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Introduction

Who is this manual intended for, and how should it be
used?

This Process Manual is intended for NGO/CBO managers,
Management assistants, Outreach Workers, Peer Educators, and
National and district clinic staff members implementing
Community-Led HIV services. The communities in focus are
Men who have sex with Men (MSM), Transgender (TG), Female
Sex Workers (FSW), and People Who Inject Drugs (PWID). It
provides guidance on setting up and managing Community-Led

HIV Services.

Sri Lanka’s HIV epidemic and response

Since the beginning of the HIV epidemic, Sri Lanka has
continued to maintain a low-level epidemic. The AIDS Epidemic
Model estimated that 4,700 people were living with HIV by the
end of the second quarter of 2024!. The estimated adult HIV

prevalence is less than 0.1%. Almost three decades since the

! https://key

population.aidscontrol.gov.lk/images/pdfs/hiv_data/quarter_report/HIV-
AIDS Quarterly Report - 2nd  Quarter 2024 v2 1.pdf
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detection of the first HIV infection in Sri Lanka, as of June 2024,
a cumulative total of 6,126 HIV infections have been reported to
the National STD/AIDS Control Programme. Of them, 1,579
have died. The availability of ART provided free of charge in all
STI clinics has encouraged more people to come forward for HIV
testing. In 2023, a total of 694 new HIV cases were reported; in
the first half of 2024, a total of 421 newly diagnosed cases were
reported to the NAACP, indicative of a growing trend.

The 2018 IBBS survey revealed that the highest HIV prevalence
was found among Men who have Sex with Men (1.5%), followed
by Transgender women (1.4%). Prevalence was low among
Female Sex Workers (0.1%), clients of sex workers (0.1%), and
people who inject drugs (0%). These rates are higher than the
reported data of previous years. An IBBS survey was planned for

2022 - 2024, which was implemented from 2025 onwards.

While Sri Lanka maintains a low HIV prevalence of less than
0.1%, between 2014 and 2018, there was a slight increase in
Syphilis prevalence among Female Sex Workers (FSWs) in
Colombo, rising from 1.6% in 2014/15 to 2.2% in 2018. The 2018
Integrated Biological and Behavioural Surveillance (IBBS)

survey, covering five districts, revealed low HIV and STI
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prevalence rates across key populations. However, the presence
of risk behaviours, including inconsistent condom use and poor
HIV health-seeking behaviour, coupled with limited coverage of
HIV prevention programs, suggests a potential for future

increases in HIV/ STI prevalence?.

Sri Lanka has implemented a robust national response to HIV, led
by the National STI/AIDS Control Programme (NSACP). The
country has achieved universal testing coverage among pregnant
women attending antenatal clinics, blood donors, and TB
patients. Civil society organizations (NGOs and CBOs) have
played a pivotal role in providing HIV/STI/Hepatitis prevention
services®. However, according to data reported by Sri Lanka to
UNAIDS in 2019 (using the 2018 IBBS results), coverage of
these services was still very low: 12.7% for FSW, 27% for MSM,
2.7% for PWID and 38.5% for transgender women. A high
percentage of these populations can be found in specific areas in

a limited number of provinces, districts and municipalities (e.g.,

2 HIV Sentinel Survey 2019. NASCP, 2019. Available from: https://key
population.aidscontrol.gov.lk/images/publications/suvellance _reports/HIV-
sentinel-surveillance_Annual_Report 2019.pdf

3 David Lowe/SKPA/AFAO/FPA, Review of the Package of HIV Services
for Key Populations in Sri Lanka. February 2020. Available from:
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Colombo), which should make them easier to reach, but the
overall coverage is still too low* to achieve the 95-95-95 targets
the MOH has committed to. Sri Lanka has successfully
eliminated mother-to-child transmission of HIV and syphilis and

has reported no transfusion-related HIV infections since 2000.

