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How does this self-paced learning resource work?
This resource is divided into seven sections of learning. Each section commences with a number of learning objectives.

Learning objectives clearly state what you will be expected to learn as a result of reading and completing each unit of learning in this resource work book.

Learning objectives help you to more clearly focus on what you need to learn and how you demonstrate your understanding of what you have learnt.
Legend

	(
	This symbol indicates the beginning of new content. The bold title is listed in the contents page.

	(
	Whenever you see this symbol, there is an activity to complete. Activities have been designed to reinforce the learning. You are required to complete each activity.

	☺
	This symbol marks the end of a section and indicates that the summary key points of the section you have finished will be listed.

	(
	Once you have read through this resource and have completed all of the activities, you are to return the resource book to the QAHC worker/volunteer who is supervising you for assessment.
Once your work has been assessed, the resource will be returned to you for your reference.
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UNIT 1

	(
	Introduction to Queensland Association for 
Healthy Communities (QAHC) 



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

(Understand the history of QAHC

(Understand the core values of QAHC
(Understand what QAHC is funded to do
(Understand what work QAHC undertakes




Background
Queensland Association for Healthy Communities (QAHC) – formerly called the Queensland AIDS Council, was formed in 1984 as a response by the gay and lesbian community to the emerging AIDS crisis.

The service grew and was funded to provide HIV prevention education for gay/bi men and care, support and accommodation services for all people living with HIV/AIDS. In the late 1990’s QAHC received funding for an Indigenous Gay men and Sistergirl project.

In 2004 the funding for HIV services was moved to St Luke’s Nursing Service, now known as Spiritus.

Given the narrowed focus on HIV prevention and sexual health promotion for gay and bisexual men, QAHC has chosen to pursue a broader health focus for the Lesbian, Gay, Bisexual and Transgender (LGBT) communities.

Over the next few years QAHC will apply for funding to work on new health issues, in addition to HIV and sexual health.  Priority areas include mental health, alcohol, tobacco and other drugs and ageing.

(
Our vision

A Queensland where all lesbian, gay, bisexual and transgender people achieve the best possible health and well-being and participate fully in the life of communities, free from stigma and discrimination

(
Some of QAHC’s core values

· Respecting everyone’s uniqueness, views and experiences
· Upholding and protecting human rights
· Being accountable to the community, clients, members and funding organizations
· Working in partnerships to create knowledge and take action
· Respecting the knowledge, practice, and culture of Aboriginal and Torres Strait Islander people and their relationship to the land.
· Stopping violence in all its forms
(  How is QAHC funded?
At present, most of QAHC’s funding is from government.  Our HIV work with gay men and training and development work on LGBT issues is funded by Queensland Health and our work with Aboriginal and Torres Strait Islanders is funded by the Office of Aboriginal and Torres Strait Islander Health.  We also receive small one-off grants (e.g. Department of Community, Brisbane Council) and donations from private individuals and businesses.
(  What is QAHC funded to do?
QAHC is funded to provide the following programs:

(Gay Men’s Health Promotion
HIV, Hep C and Sexual Health promotion for gay men and other men who have sex with men.  Examples of this work include:

· Printed resources and campaigns – in venues, the gay press etc

· Websites providing information discussion and answering questions

· Telephone information and referral

· Limited supplies of condoms and lubricant

· Workshops and support groups on a variety of issues

· Outreach in gay venues, beats, community events and internet chat rooms


(Indigenous HIV Program

Strong focus on A&TSI gay men and Sistergirls, working with the entire A&TSI community.  Examples of this work include:

· Social support groups in Cairns (Yulpa Mipla Ahfla) and Brisbane (gar ban djee lum) for Indigenous gay men and sistergirls

· Information, practical support and referrals fro Aboriginal and Torres Strait Islander people living with HIV


(LGBT Health – Training & Development
Improving service provision and access to health and related services for LGBT Queenslanders.  Examples of this work include:

· LGBT awareness training to service providers, including youth services.
· Bi-monthly e-newsletters on LGBT health and LGBT community development.
· Resources for service providers and LGBT people on a variety of health issues.
Additional information about QAHC and our work can be found on www.qahc.org.au or in our recent Annual Reports.

( 
Why and when did QAHC form?
What has been QAHC’s key work focus since 2004?

What does sex positive mean?

Name one of the programs that QAHC currently runs?

List some of the activities that occur in the program you have named?

☺ Summary Key Points
Congratulations, you have completed the FIRST workbook. In this unit we covered the following key points:
( The history of QAHC
( QAHC’s Vision and Core Values
(How QAHC is funded
(What work QAHC undertakes
UNIT 2
	(
	Introduction to Volunteering and QAHC Volunteer Rights and Responsibilities 



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

(Understand what volunteering is

(Understand the Rights of Volunteers at QAHC
(Understand the Responsibilities of Volunteers at QAHC



( Universal Declaration on Volunteering 

Volunteering is a fundamental building block of a civil society.  It brings to life the noblest aspirations of human-kind - the pursuit of peace, freedom, opportunity, safety, and justice for all people.

In this fast paced era of globalisation and continuous change, the World is becoming smaller, more interdependent, and more complex.  Volunteering - either through individual or group action - is a way in which:
(Human values of community, caring, and serving can be sustained and strengthened; 

(Individuals can exercise their rights and responsibilities as members of communities, while continuing to learn and grow throughout their lives, realising their full potential; 

(Connections can be made across differences that push us apart so that we can live together in healthy, sustainable communities, working together to provide innovative solutions to our shared challenges and to shape our collective destinies. 

At the dawn of the new millennium, volunteering is an essential element of all societies. It turns into practical, effective action the declaration of the United Nations that "We, the Peoples" have the power to change the world.
www.volunteeringwa.org.au
What's the benefit for the Community?

Volunteering benefits the community as a whole. Volunteer work is based in non-commercial settings; that is, settings where the primary focus is not to make a capital gain.  However, not-for-profit organisations are run like any other businesses, the difference being that any income received through sales and service or other means goes back into the organisation and back into the communities that support it.  Volunteer work can either be through a non-profit organisation such as a neighbourhood centre, a museum or a sporting group, or volunteering can be as informal as driving a neighbour to a medical appointment or picking up their groceries.  Everyone realises that funding buckets are getting smaller because these days they are being spread around more thinly by governments. Managing a tight budget for an organisation’s running costs is tough enough – excess money to pay volunteers a wage would be nice – just don’t hold your breath – not just yet, anyway!  The reality is, not-for-profit organisations would be forced to close their doors if it were not for the assistance freely given by millions of generous, willing and caring volunteers.

www.volunteeringwa.org.au
Who Volunteers?
Forget everything you’ve ever heard about the sorts of people who volunteer - It’s for everyone! About 1 in 4 adult Australians volunteer and this number is climbing.  Volunteers are people who choose to share their time, knowledge, experience, skills and energy with the community for no monetary reward.  They come from the full gamut of backgrounds, and collectively have a vast array of skills. Volunteers who may have special needs are also given the opportunity to participate in community life.  Volunteers contribute to the smoother and more cost-efficient way of running organisations, but they in no way compete with the work of those in paid positions. Volunteers are not substitutes for paid workers.  Society could not function effectively without volunteer efforts.  Furthermore, over 60% of volunteers also work in full-time or part-time paid employment. 
Volunteering is an integral part of Australian society.  Volunteers are found in schools, sporting and community groups, welfare agencies, search and rescue operations and political parties; in other words, all facets of society are improved by volunteers.  Prior to colonisation family and community support traditions of A&TSI people reflected ‘volunteerism’ in its truest sense and since early colonisation days Australian culture has built on this and been historically linked to volunteering.

www.volunteeringwa.org.au
Culture of the Organisation

The importance of the ‘organisational culture’ is to treat volunteers fairly and equally.  Additionally when a person is volunteering, the attitudes of people in key positions towards encouraging volunteer involvement in the organisation should never be under-rated. Traditionally, people who volunteer care about their fellow humans, they see value in a fair and just society for everybody, and up-hold the Australian way of life to ‘role up the sleeves and pitch in’ as active participants to ensure their communities prosper and grow.  

Without Financial Payment

Volunteer work is never for payment. However, out-of-pocket expenses, such as travel costs, may be reimbursed.  Once the volunteer position becomes a paid position, the work ceases to be voluntary.  Some people are sometimes paid for a certain amount of hours a week to run a program for a not-for-profit organisation while still contributing volunteer hours.
At times, volunteer work can directly lead to paid employment. This should never be the sole motivation for volunteering though.  Volunteering is also an invaluable pathway for gaining experience, improving and learning new skills, which will assist people in obtaining paid employment. It builds on skills and confidence and thereby motivates many volunteers to pursue further training and/or to apply for paid positions.
( National Standards for Volunteers
The National Standards for Involving Volunteers in Not-For-Profit Organisations, 2nd Edition, September 2001 represents what Volunteering Australia regards as ‘best practice’ in the management of volunteers……Volunteering Australia  2001 
National Standards have been developed by Volunteering Australia to ensure that all organisations using volunteers maintain a 'best practice standard', and that volunteers are not exploited. National Standards are in place to help protect and develop the industry and the workers within the voluntary industry. Volunteer management or coordination is now regarded as a legitimate and worthwhile career choice.

As volunteers make up the major portion of the not-for-profit sector's work force - a sector of the economy worth nearly $45 billion or 10% of gross domestic product - the need for standards to protect volunteers' rights has become increasingly important.

The National Standards are organised around principles that describe what is required for a quality volunteer-based program. Principles include policies and procedures; management responsibility; recruitment, selection and orientation; work and workplace; training and development; service delivery; documentation and records; and continuous improvement.

There are 8 National Standards or Principles for Volunteers:

Standard 1 - Policies and Procedures

An organisation that involves volunteers shall define and document its policies and procedures for volunteer involvement and ensure that these are understood, implemented and maintained at all levels of the organisation where volunteers are involved.

Standard 2 – Management Responsibility

An organisation that involves volunteers shall ensure that volunteers are managed within a defined system and by capable personnel with the authority and resources to achieve the organisations policy goals.

Standard 3 – Recruitment, Selection and orientation

An organisation that involves volunteers shall plan and have clearly documented volunteer recruitment, selection and orientation policies and procedures that are consistent with non-discriminatory policies and guidelines.

Standard 4 – Work and Workplace

An organisation that involves volunteers shall clearly specify and control the work of volunteers and ensure that their place of work is conducive to preserving their health, safety and general well being.

Standard 5 – Training and Development

An organisation that involves volunteers shall ensure that volunteers obtain the knowledge, skills, feedback on work, and the recognition needed to effectively carry out their responsibilities.

