FARMWORKER
JUSTICE

Introduction

Agricultural workers face numerous barriers to
health care access due to poverty, geographic
isolation, language barriers, and immigration
status. Those who have come to the U.S. from
other countries often face difficulties navigating
the complex U.S. health system. Insufficient
access to care is therefore common among
farmworkers, hindering efforts to reduce the
burden of preventable conditions, including the
Human Immunodeficiency Virus (HIV) and
Acquired Immunodeficiency Syndrome (AIDS).

Data on HIV prevalence among farmworkers is
scarce. Older estimates have ranged between
2.6% and 13%, but were based on small samples
from specific localities. Migrant Health Centers,
health centers that serve migratory and seasonal
agricultural workers and their families, track
data on HIV diagnoses among their patient
population. Of the 843,071 patients served by
Migrant Health Centers in 2022, 1,106 (0.13%) had
been diagnosed with HIV? However, this data is
not necessarily representative of the farmworker
population at large. Only 25% of the farmworker
population sought health care at a health center
in 20227 Further, U.S. Centers for Disease Control
(CDC) data for the U.S. Latino population-to
which 78% of farmworkers belong-indicates an
HIV prevalence of 625.8 per 100,000, or 0.63%,
among persons 13 years or older in 2019°This rate
was 3.2 times higher than the rate for non-Latino
Whites and nearly 1.5 times the rate for the
general U.S. population.

Issue Brief

Farmworkers & HIV

Although the current HIV prevalence rate for
farmworkers is unknown, we know that they
experience many social determinants of health
(SDOH) that increase their risk of contracting
HIV. More than half of farmworkers (52%) lack
health insurance, and 20% have incomes below
the federal poverty line’ Therefore, they face

difficulties accessing preventative care,
including medication to prevent HIV (pre-
exposure prophylaxis or PrEP), and education
about HIV and other sexually-transmitted
diseases. Studies with farmworkers have
shown moderate or low levels of knowledge
about HIV and HIV prevention.®’ Language
barriers also prevent farmworkers from
accessing information about HIV. Sixty-two
percent (62%) of farmworkers feel most
comfortable communicating in Spanish and at
least 7% feel most comfortable in an
indigenous or other non-English language.
Twenty-nine percent (29%) cannot speak
English at all® Sometimes, even when
information is available in languages other than
English, it is not culturally appropriate or
accessible to individuals with limited literacy
(the average level of education among
farmworkers is ninth grade; 35% have a sixth
grade education or less and 4% have no formal
schooling)."

Being a recent immigrant is also associated
with certain risk factors that increase HIV risk.
Ten percent (10%) of farmworkers have been in
the U.S. less than five years!” Research has
found that immigrants who have been in this
country less than 5 years are less likely than
more established immigrants to have a main



sex partner in the country, and more likely to use
the services of commercial sex workers?® In
addition, some farmworkers are migratory
workers who travel long distances during the year
following the crops. As a result, they spend long
periods of time away from their families, and may
have more than one sex partner as they move
from one location to another.

Certain beliefs concerning gender roles are also
associated with an increased risk of HIV.
Machismo, an attitude that values dominant
masculinity and which is still common in Latino
culture, is associated with risk-taking behavior
and having multiple sex partners!* Meanwhile,
marianismo, a cultural belief that women should
be passive and self-sacrificing, is associated with
sexual submissiveness in relationships, which
may lead women to accept risky sexual behavior
from partners” Stigma around substance use,
sexual relations between men and transgender
identities also keep some individuals who are at
higher risk of HIV from discussing the subject with
their health care providers or getting tested.

Increasing HIV education is crucial to reduce the
incidence of HIV among farmworkers, as is
improving their access to PrEP. Enhancing access
to clinical care and other support for HIV-positive
farmworkers is also essential to improve health
outcomes among this population and to reduce
the spread of the virus. This issue brief examines
federal policies relevant to HIV prevention,
testing and treatment, as well as barriers that
limit farmworkers’ access to HIV-related
education and health services. It also explores
promising practices employed by clinicians and
community health workers (CHWSs) to increase
HIV testing and improve linkages to care.