Challenges remain in reaching key populations with prevention
and HIV/STI testing services. Factors such as program design,
appropriate members as Key Population program staff, serving
the young, recruiting the young, enthusiastic members to the
team, and the hidden nature of key population groups, especially
in the districts other than high burden districts, are some of the
barriers to serving the key populations. Therefore, the
community-led HIV/STI/ Hepatitis prevention services have
evolved gradually since 2011. The NSACP partnered with the
Global Fund to implement community-led services in Sri Lanka.
This is when the NGO/ CBO was introduced to the HIV
prevention services. The NSACP has been scaling up HIV/ ST/

4 Readiness Assessment for transition and sustainability planning for Sri
Lanka’s AIDS Response. Transition Readiness Assessment report, 8 October
2020. Report prepared by UNAIDS. Available from:

https://www.aidscontrol.gov.lk/images/Sri-Lanka-HIV-TRA-Report--
FINAL-Oct-8-2020-3.pdf
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Hepatitis community led services and services for Key
Populations, including diversifying HIV testing modalities,
making HIV testing more accessible, scaling up pre and post-
exposure prophylaxis (PrEP/PEP) services across all STD clinics
and in community set up, and community based hepatitis C
testing and referral for treatment and harm reduction services
within the community set up. These were possible through
intensifying community-led outreach efforts, including virtual

interventions, by the NGO/CBO contracted Key Population team.
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Chapter 1:

Objectives of this process manual

To provide information on how to conduct community-
led HIV/ STI/ Hepatitis community-led services

To provide information on operating the community
center within the district by the NGO/CBO

To provide information on overseeing the community
center by the STD clinics and by the NGO/CBO

To provide information on periodic supervision by STI
clinics and NGO/CBO

To provide information to STI clinics and NGO/CBOS
on continuous guidance/ continuous mentoring

To provide information on monitoring, evaluation, and
prevention information management (PIM) system

To provide information on periodic reviews, meetings,
and consultations to STD clinics and NGO/CBO

To provide information on internal training and
continuous education to the contracted team

To guide the Community-Led Monitoring Mechanism
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Planning the Community-Led Services

Selection of districts & Key Population Component,

Community-led services are planned based on the community's
needs, the population size of each community, disease
prevalence, and the feasibility of conducting interventions

involving the communities.

District selection is based on the Quantitative & Qualitative
factors such as
* Latest Population Size Estimation;
* HIV cases detected
e Number of PLHIV in the last 5 years
» STI cases detected
* Qualitative information of each district —
hotels, hot spots, tourists, external migrants,
tuition classes
* Population density
* Sentinel Surveillance Data

* IBBS survey findings
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Contracting the Non- Government Organization

(NGO)/ Community Based Organizations (CBO)

The NGO/CBO is contracted yearly through a formal selection

procedure by calling for an expression of interest (EOI).

1. The EOI is published on the National STD/AIDS Control
Program website & the Family Planning Association

website.
2. Interested NGO/CBOS will respond to the EOI
3. The EOI will request details for the following

Selection of NGO/CBO

A suitable NGO/CBO will be contracted through a panel of
members after the submitted documents, physical performance,
financial and human resource performance, genuineness, and

organization discipline are analyzed.

An agreement will be made with the NGO/CBO and the National
STI/AIDS Control Program in partnership with the Regional

Director of Health Services and district STI clinics.



PROCESS MANUAL

Role of NGO/CBO

1.

Maintaining a KP desk for the transitioned KP
interventions in their office — peer diaries, stock

balance, program action plan & monthly

payment records

Make all documents available to any supervisory authority
Assist in recruiting the Management assistant, outreach
worker, & Peer Educators

Initial training.

Processing salaries, incentives, and other payments, and
relevant documents

Arrange monthly meetings and KP programme

reviews, sensitize STD clinic staff when
necessary, and hold advocacy meetings at the

district level when required.

Facilitate any other activity requested by the STD clinic.
Recruiting peer—educators, field supervisors, and
management assistants

Providing an uninterrupted sexual health service package
through recruited KP communities (means of prevention,

promotion of care-seeking behaviour & HIV testing)

10. M & E of the implementation of program

10
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Operating a community centre within Skm of the
primary district, a  Sexually Transmitted
Infection(STI) clinic

The contracted NGO/CBO, or if there is more than one
NGO/CBO contracted in a district, must join in renting a suitable

place to operate a community centre.
The necessary standards for the community centre are as follows.

