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Who this Training is for

This training is designed for Mupambe Community Based Paralegal in comprehensive HIV and AIDS Information and Gender Based Violence (GBV).
Purpose of this course

Completion of this training will provide participants with the knowledge and skills required to apply an Evidence-Based Approach to Social and Behavior Change Communication. (SBCC)
Learning Objectives

At the end of this training, participants (Community Based Paralegals) should be able to:

1. Acquire knowledge and skills so as  to give moral support and advice  to the people in the community in comprehensive HIV and AIDS Information and Gender Based Violence (GBV)
2. Apply Evidence-Based Approach to Social and Behavior Change Communication (SBCC)
Course format

Lessons are supported by a PowerPoint Presentation as well as content that are included in the participant’s manual that further explains the slides and handouts and/or exercises. Most of the lessons follow the following presentation sequence (however, they may differ in some lessons):

1. Group presentation on the particular topic

2. A presentation by the facilitator covering the topics

3. An individual (or group)  exercises through which, based on the discussion, participants can put their learning to practice

TRAINING SCHEDULE
	Lesson
	Time
	Notes/Comments

	Day 1
	
	

	Lesson 0: Introductions and Expectations

	0.0 Registration
	15 min
	

	0.1 Welcome and introduction of participants
	15 min
	

	0.2 Pre Test
	30 min
	

	0.3 Expectations and objectives
	30 min
	

	Health Break

	Lesson 1: Paralegal

	1.1 Who are Paralegals?
	1 hour
	

	1.2 Importance of Community  Based Paralegals
	1 hour 
	

	Lunch

	Lesson 1:Paralegal (Cont.)
	
	

	1.3The role and responsibilities of Community Based  Paralegals
	2 hours
	

	Health Break

	Lesson 1: Paralegal (Cont.)
	
	

	1.5. Identification and involvement of stakeholders
	2 hours
	

	Day 2

	Recap by Group 1
	
	

	Lesson 2: HIV and AIDS Overview?
	
	

	2.1 HIV and AIDS situation analysis 
	1 hour
	

	2.2 HIV Key Drivers
	1 hour
	

	Health Break

	Lesson 2:  HIV Key Drivers

	2.3 HIV Key Drivers (Cont.)
	2 hours
	

	Lunch

	Lesson 2:  Risk Reduction Behaviors (cont.)
	
	

	2.4 HIV  Risk Reduction 
	2 hours
	

	Health Break

	Lesson 2:  Risk Reduction Behaviors (cont.)
	
	

	2.4 HIV  Risk Reduction 
	2 hour
	

	Day 3

	Recap by Group 2

	Lesson 3: Gender Based Violence (GBV)

	3.1 Definition of concepts
	45 min
	

	3.2 Anti- Gender Based Violence (GBV) Act 2011
	1:15 hour
	

	Health Break

	Lesson 3: Gender Based Violence (GBV) cont.

	3.3 Anti- Gender Based Violence (GBV) Act 2011
	2 hours
	

	Lunch

	Lesson 3: HIV and Gender Based Violence (GBV)

	3.4Anti- Gender Based Violence (GBV) Act 2011cont.
	2 hours
	

	Health Break

	Lesson 3: HIV and Gender Based Violence (GBV) cont.

	3.5 Gender Based Violence (GBV) increases vulnerability to HIV
	2 hours
	

	Day 4
	
	

	Recap by Group 3

	Lesson 4: Social Behavior Change  Communication (SBCC)

	4.1 Understanding Social Behavior Change  Communication (SBCC)
	2 hours
	

	Health Break

	Lesson 4: Social Behavior Change Communication

	4.2 Understanding Social Behavior Change  Communication (SBCC)cont.
	2 hours
	

	Lunch

	Lesson 4: Social Behavior Change Communicationcont.

