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Unit 3: Counselling and Psychosocial Support in HIV/AIDS
Introduction to The Unit
Welcome to the third Unit on counselling and psychological support in HIV/AIDS.  In the last unit you learnt about clinical and laboratory diagnosis of HIV/AIDS.  As you already well know HIV has no cure. This fact has led all health practitioners to shift their approach from curing to caring for the physical as well as the psychological welfare of the HIV positive individual and family.  The need for health workers to assist HIV positive individuals and their families are so great that we all need to equip ourselves with the necessary skills to be effective counsellors.  
In this unit you will cover five sections. These are:

· Introduction to counselling, 
· Basic counselling skills, 
· Introduction to VCT (Voluntary Counselling and testing) and DTC (Diagnostic Testing and Counselling), 
· Counselling special groups and 
· Counselling skills to support adherence to HIV/AIDS treatment

Let us now look at our objectives for this unit.

Unit Objectives

By the end of this unit, you should be able to:

· Discuss the psychological aspects of HIV/AIDS

· Describe basic counselling skills

· Describe counselling for HIV testing: VCT, DTC and PMTCT
· Discuss special aspects in the counselling for children, adolescents and the youth

· Describe adherence counselling in HIV/AIDS therapy

Section 1: Introduction To Counselling
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Introduction

Welcome to Section 1 of this Unit.   
Counselling is very important in HIV/AIDS management, prevention and control.  Various studies have proved that good counselling has helped to prevent HIV transmission, assisted people to make informed decision, including deciding whether to have an HIV test; and helped people living with HIV or AIDS to cope better with their condition and thus lead more positive lives.   Indeed, no HIV/AIDS programme would be complete without counselling services. In this section you shall learn about the concepts and theories of counselling, its importance and benefits. You will also learn about your role as a counsellor, to maintain confidentiality, as well as the different stages of counselling.  
Let us now look at the objectives for this section. 
Section Objectives

By the end of this section, you should be able to:

· Define counselling;
· Describe the different types of counselling in HIV/AIDS;
· Discuss the theories of counselling;
· Explain the importance and benefits of counselling.
1.1  What Is Counselling?
Start by doing the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
Write down  your own definition of  counselling

_________________________________________

_________________________________________ _________________________________________ _________________________________________



Now compare what you wrote down with the following definition.

Counselling can be defined as “A helping relationship between a  counsellor and a client in which the trusting relationship and the skills of the counsellor help the client to understand his/her problems better and decide how best to solve those problems.” 
The term covers a variety of activities ranging from listening attentively to disciplinary censure.  However, generally speaking in medical practice, counselling refers to not only giving of information, but also decision making, helping the client clarify their own problems and even facilitating the development of their own solutions.
A counsellor is a person trained in the skills of: 
· listening to the client present with issues that are of concern to them;

· asking supportive questions pertaining to those issues and; 
· discussing options the client comes up, with as possible coping strategies;
· Encouraging the client to make their own informed decisions, giving practical information and planning follow-up.
Now that you know what counselling is, how would you define HIV counselling? Put your thoughts down in the following activity.
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ACTIVITY
Write down  your own definition of  HIV counselling

_________________________________________________________
__________________________________________________________ __________________________________________________________ __________________________________________________________




Now confirm your answers as you read the following discussion.

HIV counselling
HIV counselling is a confidential dialogue between a client and a counsellor aimed at enabling the client to cope with stress and take personal decisions related to HIV/AIDS. The counselling process includes evaluating the personal risk of HIV transmission and discussing how to prevent infection.

HIV counselling concentrates specifically on emotional and social issues related to possible or actual infection with HIV and AIDS.  With the consent of the client, counselling can be extended to spouses, sex partners and relatives (family-level counselling, based on the concept of shared confidentiality). HIV counselling has as its objectives both prevention and care.  

Counselling should be a process involving a series of sessions as well as follow-up. It can be done in any location that offers peace of mind and confidentiality for the client.  
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	What are the aims of counselling?


According to Site, there are two types of  counselling that are practised:
· Clinic-based counselling which is counselling that is provided in a formal session, for example  in a hospital, health centre or clinic, by a trained professional, such as a doctor, social worker, nurse or psychologist.  
· Community-based counselling which is given in a non-formal environment, such as in a village or urban neighbourhood, by one community member who is trained in counselling to another community or family member.

	What Counselling is NOT …

·  …giving advice: Advice is mainly one-way. Counselling is a two-way  interaction.

· …giving guidance: The counsellor avoids telling the client how to solve the problems or what decisions to make or actions to take.

·  …health education: Although education can be an important part of counselling, the information provided in counselling is tailored to the needs of an individual client.

· …ongoing therapy: The counselling intervention focuses on an immediate problem.

· …a conversation: It is not just people exchanging information and opinions.

· …interrogation: The client is not being questioned to find out the truth.

· …preaching: It should not be a forum to voice or promote a counsellor’s opinions.

· …confession: The client is not being pardoned or absolved.

· …just information giving: The client does not come to the counsellor solely for information, though information may be given sometimes. There is also a need for psychosocial support.




You now know what counselling is.  Next we shall discuss the different types of counselling which are practised when dealing with issues of HIV and AIDS.

Types of Counselling in HIV/AIDS 
There are five broad classifications of counselling that might be applied when one is doing counselling in the context of HIV/AIDS.

These are:
I. Preventive counselling;
II. Pre-test counselling;
III. Post-test counselling;
IV. Supportive counselling;
V. Crisis counselling.

Let us look at each type in turn.

i. Preventive Counselling
The aim of preventive counselling is to help clients assess their risk of becoming infected with HIV, and to change their behaviour in order to decrease this risk.
The main elements of preventive counselling are to:
· Provide accurate and appropriate information about HIV/AIDS, such as the cause of the disease, the disease process, the modes of transmission, and prevention strategies,
· Help clients identify their own risk to being infected by HIV. This can be done for example, by exploring the client’s sexual practices and behaviour.

· Help clients decide how they can reduce their own risk of being infected based on the risks identified.

· Discuss the use of condoms including clarifying any misinformation.
· Discuss options of getting voluntarily tested (VCT) i.e. the client can opt to be tested or opt not to be if he/she is not prepared for the test.

ii. Pre-test Counselling 
This involves the process of preparing a client to take an HIV test. Pre-test counselling should be offered before taking an HIV test. 
Ideally, the counsellor prepares the client for the test by explaining what an HIV test is, as well as by correcting myths and misinformation about HIV/AIDS. 

During pre-test counselling the counsellor explores reasons why the client may feel they might be HIV positive, and addresses these reasons. The counsellor also discusses the implications of knowing one’s serostatus,  ways to cope with that new information, and prepares the client for both a HIV negative and a HIV positive test result. It is important at this stage to inform the client that HIV testing is confidential and that you (the counsellor) will respect the client’s decisions regarding confidentiality. 
It is important that clients should not be advised, coerced or made to have the test if they are not fully aware of the consequences.
The counsellor also helps the client identify a support person(s) and / or  social support network(s) that may help in mitigating either a positive test result or high risk behaviour patterns. 
iii. Post-test counselling
This is the counselling that follows after the HIV test has been performed.

It serves to complete the session and support the client, now that he/she has the test results.

Post-test counselling should be available for both HIV negative and HIV positive test results. Nobody should be handed a HIV test result without appropriate counselling.

The form of post-test counselling you undertake will depend on whether the test result is HIV negative or positive.
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	Nobody Should Be Given A HIV Test Result Without Appropriate Counselling


When the test result is HIV Negative

When a HIV test result is negative, the client is likely to feel a great sense of relief. You should use this opportunity to emphasize several points. First, because of the “window period”, a negative result may not mean absence of infection. Secondly, tell the client that they might wish to consider returning for a repeat test after 3-6 months.  You should also discuss HIV prevention, as well as provide support to help the client adopt and sustain any new safer practices. 
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	A negative result should never be looked at as a license for taking risks!”


When the test result is Positive

You should first ensure the client is ready to receive the result by observing and assessing your client’s emotional state. Find out if the client had a pre-test session as well as what they covered during that session as this will assist you to build on the discussion. 
Assure the client of confidentiality and subsequently reveal the result.  Address the client’s needs and concerns as identified by the client.

You should also discuss disclosure, PMTCT, contraception, survival skills and strategies for positive living such as good nutrition, follow-up medical care, including TB prevention treatment (where it is practiced), support, and a sense of optimism and well- being.

Encourage the client to return for sessions of supportive counselling and / or refer for further counselling. 
iv. Supportive Counselling

Supportive counselling provides emotional and psychological support to PLWHAs (People Living With HIV/AIDS) and offers encouragement, hope and helps clients cope with their situation. This form of counselling carried out several  times to assist the client cope with the different challenges that they might experience during the course of their illness. These challenges may arise from issues in their families, their work place, their social life and many other related areas.
Some of the elements of supportive counselling are:

· helping clients identify sources of support;

· providing  referrals to these services; and 
· providing counselling on survival skills, positive living, etc.
v.  Crisis Counselling

This is counselling offered to persons (clients) who are in distress, shock or who feel that they are in extremely difficult situations and therefore will need counselling to help them deal with the crisis at hand.

Crises arise when suddenly the client feels completely overwhelmed by an emotional challenge that they may be going through and they are faced with situations in which they are unable to make decisions about their next steps. 
Sometimes, this inability to make a decision may even include what they should do after they leave the counselling session. 
In the case of HIV/AIDS, the trigger that leads to crisis might be death of another person living with HIV/AIDS, diagnosis with HIV, emergence of a new symptom or failure of a treatment. Remembers that crisis is a subjective experience; what one person perceives as a crisis, another person may not.

Crisis situations will thus require that the counsellor takes urgent interventions to address the issues at hand. 
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	What are the elements of crisis counselling?


The elements of crisis counselling will include: 
· Assessing the situations and dealing with the urgent needs. This may include appreciating whether the client can go home on their own or  whether the client may need to be admitted.
· Ensuring  the client’s and your own safety. This is extremely important. Both the client’s life and your own as the counsellor need to be safe. As the counsellor, should you feel the need for support, you should call for assistance.
· Allowing the client to express their emotions. This is very important as often, allowing them to do so, especially crying, does help in alleviating immediate unbearable anxieties and fears;
· Identifying your client’s most urgent problems.  As the client calms down, you should assist them to identify their most urgent needs and assist them to address them;
· Assist your client in solving their most urgent problems; Again, this may involve having to call a spouse , friend or relative to help them home, or it may require more specialised attention, in which case one may call in a social worker or a community health worker to help out.
· Help clients identify sources of support;
· Plan follow up counselling: This will involve setting specific times when you as the counsellor will see the patient again.
So far we have looked at definitions of counselling and types.  Next let us look at theories of counselling.
Theories of Counselling 
There are many theories or ideas on how to work with people for their healing and growth.  Here we shall discuss the 4 main theories of counselling, namely:

· Psychoanalytic Theory ;
· Humanistic theory;
· Behavioural Theory;
· Egan’s Model.
Let us look at each theory in turn.

Psychoanalytic Theory 
The founder of this theory was Sigmund Freud (1856-1939). He is also called the father of modern psychology because from his theory many other theories have been formulated. 

In this theory,  experiences in the past influence the present. Everything we have ever done or felt is stored in our memory but may not be remembered since it is stored in our unconscious mind. Freud believed that from birth to 12 years we have certain basic needs and if these are not fulfilled, we will grow repressed and unable to function well. Based on our childhood experiences, we develop various ways of coping in life or defence mechanism. We shall review these defence mechanisms later. These are the defence mechanisms which enable us to survive but affect our relationships later.

The Psychoanalytic counselling can help us bring the subconscious to light.  The counsellor (based on their training) can be the expert (can interpret dreams, thoughts and behaviour). The theory helps us understand why we behave the way we do and take steps to change.
Freud’s viewed man as an animal, which is made up of closed energy fuelled by psychic energy transformed from physical energy. This system is made of three parts, which are intimately interrelated and connected to outside reality. These parts are the Id, the Ego and the superego.
· The Id

This is the inherited part of our behaviour and includes biological drives and instincts. These energize all our actions and their aim is the satisfaction of needs or impulses including the need for food, sex and sleep. The ego can be described as a pot of boiling emotions that operates on a pleasure principle, that is, the demand to take care of needs immediately. Just picture a hungry infant, screaming its head off. It doesn't "know" what it wants in any adult sense; it just knows that it wants it and it wants it now. The infant, in the Freudian view, is pure, or nearly pure id. Biological drives and instincts are inborn and are completely divorced from the outside world. They are completely illogical and amoral. They are not in our conscious control hence the term unconscious.

