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Standard Operating Procedure
Outreach
For Injecting Drug Users

“Currently 'Injecting Drug Users' (IDUs) are referred to as 'People Who Inject Drugs' (PWID). However, the
term ‘Injecting Drug Users' (IDUs), has been used in this document to maintain consistency with the term used

presently in the National AIDS Control Program"

Supported by The Global Fund to Fight AIDS, Tuberculosis and Malaria - Round-9 India HIV-IDU Grant
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In India, Targeted Intervention (TI), under the National AIDS Control Program (NACP) framework, is one
of the core strategies for HIV prevention amongst injecting drug users (IDUs). Apart from providing primary
health services that include health education, abscess management, treatment referrals, etc., the Tls are
also designated centres for providing harm reduction services such as Needle Syringe Exchange Program
(NSEP) and Opioid Substitution Therapy (OST). The services under the Tls are executed through a peer
based outreach as well as a static premise based approach, i.e., through Drop-In Centres (DIC) which in turn

serves as the nodal hub for all the above activities to be executed.

To further strengthen these established mechanisms under the NACP and to further expand the reach to
vulnerable IDUs, United Nations Office on Drugs and Crime (UNODC) in India provides technical assistance
to the National AIDS Control Organisation (NACO) through the Global Fund Round 9 Project (i.e., Project
Hifazat), amongst others. In doing so, UNODC supports NACO through technical assistance for undertaking

the following:
1) Conduct Operational Research
2)  Develop Quality Assurance SOPs
3)  Develop Capacity Building/ Training Materials
4)  Training of Master Trainers

Itis in this context that a series of seven Standard Operating Procedures (SOPs) including the present one on
Outreach has been developed. This SOP also feeds into the broader NACP goals and helps strengthen and

consolidate the gains of the Tls towards scaling up of critical services.

This SOP on Outreach is the third in a series of seven SOPs developed. The main purpose of this SOP is
to help address the operational challenges of program implementation with specific reference to outreach
planning, outreach planning tools, steps in conducting outreach, services to be provided during outreach,

formats for documentation and challenges during outreach.

This SOP therefore, has also been developed with a vision to serve as an invaluable tool for the service
providers engaged in IDU Tls in India and to enable them to deliver quality services. Contributions from
the Technical Working Group of Project Hifazat which included representatives from NACO, Project
Management Unit (PMU) of Project HIFAZAT, SHARAN, Indian Harm Reduction Network and Emmanuel
Hospital Association was critical towards articulating and consolidating inputs that went into finalizing
this SOP.
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1.1 Background and Purpose

here are an estimated 2 million to 3.1 million
Tpeople living with HIV/AIDS in India and the adult
HIV prevalence is approximately 0.36%'. HIV in India
is not a generalized epidemic, but it is concentrated
among certain groups practicing high risk behaviours.
Injecting Drug Users (IDUs) form such a group, which
is vulnerable to the spread of HIV infection and other
blood-borne viruses. The practice of injecting drug
use and unsafe sex among IDUs is associated with
an increase in HIV prevalence rates among IDUs.
As per the recent sentinel surveillance exercise,
HIV prevalence among IDUs is 9.2% at the

national level.

Services and commodities provided by Tls

The goal of the third phase of National AIDS Control
Program (NACP) is to halt and reverse the HIV
epidemic in India by 2012. One of the important
components of NACP is to provide prevention,
treatment, care and support for those at highest
risk of HIV through Targeted Interventions (TIs).
NACO has responded by scaling up the targeted
interventions for IDUs and presently more than
260 Tls are catering to 76 per cent of the estimated
IDUs.

The services currently provided for IDUs under the

NACP can be divided into three tiers.

Linkage by Tl to other areas
(services not provided by TI)

Tier 1 Tier 2 Tier3
* Needle Syringe Linkages to:
Exchange Opioid  DOTS, ICTC,
* Outreach and Substitution ART
counselling Therapy * RCH services
» Condoms (OST) ¢ Detox and

¢ Basic STI Services

o Advocacy

Rehab Centres

Figure 1. Tiers of Harm Reduction

/(NACO 2008)



Tier 1: Services Provided Directly by IDU Tls

Needle Syringe Exchange Program (NSEP).

Outreach, Information Education and Communication (IEC), Behaviour Change
Communication (BCC).

Free distribution and social marketing of condoms.

HIV counselling for IDUs and their sex partners.

) Primary health care (sexually transmitted infection treatment, abscess management).

Tier 2: Opioid Substitution Therapy (0ST)

© Provided through:
“  NGOTIs.

“  Government hospitals, in collaboration with IDU Tls.

' Currently, involves provision of buprenorphine.

) Plan to initiate methadone as another option.

Tier 3: Services through Referrals and Linkages

' Linkages with key health services: Directly Observed Treatment, Short-Course (DOTS),
Opportunistic Infection (Ol) management, Sexually Transmitted Infection (STI) clinics,
Integrated Counselling and Testing Centres (ICTC), Antiretroviral Therapy (ART), Prevention
of Parent to Child Transmission (PPTCT), People Living with HIV and AIDS (PLHA) networks
for home based care and support, linkages with the MSJE supported centres and other private
detoxification and rehabilitation centres.

' Other linkages and referrals: psychiatric services within government settings and NGOs,
agencies providing shelter, nutrition and vocational support

" Linking with programs for PLHIV as well as other drug user networks, including Narcotic
Anonymous, etc.

2 STANDARD OPERATING PROCEDURE



While the services listed in tiers 1 and 2 are provided ~ An important strategy employed by the IDU Tl is
directly through NGOs or through government  provision of services through outreach settings. Indeed,
healthcare settings in collaboration with the NGOs,  this is the backbone for service provision by the Tls.
those in tier 3 (referral and linkages) are provided

by Tls through established referral linkages with the
agencies that provide the linked services.

Purpose of the Standard Operating Procedure (SOP)

This Standad Operating Procedure (SOP) is designed to support organizations providing outreach
services under the harm reduction program by building the capacities of Tl staff for improving the
effectiveness and quality of outreach activities, contextual clarity in planning, conducting and monitoring
of outreach activities in the IDU Tl settings. It also provides information about essential requirements and
detailed process for the development of outreach activity.

The main purpose of this SOP is to:
" Assist the outreach team in effective planning and conduct of outreach.
" Ensure better management by Project Manager through effective monitoring and support.
" Set standards for uniform implementation/operation.

Thus, the SOP is intended for all staff working in a Tl setting for IDUs. However, specifically, the
outreach workers under IDU/TIs should benefit from the SOP.