Standard 6 – Service Delivery

An organisation that involves volunteers shall ensure that appropriate processes and procedures are established and followed for the effective planning, control and review of all activities relating to the delivery of services by volunteers.

Standard 7 – Documentation and records

An organisation that involves volunteers shall establish a system and have defined procedures to control all documentation and personnel records that relate to the management of the volunteers.

Standard 8 – Continuous improvement

An organisation that involves volunteers shall plan and continually review its volunteer management system to ensure that opportunities to improve the quality of the system are identified and actively pursued.

(Volunteer Rights at QAHC
Unlike paid staff, volunteers at QAHC are not covered by an award or Australian Workplace Agreement (AWA).  Volunteers at QAHC, however, do have rights, some of which are enshrined in legislation and some of which QAHC believes are the obligation of the organisation.  As a QAHC Volunteer you have the right:

1. to work in a healthy and safe environment as prescribed in the Queensland Workplace Health and Safety Act 1995 (Reprinted 1 July 2007); 

2. to be interviewed and engaged in accordance with equal opportunity and anti discrimination legislation;

3. to be adequately covered by insurance;

4. to be given accurate and truthful information about QAHC and the communities it serves;

5. to be reimbursed for out-of-pocket expenses incurred on behalf of QAHC;

6. to be given copy of the volunteer policy and procedures, as well as any other policies and procedures of QAHC that may affect your work;

7. not to fill a position previously held by a paid worker;

8. not to do the work of paid staff during industrial disputes;

9. to be able to choose the tasks that you undertake and to have a job description and/or duty statement outlining your role and tasks and agreed working hours;

10. to have access to the QAHC grievance procedure;

11. to be provided with orientation to QAHC and the communities it serves;

12. to have your confidential and personal information dealt with in accordance with the principles of the Privacy Act 1988; 

13. to be provided with sufficient training and ongoing development opportunities for you to be able to undertake your volunteer duties;

14. to be provided with support, supervision and guidance; and

15. to be part of the planning and decision making processes of QAHC where appropriate.

(QAHC Responsibilities to its Volunteers
In order to enhance the volunteer’s experience and comply with legislation and duty of care, QAHC will:

· Interview and engage volunteer staff in accordance with anti-discrimination and equal opportunity legislation;

· Provide volunteers with orientation and training;

· Provide volunteers with a healthy and safe workplace;

· Not place volunteers in roles that were previously held by paid staff or have been identified as paid roles;

· Ensure that there is clear differentiation between paid and unpaid roles;

· Clearly define volunteer roles and develop clear job descriptions and/or duty statements;

· Provide appropriate levels of support, supervision and management to volunteers;

· Provide volunteers with all relevant policies and procedures that may affect their work including grievance and disciplinary procedures;

· Ensure volunteers do not take up additional duties that would otherwise be undertaken by a paid staff member during industrial disputes or staff shortages;

· Acknowledge the rights of volunteers;

· Ensure that the work of volunteers complements but does not undermine the work of paid staff;

· Offer volunteers the opportunities for ongoing training and development;
· Reimburse volunteers for out of pocket expenses incurred on behalf of QAHC;

· Treat volunteers as valuable team members, and advise them of opportunities to participate in planning and decision making at QAHC;

· Acknowledge and reward the contributions of volunteers

(Volunteer Responsibilities at QAHC
1. To uphold the standards, policies and procedures and philosophy of QAHC whilst performing duties on behalf of the organisation;

2. To be dependable and consistent in fulfilling your responsibilities;

3. To follow instructions in relation to health and safety;

4. To work according to your job description and/or duty statement and work within your allocated hours;

5. To know your own limitations and be willing to honestly evaluate your own ability to undertake duties;
6. To seek help from or refer to other volunteers or staff for issues beyond your limits/abilities;
7. Ensure that you maintain the privacy and confidentiality of your colleagues and the clients of QAHC;

8. To take responsibility for your own health and safety whilst working at QAHC and ensure that you do not adversely affect the health and safety of others;

9. Use equipment safely according to the way in which you have been trained to;

10. Notify QAHC of any work place health and safety incident, including equipment or situations that may lead to an unsafe work place;

11. Respect your paid and unpaid colleagues and the clients and communities that you work with. 

( 
What is the key reason/s for you wanting to be a volunteer with QAHC?
Why is volunteering so important to individuals, organisations and communities?

Who volunteers?

Please provide two or three examples of your rights as a volunteer?

What are some of your responsibilities as a volunteer?

☺ Summary Key Points
Congratulations, you have completed the SECOND unit of this workbook. In this unit we covered the following key points
( What volunteering is
( What the rights of volunteers at QAHC are

(What the responsibilities of volunteers at QAHC are
Unit 3
	(
	Working in the Community Services Sector and Communicating Effectively



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate you ability to:

(Understand what volunteering in the Community Services Sector means
(Exercise effective communication techniques

(Follow routine instructions

( Complete reports as required




(Working as a Volunteer in the Community Services Sector

To work effectively in the Community Services Sector, volunteers need to understand the nature of the Community Services Sector and what it means for work practices.

Volunteers must be able to:

(Communicate with individuals so that they feel comfortable enough to tell you their particular story

(Provide information and assistance to individuals and groups so that they can use the information to decide the most appropriate action to take

(Develop a common understanding with individuals and groups about their situation and agree on the most appropriate action to take.

To enable you to undertake these tasks, QAHC has in place a number of policies, procedures and guiding principles that you will be required to follow.  These are all located on the QAHC website (About QAHC – Policies).  However most importantly you will need to be able to communicate effectively with your colleagues, clients and the communities that you will be working with.
( Developing skills to communicate effectively
It is essential that you develop skills which centre on your ability to communicate effectively and develop skills that are centred on your ability to expand appropriate relationships with clients and colleagues. This enables people’s needs to be met within an environment that is continually changing, demanding and urgent.

Your work will incorporate assisting people to self-manage and/or empower individuals.

Therefore effective communication is vital. Communication is the process through which we connect with each other and through which we develop relationships with each other. To communicate successfully means making sure each person understands the same message in the process.
Some of the issues that can influence communication are:

· Culture, language or religion of a person
· Gender inequality
· A person’s exposure to education
· Your assumptions about others
· How a person views themselves

· A persons previous experience in accessing a service

( 

List other issues that can influence communication?
(
Complete the following self evaluation

	
	Yes
	No
	Unsure

	Do you understand and respect individual differences and needs?
	
	
	

	Does the way you have communicated with clients and colleagues in the past reflect this understanding?
	
	
	

	Is your communication clear and relevant to the situation?
	
	
	

	Do you introduce yourself appropriately?
	
	
	

	Do you use touch and other forms of non verbal communication appropriately?
	
	
	

	Do you ask for advice if you have any difficulties in communicating with clients and colleagues?
	
	
	

	Do you follow advice?
	
	
	

	Do you carry out workplace instructions within an agreed timeframe?
	
	
	

	Do you clarify instructions if you do not understand?
	
	
	

	If you have difficulties in carrying out an instruction do you refer this to your supervisor or an appropriate person?
	
	
	


(Communication Principles

In active listening the whole body is used as a listening tool and there are a number of components:

Attentive body language – The listener uses the body to focus attention and should demonstrate the following:

· The body should be orientated towards the speaker to show involvement and attention

· Adopt the same or similar body position as the speaker. This is called mirroring and can help to create a bond between the two parties

· Small and slow body movements can calm the speaker and maximise the chances for connection

· Appropriate eye contact that is neither too threatening nor to remote

Following skills – These show that the listener is following the speaker. The listener should demonstrate:

· Friendly interested encouragement to open and direct conversation where necessary
· Prompts when the person strays from the point….”you were talking about…” and refer back to the last relevant point
· Minimal encourages such as nodding and “mm” or “yes”
· Attentive silence
Reflective skills – The listener restates the feeling and content to show understanding and acceptance. As a listener you should do this by:

· Paraphrasing the speaker’s words in your own words. This serves as a check that you have got the facts straight. Ensure that both feelings and content are mentioned
· Summarise major concerns
Empathy – Empathy is the ability and willingness to feel with other people, to walk in their shoes (understand their plight, not take on their load) and see the world through their eyes. It does not necessarily mean that we agree with them, but we need to let them know that we understand and respect how they feel.

The process of communication

The communication process starts when the sender wishes to convey a message or idea, usually to another person or group. The sender encodes the message to be sent to the receiver.


[image: image1]
Communication is currently seen as being ever-changing and dynamic, this is as it should be as communication reflects the people who are communicating. Just as people change and develop and practice various methods and skills used in communicating, peoples mode of communication will change and develop too.

Communication channels

A route or channel of communication can best be described as the means by which messages are sent and received. These include:

· Sensory channels – all 5 human senses can be channels of communication e.g. touching can communicate understanding or empathy with a person’s experience, or can communicate unwelcome messages, as in sexual harassment.

· Technological channels – where we use a range of different media such as television, radio, telephone, print and computers.

· An individual’s frame of reference – these include issues such as values, attitudes, beliefs and perceptions as well as personal experiences. 

( 

What is attentive body language?

Why do you think Empathy is important when working with clients?
Name two human forms of sensory communication

Personal values

Because your work requires you to work with other people, often in the most intimate areas of their lives, it is important to understand the way your values influence your effectiveness in the community services field.

As an example…….a mechanic needs tools to do his work. While his personality is important, the customer is more interested in the skill he uses to repair the vehicle. In working within the community sector, your tools are you. Your ability to communicate, to form trusting relationships and to accurately observe and honestly report to appropriate people is vital.

Your baggage of values you bring will affect the quality of services you provide.
It is essential that you are aware of your own assumptions and judgments about other individuals.  At QAHC we work with many different kinds of people who include sex workers, gay and bisexual men, lesbians, people who use illicit drugs, people who are HIV positive, married men who have sex with other men, Indigenous peoples, transgender people and many others.  Being aware of your own values and judgments and not letting them interfere with your work will enable you to effectively use your tools as volunteers at QAHC, just like the mechanic fixing the car.
Awareness of individual differences and needs provides you with information about clients and co-workers that will be useful when communicating with them. For example you may need to:

· Take into consideration the effects that medication might cause, such as drowsiness;
· Take into account that your sexual identity and sex life may be very different to someone else’s;
· Ask for support from bi-lingual co-workers or interpreters when communicating with people from diverse cultural backgrounds;
· Break down information into the smallest steps when communicating with people with delayed development;
· Take into consideration that your gender may be affecting the way in which someone communicates with you;
· Make allowance for any loss of concentration when communicating with people who are at a heightened emotional state;
· Provide the same information a number of times (perhaps in different ways) when communicating with people who have an intellectual disability;
· Sit down if possible when communicating with someone in a wheel chair as face to face communication is more direct and relaxed at eye level.
But most importantly, you need to understand that everyone is different and that:

· People from the same background may not necessarily have the same needs;
· Peoples needs will depend on their situation, experience and what they are currently doing;
· Needs change over time, they change as people age and they change according to the situation.
Therefore you should be flexible in your communication and respond to people as individuals in a specific situation.
( 

Discuss an experience you have had where you think someone you have been communicating with has made a value judgment about you…how did that make you feel?