· The Ego 

The Ego develops from the id and acts as a “go between” the id and reality. It controls the instincts and impulses. It operates on the reality principle which says "take care of a need as soon as an appropriate object is found." It represents reality and reason. . It imposes delays in satisfying needs as a result of environmental necessity. It uses logic and reason to evaluate information according to external and internal experiences. The Ego is also largely unconscious.
· The Superego

This develops from the Ego and it represents the influences of society upon the individual. It incorporates the standards of the society and acts as a regulator for the amoral Id. It, in turn has two components namely Conscience which determines what one cannot do and if one goes against it, they feel guilty, and Ego ideal i.e. That which is perfection. The super ego is formed early in childhood as the child identifies with the parents. The parents initially represent the ego ideal and help the child form an internal authority or morality.

Adult behaviour is a result of interaction between these three systems. Basic use of the Id energy causes anxiety in individuals. For example, as an adult, one can not just have sex because they feel like it at a particular point in time. The ego copes with this reality by developing defences to enable the use of id energy as well as  balance the demands of Id (the basic drive e.g., sex) and the Superego (the conscience and the guilty feelings that they might develop).  As you can see, the ego sits at the center of some pretty powerful forces.  On one side is reality and society as represented by the superego and on the other side is biology as represented by the id. When these two make conflicting demands upon the poor ego, it is understandable if it feels threatened, overwhelmed, or like it wants to collapse under the weight of it all. This feeling is called anxiety, and it serves as a signal to the ego that its survival, and indeed with it the survival of the whole organism, is in danger. 

To deal with this imbalance between the three subsystems, the Ego develops a variety of defence mechanisms. These distort reality and protect the Ego from the anxiety caused by Id impulses especially of the sexual or aggressive nature. The Ego also uses defence mechanisms to relieve the anxiety of unpleasant personal experiences and/or unacceptable personal traits. Everyone uses defence mechanisms and these contribute to the individualness of each person’s personality.  
While defence mechanisms are normal and form the basis for most of our responses when we are anxious, excessive use of defence mechanisms can lead to certain psychological problems.  
Some of these defence mechanisms are:

· Repression 

This is when a person banishes threatening or unpleasant, unacceptable thoughts, feelings, and memories into the unconscious mind.  The person’s ability to recall a traumatic event may be repressed in order to relive the anxiety that the memory produces. For example, a person who almost drowned as a child may not remember the event but may suffer from fear of open water.
· Denial

In using this defence mechanism the person simply refuses to admit a particular aspect of reality that is relevant to oneself. E.g. a smoker refuses to admit that cigarettes cause cancer. Or terminally ill patients may initially alleviate their anxiety by refusing to accept that they have a fatal illness.
· Regression

This is the adoption of previous adaptive behaviour (regression) that has relieved anxiety in the past. For example, an adult may relieve the frustration of job seeking by crying or throwing temper tantrums. 

· Rationalization

The providing of socially acceptable reasons for one’s inappropriate behaviour is known as rationalization. E.g. a student who gets a D and three F’s may rationalize and say that this was due to the fact that he put too much effort in studying for the D and thus the final result.

· Intellectualization
The reduction of anxiety by reacting to emotional situations in a detached, unemotional way. E.g. reacting to a death of a close friend one may say, “After all everyone has to die one day”.

· Displacement

The expression of feelings toward a person who is less threatening than the true target of those feelings. E.g. if a man has feeling of hatred towards his boss but fears to express them he might beat his wife or children. 

· Projection

The attribution of one’s undesirable feelings to others. Most rapists generally say that the victim was sexually provocative.

· Reaction formation

The tendency to act in a manner opposite to one’s true feelings. A mother who engages in smothering love for her child may actually be hiding feelings of animosity by hugging the child in public.

· Compensation

The development of a talent as a response to a personal deficiency. E.g. a blind person may compensate for their lack of vision by becoming a great composer of musician.

· Sublimation

This is the strongest of the defence mechanisms according to Freud. It involves the expression of sexual or aggressive impulses, through indirect, socially acceptable outlets. E.g. a lady who is sexually frustrated may take to washing the house, dishes or other household chores. Aggression may be expressed in such acceptable social activities such as sports, e.g. rugby etc

One way to assist individuals who have excessive use of these defence mechanisms is therapy.

Goal of Therapy

Therapy is the talking treatment that is given to clients or patients when their issues have started to cause them adaptation problems or serious concerns.

According to Freud, the aim of therapy is to remove causes of anxiety and restore balance between the subsystems.
 To do this he suggested the following:

· That the therapist and client conduct a thorough analysis of experiences that caused the anxiety and the formation of the specific defence mechanisms. This analysis is ideally a daily activity and may take over several years over several years on the ‘proverbial’ couch. 

· The therapist should train the client to freely associate, or talk about anything that comes in his head without omission, regardless of its triviality, indecency, hostility, social acceptability, or logic. The therapist should then try to interpret this and make sense of the client’s experiences and trace connections of meaning from the present back to childhood and the repressed unconscious material. 

· Dream analysis or the use of clients dreams to provide clues.  In sleep, we are somewhat less resistant to our unconscious and thus we allow a few things, in symbolic form, to come to awareness. Dreams are thus assumed to be the main road to unconscious. They are therefore the evidence of the nature of conflicts, which the analyst searches. 

· The therapist should take note of behaviours that seem to interfere with the therapeutic process. This is called analysis of resistances. These behaviours may include coming late, missing sessions, talking about insignificant things, or bringing up important things just before the end of the session. For example, if the client changes the topic every time you mention his father, this may be a sign that the client  has a problem with his father. 

· The therapist should analyse transference and counter transference.   Transference means the tendency of a client to act towards the therapist the way he or she would act towards significant others, e.g. a parent, the boss, spouse, teacher, etc.  Transference may be positive where the client expresses approval and affection to the therapist, or it may be negative where the client expresses feelings of disapproval and rejection by e.g. criticizing their skills.  By interpreting transference, the therapist helps the client to gain insight of the social origin of their current emotional problems.   Counter transference on the other hand refers to a situation whereby the therapist responds to the client by behaving like the client is the therapists’ significant other. For example, the client may starts seeing his/her mother in the therapist and the therapist may start behaving as if the client’s mother  It is hence important that the therapist has a very clear appreciation of themselves as this may influence the therapeutic relationship negatively. Should this happen, the counsellor should as quickly as possible refer the client to another therapist or counsellor.
II. Humanistic Theory  (Client Centred Model)
According to  humanistic theory, it is the attitude of the counsellor, rather than their knowledge, theories or techniques, that  facilitates change in the client. In other words, the helper, (the counsellor) is extremely important and 
The basic assumptions of  the humanistic approach are:

· Human beings are basically good.  If they behave badly something has happened in their lives to make them behave in this way;
· Human beings have the capacity to solve their own problems when given the necessary conducive climate;
· Human beings are always striving to be the best they can.  They strive for self fulfillment and self actualization.
Humanistic theory is one of the most popular therapeutic approaches in the world.  It was originally referred to as non-directive counselling approach. Under this approach, one of the most popular counselling theories is the client-centred theory developed by Carl Rogers in the 1940s. 

The client-centered model is based on a constructive philosophy which believes that positive behavior change is possible if certain conditions prevail in the counsellor-client interaction. These conditions include the counsellor’s ability to:

· Be genuine with the client;

· Show non-possessive warmth;

· Show unconditional positive regard;

· Show complete acceptance of the client;

· Be non-judgmental of the client;

· Show empathic understanding of the client.

If these conditions are present in the counsellor-client relationship, the client is more likely to get to the core of his or her problem and work toward resolving it. These counsellor qualities may also be referred to as core counselling conditions.
In addition, humanistic theory  according to Carl Rogers asserts the following:

· It is assumed that every organism has a natural tendency not only to maintain itself, (survive) but also to develop, differentiate and grow. The word used to describe this process is called actualization. Actualization implies a valuing process where those experiences that are perceived as maintaining and enhancing are viewed positively. All people are born with a tendency to desire to self-actualize. But as Carl Rogers pointed out, self-actualization requires that one accepts the self first.  

· All people experience some kind of incongruence (or imbalance) between the self and personal experiences. For example, a person can learn to deny their feeling, perhaps claiming that they are not hungry or sexually aroused when they really are, and this leaves them feeling hypocritical and not genuine. This incongruence causes anxiety, which in turn motivates the person to reduce the incongruence by altering the self or reinterpreting the experience. People who have great incongruence however may develop psychological disorders.

· For a person to be congruent, they must receive unconditional positive regard (UPR). That is complete acceptance.  For example, a child who does not get unconditional positive regard from the parents may develop incongruence by denying some of his/her experiences in order to “fit in”. For example a boy who is told that men don’t cry will deny his own experiences of emotional and physical pain to gain parental acceptance. 

· Such conditions of worth may lead a child to become rigid and anxious because of failure to accept their own experiences. They may develop a lifestyle of conformity (doing as others want) and ingratiation (praising others and overly depending on what others say) in order to gain acceptance. This condition of worth can also be said to be that condition under which a person perceives him/herself to be worthy only under certain conditions. 

Goal of Therapy 

The goal of  client-centred therapy is to help clients reduce incongruence, or in other words promote self-actualization, by expressing themselves and accepting their true experiences. The therapist does this through the reflection of feelings, genuineness, accurate empathy, and unconditional positive regard. 

The theory states the process of change in the client requires that the therapist satisfies three core conditions. That is, if the therapist is congruent, is empathetic and gives unconditional positive regard and that the client is at least minimally aware of this, then the process of change will occur. The emphasis is not on techniques of counselling but on the qualities of a therapist.  
What do these mean?
1. Congruence: 

The therapist is genuine and not acting or playing a role. He is consistent, well adjusted in the relationship with the client, open to his feelings and those of the other person, not defensive, and is able to express these feeling freely. The therapist is an active listener, attending to the emotional content of what the client says and restating it back to them. 

2. Empathy 

Accurate empathy is the attempt to understand the others view point accurately as though the therapist were having the experiences himself but at the same time being aware that these are experiences of the other person. As it were, wearing the other persons shoes.
3. Unconditional Positive Regard

This is where the therapist accepts, values, prizes the person and respects him or her without evaluating them. The therapist must remain non judgmental no matter how distasteful they find the clients feelings, thoughts or actions.

Basic Assumptions of Humanistic Theory
Human beings are basically good and they come to the counsellor in a state of incongruence.  The client may seek therapy when they feel helpless, powerless and are unable to make decisions.  Because of the clients being basically good, therapy may make them learn that they can be responsible for themselves in their relationships and that they can learn to be free and gain greater self-understanding.

The counsellor's/ therapist’s role is to create a conducive climate that will help the client become a fully functioning person.  

According to the humanistic theory, the attitude of the therapists, rather than their knowledge, theories or techniques, is what facilitates change in the client.  The helping relationship created by the counsellor allows the client to experience the necessary freedom to explore areas of their lives that are now either denied to awareness or distorted.  The client then becomes less defensive and more open to possibilities within themselves and in the world.

Therapy is aimed at helping by challenging their clients to make changes that will lead to living fully realistically, with the realisation that this kind of existence demands a continuing struggle.  Therapeutic growth is a process and people never arrive at a final or static state of being self-actualised. They rather, at best, are continually involved in this growing process.

Next let us learn about the third theory known as behavioural theory.

III. BEHAVIOURAL THEORY
The behavioral model is based on the premise that preventing HIV transmission requires either reinforcing safe behaviors or changing unsafe ones. Changing unsafe sexual behavior patterns may involve a significant cost to the client (e.g. a wife’s decision to abstain from sex because she is concerned about her husband’s risky behavior may cost her marriage).  

However, it is important to note that  what may be too great a cost for one person may not be too great for another.  For change to occur the benefits must be stronger than the costs and the client must have “self-efficacy,” which refers to a person’s inner resources and confidence in his or her ability to effect change. 

Promoting self-efficacy means enabling clients to increase confidence in their ability to change their sexual behaviors and to acquire or improve behavioral skills associated with risk reduction (e.g., condom use skills or sex negotiation skills).

Healthy behavior change also requires a social environment that reduces or eliminates attitudes and practices of prejudice, discrimination, hostility, and violation of human rights of people affected by HIV/AIDS. The starting point for any behavior change must be the felt needs of the individual and the community. For example, it is difficult to take action on HIV/AIDS when an individual or community’s main concern is an ongoing famine, war or any other catastrophe. 

This theory views the client as both the producer and the product of the environment.  The person is capable of imagining which behaviours are desirable and then working to make those images a behaviour reality.
The theory differs from the psychoanalytic theory which ascribes behaviour to both primordial and unconscious influences in early childhood. It also differs from the humanistic approach in that it ascribes behaviours of an individual to others around him/her or to environmental factors. 

Behavioural  theory explains behaviour in the following three theories:

· Theory of personality

· Development of personality;

· Maintenance of personality

Let us look at each in turn.

Theory of personality

· Behaviour of organisms determines.

· Learning

· Attitudes

· Habits

· Other aspects of personal development

· Personality development is determined by the environment and experiences;
Development of personality

· Environmental variables determine responses of the organism/person.  Once the variables are known, the behaviour can be predicted and controlled.  All behaviour falls under the control of environmental stimuli, there is no such thing as voluntary behaviour.

