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Welcome!  

We are so glad that you have chosen to conduct the Client Sexual Safety training. The purpose of this 

training is to introduce the intersections of risks related to Interpersonal Violence (IPV), Human 

Immunodeficiency Virus (HIV), and substance misuse. The training was developed by a collaborative 

team of researchers, IPV service provider staff, and HIV testing staff. Many of us have worked with 

clients who have said or done something that made us want to provide encouragement and support so that 

clients may protect their sexual health amid abusive relationships and later, healthier relationships. This 

training is about all what HIV risk can look like in IPV clients, how IPV intersects with other risk 

behaviors, and what clients who experience IPV victimization need for their sexual safety. 

Client Sexual Safety is a two-session training for IPV social 

service organizational staff to learn about HIV, how to talk to 

clients about their risk, and how to refer clients for HIV testing. 

Session 1 is a 2-hour training intended for all staff within an 

IPV-client serving organization. Session 1 covers basic 

information about HIV and some ways in which staff can 

respond if a client self-discloses HIV risk. Session 2 runs 4 

hours and is intended for “front-line” client-facing staff who 

will likely complete sexual safety planning with clients. 

Session 2 goes more in-depth about strategies to engage clients 

in self-protective behaviors. All organizational staff will attend 

Session 1 and “front line” staff will attend Sessions 1 and 2. 

All the materials needed to implement the training (handouts, slides) are available from the corresponding 

author. Sessions 1 and 2 include detailed instructions on presenting the information, activities to reinforce 

the key concepts, slides, and reproducible trainee handouts.  

 

Goals of the Training 

By the end of the training, participants will be able to: 

 

• Identify client benefits of HIV testing & risk reduction 

• Describe HIV risks for clients 

• Discuss links between HIV, IPV, and substance abuse  

• Understand basic HIV testing protocols, local privacy 

laws/policies 

• Correct others’ misconceptions about HIV & people 

living with HIV 

As part of your training, plan 

to offer one or more follow-up 

meetings to see how things 

are going and answer any 

additional trainee questions 

that came up once they 

began implementing sexual 

safety planning. 

 

This training strives to raise 

participants’ awareness of how 

HIV risk affects clients for 

whom they provide IPV 

services. 

Photo credit: Christina Morillo 
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Intended Audience 

The Client Sexual Safety training can be used to train community-

based providers who serve clients of all genders. Because IPV and 

HIV risk are often tied to the abuse of alcohol and other drugs, you 

may also want to consider using this curriculum to train substance 

use providers. You also could offer this training to staff who 

conduct support groups or counseling/education or working on 

recovery from substance abuse or addiction.  

This is an evidence-informed training that was developed for a 

virtual online environment in 2020 and 2021 during the early days 

of the COVID-19 pandemic, which required social distancing and online engagement whenever possible. 

However, the training can be adapted for in-person delivery. 

Resources in Your Community to Help with this Topic 

This training works best when adapted to the local context. There are 

noted throughout this manual that point to the need to replace the 

information related to Louisville, Kentucky (where we conducted our 

work) with your community’s information. Yet, adapting to the local 

context is much more than simply swapping out statistics. You will want 

to turn to community resources for help in presenting this issue or to 

learn more about it. This training is designed to be co-presented with 

staff from HIV prevention or treatment organization.  

Most communities have free or at-cost community-based HIV testing and these centers could be a first 

stop for locating a co-presenter more familiar with HIV resources in your community. Check local listings 

or a list maintained by the US Centers for Disease Control (CDC) here:  

https://gettested.cdc.gov/search_results. Also check with your county’s public health service agency or 

local university. 

Testing centers may also have staff who can conduct or co-conduct the training and provide you with 

local statistics and mandatory reporting requirement information (to be used in Session 1), as well as 

warm handoff referral information (to be used in Session 2). It is important that people in abusive 

relationships receive reliable information, with immediate referral help, into reliable systems of care and 

follow-up. Most HIV testing locations also offer brochures or other informational materials you can hand 

out to training participants. 

In addition, you may want to consider having IPV survivors or people living with HIV to assist with 

presenting the training. If you co-present with community-based folks, work with service-provision 

organizations to identify co-trainers who have dealt with their personal experience enough that presenting 

on this topic will not be re-traumatizing. 

Things to Be Aware of When Conducting this Training 

Here are some helpful tips on conducting the Client Sexual Safety training: 

1. Make sure training participants do not use real names or too many details when talking about 

other people. 

Use this Instructor’s Manual 

with the Client Sexual Safety  

slides and handouts to train 

those working within IPV 

prevention and services 

organizations. 

You don’t need to be an 

expert on HIV to conduct the 

Client Sexual Safety training. 

https://gettested.cdc.gov/search_results
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2. Be aware that some training participants may be HIV positive or have family or loved ones who 

are HIV positive. Due to its high prevalence, it is likely that most of your trainees will have been 

impacted by substance misuse. Although you are training staff who interact with IPV and other 

difficult social issues daily, do not underestimate the potential effects of this training. Don’t force 

training participants to answer questions if they are uncomfortable doing so. If a training 

participant becomes upset or begins to cry, take a break and invite the participant to talk privately 

with someone trained in crisis counseling.  If a training participant reveals information during a 

training discussion, do not continue discussing the issue with everyone present.  

3. Maintain respect during discussions. Allow training participants to offer opposing views but 

ensure that they do so respectfully. 

4. When talking about HIV, be sure to keep your tone supportive and to use supportive statements. 

Responding to disclosures in a supportive manner may be difficult for some training participants 

to do, so they need to see you demonstrate this during the training.  

5. Be aware of the important role that culture plays in addressing IPV and HIV. Some training 

participants and clients may come from cultural backgrounds that make it more difficult to 

address this issue. Please use the guidance in Session 2 about using the language clients use and 

letting clients make their own decisions about HIV testing and treatment.   
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The Intersection Between IPV and Substance Misuse 

This project was initially conceptualized and implemented in Louisville, Kentucky. From 2010 to 2012, 

IPV rates in Kentucky were higher than the national rates.1 In 2017, Kentucky witnessed an 84% increase 

in HIV cases fueled by twin epidemics of opioid and injection drug use, which continued to climb in 

2018.2  

Kentucky is at the center of the opioid epidemic and is among the top 10 states with the highest 

prescribing rates.3 During 2006-2017, Jefferson County (where Louisville is located) providers wrote 76.5 

opioid prescriptions for every 100 persons compared to the average U.S. rate of 58.7 prescriptions.4 

Women with opioid and other substance use disorders (SUDs) are at high risk for IPV victimization,5 

either because SUDs increase the likelihood of victimization among women or because victimization 

leads to opioid or other substance use among women. 

Purpose of this Project 

This training was developed as part of a project to improve coordination, prevention, screening, and 

response services for HIV and IPV among women in Louisville, Kentucky. Our project was funded by the 

U.S. Office for Women’s Health: Advancing System Improvements for Key Issues in Women’s  Health 

project called Preventing HIV Infection in Women through Expanded Intimate Partner Violence (IPV) 

Prevention, Screening, and Response Services (Grant # 12880186). The project sought to embed 

evidence-based IPV screening and referral practices into the HIV testing protocols used by providers at 

Volunteers of America-mid-States, a Louisville based HIV testing site. It also sought to increase HIV 

testing among IPV clients accessing shelter, sexual violence, IPV counseling, legal advocacy, and other 

services at the Center of Women and Families located in Louisville, Kentucky. 

 
6 Smith, S.G., Chen, J., Basile, K. C., Gilbert, L. K., Merrick, M. T., Patel, N., . . . Jain, A. (2017). The National Intimate Partner 

and Sexual Violence Survey (NISVS): 2010-2012 state report. Atlanta: National Center for Injury Prevention and Control, 

Centers for Disease Control and Prevention. 
7 DeMio, T. (2019). Kentucky brings in more health workers to attack HIV outbreak connected to drug use. The Courier Journal, 

Louisville, KY. 
8 National Institute on Drug Abuse. (2019). Kentucky opioid summary. https://www.drugabuse.gov/drug-topics/opioids/opioid-

summaries-by-state/kentucky-opioid-involved-deaths-related-harms. Accessed 4.12.2021. National Institutes of Health. 
9 Centers for Disease Control and Prevention. (2019). U.S. opioid prescribing rate maps 

https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html accessed 4.12.2021 
10 Smith, P. H., et al. (2012). Intimate partner violence and specific substance use disorders: Findings from the National 

Epidemiologic Survey on Alcohol and Related Conditions. Psychology of Addictive Behaviors, 26(2), 236. 

https://www.drugabuse.gov/drug-topics/opioids/opioid-summaries-by-state/kentucky-opioid-involved-deaths-related-harms
https://www.drugabuse.gov/drug-topics/opioids/opioid-summaries-by-state/kentucky-opioid-involved-deaths-related-harms
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html
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Overview of Training 

The training is broken into two sessions as described below. By the end of the session, training 

participants will be able to do the following: 