Active listening
The skills inherent in sound communication cannot be overstressed. Think about the model of communication we looked at earlier. When someone attempts to send a message verbally they encode an idea in their head and then translate this into words. This alone is fraught with difficulties, i.e. language used, culture, age and background can all affect how a person interprets a given word.

The message is next transmitted via a channel of communication e.g. on the telephone or face to face.

The message must finally be decoded by the receiver. Taking into account the range of barriers to effective communication, the receiver needs to have been listening actively to have any chance at all of receiving the full message.
(
Answer the following questions now then review your answers when you have finished this module.

Do you think that you are a good listener?
If yes, what makes you a good listener?
If no, what stops you being a good listener?
What is your strongest quality as a listener?
What is your weakest quality as a listener?
In summary:

· Shut out distractions.  Give the client your full attention

· Suspend your own feelings and judgments.  Your job is to listen, not criticise, debate or impose your own values and judgments.

· Listen to the context.  What are the underlying feelings and emotions?

· Keep quiet.  Show respect.  To listen, we need to provide space.

· Don’t anticipate what the other person is going to say.

· Don’t plan what you are going to say in response while the person is still speaking – this blocks the listening process.

· Don’t allow yourself to get too far ahead of the speaker.  Listen to what is being said, not what you think is going to be said.

· At appropriate intervals, paraphrase what is being said.  This assists clear communication and shows the speaker your respect for what they are saying.

· If you lose the thread of the conversation, look for key words or phrases to help you re-orient to what is being said.

· If you don’t understand what is being said, ask, but take note of the conversation context.  Recurrent questioning can kill the flow of the communication.

· You must care enough about the worker/client interaction to want to improve your listening skills.

Connections and linkages

“It takes a village to raise a child…” (African proverb)

It is vital when supporting clients that we consider the inclusion of significant others. When we include additional people we promote and strengthen linkages and we foster support. 

This may include friends, family, and other workers as appropriate or other relevant agencies.
Introducing yourself

You should introduce yourself at the beginning and at the end of any communication you have with clients, so they can keep a track of the people they talk to and what different people say to them. If you have previously met the client remind them of the context of this meeting. 

Special considerations when working with Aboriginal clients

It is necessary to understand the importance of the cultural context of a worker’s interaction with an Aboriginal client.  The interaction is influenced by the inter-personal dynamic, the time, place and nature of the interaction as well as the cultural/historical/social context.  
Sometimes people prefer to speak to someone they know or someone who "understands" them. This person will remain their contact until rapport/trust has been established with other staff members.

Keep in mind the use of language and terminology/jargon. If you must use terminology make sure that you explain what it means. Remember the words that you use every day are not always familiar to your clients.

Effective communication is a two-way exchange of information. If the client feels comfortable with you as a ‘person’ rather than an ‘assessor’ they are more likely to provide you with relevant information.

(Follow routine instructions

The big picture

Each workplace and each work role share similarities, and many differences. These work roles and organisational descriptors can be found in the following formal documentation:

· Organisation business plan – sometimes known as a strategic plan

· Vision/mission statements

· Goals and objectives

· Performance indicators

· Sources of funding

· Contract agreements sometimes known as memorandum of understanding

· Policy and procedures

· Codes of conducts

· Job description

· Work plans

· Task lists

These documents are the ‘narrative’ of the organisation – where is it heading, how are we going to get there and who is going to do the work. The first six descriptors are organisational wide. The last five are individual and represent the interface between the organisation and the individual. They describe a framework for our actions as workers, in the specific work context.

Policy – what is it?

A policy is a framework, or set of principles, that guide decision making and action. Policy is a written statement of agreed standards, views or procedures on a particular issue. Policy could be described as the law of the organisation.

Policies provide structure and consistency. They state how the organisation and the individual workers are to deal with a specific issue. They represent transparency and consistency for all workers. To use some legal terminology, they are a form of organisational precedent – in ‘like’ circumstances; the issue will be dealt with in ‘like’ manner.

Policies are underpinned by procedures. While the policies tell you why or what is the philosophy of doing something, the procedure tells you how to implement the policy. Policies are generally not able to be altered easily whereas procedures can and do change often. 

Good policy has the following characteristics

· It is clear

· It is free from jargon

· Any specific terms or definitions are explained

· It is workable

· It involves staff, clients and other significant stakeholders in the information gathering process

· It is reviewed regularly

· It is readily available

· It is carried through consistently

Problems with policies

· Policies may be prescriptive when they should be flexible

· Policies can become outdated

· Policies can limit innovation and change

· Policies might be difficult or even impossible to implement

· People may not be aware that policy exists.

Position descriptions

Policies and procedures and job descriptions go hand in hand. They are the key feature in describing the work role.

Job descriptions outline the role responsibilities of a specific position – the key duties, tasks and activities to be performed, and to what standard.

The key common features to a position description are:

· Background information – the organisational context

· Objectives of the position

· Key responsibilities

· Key skills

· Required knowledge

· Qualifications and experience

· Reporting requirements

· Award

· Special conditions

Seeking clarity

Clear work instruction is premised on clear communication. Clear communication is one of the foundations of work skills – whatever the work context, regardless of the work role.

With the best intentions, the work context can still be confusing. Even when an organisation has clearly developed policies and procedures and job descriptions there is still room for misunderstanding or lack of clarity. Policy, procedure and job descriptions are maps – frameworks developed to minimise confusion, enhance clarity and maintain organisational consistency.

Whatever the reason, you need to refer any difficulties you have with completing instructions to your supervisor or appropriate person so these issues can be addressed. 

Your aim here is to report problems to your supervisor when necessary.

(
List what you believe common communication issues/barriers to be when giving or receiving instructions?

(
List below strategies for clarifying these issues/barriers
If you need to clarify instructions given to you, try to spend 10 minutes answering these questions.

· What is to be done in terms of quality, quantity, time and safety

· Why am I being asked to do it

· Why is the task important

· How do I go about completing the task

· How do I go about completing my task in a timely manner

If you are unable to answer these questions adequately enough you need to speak to someone who can give you clarification.

The study of communication encompasses nearly all of the critical topics that are basic to understanding human behaviour in general and human functioning within organisations in particular. In fact communication and organisational success are linked. Good communication can have a positive and mobilising effect on workers. Poor communication can provide powerful negative consequences, such as distortion of goals and objectives, conflict, misuse of resources and inefficiency in performance. 

(
What would you do in each of the following situations?

	Situation
	What would you do?

	You have been instructed to visit a Gay Bar to distribute some safe sex information.  You have been told where to go, but no other information.


	

	A client of QAHC has told you that they are very upset because they were beaten up outside a gay venue and really wants to talk to someone who can do something about it.


	

	You are really confronted by what a client has disclosed to you about their sex life and you are not sure if you can listen to them anymore.


	

	You have asked a colleague to assist you with a job, but on explaining the task to them they seem not to have picked up what they need to do.


	


(Complete reports as required

Together with your supervisor you may be asked to complete the following reports:

( Client Interaction Form – recording number of clients spoken to, basic demographics and issues discussed (e.g. on outreach).

(Incident Notification Form – to report injury or illness caused by or in association with your volunteer work.
Putting together clear and accurate reports

Whether a report is verbal or in writing, it should be clear and accurate.

If a report is clear it will be easy to understand.

Your report will be clear if you:

· Use correct spelling, as correct spelling is easy to read

· Use language your audience will understand – use simple words rather than complex words; do not use jargon or slang, that is, do not use words people you are reporting to might not know

· Use a structure – talk about things in points or steps that follow on from each other so people can follow what you are saying

· Are brief – too many words in a report can make it difficult for people to understand what you are saying

· Use enough words – with few words, people can misunderstand what you are saying

Your report will be accurate if you:

· Check that the facts you state are right – such as dates, times, places, people, events

· Do not just rely on your memory, use information that has been recorded or is known by the people receiving the report – refer to other reports such as the weekly booking sheet for equipment, not just your memory of the equipment used

· If you are not sure about something then say so, do not make it up – if you are reporting to a co-worker taking over from you about groups still in the building, then say if you do not know if everyone has left the building yet.

Because action may be taken as a result of your report, the accuracy is crucial for the organisation to run smoothly. For example, if you report that there has been a lot of requests for QAHC to have a Gay Men’s Mental Health Worker, then your report will impact on the effectiveness of QAHC’s program planning and possible future funding.
Your aim here is to provide meaningful reports.

(
You have spoken to a client for half an hour on the phone and need to fill in a client contact data sheet.  Which parts of the conversation do you think should be recorded?  
Your own communication style

Finally, think about your own communication style. Identify four incidents you have experienced. What did you do in each case, and was the outcome positive or negative?

These incidents may have come from work or training, or from every day life experiences.

(
	Incident/Action taken
	Positive outcome
	Negative outcome
	What should have been done?
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☺ Summary Key Points
Congratulations, you have completed the THIRD unit of this workbook. In this unit we covered the following key points:
( Volunteering in the Community Services Industry 

( Effectively communicating with colleagues and clients

( Identify when your own values and judgments may affect your work

( How to follow routine instructions

( How to complete reports
UNIT 4
	(
	Health Determinants and Health Promotions



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

    ( Understand what factors can determine a persons health
( Understand what contributes to a health promotion     strategy
( Understand the connection between social and health  inequalities



(Health Determinants and Health Promotion

The determinants of health

A social model of health is a framework for thinking about health. Within this framework, improvements in health and wellbeing are achieved by addressing the social and environmental determinants of health, in tandem with biological and medical factors. Health is a complete state of physical, mental and social wellbeing, not merely the absence of disease or infirmity. 

Planners of services that aim to improve health and wellbeing and reduce the burden of preventable disease, need to be concerned not only with the individual context or factors, but also with the context of broad public policies and environmental influences, group and family influences and the community context. It is not possible to decide how best to support the improvement of health without understanding this context as illustrated below. 