OUTREACH




utreach is a systematic approach to deliver
Oharm reduction services to people who inject
drugs and to their sex partners/spouses in their own
environments.

2.1 Why is Outreach Essential?

Traditionally, the approach to providing services is
to set up centres and cater to the clients who visit
these centres. However, people who have high risk
behaviour and are termed as ‘High-Risk Groups’
(HRGs) are reluctant to access such centres. This
is because:

. Drug use is not a socially approved
behaviour. The general community looks
down upon people who use drugs. This is
especially true for those who inject drugs.

. Drug use is illegal. This affects the ability of

IDUs to come forward and seek services.

IDUs tend to remain hidden and are not
ready to reveal themselves.

. Preconceived notions regarding IDUs, that
exist amongst some service providers, also
act as barriers to IDUs accessing services
from fixed sites.

e The daily life of an IDU centres on finding
money, buying drugs and injecting every
day. As a result, he/she is not able to focus
on other needs or seek help.

As a result of the above, it becomes necessary for
service providers to reach out to IDUs at places
where they are most likely to be found. This method
of service provision is referred to as ‘outreach’.
Reaching out to IDUs and their sex partners through
the PEs and ORWs, with the prime objective of
preventing transmission of Blood-Borne Viruses
(BBV) by reducing needle, syringe and equipment

sharing, is an essential strategy of harm reduction.

Scaling-up provision of services and reaching out to IDUs who are hidden, stigmatized and

discriminated against.

Identifying new IDUs.

Linking them to appropriate services, such as DOTS, ST, ICTC, ART, which will help them

to access other health related services.

Accessing services like primary healthcare.

Reaching IDUs who do not want to access services from the DIC.

Observing and understanding injecting behaviour, drug sharing culture, IDU networks and

risk taking behaviours.

Gathering information from the field which can be used for effective planning, effective
outreach, and meeting possible challenges.



2.2 Principles of Qutreach . Empowerment: providers of outreach

services should empower the IDU clients

Outreach for IDUs is based on several principles to take decisions for their own health and

which are interlinked and dependent on each other. welfare. A ‘client-generated’ demand helps

If one principle is not followed, the overall outreach in greater acceptability of services provided
objective can be compromised. Effective outreach, by the TI.
that helps in bringing services to the doorstep of

IDUs, has to be based on these principles: ’ Do no harm: the service provider should

ensure that clients/beneficiaries are not

. Respect: service providers should respect harmed in hisher attempt to provide

and trust IDUs as individuals. services
*  Team work: delivering outreach is team
work. Efficient team work helpsinensuring 2.3 Services through Outreach

greater delivery of services. .
An effective outreach strategy should ensure that at

*  Non-judgmental: service providers should  |gast 809%2 of the estimated IDUs under the coverage

not have preconceived negative notions  greq receive the following components as a package

about the beneficiaries. Such judgemental .+ o¢ stand-alone services.

attitudes act as impediments for successful
service delivery including outreach.

Education, advice and information either in individual or in group settings on:

Risks of Human Immunodeficiency Virus (HIV), Hepatitis B Virus (HBV), Hepatitis C Virus
(HCV), STls and means of reducing these risks.

Safer injecting and safer sex practices, including prevention and management of
overdose.

Services for abscess management, STI diagnosis and treatment, HIV testing, ART and
TB treatment which may be available at the DIC and/or other facilities.

Regular distribution of the following, as per need of the IDUs and their regular sex partners:
New needles and syringes.
Abscess prevention materials — alcohol swabs, cotton swabs, distilled water, etc.
Condoms - free as well as socially marketed.
IEC materials, as and when required.

Collection of used/old needles and syringes.

Referral services to appropriate healthcare and other agencies.

2WHO, UNODC, UNAIDS technical guide for countries to set targets for universal access to HIV prevention, treatment and care for injecting
drug users.



2.4 Staff for Conducting
Outreach — Roles and
Responsibilities

Outreach is conducted as a team with planned
services at predetermined sites/routes. Outreach
team consists of:

. Outreach Workers

. Peer Educators

Apart from this, the counsello/ANM conducts
outreach on a need basis. Finally, the project
manager also conducts field visits in outreach area to
monitor outreach work being delivered. Additionally,
he/she is responsible for the overall management
and supervision of outreach, including procurement
and stock management.

Outreach Workers

Outreach workers should be current or ex-drug users.
Apart from conducting outreach, ORWs support and
supervise PEs in planning and conducting outreach,
monitor the quality of services provided, ensure
effective working systems, and consolidate collected
data and information from the PEs. At some places,
the ORW can also be a non-IDU, but he/she should
have an excellent understanding of the geographical
terrain, including the local language and customs
followed locally. Additionally, the ORW should have

a good rapport with the IDU community and should
understand the issues and challenges faced by IDUs.

Key roles and responsibilities of the ORW in an
outreach setting are to:

. Develop outreach plan in consultation with
PEs and IDUs from the hotspots.

. Facilitate weekly work plan for his/her team
of PEs.

. Develop a list of target areas with social
mapping of each target area.

. Co-ordinate outreach activities and visit
hotspots with PEs on a regular basis.

. Supervise outreach and monitor PE
activities.

. Ensure regular and uninterrupted supply of
harm reduction materials for each outreach
visit.

. Provide referral and networking services
with other agencies.

o Provide information on HIV/AIDS, hepatitis,
STls, safer injecting, safer sex practices,
overdose management, early treatment
and services available to IDUs.

. Establish systems of regular contact with
secondary outlets.

. Identify stakeholders for advocacy for
creating an ‘enabling environment'.

o Collect data and consolidate the same from
the field/PE.

Non-judgmental attitude and willingness to work for IDU community.

Previous experience of working in IDU Tl (desirable).

Belief in one’s ability to lead a team of peer educators and be led by senior Tl staff.

Strong facilitation skills.

Communication skills.
Knowledge of local language.

Ability to document.

Ability to lead small group discussions.



Peer Educators

A peer educator in an IDU-TI should be a current or
ex-injector who works towards influencing attitudes
to bring about behaviour change among IDUs. PEs
are responsible for providing information on HIV/
STI, hepatitis, harm reduction including overdose
prevention, condom promotion and engaging IDUs
in group discussions, meetings and events. Each PE
will target/cover between 25-40 IDUs. Selection and
retention of PEs is an important issue in an IDU TI.