	4.3 Behavior Change Theories and Models 
	2 hour
	

	Health Break

	Lesson 4 : Communication Interventions

	4.5  Communication Interventions  (Challenges and Solutions of SBCC)
	2 hour
	

	Day 5

	Recap by Group 4

	Lesson 5: HIV and Gender Based Violence (GBV) Project 
	
	

	5.1 Project Overview in Mupambe Community
	1 hour
	

	5.2 Project Goal and Objective
	1 hour
	

	Health Break

	Lesson 5: HIV and Gender Based Violence (GBV) Project 
	
	

	5.3 Project Activities and work plan
	1:30 hour
	

	
	
	

	5.4 Community Involvement and monitoring
	30 min
	

	Lunch

	Lesson 6: Post Test
	1 hour
	

	Lesson 7: Evaluation
	1 hour
	

	Health Break

	Closing 
	
	


LESSON 1: 
PARALEGAL
LEARNING OBJECTIVES

The objectives of the Community Based Paralegal session are that, by the end of the session, participants will be able to;
i. To build capacity and technical support to the Community Based Paralegals to effectively deal with gender inequalities, legal representation to abused men, women and young adults (boys and girls) and solve domestic disputes within their communities
ii. To raise awareness among participant’s rights and institutions that offer assistants on HIV and Gender Based Violence (GBV) issues

iii. To let participants know how solve problems affecting men, women and young adults (boys and girls)

TOPICS

i. Background of Paralegal Program
ii. Who are Paralegals

iii. Importance of Community Based Paralegals

iv. Roles and  Responsibilities of the Community Based Paralegal

v. Stakeholders Involvement
GROUP WORK

Paralegal –Exercise (In groups of 5)
Write on flip-chart:
i. Who is a Paralegal?
ii. What are the roles and responsibilities of the Paralegal?
BACKGROUND OF PARALEGAL PROGRAM
The Paralegal programe was established out of the concern by the increased number various stakeholders in the community on human rights and the rule rule of law and offering of legal advice to men, women and young adults (boys and girls). 
The aimof training Community Based Paralegals is to give moral support and advice to survivors and reduce the number of Gender Based Violence (GBV)amongwomen, men and young adults (boys and girls).
WHO ARE PARALEGALS?
Paralegals are sometimes known as legal assistants, their place in the legal system is to undertake certain tasks and responsibilities that lawyers would normally do. Paralegals are not full lawyers, but someone who is near to a lawyer who can come between a client and a lawyer.

i. Paralegals are not full time lawyers; therefore they work within the limits of their training.
ii. Paralegals provide legal aid programs that provide service in helping the poor, under privileged, elderly or the disabledpeople in their communities.

iii. Paralegals can explain the consequences of Gender Based Violence to the abusers in their communities.

iv. Paralegals can advise the abused and heavily charge the abuser by involving the relevant authorities.
IMPORTANCE OF COMMUNITY BASED PARALEGALS
i. Paralegals are important in communities as they are close to community members and they are able to identify cases of Gender Based Violence and related issues

ii. Paralegals assist in documenting the prevalence of Gender Based cases in the same communities
iii. Paralegals help in brining Gender Based Violence (GBV) issues that affect community members to the attention of the relevant authorities
iv. Paralegals help in collecting data on Gender Based Violence (GBV) issues and to use their skills in suggesting options for solving/addressing the same issues.

THE ROLE AND RESPONSIBILITIES OF COMMUNITY BASED PARALEGALS
i. To solve a problem before a lawyer/law enforcement such as the police comes on the scene
ii. To read judgment for a client  and explain what next

iii. To advice a heavy charged client and challenges a lawyer to tax his bill

iv. To use discretion to abate certain mistakes 

v. To hear no consequences for the discretion 

vi. Paralegals have responsibility to know and understand the social and health services available to the community so that clients can be referred for support and supporting clients in the process of cases
vii. To give free advice to clients and taking up individuals care by running public Education on Gender and Health issues.

viii. To encourage clients resolve domestic disputes through methods which do not involve the law courts such as negotiation and mediation 

STAKEHOLDERS INVOLVEMENT
Stakeholder’s involvement is important on the onset of each project for ownership and sustainability. The following are the stakeholder identified to help in addressing the issues of HIV and Gender Based Violence (GBV) in the community;

· Community Leaders

· Zambia Police (Victim Support Unit)