· Use of positive or negative reinforcers can shape behaviour. Behaviour can be changed by weakening or withholding reinforcement, for example, by ignoring the tantrum of a child or attention-seeking behaviour, a child ceases to behave like that.  This is called  extinction of this behaviour. However, this can take a long time;
· Modelling, that is,  behaviour is acquired by watching significant others;
· Aversive stimuli can result in escape, avoidance, punishment or anxiety.

Maintenance of personality

According to this theory, certain things can be done to maintain desirable behaviour.  
· A series of conditioned reinforcers can be applied. Conditioned reinforcers start out as neutral stimuli but by pairing with primary reinforcers they later strengthen behaviour, e.g.   the use of approvals, affection  and tokens;  

· Reinforcers can be delivered regularly or intermittently in order to modify or achieve a strong behaviour;
· Depriving or satiating an individual with some kind of reinforcement can also be used to mould behaviour.
Next let us look at Egan’s Model

IV. EGAN’S MODEL 

This is a model that was developed by Egan. This model attempts to use the different facets of the various counselling theories to develop an approach that operates in three stages. 

The 3-stage model or framework offered by Egan is useful in helping people solve problems and develop opportunities.   The goals of using the model are to help people to manage their problems in living more effectively and developing unused opportunities more fully. Thus there is an emphasis on empowerment. The person’s own agenda is central and the model seeks to move the person towards action leading to outcomes which they choose and value.

Egan’s model provides a map, which can be used in exploring issues. The model can and should be used flexibly. 

The model works best if attention is paid to Humanistic Theory’s 'core conditions', that is Congruence, Empathy and Unconditional positive regard.
Egan’s model aims to help the client address 3 main questions, which are also the three key stages in the process:

1. 'What is going on?'  (Stage 1)

2. 'What do I want instead?' (Stage 2)

3. 'How might I get to what I want?' (Stage 3)

STAGE I

Step one – The Story
· The counsellor helps client tell their story/stories in their own words with the kind of ideas that enable them to move towards the goal.

Step two – Blind Spots

· The counsellor helps the client break through blind spots that prevent them from seeing themselves, their problems and their unused opportunities. These blind spots include situations that could be similar to the following example:

 A woman has been presenting with recurrent STI’s and keeps insisting that she doesn’t know where they come from because her husband is a good man.
STAGE II

This is helping the patient to select the preferred scenario:
· What do I need/want, instead of what I have now? This includes discussion on what kind of situation the patient would like to be in as opposed to where they actually are. Using the example above, they would discuss the need to be rid of recurrent infections.
· The preferred scenario spells out possibilities for a better future. Again using the above example, this suggests a situation in which the woman is happy and healthy and does not repeatedly have to keep going for medical attention.
Steps of Stage II
Step one: Possibility of a better future

· Help the client use their imaginations to spell out elements of a better future

· In this the client develops some hope.

Step two: The change agenda
· Help client choose realistic and challenging goals designed to manage the key problems and unused opportunities that were identified in stage one.

Step three: Commitments

· Pursue substantial priorities or goals help the client find the incentive that will make them persist until they get what they need and want.

STAGE III: How might I get to what I want
Strategies for Action

· How do I get what I need or want? In this respect, the client has to start thinking about how to protect themselves from subsequent infections.
· This stage defines the work that needs to be done to translate priorities into problem-managing accomplishments. At this point, specific strategic interventions need to be put in place, i.e. telling the husband to go get treatment if he hasn’t, or telling the husband to use condoms after she has explained that she has been having recurrent infections.
STEPS OF STAGE III
Step one: Possible Action

Help client see that there are many different ways of achieving their goals.

Step two: Choosing Best-Fit Strategies
· Help clients choose the action strategies that best fit their talents, resources, style, temperaments and timetable.

Step three: Crafting a plan

· Help client organize the actions they are going to take to accomplish their goals.

ACTION

· Making it all happen.

· Helping clients turn decisions into problem managing action.

Take a look at the graphic depiction of Egan’s model in Figure 1.1 for a summary of the model. 

I hope you now well understand the different theories about human behaviour and behaviour change and how they are used in counselling.   Next, we shall discuss the aims and benefits of counselling, explore the qualities of a good counsellor, and also discuss the importance of  confidentiality.

Stage I



Stage II




Stage III

Current Scenario

Preferred Scenario



Action Strategies
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Figure 1.1: Egan’s Model (Helping Model)

What are the Aims of Counselling

Before you read on do the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
What do you think counselling aims to achieve?    Write down your thoughts in the space provided below.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Now read through the following discussion and see if your ideas are included.

Counsellors encourage people to recognize and develop their own coping capacity, so that they can deal more effectively with problems. 

Whilst the term counselling may be unfamiliar to some, the behaviour is probably common in all cultures. In counselling, we not only help people with their immediate problems, we also help them to recognize and draw upon their own resources, which they can use for the future problems they encounter.

Therefore, counselling is about creating new perspectives and change. The change may be inside the person (helping them to feel differently about a situation); or a change in their behaviour (for example, practicing safer sex) or a change in something in their environment (for example, setting up a support group).

Counselling aims to help people to:

· Understand their situation more clearly;

· Identify a range of options for improving the situation;

· Make choices which fit their values, feelings and needs;

· Make their own decisions and act on them;

· Cope better with a problem;

· Develop life skills such as being able to talk about sex with a partner;

· Provide support for others whilst preserving their own strength.

The Counselling Process
I hope from my discussion so far you can see that counselling is a process that takes place step by step.  Indeed this process has three main stages. 
These are:

· Exploration Stage 

· Understanding Stage (middle stage)
· Action Stage 

Let us look at each stage in turn.
Exploration stage
In this stage:

· the counsellor addresses the client’s questions, for example what are my (client’s) problems, issues, concerns and undeveloped opportunities

· The counsellor helps the client clarify their current difficulties, problems, issues, concerns and undeveloped opportunities;
· Aims to establish a relationship with client so that they feel safe enough to explore the issues that they face by identifying and clarifying problem situations, unused opportunities and the key issues calling for change;
· The counsellor should concentrate on the clients agenda;
· The counsellor should not impose ones own agenda or try to satisfy ones own curiosity;
· The counsellor should stay with the client;
· The counsellor should help the client be specific and to focus on core concerns

Understanding or middle stage

In this stage:

· The counsellor seeks to promote understanding and insights into new perspectives of the problem at hand;
· The client’s questions are addressed to, for example finding out “what do they(client) need or want in place of what they have”;

· The client is assisted to look at the preferred scenario;
· The counsellor reaches a greater depth of understanding with client.  This helps the client determine what he/she needs or wants;
· Extra skills are needed to draw together themes, offer new perspectives and looking at preferred scenario;
· The counsellor helps client determine what he/she needs and wants, provides accurate empathy, works with the here and now (i.e. current situation) , promotes self disclosure, helps set appropriate goals and is genuine in support;
· The client must feel supported yet challenged to face the difficulties ahead;
· The counsellor helps the client to get an idea of which direction they should to go

Action Stage

The aim here is for the client to develop the following:

· A realistic set of choices

· Make decisions and formulate an action plan

· To assist the client implement the plan

· It is the client who chooses the course of action

· Counsellor uses different decision making strategies and problem solving techniques

It is important to understand that the counselling process is not a linear one, that is, it does not necessarily follow these stages in order. The counsellor needs to be aware of which stage the client is at, and when it is appropriate to facilitate moving the client to the next stage. This decision is the client’s; the counsellor offers guidance but does not make the decisions. 

The role of the counsellor is to:
Support the client in the following ways:

· Listening to client; 

· identify the stage the client is at;
· Be able  to move the client into the next stage;  

· Helping the client;
· Understanding the choices that need to be made;
· Considering the options available;
· Helping the client to make her own decision  hence empowering the client;
· Observing confidentiality;
· Developing trust in the client.
The counsellor cannot do the following:
· Take away all the client’s problems;
· Be responsible for the decisions made by client;
· Make decisions for a client, push for a particular course of action or enforce a health policy.
Having looked at the various stages in the counselling process, let us now discuss the qualities of a good counsellor.

Qualities of a Counsellor

Once again before you read on do the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
What qualities should a good counsellor have?  List them down in the space provided.
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Now compare what you wrote with information in the following discussion.

A good counsellor helps the client to analyze behaviour, define problems, and select goals.

For the process to succeed, the counsellor has to demonstrate the following qualities:
· Accurate listening -  this is careful listening that shall be described later;
· Concern - showing that the counsellor takes understanding of the problem;
· Caring -  shows the wish to help;
· Acceptance -  shows non-discrimination and unconditional consideration;
· Understanding  - the client as a unique individual.
This process runs smoothly if the client and the counsellor develop three important things.  These are:
· Effective communication

· Trust

· Cooperation

Confidentiality in Counselling
Have you ever shared a personal and confidential matter with a friend only to find out that he or she has discussed it with other people without your permission? How did you feel?  I am sure disappointed and betrayed!  Well, that is exactly how our clients feel when we breach their confidentiality.
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	Trust is the most important factor in the relation between the counsellor and the person being counselled


Confidentiality is the agreement of the counsellor not to share anything that is said or done in the counselling room with anyone else without the express permission of the client.

The counselling relationship must be built on the understanding that whatever is discussed will remain a private issue until the client decides otherwise.   Confidentiality is crucial to the success of the counselling process. It is one of the most important issues in a counselling situation. 

As health workers, we are bound by the Hippocratic oath to maintain the highest standards of confidentiality. Confidentiality is part and parcel of our standard medical practice to which all patients have a right. Trust is the most important factor in the relation between the counsellor and the person being counselled. Any breach of confidentiality, especially in the context of HIV counselling and testing results may be serious.  When a healthcare worker and a client are clear about the parameters of confidentiality, clients can trust that what they disclose about themselves will remain confidential within the context of the client, the service provider and the treatment team.
Part of the motivation for patients seeking counselling and testing services is because they expect to be served confidentially.  This way, confidentiality is part of what creates demand for counselling and testing services and must therefore be upheld at all times.  
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	Maintaining confidentiality is an important responsibility of all healthcare workers and is essential to establishing and maintaining client trust. 


In the Voluntary Counselling and Testing (VCT) program, testing may be either anonymous or confidential. For anonymous testing, no names are recorded and results do not have a personal identifier. For confidential testing, names or other identifiers may be recorded, but confidentiality of results must be maintained.  All medical records and registers, whether or not they include HIV-related information, should be kept confidential and stored in a safe, secure place.
For Diagnostic Testing (DTC) in clinical settings, results must be confidential, since anonymity would prevent the health worker from providing appropriate care. As with all medical records, HIV results must be kept confidential and shared only with those who need to know to provide appropriate care for the patient.

Clients should be informed that personal and medical information, including HIV test results, may be disclosed to other healthcare providers for the purpose of ensuring that the client receives the appropriate medical care. Healthcare workers should emphasize, however, that only those healthcare workers who are directly involved in the client's care will have access to the client’s records—and only on a “need-to-know” basis. 

If you need to share the results with the client’s partner, the WHO Consensus Statement on Partner Notification for Preventing HIV Transmission specifies that, in such a situation, the health care provider will be required to make a decision consistent with medical ethics and the relevant legislation.
Summary

Well, you have now come to the end of this section.  In this section we have defined counselling and discussed the different types of counselling in HIV/AIDS.  We also looked at different theories of counselling which explain human behaviour and behaviour change, the importance and benefits of counselling as well as the importance of confidentiality.
In the next section we shall discuss basic counselling skills that we need in order to provide comprehensive support to clients and patients.
SECTION 2:  BASIC COUNSELLING SKILLS
Introduction 

Welcome to the second section in our unit on counselling and psychological support in HIV/AIDS.  Certain skills are absolutely essential for a counsellor to have in order to carry out a meaningful counselling session.  Thus in this section we shall discuss the basic counselling skills you need to be an effective counsellor.
Let start by looking at our objectives for this section.

Section Objectives

By the end of this section you should be able to:
· Explain  both attending and responding skills;
· Demonstrate nonverbal skills (SOLER)

· Discuss the concept of self-awareness

· Discuss  the barriers to effective counselling

· Explain some of the attitudes towards PLHA
2.1  Counselling Skills

There are many important skills that contribute to successful counselling. Health care workers need certain basic communication skills that enable us to effectively guide and support our clients. 
In counselling, we use verbal and non-verbal behaviour to help clients through their process of exploration, understanding and action. Infact, these are basic communication skills which we use either knowingly or unknowingly in our day to day life.  

Counselling skills can be broadly classified into two, namely, attending and responding skills. 
Attending skills are those that indicate that the counsellor is actually paying attention to the client.  Responding skills are those demonstrated by the counsellor as they communicate back to the patient. These skills are important as they assist in confirming to the client that they have the full attention of the counsellor. They are also useful for the counsellor when practised appropriately, as they help to move the session along in a meaningful manner, with both parties fully understanding what each means when they say what they say.
Examples of Attending and Responding skills are as follows:

· Attending skills 
i. Social skills

ii. Physically attending skills

iii. Observing

iv. Listening 

· Responding skills

v. Questioning

vi. Paraphrasing

vii. Summarising 

Let us look at each type of skill more closely.

