Title:
Barriers and Facilitators of Couples' HIV Testing and Counseling: Providers' Perceptions From an HIV
Epicenter

Natalie M. Leblanc, PhD, MPH
School of Nursing, University of Rochester, Rochester, NY, USA

Session Title:

Provider Perceptions of the HIV Patient

Slot:

R 06: Monday, 31 July 2017: 10:15 AM-11:30 AM
Scheduled Time:

10:35 AM

Keywords:
Couples HIV counseling and testing, Primary HIV prevention and Providers perception of couples HIV
testing

References:
Please note that there are references included that are greater thanm 5 years however there are more
than 3 current references presented here.

1. World Health Organization. (2015). Global summary of the AIDS epidemic. Retrieved from:
http://www.who.int/hiv/data/epi_core_july2015.png?ua=1

2. Wingood, G. M., & DiClemente, R. J. (1998). Partner influences and gender-related factors
associated with noncondom use among young adult African American women. American Journal
of Community Psychology, 26(1), 29-51.

3. Whyatt, G. E., Gomez, C. A., Hamilton, A. B., Valencia-Garcia, D., Gant, L. M., & Graham, C. E.
(2013). The intersection of gender and ethnicity in HIV risk, interventions, and prevention: New
frontiers for psychology. American Psychologist, 68(4), 247-260. doi: 10.1037/a0032744

4. McMahon, J. H., Elliott, J. H., Bertagnolio, S., Kubiak, R., & Jordan, M. R. (2013). Viral
suppression after 12 months of antiretroviral therapy in low- and middle-income countries: a
systematic review. World Health Organization. Bulletin of the World Health Organization, 91(5),
377-385E. doi: http://dx.doi.org/10.1136/bmj.e4159

5. Goodreau, S. M., Carnegie, N. B., Vittinghoff, E., Lama, J. R., Sanchez, J., Grinsztejn, B., . . .
Buchbinder, S. P. (2012). What drives the US and Peruvian HIV epidemics in men who have sex
with men (MSM)? PloS one, 7(11), 1-9. doi: 10.1371/journal.pone.0050522

6. Sullivan, P. S., Wall, K. M., O'Hara, B., Jones, J., Barnes, J., Diclemente, R., . . . Stephenson, R.
(2014). The prevalence of undiagnosed HIV serodiscordance among male couples presenting for
HIV testing. Archives of Sexual Behavior, 43(1), 173-180. doi: http://dx.doi.org/10.1007/s10508-
013-0214-x

7. Centers for Disease Control and Prevention [CDC]. (2012). Effective interventions. Couples HIV
testing and counseling. Retrieved January 1, 2015, from
https://www.effectiveinterventions.org/en/HighimpactPrevention/PublicHealthStrategies/CHTC.as
px

8. Chomba, E., Stephenson, R., Haworth, A., Allen, S., Kanweka, W., Tichacek, A., . .. Sinkala, M.
(2008). Evolution of couples' voluntary counseling and testing for HIV in Lusaka, Zambia. Journal
of Acquired Immune Deficiency Syndromes, 47(1), 108. doi: 10.1097/QAl.0b013e31815b2d67

9. Sullivan, P. S., Stephenson, R., Grazter, B., Wingood, G., Diclemente, R., Allen, S., ... Grabbe,
K. (2014). Adaptation of the African couples HIV testing and counseling model for men who have
sex with men in the United States: an application of the ADAPT-ITT framework. SpringerPlus,
3(1), 249. http://doi.org/10.1186/2193-1801-3-249



http://dx.doi.org/10.1007/s10508-013-0214-x
http://dx.doi.org/10.1007/s10508-013-0214-x
http://doi.org/10.1186/2193-1801-3-249

10.

11.

12.

13.

14,

15.