SESSION 1 

DEFINING HIV 

AND HIV RISK 

REDUCTION 

SUBSTANCE 

MISUSE 

INTERSECTIONS 

OF RISK 
STIGMA AND BIAS 

HIV TESTING 

PROCESS & 

PROTECTING 

CLIENT PRIVACY 

• provide basic 
information about 

HIV/AIDS and how 

HIV is transmitted 

• delineate how 
common HIV is, 

particularly among 

high-risk subgroups 

• understand 
advances in HIV 

medicine and what 

that means for 

clients 

• discuss HIV risk 

reduction methods 

that can be 

discussed with 

clients 

• appreciate that 
substance misuse is 

common with IPV  

• understand the link 

between substance 

misuse and HIV  

• appreciate that IPV 
and HIV share 

common risk factors 

and mutually 

increase risk 

• discuss power and 

control as 

antecedents of the 

interrelated risks of 

IPV, HIV, and 

substance abuse 

 

• describe the serious 
short- and long-term 

consequences of 

HIV 

• discuss why 
debunking common 

myths about HIV 

can increase 

openness for HIV 

testing 

• encourage frank 

discussions about 

HIV as an element 

of IPV risk 

 

• describe local 
testing opportunities 

and what to expect 

• identify danger 

associated with 

partner notification 

• mitigate risk of 

danger by protecting 

clients’ privacy 

• review the local 

laws related to 

mandatory reporting 

 

SESSION 2 

Introduction to 

Sexual Safety 

Planning 

Talking More 

Comfortably about 

Sexual Safety 

Matters 

Sexual Safety 

Planning 

Putting it All 

Together: 

Conducting a Risk 

Reduction 

Interview 

• demonstrate 

knowledge and skills 
gained in Session 1 

 

• more comfortably 

talk about sexual 
safety with clients 

 

• plan and discuss 

concrete HIV 

prevention actions 
with clients (sexual 

safety planning) 

 

• conduct a risk 

reduction interview 
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Session 1 

Description 

Client Sexual Safety: Understanding the Link between IPV, HIV, and Substance Use Disorder is Part 1 of 

a two-part training. Part 1 includes the presentation of basic information about HIV risk and risk 

reduction and features explicit ways by which IPV clients are mutually impacted through IPV, HIV, and 

substance misuse. The training is interactive and contains a video presentation, individual drawing 

activity, and a discussion of specific ways to tie the lessons learned to trainees’ daily interactions with 

clients. 

Learning Objectives 

By the end of this session, training participants will be able to: 

✓ provide basic information about HIV/AIDS and how HIV is transmitted 

✓ delineate how common HIV is, particularly among high-risk subgroups 

✓ understand advances in HIV medicine and what that means for clients 

✓ discuss HIV risk reduction methods that can be discussed with clients 

✓ appreciate that substance misuse is common with IPV  

✓ understand the link between substance misuse and HIV   

✓ appreciate that IPV and HIV share common risk factors and mutually increase risk 

✓ discuss power and control as antecedents of interrelated risks of IPV, HIV, and substance abuse 

✓ describe the serious short- and long-term consequences of HIV 

✓ discuss why debunking common myths about HIV can increase openness for HIV testing 

✓ encourage frank discussions about HIV as an element of IPV risk 

✓ describe local testing opportunities and what to expect 

✓ identify danger associated with partner notification 

✓ mitigate risk of danger by protecting clients’ privacy 

✓ review the local laws related to mandatory reporting 
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SESSION 1 AT A GLANCE 

Total Time: 2 hours 

Part 1: 

(10 minutes) 
Part 2: 

(15 minutes) 
Part 3: 

(15 minutes) 
Part 4: 

(10 minutes) 
Part 5: 

(25 minutes) 

Introduction Defining HIV 
HIV Risk 

Reduction 

Substance 

Misuse 

Intersections of 

Risk 

Part 6: 

(10 minutes) 
Part 7: 

(10 minutes) 
Part 8: 

(10 minutes) 
Part 9: 

(15 minutes) 
 

Stigma and Bias 
HIV Testing 

Process 

Protecting Client 

Privacy 
Closing 

 

Materials Needed 

• Session 1 slides 

• Pens or pencils 

• Handouts 1-8  

Preparation Needed 

1) Read this session’s background information. 

2) Create/adapt the training agenda (Handout 2). 

3) Create an info sheet to reflect your HIV-serving organizational partner (Handout 3) 

4) Look up local statistics about IPV in your community and insert into Slide 11. 

5) Look up and add local opioid statistics and insert into Slide 21. 

6) Look up and add information about any local syringe exchange programs into Slide 23. 

7) Look up and add information about HIV testing and services available in your community (Slides 

33-37) 

8) Find out the local laws and mandatory reporting requirements related to IPV (Slides 42 and 43) 

9) Gather information on local community resources of HIV service agencies (if not included with 

the HIV-serving organizational partners) such as PrEP and hotline, health department and mental 

health department counselors, and/or people at social services. 

10) Read Lessons Learned and Optional Training Activities at the end of this manual. 

11) Revise the Community Resource List in Handout 7 to reflect resources in your location 

12) Ask trainees to complete training pre-work (Handout 1) 

13) Distribute Handouts 1-8 (one for each training participant). 

Background Information 

Session 1 of the Client Sexual Safety provides information about HIV and trains participants to discuss 

HIV risks and testing more accurately and comfortably with clients. Session 1 provides basic knowledge 

of HIV in the context of the clients that trainees serve. The primary purpose of this session is to provide 

basic information about HIV including advances in medical technology which may provide opportunities 

for greater sexual safety, discussing risk reduction methods. The training also describes the intersection of 

risks between IPV, HIV, and substance misuse and addresses stigma and bias surrounding HIV. Training 
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participants will better understand the HIV testing process and procedures to keep client’s HIV-related 

information safe. The training concludes with specific suggestions to apply this training to their daily 

work. 

SESSION 1 (2 HOURS) 

Each slide is shown with suggested script (in bold).  

SESSION 1 

Part 1: Introduction 

Part 1 introduces the Client Sexual Safety training and establishes an inclusive, trauma-
informed approach to this topic. The primary purpose of Part 1 is to situate this first training 

within the context of the population that is served by the trainees. Part 1 aims to convince 
training participants of the value-added with increasing partnership with an HIV-serving 

organization and introducing how the two may work together to meet a client’s needs more 
holistically.  

 

 

Trainer’s Tip: 

Assign someone who is not a 
presenter to handle 
participant technology 

concerns and provide that 
person’s contact information in the 

chat section. 

[Slide 1]: Hello and thank you for joining us 

today!  

 

Introduce name and role on project/in organization. 

 

This is Session 1 of 2 of the Client Sexual Safety 

Training. Session 1 is intended for all IPV service 

organizational staff. Whether you work in direct 

services, administration, custodial, accounting, or 

in another role or department, your work here is 

crucial for our organization to serve clients 

experiencing and healing from IPV.  

 

Session 1 will cover the basics of a new 

partnership that we have with Volunteers of 

America, an organization that serves clients 

related to HIV risk in our community. Session 1 

will cover how IPV clients are at a higher risk for 

HIV and substance misuse. We will also talk 

about how advances in medical technology can 

help keep IPV clients safe from HIV. Session 2 

will be offered to client-serving staff at a later 
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SESSION 1 

Part 1: Introduction 

date. This training will be more in-depth and will 

include role plays for how to make a sexual safety 

plan with clients.  

 

Please note that today’s training is being recorded 

for staff that cannot attend. 

 

Before we begin, a note about technology: Please 

keep yourself on mute but leave your camera on 

unless you are having connectivity issues or need 

to step away. It’s okay if you don’t have a 

webcamera, but if you have one, we really want to 

see your beautiful faces… 

 

Throughout the training, please put your 

questions and comments in chat box.  

 

Note where the chat box is. 

 

We will stop frequently to answer questions you 

submit. 

if we don’t have time to answer all your questions, 

we will compile an FAQ document to send out. 

[Slide 2]: This training aims to use gender neutral 

language. HIV testing benefits everyone, and this training 

strives to be as inclusive as possible in its language to 

acknowledge the complexities of gender identification. The 

training was developed using funding from the federal 

Office on Women’s Health, so there is some focus on female-identified clients. The 

training does use the term “women” sometimes, but most of what you will learn in this 

training is applicable to all clients because interpersonal violence impacts everyone. 
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SESSION 1 

Part 1: Introduction 

[Slide 3]: Acknowledge that the subjects of HIV, IPV, and 

substance misuse are sometimes difficult to talk about. 

 

Sometimes these topics bring up feelings or thoughts about 

personal experiences or those of people you know. Stepping 

out of any part of the training is okay. Feel free to get something to drink, check your 

phone, or do whatever you need to do to tune us out, and rejoin when you are ready. 

 

 

 

 

 

[Slide 4]: Please take out your Handouts. You 

were asked to complete some pre-work in 

Handout 1. This asked you to think about what 

you know about HIV and questions that you have 

related to it. Please be thinking about these 

questions as we move through the training. 

 

Refer to the agenda (Handout 2).  

 

This training is designed to be interactive and we 

will talk some, watch a video together, do an 

activity using your creativity, and have a small 

and large group discussion. 

