are
encouraged to seek medical tésting and treatmént. The adnnmstratlon will make
every reasonable effort to provide assistance.

Routine screening of staff or clients is not recommended. .
All staff members, volunteer and clients will be treated thé same; regardless of
their sexual orientation. :

Kitchen Procedures: Food handlers; staff, clients, vblunteer cooks and anyone
who prepares food in H.O.M.E ’s kitchens must abide by the following:

a. Food handlers who have HIV or AIDS shall not be restiicted from using the
kitchen, equipment or utensils unless they have an medically verified illness,
or signs or symptoms of an illness, for which restrictions would be warranted,
based on health concerns (&.g. active tuberculosis).

b. Al food handlers should follow the recommended standards and practices of
personal hygiene and food sanitation. Frequent training will be given
regarding these standards.

c. All food handlers should attempt to avoid personal injuries during food
handling. Foods tainted with blood or other body fluids must be discarded,
irrespective of whether or not the handler is infected with HIV. :

d. A disinfectant solution { 1:10 household bleach and water ) should be
available for treating any equipment contaminated by blood or other body
fluids, whether or not the food handler has HIV.

Universal Precautions: The practice known as Universal Precautions will be
adhered to strictly. In any incidents of possible exposure of an individual or
equipment to blood, vomit or any other body fluids, latex gloves will be used and
waste will be disposed of property. Disinfecting any exposed surfaces with a 1:10
bleach solution, as well as hand washing with warm water and soap, will be
necessary.

Confidentiality: The right of an individual client, staff member or volunteer to
confidentiality with regard to his\her HIV antibody status or AIDS diagnosis will -
be respected by the administration and staff of HL.O.M.E. and all related agencies.
We will comply with Maine Law (5 MSRA, Part 23, Chapter 501, 19203) and
with federal law, including but not limited to the Americans With Disabilities Act.




a. Information that is shared with a staff member or volunteer regarding an
individual’s antibody status must be held in the strictest confidence and
shared only with the Executive Director or Administrator if necessary for

purposes of supervision, and then only: after obtaining the written consent of the

individual in question. No mention of it is to be made in the files or other written
records, except that any individual’s written consent to waiver of his or her
right to confidentlahty

b. The sharing of this information with other clients, volunteers or staff
members is the exclusive right of the infected individual.

c. H.OM.E. personnel may share information about an individual’s HIV status
with other agencies or individuals only with the specific written consent of
the individual with HIV or his/her legal guardian. The only legitimate context
of such disclosures will be that of providing comprehensive semces to the

. infected 1nd1v1dua1

d. Disciplinary action will be taken against any employee who inappropriately
discloses medical information about any client, volunteer or staff person.

€. Thése guidelines shaill be reviewed_peﬁodically and frevised_as necessary
to reflect new medical information regarding HIV and AIDS and to be
consistent with legal requirements.

 H.OM.E. and its related shelters are unique in that we are open to people from all over
the State of Maine, the country and, in fact, the world. People come to us for a variety of
~ reasons and with a variety of problems. Many parts of the U.S. and the world have been
deeply affected by the epidemic of AIDS and HIV. The key to ending this epidemic lies
in education and we will strive to provide the necessary education to everyone, clients,
staff and volunteers alike. We must always remember to be open and welcoming and to
be mindful of the humanity and rights of all individuals.
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