Policy

HIV policy at the federal level requires the
participation and cooperation of multiple federal
agencies, many of which provide funding to state
and local agencies for treatment and prevention
programs. At the state level, measures that
criminalize knowingly transmitting HIV to another
person, or engaging in certain behaviors that
pose a risk of transmission, make up the bulk of
HIV public policy.

Federal Agency Coordination

Federal HIV prevention, testing, and treatment
policies in the U.S. are accomplished through a
coordination of efforts between the U.S.
Department of Health and Human Services (HHS),
Centers for Disease Control (CDC) and the Health
Resources and Services Administration (HRSA).
Most of CDC’s HIV prevention efforts are the
responsibility of the Office of Infectious Diseases’
National Center for HIV, Viral Hepatitis, STD, and
TB Prevention (NCHHSTP)!Within this Center is
the Division of HIV Prevention (DHP), charged with
the mission of preventing HIV infection and
reducing HIV-related illness and death.

HHS, HRSA, and the HIV/AIDS Bureau (HAB)
coordinate the administration of the Ryan White
HIV/AIDS Program (RWHAP). The RWHAP is the
largest federal program focused on HIV. The
RWHAP funds HIV/AIDS care and treatment
services for low-income people and the program
serves approximately half of all Americans
diagnosed with HIV. Many people who receive
services through the RWHAP are uninsured or
underserved. RWHAP authorization expired in
2013, but as a discretionary grant program, the
legislation continues so long as Congress
appropriates funds. There arefive partsof RWHAP
and each has a different funding purpose.”
RWHAP services offer helpful resources online like
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state-specific hotlines,’ databases of RWHAP-
funded programs, and interactive maps of
RWHAP medical providers? In 2022, the RWHAP
served more than 550,000 people with HIV, 89.6%
of which were virally suppressed, exceeding the
national viral suppression average of 65.9%.

The HHS Office of the Assistant Secretary for
Health (OASH) coordinates the Ending_the HIV
Epidemic in the U.S. (EHE) initiative? The EHE is a
cross-agency initiative that includes efforts by
OASH, CDC, HRSA, Indian Health Service (IHS),
National Institutes of Health (NIH), and Substance
Abuse and Mental Health Services Administration
(SAMHSA). Announced in 2019, the initiative aims
to end the HIV epidemic in the United States by
2030.

Recent Federal Policy Developments

The Biden-Harris Administration has been
committed to supporting and funding HIV
prevention and treatment policies throughout the
past few years. On December 1, 2021, the Biden-
Harris Administration commemorated World AIDS
Day by releasing and highlighting current and
future policies aimed at ending the HIV pandemic?3
These policies included reestablishing the White
House Office of National AIDS Policy, and hosting
the Global Fund to Fight AIDS, Tuberculosis, and
Malaria Replenishment Conference in 2022,
among others.

That same day, the Administration published the
National HIV/AIDS Strategy for the United States
(2022-2025) through the White House Office of
National AIDS Policy (ONAP)** The ONAP, part of
the Domestic Policy Council, facilitated
development of the Strategy, which builds on the
2021 HIV National Strategic Plan and the two prior
National HIV/AIDS Strategies (2010, 2015). The

2022-2025 Strategy sets targets for ending the
HIV epidemic in the United States by 2030,
including a 75% reduction in new HIV infections by
2025 and a 90% reduction by 2030. The Strategy
focuses on four goals: 1) Prevent new HIV
infections; 2) Improve HIV-related health
outcomes of people with HIV; 3) Reduce HIV-
related disparities and health inequities; 4)
Achieve integrated, coordinated efforts that
address the HIV epidemic among all partners and
stakeholders. The Strategy also designates five
priority populations disproportionately impacted
by HIV including gay, bisexual, and other men who
have sex with men, in particular Black, Latino, and
American Indian/Alaska Native men; Black
women; transgender women; youth aged 13-24
years; and people who inject drugs. The White
House also published the National HIV/AIDS
Strategy 2023 Interim Action Report on
December 1, 2023, highlighting actions taken by
federal partners during FY22 and FY23”°