 

Describe where breaks will occur. 

 

At the end of the training, you will be able to: 

▪ Identify client benefits of HIV testing & 

risk reduction 

▪ Describe HIV risks for clients 

▪ Discuss links between HIV, IPV, and 

substance abuse  

▪ Understand basic HIV testing protocols, 

local privacy laws/policies 

HANDOUT 2 

HANDOUT 1 
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SESSION 1 

Part 1: Introduction 

▪ Correct others’ misconceptions about HIV 

& people living with HIV 

[Slide 5]: Remember that you are experts about the clients 

you serve. It is important to share your input so that this 

training is the most useful for you and your colleagues. 

 

 

 

 

 

Trainer’s Tip 

If you have an HIV co-

presenter, ask them to address 

Slide 6 and Handout 3. 

[Slide 6]: Here are some concrete ways that 

collaboration with Volunteers of America, or VA) 

can help us serve our IPV clients more 

holistically. 

• Builds your knowledge base. The more 

knowledge you possess and resources you 

are aware of, the more you will be able to 

help each client. 

• Expands our knowledge and referring to 

VOA’s expertise tonhelp us holistically 

meet clients’ needs related to HIV 

prevention and testing so we can be more 

responsive to the risks our clients face and 

help empower them to stay safe.  

• Saves time. You don’t have to be an expert 

in everything. Today’s training will give 

you information about HIV epidemiology, 

transmission, links to IPV, principles of 

prevention of IPV survivors, and what 

happens after a positive HIV test. 

Referring clients to VOA for clients’ more 

advanced needs frees up time to serve 

more survivors of IPV. 

 

HANDOUT 3 
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SESSION 1 

Part 1: Introduction 

Refer to Handout 3, Overview of VOA’s Services, 

and briefly describe the services. 

.  

 

 

 

 

 

 

 

       Trainer’s Tip: 

Many online presentation platforms 

like Zoom and Microsoft Teams have 

a poll feature embedded in the 

software. Set up the poll in advance so that 

all that you need to do in the training is 

execute the poll. 

 

[Slide 7]: Display the virtual poll from the 

slide.  

 

Have you ever interacted with a client 

when HIV-related issues came up? Answer 

using the poll on your screen. Your answer 

will be anonymous. 

 

Show the poll results and review them with 

participants. 

 

For those who answered yes, that you have 

had an interaction with a client about HIV 

risk, type in the chat section what the client 

said or did. Please don’t mention any client 

names or identifying information. 

 

Allow several participants the opportunity to 

share. Be prepared to share your own 

experience with a client. 
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SESSION 1 

Part 2: Defining HIV 

The purpose of Part 2 is to review some basic information about how HIV is prevented, 

spread, and treated. We will also review data about how HIV is impacting the communities 
that you serve. We will end this part by covering how our understanding of HIV has changed 

drastically in the last few years and we will leave time for trainee questions. 

 

 

 

 

 

[Slide 8]: We are going to provide some 

information about HIV. Please don’t tune out! 

You may already know a lot about HIV, the virus 

that causes AIDS. Yet, we all think about HIV 

through our own lens, which may or may not be 

factually correct. Education and information are 

the first step towards gaining a fact-based view of 

HIV so that we can be of maximum help to clients. 

 

HIV attacks cells to weaken a person’s immune 

system 

There is no effective cure for HIV. Once someone 

has HIV, they have it for life. HIV is a chronic 

disease and if not treated, HIV can lead to AIDS. 

 

In these images, you can see a cartoon of how HIV 

invades and gets nutrients from a healthy cell. On 

the right, there is a picture of Hepatitis C, one of 

the many sexually transmitted infections that you 

can also get from unprotected sex. This training 

focuses on HIV, but we know that many of the 

same strategies that keep women safe from HIV 

can keep them safe from HepC as well.  

 

Refer to Handout 4 for HIV Fact Sheet 

HANDOUT 4 
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SESSION 1 

Part 2: Defining HIV 

[Slide 9]: HIV is transmitted in 5 Body Fluids. We call this 

“blood, sex, and babies” for short. HIV may be transmitted 

in: 

• Blood 

• Vaginal Fluid 

• Anal Fluid 

• Seminal Fluid 

• Breastmilk 

 

You cannot get HIV from sharing a glass of water, kissing, sneezes, coughs, etc. In this 

way, HIV is very different than COVID-19. 

 

There are some common ways that IPV clients are at risk for HIV including shared 

injection equipment and/or condomless vaginal or anal sex with infected person. 

[Slide 10]: According to the CDC, over 1.2 million people 

had HIV in the US in 2018. An estimated 1 in 7 people 

living with HIV are unaware that they have the virus. 

[Slide 11]: Share any local statistics you can find on IPV. 

Local statistics may have a greater impact on participants than 

national statistics. 

 

In 2017, KY witnessed an 84% increase in HIV cases 

KY is ranked 7th highest in the United States for HIV. 

 

Louisville is also the 7th city in nation reporting new HIV cases; only 24% are diagnosed 

within first 3 months of infection.  

 

For us, this means that need to reach people much sooner so that we can connect people 

living with HIV with treatment options that limit the health impacts to them and the 

possibility of transmitting HIV to others. 
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SESSION 1 

Part 2: Defining HIV 

[Slide 12]:  Consider updating/adapting these statistics to fit 

your local context.  

 

Despite great progress, the HIV epidemic persists. Women 

represent the most rapidly increasing category of people 

with HIV. Among women of color, African-American and Latinx are the fastest growing 

infected populations.  

 

Education, prevention, and HIV testing are all vital in the campaign to end the epidemic! 

[Slide 13]: Let’s cover a bit of history about HIV and 

AIDS. While we are doing so, think about what we know 

now and whether and how it is different than the disease 

you may have learned about in school. 

 

AIDS was first recognized in 1981 and given a name in 1982. Initially, there was no test 

and no treatment for AIDS. There was also a very poor understanding of transmission 

and AIDS was highly stigmatized. 

 

It was not until 1985 that the definition of AIDS was updated to note its cause– HIV.  

 

Even still, not many people talked about HIV and AIDS. Stigma grew and festered.  

 

The first AIDS medication was available in 1987 but effective treatment was not 

available until 1996. 1996 was the year that the US saw the first substantial decline of 

cases. 

 

Despite medical advances, HIV remains stigmatized and misconceptions about treatment 

and transmission persist. Education is key. 
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SESSION 1 

Part 2: Defining HIV 

[Slide 14]: Let’s fast forward to what we know about HIV 

now. 

 

With proper medical care, people with HIV can live long, 

healthy lives. It is so important to know one’s status so 

everyone who needs the medication get it. There is no need to associate HIV with dying if 

you can access and stay on treatment. 

 

 

Trainer’s Tip 

It is helpful to use a real story 
about a client (remember no 

names or identifying 
information) that you have served 

whose HIV is now undetectable. 

[Slide 15]:  Consider updating/adapting these 

statistics to fit your local context. 

 

People are accessing treatment for HIV and there 

are programs that can reduce or eliminate the 

costs of these. For pregnant women, it is possible 

to prevent HIV from transmitting to their babies. 

[Slide 16]: Let’s stop and read your comments and 

questions from the chat box. While we are answering your 

questions, please type in the chat box….How useful is this 

info for you? What comments do you have for us? 

 

If you have more to say than you can type in the chatbox, please raise your hand so we 

can call on you. 

 

Remember, there will be more opportunities for questions throughout the presentation. 

If we don’t get through all your questions, we will compile an FAQ document to 

distribute to everyone. 
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SESSION 1 

Part 3: HIV Risk Reduction 

The purpose of Part 3 is to remind participants of common barrier methods to prevent HIV. 

We review newer medical technologies that IPV clients may be able to leverage to help 
protect their sexual health in situations they are threatened by ongoing IPV. 

 

 

 

Trainer’s Tip 

Whether the training is taking 
place in person or online, it is 

helpful to have a physical 
example of these methods handy to 
show here and in the next slides. 

[Slide 17]: Now let’s move to discussing risk 

reduction. Here are the ways that HIV is 

prevented… 

 

Refer to Slide 

 

Barriers for sexual activity (Physical barrier used 

between partners—Internal & external condoms, 

dental dams, oral sex condoms) 

 

Pre-Exposure Prophylaxis (Daily medication—

one pill a day—to help prevent HIV if exposed) 

 

Post-Exposure Prophylaxis (Medication within 72 

hours of potential exposure)  

 

Treatment as Prevention (Individuals living with 

HIV reduce risk of transmission to others with 

daily medication) 

[Slide 18]: Quickly show the variety of products if available 

 

These are the barrier methods that are considered the 

“front-line defense” against HIV.  

 

Rhetorically Ask:  

 

Why might these be difficult for our clients to use?  
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Part 3: HIV Risk Reduction 

[Slide 19]: Let’s talk about some exciting medical advances 

in HIV that you may or may not have heard of yet. These 

are: pre-exposure prophylaxis (prep) and post-exposure 

prophylaxis (pep) 

 

You may have seen ads on TV for Truvada, which is a PrEP option for women. 