· Labour inspector

· Social worker

· Counselors
· Health Practitioner

· Legal Practitioner 

· Nurses
· Religious leaders
· Traditional leaders
· Teachers
· Employers

· Community Based Paralegals

LESSON 2: 
HIV AND AIDS OVERVIEW
LEARNING OBJECTIVES

The objectives of the HIV and AIDS session are that, by the end of the session, participants will be able to; 

i. Know the basic facts of HIV and AIDS
ii. Appreciate their own National/local epidemic and driver

iii. To begin to think about appropriate interventions to the local epidemic
TOPICS

i. Zambia HIV Situation Analysis

ii. Copperbelt HIV Situation Analysis

iii. Mufulira HIV Situation Analysis
iv. HIV Key Drivers 

v. Risk Reduction Behaviours
HIV and AIDS –Exercise (In groups of 5) 
Write on flip-chart:
1. What are the local HIV  driver
2. What are the risk reduction behaviors
Zambia HIV Situation Analysis
Zambia has an estimated population of about 12.2 millionand one of the countries hardest hit with the HIV and AIDS epidemic in the World with an adult HIV prevalence rate of 14.3% (2007). The Zambia was ranked seventh among countries in the World (UNAIDS) in 2008.
Although the basic knowledge about HIV and AIDS stands at 99% among the adult population (aged 15 to 49), according to the 2007 Demographic and Health Survey, the National Prevalence rate reduced only slightly from 15.6% in 2001/2002 to 14.3% in 2007/2009. The prevalence rate has also remained significantly higher in urban areas (23.1% in 2001/2002 and 19.7% in 2007) compared with rural areas (10.8% in 2001/2002 and 10.3% in 2007)10. The epidemic is becoming increasingly feminine: while 12.9% of men aged 15-49 years were living with HIV in 2001/2002, 17.8% of the females aged 15-49 years were infected. The 2007 data portray a similar picture with 12.3% of the men infected compared to 16.1% of the females.
· In 2009, an estimated 82,681 adults get newly infected with HIV - 59% in Women, 41% in Men. This is about 226 new adult infections per day.
· Although HIV incidence has stabilised, the absolute number of new HIV infections follows an increasing trend due to the expanding population. For 2015, about 276 new adult infections are predicted for each day.
· The projected increase in annual number of new infections, despite the stabilised HIV incidence rate, emphasises the urgent need to reduce the adult HIV incidence rate below the current level of 1.6%.
Copperbelt HIV Situation Analysis
The Copperbelt Province and its 10 district had estimated 2009 population of 2,034,012. HIV Prevalence among adults 15-45 years is estimated to be 12.3% (17.0% in men and 21.6% in women). This is in contrast to the National HIV prevalence estimated of 14.3% (12.3% in men and 16.1% in women.
Mufulira HIV Situation Analysis
The total population in Mufulira District in 2010 was estimated at 143,930 with HIV prevalence rate of 16.5%. Estimated number of people living with HIV and AIDS was at 20,466with 53.8% in women and 46.2% in men. 
HIV Key Drivers
· Driver 1: Multiple and Concurrent Sexual Partners
Multiple and Concurrent Sexual Partners (MCP) is a key driver of HIVinfection in Zambia, exacerbated by low number of men who are circumcised andlow rates of condom use, as well as high levels of population mobility. Separationfrom regular partners and social norms can lead migrants to engage inbehaviours which increase vulnerability to HIV (e.g. alcohol abuse, unsafe casualor commercial sex). The 2007 Demographic and Health Survey reports that anumber of respondents had two or more partners in the past 12 months beforethe survey with fewer women than men engaging in such behaviours: 6.5% forwomen compared with 19.8% among men for the never married; 0.5% forwomen and 19.6% for men among the married and living together; and 5.7% forwomen and 27.3% for men among the   divorced, separated and widowed.
· Driver 2: Low and inconsistent condom use
The use of condoms is part of HIV prevention strategies in Zambia. However, research suggests that the level of condom use among people is low across Zambia.The socialisation process predisposes women to a situation where they are unable to negotiate and demand for safer sex. This situation poses a challenge for females as they have less control of their sexual behaviour than males and often fall prey to risky male sexual advances. Studies further show that although awareness of HIV and AIDS prevention measures, like condom use, is high, this knowledge is not transformed into positive attitudes and behaviours like consistent and correct condom use. This is likely, at least partially due to persistent myths about condoms, such as the common belief that HIV can pass through small pores in the condoms or that condoms are intentionally infected with HIV so that using them actually increase the risk among targeted groups. It has been reported that condom use must be nearly universal to achieve an impact on HIV prevalence, therefore, it is noted that consistent condom use has not been sufficient to curb the spread of HIV. The field information further indicated that condom use among married couples was even more problematic
· Driver 3: Low levels of Male Circumcision (MC) in most provinces
Zambia is one of the country’s leading the region in the roll-out of adult Male Circumcision (MC). Zambia has recognised the significant (although partial) HIV protection from Male Circumcision, based on data from randomised control trials. To date, over a hundred doctors have been trained and more than 15,000 menhave received Medical Male Circumcision. The 2001/2002 Zambia Demographic and Health Survey indicated that only about 15% of the males were circumcised in Zambia. Acceptability studies, done both in Zambia and abroad, have shown that Male Circumcision is generally acceptable to communities if it is made safe, affordable and available. This service should be as near to the community as possible, yet conducted in a sterile environment by trained medical professionals. Significant work remains in finalising Government policy and guidelines, building capacity, and scaling-up while maintaining the quality of clinical services and risk reduction counselling. Male circumcision services need to be done in the context of comprehensive male reproductive health services, which include counselling and screening for other male health risks. Mechanisms aimed at scaling-up Male Circumcision should emphasise the importance of partner reduction, consistent and correct use of condoms, effective management of STIs, and abstinence, where relevant.