Federal Funding Developments

In October 2021, HHS announced approximately
$2.21 billion in Ryan White HIV/AIDS Program
funding to support a system of HIV primary
medical care, medication, and essential support
services? On March 9, 2023, the White House
published President Biden’s Fiscal Year (FY) 2024
budget proposal, which includes $850 million in
funding across CDC, HRSA, IHS, and NIH to
support continued scale-up and implementation
of the EHE Initiative®” This represents a $277
million (48%) increase over the FY23 enacted
funding level.

A large part of funding for HIV prevention and
treatment is primarily available through the
federal EHE initiative. Over the past three years,
HRSA:


https://www.hhs.gov/ash/index.html
https://www.hhs.gov/ash/index.html
https://www.cdc.gov/endhiv/index.html
https://www.cdc.gov/endhiv/index.html
https://www.cdc.gov/index.htm
https://www.hrsa.gov/
https://www.ihs.gov/
https://www.nih.gov/
https://www.samhsa.gov/
https://www.samhsa.gov/

e awarded $99 million to 61 HRSA HIV/AIDS
Bureau EHE recipients to expand access to HIV
care, treatment, medication and essential
support services in March 2021;*

e awarded over $48 million to 271 health centers
in September 2021;

e awarded nearly $115 million to 60 HRSA
HIV/AIDS Bureau (HAB) EHE recipients in June
2022;

e awarded more than $20 million in funding to
expand HIV prevention, testing, and treatment
services at health centers nationwide in
August 2022; and

e awarded more than $147 million to 49 HRSA
HIV/AIDS Bureau EHE recipients in April 2023.

In February 2024, the CDC announced the
availability of funds to implement a capacity
building assistance (CBA) program to strengthen
the capacity and improve the performance of the
nation’s HIV workforce,” as well as funds for a
cooperative agreement for health departments
to implement high-impact HIV prevention and
surveillance programs.*

State Policies

A main feature of state regulatory programs
aimed at HIV is criminalization. Criminalization of
potential HIV exposure is almost entirely a matter
of state law, with few exceptions. As of 2023, 34
states have laws that criminalize HIV exposure.”
These criminalization measures are mostly aimed
at deterring exposure to others. For example,
thirteen states have laws requiring people with
HIV who are aware of their status to disclose their
status to sex partners, and 4 states require
disclosure to needle-sharing partners’ Other
states have general STI/STD laws that include HIV.*

Research on the efficacy of criminalization
policies has shown little evidence of reductionin

the spread of HIV. In 2022, The Sero Project in
collaboration with The Elizabeth Taylor AIDS
Foundation and other grassroots organizers
created “HIV Is Not a Crime Awareness Day.”* Also
in 2022, the CDC released the HIV Criminalization
Legal and Policy Assessment Tool to “assist
jurisdictions in evaluating their laws to ensure
they align with current scientific and medical
evidence.”

HIV Screening and the Continuum of
Prevention and Care

The CDC recommends that all patients between
the ages of 13 and 64 years old receive HIV
screening as part of their routine care at least
once, and more often if they have certain risk
factors. The agency recommends that the
following patients be tested at least annually:

e People who inject drugs and their sex partners

e People who exchange sex for money or drugs

e Sex partners of people with HIV

e Sexually active gay, bisexual, and other men
who have sex with men (more frequent testing
may be beneficial [e.g., every 3-6 months])

e Heterosexuals who themselves or whose sex
partners have had =1 sex partner since their
most recent HIV test

e People receiving treatment for hepatitis,
tuberculosis, or a sexually transmitted disease
(STD)**

For a patient who tests negative for HIV, the
continuum of care involves post-test counseling
on HIV prevention and, if they present higher risk
factors, being prescribed PrEP and beginning a
follow-up program that includes periodic testing
while they remain at risk. If a patient tests
positive, they should receive counseling and be
linked to care, with the aim that they see a health
care provider within a month of their diagnosis in
order to begin antiretroviral therapy (ART, which
is recommended for all people with HIV) and any



other necessary treatment. Their care plan
includes periodic follow-up visits with their care
provider and monitoring of their viral load. The
goal is for the patient to achieve and maintain a
suppressed or undetectable viral load, which
requires continual adherence to treatment.”’