Attending Skills
i. Social Skills

These social skills include greeting people nicely, introducing yourself to the client and allowing the client to introduce themselves to you (mutual self-introduction),  politeness and kindness. 
Politeness skills are the expression of one’s sensitivity to the feelings and opinions of others, of one’s gratitude to others and of one’s respect for others.    Kindness skills involve having good wishes for others and the readiness to do something for others.

Social skills assist to generate trust by showing that one is genuinely interested in the other and is a way of acknowledging other people and what they want to say

ii. Physically Attending Skills

Physically attending skills are demonstrated by the following:
· Sitting position: Sit facing the client in an appropriate position (Be aware of the clients culture and what she may expect of you);
· Posture: Position yourself in a way that shows interest in the client;
· Making eye contact if the client feels comfortable;
· Eliminating any distracting behaviour such as yawning, looking at the wristwatch, narrowing the eyes, raising the eyebrows, harsh tone of voice, suddenly leaning forward, shuffling papers, or turning body away.
As you can see, attending skills are mainly demonstrated by non-verbal body language.  There is an acronym that we use to describe this skills known as SOLER.
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	          What does SOLER stand for?


The acronym SOLER stands for the following:

	S ―
	Sit squarely:  this communicates presence and availability

	O ―
	Open posture: to signify that you are open to the client and to what the client is saying. This is seen by others as a non-defensive posture.

	L ―
	Lean forward:  this is a natural sign of involvement 

	E ―
	Eye contact.  This communicates your presence.  There should be eye contact but this should not be confused with starring. It is a way of communicating your presence, interest and that you want to hear what the other person wants to say.

	R ―
	Relax:  shows you are comfortable with your body and situation.  


Next let us look at other skills that show your client that you are paying attention to them.

iii. Observing

Observing skills are the counsellor’s ability to see the client’s behaviour and pick up non-verbal messages in order to understand experiences. 

Observation can be from three points of view:
· Physically: e.g. body build, physical appearance, level of energy (that is whether client looks fatigued, happy, etc)

· Emotional: e.g. facial expression, posture, grooming;
· Interpersonal: e.g. how they relate to you: positively, negatively, neutrally.
The richest source of data concerning the client’s feelings are from their emotional state i.e. posture, gestures and facial expressions.

iv. Listening Skills

Active listening seems like a simple concept to grasp yet people often fail to listen to one another.  It is the active process of paying undivided attention to what the client is saying and “what they are not saying”. 

Active listening helps establish rapport, trust, and bridges differences; it helps clients disclose their feelings; it helps gather information and create a base of influence; it helps clients assume responsibility.
People want the presence of the other person—not only the physical presence, but also their presence psychologically, socially and emotionally. Listening is an important part of effective communication. 

Listening takes place at two levels.  Firstly at the level of content or words and secondly at the level of feeling.
Complete listening involves: 

· Listening to and understanding the client’s verbal messages

· Observing and reading the client’s non-verbal behaviour—posture, facial expressions, movement, tone of voice;

· Listening to the context—the whole person in the context of the social settings of their life; 

· Listening to sour notes—things the client says that may have to be challenged.

When listening you should:
· Suspend your personal judgment;
· Resist distractions i.e. thoughts, imaginations, noise, views, people; 

· Avoid getting distracted by how the speaker’s says what they say and their mannerisms (such as,  repeatedly touching their forehead);
· Do not think about what to say in response BEFORE the speaker finishes what he/she is saying and; 
· Allow the speaker to express his/her own ideas without imposing your own.
Barriers to listening, both internal and external, should be worked on and avoided. The session should not be interrupted by phones, note-taking, noises and visitors, as important information may be lost, or the person may not discuss the problem.

v.  Reflecting feelings
This involves understanding a client’s emotional responses and communicating this back to him or her. For example, if a client says, “I am worried that I will suffer a lot with HIV,” the counsellor might reflect these feelings back to the client by saying, “You are feeling anxious and fearful about the discomfort and pain that HIV may bring you.”
I hope you know understand how to practice attending skills.  Next let us look at responding skills.
Responding Skills 
Can you remember how I defined responding skills?  Before you proceed do 
the following activity.
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ACTIVITY
Write down the meaning of responding skills in the space provided.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

__________________________________________________________


Now compare your answer to the definition we discussed at the beginning of this section.

You can show you interest and attention with your verbal skills or what we call responding skills.  There are three types of responding skills:
· Questioning

· Paraphrasing

· Summarising 

Let us look at each in turn.
I. Questioning

The type of questions you use determine how the session progresses.  This is because they can solicit answers that are brief, accurate, informative, misleading or vague

There are two types of questions that can be used:

1. Close-ended Questions.

Closed-ended questions solicit a “Yes” or “No” answer. These kinds of questions do not encourage the person being counselled to talk more. For example, a question such as  “Do you have any concerns about taking a HIV/test”   would most probably be answered with a yes or no response.
2. Open-ended questions

These questions allow the patient to express as much information as he feels is necessary when answering a question.  These questions usually have: who, why, where, what, when, can and how at the beginning.  An example related to the example I discussed above would be: “What concerns do you have about having an HIV test”?   This allows the client to explain how they were feeling after the accident.
II. Paraphrasing and Summarizing 
Summaries are brief statements which bring together the key points from a counselling session.  The purpose of summarizing is to help ensure that the counsellor and client understand each other correctly.  The counsellor should review the important points of the discussion and highlight any decisions made.  You should use summarizing through out the counselling session, not only at the end.  Offer support and encouragement to clients to help them carry out the decisions they have made.  
Paraphrasing involves restating something that a client has said using different words in order to make clear what the client is saying. How you word or paraphrase is guided by the client’s voice and body language. One needs a good memory and a good command of vocabulary to paraphrase accurately.  For example, if a client says, “I’m not able to tell my partner about my HIV test result,” the counsellor may paraphrase by saying, “Talking to your partner about your HIV test result sounds like something that you don’t feel you’re able to do.” Counsellor can then say, “Let’s talk about that”.
There is another acronym that we can use to remember these two responding skills. It is known as ‘CLEAR’ and stands for the following
	C ―
	Clarify what you say. Explain you point clearly so that the patient can understand

	L ―
	Listen to you patient and show them you are listening by giving them you attention and not getting distracted while they are talking

	E ―
	Encourage the patient to speak freely by asking open-ended questions. 

	A ―
	Acknowledge what your patient is saying. Let them feel that what they say is important and valuable, or that it was okay for them to talk to you

	R ―
	Reflect and repeat  what the client has said on order to enhance your understanding of what he/she has said


Well, we have now reviewed the basic counselling skills including social skills, physically attending skills, observing, listening questioning, paraphrasing and summarizing. I hope you now have a good understanding of the counselling process and the basic counselling skills that you need in order to be effective.  
It is important for us to appreciate that both you and the client are individuals, each of whom have a basic understanding of themselves.  This basic understanding affects  how you both interact with the outside world.  Therefore , all the above skills must take place in the context of the understanding of ourselves. For this reason, it is important to have a clear concept of ourselves. This will help us as counsellors to deliver services from a non-biased view and identify gaps in the clients’ image of themselves that needs to be reinforced in order to help them cope with the challenges of everyday life, and crises. Therefore we need to look at the concept of self-awareness.
Self Awareness  
Counselling requires that the counsellor be clear about their weaknesses, strengths, fears, anxieties, and doubts. All of these can hinder or facilitate working with clients. Therefore, health workers who provide counselling must continuously engage in a process of self-exploration. They should be aware of themselves, how others affect them, and the effect they have on others.

Before you read on do the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
What is self awareness?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________


Now confirm your answers as you read the following discussion.

Self awareness is a life skill that is practiced and perfected and applied to overcome the day-to-day challenges of life in a more positive and effective way.  Self awareness also affects one’s view of oneself in the context of either being HIV infected or not being HIV infected. 
To be effective, counsellors need to know how they themselves function emotionally. Just like the clients they see on a daily basis, counsellors must face their own inner feelings about HIV/AIDS. If counsellors are not in touch with themselves, they cannot help others effectively. 
The value of being self-aware is to initiate self evaluation and self exploration of the clients training to be agents of change in other people.
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	What are the key aspects of self awareness?


The key aspects of self awareness can be summarises as follows:

	Self-concept


	The total composition of beliefs and feelings that is held about oneself at a given time, formed from the internal perception and perceptions of others' reactions

The self-concept or self-identity is the mental and conceptual awareness and persistent regard that beings hold with regard to their own being.

	Ideal self
	This may be the person we would like to be; e.g. composed, calm, rich, etc

This may be wanting to be different in certain aspects; e.g. to be totally different from now on, to be someone else who is strong, brave, etc

The greater these feeling the lower our self esteem

	Self esteem


	How we evaluate our image or the value we attach to a particular characteristics. The way we accept ourselves fully including our faults.

	Self image


	This is how we view ourselves and our roles and may have to do with who we are; our social roles, personality traits, etc

	Body image


	How one perceives their body to be; I am brown, I am thin/ fat, I am ugly, etc. 

These perceptions maybe in the public domain, the private domain or the hidden domain.


A person’s view of oneself (self image) can be seriously affected by his/her HIV status.   Normally, for most people the various facets of self awareness are well balanced when they are HIV negative or before discovering that they are HIV infected.   However, this  balance may be affected when one tests HIV positive and this may result in maladjustment in behaviour. 
Our sense of self-awareness can be captured in three different domains.  

These are:

· the hidden domain;

· the private domain;

· the public domain.

These three domains illustrate four key aspects of our sense of self-awareness, namely self-esteem and self-image, ideal self and body image. 
Our hidden domain contain those aspects of our lives that we do not want anyone to know, e.g. something about our ancestry. 
Our private domain contains those things that we do not mind those who are close to us knowing but are still generally not widely know, e.g. fear of public speaking. 
Our public domain consists of things that we have no problem with everyone knowing about ourselves e.g., the fact that we may be married. 
When we are well balanced, each of these aspects occupies appropriately its own quadrant in a graphical representation. In the context of HIV infection these have been captured and it can be noted that there is imbalance in the quadrants when there is HIV infection.

The drawings below illustrate the changes before a diagnosis of HIV infection and after HIV diagnosis. 
Before HIV infection



After HIV infection







Figure 2.1: Self awareness before and after HIV testing
As you can see from the above diagram, when we are HIV positive, our sense of self image, self esteem and body image are distorted. The ideal self remains constant.  The self esteem is usually substantially distorted, usually depending on the negative feelings that the individual often experiences.  The sense of body image and self image tend to increase due to heightened awareness of our condition (HIV/AIDS) and what we feel/think people see of us.   What we feel was our private domain becomes smaller at the expense of the hidden domain, which becomes bigger.  This is because we have more issues being hidden. We may also have the sensation that our public domain has increased leaving us feeling more exposed. 
This may lead to maladaptive behaviours like hiding or withdrawing from other people as we feel ashamed of what we have become and of what people will say about us. The role of the counsellor is now to attempt to bring a balance between all the aspects of self-awareness in terms of our ideal self, self image, body image and self esteem, while appreciating the hidden, private and public domains and also bringing them back into balance.

If we can understand our illness and accept it, we are in a better position to now accept whatever changes have taken place and improve our self-esteem and re-evaluate what our self image and body image and bring things back to balance.

The counselling process would therefore be about bringing about balance in the sense of self-awareness, in the present situation so that the individual can go about the activities of daily living with appropriate self-esteem, self-image an appreciation of what they can realistically be in the sense of an ideal self with an appropriate body image. This appreciation will be held in a balanced manner in the hidden, private and public domains of the individual.

Barriers To Effective Counselling
While it’s important for counsellors to be knowledgeable and have the right skills, it is equally important for them to be very clear about the barriers that hinder effective counselling.  Some of these barriers may be as a result of beliefs and practices maintained around the counselling session.
In order for a counsellor to be effective, s/he must avoid the barriers to counselling. Below are a number of actions that an effective counsellor can take or practice in order to minimize the barriers.
These actions involve using some of the skills that we have already discussed:
· Believe that HIV prevention counselling can make a difference in preventing and controlling HIV for the individual, the family and the community;
· Use active listening skills;
· Balance well selected open-ended questions with statements, summaries, and reflections that guide the session and maintain the focus on risky issues;
· Be comfortable discussing specific HIV risk activities;
· Be able to remain focused on risk issues;
· Be able to help a client develop a realistic and relevant risk reduction plan;
· Continue to reflect on and consider the quality of his or her sessions;
· Be interested in learning new counselling skills and approaches;
· Invite ongoing supervision – this means being able to share with a peer counsellor or with a counselling supervisor, issues that have been addressed in counselling sessions with a view to relieve anxiety after the stress of work, learn new skills from how others have tackled similar issues and identify shortcomings in the session that should not be repeated. This session is not one for sharing with the public, issues that the client raised. They are very specific confidential sessions to assist in the counsellor’s growth in their counselling skill.
Counselling Guidelines and Session Essentials, 

While conducting a counselling session remember to always:

· Demonstrate professionalism and maintain rapport throughout the session;
· Convey to the client that his or her confidentiality will be strictly protected; 

· Speak with the client at his or her level of understanding;
· Conduct an interactive session focused on risk reduction (i.e. both the counsellor and the client contribute to the discussion);
· Clarify important misconceptions but avoid extended talk on issues not related to risk;
· Stay organized and avoid counselling outside the protocol’s structure;
· Know that it is all right to tell the client you will be covering something later;
· Avoid collecting data about the client during the counselling session.
Common Counselling Mistakes 

The principles of counselling are easy to learn but difficult to apply and service providers can easily make mistakes, such as the following:

· Controlling rather than encouraging the client’s spontaneous expression of feelings and needs; 

· Judging, as shown by statements that indicate that the client does not meet the service provider’s standards; 

· Moralizing, preaching, and patronizing—telling people how they should behave or lead their lives; 

· Labeling, rather than finding out the person’s motivations, fears and anxieties; 

· Reassuring unwarrantedly—trying to induce undue optimism by making light of the client’s own version of a problem; 

·  Not accepting the client’s feelings—saying that they should be different;

· Advising, before the client has had enough information or time to arrive at a personal solution.