Key roles and responsibilities of the PE in an
outreach setting are to:

e Conduct outreach and maintain contact
with IDUs — at least once in 15 days.

° Identify new IDUs and contact them.

. Provide dialogue-based inter-personal
communication.

Encourage service uptake (Needle and
Syringe, condoms).

Motivate IDUs to attend DIC regularly.

Demonstrate safer injection and condom
use.

Invite and organize group discussions.
Advocate with local level stakeholders.

Provide referral  and

information.

networking

Take notes in field diary/note book.
File reports.
Attend trainings.

Attend weekly planning and review
meetings.

Train new PEs (within the project and
outside).

OUTREACH
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The Ideal PE for Various Audiences

Female injecting drug users. Female current/ex-injecting drug user.

Female injecting drug users who are also sex workers. FIDU sex worker — can be current or ex-user.

Male IDU. Male current/ex-injector.
Spouse of male IDU. Spouse of current/ex-injectors.
IDU who are also MSM. MSM IDU.

Selection Criteria for PEs

Quialities to look for in a PE are:

" Ability to give time for the project.

" Acceptability to the target community (IDUs) as a peer — trust, known, language, age,
behaviour and gender.

Knowledge of the local context.

Tolerance and respect for others.

Good listening, communication and inter-personal skills.

Self-confidence and potential to be a leader.

Good role model.

Open to learning new things from the field.

Commitment — gives time and support to the IDUs in crisis.

© ®© © ©®©® ®©® © @

Sensitive to the values of the community and maintains confidentiality.




Auxiliary Nurse Midwife (ANM)/Counsellor

In addition to DIC related activities, the ANM/
counsellor also has to visit the field to conduct some
of outreach based activities. The counsellor also
assists the project manager to monitor outreach

services being provided in the project area.

Key roles and responsibilities of the ANM/

counsellor in an outreach setting are to:

. Conduct counselling (individual and group),

for IDUs who are not able to visit the DIC.

. Motivate IDUs who are not willing to visit
DIC.

. Motivate IDUs for HIV testing as well as

other referral services.

o Make home-visits to access the partners of
IDUs.

. Conduct Focus Group Discussions (FGDs)
among the IDUs to understand the
adequacy of services being provided by

outreach team.

. Interact with the general community, obtain
feedback and gain insight into their thoughts

and opinions.
Project Manager

The Project Manager (PM) is the most senior of the
Tl staff and gives overall direction to outreach as well
as other services being provided in the IDU TI. He/
she is responsible for ensuring that outreach activities
are being conducted in accordance with the project
framework. The PM must understand the challenges
faced by outreach team in the field, address them

and also keep the morale of outreach staff high.

Key roles and responsibilities of the PM in an

outreach setting are to:

. Ensure that outreach team conducts
outreach planning before conducting

outreach.

. Ensure that outreach team meets each
other on a weekly basis to update on the
activities conducted in the previous week

and plan for the coming week.

. Ensure that sufficient commodities are
available at the DIC/Non Governmental
Organization (NGO) office for conducting

outreach activities.

. Set-up a routine monitoring mechanism for

supervision of outreach work.

. Ensure that there is a backup plan for
outreach staff taking leave/being absent

from providing outreach services.

. Ensure that staff drop-outs are replaced
urgently to avoid any lapse in outreach

services.

. Monitor outreach activities, through routine
field visits, interactions with staff members,
general community and beneficiaries (IDU

clients) and provide regular feedback.

. Build the morale of the staff to ensure that

burnout among the staff is minimized.

. Build the capacity of outreach team through
trainings/exposure visits on a regular

basis.



2.5 Steps in Qutreach

Outreach can be divided into three steps:

w

&_/

All the three steps are interrelated, with each one
influencing the other. Though it would seem that
conducting outreach is the main step, it should
be remembered that planning and monitoring are
important steps that need to be carried out regularly
to take stock of the changing scenarios in the
field. Effective outreach depends on planning and
monitoring.

OUTREACH
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Outreach planning is a process to facilitate
individual level planning and follow-up of

service intake, based on high risk and vulnerability.
Effective outreach planning will ensure:

. Maximum IDUs are covered in a given
period of time.

. Optimal services are provided to every IDU
client.

. The existing human resources of the TI
project are optimally utilized.

The team for outreach planning consists of the PEs,
the ORWs and the PM. The PEs bring in the data/
information from the field and the ORWSs process
this information by using various tools. PM should
supervise and provide inputs when necessary to

make the plan robust and practicable.

Outreach planning team

. Local high risk group mapping data (can be
obtained from the SACS, if available)

o List of hotspots (these can be identified
through field visits by the PEs and ORWs)

o Local Behavioural Surveillance Survey
(BSS), HIV Sentinel Surveillance (HSS),
Integrated Biological and Behavioural
Surveillance Survey (IBBS) data (can be
obtained from SACS, if under BSS/HSS/
IBBS sentinel surveillance site)

. Information from baseline assessments (if
conducted)

The team should gather as many of these resources
as possible in order to make the planning easier and
more effective.

Outreach Planning Tools

Outreach planning is made easier by the use of a

Project Coordinator/ Project Manager

ORW |

ORW 2

ORW 3

[ | [ | [ | [ | | [ | I
|[PE1|[PE2|[PE3|[PE4| [PE1|[PE2|[PE3|[PE4| [PE1]|[PE2|[PE3||[PE4]|

IDU

IDU

Even before the team sits down for the actual
planning, the following should be gathered and kept
ready:

. The geographical maps of the area to
be covered under the Tl (these can be
collected from the local administration —
panchayat, municipal corporation, etc.)

number of aids, called planning tools. The tools used
in the context of IDU Tls are:

*  Social mapping.

o Spot analysis.

o Contact mapping.

. Work plans.

. Outreach activities.



SOCIAL MAP - area
marking IDU gathering
places, stakeholders

OUTREACH - field work
starts

WORKPLAN - made after
gaining all possible
information and plan
maximum contacts amongst
the PE with time, NS etc.

3.1 Social Mapping

A social map is a rough diagram of the intervention
area showing an overview of the sites where IDUs
gather/come together. It is a visual illustration of the
sites/areas where IDUs gather (hotspots) as well
as service points such as hospitals, NGO, clinics,
referral centres, etc.

The social map should be updated as per the local
situation. For example, if there is frequent movement
of hotspots, the social map may be updated once
every two to three months. At places, where the
hotspots do not change frequently, the social maps
may be updated once every six months.

Who should draw the map?
IDUs, PEs led by ORW
How is the map to be drawn?