The context of health
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There is a growing consensus on the importance of systematic differences in exposure to health hazards and risk conditions in the population. This means some groups in society have a much poorer chance of achieving their full health potential as a result of their life circumstances—including political, social, economic and environmental conditions as illustrated above.

Differences are observed in the health status of groups according to a range of socioeconomic indicators. The most disadvantaged groups have the poorest health and the highest exposure to health-damaging risk factors.

There is evidence that poorer socioeconomic groups tend to have poorer nutrition, less physical activity in leisure time, greater prevalence of smoking and more damaging patterns of alcohol use. However, each factor should not be considered separately. The life circumstances or determinants of health (including people’s social and economic circumstances, indigenous status and ethnicity, sexuality, stress, gender, early life development and experiences, social exclusion, work and unemployment, and social supports) of people experiencing disadvantage highlight the greater restrictions on ‘making healthy choices the easy choices’. Further, cultural diversity and the failure of the system to address issues of access to appropriate services and programs for diverse groups can create inequalities in health status. Integrated health promotion attempts to close the equity gaps by supporting social networks; developing and advocating healthy public policies; and strengthening community capacity.

Inequity and inequality are often used interchangeably, but have very different meanings. If one person lives longer or suffers less sickness and disability than another, then inequalities in health status exist—but not necessarily as a result of inequity. These differences may not have arisen from living conditions, but from genetics, personal lifestyle choices or particular accidents. However, if differences in health status result from different living conditions (such as reduced access to nutritious foods, inadequate housing, lack of access to appropriate health care, lower income levels, stressful work conditions and frequent periods of prolonged unemployment), then inequalities in health status are the result of social inequities. 
www.health.vic.gov.au/healthpromotion/foundations/determinants.htm

For further information on Determinants of Health, download:
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 HYPERLINK "http://www.who.dk/document/e81384.pdf" \t "_blank" Social Determinants of Health - The solid facts, Second Edition (474kb, pdf)
Note: This publication is located on the World Health Organization Regional Office for Europe website.
A background paper prepared for the Commission on Social Determinants of Health -
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 HYPERLINK "http://www.who.int/social_determinants/strategy/en/CSDH_socialdet_backgrounder.pdf" \t "_blank" Action on the social determinants of health: learning from previous experiences (530kb, pdf) 
Note: This publication is located on the World Health Organization website. 

( 
What factors, apart from biological, may affect a person’s health and well being?

Name two life circumstances that may affect a person’s health?

Think of a circumstance in your life that may have affected your health in some way.

What impact might a person’s sexuality or gender identity have on their health?

☺ Summary Key Points
Congratulations, you have completed the FOURTH unit of this workbook. In this unit we covered the following key points:
( Being able to understand what factors can determine a person’s health
( Understanding what contributes to a health promotion     strategy
( Understanding the connection between social and health  inequalities
UNIT 5

	(
	LGBT Community and Health

(Sexual Diversity and Gender)



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

(Understand sexual diversity

(Understand sexual orientation and identity
( Understand what Homophobia and Transphobia is

(Understand Gender and Gender Identity

(Understand LGBT people and the community

(Understand health issues that affect LGBT people



(Sexual Diversity
Sexual Orientation and Sexual Identity

· Sexuality is fluid

· It is not bilinear – Homosexual and Heterosexual

· Sexuality and expression of sexuality has been influenced by societal and cultural norms.

· Nature vs Nurture is an argument that is often entered into when discussing sexual identity and orientation and conclusive arguments can be made on both sides.  This debate is not relevant to providing a non-discriminatory work place and service.

The homosexuality-heterosexuality continuum (also known as the Kinsey Scale) is a very crude and simplistic point at which to start our understanding of the nature of homosexuality and sexual diversity. (Alfred Kinsey’s famous research began formally as early as 1948. Primarily through self-reports he found data to support the diversity of sexual behaviour).

People may be placed along a continuum in terms of either their feelings or sexual attraction or their sexual behaviour.  Below are some sexual behaviour statistics from Kinsey’s research:

Exclusively Homosexual 


Exclusively Heterosexual 

(4%)



In between (46%)

(50%)

The Kinsey Scale deals only with sexual behaviour not identity or orientation.

More recent research with adolescents (Savin-Williams 1194) has led to the establishment of 5 relevant facts in relation to sexual orientation and identity:

1. Not all homosexual adolescents are sexually active

2. Many homosexual adolescents are heterosexually active

3. Many heterosexual adolescents are homosexually active

4. Many of the issues evoke considerable stress and anxiety for adolescents of all sexual orientations.

5. For some people sexual identity is not fixed and may vary over time.

It is for these reasons that it is vital that you as volunteers are well aware of the barriers to self expression, categorization and the assumptions that we as individuals make.  It is also important that you have addressed your issues around sexual diversity.  As the above states, behaviour and identity are often different and impact on how we see others and ourselves.  Be careful about making assumptions based on a small amount of knowledge, as people often differ from how they initially appear.

( Men who have sex with men (MSM’s)
· An MSM has sex with men but does not identify as gay, he will often identify as heterosexual.

· This is the case where someone’s sexual behaviour does not conform to their sexual identity.

· MSM’s are harder to reach with the safer sex message as they are usually not connected to the gay community.

· MSM’s will often not be comfortable discussing their sexual behaviour with their family doctor.

(Homophobia and Transphobia

Homophobia is the unreasoning fear and hatred of homosexuals, anti-homosexual beliefs and prejudices.  The term transphobia represents a similar unreasoning fear, hatred and prejudice against transgender people.  These attitudes are influenced by social, cultural and religious beliefs that reinforce negative attitudes towards homosexuality and transgender people and affect can be people’s behaviour towards lesbian, gay, bisexual and transgender (LGBT) people.  

The Queensland Anti-Discrimination legislation protects LGBT people from being discriminated against or vilified publicly on the basis of sexuality or gender identity.  However LGBT people still experience social isolation, stigma, rejection, verbal abuse, harassment, threats and acts of violence as a result of homophobia and transphobia.  The 2005 study Mapping Homophobia in Australia, reported that approximately 38% of Queenslanders considered homosexuality immoral, making QLD one of the most homophobic states in Australia.  The impact of living with the threat or the experiences of such high levels of discrimination is often wrongly negated by the misconception that being attracted to the same sex or transgender is a choice for LGBT people.
· By way of example, the following demonstrates several different levels of homophobia/transphobia.

Interpersonal – Individual behaviour based on personal homophobia. Hatred or dislike displayed towards others who are or are perceived to be gay, lesbian, bisexual or transgender.

Institutional – The many ways in which government, business, churches and other institutions and organisations discriminate against LGBT people.

Cultural – Social standards or norms that support the overrepresentation of heterosexuality as ‘better’ and morally correct, pervading all forms of media, eg. showing clips of the Mardi Gras (as representation of the gay community) every time there is a news story on TV on LGBT people.

Personalised -  Heterosexual people having a prejudice that can be around being perceived as being gay or lesbian. This can lead to trying to ‘prove’ one’s heterosexuality.

Internalised – For some gay, lesbian and bisexual people there may be a resistance against their inner truth (sexual orientation and behaviour).

Heterosexism

Heterosexism is the belief that all people are or should be heterosexual, that other types of sexuality are wrong and that everyone’s gender identity is fixed by their sex at birth.  Such attitudes are often communicated without people realising, through assumptions rather than overt acts of discrimination like homophobia.  Although heterosexism does not directly express negative attitudes or beliefs about sexuality or gender identity, the lack of recognition of LGBT people, sexuality and gender identity issues still implies that LGBT people are not socially acceptable within our community.

Heterosexism can affect people by:

· making LGBT identities, sexuality and gender identity issues invisible or non-existent

· reinforces feelings of guilt, difference, not being ‘normal’ (internal homophobia or transphobia)

· increases expectations of negative reactions or lack of understanding about sexuality or gender identity issues

· increases the fear of rejection by family, friends or service providers

(Young People Identifying and Labeling
Adolescence is the stage in life where young people develop a sense of their own identity, often exploring issues of sexuality and gender identity.  Since 1998 the amount of same sex attracted youth identifying as lesbian, gay or homosexual has increased from 41% to 61% in 2004.  This correlates with indications that gender identity issues (transsexualism) are increasingly being identified in young children and teenagers.  The increased awareness and willingness of young people to identify as LGBT is considered to reflect the increased social awareness, visibility and acceptance of same sex attraction, transsexualism and public LGBT identities in our current society.

However there are still many young people who while acknowledging same sex attractions will choose to avoid labels or identifying as lesbian, gay or bisexual.  Many young people are concerned if they label themselves as an LGBT person they will be judged or identified solely on the basis of their sexuality or gender identity, or it may limit their options to explore their sexuality in the future or are concerned they are still unsure of their feelings towards sexuality or gender identity.

Supporting LGBT Young People

Australian research has indicated that LGBT young people who have experienced abuse on the basis of their sexuality are more likely to disclose this information to other people.  However it is also noted that they are least likely to disclose these issues with health and health-related professionals.  For those working with young people, it may be useful to consider the following factors, to assist and encourage young people to address sexuality and gender identity issues with you:

· Not assuming young people are heterosexual

· Providing visual resources that include LGBT people or sexuality and gender identity issues

· Recognising the high priority for confidentiality surrounding sexuality and gender identity

· Reassuring LGBT young people that confidentiality will be maintained

· Providing information and resources on sexuality and gender identity

· Providing referrals to support groups or telephone counseling services for LGBT young people to further discuss these issues if appropriate
(The Process of Coming Out
Coming out is a process of integrating a person’s sexuality or gender identity into their social and personal life.  It is a crucial element of an LGBT person’s self-acceptance and general health and wellbeing.

The initial coming out process involves:

· A growing awareness and self-acceptance of an individuals own sexuality or gender identity

· Developing social ties with other LGBT people

· Developing positive attitudes or awareness of sexuality or gender identity

· Self-disclosure to others and being comfortable with people knowing this information

Coming out, especially the initial stages of this process can cause stress, trauma or anxiety.  This is often influenced by the fear or experience of being rejected or socially isolated due to the stigma attached to sexuality and gender identity, experiencing discrimination, harassment and even violence on the basis of an individual’s sexuality or gender identity.  However coming out is not considered to be a specific stage or event in an LGBT persons life but rather a life long process.  When an LGBT person enters a new social environment such as starting a new job, moving towns or joining new social groups, the decisions whether to disclose sexuality or gender identity status is often something that must be considered, taking into account the consequences of this disclosure.