1. This centre should be 5 km from the district STD clinic.

2. Ifmore than one NGO/CBO is contracted in a district, one
or more contracted NGO/CBOS should rent a joint
community center, and a common center must be in place.

3. The contracting NGO/CBO must monitor and maintain
the community center.

4. Monthly services provision data must be submitted to the
district STD clinic each month, indicating this in the
Prevention Information Management System (PIMS).

5. Services to be provided in the community center are
education, condoms and lubricant provision, HIV/STI/
Hepatitis testing services, harm reduction services for
drug use, PrEP and PEP provision, and direct observed

treatment for Hepatitis C.

11
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6. The Standard Operating Procedure for operating a
Community Center for the key populations provides more

details.

Contracting the community for the Key Population

intervention

The key population groups must be hired according to the
district's needs. The individuals will be selected per the said
Terms of Reference (ToR); Each ToR can be referred to with each

NGO/CBO agreement. The staff components are

a. An individual will coordinate the KP components

b. Individuals will plan, implement, and monitor the KP
outreach

c. A team of community groups works in the field to
identify, educate, and provide services within the
communities.

d. The key population intervention team members are

contracted

12
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Prioritizing  districts and Key Population

components,

The districts are prioritized according to disease prevalence, Key
population concentration, and other geographical parameters.
Likewise, some districts are identified as high-burden districts for
high disease prevalence and high key populations. Similarly, the
prioritization alters with time and the feasibility of the program's

gathering information.

1.2 Community-led HIV services complementing HIV
clinical testing and treatment services

There must be a formalized understanding of each other's roles
and responsibilities between Community-based HIV and clinical
service providers. This Process Manual aims to help towards this

goal.

Whereas clinical services are pivotal to providing life-saving
treatment to people living with HIV and STI cases, there are key
times and events when community-led HIV services can also be

essential for the Key populations, as follows:

13
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o To make Key population members aware of HIV/STI and
enhance their understanding of ways to prevent infection,
reducing misconceptions and fears;

e To link unreached Key population members to HIV
counselling and testing services (either Government STI
clinics or NGO/CSO-run services);

e To link HIV-hostile clients at high risk for HIV to
PrEP/PEP services.

1.3 Ethical principles underpinning HIV work

1.3.1 Equality

HIV services, whether provided by NGOs/CBOs or Government
facilities, are grounded in the fundamental belief that all human
beings are equal regardless of gender, ethnicity, socio-economic
status (class), family/cultural background, age, religion, personal
beliefs, sexual orientation, gender identity, or gender expression.

Everyone must be treated equally.
1.3.2 Acceptance and being non-judgmental

Community service providers and government HIV workers
should never judge clients' identity, behaviour, or life choices;

otherwise, these clients might be lost to the program forever. By

14
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accepting clients without passing judgment and respecting them,
in line with basic principles of public health, clients might

eventually be supported to make better health choices.
1.Empathy

Empathy is like “walking a mile in the client’s shoes,” trying to
understand the world from the client’s perspective. Clients should
be involved and considered equal partners in assessing and
resolving their own healthcare and psycho-social needs. Empathy
is also about having compassion, being client-centered, and
respecting the client's right to choose, even if we may sometimes

disagree with the client’s choice(s).
1.3.4 Duty of Care

When encountering a serious issue that is beyond the direct scope
of the program, HIV KP Outreach workers and Peer Educators
have a ‘duty of care’ if the client’s safety or the safety of others

may potentially be compromised.

Some examples of serious issues that might indicate the urgent

need for advice from others include:

e Statements by the client that indicate a risk of suicide or

self-harm;

15
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e Threats by a client to harm others;

e Suspicions of violence or abuse by or towards the client;
e Homelessness or acute poverty;

e Severe depression or other mental health issues.

In such cases, Outreach Workers/Peer Educators should always
seek additional advice from outreach coordinators/ supervisors
and clinical staff at the STI clinics and hospitals they work with.
They can also seek support from the “Mithuru Piyasa” at some

leading hospitals.
1.3.5 Informed consent

Clients’ consent must be sought before engaging clients in any
testing, outreach, or case management service. The ‘client
consent form’ (Annex 1) is used with the client registration form
(Annex 2) to obtain permission to use and store information the
client will share with the program. Clients must be informed that
all information they provide may be disclosed as aggregate or
individual information without their identities being revealed and
used in specific ways. Clients are given the option to refuse, at

any time, any or all of the services provided, and this is explicitly

16
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mentioned in the client consent form, thus ensuring that the

consent to provide them with services is informed.