Arrange chart paper, pencils, colour pens, scale, etc.
Divide the participants, PE and IDUs into groups and

SPOT ANALYSIS - selected
spots from social map are
analyzed to
understand the number of
clients, types of drugs used,
frequency of injection, etc.

CONTACT MAPPING - plan
made with PE to delegate the
number of IDU to each PE

ask them to draw the map showing all the places
which are important for them. Give them 20 minutes
to draw.

An ORW would normally have one social map but
if the area is too large, it may be subdivided and
social maps can then be drawn separately for each
sub-area. Mapping can be conducted either in the
field or at the DIC by PEs and ORWs. The IDU
clients should be involved in the mapping; overall
the process should be facilitated by a senior staff
member, preferably the PM.

What is important in a social map?

The key principle of drawing a social map is to
provide a visual overview of the area. This enables
creation of an effective outreach plan for PEs.
Direction coordinates, i.e., North South, West and
East (NSEW), IDU gathering place, peddling areas,
temples, cemeteries, NGOs, hospitals, churches,
and other relevant services that IDUs can access or
avail should be marked. An index or legend should



be provided In each social map. This index is the
main indicator of the signs/drawing, that help in
reading and understanding the map.

Why is it important to analyze spots?

In each social map, there are spots where IDUs
congregate at certain times of the day. This spot
becomes important to analyze. This is done through

'Spot Analysis' for effective outreach planning.

Sample maps are given below:

= < | :.- i
(S
Sample 1

After drawing the social map, one hotspot (for e.g.,
North AOC (Imphal) in the above sample) is selected
from the social map. A detailed analysis of the
hotspot is then conducted. In the next map (sample
2) the yellow circled site/spot will be analysed for

best outreach services.

Sample 2

3.2 Spot Analysis

A hotspot is extracted from a social map by
identifying common places where IDUs gather
at certain times of the day. The objective is to find
the right time to meet maximum IDUs, and provide
services and referrals to them. The information
collected during needs assessment, related to each
high risk spot/site in their respective project areas, is
then compiled.

Each spot is different from the other and a project
site will usually have more than one site or hotspot.
Spot analysis should give the break-up of IDUs in a
particular spot according to their;

. Time of availability-IDUs may frequent the
particular hotspot to buy drugs, inject, or
rest after injecting. The time at which they
are available should be recorded, and may
be divided into morning, afternoon, evening
and night.

*  Ageof the IDU.
¢ Type of drugs injected.

. Volume of injecting — This is a rough
calculation of the number and frequency of
injecting episodes. Classically, it is divided
into high volume (more than three episodes
per day), Medium volume (one to three
episodes per day) and low volume (less
than one injecting episode per day).

Another simple way of calculating the
injecting episodes is to divide the IDUs
into two categories — daily injectors (at
least one injecting episode per day) and
non-daily injectors (less than one injecting
episode per day). This manner of division is
easier and helps the program to prioritize
individuals who have to be provided NSEP
services on a daily basis.



The spot analysis format is provided as Annexure 1.

Who: ORWs and PEs along with IDU clients,
facilitated by senior staff.

How: through a group discussion with IDUs engaged
in needs assessment, facilitated by senior staff.
Explain the link between the social map and spot
analysis. Follow the steps or questions:

. What is learned during the situation and

needs assessment process?

. What information is required about IDUs
operating in a spot? (E.g. volume of clients,
typology of drugs, age groups, frequency of
injection per day/week.)

. When to go? This will help in establishing
the time of operation and frequency of
operation required per week, etc.

. Divide the participants as per taluka or ward
number to complete the analysis exercise.

. After completion of the exercise, each
group presents and discusses the process
that they adopted to do this analysis.

. What is the analysis for the spot and what
is the plan?

Spot analysis should be done every time there is a
change in the spot. If there are no changes, then

once every six months is suggested.

CONTACT MAPPING N. AOC. IMPHAL

Example : Spot Analysis

After spot analysis the potential client (PWID) names
and code numbers are written down in another
format “contact mapping”. In the above diagram
numbers circled are estimated total IDU population
and numbers in different colors represent each PE
and ORW. For example out of 50 estimated IDU,
only 6+5+7+5+4 = 27 IDU are known and rest 33
are not known. The outreach team will plan how to

increase contact to all 50 IDU in one small spot.

3.3 Contact Mapping

Contact mapping helps participants to map their
contacts with IDUs in each spot and helps in analysing
their needs. After the spot analysis is completed, the
names of the potential IDU clients are written down
in the contact mapping format.

Who: PEs facilitated by ORWs

How: the group (of PEs and ORWSs) should be
divided as per taluka, ward or site and the following

steps undertaken:

. Each group draws a map of the town or
site with estimated number of IDUs in each

spot.

. Use a colour code — assign a different
colour to each ORW and PE in marking
the number of IDUs each PE and ORW

knows.

. Using colour coding will simplify the
process of identifying which (PE) is most

suitable for each spot.

. Also answer the following questions —
where is the contact limited; what is the
reason for the limited contacts; what can be
done in each specific area/spot to increase

the contacts.
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Analyze who reaches whom and who are left out.
One contact may be known to more than one ORW/
PE (common contacts by ORW/PE) and overlapping
can be avoided through this exercise.

Example: Contact Mapping

risk and vulnerability profiles of each IDU (Annexure
2). Field level environment and setting can change
very quickly, hence some sites may need planning to
be done weekly, but mostly sites would need monthly
planning and revisiting of work plans.

Cortact Mapping
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Geographic networks and social networks of peers
enable better outreach planning. Similarly risk
and vulnerability exercise is also covered by spot
analysis.

3.4 Work Plan

This is the output of the entire outreach planning
process. It provides a work plan to regularly reach out
to individual IDUs with requisite services based on

Who: PEs and ORWs can make the work plan to
cover and address the needs of IDUs.

How: using the spot analysis, social mapping,
contact mapping and gap analysis, the team can
develop weekly target plans for outreach to cover
each area. The weekly plan for each PE can be
different as per the variation in needs, spots, risks
and vulnerabilities.

Planning a meeting

STANDARD OPERATING PROCEDURE



steps in conducting

Following are the
outreach:

Step 1: Building rapport with the IDU and general
community

This is a critical prerequisite to conduct street/
community outreach. Good rapport will enable the
outreach team to deliver services effectively without
interference.

Step 2: Delivering services in the field; referrals
to DIC and other services

The outreach plan discussed in the earlier section
should be completed before systematically delivering
services in the field. This helps in ensuring that all
the IDUs are optimally covered with services in a
timely manner.