Barriers to HIV Testing and Clinical
Care

The same SDOH that increase risk factors for HIV
among farmworkers are also barriers to diagnosis
and care. Low incomes and lack of health
insurance keep many farmworkers from
accessing preventive and other health services.
Farmworkers who have health insurance are more
likely to have used health care services during the
previous two years than farmworkers without
insurance (84% vs. 56%)*Research has found that
difficulty accessing preventive health care
decreases the likelihood of HIV testing among
migratory workers® The same is likely to be true
among farmworkers in general. Furthermore,
Hispanics tend to be diagnosed later compared
to non-Hispanic Whites, especially those who are
foreign-born or male. Hispanics also begin HIV
care later and have lower survival rates.*

Concerns about immigration status also play a
role. A research study among Latinx immigrants
found that fear of deportation negatively
affected health care utilization, which in turn
reduced the likelihood of annual HIV testing.”
Similarly, a study among farmworkers in south
Florida found that those who were not
documented were less likely to get tested.?Some
immigrants continue to believe that being
diagnosed with HIV may prevent those who are
here without immigration authorization from
adjusting their status, even though the federal
ban on HIV-positive individuals adjusting their
status ended in 2010.”°

The more information a person has about HIV, the
more likely they are to get tested. Although there
is little data about HIV testing among farmworkers,
there is some evidence that those with a higher level
of education (12 years or more) are more likely to get
tested.® However, these individuals represent a
minority of the farmworker population, whose
average level of education is ninth grade, as
mentioned above. Meanwhile, HIV stigma persists in
some portions of the Latino community, which may
prevent patients from discussing their HIV risk with
their doctors or asking for an HIV test.”Stigma
combined with familismo, a cultural belief in one’s
duty to safeguard the family honor, also leads some

Latinos to forgo testing and discussions of sexuality.AB’

Moreover, homophobia and transphobia often lead
men who have sex with men (MSM) and transgender
individuals to refrain from discussing their HIV risk
and seeking services.

Language barriers and limited time off work limit
many Latino individuals' ability to access HIV
services.””” Farmworkers, many of whom are
limited English proficient and lack paid personal
or sick leave, fall within this category. Lack of
transportation is also a common obstacle, since
20% of farmworkers do not own a vehicle®” Many
migratory farmworkers, especially those on H-2A
visas, depend on employer-provided
transportation, which usually consists of vans or
buses that transport groups of workers. The
ability of these workers to go to medical
appointments and purchase medications is
therefore limited. This is further complicated by
the relative scarcity of health care providers in
rural areas, which forces many farmworkers to
travel long distances to access care. Rural areas
contain about 20% of the U.S. population, but
only about 10% of the country’s physicians> The
shortage is even more pronounced for providers
able to deliver services to low-income HIV
patients through the Ryan White HIV/AIDS
Program (RWHAP). When researchers analyzed
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RWHAP data for rural areas, they discovered that
23 states and territories do not have a single
RWHAP-funded provider in rural areas’ Low-
income patients may be able to access HIV-
related services through Medicaid, but in most
cases a person must be a U.S. citizen, a lawful
permanent resident, or belong to certain other
categories of “qualified noncitizens” and have
five years of residency in the U.S. to access
Medicaid® Furthermore, about 14% of physicians
in  non-metropolitan areas do not accept
Medicaid,® which compounds the problem of
scarcity of rural health providers.