The only exception would be in cases where there is a ‘duty of

care’ issue.
1.3.6 Privacy and Confidentiality

Clients' personal information, such as contact details, medical
records, etc., MUST be held in the strictest confidence. HIV
service staff need to respect confidentiality to keep their clients'

trust; they cannot do their work without trust.

Confidentiality works on many different levels. When clients
sign the consent form, reassurance is given that the program will
always respect the client’s confidentiality so they can share their
stories without fear of them becoming known to others. This trust
and confidence is crucial for Outreach Workers/Peer Educators to
support the client better, because an accurate understanding of the
client's situation is only possible when the client is not afraid to

be frank and straightforward.

17
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Breaches of confidentiality, if they occur, should always
be brought up, explained, and measures should be taken
to avoid a repeat.

NEVER ignore a breach of confidentiality when it occurs!
It is an opportunity to improve the service don’t miss it.

Confidentiality is a skill that improves with practice and

understanding of its importance. Key practices include:

e Anonymity: Respect a client’s choice (and correct) to
remain anonymous. Over time, trust may build and clients

may tell you more about who they are.

e No sharing personal details: Never discuss clients’ lives,
even without using their names, as more information can
quickly reveal their identity, especially in smaller
communities. Staff must sign confidentiality agreements
before their employment (Annex 3). Disclosure of a
client’s HIV/STI status without consent leads to
immediate dismissal. In team meetings, anonymize any

examples shared.

18
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No gossip: Gossip about clients or colleagues, including
on social media, is strictly prohibited. Gossip is deadly
poison for team-level confidentiality practices and clients'
trust in the CSO/NGO providing Community-Led HIV

services.

Discretion: Acknowledge clients only in private. If you
encounter a client in a public setting, interact only if the
client initiates it. The client may not want to be identified
as a key population member. Explain this policy during

service initiation to avoid misunderstandings.

Secure records: Use unique identifier codes instead of
real names for client files. Store records in a locked

cabinet and restrict access to relevant staff.

Private meeting venues: Meet clients in uncrowded,

discreet locations.

1.3.7 Professionalism: Remaining professional at all times

Outreach workers/Peer Educators must remain professional and

avoid letting personal emotions, including romantic or sexual

attraction, interfere with their role. They represent their

organization, and professionalism is essential to maintaining its

19
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reputation. If they cannot resist attraction toward a client, they

should refer the client to a colleague.
1.3.8 Honesty and integrity

Honesty: Be straightforward with clients to build trust and

encourage them to open up about personal issues.

Integrity: Act honourably and never engage in illegal activities,
exploit clients, or seek personal gain. Due to legal implications,
treat minors and differently abled individuals with care. Minors
(under 18) need a guardian’s consent letter for services. Refer

them to the STI Clinic for further management.
1.3.9 Appropriateness

Provide information, support, and tools relevant to a client’s
situation and needs, ensuring content is accurate and easy to
understand. Avoid giving incorrect information at all. It is better
to admit this than provide misleading answers if unsure.
Community service providers are not medical professionals and
must not act as doctors, nutritionists, or mental health experts.
Refer clients to qualified medical professionals when necessary

and document this.

20
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1.3.10 Responsibility and Accountability

Outreach workers and Peer Educators are responsible for their
duties and must follow contract terms, avoiding conflicts of
interest. Accountability includes measuring results, so monitoring
and evaluation (M&E) are essential. Outreach workers and Peer
Educators should maintain detailed records using monitoring
tools to track work, monitor clients, and improve the program

over time (See Annex 2, Annex 4, Annex 5, Annex 6); stocks

should be well-managed (Annex 7) and programmatic results
should be regularly shared with the team and with the NSACP
and District STI/HIV Clinics.

