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Multisectorial Peer Counseling  Approach   

The Best Practice Model by World Health Organızatıon   

· From the beginning, when HIV/AIDS appeared to be confined to groups perceived as socially deviant, the AIDS epidemic has been shrouded by ignorance, fear, and denial. This has led to stigmatization (social ostracism) and discrimination against people with HIV/AIDS.  Many people with HIV/AIDS have lost their jobs and have been denied medical care, housing, and opportunities to travel because of their HIV status. In many settings, individuals with HIV have been exiled from their families and communities.

· As a result of fear of stigma and discrimination, there was a high incidence of suicide among IDUs within their first year of their HIV+ diagnosis ( ). “Drug use is acceptable to some but there is still a lot of stigma attached to HIV, since it has been perceived to be related entirely with homosexual behavior. This attitude has been slowly changing due to involvement of community members.
· Women are more stigmatized with HIV. Stigma is a major obstacle to combating HIV/AIDS because it leads women to avoid being tested for HIV and disclosing their HIV status if they are tested. Furthermore, stigma and discrimination force those at highest risk of contracting and spreading HIV—including commercial sex workers, injecting drug users, —to conceal their lifestyles, making it difficult to reach them through HIV-prevention programs. Thus, in Iran stigma has created more opportunities for HIV to spread to the general population.

Country Profile

· Iran is located in southwest region of Asia .

· The 65 million population of the country is quite young with one half being under 19.

· 70% are under 29 with different religious.   

Extent of Drug Use in Iran:
· Estimation No.1: Based on Judiciary system 1/4 get arrested in their life; 1.2-2 million. 

· Estimation No.2: Ministry of Health ;almost 2.3 million.

The history of attention to HIV/AIDS

· Detecting the first HIV case in a hemophilic child 1986.

· Ignoring the HIV issue and challenge between experts and responsible persons 1982-1995.

· Starting the first sentinel sine in prisons 1995.

· Finding the high rate of HIV in drug related prisoners such as Kermanshah prison 1996.

· Offering to establish a HIV care hospital 1996.

· Opposition of Kermanshah citizens and key persons 1996.

· 2 year silence, not only in Kermashah but also in Iran 1997-1998.

· Starting the project in the situation which HIV was stigmatized ,Drug Use and sex working were illegal 1999 . 

Setting:

· Kermanshah province is located in West of Iran with two million inhabitants with different religous. The rate of drug use is 5 percent and one percent Injecting Drugs.   

· the HIV problem was ignored by the society and psychosocial supports for drug users was rare. 

The status of drug use and mortality in HIV/AIDS cases 
The peer approach levels:

A. 
Local level (youth ,PLWHA, DU, CSW, family,…)

B. 
Provincial level (GO, NGO, Religious, police…)

C. 
National level (GO, NGO, Policy makers,…)

D. 
Regional countries (similar cultures ,religious,…) 

E. 
International communities (similar goal, belief,…)

What should we do?

First step: Local policy 

 Started in Kermanshah

· Accepting not only HIV cases but also DUs and STIs (in Triangular clinic) .

· Starting the project voluntarily without propaganda and challenge with key persons and community.

· Link between NGO , GO and religious and key persons.

· Establishing an unlabeled center in a public poly clinic in a high drug use area .

· The main principle was friendship relation instead of medical relation.

· Integration of prevention and care together

· Include partners, family, networks, and the boarder community

· Develop activities in users’ natural environment  

· Personalize prevention for each person at risk .

· Dignity and respect with sensitivity  to cultural, racial/ethic, and gender

· Confidentiality and not registering the ID of the clients

TAC Services

The peer approach outcomes:

A. In the clinic provide free of charge:

· Education

· consultation

· HIV testing (VCT)

· Care:

· vaccination

· post exposure prophylaxis

· Prevention of mother to child transmit ion

· TB and OIs Diagnosis, care, and Prophylaxis.

· Anti retroviral treatment.

· Sexual Transmitted Infection care. 

· Drug users care:
· Harm reduction in the center and outreach:

1. Needle exchange program,

2. Condom Promotion

3. MMT

4. Bleach

5. Detixification

6. Rehablitation 

 The rate of HIV infection in drug users by education level

· The majority of drug users are illiterate or at a primary education level, but the routine HIV information was in newspapers, pamphlets and posters that this group could not read.

· Peer education programs

· Psychosocial supports for infected and affected people                                              

· Referral services to specialist centers

· Outreach programs (recently)

· Follow up of clients at home (limited home care)

B. Out of clinic: At local level

PLWHA committee

· self help group

· information sharing

· collection of syringes

· prevention with high risk groups

· music group
· sports

Student committee

· volunteering in prevention work

Part of outcomes:

· 1700 HIV infected registered cases.

· 20-30 cases receive Harm reduction box daily.

· 40-50 cases receive counseling & care services.

· 70 couples of PLWHA follow their relation.

· 25 AIDS cases receive HAART.

· 50% Reduction in active TB in HIV cases .

· Changing from suicide to cooperation in implementation of IEC and HR programs.

· Mach making for PLWHA.   

Involvement of drug users and PLWHA

· Establishment “tent camp” in public areas such as park and mountain.

· Management of the programs.

· IEC and short time;4-6 weeks; inpatient care.

· Long term follow up in self help groups.

· Providing local and national seminars.

Second Step: At provincial & National level
After presenting the results to overcome the barriers to the policy makers 

· Writing the national strategic plans for control of HIV and Drug Use 2001-2006

· Writing GF proposal for control of HIV  2003-2008

· Establishment the national committees of AIDS and Harm Reduction which is main coordinator of plans and activities.

Some of the Out Comes :

· Proposing a plan for establishment of VCT centers and integration of these centers as triangular clinics, in country health system.

· Establishing 21 TAC centers in 14 provinces. It will be continued.

· Establishing modified forms of above centers in the high risk prisons:  25 centers till now.

Global Network needs:
Cultural ,Religious and Geographical approach
Third Step: Promotion of collaboration in MENA/EMRO and center of Asia countries .

· Meeting, workshop, and study tour between Iran, Afghan and Tajik .

· To train Afghan experts and establish TAC in Afghanistan.

· To collaborate between Iran and Center of Asia countries.

Fourth Step : (globalization)

· Implementation of International conference of Muslim Countries on HIV/AIDS and Harm Reduction 2005.

· Designing the Muslim Countries HIV/AIDS Network (website, study tour, conference).

· To have study tour with cooperation of Indonesia, Malaysia, Lebanon, Egypt, and Sudan. 
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