 

PREP is: 

▪ Oral medication taken before exposure—one tablet daily to prevent HIV 

▪ Shown to be 99% effective if taken as directed 

▪ Covered by most insurances (including Medicaid) 

▪ Copay assistance programs available 

▪ Free access programs available for individuals without insurance 

 

PEP is an oral medication taken after a potential exposure to reduce an individual’s risk 

of contracting HIV. It may be prescribed if an individual is HIV-negative or does not 

know their status, and in the last 72 hours, may have been exposed to HIV during sex 

(condomless sex/condom break), shared needles or works to prepare drugs, or were 

sexually assaulted. 

[Slide 20]: PrEP works to reduce the viral load of HIV. If 

HIV is undetectable, it is untransmittable. This means that 

if a client gets on and adheres to treatment, they have a 

great chance of not only not getting very sick, but they 

have a much-reduced chance of spreading HIV to others. 

 

SESSION 1 

Part 4: Substance Misuse 

The purpose of Part 4 is to explain the relationship between IPV and substance misuse and to 
build empathy for IPV survivors struggling with addiction as a byproduct of their IPV. 
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[Slide 21]: We focused on the Opioid Epidemic because it was 

the subject of public debate in KY at the time of our training. 

Consider focusing on an issue that is relevant/salient for your 

community. 

 

So we know that HIV is prevalent among women experiencing IPV victimization and 

among women. But there’s another issue to be aware of. 

 

You may have already heard that Kentucky is at the center of the opioid epidemic and is 

among the top 10 states with the highest prescribing rates. KY’s increase in HIV cases 

has been fueled by twin epidemics of increasing opioid and injection drug use. 

 

Opioids, a class of drugs that reduce pain, include prescription drugs, fentanyl, and 

heroin. Some people use these drugs with needles while others use them in a different 

way. All methods of use can place a person at greater risk of IPV. 

 [Slide 22]: Women using injectable drugs are at higher 

risk for intimate partner violence victimization than other 

women. Substance use is also a consequence of intimate 

partner violence victimization.  

 

Alcohol and other substance misuse are linked to risky sexual behavior and trading sex 

for drugs. Substance abuse can also make safe decision-making more difficult in the 

moment. 

 

Alcohol, marijuana, and opioid use are all risk factors for intimate partner violence 

victimization and perpetration. So having a partner who abuses alcohol or other drugs is 

a risk factor for intimate partner violence victimization.  

 

31% of women using injectable drugs have reported IPV in the previous year. 
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Part 4: Substance Misuse 

 

 

Trainer’s Tip 

If available in your 
community, you may want to 

provide information about 
local syringe exchange programs. 

[Slide 23]: There are unfortunately a lot of drugs 

that can be used intravenously including opioids, 

cocaine, and methamphetamine (meth). 

  

[Slide 24]: Let’s pause and address comments and 

questions that you have written in the chat. Let us know 

how whether this is helpful and what you want to know 

more about. 

 

SESSION 1 

Part 5: Intersections of Risk 

The purpose of Part 5 is to highlight how IPV, HIV, and substance misuse have common risk 
factors. The training emphasizes how IPV is likely to place clients at higher risk for HIV. 

There are ways to mitigate this risk which are covered later in the training.  

 

 

 

Trainer’s Tip 

Sometimes playing a video on 

a webinar results in technical 

[Slide 25]: Give link in chat 

https://www.youtube.com/watch?v=MQfAYDmxV

MQ 

 

We have talked about IPV and HIV. Now, let’s 

watch a short video of Gina, someone who found 

herself at the intersection of both. 

 

https://www.youtube.com/watch?v=MQfAYDmxVMQ
https://www.youtube.com/watch?v=MQfAYDmxVMQ
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problems because of different Internet 

speeds among participants. Having 
participants watch the video on their 

own minimizes these problems. 

Sometimes when we play videos on a webinar, 

there are tech problems because of different 

Internet speeds among participants.   

 

Remind trainees to mute themselves in Zoom.  

 

Click on the link in the chatbox to watch. When 

you are finished, type “done” in the chatbox. If 

the video doesn’t play for you, we have the 

transcript from the video on the next slide.  

 

Advance to next slide containing the video transcript. 

[Slide 26]: After allowing a few minutes for the video…. 

 

Welcome back! How is Gina’s story similar or different 

from your IPV clients? 

 

Ask training participants to either speak aloud or write on chat.  

 

Your becoming knowledgeable about HIV, testing, prevention, and treatment can benefit 

your clients. More understanding of their experiences and needs can better inform 

services and decision-making about client care.  

[Slide 27]: It’s very likely that your clients are experiencing 

HIV risk. Among women living with HIV, a high 

percentage have experienced IPV victimization. It is 

estimated that 55 percent of women living with HIV have 

experienced intimate partner violence victimization.  

 

So, how are women experiencing abuse at an elevated risk for HIV? 

• Partner may use sexual violence as a form of control 

• Partner may engage in sex outside of the relationship, and the woman may be 

unaware or may not have power to negotiate prevention 
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• Reproductive coercion may involve refusing, sabotaging, or pressuring a woman 

to stop using condoms 

 

 

 

[Slide 28]: In the video, Gina’s abusive partner 

used her HIV+ status as a psychological weapon 

against her. For an abusive partner, almost 

everything is about power and control. Take a 

look at Handout 6. The Power and Control Wheel 

likely looks very familiar from your IPV work. 

See how similarly HIV places people at risk.  

 

For example, here are two ways in which abusers 

can use HIV to control their partner: 

 

• An abusive partner may threaten to out a 

person living with HIV 

• An abuse partner may deny her access to 

health care as another form of control 

 

 

[Slide 29]: Take another look at Handout 6, the 

power and control wheel. On Handout 7, draw a 

picture representing one of the wedges of the 

wheel (or one of the facts below the wheel if the 

wheel is hard to see). Take 5 minutes to draw this, 

and then we will do some show and tell. 

Remember, we are not judging your artistic 

ability. 

 

Ask for volunteers to show their picture on camera 

and talk about it. 

 

HANDOUT 6 

HANDOUT 6 

HANDOUT 7 
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Part 6: Stigma and Bias 

Part 6 shows how stigma and bias make HIV prevention, disclosure, and treatment more 

difficult. We introduce how trainees can begin to de-stigmatize conversations about HIV. This 
is covered in much greater detail in the second training for client-facing staff. 

[Slide 30]: HIV attacks the immune system and makes 

people more likely to get other serious infections.  

 

In addition to physical consequences, there is also 

psychological trauma that comes with any chronic and 

progressive illness that changes your life and affects those around you. 

 

And unfortunately, there can be social consequences as well. 

[Slide 31]: When working with clients, please remember 

that the experience of receiving an HIV diagnosis can be 

traumatic. The timeliness of the diagnosis can add to stress 

(e.g., when someone is seeking help for IPV). Also, 

treatment costs and navigating treatment can be stressful. 

When you layer stigma people living with HIV experience, the cruel result is that it 

further isolates clients and removes them from the one thing that can help with healing 

from trauma, which is social support.  

[Slide 32]: When Olivia, one of the content developers of 

this training was training to become a counselor, she had to 

watch taped client sessions with her supervisor. The 

supervisor challenged her on judgmental-sounding 

statements that she hadn’t realized sounded that way. It is 

easy to do, and we all have to challenge ourselves to not only not show bias, but help 

mitigate some of the bias that our clients feel in the world outside of us.   

 

I’m sure in new staff training, you received training about judgments, unfavorable 

attitudes, or beliefs people have about IPV victimization and how important it is to 

challenge misperceptions and myths with factual information, like: 

• No one deserves to experience violence victimization. 
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• Perpetrators are responsible for violence, not people who experience 

victimization. 

because IPV clients needs to feel physically and emotionally safe with you as staff. 

 

It’s the same with HIV. It’s important to challenge judgments, unfavorable attitudes, or 

beliefs you may have about people living with HIV like: 

• HIV impacts everyone. Anyone can contract HIV. 

• Living with HIV is not necessarily related to having multiple sex partners. 

• HIV is not a death sentence. 

Myths about HIV are barriers to HIV testing, prevent, treatment, and disclosure.  

 

SESSION 1 

Part 7: HIV Testing Process 

The purpose of Part 7 is to model the HIV testing process so that trainees are comfortable 
describing it to clients. 

 

Trainer’s Tip 

Ask your HIV-organization 
training partner to present 
slides in Part 7. You will likely 

need to modify the part to 
reflect local availability and testing 

practices. 

[Slide 33]: In most testing sites, HIV testing is 

FREE and anonymous with results in MINUTES! 
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[Slide 34]: Did you know that anyone 13 years + should get 

tested for HIV at least once in their lifetime? Individuals at 

risk for HIV get tested annually. Individuals at high risk 

for HIV get tested every 3-6 months 

 

This sounds simple enough, but it certainly isn’t always emotionally easy. Why not?  

 

Direct trainees to write their answers in the chat. 

 

How is this helpful for you in your role to understand how IPV clients may feel about 

this? 

 

Direct trainees to write their answers in the chat. 