Step 3: Creating an enabling environment

An enabling environment is required for effective
delivery of and access to services. IDUs being
stigmatized and discriminated against are more
hidden and fear accessing services. The outreach
team should understand the barriers in service
delivery by talking to IDUs and PEs so that an
appropriate advocacy campaign can be conducted.

Step 4: Documentation and analyses

Services provided should be documented and
collected and data should be analyzed for re-planning
or re-strategizing outreach. Re-planning is done after
understanding the gaps in consultation with PEs and
IDUs. Documentation should focus on coverage of
target and regularity of accessing services. Senior
staff or PM should be consulted when certain gaps
or issues cannot be addressed.

Where should outreach be done?

Outreach should be done at identified hotspots or
locations where IDUs inject drugs or gather:

. Places where IDUs and sex partners
congregate  (buying drugs, shooting
galleries, if any, or common places where
they gather regularly).

. Space near locations where other medical
and social support services are located.

. Mobile outreach units — e.g. mobile vans.
What should be the outreach hour?

Outreach should happen at a time when IDUs gather
(e.g., to buy drugs). This can be in the evening
or early morning. Appropriate measures should
be taken to ensure safety of staff (PE and ORW)
engaged in outreach.

Who leads outreach?

The PE should lead the outreach — each PE should
interact with individual IDUs on a one-to-one basis
and distribute needles, syringes, condoms, efc.
Outreach workers should supervise and provide
support as and when required.

How many clients can be served in a single
day?

The number of contacts in a single day depends
on the target and plan considering site, average
gathering of IDUs, risk, vulnerability, and frequency
of injection. Spot analysis and contact mapping help
in making plans for single day. A single PE has 25-
40 IDUs as part of the outreach target. However, in
some cases, all the IDUs may not be met by a PE in
a single day. In such cases, the PE should plan in
such a way that he/she is able to meet all the targets
every alternate day. Alternatively, the ORW should
cover for the PE, wherever the PE fails to meet the
target allotted to him/her.

What needs to be carried during outreach?

o |dentity card for security reasons. Some
NGOs also carry a copy of the district SP’s
letter acknowledging the NGO’s work and
field area.



. IEC materials.

. Needles — 26 and 24 gauge.

. Alcohol swabs, distilled water.
. Syringes — 1 ml, 2 ml and 5 ml.

. Disposable gloves for collecting used

needles and syringes.

. Puncture proof container to receive used/

returned needles and syringes.

. Tongs for picking up used needles and

syringes.

. Condoms for distribution and a penis model

for condom demonstration.

. Scissors, betadine ointment and lotions,

bandage, spirit, plaster.

4.1 Services Provided
through Outreach

a. Needle Syringe Program

NSEP' facilitates safe injecting practices by providing
clean injecting equipment and ensuring safe disposal
options for used equipment.

. Clean needles and syringes are the tools
to prevent HIV and other blood-borne
diseases. Hence, providing needles and
syringes whenever needed is essential to

make each injection safe from diseases.

. Needles and syringes should be provided
according to the need of the individual

Target group Objective of BCC

IDU. This is to be calculated based on
the information available from the need
assessment conducted with individual IDUs
in the field.

. The distribution of needles, syringes and
medi-swabs should be supplemented with
information on safer injecting practices.
On-site demonstration of safer injecting

skills should be performed by the PEs.

Collection and removal of used needles and syringes
from circulation is important to reduce re-use. PEs
should encourage returning of used needles and
syringes. They should follow proper guidelines for
collection and safe disposal of used needles and
syringes.

The procedure to be followed for collection of
needles and syringes is laid out in the ‘Guidelines on
Safe Disposal of Used Needles and Syringes in the
Context of Targeted Intervention for Injecting Drug
Users - NACO, 2009'. Adherence to these guidelines
is essential.

b. Behaviour Change Communication (BCC)

What: BCC
communities to develop tailored messages and

is an interactive process with
approaches using a variety of communication
channels to develop positive behaviours.

Why: behaviour change is one of the essential
elements to reduce harm in each client. Normally
people resist changing in spite of knowing facts and
information. Therefore, a well-planned strategy to
regularly engage IDUs with different communication
methods allows change to happen and be sustained.

IDU Motivate/sustain safer injecting practices and safer sex.

Spouses, regular sex
partners of IDUs

Assist in acquiring knowledge on self-care, life skills to enable safer behaviour

with their partners and also seek reproductive health care as and when needed.

'The details can be found in the SOP on NSEP developed by UNODC as part of the GFATM Round 9 program.



How:

One-to-one: using tools like flip books/
charts, IEC materials. It is done to motivate
safer injecting practices and safer sex.
Details on how to inject safely are provided
in the SOP on abscess prevention and

management.

Group education: a group of more than two
and less than eight is appropriate. Group
education is done to share knowledge,

information and skills.

Counselling: can be done in the field but is

more effective at the DIC.

IEC: includes brochures, posters, street
plays, flip charts. IEC should be developed

by assessing the behavioural risk.

Behaviour change communication should focus on:

Drug related harm.

Ways to reduce harm.

"\

. Safer injecting practices such as NSEP,
prevention and management of overdose,

etc.
. Safer sex, negotiation skills.
*  Accessing available health services.
. Ways to prevent and manage abscess.

o Capacity building of IDUs on correct

condom use, safer injecting practices.

. Advocacy among key stakeholder for

creating a supportive environment.

Additional topics for group discussion should be
planned in discussion with the IDUs and sessions
should be planned accordingly. For example, a
site may have frequent drug overdose. In such a
case, education should be provided about how drug
overdose happens, how to avoid overdose, and how
to manage overdose. Information should be provided
on naloxone, an emergency lifesaving medicine for

opioid drug overdose.

Focus group discussion at the hotspot



A focus group discussion with current IDUs to understand the causes and issues related to drug overdose
was done at one of the hotspots in Imphal, Manipur. The team developed a set of probing/leading
questions and one of them facilitated the whole discussion. The criterion for attending was overdose in
the last one month. The focus group discussion lasted for about an hour, and the facilitator was able to
impart education to the IDUs on reasons for occurrence of overdose, apart from understanding the factors

associated with overdose.

Similar FGDs can be done to understand more about other issues, challenges which may hamper
intervention programs, e.g., why IDUs are not keen to get HIV tested, how IDUs share injecting equipment,

use of condoms, fear of HIV/ART, etc.