· Driver 4: Mobility and labour migration 
Population mobility, whether forced or voluntary, is increasing globally. Social, economic and political factors at places of origin or destination influence the riskof HIV infection. Poverty and exploitation, separation from regular partners and social norms, as well as language barriers and poor living conditions make mobile populations vulnerable to HIV infection. This is exacerbated by limited access to HIV prevention and care services. Zambia is characterised by high levels of population mobility, both cross border and internal. Mobile populations include refugees, long distance truck drivers, mine workers, seasonal agriculture workers, construction workers, cross-border traders, fishmongers, uniformed security personnel, private and public workers and barter traders. Absence from home may increase the tendency to engage in Multiple and Concurrent Sexual Partners, for emotional and psychological satisfaction, monetary or material favours. High economic growth, in sectors like the mining and production industries also prompt high levels of transactional sex.
· Driver 5: Vulnerable Groups, high risk behaviours among sex workers and in male-to-male sexual relationships
Sex between men is taboo and little understood, but probably not a main contributor to annual HIVincidence. The analysis noted that unprotected anal sex is also practiced by Zambian male and femaleadolescents: 8% of males and 6% of females aged 10-19 report this high-risk behaviour.

Commercial sex and sex houses are illegal, and it proved difficult to find statistics on sex work or the

Population size of sex workers. Zambian men reporting paid sex tend to have higher HIV prevalence.

· Driver 6: Vertical transmission from mother to child
Vertical transmission from mother to child accounts for about 10% of all new infections. The proportionof children under the age of six months that are exclusively breastfed was 61% in the 2007 DHS, a dramaticincrease from the 13% recorded in the 1992 DHS.
· Driver 7: Stigma and discrimination
Stigma and discrimination involve having negative feelings and attitudes againstsomething or someone. A person at high risk of being HIV positive may denysuch risk as the individual is unable to cope with the associated stigma. Thissituation is one of the challenges for HIV prevention; it keeps people fromdiscussing issues related to HIV and AIDS and seeking care. Fear of beingstigmatised and discriminated against may prevent people from knowing theirHIV status. Fear is derived from lack of knowledge, moral attitudes, andperceptions about people living with HIV and AIDS (PLHA). This can lead tosocial rejection which, at times, can lead to physical seclusion and socialexclusion. The driving factors for physical seclusion include; shame, gossip, orbelief about witchcraft. Further, religious and moral beliefs lead some people tobelieve that having HIV and AIDS is the result of a moral fault (such aspromiscuity or deviant sex) that deserves to be punished. Some portrayals of HIVand AIDS by the media may propel such negative perceptions.
· Driver 8: Gender and Sexual Violence
Power imbalances between men and women at household and community levelsinfluence decision making process and access to information, goods, and HIVand AIDS services. Women are socialised into becoming mainly wives andmothers. The socialisation process predisposes women to a situation where theyare unable to negotiate for safer sex. Social norms that perpetuate thedominance of male interests and lack of self-assertiveness on the part of womenin high risk sexual relations put both men and women at increased risk of HIVinfection. Women are taught never to refuse their partners’ sexual demands,regardless of the number of extra-marital partners he may have or unwillingnessto use condoms or to test for HIV. This is often the case even when the partner issuspected of having HIV or other sexually-transmitted infections (STIs).