1.4 Staff rights and responsibilities
1.4.1 Rights

The organization recruiting Outreach Workers or Peer Educators

commits to:
e Ensure staff privacy and confidentiality.
e Treat all staff equally and respectfully.

e Provide orientation, training, and proper handovers for

continuity.

21
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Offer support through supervision and regular team

meetings.

Keep staff informed about program updates and involve

them in planning and evaluation.

Clearly define roles with written job descriptions (see

Annex 10 and Annex 11).

Maintain a diverse, inclusive, and discrimination-free

workplace.
Address complaints promptly and respectfully.

Communicate concerns about performance respectfully

and allow a right of reply.

Respect staff's personal space and time outside work

hours.

Fulfil legal obligations regarding salaries and benefits.

1.4.2 Responsibilities

Staff of Outreach/Peer Education programs must:

Commit to their contracted service period.

Attend supervision and team meetings.

22
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Perform duties and report as required.

Abide by contracts and confidentiality agreements.

Keep coordinators informed about client-related updates.
Be reliable, honest, and considerate with all stakeholders.
Update contact details when necessary.

Be punctual and follow the manual’s guidance for

delivering services.

Adhere to ethical practices to ensure services do not harm

(see Section 2.3).

Ethical conduct is significant because professional conduct helps

maintain a good reputation and service relationship with STI

Clinics. Unethical conduct undermines the trust and respect

needed to ensure that local service providers cooperate with the

service.

The following behavioural rules are fundamental:

a.

b.

No sex with outreach clients under any circumstances.

No breach of confidentiality as detailed in the
‘confidentiality and code of conduct agreement’ (Annex

3).

23
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c. No gossiping about clients or fellow team members

during or after service provision.

d. No drug taking or drinking alcohol with clients under

any circumstances.

e. No financial transactions, lending to or borrowing

money from clients.

f. No gifts or other tokens/services of significant value

are accepted by clients

g. No engagement in illegal activity during service

provision or with clients during or after service provision.

Engaging in these behaviours should be met with the relevant
disciplinary measure, with warnings issued in writing, and can

result in dismissal, subject to due HR process.

Orientation must be undertaken at the start of a new staff member
or volunteer’s time with the service. In this orientation, the team
coordinator should read the staff code of conduct (Annex 3). After
reading each document, the coordinator should discuss it to
ensure the staff fully understand all clauses and principles and

allow for questions and concerns to be raised.

24
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1.5 Reporting incidents: the process

Through the Community-Led Monitoring system, a question on
the form that a client fills out to provide feedback on services
received asks whether or not a serious incident occurred. If they
mark yes and consent to follow-up, there is then a process where
a trained focal point follows up to help resolve the issue. See

Annex 9 for the form”.

5 Serious Incident Response and Reporting Protocol. Community-Led
Monitoring for HIV services in Sri Lanka. Family Planning Association,
Colombo, 2024.
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Chapter 2:

Managing HIV/STI/Hepatitis Community-
Led Services

2.1 Seven Elements for Enhanced HIV Outreach
Element 1: Providing a Comprehensive HIV Prevention

Package

This element focuses on delivering HIV prevention education
tailored to individuals based on their HIV status and ensuring the
consistent availability of essential commodities such as condoms
and lubricants, and promotion of PrEP/PEP. A key priority is

meeting or exceeding distribution and education targets.
Element 2: HIV Case Detection Among Key Populations

This element aims to increase HIV screening uptake among key
populations, confirm reactive test results, and ensure that newly
diagnosed individuals initiate Antiretroviral Therapy (ART).
Activities include training peer educators and outreach workers
in motivating their clients to get tested, providing HIV screening
tests, or referring to HIV testing facilities (including providing
them with testing kits). A robust system for monitoring and

reporting HIV testing data is needed to ensure the outreach effort

26
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is effective in discovering previously undiagnosed HIV cases.
This requires feedback from HIV testing sites to the Outreach
team. The goal is to enhance case finding, improve linkage to
care, and ensure individuals living with HIV know their status

and access treatment promptly.