For more information on the issues discussed in the first section of this unit, please refer to a series of QAHC Fact sheets available at www.qahc.org/factsheets 

(Gender
· Historically society has seen gender as being a black and white duality – male/female, masculine/feminine.  We now know that there are many shades of grey in between.

· Different gender identities

· Male

· Female

· Transsexual – Someone who identifies with the opposite gender to the sex organs they were born with.

· M2F –born biologically male but identifies as/feels female

· F2M – born biologically female but identifies as/feels male

· Transsexuals may or may not undergo Gender Reassignment Surgery

· Intersex – Someone who biologically has elements of both male and female.  This may be outwardly visible or at a chromosomal level.  An intersex person will often though not always present as predominantly male or female.  This is referred to as female presenting or male presenting.

· Transgender – A catch-all term for a variety or different gender identities and behaviours including transsexual, cross-dresser.

Gender Terms

Body/Biological Gender – refers to males and females classified according to genetic differences and distinct primary and secondary sex characteristics.

Gender Identity – describes the gender with which a person identifies

Gender behaviour – eg. cross-dressing, drag queen

It is important to understand that gender and sexuality are two separate parts of a person.
( 
What factors can impact on a person’s ability to express their sexual identity?

How would you define your own Gender and Sexuality?

What does MSM stand for?

Can you describe an experience where you have assumed someone else’s sexual orientation or gender and not been correct?

What is homophobia?

What issues might a young person consider whilst exploring their sexuality?

(The LGBT Community
The gay community is most often referred to as the lesbian, gay, bisexual and transgender (LGBT) community.  The first three terms refer to a person’s sexuality, the last to gender.

The LGBT community is often seen from the outside as a cohesive mobilized community but there are many different groups and issues at work within the community.

LGBT Queenslanders – Facts and Figures (Taken from the QLD sample of a 2006 Private Lives Study)

Based on the 2006 Census Data, there are between 72,720 and 373,409 gay, lesbian and bisexual people in Queensland, with a minimum of 2,639 same sex couples living together.

22% of LGBT Queenslanders feel ‘very’ or ‘mostly’ connected to the lesbian and gay community in their everyday lives.  48% of LGBT Queenslanders are out to their parents.  70% reported that they at least sometimes, modify their daily behaviour for fear of prejudice or discrimination.  60% have experienced personal insults or verbal abuse and 15% have experienced a physical attack or other kinds of violence.

For young same sex attracted young people in Australia, 55% realized they were attracted to the same sex at around puberty, and are often sexually active at a younger age than their heterosexual peers (15 – 18 years). 80% of same sex attracted young people found sex education in schools ‘useless’ or ‘fairly useless’.

44% had experienced verbal abuse and 15% had been physically assaulted with 35% hurting themselves because of their sexuality. 

For senior LGBT Queenslanders, 66% are most concerned about there not being LGBT specific accommodation (e.g. retirement villages, nursing homes) for their older age.  79% over 56yrs old would like LGBT community organisations to provide referrals on aged care or carers services and 65% were concerned that their sexuality or gender identity may affect the quality of services provided to them.

Aboriginal and Torres Strait Islander LGBT and Sister Girls
Aboriginal and Torres Strait Islander lesbian, gay, bisexual, transgender or sister girl (LGBTS) identities remain strongly connected to an individual’s cultural identity and community.  How Aboriginal and Torres Strait Islanders address issues of sexuality or gender identity are strongly influenced by:

· Support and acceptance from ones family

· Respect for family beliefs and attitudes towards these issues

· Fulfillment of family and community roles

· The levels of discrimination, acceptance and understanding within the community

· The impact of stigma and isolation

· The level of influence Christianity has within the community

For many LGBTS people their identity as Aboriginal or Torres Strait Islanders comes before their sexual or gender identity.  This may result in LGBTS people prioritizing their connection with and respect for their family and community before addressing personal issues of sexuality or gender identity.

The Visibility of LGBTS people in the community

Same sex relationships and sexual behaviours are generally less visible in Aboriginal and Torres Strait Islander communities compared to the wider community.  Factors that influence the invisibility and inability of gay men, lesbians and bisexuals to be open about their sexuality include:

· The association of gay men with paeodophilia and acts of abuse

· Men may engage with same sex behaviours but not identify as gay

· The expectation of women to raise families

· Women often identify as lesbians later in life, after they have had children.  The association of mothers being lesbians is often not recognized

· Terminology such as lesbian, gay, bisexual or transgender is often not used in rural communities to describe these identities or sexual behaviours

The acceptance and visibility of sistergirls is often considered far greater than gay men or lesbians in Aboriginal and Torres Strait Islander communities.  Sistergirls are biological men who are effeminate or live lives as women, having relationships with straight men.  However sistergirls do not generally identify as transgender.
(
What do the letters LGBT stand for?

What percentage of Queenslanders indicated that they modify their daily behaviour because of fear of prejudice or discrimination?

What percentage of young people had experienced physical assualt?

Can you describe how a sistergirl in Aboriginal and Torres Strait Islander communities may be different from a transgender person?

Can you give an example of a way in which you feel you may have been discriminated against or been verbally or physically assaulted (for any reason)? Explain how this made you feel?

(LGBT Health Patterns

“[LGBT] people’s shared experiences of homophobic and transphobic abuse, social isolation and invisibility lead to common….patterns of mental, physical and sexual ill-health and shared life stage and transition issues.” (MACGLHV 2002, What’s the Difference? Department of Human Services, Victoria)
Sexual and Gender Identity:  Social Determinants of Health (see unit Four for Health Determinants and Health Promotions)

Sexuality and Gender identity are considered to influence patterns of health outcomes for LGBT people due to:

· Marginalisation/Isolation

· Discrimination/Stigma

· Lack of knowledge of sexuality and gender identity issues

· Geographic location

The above points are similar to the affects that race, ethnicity and economic status have on the patterns of health outcomes.  The Queensland HIV, Hepatitis C and STI (Sexually Transmitted Infections) Strategy 2005 – 2011 addresses social determinants of health by aiming to reduce barriers such as discrimination, stigma and isolation for LGBT people.

There are some clear health patterns that can be identified for LGBT people and these are:

· Increased risk of Mental health issues

· Increased and earlier risk taking behaviours (drug and alcohol use and sexual behaviours)

· Increased STI and HIV rates

· Delayed use of health services and preventative screening

· Reluctance to disclose sexuality and gender identity concerns to health care providers

Mental Health Issues

There is clear evidence that exposure to discriminatory behaviour, including abuse, repeated rejection and feelings of shame can lead to psychological distress and mental disorders.  This is also termed as ‘Minority Stress’ for LGBT people, identified as ‘Affects of discrimination and stigma related to sexuality and gender identity”.

 The 2006 Private lives study of Australian LGBT people revealed the following statistics with regard to mental health issues:

· 70% of men and 80% of women had been depressed with 45% - 50% having met the criteria for a major depressive episode

· 16% of all respondents had contemplated suicide in the last two weeks

· Older respondents were less likely to be dealing with depression

· 42% of gay/bi men and 62% lesbian/bi women and 80% transgender people had seen a counselor or psychiatrist in the last five years

· Major reasons for seeing a counselor or psychiatrist were for depression, anxiety and relationship problems

Sexual Health Issues

Risk taking and sexual health are linked to the use of drugs and alcohol.  Increased drug and alcohol use is considered to be related to:

· Confusion over sexuality and gender identity

· Stress of Coming Out to family, friends and colleagues

· Threat of violence and abuse

· Low self esteem, depression, anxiety and guilt

· Coping with homophobia and transphobia

· Social isolation, especially in rural and regional areas

· The use of drugs and alcohol in the commercial gay scene

Sexual Health Issues for Same Sex Attracted Youth (SSAY)

The following statistics are taken from a 2005 study called ‘Writing Themselves Again’ by ARCHS at La Trobe University.

SSAY are more likely to be sexually active earlier than their heterosexual peers (15 – 18yrs old).  They considered that sex education in schools provided little information for same sex sexual practices.  SSAY often had earlier initiation into risk taking practices including higher rates of substance abuse which was often linked if they had encountered abuse because of their sexuality.

SSAY were five times as likely to be diagnosed with an STI (than their heterosexual peers) with their sexual partners at higher risk of having an STI.  The most common STI’s were warts (21%), gonorrhoea (19%), Chlamydia (16%) and herpes (14%).

65% of students (15 – 18yrs old) used a condom during their last penetrative sex encounter compared to 75% of students (15 – 18yrs old) in the national high school study (Smith et al, 2003).

Sexual and Gendered Health Concerns

There is little research or resources relating to lesbian and transgender sexual health with little knowledge of safer sex practices and transmission of STI’s .  There is a noted delay in preventative testing for gender specific concerns for both transgender and lesbians e.g. cervical, breast and prostate cancer.  There is also little knowledge about the long term affects of hormone therapy for transgender people.

From the Private Lives survey of 2006, the following statistics revealed rates of STI’s for women and transgender people:

For women, 6% had HPV, 5% Herpes with not other STI’s over 5%.  Only 25% had had sexual health testing in the previous year.

For transgender people all STI rates were low.

Whilst the above statistics for women are relatively low, and contrary to popular belief, STI’s are common in the lesbian community and can be easily spread from woman to woman via unprotected sex.  Lesbians are at risk of contracting and passing on HIV, genital warts, herpes, hepatitis B and syphilis to other women during sex.  Women can also transmit Chlaymdia, pubic lice, scabies and gonorrhoea.  Hepatitis A is a risk if there’s been contact with faeces during anal sex or rimming.

For more detailed information, QAHC has a series of Fact Sheets on Lesbian Health, (Looking after your Cervix, Breast Cancer, Sexual Health) available at www.qahc.org.au/factsheets 
( 
Name two health patterns for LGBT people?

What factors may influence cause an LGBT person psychological distress?

Name three issues that may cause an LGBT person to be likely to abuse drugs and alcohol?

What does SSAY stand for?

Name two non-sexual health issues that Lesbians need to be aware of.

☺ Summary Key Points
Congratulations, you have completed the FIFTH unit of this workbook. In this unit we covered the following key points:
(Understanding sexual diversity

(Understanding sexual orientation and identity
( Understanding what Homophobia and transphobia is

(Understanding Gender and Gender Identity

(Understanding LGBT people and the community

(Understanding health issues that affect LGBT people
UNIT 6

	(
	Work within a legal and ethical framework



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

    ( Perform duties according to organisational

      policies and procedures

( Perform work relevant to standards and industry code of practice
      (Understand the importance of ethical workplaces and 
      deliver services ethically

     (Respond appropriately to protect clients rights




This unit is largely knowledge based. To gain a better understanding of the law that effects working within the Community Services Industry and to practice and develop knowledge skills it is strongly recommended that you access legal websites and/or access The Law Handbook from your local library from within the reference section (make sure it is the current edition). A website example for QLD law is www.lawlink.gov.au  

( Demonstrate and understanding of legislation and common law relevant to the work role
The legal framework

The following is a summary only, useful for approaching legislative frameworks from a non-legal background. For more detailed information refer to the Law Handbook.