Culturally, men make the decisions regarding sex and women fear, or experienceviolence if they refuse sex with their partners. Such cultural beliefs limit women’sopportunity to negotiate for safer sex.The ZSBS 2005 reported that about 15.1% of females experienced forced sex.

This was a slight decrease from the 16.3% of females who reported forced sex in2003. In 2005, approximately 17.7% of urban females and 13.7% of rural femalesreported forced sex. Forced sex was most commonly reported among the 20-24year age group (18.5%).
· Driver 9: Alcohol and drug use
According to the information collected during field consultative meetings, in Zambia, local brews have traditionally been a part of community gatherings, butwere consumed in moderation and only by adults. Nowadays, most age groupshave access to alcohol. Cultural controls on alcohol use have eroded, giving wayto excessive drinking by both youths and adults. Factors contributing to youngpeople’s misuse of alcohol, among others, are easy access to the substance,peer-pressure, lack of recreational activities, unemployment, limited policymeasures on consumption and abuse of alcohol, poor enforcement of theexisting regulation, and diminishing parental influence on young people’sbehaviours. Moreover, migrants are vulnerable to drug and alcohol abuse,through exposure to the risks associated with mobility, including boredom,loneliness, and isolation from social structures.
A policy on alcohol is in draft, waiting finalisation and adoption by thegovernment. One of the draft policy recommendations is to rise the drinking ageabove 18. A study on Alcohol and HIV conducted by Nkandu Luo in 2006 recommended that a multi-sectorial task force should develop policies andguidelines to address issues around alcohol and other substance abuse,especially their impact on HIV transmission, disease progression and ARTadherence. According to the study, excessive alcohol intake is linked withincreased risk of STI and HIV infection; Gender-Based Violence; non-adherenceto ART; and more rapid progression of HIV among infected persons. Therefore,there should be closer monitoring of places selling and timing of consumption ofalcohol. An informant said:
· Driver 10: Poverty and  income inequalities
Poverty levels in Zambia have remained high with the overall poverty incidence estimated at 64% in 2006. While it is important to recognise the link between HIV and those with a higher income/higher education level, the relationship between HIV and AIDS and poverty has been well established. The HIV and AIDS epidemic in Zambia is occurring within a context of high poverty.The epidemic has worsened poverty and food insecurity among affected families, which would in turn contribute to increased sexual risk behaviour and vulnerability to HIV even among young girls 

· Driver 11: Harmful Cultural Beliefs and Practices
Polygamy (as is often practiced), cross-generational sex, early marriages, transactional sex, acceptability of the concept of ‘sugar daddies’, dry sex, the traditional practice of sexual cleansing, including inheritance and some initiation ceremonies, facilitate the transmission of HIV. Also, early marriages for girls, sexual abuse of young girls and boys, and gender violence against women increase the risk for HIV infection. Having Multiple andConcurrent Sexual Partners is common in both urban and rural areas,including wife swapping among friends, in some cultural groups.
Risk Reduction Behaviours

· Reduce number of sexual partners

· Stick to one sexual partner

· Use condoms correctly  and consistently with all your sexual partners

· Know your HIV status and that of your partner
· Take your new-born baby to the clinic for circumcision  
· Go for Voluntary Medical Male Circumcision (VMMC)
· Go for Ante ‘natal Clinic (ANC) in the three (3)months of pregnancy
LESSON 3: GENDER BASED VIOLENCE (GBV)
LEARNING OBJECTIVES

The objectives of Gender Based Violence (GBV) session are that, by the end of the session, participants will be able to; 
i. To build capacity in order to prevent and mitigate case of Gender Based Violence (GBV)

ii. To provide comprehensive and ethical response to Gender Based Violence (GBV) survivors
TOPICS

i. Definition of concepts

ii. Anti- Gender Based Violence (GBV) Act 2011

iii. HIV and Gender

DEFINITION OF CONCEPTS
Gender: Gender is socially constructed meanings associated with being a female or a male.
Gender Equity: The principle and practice of fair allocation of resources, programs, anddecision-making to both men and women (process of being fair to both men and women).
Gender Equality: A situation in which men and women enjoy the same status and haveequal opportunities of enjoying their full human rights and potential to contribute to national, political, social, and cultural development and to benefit from the results.
Gender Based Violence (GBV): Any harmful act that is perpetrated against a person’s willed and is based on socially ascribed (gender) differences between males and females.
Abuse: Abuse is behaviour that harms or likely to cause harm to the safety, health or wellbeing of a person
ANTI-GENDER BASED VIOLENCE ACT, 2011
Anti-Gender Based Violence Act, 2011 provides for the protection of victims of Gender Based Violence (GBV) – whether male or female and  the law aimed at providing protection for victims of Gender Based Violence (GBV) by;