 

 

Trainer’s Tip 

If possible, try to role play 
what an actual HIV testing 

appointment looks like.  

[Slide 35]: Here we will show you what clients can 

expect when they go to get a HIV test. 

 

Sample process for the HIV finger stick test  

• Process 

• Introduce test and testing process 

• Duty to warn and mandatory 

reporting (if applicable) 

• Verbal consent for test 

• Any other paperwork including 

demographics and risk assessment 

required by state and federal law 

• Set up/perform test and educate on 

transmission, treatment, and 

prevention 

• Provide test results 

• Complete confirmatory test if needed 

• Provide referrals and safer sex 

supplies 
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• Discuss the time needed to take the test – the 

entire process can take as little as 5-10 

minutes but can take longer depending on 

client needs. 

[Slide 36]: After every test, we talk to clients about what 

the results mean and connect them with any HIV-related 

services that they might need including treatment. 

 

 

Trainer’s Tip 

Update this slide with your 
local information. If possible, 
ask someone very familiar 

with HIV services in your area 
to present this slide. 

[Slide 37]: Here in Louisville, we will connect you 

with the Kentucky Care Coordination Program 

which connects clients to medical treatment and 

support services including: 

• Housing 

• Food 

• Legal 

• Counseling 

• Dental 

• And more 

 

VOA also offers rapid testing for Hep C and 

referral for other STI testing. 

[Slide 38]: Among women who experience violence 

victimization, there are moments of elevated risk like 

pregnancy or when a client tries to leave. Similarly, 

receiving an HIV diagnosis can increase risk for violence 

victimization, depending on the method of delivery (e.g., by 

letter, phone call, or if a person discloses to their partner). Next, we will talk about how 

to protect client privacy so that the client has the most control possible over her own 

medical information. 
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Part 8: Protecting Client Privacy 

The purpose of Part 8 is to introduce important information about mandatory reporting laws. 

The training also discusses how these laws may impact people’s willingness to disclose IPV 
victimization. 

[Slide 39]: There are features of HIV testing that put 

clients in control of their own health. For example, testing 

is voluntary—Clients have elected to be tested and are not 

coerced or forced and can decline testing at ANY point of 

the process. 

 

Clients give their expressed informed consent to be tested. They understand basic 

information about the test and provide verbal agreement to be tested. 

HIV testing can be confidential or anonymous. Information is provided about when/if an 

anonymous test shifts to confidential due to local regulations or laws. 

 

Services are client-centered and focused on the client's concerns and situation. 

 

All clients testing HIV-positive are referred and linked to care. 

[Slide 40]: There are very few situations in which a person 

living with HIV is legally obligated to disclose their status. 

Seeking domestic violence services is not one of them. 

 

Some survivors may choose to voluntarily disclose their 

status. If a survivor decides to share that information, the program cannot under any 

circumstance discriminate against that person and is legally obligated to keep that 

information confidential. 

 

Discrimination is prohibited against people living with HIV or AIDS under federal 

Programs funded by the Violence Against Women Act (VAWA), the Victims of Crime 

Act (VOCA), or the Family Violence Prevention and Services Act (FVPSA). Most IPV 

services are required to keep HIV information shared by survivors confidential. 
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Part 8: Protecting Client Privacy 

 

 

Trainer’s Tip 

Update this slide with your 
local information.  

[Slide 41]: Consider updating/adapting this 

information to fit your local context. 

 

In Kentucky, individuals living with HIV are not 

legally required to disclose their HIV status to 

sexual partners. However, there are some rules to 

be aware of in our state. For example, sex work is 

further criminalized for individuals living with 

HIV (can face felony charges) and individuals 

living with HIV can be charged under general 

criminal laws. 

 

 

Trainer’s Tip 

You may choose to provide 
legal details for a neighboring 

state or other jurisdiction 
from where your organization 

draws clients. 

[Slide 42]: Consider updating/adapting this 

information to fit your local context. 

 

In neighboring Indiana where we have a satellite 

office, individuals living with HIV can face felony 

charges for not disclosing status to sexual/needle-

sharing partners including past partners. 

 

It is a felony for individuals living with HIV to 

expose others to any bodily fluid, including those 

known not to transmit HIV and individuals living 

with HIV can be prosecuted under general 

criminal laws. 

 

Further, a person’s medical records may be 

accessed to aid in their prosecution. 

 

We will work closely with survivors to be as 

transparent as possible and help them to develop 

a safety plan for this notification. 
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[Slide 43]: As with other personal information, records 

about HIV status could be harmful to survivors if shared in 

IPV services like shelters. Here are some basic guidelines: 

• Don’t share information on their status with other 

survivors at your program. 

• Don’t share information with other organizations in the community unless the 

survivor requests that you do so. First, consider ways to help survivors share their 

own information about their HIV status with other organizations.  

• Keep to an absolute minimum the number of people in your program who have 

access to information about a survivor’s HIV status. It is not necessary to tell 

other staff or volunteers about someone’s HIV status. A survivor should be able 

to choose who knows about their HIV status, just as with any other personal 

information.  

 

SESSION 1 

Part 9: Closing 

The purpose of Part 9 is to encourage trainees to connect what they have learned in the 

training to their daily duties. 

 

 

Trainer’s Tip 

Set up the breakout groups in 

advance to facilitate a 
seamless transition to the 

discussion. 

[Slide 44]: We are going to break into small 

groups. You will be prompted to “join the 

breakout room.”  

 

Here is what we want you to do when you get to 

your small group: Talk about a “typical” 

experience where you might interact with 

someone in your professional or personal life who 

might need a referral to an HIV serving 

organization. As a group, write up “an elevator 

speech” (2 minutes or less) about why they should 

get tested and what they can expect when they go 
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for testing at VOA. Choose a speaker from your 

group. 

 

I will join as many breakout rooms as time allows 

to see how the conversation is going. When it is 

time to end the breakout, you will have one 

minute to return to the main group.  

 

After ending the breakout groups in 8 minutes, 

encourage 1 or 2 groups to share their elevator 

speech. 

[Slide 45]: Let’s do a round robin in the chat box.  

 

Ask each question. If running out of time, encourage those 

with questions to keep typing in the chat box. Remind them 

that you will answer unanswered questions in a document to 

all. 

 

What do you feel you need more information about?  

(pause for responses and discussion) 

What do you think clients need more information about? 

(pause for responses and discussion) 

How does this relate to your role at CWF? 

(pause for responses and discussion) 

[Slide 46]: For all of us here now, we want to emphasize 

that you have a big role to play in helping clients feel 

comfortable talking about HIV, which is often stigmatized.  

 

Here are some things you can do now! 

• Encourage testing for everyone— knowing one’s status = access to 

treatment and a longer, healthier life 

• Be prepared with educational materials  
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• Distribute safer sex supplies to clients 

• Challenge stigma! 

You are going to hear clients say things that make you think about HIV-related issues. 

You have more information now than you had two hours ago, and we hope that you feel 

more aware of clients’ needs and experiences, as well as services available to them.  

 

We will conduct Session 2 for front-line staff who work with clients to focus on skills 

building for talking with clients about HIV and incorporating sexual safety planning into 

physical safety planning you are already doing.  

[Slide 47]: Here are some additional resources that may be 

helpful if you would like to learn more.  

 

Thank participants for attending and participating. 
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Description 

Through polls, discussion, activities, and role-playing, training participants will practice skills for 

introducing and creating a sexual safety plan with clients to help prevent HIV and other sexually 

transmitted diseases.  

Learning Objectives 

By the end of this session, training participants will be able to: 

✓ demonstrate knowledge and skills gained in Session 1 

✓ more comfortably talk about sexual safety with clients 

✓ plan and discuss concrete HIV prevention actions with clients (sexual safety planning) 

✓ conduct a risk reduction interview 

 

SESSION 2 AT A GLANCE 

Total Time: 4 hours 

Part 1: 

(15 minutes) 
Part 2: 

(60 minutes) 
Part 3: 

(60 minutes) 
Part 4: 

(90 minutes) 
Part 5 

(15 minutes) 

Introduction to 

Sexual Safety 

Planning 

Talking More 

Comfortably 

about Sexual 
Safety Matters 

Sexual Safety 

Planning 

Putting it All 

Together: 

Conducting a 

Risk Reduction 

Interview 

Closing 

 

Materials Needed 

• Session 2 slides 

• Pens or pencils 

• Handouts 1-5 

Preparation Needed 

1) Review information learned in Session 1 and think about the most salient points for your 

organization. 

2) Re-invite the HIV-serving staff member that served in the first training to participate in the 

second training. Give them a copy of the slides and in particular, discuss the “Stump the 

Professor” activity on Slide 25 with them ahead of time. 

3) Create/adapt the training agenda (Handout 1). 

4) If appropriate gather, 5-10 small, fun prizes that can be handed out during Slide 25 (“Stump the 

Professor” Activity) 

5) Read Lessons Learned and Optional Training Activities at the end of this manual. 
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6) Determine if/when you will provide additional time for participants can check in about how Risk 

Reduction Interviews are going (see Slide 33) 

7) Distribute Handouts (one for each training participant). 