For community service agencies and workers - a legal and ethical framework ensures all requirements to deliver a fair, equitable and useful service are met - allowing workers to better understand their role in the legal arena, and to enable workers to perform their work duties to a standard acceptable to all.

Common Law

Common Law was the foundation for legal precedent setting. Over a period of time the recorded body of law grew in volume and sophistication that it became the basis for decision making. 

Common law can be defied as judge made law. Other terms include:

· Case law

· Precedent law

· Enacted  law

Australian examples of judge made law include the Tasmanian Dams case and Mabo.

Parliament made law

Parliament made law is what it says – law made in parliament by politicians representing the people. Parliament made law is also known as:

· Statute law

· Legislation

· Enacted law

The constitution, federal and state laws

We have all heard of someone wanting to change the constitution. At its simplest, a constitution is the rule of the house. The Australian constitution outlines the structure of the nation – how the country is to construct its operations. Some of the key features of the Australian constitution include:

· The establishment of a federal system of government with powers including law making, distributed between a central government – commonwealth- and regional governments – the states and territories and local government.

· The structure of parliament – establishing the House of Representatives and the senate; the powers of parliament.

·  The judicature or the court system

· The role of the states

· Changes to the constitution

How do these laws affect my client?

Organisations delivering services to clients are not only bound by legislation, both federal and state and sometimes international, they have to adhere to standards which have been delivered generally from the laws of a country. Standards provide agencies with guidelines to ensure they meet duty of care requirements.

( Duty of Care
Workers within the community service sector have a duty of care towards the people with whom they work – clients, co-workers, yourself, your employer and the general public. Diverse responsibilities mean that the job of providing services and care for people is no longer simple and straightforward. For example, while carers have a responsibility to support people to take control over their own lives, these same carers also have a responsibility to ensure that people are not unreasonably exposed to risk of physical injury or harm. Whilst carers must help people to develop independence and autonomy, they also must ensure that people’s disabilities do not leave them unreasonably vulnerable to abuse or danger.

You have to act at all times with the diligence and skill of any reasonable person of commonsense. It means that workers do not have to do everything possible to prevent injury from happening, just whatever is reasonable in the circumstances. 

Duty of care means to provide a level of attention that respects the rights of the client while acknowledging and reducing the possibility of risk or harm to that person.

It is also a legal and ethical obligation you have to your client in providing a reasonable level of care and protection. 

Some duty of care issues are obvious. They relate to protecting physical safety by ensuring the environment does not present any risks to people’s personal health and well being. This could involve:

· Providing and administering first aid kits and emergency equipment such as fire extinguishers and smoke alarms

· Making sure access to buildings suit clients’ needs such as sliding doors, ramps, adequate signage, well lit pathways

· Providing and maintaining appropriate resources such as meeting rooms with chairs and tables.
(
Who is a client?

What does delivering a service mean?

What different situations could be potentially harmful to clients?

What is physical harm?

What is emotional harm?

What is social harm?

What is financial harm?

How do you take care to minimise potential harm?
Standard of care

The degree of care which would be expected of a reasonable person in the circumstances in question

Damage

If suing for negligence the individual has to prove that the damage or injury resulted was caused by negligence.

Knowledge of duty of care is an increasingly important component in the community service worker’s knowledge toolkit.

How do I know if I am performing my work with reasonable duty of care?

Community services workers should use the following two step prevention process to address their need to work within their duty of care.

· Actively and continually predict possible causes of injury in your service before it happens. Focus on both probable and possible injuries but not on one in a million freak occurrences

·  Take reasonable care to prevent these injuries. Rely on your common sense and the sorts of standards that apply to your service delivery area.

Client confidentiality

Community service workers regularly work with sensitive information that is communicated in confidence. Confidentiality is a fundamental component of service provision. It safeguards client privacy and protects trust between service users and staff.   

As a general rule information should be kept in confidence with the following provisos:

· if a child is likely to be harmed (e.g. sexual abuse) this should be reported to the appropriate authorities

· information is confidential to the organisation, meaning you can discuss the situation with your supervisor

Each of us will be faced with professional dilemmas. We will resolve these dilemmas through a variety of means – our own study and reflection; formal supervision; informal debriefing; case supervision/case studies; and by referring to organisational and professional standards.

An organisational approach to client confidentiality that is transparent and widely well known will go a long way towards resolving client confidentiality issues. An effective organisational approach has the following characteristics:

· a clear client confidentiality policy

· policy made known to staff and clients

· outlining the circumstances under which client confidentiality might be breached. This may include statutory and professional obligations – e.g. a client who breaks a court order while in supported accommodation or mandated notification

· the organisational parameters of client confidentiality – is client confidentiality with the individual worker or the organisation

· referring on- within the organisation or external. What are the parameters of the confidentiality under these circumstances.
( Work Ethically

Client’s rights

Client’s rights is a big issue. Historically, the issue of client’s rights comes out of welfare work in the 1980’s – a period of economic downturn, an increase in welfare services, and a focus on worker accountability. This period can be encapsulated by the concept of social justice – a shift from a welfare model to a rights model.

The rights model is underpinned by the following:

· Equity

· A fair sharing of resources

· Full participation in the community

· Adequate supply of services

· Reliable and convenient access to services

· Client participation in the overall shaping of services

· Protection of individual security and privacy

· Development of services that are responsive to cultural differences.

Client rights - the workers responsibilities
These are to:

· Obtain a clear picture of the clients issues

· Obtain relevant information regarding present circumstances

· Research all avenues of support

· Make referrals, where appropriate to other agencies

· To obtain the clients trust and confidence

· Make sure that the client is aware of their rights, and the availability of advocacy if required

A question of ethics
Ethics are the moral principles by which human actions may be judged - good or bad, right or wrong.

An examination of ethical practice is of considerable importance in the context of many professions, but particularly so in the community service sector. We work with a multitude of people and value systems.

Ethics and morals

Morals are associated with personal conduct, private measures or standards which individuals attempt to emulate. In contrast, ethics are defined as the principles, standards; rules or norms prescribed or adhered to by specific communities to regulate the behavior of their members.
(
Reflect on your own work practices and describe three instances you were required to make an ethically difficult decision.
What were the values, tools and mechanisms you used to make your decision?
With hindsight, would you do anything differently and why?

Case Study

Imagine you are facilitating a workshop on relationships.  During one of the activities a participant shares that he has been having sex outside of his relationship, without his partner’s knowledge.  You know the partner in a social context.  Should you tell the partner?  Would your answer be different if he was having unsafe sex outside the relationship?

Unethical behavior
What do we do if we are made aware of unethical work practices? A good question, with no easy answer!

In theory, unethical behavior is just that – unethical.

The following considerations are offered as “suggestion only” – food for thought.

· At the first sign of unethical behavior, discuss with appropriate person – in most cases your supervisor

· Follow organisation policies and procedures

· Take appropriate precautions – document your actions. Make sure that you have an audit trail if verification of actions should be required.

· Make sure you document the reasons for taking the action you did. Documentation is a way of demonstrating that you have not acted irresponsibility
☺ Summary Key Points
Congratulations, you have completed the SIXTH unit of this workbook. In this unit we covered the following key points:

    ( Being able to perform duties according to organisational

      
policies and procedures

    ( Working with relevant standards and industry code of practice
      (Being able to understand the importance of ethical workplaces and 
          ethical service delivery
     (Being able to respond appropriately to protect client’s rights
UNIT 7
	(
	An overview of HIV/AIDS



	Learning Objectives


	When you have completed this unit of learning you should be able to demonstrate your ability to:

(Understand what HIV and AIDS are
(Understand stages of infection
( Have an overview of transmission and HIV testing

(Have an overview of treatment options



(What do HIV and AIDS stand for?
H
Human (needs human cells to survive)

I
Immunodeficiency (causes the immune system to become deficient)

V
Virus (microscopic organism which can only survive by living inside the cells of another organism)

The Human Immunodeficiency Syndrome Virus leads to and causes AIDS.

A
Acquired (contracted from the environment – it is not genetic or hereditary)

I
Immune (pertaining to the immune system)

D
Deficiency (lacking)

S
Syndrome (collection of symptoms/illnesses which occur together as a result of damage to the immune system caused by HIV

HIV is know as a Blood Borne Virus (BBV)

( 
What does the I in HIV stand for?

What does HIV lead to and cause? (Please write your answer in full)

What does BBV stand for?

( Stages of HIV Infection
Point of infection:
When a person comes into contact with sufficient amounts of 


virus to result in the transmission of the virus.

Window period:
This lasts between 2 and 12 weeks. During this time, the body’s immune response to infection through the production of HIV antibodies is often undetectable. As a consequence, people who are tested during this time period may receive a false negative result, even though they may in fact be HIV positive.  People can transmit HIV to others during the window period.


HIV antibodies usually don’t appear until about two or three weeks into this period of primary infection.  HIV infection cannot be reliably excluded until twelve weeks after initial exposure.  This is called the window period.

Seroconversion:
Seroconversion means the blood has changed.  It is the process of going from being HIV antibody negative to being HIV antibody positive.  After the body has seroconverted, the immune system has produced enough of a response through the production of antibodies for a person to test HIV positive.


HIV infection can occur without a person knowing they have contracted the virus.  Some people may experience a short ‘Seroconversion’ illness between two and six weeks after becoming infected – many people do not.

Asymptomatic Period:


Following Seroconversion, and in the absence of treatment, there may be a period of many months, or years during which damage occurring to the immune system does not manifest itself in outward signs or symptoms.  There will be antibodies to the virus present but there may be no other indications of infection.  This period is known as asymptomatic infection.


During the period of asymptomatic infection, some people may experience a persistent swelling of the lymph glands. However this condition does not occur in all HIV Positive People, and it is not of itself an indication of immune system damage.  People can transmit HIV to others in the asymptomatic period.

Tests:
CD 4 Count and viral load test – if a person knows they are HIV Positive there are tests available which can indicate or detect any immune damage that is occurring during this time.  These include CD4 counts, which indicate how many of these crucial immune response cells have actually been destroyed and so provide a snapshot of damage to the immune system.  A viral load test measures the concentration of the virus present in blood and bodily tissues and provides a guide as to how quickly the virus is replicating.