· Removing them from abusive situation

· Counselling and rehabilitating such victims

· Ensuring that they do not return to abusive situation
Abuse under Gender Based Violence (GBV) includes;

· Emotion, Verbal and Physical abuse  
· Economic abuse
· Harassment
· Sexual Abuse
· Harmful cultural practices such as force as forced virginity testing, Female genital mutilation, forced marriages, forced spouse inheritance, sexual cleansing, sexual cleansing and child marriage

· Having sexual relation with  people with whom one related such as one’s parents, siblings, aunts, uncles or grandparent (incestuous relationship)

· Abuse of a person because of their status e.g. age, disability, illness or HIV status

Victim of Violence can get help from the following;

· Zambia Police (Victim Support Unit)

· Labour inspector

· Social worker

· Counselor

· Health practitioner

· Legal practitioner 

· Nurse

· Religious leader

· Traditional leader

· Teacher

· Employer
· Community Based Paralegals

HIV and Gender Based Violence (GBV)
There is growing evidence that shows the Gender Based Violence (GBV), or fear of it, interferers with the victim ability to negotiate safer sex or refuse unwanted sex. Furthermore, violence against a woman interferes with her ability to access treatment and care. In addition Gender Based Violence hinders adherence to ART and a mother’s ability to make feeding choices in the event that she is HIV positive. Evidence also exists that living with HIV can also constitute a risk factor for Gender Based Violence, with many people reporting experiences of violence following disclosure of HIV status, or even following admission that HIV testing has been sought.Thus a vicious cycle of increasing vulnerabilities to both Gender Based Violence and HIV
LESSON 4: SOCIAL AND BEHAVIOUR CHANGE COMMUNICATION (SBCC)
LEARNING OBJECTIVES

The objectives ofSocial and Behaviour Change Communication (SBCC)session are that, by the end of the session, participants will be able to; 
i. Relate a step of behavior change to a real life situation

ii. Have a basic understanding of BCC theories

TOPICS
i. Understanding Social and Behaviour Change Communication (SBCC)
ii. Behavior Change Theories and Models
iii. Communication Interventions (Challenges and solutions of SBCC)
Social and Behaviour Change Communication (SBCC) looks at;
“The role communication can have in bringing about Social change, including individual behaviours and social norms”
Social and Behaviour Change Communication (SBCC) is different from awareness rising!
Social Change: Defined as a significant alteration over time in behavior patterns and culture.
Behavior Change: Modifying a not-so-healthy behavior into a healthy behavior.
Change at multiple levels: individual, community, society (i.e., institutional, policy)
Three levels of theory
	Level  of Change
	Change Process
	Targets of Change

	Individual level 
	Psychological
	Personal behaviors

	Interpersonal level 
	Psycho-social 
	Social Networks

	Community level 
	Cultural & Social 
	Community development


Three key facts about Human Behavior
i. Culture, norms, and networks influence people’s behaviour
ii. People can’t always control the issues that create their behaviour
iii. People are not always rational in deciding what is best for their health and well-being.
Stages of change

There are basically five stages of change
i. Pre-Contemplation

ii. Contemplation

iii. Preparation

iv. Action

v. Maintenance
 
THE DECISION BALANCE SHEET
This will be used to tabulate the benefits and cost of changing or not changing behavior.Behaviour change does not happen overtime, it is an on going process. Below is an example of a balance sheet.
	SEX WITHOUT A CONDOM
	SEX WITH A CONDOM

	BENEFITS
	COCTS
	BENEFITS
	COSTS

	enjoyment
	HIV/STI’s infections,    unwanted pregnancies,

cervical cancer
(penile cancer)