Distance to services is often too great to allow
farmworkers without transportation easy access
to care. Even in a county like Miami-Dade, Florida,
which has the highest HIV incidence in the
country and has both large urban areas and rural
farmland, less than 7% of young Latino men had
access to HIV preventive services within a one-
mile walking distance of where they live, and only
33% within a 60-minute public transit ride’ For
those in rural areas where public transit is rare
and clinics are scarce, private transportation is
usually necessary to access services.

Promising Practices to Overcome
Barriers and Improve Linkages to Care

Improving HIV Education and Prevention

HIV education for farmworkers must consider the
cultural, social and economic context in which
they live. All education must be delivered in a
manner that is linguistically appropriate and
adapted to the level of literacy of the intended
audience. Technical language should be avoided
in favor of simple and straightforward
communication. Interventions must also be
crafted in a way to remove the stigma around HIV
and AIDS that deters people from seeking

information, getting tested, and accessing care.
Messages must be designed in a way that
resonates with a farmworker audience, addressing
personal and relationship factors as well as
cultural beliefs and attitudes in a way that is
culturally sensitive and empowers individuals. For
this reason, it is necessary to engage members of
the community in the development of educational
materials and messages and to pilot interventions
in the community. The format of educational
interventions and materials must also take into
account the needs and learning styles of
farmworkers. Group education on HIV prevention
delivers positive results when it is highly
interactive, providing ample opportunity for
audience participation. In these settings, role play
exercises and case studies are useful methods to
help participants internalize the information they
are learning.

SEPA (Salud/Health, Educacion/Education,
Prevencion/Prevention, and Autocuidado/Self-
care) is a CDC-initiated, field-tested,
research-based intervention for Hispanic
women that meets the above criteria. SEPA
has been adapted and tested with various
audiences, including Latina farmworkers, and
shown to increase condom use and knowledge
about HIV, as well as improving participants’
communication with their sex partners about
HIV. Originally designed for low-income
Mexican and Puerto Rican women, it can be
used with women from other nationalities and
ethnicities™ The six two-hour sessions cover
topics such as HIV and STD prevention,
interpersonal communication, and intimate
partner violence, among others, through
presentations and interactive elements such
as group discussions and practice exercises.”’
SEPA has been adapted and used successfully
with groups of farmworker women in South
Florida, resulting in increased knowledge and
condom use’” The CDC considers SEPA an
effective prevention program??


https://www.cdc.gov/hiv/research/interventionresearch/rep/packages/sepa.html

Other successful culturally-adapted prevention
interventions have leveraged participants’ social
networks to take into account Latina’s cultural
preference for discussing sensitive subjects with
trusted friends and their valuing of interpersonal
relationships. One adaptation of VOICES, a video-
based intervention designed to increase condom
use and improve condom negotiation skills, was
tested with farmworker women by recruiting
respected women from within the farmworker
community (Latina leaders). These Latina leaders
were then trained on the intervention’s content
and initiating conversations on prevention of HIV
and sexually-transmitted infections (STls) among
their friends. The Latina leaders carried out these
conversations in group sessions, or alternatively
during individual home Vvisits, and provided
informational pamphlets in Spanish to
participants. This intervention, which s
considered a High Impact Prevention Program by
the CDC, achieved significant improvements in
HIV knowledge, condom use self-efficacy, HIV
testing, communication with friends about HIV
prevention and intention to negotiate safe sex
with male partner.®®

HEALTHY, a three-hour HIV and general health
group intervention that was also tested with
farmworker women, addresses topics such as
condom use, avoidance of over-the-counter
medication, HIV communication and general
health strategies. This intervention uses flip chart
posters instead of a video. Tested under similar
conditions as VOICES, it achieved significant
improvements in the same areas as VOICES, but
produced better results than the VOICES
intervention in the areas of increased HIV
knowledge and condom use self-efficacy.*