Background Information 

Client Sexual Safety: Sexual Safety Planning is Session 2 of the two-part training. Session 2 continues to 

normalize discussing safer sex in the context of IPV. While Session 1 focused on understanding HIV for 

clients living or healing from IPV, Session 2 takes the next step to train IPV staff on how to create a 

sexual safety plan with clients using the Health Risk Reduction Model by conducting a Risk Reduction 

Interview.  

SESSION 2 

SESSION 2 

Part 1:  Introduction to Sexual Safety Planning 

The purpose of Part 1 is to remind training participants what they learned in the first session 

and introduce how sexual safety planning can help clients take charge of their HIV risks.  

 

 

Trainer’s Tip 

Assign someone who is not a 
presenter to handle 

participant technology 
concerns and provide that 

person’s contact information in the 

chat section. This person may also 
want to record this training for team 

members who could not attend the 
training. 

[Slide 1]: We are happy to welcome you to Session 

2 of a special 2-session training program designed 

to teach IPV staff about providing sexual safety 

planning for your clients. Part 1 included all 

members of our organization and Part 2 is 

specifically for team members who directly serve 

clients and are able to help them create a sexual 

safety plan.  

 

Before we begin, does anyone have any questions 

or thoughts about the last training?  

 

Answer any questions. 
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[Slide 2]: Before we get started, I’ll review some 

housekeeping items with you and explain how you 

can participate in today’s session.  

 

Today’s training is interactive, and all our 

activities involve participants speaking to each 

other. It would be helpful for you to turn your 

camera on if possible. If you would like to ask a 

question or make a comment, unmute your 

microphone or feel free to use the chat box.  

 

To unmute your microphone, select the 

microphone icon located next to your name on the 

screen. If you are not actively speaking, please 

keep your audio muted.     

  

If you experience any difficulties during the 

training, please send a chat message, and (tech 

person) will help you.  

 

Introduce co-facilitators and project staff. 

 

At the bottom of your screen, you should see the 

chat icon. If you want to ask a question but would 

rather not share your name with everyone, send 

to tech person in the chat box. If we don’t have 

time to answer all your questions, we will compile 

an FAQ document to send out. 

 

Before we begin, will a few of you tell us some 

highlights from Session 1? 

 

HANDOUT 1 
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Pause and let participants talk about their highlights. 

Have a list of your own that are most salient to your 

organization and share with participants if they do 

not offer those insights.  

 

Are there any questions from Session 1? 

 

Answer all questions (or let participants know if 

Session 2 will answer some of their questions).  

 

Let’s look at the agenda for today on Handout 1. 

 

Refer to the agenda (Handout 1) and highlight the 

break times, etc. 

 

As with the first training, please take care of 

yourself first. You may step out and rejoin us at 

any time.  

[Slide 3]: Now I would like for each of you to tell us your 

name, role, and to answer the question, “What do you 

think about when you think of HIV prevention?” 

 

Thank you. Now I want to say a little about why I asked 

that question. In the HIV world, condoms are always offered as an option. However, in 

the IPV world, this option may prove dangerous for the abused partner because it 

requires her to negotiate safe sex. For this reason, I will ask each of you to move through 

this training thinking of alternatives to condoms as well.  

[Slide 4]: By the end of this training, you will be able to: 

● Comfortably talk about sexual matters 

● Seek opportunities within your individual roles to 

provide information to clients on sexual safety planning 

(e.g., case manager working with a client to develop a 
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comprehensive safety plan re: physical and sexual safety over multiple sessions, 

hotline staff advising a caller at risk to get an HIV test) 

● Conduct a risk interview that both seeks info from a client about her specific risks 

and provides brief, concrete harm reduction info 

 

Since many IPV clients are heterosexual women, our training focuses on this group. As 

you may remember from discussion in the first training, the grant from which this 

training was developed sought to reduce HIV specifically in heterosexual women. Yet, 

HIV impacts people across the gender spectrum and within all sexualities. Because 

similar kinds of abusive power dynamics occur in non-heteronormative relationships, the 

training content can apply and/or be adapted to other clients. 

[Slide 5]: This training builds off your own level of 

expertise, skill, and knowledge. We will always defer to 

what you think is necessary when you work with your 

clients. That said, we may make some additional 

suggestions about how you may insert information or 

planning with clients, but you remain in charge.  

 

SESSION 2 

Part 2:  Talking More Comfortably about Sexual Safety Matters 

Part 2 reminds participants about the interrelated risks of HIV and IPV. The training discusses 
best practices in adopting a HIV Risk Reduction Model into one’s existing client safety plan 

process.  

[Slide 6]: We want to remind you of the link between HIV 

and IPV that we talked about in the first training. It is 

estimated that 55 percent of women living with HIV have 

experienced intimate partner violence victimization.  

 

Again, how are women experiencing abuse are at elevated risk for HIV? 

• Partner may use sexual violence as a form of control. 
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• Partner may engage in sex outside of the relationship, and the woman may be 

unaware or may not have power to negotiate prevention. 

• Reproductive coercion may involve refusing, sabotaging, or pressuring a woman 

to stop using condoms. 

[Slide 7]: In the video of Gina from Session 1, her abusive 

partner recognized Gina’s HIV+ status as a psychological 

weapon to use against her. For an abusive partner, almost 

everything is about power and control: 

• An abusive partner may threaten to out a person 

living with HIV. 

• May deny her access to health care as another form of control. 

[Slide 8]: Again, there may be danger associated with 

notifying an abusive partner of HIV testing results. 

Receiving an HIV diagnosis can increase risk for violence 

victimization, depending on the method of delivery (e.g., by 

letter, phone call, or if a person discloses to their partner). 

 

 

 

 

 

 

 

 

 

[Slide 9]: So, let’s talk about some basic principles 

of HIV Prevention Counseling 

Direct trainees to Handout 2 

 

When you are creating the in-depth, personalized 

risk assessment, you want to set aside time to talk 

about sexual risk reduction as well.  

 

A good way to start with the client is to 

acknowledge and provide support for positive 

steps they have already made. For example, all 

clients with whom you work have sought help for 

IPV. They have shown determination and value 

for the future. That is a great start! 

 

HANDOUT 2 
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They may not have ever really thought about HIV 

and sexual safety. Ask them about it. This shows 

that you care about this aspect of their health and 

that you are a “safe” person with whom to discuss 

this. 

 

When talking about HIV, the client may mistake 

facts about HIV. Now that you know more about 

HIV, you can correct those misconceptions. 

However, be sure to balance clarifying those most 

important to the client and understanding how 

over-correcting may impact the rapport that you 

are building.  

 

The goal with the client is to negotiate a concrete, 

achievable behavior change. You want to help 

them identify a step that will reduce HIV risk.  

 

Seek flexibility in the counseling technique and 

process, avoiding a “one-size-fits-all” approach. 

[Slide 10]: Let’s talk about what you just heard. How 

similar or different is this from what you already do? 

[Slide 11]: The HIV Risk Reduction Model is a three-stage 

process involving 

 

1. Labeling—recognition of risk,  

2.  Commitment—developing a conscious commitment to 

change behavior, and  
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3. Enactment—acting on the commitment to change through adoption of risk reduction 

practices.  

 

Simple knowledge of the threat of HIV infection is not enough.  

Asking clients to develop a specific commitment and enactment plan is more important 

than recognizing HIV risk alone. 

[Slide 12]: Research shows that the Health Risk Reduction 

Model Works! In a sample of 716 unmarried heterosexual 

adults at risk for HIV:  

 

• Increased labeling or recognizing what was going on 

in their sexual lives was related to greater commitment to using condom 

commitment and supportive beliefs about condoms.  

• Greater commitment to condoms was related to high levels of supportive beliefs 

about condoms and communication about sexual health protection.  

 

Also, women’s confidence that they could practice risk reduction was more significant in 

predicting risk reduction behavior than improved knowledge alone.6  

[Slide 13]: The Health Risk Reduction Model or HRRM 

teaches techniques based on Motivational Interviewing, or 

MI. I know some of you may be trained in or familiar with 

MI, so I’ll say a little here and then open up for additional 

comments. 

 

MI is a client-centered counseling style that uses a form of collaborative conversation to 

strengthen an individuals’ own motivation and commitment to change by: 

● addressing ambivalence about change, and  

● exploring the client’s reasons for change within an atmosphere or acceptance and 

compassion.  

 

 
6 Longshore, D., Stein, J. A., & Chin, D. (2006). Pathways to sexual risk reduction: Gender differences and strategies for 

intervention. AIDS and Behavior, 10(1), 93-104. 
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The client and the staff person form a partnership, in which the client’s autonomy and 

freedom of choice drive the interaction.  

The motivation to change is elicited from the client by her desire for safety.  

 

It is the client’s responsibility to work through the conflict between continuing in the 

current abusive relationship and making changes that would bring new challenges.  

 

Is there anyone else in the room that is trained in MI that would like to add anything 

here?  

 

Pause and reflect, allowing others with experience in MI to speak. 

[Slide 14]: MI is effective because the client’s readiness for 

change may fluctuate based on:  

● time,  

● distance from the most recent threat, and  

● what the specific threat is.  

