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THE FEASIBILITY OF IMPLEMENTING A SEXUAL RISK
REDUCTION INTERVENTION IN ROUTINE CLINICAL
PRACTICE AT AN ARV CLINIC IN CAPE TOWN:

RESULTS OF A PILOT STUDY
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INTRODYICT:iON Barrier Regular On-Site Support was Requirad

In Sauth Africa where approximately 5 milllon pecple are Bving with HiV (UNAIDS, 2006), it is
estimated that 400 000 HIV-positive people are receiving antiretrovirat treatment (ART), Including
23 000 in the Cape Town metrepolitan area {Department of Health, 2008). A recent study has
revealed that, of HIV-positive people initiating antiretroviral (ARY) treatment in public health clinics
in Cape Town, 44.7% had had unprotected sex at last sex (Elsele et al., 2008). In collaboration
with the Provincial and City Departments of Health, we intend to implement a sexual-risk reduction
Intervention called Options for Heaith in ARV clinics across the Cape Town metropolitan area.

The Options for Health Intexrvention

Options for Heaith 1= an HIV risk reduction intervention that has been designed specifically for
people living with HIV {PLHIV) attending clinical care. This counselling intervention s based on the
Information, Motivation and Behavloural (IMB) Skills mode! of behaviour change and uses Motivational
Interviewing {MI) techniques to deliver HIV risk-reduction infermation, motivation and behavioural
skills content (Fisher et al., 2008},

The Opfions for Health Counselling Protocal

« negotiates an individually tailored risk reduction goal or “action plan".
Details of each session are recorded by the counselor on a patient r.
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CBJECTIVE COF THE PILOT STU

Our objective was to investigate the feasibility of incorporating Options Inte routine clinical care at
an ARY clinic with a high patient load in the Western Cape.

INDINGS
implementing Options: Facilitating Factors
+ Clinic Staff were Supportive of the idea of a Sexual Risk Reduction Intervention.
«  Options Did Not Infarfere with Other ARV Clinle Staff Members' Dally Work.

*  Options was Implemented with Fidelity to the Counselling Protocal - the Options counsefor
Implemented at least 7 of the 8 protocol steps In all but two Options counselling sesslons.

Implementing Options: Barriers

Barner Options Increased founsalling Time
Observainal daia was collecied over 6 days The time spent caunselkng patents who recerved Opions (n= 6] and thase who
didn'i {n=28) 1 compared below

Table 1 Time Spent Lowng Standard of Care {S0C) Adherence Counseiling vs. Options
_t‘.nmlmllm v

The Options for Health counselling protocol for a first Options meeting consists of 8 steps in which PRFs collected PREs coliacted | PRFS collectad
the counselor: 2 18 ]

* assesses the patients' sexual risk behaviour, | ARY FU ARY Fil ARVFU ARV FU

« assesses the patients’ readiness to change, E1] 3 15 105

= ldentifies barriers to consistently practicing safer behaviours, Soverage Coverage Coverage

+ elicits strategies from the patient for overcoming these barriers and 88% 60% 4% 8%

During the etudy i cuunssler bamited irom e on-site support of two nembers of e reseanch team

»  Inrhally the counseler requined guidance around how to complete the patienf revord forms appropnataly

= After the nest manth of implementation, when cur counselor was expeviing S start seeing patents for fallow-up visits, he
expressed uncertainty aboul the cousseling pretocol for sollew-up *sits and w0 we provaded him with & brie{ "boosier”
trainmg sessaon on s

*  He valued the oppartunsty to descuss cages that i had waund diffult o handke, he reported that he irad not Ynowns how te
handle the 1ssues Bhat arose in iwo narticatar caser and had not completed these two counselling sessions

Barrier. Not Al of the Intended Recipieats Recerved Oplions
A compansen of the number of patient record forms collected from the counsuller wth the number ot ARY tollow-up patients
hawing rvcaivad counselling (as recorded m he roursellors’ dsary) revealed that u fotal of 31% of the nlended recipients
received Opbons over tha 15 woaks of implemantabion

Table 2 The Coverage of Options as determued by Patient Record Forms (PRFs) coilected vs the number of ARV Fallow-
up (ARV FU) pattonts sean for taiics
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Reasons grven by the Jptens caunsellar for net hawng cenducted tptons counselling sessions ware that

*  He forgt tu do Options with some patienis

= Ha did not feel he hiad the hme to do Opfrznc w addihon to adherense counsalling

= Ha did not know how to deal wich the 1ssia: that armse in the session and thus did not complete the session

Barrier The Gounsellor was Not Always Able to Implement Options Effectively
or 1n such a way that 2 paiient could ettemes to reduce thair susal nsk behzwour with the possiiiity of suvcess

Many of the achonplans simed t reducing sexual nisk behaviour that were developed appaared a ba unrealistic and unachivabis,
for example one patent roported that he did nt use condoms when he was drunk The achon plan as reconded on the patient
racord form was

"1 stop drmitng dnd use comdams wery tme fe hes sex”

CONCLUSION

The batrlers to Implementation as Identified in this study ate not insurnountable and we are confident
that the implementaticn of Options fer Health in local ARV clinics is indeed feasible. We have revised
the Options tralning programme so that the Options protocol Is presented as a generic counselling tool
that can be applied to a variety of heaith behaviour problems including ARY non-adhetencs and saxual
sk behaviour. In this way, counsellors thould adapt Options as & counselling style, instead of using
the 8 step protocol for dealing with specific issues where it is likely to be 'forgotten’ or ignored due to
lack of time. A process evaluation will be conducted In the next phase of the roll-out in order to
determine the best way In which to train adherence counselars to the level of skill required to Implement
Options effectively, what kind of support they require after their Initlal training, and what change
oceurs In their level of sidil as they actually Implement Opfions over a period of time.
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