One approach that has proven successful in
reaching populations with Ilimited access to
health care is to employ community health
workers (CHWSs, or promotores). These lay health

educators come from the communities they
serve and have a deep understanding of these
communities’ language and culture. Project Salud
(Project Health) implemented a CHW-led,
culturally-adapted, interactive group intervention
with farmworker men and women in South Florida
that led to increased condom use among
participants and other behavioral changes such
as greater HIV knowledge, fewer perceived
barriers to condom use, and greater condom use
self-efficacy. Focus groups composed of
community members and key partners informed
the development of the intervention instrument,
ensuring that the resulting program was
reflective of community experiences, language
and insights. Community members were trained
as CHWs to deliver the intervention, building
further trust with the community®**® But CHWSs
can be more than educators. They can help
connect farmworkers to care by providing testing
referrals and information about programs that
can cover the cost of testing and treatment.

Whether they are delivered by CHWSs, doctors,
nurses or other providers, interventions have a
greater likelihood of success when they are
designed for the specific needs of each audience,
such as individuals with substance use disorder;
women who have sex with men; men who have
sex with women; transgender individuals; and
gay, bisexual, and other MSM, among others.
Therefore, the CDC developed a compendium of
evidence-based interventions tailored to various
audiences, some of which have been developed
and tested among immigrant Latinx and other
minority ethnic groups.” The compendium
includes group, couple, and individual-level risk-
reduction interventions?®

Increasing HIV Testing

Social stigma, insufficient knowledge, and
difficulty accessing health care prevent many
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farmworkers from getting tested for HIV. While
HIV education, as described above, can help
address stigma and gaps in knowledge, obstacles
such as lack of transportation and inability to
take time off work make it more difficult for
farmworkers to get tested. By making HIV testing
a routine part of medical care, incorporating it
into primary and urgent care appointments and
streamlining the process, health care providers
can increase the likelihood that even those who
obtain care only infrequently are tested and
linked to care as needed. In traditional HIV
counseling, a counselor advises a patient
regarding HIV testing, and it is up to the patient to
request the test from their physician. The
physician then refers the patient to be tested.
The downside of this method is that the
counseling is usually time-consuming, and it
relies on the patient feeling comfortable making
the HIV test request to their doctor. Furthermore,
the patient must return at a later date to receive
additional counseling and their test results. The
time and travel necessary to go through this
process can be prohibitive for patients who face
time constraints and transportation barriers.
Simplifying this process and integrating it into
routine medical appointments can overcome
these obstacles.

An approach of nurse-initiated screening,
streamlined counseling, and rapid testing in
primary and urgent care clinics has proven more
than twice as effective as traditional counseling
and testing approaches at getting patients
tested (89.3% vs. 40.2%) and more than five times
as effective at getting patients to receive their
results (79.8% vs. 14.6%)%’ In this approach, nurses
have standing orders to test patients, which they
can enter into every patient’s record without the
need for a physician to issue an order for each
individual. Nurses then provide brief HIV
counseling and perform rapid testing. Patients
receive their results during the same visit once
their appointment with the physician is complete.

Those who test negative are given brief post-test
counseling before receiving their results; those
who test positive receive full post-test
counseling, confirmatory tests, and follow-up
appointments during the same visit.”° While this
approach is not as effective as traditional
counseling at educating patients about HIV
prevention, it is highly effective at increasing
testing and results receipt rates.

Physicians, too, can play a crucial role in patients’
decisions concerning HIV testing. Research has
shown that 86% of Hispanic men would get tested
for HIV if their doctor recommended it
Significantly, 49% of those who said they
intended to get tested within six months would
only get tested if the test were offered on the
same day, highlighting the importance of a
streamlined counseling and testing process.”

CHWs can play a key role in improving access to
testing and care. Training and equipping CHWSs to
deliver streamlined counseling, conduct rapid
testing and link patients to care can greatly
expand testing and care access for farmworkers
who cannot easily obtain routine health services/
In settings where CHWs are not able to conduct
rapid testing, enabling them to provide
farmworkers with testing referrals and access to
transportation will make it more likely that they
will get tested. Some health centers also found it
helpful to have CHWs who can accompany
patients to appointments.