Symptomatic HIV Infection:


During the Asymptomatic phase, there can be manifestations of symptomatic HIV infection generally caused by particular conditions, most commonly, symptoms similar to those of any chronic viral infection.  Indication of symptomatic HIV infection may include:

· Lack of energy

· Fevers and night sweats

· Persistent vaginal candidiasis (thrush) in women

· Diarrhoea over a period of more than a month

( 
What is the window period?

What does Seroconversion mean?

Describe what the asymptomatic period is.

(HIV Testing
Antibody testing
HIV antibody status is generally determined by two different tests.  When one test is positive, and this has been confirmed with a second test, an HIV positive result is recorded.

Enzyme-linked immunosorbent assay (ELISA) test

This is, the standard initial test applied to detect the presence of HIV antibodies. As many patient samples can be tested simultaneously, ELISA is used as the main screening test. 

Western Blot
This test is generally considered more labour intensive, and requires significant technical expertise to ensure results are correctly interpreted at the laboratory level.  It is not used, therefore, in isolation, or as the initial screening test. 

There have been some questions raised 'about the accuracy' of 'HIV antibody' testing, particularly in the early stages of the epidemic. It should be emphasised that the HIV antibody tests are about the most reliable of all tests for viral infections. 

Viral Load

HIV constantly reproduces within the body.   The amount of virus being reproduced is indicated by the viral load. A Viral Load test can measure the number of copies per ml. of blood. The higher the load the greater the amount of replication, and the greater likelihood of damage to the immune system  An undetectable Viral Load result does not mean there is no virus present- it means the number is too low for current tests to measure.  A persons with an undetectable viral load can still transmit HIV to another person.

CD4 Count 

 Before the development of the Viral Load test the CD4 (T-cell) count was the only way to indicate the level of HIV activity. This was done indirectly by measuring the damage already done to the cells that make up the immune system.

The CD4 count is still important and is used together with the Viral Load test.  The CD4 count tells you how healthy your immune system is now and what damage the virus has already done.

· More than 500 CD4 indicates little or no immune system damage

· Between 200 and 500 CD4 indicates moderate immune system damage

· Less than 200. CD4 count indicates severe immune system damage and suggests your body is more susceptible to serious opportunistic infections.

(HIV and the Immune System
HIV targets immune cells sometimes referred to as either T-cells or CD4 cells. The more cells that are destroyed in the processes described above, the more damage occurs to the functioning of the immune system. Initially the body rapidly replaces the CD4 cells that have been destroyed by HIV infection. Eventually over many years, HIV begins to replicate more quickly than the immune system is able to respond. The resulting damage to the immune system is manifested in AIDS. Acquired Immune Deficiency Syndrome. During advanced stages of HIV infection, a person may develop any of a number of opportunistic infections considered indications of AIDS. Since the identification of AIDS and HIV, the Centres of Disease Control and Prevention (CDC), a United States agency, have developed a series of case definitions for an AIDS diagnosis, as has the World Health Organisation (WHO). These definitions have changed over the period of the epidemic. There are several conditions on which a diagnosis of AIDS, in a person with HIV, is based. In Australia an AIDS diagnosis is given if a person has two or more of these conditions (Opportunistic Illnesses) and a CD4 count of below 200. In the United States, a CD4 count of less than 200 has been adopted as an AIDS defining condition, largely as a response to issues of access to social security benefits. This has not been adopted elsewhere.

Opportunistic Illnesses- Because HIV infects and damages the immune system the resultant deficiency, allows certain opportunistic infections and cancers to flourish. Such infections and conditions are described as -opportunistic' because they are often very common organisms that cause them (eg: parasites, bacteria fungi and viruses) and would usually be controlled by an intact immune system. By using treatments, many of these opportunistic illnesses can be prevented    This preventative medication is called 'primary prophylaxis'.

(Blood Borne Virus Transmission
The following formula outlines the conditions necessary for there to be a risk of BBV transmission:

Virus Presence- The Blood Borne Virus must be present for transmission to occur.

Body Fluids- Certain body fluids contain enough virus to be infectious. 

Mode of Transmission- There must be a way the body fluids can pass from one person to another.

Point of Entry- A point of entry for the body fluid to enter the blood stream of the other person. 

If any of these conditions do not exist the virus cannot be transmitted.


HIV Transmission:

These are the conditions necessary for HIV to be transmitted from one person to another.

HIV presence:

There must be a source of infection. HIV can only occur if HIV is present

Body Fluid:

Body Fluids with sufficient concentrations of HIV must be present for HIV to be transmitted from one party to another. 

Mode of Transmission:

There must be a mode of transmitting one body fluid from one person to another, for instance, certain sexual contact, or the sharing of needles for injecting drugs.

Point of Entry:

HIV must be able to enter the bloodstream of a person- In addition, HIV must be able to enter target cells, such as T-cells (CD4). For example, a person who has a sexually transmissible infection which causes ulceration would be more susceptible to HIV infection during any unsafe practice. There are a large number of these key 'target' immune cells at the site of the ulcer, and a means (broken skin) for the virus to enter the bloodstream.

Only when these conditions are fulfilled can HIV transmission occur.

(Body Fluids

The following body fluids contain sufficient amounts of HIV to enable transmission of the virus and are considered to be potential risks for infection.

Blood

Semen

Vaginal Fluids

Menstrual Fluids

Breast Milk

                                         Pre-Cum

Much debate occurs concerning whether pre-cum is considered infectious, currently the evidence is inconclusive and therefore pre-cum is included on the list but with a question mark next to it. QAHC recommends the withdrawal method is not used as a means of protection against HIV. 

It should be noted that other bodily fluids in addition to the above, do contain enough of the virus to make transmission theoretically possible, however they have not been included as potential risks for a number of reasons: 

Cerebrospinal fluid- because of the location of the fluid contact with the fluid is highly unlikely.

Pus- contains white blood cells that are mostly dead. Because of this and the situations in which pus is present the risk of transmission is unlikely. 

 Lymphatic fluids- as with Cerebrospinal fluid. 

Faeces or Urine- There have been no documented cases of HIV being transmitted through contact with faeces. Any risks associated with Urine or

Faeces are more likely to be the result of blood being present in the urine or faeces. Whilst HIV has been detected in faeces there has been no documented cases of HIV being transmitted in this manner.

(Modes of Transmission
(behaviours or activity which can result in HIV transmission)

There are three modes of transmission of HIV.

Blood to Blood

Sexual Transmission

Mother to Child

There is no evidence that HIV transmission can occur through routes other than;

• Some sexual activities;

• Blood contact between individuals

• Transmission from mother to child; and

• Procedures such as those involving invasive medical equipment where certain bodily fluids can pass between individuals.

HIV is a very fragile virus, quickly destroyed outside the body. The exact time will depend on factors such as temperature or moisture, and it is also destroyed if it comes into contact with chemicals and some other agents.

Blood to Blood
Blood to blood contact between a HIV positive and a HIV negative person is one of the most efficient means of transmitting HIV.

Injecting- The immediate re-use of a needle and syringe after they have been used by a HIV positive person is an extremely high risk behaviour for the transmission of HIV. This is because the blood that is left inside the syringe after injecting is efficiently injected directly into the blood stream of the other person sharing the syringe.

Blood Transfusions and Organ Donation
In the early years of the HIV epidemic, medical procedures involving blood - in particular, transfusions and organ transplants - accounted for a significant number of cases of HIV infection.

In Australia, since May 1985, blood and organs have been screened for |    antibodies to HIV, The technical screening undertaken by Australian Blood banks requests donors to exclude themselves if they think they may be at increased risk of HIV and other serious blood borne infections, such as hepatitis C. Donors are required to sign a declaration to this effect, and self-identified gay men, .people who inject drugs and sex workers are not allowed to donate blood. New donors are interviewed in detail about these matters.

Medical Procedures

A small number of infections have also occurred via contact with invasive equipment (that has not properly been sterilised) used in surgeries eg: dental equipment. Medical care in countries where the blood supply is not screened or where instruments are not sterilised may put a person at risk of exposure to HIV. The risk of a patient contracting HIV during surgical procedures within Australia has been estimated to be between one in 13,000,000 and one in |     130,000,000. Infection control guidelines are followed as a standard practice in

Australia.

Artificial insemination 

In Australia all publicly-funded clinics are required, to now take and store semen samples and then recall the donor six months later for HIV testing. Only if the donor tests HIV negative at this time is the semen sample frozen and used.

Mother to Infant

The risk of transmission from mother to infant can be reduced to as low as 1%

Factors which affect the likelihood of mother to infant transmission (in Australia) include:

· The concentration of virus present in the bloodstream of the mother (her viral load);

· The stage of her HIV illness;

· Treatment for HIV infection;

· Breast-feeding, which has been shown to be a strong risk factor, both in studies of women who became HIV positive after giving birth and in studies of women who are HIV positive at the time of delivery;

· Vaginal delivery or Caesarean section, some think that an uncomplicated

· Caesarean is more favourable than vaginal delivery. (The last two points are controversial.)

Mother to child transmission occurs in the following ways-

· During gestation in the womb;

· During labour or delivery;

· During breast feeding - through ingestion of mother's colostrum and breast milk. 

Factors affecting mother to child transmission include:

> The amount of virus present in the mother's bloodstream (viral load);

> The stage of the mother's HIV disease, (advanced HIV disease is associated with an increased risk of premature delivery); 
Antiviral therapy 

AZT and nevirapine are, used to reduce the risk of transmission from mother to child.                       

Sexual Transmission

The sexual transmission of HIV has been extensively documented from male to male, from male to female, and from female to male sexual partners. There are also some case reports of female to female transmission.

The risk of transmission associated with a single episode of unprotected intercourse appears to be highly variable and dependent on a number of factors.

These factors include:     

· The viral load of the HIV positive partner (i.e. the concentration of virus present in blood and bodily fluids); 

· The presence of any genital infection, particularly that which causes skin ulceration or bleeding;

· The type of sexual activity engaged in;

· The risk of that activity causing bleeding or tearing eg: rough sex or anal sex without sufficient lubrication.

· The presence of blood (eg: menstrual blood); and

· Factors, such as douching or chemical agents, which may cause irritation to skin and mucous membranes.

The likelihood of HIV being transmitted during any single episode of sexual contact appears somewhat higher from a male to a female than from female to male.

The risk of acquiring HIV through unprotected receptive anal sex is greater than the risk posed by receptive vaginal intercourse, within a one-off encounter.