 

For example, the vague threat of HIV infection may seem less real than a recent injury. 

Motivational interviewing addresses this.  

 

SESSION 2 

Part 3: Sexual Safety Planning 

The purpose of Part 3 is to elucidate the value-added of a sexual safety plan. 

[Slide 15]: You are all engaged in safety planning to focus 

attention on immediate physical, emotional, and financial 

safety needs for the long-term survival of clients you serve. 
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Sexual safety planning includes strategies for identification and risk reduction of STIs, 

including HIV. It integrates talking about sexual coercion/abuse and accompanying risks 

of STIs.  

Integration of sexual safety into the broader safety planning process you are already 

performing is a critical next step. This is like what you do now, only with a different 

focus. Physical safety planning is also needed if a client plans to disclose a positive HIV 

status to an abusive partner. 

[Slide 16]: OK, next we are going to do two quick polls. 

Your answers are anonymous. We cannot see who 

answered how.  

 

The question is “Do you discuss sex (meaning sexual safety) 

with clients?” 

 

Facilitator may want to play Let’s Talk About Sex (Salt n’ Peppa) in the background for fun. 

Give 2 minutes or so for folks to answer the question. 

Show poll results. 

 

Ok thanks for answering. Let’s take the next poll and then discuss the results of both.  

The question is “How comfortable are you talking about sexual safety with clients?” 

Facilitator may want to play Go See the Doctor (Kool Moe Dee) in the background for fun. 

Give 2 minutes or so for folks to answer the question. 

 

Show poll results. 



Page 45 of 58 

 

SESSION 2 

Part 3: Sexual Safety Planning 

 

 

Trainer’s Tip 

Recognize that sexual 
discussions may create levels 

of discomfort. The point of the 
polls is to normalize both 

comfort and discomfort and 
encourage trainees to work towards 
more discussion with clients in the 

normal course of IPV risk reduction 
counseling. 

 

[Slide 17]: So, for those of you who frequently 

discuss sexual safety with clients and would share 

with the group, how do you decide how to do this? 

What has your experience been?  

 

Allow 5-10 minutes for discussion. 

 

Part of what we will do in this training on sexual 

safety planning is help you work through any 

discomfort you may have about talking about 

sexual safety with clients.  

 

So, for those of you who are comfortable 

discussing sex with clients and would share with 

the group, how did you learn to become more 

comfortable? What suggestions would you give to 

training participants who are less familiar or less 

comfortable discussing sexual safety planning 

with clients? 

[Slide 18]: So, when do you bring up sexual safety 

planning? There are better times to do it…Not when the 

client is like this!  

 

Refer to the picture on the slide. Give participants a brief 

moment of levity before continuing the training. 

 

So, when do you bring up sexual safety planning? Here are some ideas: 

● after trust is established 

● when the safety plan is developed 

● when you sense it is a good time to discuss based on the client’s awareness of risk 

● when the client brings it up either as concern over HIV, STIs or infidelity  

● in support group or on the hotline 
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● in the environment (posters, brochures) 

 

Trust your instincts. Recognize that not all clients will receive this intervention, but that 

you may plant a seed for the clients to consider later. 

[Slide 19]: Let’s have a large group discussion. What do 

you anticipate might be some barriers or some reasons why 

it might be difficult to engage clients to talk about sexual 

safety and to make a sexual safety plan? 

 

After each barrier, ask the group for some solutions.  

[Slide 20]: This next exercise is designed to practice 

bringing up sexual safety planning.   

 

We will do this activity several times in a large group.  

 

Ask for volunteers for one participant to be a “client” and one to be the “staff.”  

 

The ground rules are that there are no ‘clients from hell.’ Thank you, X, for agreeing to 

role play a client. Please think about several clients that you have served and make up a 

background situation and persona based on your experiences serving clients.  

 

Before beginning your standard process for assessing risk for physical and emotional safety, I 

want to ask the larger group to identify what the client will do that offers an opportunity to 

begin sexual safety planning.  

 

X, can you work this into your role-play?  

 

OK, now for the staff person. Y, thank you for volunteering to serve in this first role 

play. We would like for you to start your standard process for assessing physical and 

emotional safety risk. As things come up related to sexual safety, please feel free to speak 

frankly about sexual health.  
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During the role play, guide the staff person role away from using indirect terms and 

euphemisms for reproductive anatomy and sexual matters.  

 

Call time shortly after the introduction of the topic (about 2 minutes in or so.) 

 

If the staff struggles, ask the group to help by making suggestions about what to say. 

 

Repeat several times, depending on the size of the group.  

 

At the conclusion of the exercise, explore the language and slang terms used by clients. 

Discuss situations where it is appropriate to use the client’s terms rather than the correct 

clinical terms. Summarize some of the points the group made in introducing sexual safety 

planning.  

[Slide 21]: Thanks so much for your attention so far. Let’s 

take a 10-minute break. We will reconvene at X. 

 

Give time 10 minutes from now. 

 

 

 

[Slide 22]: So now that we are talking more 

comfortably about sex and sexual risk with 

clients, what happens when clients feel that they 

are not at risk for HIV? How do we help them to 

assess their own risks accurately while still being 

client-focused and client-led? Here are some steps 

to increase the client’s awareness of risk: 

 

● Ask the client directly how she sees her 

risk for HIV. Rather than making 

assumptions, ask the direct question and 

give her an opportunity to think about it.  

● Ask the client why her health is important 

to her. Clients in crisis can have goals. For 

HANDOUT 3 
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example, some of the clients with whom the 

developers of this training have worked 

want to stay healthy so they can watch 

their children grow up and be part of their 

milestone moments like high school 

graduation.  

● Talk about HIV, its prevalence in our 

community, and some of the things that 

you are concerned about in terms of her 

risk. Help provide information if there are 

gaps in her knowledge. 

 

Using motivational interviewing techniques and 

education to increase a client’s perception of risk 

is different than increasing her anxiety. You want 

to stay calm and neutral and point out things that 

the client might want to think about. She may not 

be ready to address her sexual health right now. 

That’s ok. You have planted a seed and 

established that you are a safe person with whom 

to discuss these issues when/if she may be ready to 

talk later.  

[Slide 23]: Talk with the trainees about how increasing a 

client’s awareness of risk might look like in your typical 

sexual safety planning. 

 

Now, let’s talk in a big group about how we might 

incorporate a discussion of a client’s HIV risk into what we already do as part of safety 

planning.  

 

● What would need to be added to our approach?  
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● Would it be helpful to edit any guides or other institutional forms to remind you 

to cover all needed topics when safety planning with clients? 

[Slide 24]: Let’s take a moment and think about what we 

have learned. Any comments or questions on what you 

have learned so far? 

[Slide 25]: OK, now we will switch gears a little bit from 

how we talk to clients to what happens when clients ask us a 

question where we don’t know the answer. You are not 

expected to be experts about HIV. Having questions of 

your own is normal. We want to answer some questions 

now and also introduce you to a person who can answer your questions on an ongoing 

basis as they come up. We are going to play a game called “Stump the Professor.” 

 

Reintroduce partner from the HIV-serving organization. 

 

Think about all you have learned about HIV and imagine sitting in a session with a client 

who then asks a question….  What might some of those questions be?   

 

Allow the participants to ask questions and have the HIV-serving partner answer them. Give 

participants a prize if they can come up with a question about sexual health, HIV, and STIs 

that the expert is unable to answer. This normalizes that it is always ok not to know the answer 

to the questions.  

 

The challenge of the activity and the prizes will likely get the questions started. If not, be 

prepared to ask a few questions of your own to get the conversation going.  

 

If there are too many questions, then call time and note that this discussion could continue 

with the expert at a later date (that you both determine ahead of time.)  
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In Part 4, participants will conduct at least one practice Risk Reduction Interview, applying the 

skills learned in this training.  

[Slide 26]: Here is where we put it all together. When we 

conduct a Risk Reduction Interview, we work to: 

● increase the client’s awareness of her risk 

● learn whether she identifies the same concerns as 

you--why or why not 

● discuss what has she tried--what worked, what did not 

● note that there are a lot of choices that could work to reduce her risk 

We do these things while avoiding language that evokes shame, guilt, and stigma about 

HIV. 

 

 

Trainer’s Tip 

It is a good idea to practice 
this activity in advance with 
some of your colleagues. 

Come up with some of your 
own “best,” “worst,” and 

“something” responses in case 
training participants are stumped at 
first. During the development of this 

training manual, trainees came up 
with some very creative examples like: 

 
Best:  

• Getting an HIV test and 
starting PrEP 

• Asking her partner to wear a 
condom 

• Leaving an abusive partner 
 

[Slide 27]: Let’s get going with a fun, large-group 

activity. The purpose of the “Best, Worst, and In-

Between” exercise is to remind us that there are 

lots of things a person can do to reduce their risk. 

We want to help you identify lots of choices that 

you can note when conducting a risk interview 

with clients.  

 

On an electronic whiteboard or blank document 

shared with the trainees, write “worst,” “something” 

and “best”, creating a column for each category. 