Especially in uncircumusized men.
	HIV/STI’s prevention,
Child Spacing

No unwanted

Pregnancies

Delayed orgasm

	-


LESSON 5: HIV AND GENDER BASED VIOLENCE (GBV) PROJECT IN MUPAMBE COMMUNITY
Judith Chikonde Foundation intends to raise awareness on Sexual Gender Based Violence and how it increases vulnerability to contracting HIV and AIDS using the Social Behaviour Change and Communication (SBCC) strategy in Mupambe Community. The project will target women and men aged 25-49 years and young adults aged 15-24 of Mupambe area of Mufulira District. 
It is in this respect that the organization intends to implement the Social Behaviour Change

Communication (SBCC) project in Mupambe Community to contribute to the reduction of new HIV infections and elimination of Gender Based Violence (GBV) in the community.

PROJECT GOAL

Contribute to the reduction of New HIV Infections in Zambia
PROJECT OBJECTIVE

To reduce cases of Gender Based Violence (GBV) in Mupambe community by 30% 
TECHNICAL STRATEGIES
JCF intends to contribute to the reduction of new HIV infections and elimination of Gender Based Violence (GBV) in Mupambe community by using the Social Behaviour Change and Communication (SBCC) strategy. The priorities for the social and Behaviour Change intervention will be to improve the levels of comprehensive knowledge about GBV and HIV prevention such that women, men, boys and girls are able to assess their personal risk and vulnerability to HIV. Also to promote social and Behaviour Changes that will contribute to the adoption of key prevention behaviours which will enable women, men, boys and girls to make informed decisions and choices.

As a project, JCF will train 20 paralegals (10 women and 10 Men) in comprehensive HIV and AIDS information and GBV. Men will be involved from the onset of the project, during implementation up to project evaluation. The Paralegals will be trained by an identified consultant. 
The training will last five (5) days. The Paralegals will facilitate the HIV and AIDS and gender based violence sessions in small groups.
JCF will work with 8 groups, each group comprising 15 members. Community-Based

Paralegals will work with the groups, 8 groups which will in turn mobilize community members. 
The organization is targeting 120 people (30 males, 30 females, 30 young males and 30 young females). A total of 128 meetings will be conducted in eight (8) months. Each group will be met twice a month.

This entails that one group will be met 16 times in the entire project life span to discuss comprehensive HIV and AIDS information and Gender Based Violence (GBV)

Each trained Paralegal will focus on one particular Anti- Gender Based Violence Group (AGBV).

Some of the topics that will be covered during the discussion sessions are Behavioural Change and communication strategies, comprehensive HIV and AIDS information, Gender Based Violence (GBV), harmful traditional cultural practices that increase women’s vulnerability to HIV and AIDS, safe sex negotiation skills and risk behaviour reduction among others. It is anticipated that each session will last two (2) hours.

After the discussion sessions with the paralegals, each Anti- Gender Based Violence Group (AGBV) group will be reaching out to the community members with messages on how Gender Based Violence (GBV) increases vulnerability to contracting HIV and AIDS. Each Anti Gender Based Violence (AGBV) group member will be expected to reach out to 5 individuals during the life of the project. In total the project will reach out to 740 individuals with Anti-Gender Based Violence (GBV) messages and comprehensive HIV and AIDS messages.
The organization will work closely with the Community-Based Paralegals after training to give adviceto people in the community. The Community-Based Paralegals will be identified within Mupambecommunity where the project will be implemented. The Community-Based Paralegals will be drawn from the following groups: Mupambe Mid-Basic School, Women group, Mupambe Community Committee, Mupambe Health centre and five (5) churches based in Mupambe community namely (United Church of Zambia, Catholic Church, CMML church, Baptist Church and God faith Mission Church).

The organization staff and Community-Based Paralegal will carry messages on Social Behaviour

Change during the meetings; distribute Information Education and Communication (IEC) materials and wear T/shirts with key message “Gender Based Violence (GBV) increases vulnerability to HIV”. 1
KMess1.7 million
KEY MESSAGES

The following are the key messages to improve risk perception;
􀂃 Women and girls can safely negotiate for safe sex relationships

􀂃 Gender Based Violence (GBV) increases vulnerability to HIV

􀂃 Women can safely declare their status to their partners
PROJECT ACTIVITIES
i. Hold orientation meeting with 25 stakeholders on HIV Prevention and Anti-Gender