Transmission during oral sex is less likely than transmission during vaginal or anal intercourse, but it can occur.

Anal Sex 

HIV can be transmitted to either partner during unprotected anal sex. The efficiency with, which HIV can be transmitted varies for the receptive and insertive partners, and according to whether the insertive partner ejaculates into the anus. Pre-cum can play a more significant role in the transmission of HIV during unprotected anal sex than during oral sex, due to the fragility of the rectal lining.

Vaginal Sex 

Unprotected intercourse with ejaculation is an efficient route for HIV transmission. HIV may enter the blood stream through damaged, mucous membranes; the tissues of the vagina may come into contact with pre-cum, semen or blood. 

Oral Sex

Vaginal oral sex can not be ruled out as a route of transmission of HIV.

Factors that affect the possibility of transmission include- whether the receptive partner is menstruating, presence of ulcers or lesions in the vulva or vagina, gum disease, mouth sores or recent dental surgery, and an extremely high viral load.

Good dental hygiene and the use of dental dams can reduce risks.

Occasional cases have reported HIV transmission via oral sex, these case reports alert the possibility of oral sex being a mode of transmission. Factors that affect the possible transmission of HIV include: gum disease, mouth sores or recent dental surgery, sexually transmissible infections, recent teeth brushing and flossing and an extremely high viral load. There is little evidence to suggest that HIV transmission occurs in the absence of ejaculation into the mouth. However QAHC does not teach the withdrawal method as a safe practice, instead referring to this as a means of minimising risk if a person chooses not to use a condom.

Household contacts

Studies of the household and casual contacts of people with HIV infection have not revealed any risk of HIV transmission. There is no risk of acquiring HIV through the use or sharing of common communal and household objects such as toilet seats, shower facilities, cutlery, glassware or food. there has been one reported case of HIV transmission through the sharing of razors.

Mosquito’s, bed bugs and other insects
HIV is not transmitted by mosquitos, bed bugs or other insects. Evidence for lack of transmission via these insects comes from two areas.

· Because of the extremely minute amounts of blood which could exist on the mouthparts of these insects. In addition, insects do not inject blood - either their own or anyone else's - into individuals, they inject saliva, which works as a lubricant and anti-coagulant. This saliva does not contain HIV. 

· If mosquito’s and other insects were able to transmit HIV, we would expect to see increased numbers of household contact of people with HIV becoming infected. In addition, we would expect to see HIV infection distributed across age groups accordingly, with higher rates of infection among children and the elderly. However, this is not the case.

Point of Entry

The Primary Modes of Transmission are described above. Behaviours or activities that are considered to have risks are those where there is a potential point of entry for the body fluid.  HIV transmission can not occur unless one of the body fluids mentioned previously enters the bloodstream of the HIV negative person. For this to occur there must be a point of entry. This includes any tear in the skin or damage to mucous membrane. Intact skin is an effective barrier against infection.

Prevention

· Safe injecting practice is not to share any injecting equipment.

· Use of condoms - check expiry date, use of a water-based lubricant, store condoms properly.

· Use of dams - mark the side of the dams, in case it is dropped.

· Follow Standard Infection Control Guidelines

( 
What is an opportunistic infection?

Describe what Viral Load means.

What does Point of Entry Mean?

Name two modes of HIV transmission.

(HIV Treatment Options
An early diagnosis of HIV can mean greater treatment options.   New drug combinations have been shown to be effective in suppressing the replication of HIV in the body Research suggests that earlier antiviral intervention can have a dramatic impact on the course of HIV infection. 

The Goal of HIV Therapy
The aim of retroviral therapy is to suppress the HIV by keeping the viral load as low as possible, thereby preventing immune damage and prolonging disease progression. 

Stages of HIV Reproduction
Stage 1 - HIV enters the T-cell (CD4+cell)

Stage 2 - HIV uses an enzyme known as reverse transcriptase to convert its genetic material to DNA so that it is compatible with the cell. 

Stage 3 - HIV enters the nucleus of the cell and from there it can instruct the cell to make more copies of HIV. 

Stage 4 - New virus particles are made and are ready to leave the cell, ready to infect new cells.

Two of the drug classes (Nucleoside and Non-nucleoside) work at the same stage on the reverse transcriptase enzyme, but in different ways. The other drug class (protease inhibitors) work at stage 4, the last stage. They prevent HIV from being assembled and released from the infected cell.

Monitoring Treatment

Both Viral Load Test and CD4+ cell Count are extremely useful in monitoring health. Even if a person is not taking HIV medication, it is still important to have regular checkups. The test can give an indication as to when to start medication, eg, low CD4 count and high viral load, or when to change combination.

Common Problems Associated with Treatments

Side Effects  

The effects of the drugs vary from person to person. Allergic side effects occur when the immune system reacts badly to the drug causing symptoms such as rash or fever. Common short-term side effects to antiviral drugs can be nausea Diarrhoea, headache, lethargy or insomnia. For women, these side effects can sometimes be more severe. Menstruation can also be heavier and more painful than usual, or the menstrual cycle irregular.

Not much is known about the possible long-term side effects. As many antiviral drugs can interact with other drugs, it is important all drugs are taken into consideration, this includes recreational drugs.

Resistance 

As HIV reproduces, the make-up of the virus can change slightly, these changes make the virus less vulnerable to antiviral drugs. This is called drug resistance When the virus becomes resistant to certain drugs, this drug becomes less effective, when the virus becomes resistant to one drug this sometimes means it will also be resistant to other drugs.

Adherence 

For the drugs to keep working they must be taken according to the recommended dosing requirements, there is strong evidence to suggest that drug resistance is linked to not following the recommended dosing schedule. Things to take into account are: how many times per day they need to be taken, whether they need to be taken with food and how they need to be stored. [AFAO (1998) HIV/AIDS

Post Exposure Prophylaxis (PEP)

In the context of HIV, PEP is antiretroviral medication provided to people exposed to, or potentially exposed to HIV through sex, sharing injecting equipment or an exposure to infectious body fluids. 

 • "Post exposure" means that it is provided after a person has been exposed to the potential infection.

• "Prophylaxis" refers to a method (medication, condom etc) taken to prevent an infection or pregnancy from occurring.

You may sometimes hear the term "NPEP" used. This refers to exactly the same medication, but in the context of a non-occupational exposure. PEP is often used to specify use in an occupational setting.

For some people, PEP offers a possible solution to situations where there have been condom breakages been sexually assaulted or an unsafe sexual encounter and subsequently become very anxious about acquiring HIV.

Unfortunately there has been some very misleading reporting on PEP. It has been dubbed the "morning after pill"; akin to the medication some women take after intercourse in order to prevent pregnancy. It is important to understand that PEP is not a morning after pill but rather a month long course of HIV antiretroviral medication with possible side effects (e.g dirarrhea). It must be started within 72 hours of exposure(the sooner the better)and the regime strictly adhered to for it to have the greatest chance of working.

The Facts about PEP

Clinical trials conducted in the workplace after health workers have had needle stick injuries suggest that PEP reduces HIV transmission by 79%. However clinical trials cannot be designed to test PEP's real capacity to prevent HIV infection. Unfortunately this means that we cannot say with any certainty how the medication works or prevents transmission. There have been cases of people becoming HIV positive even when they have taken PEP. However, there is evidence that suggests that people who receive anti-retroviral medication in the very early stages of their HIV infection will have a better long-term prognosis. 

PEP may be unpleasant. Some people on PEP get the same side effects as people with HIV including nausea, vomiting, headaches etc. This may lead to people not taking the entire month's supply of medication due to these side effects.

Safe sex remains the best way to protect people against transmitting or acquiring HIV. PEP only offers a method of reducing the risk - not eliminating it all together

Some people believe that because of its availability, it means that they can have unprotected sex and then be protected afterwards.

In making a decision about whether to proceed with taking PEP after a HIV risk exposure the person along with the treating physician must weigh up the likelihood or chance that he or she would be infected with HIV against the risks associated with taking PEP. The treatment then needs to be tailored to the individual situation, depending on the following factors:

· When did the risk exposure occur? After 72 hours, the benefit of PEP is likely to be ineffective.

· What was the nature of the risk exposure? Some incidents are much higher risk than others.

· Was any blood, seminal or vaginal fluid involved and if so, how much?

· Are there any other cofactors such as other sexually transmissible infections?

· Is the other person HIV positive?

· If so, are they on antiretroviral medication?

· What is the viral load of the other person?

· Do they have any known HIV drug resistance?

· If the source's HIV status is not known, what is the likelihood they would be HIV positive? (This would be "guesstimated" by using prevailing community information)

· Have they previously completed a course of PEP?

· Are they currently or at risk of being pregnant or are they breastfeeding?

· Are they on any other medication?

It is important to note that many people who have inquired about PEP have decided not to proceed with it after weighing up the potential harms and benefits. They have reported experiencing a great sense of relief when they have been informed about the pros and cons of PEP and had a chance to vent their worries.

How to access PEP

To access PEP in Queensland it is important to act fast and without panicking.  PEP can be accessed from sexual health clinics, doctors who prescribe HIV medication and emergency departments (you may need to be persistent at emergency departments and clearly explain what you want).

( 
Describe one of the stages of HIV infection.

What is PEP?

Name some possible side effects of treatments.

Name two services or organisations that you could refer a person to who is interested in PEP.

☺ Summary Key Points
Congratulations, you have completed the SEVENTH unit of this workbook. In this unit we covered the following key points:
( Understanding the definitions of HIV and AIDS
( Gaining an overview of the stages of HIV infection
( Understanding transmission modes of HIV

( Testing for HIV
(Treatment options for HIV
Useful websites:

QAHC







www.qahc.org.au


Australian Federation of AIDS Organisations

www.afao.org.au
National Association of People Living with HIV/AIDS
www.napwa.org.au
Volunteering Australia



www.volunteeringaustralia.org 

(
Congratulations, you have now completed the QAHC Volunteer Self Paced Learning Workbook.

Please can you now return to your supervisor so that your work can assessed.
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	Working within a legal and ethical framework
	

	HIV/AIDS
	

	Assessor comments:

	
□
Competency achieved

	
□
Competency not yet achieved

	Volunteers signature:



Date: 




	Assessor signature:




Date:





Message is sent, verbally or non-verbally


Encodes





Message is


Received








Decodes








Communication channels











5 senses – see, hear, touch, taste, smell


values, attitudes, beliefs, life experiences


information technology media








Feedback











RISK





Point of Entry





Mode of Transmission





Body Fluids





Virus Presence
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