Stephenson, R., Rentsch, C., & Sullivan, P. (2011). High levels of acceptability of couples-based
HIV testing among MSM in South Africa. AIDS Care, 24(4), 529-535. doi:
10.1080/09540121.2011.617413

Mitchell, J. W. (2014). Gay male couples’ attitudes toward using couples-based voluntary HIV
counseling and testing. Archives of Sexual Behavior, 43(1), 161-171. doi: 10.1007/s10508-013-
0211-0

Wagenaar, B. H., Christiansen-Lindquist, L., Khosropour, C., Salazar, L. F., Benbow, N.,
Prachand, N., . . . Sullivan, P. S. (2012). Willingness of US men who have sex with men (MSM) to
participate in couples HIV voluntary counseling and testing (CVCT). PloS one, 7(8), e42953. doi:
10.1371/journal.pone.0042953; 10.1371/journal.pone.0042953

Florida Department of Health [FDOH]. (2016) HIV/AIDS section. Retrieved from
http://www.floridacharts.com/charts/Otherindicators/NonVitalHIVAIDSViewer.aspx?cid=0471
Sandelowski, M. (2010). What's in a name? Qualitative description revisited. Research in Nursing
& Health, 33(1), 77-84. doi: 10.1002/nur.20362

Sandelowski, M., & Barroso, J. (2003). Classifying the findings in qualitative studies. Qualitative
Health Research, 13(7), 905-923. doi: 10.1177/1049732303253488

Abstract Summary:

This presentation will describe and synthesize findings from a study among U.S. healthcare providers
(N=22) on the perceived barriers to and facilitators of couples HIV testing and counseling (CHTC) in a
U.S.-based clinical setting. Providers will offer their perspectives and recommendations for
implementation.

Learning Activity:

LEARNING OBJECTIVES EXPANDED CONTENT OUTLINE
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Abstract Text:

Globally, it is estimated that half of those who are HIV infected are in a relationship with someone who is
not (1). Since the beginning of the HIV epidemic the literature has demonstrated that among women,
including women of color in the United States, partner attributes heightened risk for infection (2, 3). In the
United States, it is estimated that there are ~200,000 heterosexual serodiscordant couples, estimated by
the proportion of HIV infected women in a relationship (4). Further modeling studies have identified
intimate partnerships as a significant source of infection among gay men (5, 6, 1). These findings warrant
HIV prevention in the U.S. to directly address interpersonal risk.

Couples HIV testing and counseling (CHTC) is a dyadic approach to HIV primary prevention that aims to
address interpersonal risk for HIV (7, 8). It has been well developed globally, but only recently has been
introduced for adoption in the United States (7). The World Health Organization (WHQO) has recognized
that there is a need to enhance identification of serodiscordant couples to prevent new infections and
therefore they have developed guidelines for CHTC. These guidelines recommend that providers’ support
for CHTC and for HIV prevention in serodiscordant couples will be critical to the success of such services,
and that providers’ attitudes and views must be considered when planning orientation and training for
CHTC (2).

So far, studies which have assessed the acceptance of CHTC in the United States has demonstrated its
applicability and feasibility predominantly among male couples (10, 11, 12). The literature is lacking in
demonstrating the role of providers in the promotion of CHTC within healthcare facilities and among
varying patient populations. Therefore, a need remains to understand provider perspectives that may
enhance or impede implementation of CHTC in the U.S. within a clinical setting.

Purpose:

Miami-Dade County is the leading jurisdiction for HIV incidence in the United States, with a rate of
45.3(13). Several factors contribute to this high incidence including state public health and health
institutional policy, a large immigrant population, interpersonal risk factors and geographical vulnerability
(proximation to high incidence countries and location within a high prevalence US. Region; 13). As part of
a broader study to describe healthcare provider knowledge, attitudes and perception of couples’ HIV
testing and counseling (CHTC) in Miami-Dade County, Florida, a qualitative descriptive design (14) was
used to also explore provider’'s perspectives about CHTC in a clinical setting. The focus of this abstract is
to describe provider perceived facilitators and barriers to CHTC implementation.

Methods:

A two-tiered purposive sampling approach was used to recruit providers with experience of engaging
people into the HIV care continuum. In-depth, semi-structured interviews among healthcare (clinical and
non-clinical) providers (N=22) recruited among 4 healthcare facilities in Miami-Dade County, Florida were
conducted from December 2015 to March 2016. Data collection involved use of a topic guide that allowed
for open ended responses and that was informed by the literature on provider motivation to engage
patients into the HIV care continuum. A content data analysis was conducted to develop codes,
categories and themes. This was followed by a thematic analysis to explore more latent content and
underlying themes from the narratives (14, 15).

Overall healthcare providers possessed a favorable attitude toward CHTC and believed it to be warranted
among their patient population. Content analysis revealed that provider’'s perceptions were influenced by
their personal ethos and experience, their knowledge of the local context including the context of their
patient vulnerabilities. A thematic analysis revealed four themes among the narratives: 1) Whom is this
strategy for?; 2) Balanced engagement; 3) provider experiences, practices and preferences; and 4) the
model of care and the health problem.