¢. Condom Promotion

What: to promote safer sex by encouraging proper
condom use, providing skills to use condoms and
information on the purpose of condoms. Also ensure
regular supply of condoms as per requirement.

Why: to ensure consistent use of condoms among
IDUs and their sex partners. The Tl should focus
on regular sex partners as it is important to prevent
both receiving and onward transmission of STls, HIV
and other blood-borne diseases through the sexual
route.

Ensuring availability, accessibility and, correct and
consistent use of condoms by the HRGs is the key
to HIV prevention.

How: strategies to be followed are -

. Primary strategy: free supply of condoms to
male as well as female IDUs, some of whom
may also be sex workers and spouses/
partners of male IDUs.

. Secondary strategy: social marketing
done through TIs or Community Based
Organizations (CBOs) in collaboration with
social marketing agencies.

Distribution channels

. Direct: condoms given directly during field
visits or at DIC.

. Indirect: distribution done though condom
outlets like public toilets, paan shops,
lodges, etc.

d. Referrals

All services required for IDUs and their sex partners
cannot be provided through outreach. Thus, referral
for suitable services will be needed to suit the
requirements of the IDUs and their sex partners.
The IDUs and their sex partners may not always
be comfortable accessing these services through
referral. Accompanied referral, with ORWs/PEs
accompanying the IDUs or sex partner to various
services at least in the initial stages, should be
provided.

e. Creating an Enabling Environment

What: harm reduction services require a supportive
environment from community, families, society and
law enforcement agencies including pressure groups
(in certain places).

Why: IDUs often face stigma and harassment
because of a number of reasons making access
to services a challenging task for IDUs. The PE
and ORW, in consultation with other staff, need to
create a good environment for accessing services.
Effectiveness of the program is enhanced by having
a supportive environment.

How: at the onset of the intervention, meetings
should be organized with law enforcement personnel
and community leaders on the issues of IDUs.

. Advocacy with law enforcementagencies
- gaining support for harm reduction



services is essential to avoid harassment
of IDU clients or the field staff by the police
while providing/receiving services.

Senior police officers

Visit senior police officers and give
them updates on the project including
reports, pictures, and issues on a
regular basis.

Get support for the Tl project

Generate  support by  sharing
challenges with the local police team,
get no objection certificate from district
police officer for smooth functioning of
the Tl, explain the goals and how this
will help in preventing further spread of
HIV among the general population by
giving IDUs an opportunity to change
by providing the right information.
Give officials the contact numbers of
Tl staff, to be shared with any IDU to
be referred to the project.

Educate police officers on drug use
issues and risks

After gaining trust, explain the risk
involved to the police while frisking
the IDU clients. Explain the risk that

the police may face due to accidental
needle stick injury resulting in
infection with Blood Borne Viruses
(BBV). Additionally the police should
be educated on Post-Exposure
Prophylaxis that are available in the
near by health centres. Focus should
be on changing the attitude of the
police by reinforcing the message that
drug dependence/addiction is a health
problem and a number of harms can
be prevented by providing appropriate
services.

Use supportive police to do more
advocacy

After conducting training for police
identify “champions” who have shown
understanding on harm reduction.
They can be tapped for further training
to gain more support amongst police
personnel.

Periodic visits to the police station

In consultation with the district officer,
arrange regular visits, preferably
monthly, by the NGO team to update
on program achievements and issues

Some of the Tl partners conducted an advocacy meeting by inviting a high-ranking police officer to attend
a meeting focused on issues related to drug policy and the work being done by NGOs in preventing
HIV among IDUs. The meeting was organized by a group of NGOs working in an IDU TI. Many lower
level police officers also accompanied the senior officer to the meeting. A month after conducting the
meeting, two staff members of the IDU TI were detained in the police station as they had been helping
an IDU who had developed OD and subsequently died. However, when the TI NGO project director
visited the police station, the station house officer immediately recognized him and the work being done
by the organization. He offered the Tl staff members tea and the detained staff was released. This

relationship helped in maintaining a cordial working environment between the police and the IDU TI NGO.



faced by the field staff in service
provision. Avoid disclosing identity of
the clients which may break the trust
between the NGO team and the IDU.
If the IDU suspects that the NGO is
helping police in their activities, he/
she may stop taking services from the
NGO.

= Askallofthemto help, assist and participate
in wider consultations.

Build community (IDU) ownership of the Tl by:

= Collectivization: making a collective, united
effort by IDUs.

= Creation of space for community

events.

Community awareness meeting in progress

= Drugs, HIV events, meetings with

police and community

NGOs should invite police officers
to attend general meetings and
invite them as special invitees when
observing important days/events (e.g.
World AIDS Day). This encourages
partnership efforts and supportive
attitudes amongst police, NGO and
finally the IDU.

Working with the IDU community -
Involving the community, IDUs, spouses,
FIDUs, in designing services makes the
harm reduction services more acceptable
to the IDU clients and increases the uptake
of these services.

= |dentify supporters and opponents,
and work accordingly.

= |dentify the key decision makers and
opinion leaders.

= Building capacity of IDUs and their
sex partners to assume ownership of
the program.

. Raising public awareness amongst
general population - Advocacy with
general population is also needed on
harm reduction, how stigma leads to more
challenges in the whole public health works,
etc.General population needs:

= Awareness on drug use facts and issues
to decrease stigma.

= |nformation on “harm reduction” as
it is new and many will not know the

benefits.

= (Clarify that HR does not promote
drugs and sex it helps to reduce risks.
There is always misconception or
misunderstanding that HR encourages
antisocial and illegal practices.



ocumentation of regular outreach activities is
Dimportant for keeping track of the changing
scenario at the field level. Thus, improved planning,
monitoring of the activities and performance of the
PEs and the ORWs is required.

5.1 Individual PE Tracking

What: information of day-to-day outreach and other
services provided is recorded in the PE log book or
diary. On returning from the field, the PE can transfer
the record/data on to the individual PE tracking sheet
(see Annexure 2).The main services recorded are:

. One page for each PE.

. Name and code of IDUs met during the
month.

. Their risk and vulnerability assessment.

. Number of needles and

distributed.

syringes

. Number of condoms distributed.

. Number of IDUs who attended clinic, were
referred to ICTC/ART/Revised National TB
Control Program (RNTCP), etc.

. Report of experience of violence or
harassment especially by pressure groups
and police.

. Number of BCC contacts.

. Number of referrals made during the
month.

Who: PE and ORW transfer daily notes/data within
two days’ time for maintaining quality of the data.