Improving Access To and Retention in Care

Evidence suggests that employing patient
navigators-trained professionals who help
patients access care by providing information,
guidance, referrals and linkages to resources and
programs-decreases barriers to care and
improves health outcomes. The assistance of
patient navigators can reduce the number of
uninsured HIV patients, reduce structural barriers



such as language barriers and lack of information,
reduce stigma, and improve retention in care,
leading to decreased viral loads/*Patient navigators
can help patients make appointments, obtain
transportation to the clinic, access rehabilitation
programs for substance use problems, enroll in
Medicaid or other programs to cover the cost of
care, and access assistance programs to address
food, housing and other socioeconomic needs.

Some health centers help their farmworker patients
overcome transportation and time constraints by
providing transportation to medical appointments,
operating mobile clinics, and offering late hours.
Many have also expanded their telehealth options, a
process that was accelerated by the COVID-19
pandemic. While not all farmworkers have reliable
access to the internet, those who do can benefit
from telehealth services if provided sufficient
information and guidance on how to use these
services. Health centers and other providers
seeking to expand their reach within the
farmworker community to promote HIV prevention
and expand access to care can bolster the
effectiveness of those efforts by partnering with
local farmworker organizations. Like CHWsSs, these
organizations enjoy the trust of the community and
can advise and support messaging, outreach,
recruitment and other activities.

Conclusion

Farmworkers face a multitude of barriers that often
prevent them from accessing necessary health
care services, including HIV counseling, testing and
care. Health centers can help farmworkers
overcome those barriers by enlisting the help of
community organizations, employing CHWs,
streamlining the testing process, and providing
supportive services such as patient navigators,
transportation, and telehealth services. Delivering
interventions that are culturally and linguistically

appropriate and address personal, relationship
and community factors that contribute to HIV
risk is key to promoting prevention, increasing
patient retention in the continuum of care and
improving health outcomes.

Resources

Health professionals seeking training on how to
talk to their patients about HIV and on the latest
clinical best practices can access in-person and

virtual training courses, information and
materials:
e National HIV Classroom Learning_Center

(NHCLC): This CDC-funded program run by
CAl, a nonprofit organization, offers in-
person and virtual training courses that
equip health care providers, CHWs and
other involved in the HIV continuum of care
with the necessary skills to communicate
with patients about HIV and link them to
care. NHCLC offers courses that prepare
participants to deliver high-impact
prevention (HIP) interventions. Courses are
available in English and Spanish. NHCLC also
provides technical assistance to
government agencies and service providers,
including community organizations.

e HealthHIV National E-learning_Center: This
CDC program offers virtual training courses
on HIP interventions and other relevant
health topics. The courses can be accessed
through the CDC TRAIN portal. Health care
providers and staff from community
organizations directly funded by the CDC
can access the courses free of charge.
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¢ National LGBTQIA+ Health Education Center:
The National LGBTQIA+ Health Education
Center, a HRSA-funded National Training
and Technical Assistance Partner (NTTAP)
that is part of The Fenway Institute, offers
learning resources for health professionals
to promote the delivery of quality health
services to LGBTQIA+ patients. These
include resources on HIV prevention, PrEP
delivery, trauma-informed care, health
equity, and others.

e Farmworker Justice (FJ): FJ created a series
of culturally-appropriate HIV prevention
fotonovelas (illustrated short stories in the
style of comic books) designed for Latinx
farmworker youth, men, and women. The
fotonovelas are available in English and
Spanish. FJ and the National LGBTQIA+
Health Education Center also co-published
the issue brief Promoting Health Care
Access for LGBTQIA+ Farmworkers.

HRSA disclaimer: This publication is supported
by the Health Resources and Services
Administration (HRSA) of the U.S. Department
of Health and Human Services (HHS) as part of
an award totaling $550,000 with 0% financed
with non-government sources. The contents
are those of the authors and do not necessarily
represent the official views of, nor an
endorsement by, HRSA, HHS, or the U.S.
Government. For more information, please visit
HRSA.gowv.
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