· Interrogating—using questions in an accusatory way; ‘why’ questions may sound accusatory.

It is therefore important for you to be aware of these common mistakes so that you can avoid them and constantly seek to improve your skills. 

Attitudes of Persons living with HIV/AIDS 

People living with HIV/AIDS may have some of the following attitudes:

1. Fear – Persons infected with HIV may have fear of dying, fear of isolation from the rest of society and fear of the unknown due to uncertainty of disease progression. 
2. Guilt  - Guilt is the awareness of having done wrong and the accompanying shame and regret.  
3. Anger -  which may be directed at themselves for being infected with HIV, at others who infected them or at God for allowing it to happen.

4. Loneliness may develop due to the fear of disclosure and the feeling that others may not understand their predicament. 

5. Depression – this may be accompanied by feelings of hopelessness that may trigger thoughts of suicide. 
6. Denial especially early in the disease when the PLWHA finds it difficult to believe they have the infection 

The community at large may also have negative judgemental attitudes and condemnation with statements such as “You are promiscuous” or “You are a sinner”.  Key among these attitudes is stigma, which refers to unfavourable attitudes and beliefs directed towards/against someone or something because of their condition. A consequence of stigma is discrimination, which is the treatment of an individual or group with partiality or prejudice because of his/her condition or HIV status.

Impact of stigma
· Reduction of disclosure. People are unwilling to reveal their HIV status. 

· Fear of stigmatisation has pushed the epidemic underground in some places, making people afraid of testing & mistrustful of health worker’s ability to keep results confidential.
· Isolation & social exclusion and consequently HIV positive people experience constant fear of being discovered and enduring further isolation, remorse & guilt.

· Individual or family’s loss of children, property, housing, jobs

· Eviction from family and/or community

Summary
You have now come to the end of this section on basic counselling skills.  In this section you have learnt the skills that you need to become an effective counsellor.  We hope you have enjoyed going through this section and that you have found it informative.  Look back at the objectives at the beginning of this section.  Have you achieved them all?  If you are not sure about any, go back and review the particular section again.   If however you are confident that you have learnt the material of this section, do the following self test.  
Section 3: Introduction To Voluntary Counselling And Testing (VCT) And Diagnostic Testing And Counselling (DTC)
Introduction
Welcome to the third section of our Unit on counselling and psychological support.  Earlier on in Section 1, we talked about the different types of counselling in HIV/AIDS and  mentioned pre-test and post-test counselling. These will now be applied in this section as we learn about Voluntary Counselling and Testing (VCT) and Diagnostic Testing and Counselling (DTC).
Let us start by looking at our objectives for this section.

Section Objectives

By the end of this section you should be able to:
· Differentiate between VCT and DTC;
· Understand the core principles of VCT;
· Appreciate the types of VCT;
· Understand the components of VCT;
· Appreciate the benefits of knowing ones HIV status;
· Understand the DTC process.
Let us start by discussing the definition of common terms.
In the first section of this unit, we defined HIV counselling.  Can you remember what we said?  Remind yourself by doing the following activity.
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ACTIVITY
What is HIV Counselling?  Write down its definition in the space provided.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Definition of VCT and DCT.

The WHO defines defines HIV counselling as a “confidential dialogue between a client and a counsellor aimed at enabling the client to cope with stress and make personal decisions related to HIV/AIDS”.

What is VCT?

Voluntary Counselling and Testing is an HIV/AIDS intervention strategy in which clients are voluntarily counselled and upon consent, tested for HIV. The test is voluntary, anonymous, rapid, accurate, and provides same day results especially where simple rapid tests are used. Both pre-test counselling and post-test counselling are given to clients. 

What is DTC?
Diagnostic Testing and Counselling (DTC) is the process of preparing patients for a HIV test within health care settings. The underlying principle is that clinicians or health care providers have a duty to provide patients who present with signs and symptoms of HIV related illnesses, with an accurate and a complete diagnosis, and with appropriate advice about management of this condition. The emphasis here is on the patient knowing his/her HIV status as a way of improving treatment outcomes. DTC is initiated by the health care provider.
Now that you understand what these terms mean, let us find out what VCT is all about.

Voluntary Counselling and Testing (VCT)
VCT is a client-initiated HIV intervention where the client seeks to know his/her sero-status and this helps them in planning their future.  It is based on the theories of  human behavior and behavior change which we discussed in Section 1 of this unit.  VCT is a prevention intervention strategy with a two pronged approach to HIV/AIDS Care.    These are:

· By giving an individual knowledge on their HIV sero-status they are empowered to make decision that will both allow them to change their behaviour to reduce their risk of contracting HIV/AIDS and/or spreading it to other.

· Knowledge of HIV status provides clients with an entry point to care and support.

VCT is conducted according to the following principles:

· Voluntary  - that is a  client makes the choice to be tested out of their own will, without being coerced; 
· Informed consent – the client agrees to take the test after knowing and understanding the implications;
· Confidentiality must be protected

· Post test supportive counselling and services are provided.
As such, VCT can only be carried on people who have reached the legal age of consent i.e. adults and mature minors. Young people between 15 and 18  who are married and/or pregnant are considered “mature minors” who can give consent for VCT, though  the counsellor makes an independent assessment of the minor’s maturity to receive VCT services.

Benefits of VCT Services

Once again lets us with your ideas.  Before you read on, do the following activity.
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ACTIVITY
List down the benefits of VCT services.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




I believe your list included the following benefits of VCT services:

· It assists  individuals to make better decisions about their sexual behaviours and reduce transmission risk;

· It provides prevention counselling, which  helps to reduce sex partners, increase condom use, reduce incidence of STIs, reduce Mother-to-Child Transmission of HIV (MTCT) and generally make people more aware of HIV/AIDS and take steps to avoid it;

· If people know they are HIV positive, they are more likely to adopt safer sex, reduce partners and risky sexual behaviour and so reduce transmission to others;

· It provides early access to care (opportunistic infections and TB), and  support services  therefore reducing ill health.

· It provides confidentiality and thus more people are able to come for testing. And the more people learn of the confidentiality available in VCT, the more this will create demand for the services.

· In the long term, the spread and use of VCT services will result in reduction of stigma, more clients will get HIV results hence HIV will become normalized i.e. people will view it as an ordinary condition.
	What VCT is Not:

· Not for clinical diagnosis (not a medical event). This means that voluntarism in VCT is critical;

· Not to find out who is HIV positive within the community (quarantine them);

· Not to find out statistics on HIV infection in the community;

· Not for mandatory testing (employment, visa, insurance).




Types of VCT Services

There are two types of VCT services offered:

i. Confidential - A confidential service is where the client’s name is recorded, but his or her medical information is kept confidential.  A confidential site is preferred when there are on-going treatments and/ or other services provided to the client.   The client is given a unique identifier which protects their confidentiality by keeping the client name and HIV test results separate.

ii. Anonymous - The client’s name is never recorded at an anonymous site. An anonymous site is preferred when there are no follow-up services or treatment provided at the site.
Methods of VCT Delivery ( Approaches to VCT)

There are 3 modes of delivery of VCT:

1. Integrated VCT Centres ― these are part of existing health care facilities, that extend their services to include VCT, for example in a hospital;  

2. Stand-alone VCT Centres ― an example of this is a VCT site that is set up within a non-medical setting e.g. in a building in town, and provides only VCT services.

3. Mobile testing and self testing – These approaches are being  developed in Kenya .

Pros and cons of integrating VCT into existing health facilities

	
	Advantages
	
	Disadvantages

	1. 
	HIV testing becomes more of a routine event in the health care system
	1.
	An inadequate number of staff  may be dedicated to HIV/VCT service provision 

	2. 
	HIV/VCT potentially becomes a more sustainable service.
	2.
	The focus is more on medical diagnosis rather than HIV/VCT for social reasons 

	3. 
	Less stigmatizing service
	3.
	Clients fear a lack of confidentiality

	4. 
	Health care workers involved in prevention
	4.
	Other medical staff may confuse VCT with other blood testing facilities

	5. 
	Can attract people who would not go to stand alone sites 
	
	

	6. 
	Allows more direct referrals from VCT to other departments
	
	

	7. 
	Easier to access by people using other health services i.e. anti-natal or STI services.
	
	


Pros and cons of stand alone VCT Sites 

	
	Advantages
	
	Disadvantages

	1.
	Confidentiality
	1
	Site could be stigmatized

	2.
	Increased uptake by people who are not using other medical services.
	2.
	Sustainability may become a problem

	3.
	Easier to be anonymous 
	3.
	Requires dedicated/designated staff specifically for the site (VCT alone)

	4.
	Hours can be more flexible
	4
	Less easy to refer onwards to medical support

	5.
	Not so reliant on the good will of other medical personnel.
	5.
	May be seen as less competent

	6.
	Independent
	
	


Steps in VCT Counselling

You will recall that in Section 1 of this unit we discussed the different types of counselling in HIV/AIDS. Can you remember all of them?  We classified them into:

· Preventive counselling

· Pre-test counselling

· Post-test counselling

· Supportive counselling

· Crisis counselling.

Before you read on do the following activity.  It should take you five minutes to complete.
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ACTIVITY
What is pre-test counselling?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

What is post-test counselling?

_____________________________________________________________________

_____________________________________________________________________




Now compare your answers with the information given in Section 1 of this unit.

We shall discuss the steps in pre-test and post-test counselling.
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	Nobody should be handed a HIV test result without appropriate counselling, both pre-test counselling and post-test counselling.




  Steps in Pre-test Counselling

The VCT process of pre-test counselling is made up of the following steps:

· Introduction and Orientation

· Risk assessment

· Prevention counselling
· Test decision counselling
See Figure 3.1 for a summary of the pretest  steps.

Risk assessment - here you assess the following:
· What is the main reason for being tested;
· What is the incident or pattern of risk

· What kind of communication exists with partners;
· Identify triggers to risk behaviour/ vulnerabilities/ circumstances 

Prevention counselling:
· Review previous risk reduction actions;
· Identify obstacles to risk reduction;
· Place risk in larger context of clients life;
· Enhance communication with partner;
Test decision counselling
· Discuss understanding of positive / negative results;
· Identify  with whom the client has shared their test decision;
· Discuss benefits of testing; 

· Discuss positive living.


Figure 3.1:  Summary of Pre-test Steps.
Steps in Post-test Counselling

Post-test counselling is counselling that is given immediately after the test.  Post test counselling should be offered, regardless of the test result.  The steps are summarised in Figure 3.2. below.

When HIV test is negative

· Explain issues of the window period (explain result in light of most recent exposure).
· This means that the client may have to take another test after the window period is over, just in case s/he got infected on or just before the test day, and may seroconvert afterwards

· A negative result should never be looked at as a license for taking risks.

When HIV test is positive

· Make sure client is ready to receive the result;
· Find out if client had a pre-test session, if you weren’t the one who offered the pre-test session (this may occur in DTC);

· Assure confidentiality;

· Reveal the result;

· Offer HIV Positive result counselling;

· Address partner disclosure and referral;

· Provide further support, referrals.
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Figure 3.3.  Summary of VCT Post-test Steps.
When client has received a positive HIV result:

· Observe and assess your client’s emotional state;
· Address client’s needs and concerns as driven by the client;

· Discuss survival skills and strategies for positive living;

· Discuss disclosure;

· Refer for further counselling;

· Encourage the client to return for sessions of supportive counselling;

· Discuss PMCT if it is appropriate;

· Discuss prophylactic treatments.
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	What are the benefits of knowing one’s own HIV status through a VCT?