How: Use formats (Annexure 2) to update individual

tracking grids weekly.

This helps in weekly review meetings to update the
target achievement, re-prioritize IDUs who need to

be reached in the following week, etc.

5.2 Other Formats — PE

. Outreach planning tools: contact mapping,
spot analysis, social mapping. These tools
are essential for making weekly plans
and ORW and other staff can monitor the

effectiveness of a PE by using these tools.

. Field observation/daily notes: should be

maintained daily.

. Weekly planning and activity sheet
(Annexure 2): this is maintained weekly
and submitted to the ORW. PE activity can
be checked weekly and sometimes the

ORW can make field visits.

5.3 Records/Formats for ORWs

. IDU/HRG registration contains information
of the IDU, profile e.g., name, age sex,

address, etc.
e Monthly summary sheet (Annexure 3).

*  Weekly meeting register (planning) to be

maintained by ORW.
. Field diary of ORW.

. ORW weekly report (Annexure 4).



6.1 Monitoring Outreach

What: the following activities should be monitored
weekly:

. Coverage of IDUs and their sex partners as
per target and coverage plan.

. Reaching out to the identified IDUs with
services as per plan.

o Needle and syringe supply as per calculated
demands.

. Other provisions for safer injecting (cotton
swabs, distilled water, as planned by the
).

. Condom supply as per calculated demand.
. Referral to DIC.
. Follow-up on referrals.

. BCC at the field level.

Monitoring should also be done fortnightly to
see whether:

. New clients entering into the hotspots are
being identified and registered.

J Old, registered clients leaving (not coming
to the hotspots), moving from one hotspot
to another are being recorded.

. New and emerging hotspots and changes
in terms of geographical location, number
of IDUs, etc. in the present ones are being
documented and plans are being made to
respond to the changing scenario/s.

. Profile of IDUs is being updated to
document the changing behaviour pattern
e.g. the drugs being injected, the injecting

and sexual practices, etc.

o Liaison with the stakeholders is being done
regularly.

. Level of acceptability in the community is

increasing or decreasing.

Who: monitoring is conducted at two levels:
. Field level by the ORW with the PEs.

° Tl level by the PM with ORWs and PEs.

How: at the field level, the ORW should regularly
observe the PEs and their interactions with the IDUs
and local people.

He/she should also make it a point to personally
meet at least a few IDUs at each hotspot and discuss
whether:

*  They are being contacted regularly at a
time suitable to them.

. They are receiving needles, syringes and
other provisions for safer injecting as well

as condoms as per their requirements.
. The conduct of the PEs is appropriate.

° Other services are required.

He/she should also discuss issues related to IDU's
drug use, injecting and sexual practices, new IDUs,
emerging hotspots, etc.

The ORW should conduct weekly meetings for
each hotspot with the relevant PEs and discuss the
following:

o Coverage
. Contacts made

. Needle and syringe supply

. Other provisions



. Condom supply
. Referral to DIC
. BCC at the field level

. Follow-up

Record/documentation review: the ORW should
also check the relevant sections of the PE diary,
tracking sheet to check for contacts with clients-
(both 1-1 & 1-group), number of needles, syringes
and condoms distributed, referrals and follow ups
and check if they are matching.

At the Tl level the PM should monitor the outreach at
least on a fortnightly basis. The PM should visit the
hotspots two to three times a week. He/she should
make a plan for regular visits to all the hotspots. There
should also be some surprise visits conducted.

During the visits the PM should be meeting:
*  Some IDUs.

. Some stakeholders (locals - tea, paan
sellers, pharmaceutical shop owners - staff,
community leaders/key influencers, police,
etc.).

* The PEs and ORWs working in the
hotspot.

The PM should also review the following records/
documents at least every fortnight:

. Outreach plan, including spot analysis.

. Needle and syringe stock register (this
will provide the situation of the stock and
also the number of needles and syringes
received by individual PEs and ORWSs).

. DIC
clients who have been referred from the

registration records (number of

outreach).

. DIC service utilisation registers (abscess
management, counselling, STI treatment,
referral etc.).

. PE weekly planning and activity sheet
(Annexure 2) and PE-wise individual HRG
compiled sheet for IDU intervention (by
ORW) (Form C).

o Monthly CMIS report.

The PM should also conduct review meetings at
the DIC with the ORWs at least once in a month.
During the review meeting the PM should base the
discussion on his/her findings from:

. Field visits.

o Record/documentation review.

6.2 Managing PEs

Outreach workers should directly supervise the PEs.
The supervision should be supportive in nature,
keeping in mind PE's strengths and weaknesses.

. Review performance of PE every six month.
This is done by reviewing the records
maintained by the PE, observation of the
work done by the PE in the field and the
field level monitoring conducted by ORW.

. Each PE should be given a 12-month
agreement and the agreement should be
renewed based on performance.

° Weekly meetings with PEs help bring
focus to challenges faced by the PEs in
the field. ORWs and the PM should ensure
discussion regarding these challenges and
plan to address them.

. Rotation of PEs after completion of the
contact list is also preferred to get new
users or new contacts.

. Current IDUs working as PEs may not be
able to perform effectively if his/her daily
drug use is becoming unmanageable.
Providing counselling with proper focus
on work as a reminder is always helpful.
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Provide support and encouragement to
PEs to get on OST as OST makes the PE’s
life more stable and he/she and improves

ability to work more effectively.

6.3 Managing ORWs

ORWs are supervised by the project manager

who should:

Review performance of ORW with the
output, contacts and monitoring of
outreach. This requires review of the
performance of the PE also, as the main
role of ORW is to manage PEs.

STANDARD OPERATING PROCEDURE

Attend the weekly meetings to understand
the work activities, processes and plans.
This enables immediate attention to be
focussed on addressing the gaps and
misunderstandings between staff and also
external challenges.

Ensure opportunity is given to ORWSs
to attend relevant trainings (internal or
external).

Follow NGO rules when dealing with ORWs
who are ex-users and have relapsed. At
the same time support should be provided
to the ORW.



What

Inability to carry needles
and syringes by IDU

Pregnancy and heroin use

Addressing burnout

Relapse

Police arrest of PEs and/or
ORWs

Suggestion or Option

This may happen in certain areas. PEs and ORWSs should always
carry their ID cards. The crisis response team should make advocacy
efforts to reduce police harassment and allow IDUs to bring back used
needles and syringes for proper disposal.