 

Give the following example:  

Donna is 35 years old and is in an abusive 

relationship.  She recently learned that she has 

contracted Chlamydia. She has not been sexually 

active with anyone but her husband and knows 

that this STI is from him.  She cannot discuss this 

with her partner as it may result in violence 

towards her.    
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Worst: 

● Confronting her partner when 
violence is likely to occur 

● Embarrassing her partner on 
social media and making him 
angry at her 

● Doing nothing 
 

Something: 

• Wearing a female condom 

• Engaging in less risky sexual 
activities than vaginal 

penetration 

• Temporarily avoiding sex 
saying that she has a headache 

 
 

 

 

Ask the group what the best things are that she could 

do to protect herself.  Note those responses on the 

chart under the appropriate heading.   

 

Then, ask what the worst scenario might be and note 

those responses under that heading.   

 

Then ask the group to identify what are some things 

she could do to protect herself that are in between the 

worst and the best.  

 

Rarely do you have a situation where the best 

happens. For this reason, it is important to 

recognize that there may be small steps the 

individual could take. Sometimes there may be 

little the individual can do without creating 

danger. The potential for violence always needs to 

be a priority in your mind as you work with the 

individual. 

 

Give another example:  

Julie is a 25-year-old woman who is in an abusive 

relationship.  Her husband has been using heroin 

for the past 2 years.  Julie has become very scared 

he might have HIV as one of his friends recently 

was diagnosed HIV-positive.  What can she do to 

help protect herself?  

 

(repeat the same steps as previously) 

 

If time allows, give another example:  

Valorie is a 19-year-old who has been with her 

boyfriend for the past 3 years.  The relationship 
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has always been violent. Valorie comes in today 

worried that her boyfriend may be having sex 

with a man.  She found a text message suggesting 

he was going to the park for sexual encounters 

with other men. What can she do to protect 

herself?   

 

(repeat the same steps as above) 

 

In thinking about risk reduction, small steps are 

helpful even if they are not the “best” solution.  

Risk reduction for women in violent relationships 

means first thinking in terms of safety and then 

what steps will both provide safety and help to 

reduce her risk. 

[Slide 28]: OK, we have done a lot. Let’s take a 10-minute 

break. We will reconvene at X 

Give time 10 minutes from now. 

 

 

 

 

[Slide 29]: Welcome back! We are going to do 

some role plays in small groups and then come 

back together as a larger group and discuss. 

Before we do so, I want to draw your attention to 

Handout 4:  Providing Information in a Risk 

Interview. This handout provides some reminders 

to consider as you conduct the Risk Reduction 

Interview.  

Read Handout 4 to trainees. 

The big picture is that you want to learn what 

clients thinks might help to reduce her risk, 

identify concrete steps to reducing her risk, and 

HANDOUT 4 
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discuss any potential concerns and barrier to 

taking this action.  

[Slide 30]: We are going to show you an example of a role 

play and practice how you can handle conversations about 

HIV risk reduction. By the end of each role play, we hope 

that the “staff” and “clients” have identified a concrete 

step for HIV risk reduction. 

 

 

 

[Slide 31]: Everyone please get out Handout 5 

which is a checklist of the reminders that we just 

discussed. While you are watching the example 

role play that the trainers will do, feel free to 

check off the steps of the Risk Reduction 

Interview. 

 

 

 

[Slide 32]: Two trainers will model a whole session 

using the script (Handout 6). Then, we will discuss 

our role play with the group. Make sure to refer 

to Handout 5. 

 

Do trainer role play that appears following the slides 

in this training. 

 

Now, we will split you into groups of 3 people. 

Each person in the three-person group will have 

the chance to be the “client”, “staff”, and 

observer.  

 

When you are the “client”, please base this on a 

real person or collection of people but do not 

reveal any client’s identifying information.  

HANDOUT 5 

HANDOUT 6 
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When you are the “staff person”, remember to 

learn client’s ideas for how to reduce risk, identify 

a concrete step she can take to reduce that risk, 

learn her concerns about that concrete step, and 

give her a chance to role play how she would have 

a conversation when she takes that step. 

 

For the observers, please following along with the 

checklist and be prepared to provide positive 

feedback as well as some tips to improve after the 

role play. 

 

Let’s break into small groups. You have 1 hour 

for this practice which means about 12 minutes 

for each role play and 8 minutes afterward to 

discuss. One of the trainers will step in every 

fifteen minutes or so and check in to see if you 

have any questions. 

SESSION 2 

Part 5:  Closing 

The purpose of Part 5 is to reflect on the training, address any last questions, and set up a time 
when the training participants will check back in with you on how things are going.  

[Slide 33]: Coming back together as a large group…how 

did practice go for you. What did you learn along the way? 

 

Is this something that you feel ready to do with real clients?  

 

Refer to slide 
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Here is our call to action to you: Please try to integrate risk interviewing into your 

practice for the next month.  

 

If there is follow up planned, discuss that here. 

[Slide 34]:  Consider updating/adapting this Resource Page to 

fit your local context. 

 

Thank you so much for your attention today. We look 

forward to hearing more about how sexual safety planning 

is going for you and your clients. On the screen are a couple of resources that were used 

to put this presentation together if you’d like to learn more. We especially would like to 

thank Dr. Jill Foster who took the time to discuss adapting her training with the 

developers of this training.  

 

Play Waterfalls (TLC) as participants are logging out. 
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Lessons Learned and Optional Training 

Activities  

Our team provided a form of this training for five different audiences. Below we have collected our 

“lessons learned” and present solutions and optional activities for your consideration as you plan your 

training. 

Training Content Can Trigger Trainees 

This training can trigger trainees to have emotional reactions about their experiences with IPV 

victimization. As mentioned in Session 1, self-care during the training and demonstrations are vital. We 

often rely on trainees to know when they have hit their emotional limit and to be able to communicate this 

in a way that relieves the burden. But, training facilitators must look for signs of stress among participants 

(and themselves) in the group and to take a break when needed. This may be particularly relevant in the 

role plays (Slide 32) in Session 2. Before training, be sure to identify resources available to trainees. 

Some possibilities include an employer-sponsored Employee Assistance Program (EAP), a national crisis 

line, or a crisis line associated with your IPV training partner organization.  

At-Risk Populations Vary Across Settings 

This training was developed for an urban community in Louisville Kentucky. Your own 

context may vary and you may serve very different populations. You may wish to add to 

or replace Slides 20-24 in Session 1 based on the risk demographics of those that you 

serve. Rather than determining this in advance, you may wish to ask trainees to define 

the populations that they serve in their own words. Below is an optional activity noted in 

a Session 1 Trainer’s Tip, to increase the relevancy and buy in to the training. We 

estimate that this activity will take approximately twenty minutes. 

For this activity, you will get together in groups and brainstorm consequences of intimate partner 

violence. Identify one person in each breakout group and assign a category of consequences to that 

person to share with the group (HIV, other physical/health, mental health, risky behavior, social).  

Each group should choose a recorder so everyone’s ideas get down on paper. The recorder will also 

make a report back to everyone summarizing what the group said.  

Give the participants five minutes to discuss consequences of IPV in their groups. 

Ask the recorders to read the consequences their group came up with. Supplement this information with 

the information presented on Slides 20-24 (if not mentioned by participants). 

More Opportunities for Staff to Practice a Variety of Supportive Statements 

Supportive statements are covered in Slide 13 of Session 2. However, we have found that trainees can 

struggle to apply what they have learned about supportive statements when they are actually talking to 

clients. This is especially true if the trainee (from Session 1) does not typically interact directly with 

clients. Depending on the initial experiences and skill level of the trainees, you may consider spending 

Optional 

Activity 
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more time on teaching how to authentically validate client experiences. Below is a 15-minute optional 

activity that can be used to supplement Slide 13. 

Type a few words into the chat box, without yet hitting “enter,” about an example 

of something a client did or said that makes you think of one of the categories in 

Handout 5.  

Give participants time to type, then have them hit enter all at the same time ("on the 

count of 3."). This creates a flurry effect in chat when everyone's responses come in at 

the same time.  

Give participants time to read everything that others wrote, before instructing them to write responses 

(these responses can be affirmations and additions to things that others wrote), and then have them hit 

"enter" at the same time. Then give everyone time to read what others wrote. It's nice to play music in the 

background for this. With a large group, this can take some time, as a lot of content may be surfaced.  

Optional 

Activity 
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A Final Word 

Thank you for all that you do for your clients. Addressing the intersection of HIV and IPV serves clients 

more holistically and shows that you care. Research and our own experience have shown that most clients 

appreciate the opportunity to talk about safe and healthy sexual relationships. Unfortunately, sexual risk is 

still a stigmatized topic in our community. Fortunately, we can all increase our knowledge about HIV and 

become more comfortable talking about sexual safety. We wish you luck on your journey to connect 

clients with what they need to reduce their risk of HIV. We encourage your ongoing partnership with the 

community-based HIV-serving organization with whom you invited to be a co-trainer. Your clients are 

fortunate that you will conduct this training to help to improve their lives and keep them safe. 

 

 

 

 