There are a number of benefits of knowing ones HIV status through a VCT.  These are:

· A VCT provides people with good, personalized information about HIV/AIDS, it allows them to learn their status and while receiving VCT services, a client can be referred for care and treatment services if necessary;
· Routine perinatal VCT is also beneficial: the value of a woman knowing her HIV  status at that time is higher than the aggregate risk of not knowing at all; 

· It promotes and sustains behaviour change;
· It links with MTCT, STI, prevention of TB and other opportunistic infections (OIs);
· It facilitates early referral to care and support including access to Anti-retroviral therapy;
· It improves quality of life and assists in reduction of Stigma.

I hope you have enjoyed our discussion of the services offered at the VCT.  Next, let us look at the services offered at the DTC.
Diagnostic Testing And Counselling (DTC)
Start by doing the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
What is the difference between VCT and DTC?
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________


Well done!  I am sure your answer included the following ideas.

In VCT the request for testing  is initiated by the client themselves.  While in DTC  the test is requested by the health worker as part of diagnostic routine for patients who present with HIV related symptoms. It is performed in a healthcare settings. 
In the healthcare settings, a client may present with symptoms that may be related to HIV, although he/she may have come with a different non-HIV diagnosis.  If the health worker finds that the diagnosis is consistent with one of the many opportunistic infections that present in HIV/AIDS, then they should request for diagnostic testing.
In DTC, the health care worker prepares the patient for the HIV test within health care settings.  The health care worker  explains to the patient all the relevant information about HIV, e.g. how HIV is transmitted, opportunistic infections, dispels myths and misconceptions about HIV, and finally talks about how HIV relates to current condition.  Options for positive results and for negative results are explored.  .

The aim of DTC is to enable the patient and the health workers to know the patient’s HIV status, in order to improve the health care interventions, with the overall goal of improving the treatment outcome.  The counsellor informs the patient what options are available to him/her after the results, (whether negative or positive). The counsellor explains the testing algorithm to be used (sequential tests used and in what circumstances), the meaning of both types of results (so that there is no misunderstanding later). The counsellor informs the client of their right to decline the test
If the test result is negative, the counsellor helps the client to identify ways to maintain their negative HIV status.  

If the test result is positive:

· the counsellor helps the client to access medical follow-up and referrals necessary to help clients “live positively”;

· The counsellor also supports the client in informing his or her partner(s) about his or her HIV status; 

The catchment population of clients coming to our health facilities is made up of  people already presenting with certain symptoms.   As you well know,  HIV/AIDS also presents with a very wide spectrum of symptoms.  Therefore the testing algorithm used at the  DTC is designed to be able to capture the HIV positive test outcomes as much as possible, thus maximizing the probability of a true positive result, while minimizing the probability of a false positive.
The Diagnostic Testing and Counselling  Process.
Figure 3.4 below shows the process that is  used in DTC. 
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Figure 3.4:  DCT process
Summary
In this section we have discussed the services provided at both the VCT and DCT.  I hope you now understand the difference between the two and the process of conducting pre and post test counselling.  
In the next section we shall discuss counselling needs of special groups in HIV/AIDS.

Section 4:  Counselling Special Groups In HIV/AIDs
Introduction 

Welcome to the fourth section in our unit on counselling and psychological support in HIV/AIDS.  Counselling is a dynamic tool that can assist various people with different needs and problems.  As a counsellor you need to have the qualities discussed in Section 2 that will enable you to identify and explore issues of the client with special needs. Counselling clients are unique individuals who should be treated as such.  However, individuals can also be grouped into certain categories that require special considerations. Such groups include couples, groups and youths.  In this section we shall explore the characteristics of these groups and their different needs.  
As usual, let us start by looking at our objectives for this section.
Section Objectives

By the end of this section, the trainees will be able to:
· Identify the needs of special groups, namely:

· Children

· Youth and adolescents

· Couples

· Pregnant mothers in need of Prevention of Mother-to-Child Transmission of HIV(PMTCT)

· Describe the characteristics that make these groups special;

· Discuss suicide in the content of HIV/AIDS.

Who Are The Special Groups?
‘Special groups’ refers to those populations of people who require special attention because of their unique attributes and individual requirements, which set them apart from the general population. 
Before you read on do the following activity.  It should take you 5 minutes to complete.
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ACTIVITY
Which groups in society require special attention in the context of HIV/AIDS?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Now compare you list with that given in the following discussion.

Special groups include the following people in our communities:

· children, 
· couples, 
· pregnant women, 
· adolescents and 
· the physically challenged (deaf, blind or mentally disturbed).

Part of what makes these sub-groups of society special is their vulnerability to diseases, violence, abuse and their generally poorer access to information, resources and care, especially in disadvantaged places. One particularly special aspect of counselling to special groups is disclosure of HIV status, especially to children. We shall now explore the aspects that one has to keep in mind when offering counselling to these special groups.
Children

More and more children born with HIV/AIDS are now surviving into middle childhood and adolescence. Studies suggest that children who know their HIV status have a higher self-esteem than children who are unaware of their status. This especially goes for those children who tend to develop sickness early in the course of their illness. Similarly, parents who have disclosed their status to their children, also often experience less depression than those who do not. 

Disclosure of HIV infection status to children and adolescents should take into consideration their age, psychosocial maturity, the complexity of family dynamics, and the clinical context.

The American Academy of Paediatrics recommends the following for disclosure of HIV infection/AIDS status to children and adolescents:

1. Parents and other guardians of an HIV-infected child should be counselled by a knowledgeable health care professional about disclosure to the child of their infection status. Issues discussed during such sessions will need to be re-emphasized throughout the course of the child’s illness.

2. Disclosure of the diagnosis to an HIV-infected child should be individualized to include the child’s cognitive ability ( the child’s intellectual thinking level), developmental stage ( referring to their stage of physical development- i.e. early, middle or late  childhood), clinical status ( the level of disease progression), and social circumstances ( the situations in which they live).

3. In general, younger children, especially when unwell, are most interested in learning what will happen to them in the more immediate future. They do not need to be informed of their diagnosis, but the illness itself e.g. the rash or the diarrhoea, should be discussed with them.  As children grow older,  however, often curiosity will start getting the better of them and they will start asking questions, or not asking questions, that will suggest that they have started having an idea what they are suffering from. At this point, it requires careful exploration, on the part of the healthcare worker, to work with the child to find out their level of knowledge with a view to full disclosure. This should never be forced onto a child. If children are informed of their diagnosis, considerable effort should be directed toward finding out and addressing their fears and misperceptions (false beliefs).

4. Many professional counselling bodies strongly encourage disclosure of HIV infection status to school-age children. In other words, they encourage that the child should be told their status. The process of this disclosure should be discussed and planned with the parents in order to get their cooperation and support and may require a number of visits to assess the child’s knowledge and coping capacity. 

Older children have a better capacity to understand the nature and consequences of their illness. Major effort needs to be directed to assisting the child cope with the illness. Children who have symptoms of illness, particularly those requiring hospitalization, should be informed of their HIV status. This is also because the likelihood of children ‘accidentally’ finding out about their status in a heathcare setting like a hospital or health center is high. Disclosure should ideally be conducted in a quiet room with parent(s) and by healthcare workers with knowledge in providing counselling support for both the child and the parents. 

In some health care settings, support groups for children (like children’s post test clubs) assist in helping the child cope with their condition and help the children to cope on a day to day basis. During the activities at the support groups, the abilities of the child to cope in various situations can be explored by a supervisor (who may be a knowledgeable counsellor, nurse, social worker, occupational therapist among others) who may be able to identify shortcomings and address them. Further, other children in the support group can also help sharing experiences and very often, this is actually the best way for the children to learn. 

In case of accidental disclosure (e.g. when the child overhears information about his/her HIV/AIDS status inadvertently) more counselling support is needed as in such circumstances the effect of the unplanned disclosure could be very traumatic to the child. This will involve spending more time with the child, finding out about theirs fears and even anger, as they sometimes harbour very deep seated resentment, even towards the parents or guardians.

Adolescents

	[image: image24.png]


ACTIVITY
How would you define adolescence?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Now confirm your answers as you read the following discussion.

Adolescence describes a period in a child’s development from the onset of puberty, when he/she starts going through physical, emotional and psychological changes, as they develop towards maturity (also known as adulthood).  On average the period of adolescence lasts about 6 years. It starts at different ages; usually between the ages of 11-14yrs up to 18-20 yrs of age. Occasionally, some may start earlier than 11 years of age while others may end later than 20 years.

Why should we focus particularly on youth?

The youth are a very special focus group for several reasons. These reasons include:
· Many  young people think that they are not at risk of HIV and that HIV testing is for sick people;
· Young people do not want others, especially their parents, to know that they have been tested for HIV;
· Peer pressure, lack of assertiveness, low self-esteem, poor sexual identity, risk taking, boundary setting and limitations, substance abuse, sexual exploration , poor family relation ships, sexual abuse and domestic violence, pregnancy and unsafe abortion, STI/HIV disclosure, lack of family planning (FP) all affect young people making them especially vulnerable to getting infected with HIV.

General principles of counselling adolescents

The following are some general principles that should be observed when counselling people in the adolescent age group.

· Try to ensure that all the information given during the session, especially regarding their sexuality is understandable and appropriate to the mental and emotional development of the adolescent;
· Indicate (and ensure that as a counsellor or one doing the counselling) you will discuss and maintain confidentiality. Explain its limits with regard to sexual abuse, suicide, etc. This means that at some point, depending on the severity of the problem, you, as the counsellor, may have to discuss it with someone else , especially if the situation is life threatening or outside the law;
· Discuss the aspects of normal growth and development, and how they affect the young person’s view of life, influencing risk-taking behaviour and the tendency to rebellion.

· Remain open to dialogue around the adolescents’ current issues of concern and areas of misinformation;
· Explore the teenagers’ skill levels, especially in such areas as decision-making.  In other words specifically go on to discuss the adolescents decision about sexual activity using vocabulary that they will understood. Try to be culturally sensitive but at the same time avoid being shy, apprehensive or non-specific, especially on matters of sexuality.  As the counsellor, you may be uncomfortable around sexuality education in general or in specific areas but you may still be able to provide counselling effectively, if you follow culturally acceptable terminology and language. Repeat information and discussion a number of times to be effective and to ensure there are no gaps of knowledge;
· Be aware of appropriate community practices (i.e. what the community does when they have to address a problem beyond their present means, e.g. dealing with a violent drug-addicted young man or a person who makes a young girl pregnant), and when appropriate make referrals. This referral would be to someone who has more knowledge or expertise on specific issues that came up in the counselling session than you;
· Be available to talk to adolescent clients. Adherence (or in some cases compliance) to either medical or psychological plans that have been set up during the session are strengthened by an on going, trusting relationship with the health care worker;
· Regular contact can be key in building a strong adolescent-counsellor relationship.

Negotiation for safer sex

Issues of sex are important to address and especially in this age group. Adolescents and young adults currently represent a very high percentage of new infections and especially among the female adolescent and young adult. 
Negotiations for safer sex should be approached from the following context:
· Negotiation is a discussion with another person, in order to reach an agreement on a specific issue.

· Negotiation for safer sex is introducing the subject of safer sex (or the use of protection during sex) to a partner, in relation to issues of HIV infection (or re-infection), sexually transmitted Infections, and/or pregnancy.  In order to negotiate for safer sex, the youth needs certain skills. These include communication skills, decision making skills, assertiveness skills, self-awareness and of course condom use
· Adolescents should know their HIV status. They should be fully informed to appreciate consequences for many aspects of their health, including sexual behaviour. The approach to all this should be in line with culturally acceptable practices.

Health care workers should also encourage adolescents to involve their parents in their care, if this is culturally appropriate.

Couples 

A couple is a collective unit representing more than one individual.  As you are already well aware, HIV/AIDS is a disease of the family, community & society.  The couple is the backbone of the community a critical part of the community members who are affected by HIV/AIDS. Many people that get infected with HIV actually get it through couple unions. However, some of the most resistant people to accept HIV/AIDS interventions (like Voluntary Counselling and Testing) are members of couple unions. In order to assist couples to  plan effectively for the future, both partners ought to know their HIV status. 

Sometimes, members of couple unions may find it difficult to approach their partner(s) and inform them of their own HIV status if they have taken the test individually. They also may find it difficult to encourage their partners to get tested (even if they themselves have tested negative for HIV). 

It may similarly be difficult for a counsellor to offer HIV-related counselling to a couple, especially if the couple has their own conflicts, fears or suspicions of each other. For this reason, offering counselling to couples requires some unique skills.

Couple VCT services also enhance opportunities to prevent mother to child transmission of HIV.  As you can see from Table 3.1, 44.3% of couples who come for testing seek the services because they want to marry.  
Types of Couples who Seek VCT Services.

There are many different types of couples who seek VCT services.  These include 

· Pre-sexual partners

· Dating or engaged partners;

· Couples who are separated/ seeking reunion;
· Married couples;
· Cohabiting sexual partners.
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	What is a discordant couple?


Discordance in HIV means a different HIV status within a couple.  Therefore a discordant couple is one in which one partner is HIV positive while the other is HIV negative.  