A pregnant woman who uses heroin puts her foetus at risk of being aborted.
There may be complications for the mother as well. Hence, it is advisable to
refer pregnant FIDUs to OST for the safety of the foetus and the mother.

Burnout may be related to psychosocial states; chronic emotional
strains; lack of experience; role conflict and confusion; workload;
misunderstanding between staff or with IDUs; organizational demands

It can be prevented through use of clear job descriptions, realistic
expectations of ORWs/PEs and supportive supervision.

Relapse can be caused by stress and exposure to high risk situations.
PEs and ORWSs are vulnerable to relapse due to their psychological
states; proximity to drug use; physical pain; inability to manage large
amounts of cash; etc.

It can be prevented through organizational rules, individual preparation
for outreach work, by appropriate supervision and assistance from other
outreach workers.

As a basic rule PEs and ORWs should never go to the field alone.
Pairing them up greatly reduces chances of relapse due to exposure to
drugs.

Regular counselling and sharing in group meetings can further reduce
chances of relapse.

Clear guidelines regarding relapse of PEs and ORWs should be
developed at the organizational level with emphasis on seeking
treatment in case of relapse and providing opportunities to re-join
service upon treatment completion. This helps the PEs and ORWs
have greater confidence in the system and continue work with reduced
apprehensions regarding relapse.

Senior staff of the Tl project should provide necessary help to the PE/
ORW in case they are apprehended by the police while on duty or for
reasons of distribution of needles and syringes.

Regular advocacy with law enforcement is necessary if such arrests
occur frequently.
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What

Police arrest of IDU

Suggestion or Option

If the IDU is on ART/OST the individual will suffer without medication.

Crisis response team (CRT) in the Tl should be made aware of such
a crisis and should be empowered to deal with the issue of access to
health/services.

Ifthe arrest is related to some ‘crime’ committed, CRT may not be able to
help much but should ensure that the IDU receives his/her medications
as required.

Advocacy meetings should be held with the law enforcement agencies
to ensure that the treatment is not affected and the health of the IDU is
not compromised.

Home based IDU

Initial contacts can be made through a link person, but the PE should
clearly state his/her identity, name of the NGO and the services
offered.

Contact details including phone numbers should be shared to enable
the IDU to contact outreach staff as and when needed.

Such IDUs should specially be assured of confidentiality and all efforts
should be made to ensure that it the confidentiality is not breached.

Some IDUs can be sick at home and may not be in a position to move out

to seek services. They may need to be linked to the ANMs/doctors and

requisite services to help tide over the crisis period

STANDARD OPERATING PROCEDURE




Annexure 1: Spot Analysis
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Annexure2: PE Weekly Activity Plan
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Annexure 3: Monthly Summary Sheet

y summary sheet for FSW, MSM and IDU (filled in by ORW)

FORM C_1: Monthl

Tracking on core parameters

paisal
PUE 317] 0} paLiajad S|ENRIAIPU] JO 'ON

puewap Jad se
SWOpUOD paNguUIsIp S|ENPINPUL JO 'ON

Juawalnbal sad se aluhs/ajpaau
papiroad sienpiapul jo ‘oN

S1IEIUOD JB{ndal jo 'ON

§99M I8 9L [ENPIAIPUI JO ‘ON

%95 35€] Bunnp
95N WOpUD paviodal s|enpiApu; JO "ON

aposida
Bupoalug sey Bupnp sadupds/saipaau
Buueys Jou papadal sjenpinpul o oy

For Maonth

14V

2101

Juauwear
§5225QY

115

Referrals (STI & others centers)

pauinial sadulis o ‘oN

Services

pawngyis|p safuiAs jo oy

yaom
Jad yuawaiinbas saBujiAg/sajpaan

dnoig-T

1

Type of
contacts

PaINgUISIp WOpUDI Jo ‘0N

(sisAjeue ded wopuoa Jad
5€) yaam Jad Juaiiaiinbal wopuo)

Week

Week 1

Weel 2

Week 3

Week 4
Total

Weelk 1

Week 2

Week 3

Week 4
Total

Week 1

Week 2

Week 3

Week 4
Total

Week 1

Week 2

Week 3

Week 4
Total

Week 1

Week 2

Week 3

Week 4
Total

Grand Total

MName of the ORW

Mame of the PE

a

PE

PE 2

3

PE

PE 4

PES

S
No
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Annexure 4: ORW Weekly Report

Date
Number of PE working with
(ORW: [No. of ICTCs in ORW. No. of police stations
area in ORW area
51 Ne Activities PE1 PE 2 PE3 PE4 PES i

PEs met to review outreach
for week ended; and to plan
ch for next week by
prioritizing KPs to be given
|services

[For each PE, pls write If PE was met. If yes,
pls write a paragraph about the outreach
freferral challenges faced by the PE and
the support you will provide him/her for
the next week. Pls also indicate if a clear
risk based outreach plan plan has been
prepared for next week (which lists the
HRGs to be prioritzed for outreach next
week)

[PEs met to review condom
distribution and condom sold

pis review condom distribution / said for
each PE |ast week against requirement,
and strategy /support you will provide to
the peer to ensure adequate condoms are|
available and distributed.

Sites were visited during the
week for supportive
supervision,

Pls indicate the nature of site visited, and
the support provided to resolve any
problem (e.g. in explining MIS system, in
improving skills of peers in IPC, in bullding
rapport with stakeholders | e.g.
gatekeepers,, local leaders etc). The ORW
during the visit meets 10% of the HRGs in
a given site to know on the feedback on
the services given by the project for

Number of new HRGs

Indicate whether all the HRGs estimated

registered. |/mapped are being registered with the
[Program
4
|Forml€.l’mlll'snmmdpmm
services for 6 months, pls understand
(Number of HRGs declared as from the peer the reason (e.g. migration)
dropped out during the and make "inactive” after adequate
‘month efforts made to trace her. This has to be
d d in the weekly minutes and
5 shared with the PM
Coordination meeting with by HRGs during the previous week and
[ANM/Counselor to list ensure that peers have a list of KPs due or
STI/ICTC visits made during mrorcmi:}u_:rcwnwm
the last week and due next report no. of ICTC /STI visits due this
6 |maonth. month
(Group meetings with HRGS in TPls, summarize key issues faced by
DIC (For review and and action proposed to
community issues) address their issues
7
Meeting for Developing
8
IcTc Pls summarize nature of the meeting and
action taken to develop linkages and
ART S '
POLICE
GATE KEEPERS

Other stakeholder

STANDARD OPERATING PROCEDURE
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