Results:

Providers perceived couples’ HIV testing and counseling (CHTC) to be for couples who aim to establish
commitment or monogamy. They perceived the strategy allowed for the reconceptualization of health
promotion within couples and approaches between patients and providers. Providers perceived CHTC to
balance engagement between themselves and the individual patient(s) and between partners within the
couple. Providers described CHTC as a strategy that allows the couple to avoid any confusion regarding
joint results and mitigate any anxiety or potential blame regarding the couple’s diagnosis. Adoption of
CHTC indicated for some providers not only an evolution in HIV screening approaches, but in how
individuals perceived personal well-being to allow for a reconceptualization of individual health.

Current provider practices and preferences were believed to either facilitate or impede CHTC. Many
providers spoke of having high levels of comfortability to engage patients in HIV screening, and
conversations regarding sexual health. In addition, some of these providers reported experiences
engaging couples in a wellness or health visit, or facilitating disclosure between their HIV infected
patient/client and their sexual partner. Therefore, to implement CHTC was simply the next step in their
personal practice.

Although overall clinical providers reported a willingness to engage couples, some noted that some of
their colleagues may not be capable or willing to do so. Some providers reported that the prospect of
having a seropositive patient or a serodiscordant couple may be a deterrent for providers. Others
perceived some provider’s lack of knowledge, training and ultimately capacity to even mange a couple
and/or HIV infected patients would make them unwilling to adopt the practice of offering CHTC. It was
also believed that some providers are not amendable to having frank with patients about their sexual
health.

Provider induced stigma was reported as an important problem. Healthcare providers reported that
certain clinical providers possess biases against and can be judgmental toward certain patient
populations. This stigma was demonstrated through implicit or explicit biases which potentially deterred
patients from screening and engaging into subsequent HIV care for those in which it’s indicated.

Some providers also spoke about patient attributes as potential barriers to CHCT. Underlying mental
health issues and poor coping skills were salient concerns regarding vulnerability of patients. These
concerns dominated all populations discussed in the narratives and by extension perceived to be an
important consideration for CHTC. The contexts of patients’ lives were also perceived to be potential
barriers to uptake. These contexts include concerns regarding insurance, lack of time and transportation
or lack of partner willingness to engage in the strategy. Despite this context, prior patient demands and
current inquires for CHTC among the patient population and the community were perceived as facilitators
to begin offering CHTC at primary care facilities.

Providers perceived that the current U.S. healthcare system does not adequately support HIV primary
prevention and therefore this may be a barrier to including partners in HIV screening in a clinical setting.
The lack of health insurance among male partners of female index patients within couples, in tandem with
provider commitment to the index patient was perceived as a barrier to CHTC. Providers reported that the
clinical provider has to be able to bill for their services and delineate who is the patient, in addition to
whether the partner of the index patient is registered at the facility, all indicative of perceived barriers.

Providers narratives described the organizational setting and program policies which would facilitate
CHTC or was perceived to be potential barriers to CHTC. Providers in favor of clinically-based CHTC
noted that federally qualified health centers (FQHC’s) and primary care clinics would be best suited to
implement CHTC because of the population they serve and the belief that these settings were
family/community oriented. Providers used elements of their workplace setting as the model of care that
could implement CHTC. Many reported that their organization has the space to accommodate another
person in a consultation room to be screened, that they provide free HIV screening on-site, have



personnel who can conduct rapid tests and a model of care that incorporates routinized HIV screening,
elements which were all perceived facilitators of CHTC. Providers also identified that the scope of practice
within their facility allowed for partners to be screened for sexually transmitted diseases including HIV
infection and hence can logistically facilitate CHTC.

Conclusion:

All but one provider expressed their willingness and capability tro implement CHTC. However, providers
expressed the need for a multi-level paradigm shift in the U.S. so that the model of care addresses the
health problem of interpersonal risk. One level involved a need for clinical providers to be better trained in
interpersonal relationships with their patients and improved tolerance for diverse populations. It also
involved more cross-training of skills among non-clinical providers and a model of healthcare that was
more interdisciplinary to address diverse patient needs. Specific recommendations included the need for
provider and patient’s education regarding interpersonal health risk and a need to streamline existing
health care services so that partners are able to be screened for HIV if present with the index patient.