Discordance does not necessarily imply unfaithfulness.  Most couples get into a relationship already discordant.  A couple can still be HIV discordant even after months or years of unprotected sex.  However, the negative partner is not immune to HIV and without protection he or she will become infected at some time.
What are the benefits of Couple Counselling?
The benefits of Couple Counselling include:

· Improves rates of disclosure as they are very low in individually-tested persons;

· Provides an the opportunity to encourage men to practice safer sex;

· Encourages male responsibility to protect health of partner and family;

· Reduces “blaming” the woman;

· Identifies discordant couples as transmission risk is highest in steady discordant relationships;
· Improves the couple’s ability to cope with breastfeeding decisions 

· Enable an HIV sero-discordant couple to know their status and plan their future in view of their HIV sero-discordant state;

· Improves condom use among discordant couples.  dscordant couples have been shown to increase their usage of condoms.

· Assists the couple to develop a long-term plan;

· Helps to prevent HIV infection in discordant couples; 

· Helps the HIV-positive partner to live positively with the infection.
What motivates couples to remain united?

1. Shared interests
· Children

· Property

2. Companionship

3. Resigned to staying together

4. Sexual satisfaction

5. Fear of:
· disease including HIV

· ridicule

· breaking family (nuclear and wider family)

Skills needed to offer HIV-related counselling to couples

a) Self-Awareness

The counsellor should have self awareness of his/her own beliefs, biases, feelings, perceptions and reactions towards couples. This may include the appreciation of whether two unmarried people may have sex. Any attitudes or biases against this kind of scenario can negatively influence a counselling session. Therefore, the person counselling such groups of people needs to be clear about themselves first before ending up imposing their own values or belief systems on the couple and  thereby doing more harm than good.

Counsellor self-awareness helps in a counselling setting by:

· Assisting the counsellor to provide high quality service to the couple;
· Ensuring the counsellor’s beliefs and experience do not influence his/her interaction with the couple;
· Reducing the potential for the counsellor to bias the client’s decision;
· Helping the counsellor understand that he/she is not responsible for the couple’s test result;
· Allowing the counsellor to really hear and understand couple issues and concerns and to offer genuine empathy and support.

b) Capacity to tolerate intensity

Couple relationships are dynamic and complex and the counsellor is expected to work with the couple to address difficult and emotionally-laden issues.  The counsellor needs to have the capacity to tolerate this intensity and maintain a reasoned and supportive stance with the couple.   The counsellor is expected to help the couple  work through difficult conversations and invite them to deal directly with challenging issues.

c) Ability to both validate (support) and challenge

The counsellor must have the ability to validate (support) the couple's feelings and perceptions while also challenging them to address the realities of HIV in their lives, their community and to take action to reduce the risk of transmission of HIV.

Capacity to hold two seemingly contradictory ideas simultaneously

It is essential to understand the couple's strengths and weaknesses.  For example, the counsellor acknowledges the wish of the couple to preserve the relationship while they struggle to accept the behavior changes required to protect one another. Engaging in behaviors that increase the risk of HIV transmission may be both pleasurable and painful.

The counsellor must articulate this difference of views (which may even differ with his/her own beliefs) and still help the clients to address their problems, while maintaining the integrity of the couple as a unit.

e) Understand relationships in the context of cultural values and norms and the dynamics of power and oppression

Culture, gender dynamics and economic status shape couple relationships and the counsellor needs to understand these dynamics.  The counsellor needs to recognize the dynamics of power and oppression while respectfully engaging both partners, and valuing equality and human dignity.

Pregnant Mothers
Counselling of pregnant mothers occurs in the context of preventing mother to child transmission (MTCT).  MTCT is a flexible intervention that is integrated into several settings where pregnant women and women of childbearing age receive services e.g. Antenatal, labour and delivery, postnatal, family planning and others. 

Counsellors should encourage pregnant women who do not know their HIV status to undergo early testing, and should discuss the risk of mother-to-child-transmission with every woman in the antenatal setting. It is important to note that women do not always see the connection between their own infection and that of their future children.
Counsellors must explain that HIV can be transmitted from mother to child during pregnancy, delivery or breastfeeding. Women need to know that without treatment to reduce the risk of transmission, an HIV-positive woman has an estimated chance of 70% of giving birth to an uninfected child.   You will learn more about the prevention of mother to child transmission in Unit 7 of this course.
Advantages of Counselling and testing for PMTCT

The primary advantage of HIV counselling and testing is for those who do not know their HIV status to learn about their status. For women who test negative, HIV counselling and testing in PMTCT settings provides an opportunity to gain information and support to remain uninfected. 

For pregnant women who are HIV positive and know their status, counselling may help them:
· Make informed choices about their pregnancy.

· Receive the following appropriate and timely interventions to reduce MTCT including: 

· Antiretroviral therapy and prophylaxis;
· Infant feeding counselling and support;
· Information and counselling on family planning;
· Receive education and counselling on the prevention of HIV transmission to others; 
· Receive referrals for follow up and ongoing healthcare (including antiretroviral therapy, care and support) for themselves, their partners, their HIV-exposed infants and other family members;
· Receive support to disclose their test results safely and appropriately to partners, family members and others (e.g. spiritual leaders). 

We have covered the counselling needs of  4 special groups in our society.  Next let us look at the issue of suicide in the context of HIV/AIDS.

Suicide In The Context of HIV/AIDS
There is a general concern about the tendency to commit suicide after one learns of their positive HIV/AIDS status. However, based on both the general experience in the healthcare settings locally and information from studies and research, it has been shown that telling a person of their positive HIV sero-status does not appear to lead to a sudden and significant rise in suicide death. This is especially so if proper counselling preparation was done before the test.

However, the development of HIV symptoms or the presence of severe depression may lead to suicide. This may be in part due the sense of  ‘giving up’ that depressed people have, the loss of hope and intense suffering that people with symptomatic HIV/AIDS sometimes go through. Although death from suicide may appear to be more common among people with advanced HIV infection, notification of a positive HIV test does not appear to lead to a sudden and substantial rise in suicide death. 

What can cause a HIV positive person to consider suicide is the negative social reactions including rejection, intense stigmatization, mistreatment, ostracism, etc that occur following an HIV diagnosis. This rejection and ostracization can actually hasten a person towards thinking about committing suicide.  These social reactions are often associated with lack of knowledge and fear by both the patient and the members of the community.  By offering counselling, we reduce the chances of fear due to lack of knowledge, (since in counselling knowledge is imparted) but we also give the patient a sense of support and care.

Summary

In this section you have learnt about the special groups that  need counselling in HIV/AIDS and how to handle them.  I hope you have found it useful and interesting.  In the next section you will learn about adherence counselling and monitoring.  

Section 5: Adherence Counselling And Monitoring
Introduction

One of the foremost concerns of Antiretroviral Therapy (ART) programs is the ability of people living with HIV/AIDS (PLWHA) to maintain near perfect adherence over the long term. In order to achieve the goal of antiretroviral therapy (ART), which is undetectable levels of the virus in the blood, patients are required to maintain more than 90–95% adherence.   That is how your counselling skills come in.
Adherence counselling entails forming a relationship between a counsellor and a client,  that is based on an understanding of the client’s life situation and needs, bearing in mind that adherence to treatment is a life long process. 
In this Section we aim to distinguish between adherence and compliance and describe the importance of adherence. The forms of non-adherence and the tools to measure adherence will be discussed. We shall also look at barriers to adherence and the adherence counselling process.

Let us start by looking at our objectives for this section. 
Section Objectives

By the end of this section you should be able to:
· Define adherence and compliance;
· Describe the importance of adherence;
· Assess clients readiness to start ARVs;
· Assess adherence to ARVs;
· Promote adherence while appreciating it’s barriers;
· Discuss the  counselling skills needed to promote adherence.

Let’s start with definitions.

What Is  the Difference Between Adherence and Compliance
Adherence

Adherence is the act or quality of sticking to something or  steady devotion to something.  In HIV treatment the definition of adherence is given as ‘the behaviour of taking medication according to treatment dosage and schedule, while taking into account food intake requirements’ (Williams & Friedland, 1997).

A critical aspect of adherence is the patient’s involvement in deciding whether or not to take the drugs. This means that the doctor or other health care worker must continually offer counselling and support to the patient, in order to ensure that the treatment is adhered to.

In other words, the patient must accept to  take an active role in their own health care, with the support of health care workers

Compliance

Compliance on the other hand is the act of conforming, yielding or acquiescing.

A compliant patient  will do what he or she has been told to do  by the health care provider.  Unlike in adherence here the patient does not have a say in the decision making.   The term ‘compliance’ is pejorative and has connotations of the patient acquiescing and being submissive to the health care worker.

In long term therapy (as is the treatment for HIV/AIDS with ARVs), strict observance of the treatment plan, as designed by the clinician (with the contribution of other in the multidisciplinary team); and agreed upon by the patient is absolutely essential.  The treatment plan is not imposed on the patient, but is carefully planned by the clinician, and tailored to suit the patient’s lifestyle and realities.  The team of health care professionals involved in the care of the patient is diverse and multidisciplinary, drawing from various professional lines that would each offer their contribution to the care of the patient.  Such professionals are like social workers, nutritionists, nurses, doctors, laboratory personnel, community health workers, peer educators (who may themselves be persons living with HIV/AIDS).  Due to the multidisciplinary nature of the caregivers, and the diversity of treatment needs of HIV/AIDS pts, the type of care given to them is referred to as comprehensive care.

Importance of Adherence

Most pharmacological studies use the 80% threshold to identify patients as adherent (compliant) to treatment.  However, in HIV treatment, a threshold of 90% or more is often required in the aggressive antiretroviral therapy among PLWHA, in order to avoid the development of virus resistance. 

Poor adherence could be disastrous to the patient, and would lead to any of the following problems:
· Increasing weakening of the  immune system due to sub-optimal ingestion of the medication;
· Incomplete viral suppression, hence emergence of resistant viral strains;
· Limited future therapeutic options/choices as a result of resistance that may develop with poor adherence;
· Progression of disease hence and increase in morbidity and mortality from HIV/AIDS;
· Increased possibilities of overdose, which may result in toxicity if the patient fails to adhere by taking ARVs frequently, or at a higher dose than required; 
· Economic impact, as the Investment into research and development of new compounds to fight resistant strains. High expenditure on Health services in the long-term.

However, optimal adherence, has the following benefits for the patient:
· Positive treatment outcomes; i.e. better health of the patient;
· Slower clinical progression  of HIV, and opportunistic diseases; 

· Decreasing viral load due to maximal action of ARVs on viral replication;
· Economic benefits – minimal drug usage, reduced chances of resistance and reduced utilization and costs of drugs and services;
· Improvement in quality of life and therefore functioning of the patient, either physically, psychologically or socially.
Forms of Non-Adherence

There are various forms of non-adherence.  These include

· Missing one dose, whole day’s dose(s) of a given drug or drugs;
· Not observing the time intervals;
· Not observing the dietary instructions;
· Failing to change life style;
· Missing clinic appointments;
· Missing laboratory appointments.
In order to optimize adherence it is important to assess the patient  for readiness for HAART and to address the possible barriers to adherence.
Assessing Adherence 

Several methods have been developed to assess adherence to ARVs:
1. Self reports: the  patient is asked by health care worker at subsequent visit to health care facility how he/she has adhered to treatment.

2. Pill counts:  the  health care worker (or community worker) asks patient to let him/her see the containers of the drugs (ARVs) subsequent visit and counts them to ascertain if the patient missed any doses, or took more than expected.

3. Biological markers: an assessment of the CD4+ cell count or viral load may indicate adherence. A rise in CD4+ cell count over time, and /or a fall in viral load indicates good adherence. A fall in CD4+, and/or a rise in viral load over time may indicate treatment failure, emergence of resistance to the drugs used or poor adherence.

4. Pharmacy records:  the consistency with which the patient comes to collect ARVs can be a proxy indicator of adherence. Poorly adherent patients will not collect drugs consistently. However, this method works well if the patient collects drugs from one only pharmacy, consistently. 
5. Pill diaries, pill charts and pill boxes:  these are similar techniques of assessing adherence and are based on the client recording the pills (tablets) s/he has taken immediately after taking them (not at the end of the day or other time later). By recording this way always just after taking the drugs), the days/doses that the client misses to take, will not be recorded/marked on the pill diary or chart. In this way, the adherence can be tracked.
6. Therapeutic Drug Monitoring (TDM): this is the measurement of levels/concentrations of drugs chemically in the blood. If adherence is optimal, there will be certain levels. With poor adherence, the drug levels will either be lower (under dosing) or higher (overdosing).
7. Others, for example MEMS:  this is an abbreviation for Medication Events Monitoring System. This device consists of an electronic chip embedded in the lid of a medication bottle. The electronic chip records the opening and closing of the bottle. A computer program downloads the information from the lid and gives a written report of how many times the bottle was opened, and therefore how frequently the drug was accessed. However, the MEMS cap can only give an indication of when the bottle was opened, and not whether the drug was actually ingested by the patient.
Promoting Adherence: 
Several methods can be used to promote adherence to ARVs. These include:

1. Counselling: consistent counselling by all the health care workers in the multidisciplinary adherence team, where each member plays their part and all members jointly give consistent messages to the patient can boost adherence.