Element 3: Identifying New Places and Networks to Reach
the Undiagnosed

This element emphasizes the continuous identification of new
sites and networks where clients gather, prioritizing fieldwork in
locations with higher rates of undiagnosed HIV. Field workers
use mapping techniques and community engagement to identify
these hotspots, intensify outreach efforts, and connect with
individuals who traditional services may not have reached. Again,
there is a need to provide feedback on recent testing results (at an
aggregate level) from STI/HIV clinics to the outreach team so
they can receive feedback on the effectiveness of their efforts or

move on to new sites and networks.

Element 4: Exploring High-Risk Characteristics Through
‘Random Walking’

27
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‘Random walking’ is a method of identifying individuals outside
traditional key population networks, often referred to as
“outliers,” who exhibit unique high-risk characteristics for HIV.
This approach helps expand the program's reach by identifying
and engaging populations that standard outreach methods might
otherwise miss. It is part of Element 3 (continuously mapping and

exploring new sites and networks).

Element 5: Leveraging New Technologies for Outreach and

Coordination

This element promotes mobile (dating and other) apps, social
media platforms, and bulk SMS messaging to improve HIV
outreach and team coordination. These tools enhance the
dissemination of information, enable better communication
among team members, help promote HIV/STI testing services,
and allow for more effective engagement with clients in

accessible and innovative ways.

Element 6: HIV Case Management for Linkage to Care and

Treatment

This element ensures that newly diagnosed individuals are linked

to appropriate care and treatment services. It involves educating

28
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and supporting ART initiation, encouraging treatment adherence,
and assisting clients in navigating healthcare systems. Strong case
management ensures better health outcomes for people living
with HIV. At the current stage of the epidemic, Sri Lanka has
elected not to have dedicated community-based HIV case
managers; case management tasks are provided by qualified
health personnel at STI/ART clinics, with back-up support from
networks of people living with HIV.

Details of each element can be found in the technical guidance
document 12.

2.2 Improving referral and linkages between HIV
services at every step

To fix linkage losses at every step in the HIV cascade, from
prevention to viral suppression, a strong spectrum-wide Linkages
initiative, led by NSACP, is needed. This initiative will focus on
reducing linkage losses at every step between prevention &
screening, screening & repeat screening, screening &
confirmation, confirmation & registration for care, registration &

ART initiation, ART initiation & ART retention, ART initiation
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& viral load testing, first & repeat viral load testing, and repeat

viral load testing of failure cases.

This will include generation of due lists and defaulter lists at
every step, monthly reconciliation meetings at every STI & HIV
clinic with all the referral sites and testing sites, to identify clients
who have become lost-to-follow-up, focus on six monthly repeat
testing of hostile key population members, active involvement of
key population networks & networks of people living with HIV
to trace clients who have become lost-to-follow-up, provide
reinforced adherence counselling, family support, all to bring

them back into life-saving treatment and care services.

2.3 Definitions, functions, and structure of the outreach
team

Outreach Workers versus Peer Educators

The geo-prioritization approach adopted by the Sri Lankan
Ministry of Health stipulates that in certain districts, a more
intensive approach for HIV prevention and case finding is applied
than in others (see Section 1.1). This means in Colombo and
Gampabha, full time Outreach workers operate, whereas in other
districts there are full time Outreach Workers and Peer Educators

who are Volunteers.

30
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A second distinction of outreach work is that between Physical
outreach and online/virtual outreach. However, the key roles and
responsibilities of outreach workers and Peer Educators, as well
as those operating Physical and those operating virtual/online, are
the same: to educate / help key populations prevent HIV/STI

infection, and to link them to HIV/STI Clinical services.
Key Roles and Responsibilities

The primary role of Outreach workers and Peer Educators is to
reach individuals who have not been served by HIV services,
particularly those who have never been tested for HIV/STI. (See
the standardized job descriptions for outreach workers and peer

educators in Annex 10.) Strategies to achieve this include:

e Targeted Physical outreach in locations where key

populations gather.

e Virtual/Online outreach through social media, dating

apps, and online platforms.

Outreach activities- HIV Prevention Package HPP focus on

providing:

1. Accurate information about HIV/STI transmission

and prevention,
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2. Distributing condoms and lubricants,
3. Promoting harm reduction and PrEP/PEP services,
4. Linking clients to key population-friendly health

services.