Based Violence (GBV) Act 2011

The organization will launch the project by engaging stakeholders in Mufulira District to ensure participation and ownership. Engaging stakeholders does not only help to gain their support but encourages personal reflection and a commitment to adopt new set of norms. The following are stakeholders to participate in the orientation meeting; Mufulira District Health Management Team (DHMT), District AIDS TaskForce (DATF), Social Welfare, Community Development, Mufulira Municipal Council (MMC), HIV service providers e.g. Catholic Relief Services (CRS), Ronald Ross, General Hospital (RRGH), Kamuchanga General Hospital (KGH), Victim Support Unit (VSU), Mupambe Community Committee etc.

ii. Design and Print 30 training manuals on Comprehensive HIV and AIDS Prevention and Anti- Gender Based Violence (GBV)

The manuals on Comprehensive HIV and AIDS Prevention and Anti- Gender Based Violence (GBV) will be designed by the organization and the consultants.

iii. Identification of 20 community paralegal and 8 Anti Gender Based Violence groups.

The organization staff will conduct the identification of Community- Based Paralegals in Mupambe for ownership and sustainability of the project from the following groups; HIV positive living support groups, Mupambe Mid-Basic School, Women group, Mupambe Community Committee, Mupambe Health centre and the five (5) churches based in Mupambe community namely United Church of Zambia, Catholic Church, CMML church, Baptist Church and God faith Mission Church.

iv. Train 20 Community-Based Paralegals on comprehensive HIV and AIDS Prevention,

Social Behaviour Change Community (SBCC) and Anti -Gender Based Violence (GBV)

JCF will organize a five (5) days training workshop for the 20 community based paralegals in

comprehensive HIV and AIDS information, Social BehaviourChange Communication (SBCC) and Anti Gender Based Violence (GBV) Act.The aim of the training is to equip the paralegals with sufficient up to date information to enable them disseminate correct and factual information to the target group. The training will focus on making clear the link between Gender Based Violence (GBV) and HIV and AIDS. The training manuals and IEC materials will be used during the discussion sessions.
v. Hold 64 discussion sessions with Anti -Gender Based Violence (AGBV) Groups on

Comprehensive HIV and AIDS information and Anti- Gender Based Violence (GBV)

The JCF staff and Community Based-Paralegals will conduct 128 dialogue sessions/Focus Group Discussions (FGD) to 120 women, men , young adults (female and males) in 64 days to 8 Anti -Gender Based Violence (GBV) therefore, a total 16 sessions will be conducted per group in eights (8) months. The discussion sessions are aiming at imparting information and creating awareness to promote social and Behaviour Change that will contribute to the adoption Prevention Behaviours
vi. Anti-Gender Based Violence Groups conduct outreach activities ( each group member will reach out to five(5) individuals

The 120 participants will be agents of change and during the eight (8) months of the project, each participant will reach out to five (5) people in Mupambe community. The purpose of conducting the outreach activities to promote Social Behaviour Change to other community member’sl
Design and print Information, Education and Communication (IEC) materials on HIV

Prevention and Gender Based Violence (GBV) - 30 T/shirts, 1000 flyers and 750 Brochures

     vii. The organization will engage consultants in designing of Information, Education and Communication(IEC) materials on HIV Prevention and Gender Based Violence (GBV). The IEC materials will create awareness and increase access to information on HIV Prevention and Gender Based Violence (GBV)

viii. Conduct weekly Monitoring and Technical Support Visits
JCF Technical support team will conduct weekly monitoring of the project. The support visits will be an opportunity for the staff to provide technical support to the paralegals in the community. The purpose of monitoring is assessing the knowledge, attitude and practices on HIV Prevention and Gender Based Violence (GBV). The Evaluation will be done at the end of the project and organization will engage consultant’sll14.3% 2007)
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THE TABLE SHOWS THE OFFICE AND FIELD MONTHLY ACTIVITIES
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	Week 1
	Week 2
	Week 3
	Week 4
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	Weekly activity Review meetingand planning
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Small Groups/One to one meetings
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Monitoring/follow-up on one to one meetings
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Compile weekly activity Reports
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


· Number of people living with HIV – 1.1 million
· Adults – 1 million, 57% of whom are women
· Children – 130,000 (about 10% of all HIV infections)
· Number of due to AIDS – 710,000 
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