2. Treatment diary:  a pill chart or pill chart is kept for each patient and the diary is marked every time the patient misses a dose and the reason for missing. This way the reasons for missing doses can be collated and addressed accordingly.
3. Pill boxes: these are containers for storing medication with dividers for each day and each dose within the day. This makes it easy for patients to take doses correctly. Pillboxes with electronic reminders are also available. Some pharmacies in the West even distribute pre-loaded pillboxes. A possible disadvantage of the pillbox in developing country settings may be its visibility in situations where patients need to hide medications from others due to confidentiality reasons. Patients who are illiterate or very sick may need help to fill the pillboxes correctly.

4. The ‘buddy’ system: The buddy system relies on a friend or family member to help the patient to take medications regularly—reminding the patient to take his medication on time, offering encouragement to keep going, helping to keep hospital appointments, providing support etc.

5. Modified DOT:  DOT (Directly Observed Therapy) is an intensive program in which patients take their medication under the supervision of adherence staff. In treatment of tuberculosis (TB), DOTS is used, where health workers observe the intake of all medication doses for the entire treatment period of 6–9 months of treatment. TB DOTS is more regimented and provides tighter monitoring of medication intake.   In the case of ART, it is not practical to observe all doses as most Highly active antiretroviral therapy (HAART) regimens have multiple doses and treatment is lifelong.  Therefore, only some doses are observed for a fixed period of time (a few months). This is called Modified DOT or Directly Administered Antiretroviral Therapy (DAART). Modified DOT can be done at health centres, in community-based organizations or even at a patient’s home.  

In the management of HIV infection, a modified DOT strategy, through frequent patient–provider contact, is used as a behavioural intervention that helps patients:

a. to develop an understanding of the treatment; 
b. to develop good treatment taking behaviour; 
c. to receive support during the first few weeks of antiretroviral therapy when patients have short term side-effects; and 
d. to develop a trusting relationship with providers.
6. IEC : the use of Information, Education and Communication (IEC) materials in patient education in HIV treatment is another way to promote adherence. The IEC material should be simple, lucid, legible and only address matters that the client needs to know to enhance adherence, and should not be burdened with deep scientific information that can confuse the patient instead of educating him/her, or that the patient does not necessarily need to know to improve his/her adherence.
7. Telephone reminders: telephone reminders are being tried out in some studies on adherence. There are several limitations to its use: it is labour intensive for staff, patients must have a telephone at all times and cost issues.  Internet based confidential reminders services are also being used.

8. Patient tracking:  the involvement of community health workers (tracers) to track down patients who fail to attend scheduled clinic meetings or peer education sessions has also been used with some success. This method especially works in cohesive societies where members interact, meet, know each other and are in close touch with each other. This method may not work in cities and such other ‘individualistic’  communities, and the success of this method also depends in some measure on the amount of stigma in the community.
Counselling Sessions For Adherence To ART
HIV treatment is a long term treatment and issues that may appear to be small obstacles may become major hurdles to adherence, and therefore may seriously affect outcomes of treatment.  As a health care worker you therefore need to be in constant communication with the patient in order to enhance adherence.
The preparedness of the patient is of utmost importance.  The HIV positive patient is frequently in a state of mind where their psychology is ‘disturbed’ and so will not take too much information in only one counselling session. In addition to this, they may be affected by stigma, the prospect of dying ‘soon’ due to having an ‘incurable disease’,  etc.  For these reasons, several sessions of counselling need to be conducted with the patient, so that all the key issues are addressed, and nothing is missed.  Some of the sessions may appear repetitive, but they still have to be covered.  The sessions should be scheduled no sooner than 2 days apart, and no later than 1 week apart, so that the patient is not overwhelmed with information (which is usually new, too technical/medical, and intense) and also for the patient not to forget precious sessions, but to build on information gathered.

Usually, three preparatory sessions would suffice, but more can be arranged if the patient has not understood all the information.  Remember that HAART is not an  emergency.  It can be delayed a little while the patient is being prepared for it, and should not be started before all the counselling sessions are covered and the patient understands what he/she is entering into.
Conducting the first adherence counselling session

On the first adherence counselling session, the first step is to introduce the patient to the treatment and adherence program by:

· Explaining layout of clinic, laboratory, pharmacy, and how each of these service areas will be useful in the treatment programme.
· Introducing health care workers involved in care (multidisciplinary team)

· Explaining overall treatment and follow—up plan: 

· Explaining  that there will be a monthly follow up with the physician

· Discussing the monthly pharmacy refill & laboratory investigations as required.

· Making  the patient feel comfortable!

During this session, you fill the checklist in Table  4.1 as you conduct the session
Table 4.1: Adherence Counsellor checklist for preparatory sessions 

ADHERENCE COUNSELLING CHECKLIST - COUNSELLING SESSION 1

Client’s name………………………………………

Date of counselling session......................................

	
	Patient assessment

	
	Medical history

	
	Knowledge of  HIV/AIDS

	
	Prior use of ART

	
	Determine social support

	
	Disclosure – have they disclosed to anyone?

	
	Alcohol/drug use

	
	Mental state

	
	Review health status 

	
	Opportunistic infections

	
	CD4/viral load

	
	Review living conditions and employment

	
	Housing

	
	Employment/income

	
	Describe the treatment program and importance of adherence

	
	Drug regimen - name/frequency/storage

	
	What ART does – suppresses virus/improves immunity/less OIs/not a cure

	
	Cost

	
	Side effects and what to do

	
	Follow-up

	
	Importance of adherence and consequences of non-adherence/do not share

	
	Discuss adherence promotion strategies

	
	Buddy reminder – discuss role of support person

	
	Pill diary

	
	Other reminder cues

	
	Identify barriers to adherence
	Yes
	No

	
	Poor communication
	
	

	
	Low literacy
	
	

	
	Inadequate understanding about HIV/AIDS
	
	

	
	Lack of social support
	
	

	
	Failure to disclose status
	
	

	
	Alcohol and drug use
	
	

	
	Mental state
	
	

	
	Schedule next counselling session and complete appointment card


Conducting the second adherence counselling session

When conducting the second session, the approach should be to continue discussion on issues related to treatment. Repeat information wherever necessary and re-emphasize key messages. The discussion should be done in a non-judgmental way and should not appear to be an inquiry or evaluation of knowledge 

Steps to follow:
Step 1: Review and assess patient’s understanding of his/her HIV disease stage and related
treatment issues

Step 2:Review and assess patients understanding and recall of the treatment plan;
Step 3: Review plan for treatment follow-up;
Step 4: Discuss the proposed adherence strategy;
Step 5: Review barriers to adherence;
Step 6: Fix a date for the next appointment.

The checklist in Table 4.2 is used for the second counselling session.  It helps to ensure that you do not leave out all the pertinent issues.

Table 2: Adherence Counselling Checklist - Counselling Session 2
Client’s name……………………………………………

Date of counselling session......................................

	
	Review client’s understanding of HIV/AIDS

	
	What is HIV and AIDS?

	
	Opportunistic infections

	
	CD4/viral load

	
	Effect of treatment

	
	Review the treatment program and importance of adherence

	
	Drug regimen

	
	Dummy pill demonstration

	
	What ART does - improves immunity/less OIs/ART not a cure

	
	Need for continued prevention

	
	Side effects and what to do

	
	Follow-up

	
	Importance of adherence and consequences of non-adherence

	
	Review proposed adherence promotion strategies

	
	Buddy reminder – discuss role of support person

	
	Pill diary

	
	 Other reminder cues – discuss DAART

	
	Review barriers to adherence  and progress made                                                           

	
	Poor communication

	
	Low literacy

	
	Inadequate understanding about HIV/AIDS

	
	Lack of social support

	
	Failure to disclose status

	
	Alcohol and drug use

	
	Mental state

	
	Take clients address and establish contact system with treatment centre

	
	Schedule next counselling session and complete appointment card


Conducting The Third Session 
The third session is essentially an assessment of the patient’s readiness to begin antiretroviral therapy. 
The steps: 

Step 1: Review the treatment and follow-up plan in detail

Step 2: Assessment of patient treatment readiness

Step 3: Refer to the pharmacy to provide ARV medications

Step 4: Set up appointment for next visit

The checklist  in Table 4.1 has  details that should be explored during this session. 
Table 4.3:  Adherence Counselling Checklist - Counselling Session 3
Client’s name………………………………………

Date of counselling session......................................

	
	Assessment clients understanding of disease and readiness to start

	
	HIV disease

	
	Opportunistic infections

	
	CD4/viral load

	
	Effect of treatment

	
	Assess commitment to adherence

	
	Review the treatment program and importance of adherence

	
	Drug regimen

	
	Dummy pill demonstration

	
	What ART does - improves immunity/less OIs/ART not a cure

	
	Need for continued prevention

	
	Side effects and what to do

	
	Follow-up

	
	Link between adherence and successful outcome

	
	Review proposed adherence promotion strategies

	
	Buddy reminder – discuss role of support person

	
	Pill diary

	
	 Other reminder cues – discuss DAART

	
	Fill ART register, schedule next appointment and complete appointment card

	
	Refer to Pharmacy


Conducting follow-up (on-going) counselling session

When conducting follow-up counselling sessions, you should pursue the following steps:

Step 1:
Review and assess the patients experience with treatment and adherence over the past month

Step 2:
Complete the required data collection forms

Step 3: 
Set up appointment for next visit

Table 4.4  Adherence Counselling Checklist- Follow Up (Ongoing) Session Counselling
Client’s name………………………………………

Date of counselling session......................................

	
	Review the patient’s experience with treatment and adherence over the past month or 2 weeks

	
	Drug regimen and adherence

	
	Discuss side effects and actions taken

	
	Discuss need for continued prevention

	
	Review experience with follow-up plan

	
	Discuss follow-up plan  for next month

	
	Review patients goals and success achieving them

	
	Review barriers to adherence

	
	Buddy reminder – discuss role of support person

	
	Pill diary

	
	Review barriers to adherence

	
	Poor communication

	
	Low level of literacy

	
	Inadequate understanding of HIV/AIDS

	
	Lack of social support

	
	Failure to disclose status

	
	Alcohol and drug use

	
	Mental state

	
	Fill ART register, schedule next appointment and complete appointment card

	
	Refer to Pharmacy


Before you proceed, do the following activity.  It should take you 5 minutes.
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ACTIVITY
Write down some of the barriers to adherence.

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________




Barriers to Adherence 
There exist many barriers to adherence.  These include
· Communication difficulties between health care provider and the patient;
· Low literacy levels in the patient who may not be literate enough yet the health care facility relies on IEC materials to communicate important treatment information 
· Unstable living conditions: it has been well documented that homelessness, domestic violence, lack of social support, and other aspects of domestic instability con tribute heavily towards poor adherence to treatment;
· Discomfort with disclosure of HIV status, which may became known when medications are taken;
· Stigma, denial and discrimination;
· Difficulties in accessing adequate health care due to long distances to the health care facilities, lack of transportation and tight work schedules, all which can lead to poor adherence form a patient; 
· Competing priorities when  certain other activities like work, child care, or the patient’s lifestyle (e.g. commercial sex workers, drug users, etc) are seen as more important than pursuit of treatment (or attending a clinic appointment), they may affect the patient’s adherence to medication;
· Alcohol and drug use: these affect judgement and will therefore affect adherence to treatment;
· Depression: in depression, the patient is in a state of despair which can advance to a point whereby it disrupts their social functioning and/or activities of daily living. It can affect the motivation to do anything, including adherence to medication. 
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Figure 4.1:  A summary of barriers to adherence
Barriers Associated With the Medication Regimen:

These includes:

· Frequency of dosing;

· Number of pills;

· Food requirements/restrictions;

· Medication access/storage;

· Frequency and severity of side effects;

· Long-term drug therapy is difficult and even minor side effects  can develop into major hurdles to medication adherence;

· Poor counselling skills and techniques.
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	Patients need Support not blame!




There is still a tendency to focus on patient related factors as causes of adherence problem.  Factors related to Health care provider and health care system make up the health care environment and are key factors to put in mind.  Blame on patients yields perceived low self efficacy, which leads to negative attitude and hence suboptimal adherence.
Summary
In this section you have learned about adherence counselling.  In particular, we have discussed the difference between adherence and compliance, the importance of adherence in HIV treatment, how to assess and promote adherence; and how to conduct counselling sessions for adherence to antiretroviral therapy.  I hope you have found this topic interesting and useful.
Congratulations you have also come to the end of this Unit.  We hope that you have gained new knowledge about counselling and psychological support in HIV/AIDS.  In the next unit you shall learn about HIV associated conditions.  

You can now take a short break before you complete the attached assignment.

Good Luck!
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