Outreach also aims to enhance client motivation and skills for
behaviour change, such as adopting safer sex practices and

adopting a habit of regular HIV/STI testing.
Physical outreach:

Physical outreach remains a cornerstone of Sri Lanka’s HIV
prevention efforts. Outreach workers and peer educators play a
vital role in building trust, addressing individual needs, and
overcoming barriers that may prevent individuals from accessing
services. Key roles of Physical QOutreach Workers and Peer

Educators include (See Annex 10 and 11):

1. Direct Engagement:

e Identify and Reach Out: Locate and approach
individuals within key populations in places where they
gather, such as community centers, hotspots, and social

venues.
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e Build Trust and Rapport: Establish meaningful
connections by showing empathy, understanding, and

respect for the clients’ experiences and backgrounds.
Provide Tailored HIV Prevention Education

e Deliver Accurate Information: Educate clients about
HIV transmission, prevention methods, and the

importance of regular testing.

¢ Distribute Prevention Commodities: Provide condoms,
lubricants, and informational materials to support safer

behaviours or linkages to PrEP/PEP services.

Facilitate Access to differentiated HIV Testing and

Services

e Offer On-the-Spot Testing: When authorized and
trained, conduct rapid HIV testing, ensuring

confidentiality and informed consent.

e Refer to Health Services: Guide clients to friendly
healthcare facilities for testing, treatment, and other

support services.
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e Follow-Up Support: Encourage and assist clients in
attending appointments and adhering to treatment plans if

needed.

4. Registering and Tracking Clients

Outreach workers/Peer Educators ensure that every
individual contacted through outreach is registered

correctly. This includes:

e Using a Unique Identification Code (UIC) for clients to
maintain confidentiality and streamline follow-up (using

Client Registration Form, Annex 2).

e Recording details of services provided, such as education
on STIs and HIV, referrals, or the delivery of commodities

like condoms, lubricants, and HIV self-tests (Annex 4, 5

6.7).

e Document outreach activities in program monitoring
systems like the Prevention Information Management

System (PIMS).
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Virtual outreach:

Virtual outreach is an essential tool to complement traditional
physical HIV prevention efforts’. It helps reach individuals who
may not access services due to barriers such as lack of awareness,
confidentiality concerns, or low risk perception and lifestyle.
Outreach workers and peer educators involved in virtual outreach
aim to connect individuals to essential HIV prevention and testing

services.
Key Roles of Virtual Outreach Workers
1. Conduct Virtual Interventions

Virtual interventions refer to approaches that do not require
Physical contact and can be internet-based or non-internet-
based. Outreach workers and peer educators play a critical

role in implementing these interventions by:

e Identifying online spaces where key populations
gather (“virtual hotspots”) and conducting targeted

outreach.

e Engaging with individuals through social media, chat
platforms, and messaging services to generate

demand for HIV prevention and testing services.
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e Guiding clients through the process of accessing
services, from initial contact to booking appointments

or receiving self-test kits.
2. Demand Generation

Outreach workers and peer educators create awareness and

interest in HIV prevention and testing by:

e Developing and sharing straightforward, engaging
social media content tailored to the needs and

preferences of key populations.

e Using platforms such as Know4Surelk to
disseminate information and connect with

individuals.

e Testing and refining outreach strategies to improve

effectiveness.
3. Registering and Tracking Clients

Outreach workers ensure that every individual contacted

through virtual outreach is registered correctly. This includes:
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e Using a Unique Identification Code (UIC) for
clients to maintain confidentiality and streamline

follow-up (using Client Registration Form, Annex 2).

e Recording details of services provided, such as
education on STIs and HIV, referrals, or the delivery
of commodities like condoms, lubricants, and HIV

self-tests (Annex 4, 5, 6, 7).

e Document outreach activities in program monitoring
systems like the Prevention Information Management

System (PIMS).
4. Linking Clients to Services

The primary goal of virtual outreach is to transition clients
from online engagement to accessing physical services.

Outreach workers are responsible for:

e Referring clients to convenient service points, such
as district clinics, physical outreach workers, or

courler services for self-tests.

e Facilitating appointments through platforms like
Know4Sure.lk and ensuring clients can easily

access HIV testing and prevention services.
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e Collaborating with clinic staff to track client visits
and testing outcomes, ensuring a seamless linkage

to care.

2.4 Effective recruitment of outreach workers and peer
educators

The right mix of outreach workers and peer educators from
different backgrounds and operating in different social and sexual
networks is necessary. As a simple rule, the fewer outreach
workers or peer educators who knew each other before they

started working together, the better.

An outreach manager/coordinator should develop a recruitment
plan based on the guidelines given by the NSACP, that ensures a
proper mix of the outreach team, including the number of
outreach workers’/peer educators needed. The outreach
workers’/peer educators should reflect the desired age (preferably
age 18 -35 years and active KP member), ethnicity, level of
education, sexual orientation, gender identity, and in case of
‘venue-based’ outreach, for practical and logistical reasons their
area of residence. There should also be agreement (or at least
discussion) on how/where to recruit outreach worker’s/peer

educators to ensure a sufficiently diverse group.
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Please do not rely solely on people who volunteer to be Peer
Educators. They might not be representative of the target Key

population and may not be able to commit consistently.

It is important to have a clear job description for outreach workers
and peer educators. This description should be wused in
recruitment ads when new outreach positions become available;
an example is given in Annex 10; see also a job description for

Outreach Coordinators (Annex 11).

When the process of interviewing and selection starts, it is
essential to have an agreed-upon list of selection criteria. Criteria

can include:

e Availability to do outreach/peer education (including

during late evenings and weekends)
o Age (18-35 Years old)

e Personal traits such as communication, leadership,

team playing, and charisma.
e Social network or social media following/savviness
e Be an active KP community person

e Sexual orientation
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Gender identity
Ethnicity

Openness about sexual/gender identity (ability to
conduct outreach in public spaces, or preference for

online outreach)

Level of education- Minimum 3 passes O/L

examination
Motivation (as apparent during the job interview)

Acceptability by (particular segments of the) target
audience; this means experience working in sex work
for outreach with sex workers; experience having

male-male sex for men who have sex with men, etc.)
Previous working experience

Having NVQ L 2,3 certificate depending on the

requirement

Individual outreach workers’/peer educators will of course never

meet all criteria: some will be more charismatic, others more

organized, others more communicative than others; the idea is

that people in the outreach team complement each other and share
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their particular strengths with others, while learning from other

team members’ strengths.

If outreach workers and peer educators are recruited correctly, the
group employed in an organization will be highly diverse. This
will require careful people management. All outreach workers
and peer educators will need to agree to a set of basic rules
regarding being cordial and courteous, respectful of people of all

backgrounds, prohibiting gossip, etc. (see Section 2.3).

2.5 Ensuring outreach workers and peer educators have
the proper knowledge and skills

Outreach workers and/or peer educators under the Sri Lankan
model must demonstrate high standards of knowledge and skills,
ensuring that they are well-equipped to deliver HIV awareness
and prevention education tailored to the individual needs of
clients and effectively encourage them to access HIV, STI, and
Hepatitis B and C testing services. After recruitment, all outreach
workers and peer educators should receive comprehensive
training and be assessed for their knowledge, attitudes, and
communication skills using the evaluation tools provided in the
Guide for Community Service Providers (also called Reference

Manual).

41



PROCESS MANUAL

Building Motivation and Addressing Barriers

Motivational interviewing is a critical skill for outreach workers
and peer educators. This technique involves a structured yet
empathetic conversation to help clients explore and resolve mixed
feelings about behaviour change, whether related to testing,
treatment adherence, or other risk reduction strategies. Outreach
workers and peer educators should also be able to address

complex issues, including:

e Alternative sexual risk reduction strategies (e.g., PrEP or

behaviour modification).
e Managing substance use and its impact on HIV risk.

e Addressing stigma, discrimination, and gender-based
violence related to sexual orientation, gender identity, or

HIV status.

e Providing support for clients navigating sexual and

gender identity issues.
Continuous Knowledge Development

To maintain high standards, outreach workers and peer educators
should have access to updated scientific information on HIV

prevention, care, and treatment. Regular knowledge checks, using
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