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Foreword

During my years as a nurse practitioner, | have been
touched by the vulnerability of my patients, who have
inspired me to carry out this research. Their trust and
openness in sharing their stories have shown me that
sexual health concerns and questions are as diverse
as they are important, as reflected in the quotes
provided on the next pages. My patients have helped
me to reflect on my own role, and examine what | and
my colleagues can do better to help our patients.
Care entails so much more than a focus on possible
dysfunction. Ultimately, it is all about achieving an
open conversation between the patient and their
healthcare provider, focused on the needs of the
patient. This should cover a diverse range of topics
and take place in an environment in which anything
can be discussed without any shame.



Female, 32 years, single:

“Being intimate with a manis no
longer an option for me, | have HIV
and who wants a relationship with

me, let alone intimacy?” “Gewoon

intimiteit met een man zit er voor mij
niet meer in, ik heb hiv en wie wil er
nu nog met mij een relatie, laat staan
intimiteit?”

Male, 78 years, married to a man:

“l am getting older and appreciate my
monogamous relationship but | notice
that my sex life has changed a lot after

my HIV diagnosis and as | get older;

I have been dealing with this for a long
time but | don’t dare to bring it up with
my GP or practitioner.”

“Ik word steeds ouder en waardeer mijn
monogame relatie, maar ik merk dat mijn
seksleven sterk is veranderd na mijn hiv
diagnose en het ouder worden op zich, ik
loop er al lang mee maar ik durf dit niet aan

te kaarten bij mijn huisarts of behandelaar.”

Male, 47 years, single:

“I have been experiencing erectile
problems for some time and use
medication that | bought online.

However, | don’t feel any improvement,
but | still have my erection problems,
meanwhile |l increased the dose myself
because | don’t want to go to my doctor,
who turns red when | discuss this.”
‘Ik ervaar al langer erectieproblemen en
gebruik medicatie die ik heb gekocht online.
Ik voel echter geen verbetering, maar mijn
erectieproblemen heb ik nog steeds,
inmiddels zelf maar de dosis opgehoogd
omdat ik niet naar mijn arts wil, die wordt
rood als ik dit bespreek.”

Female, 19 years:

“I’m just very sad; my boyfriend recently
broke up with me because | told him | have HIV.
He finds me less attractive now, | know it’s
unfair but it makes me feel so small, | look
in the mirror and see an insecure girl.”

“Ik ben gewoon erg verdrietig, mijn vriend heeft
het laatst uitgemaakt omdat ik vertelde dat ik hiv
heb. Hij vindt mij nu minder aantrekkelijk, ik weet dat
het onterecht is maar ik voel me er zo klein door,
ik kijk in de spiegel en zie een onzeker meisje.”
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The life expectancy of people with human immunodeficiency virus (HIV)
has increased significantly as a result of the success of antiretroviral therapy
(Faulhaber et al., 2023). For those receiving the right treatment and care,

HIV is no longer a deadly disease but rather a manageable chronic condition.
However, despite these improvements and the achievement of near-normal life
expectancy, the impact of HIV on health-related quality of life (HrQoL) requires
continued attention (Popping et al., 2021; Nakagawa et al., 2012]. People with HIV
often experience lower HrQoL compared to the general population (Borchmann
et al., 2023; Miners et al., 2014; Pedersen et al., 2015). Research indicates that,
in addition to the virus itself, people with HIV experience a multitude of issues
that reduce their quality of life. These include poverty, stigma, discrimination,
inadequate social support, gender-based violence, and mental health issues
(Amin, 2015; Drewes et al., 2013; Rueda et al., 2016).

Sexual health and satisfaction with one’s sex life represent a highly
significant aspect of overall HrQoL (Flynn et al., 2016). A diagnosis of HIV,
primarily transmitted through sexual intercourse, has been shown to negatively
affect overall health-related quality of life in people with HIV (Gakhar et al., 2013;
Rossen et al., 2012; Sadovsky et al., 2010). Moreover, empirical evidence indicates
that people with HIV experience a wide range of sexual health problems, including
loss of libido, erectile dysfunction, and problematic interpersonal relationships
(Huntingdon et al., 2020; Lema, 2013; Luo et al., 2017). Although sexual health
is an important part of HrQolL, it is not sufficiently addressed by healthcare
providers (HCPs) during routine consultations (Krouwel et al., 2015; Wang et al.,
2018; Zhang et al., 2020). The discussion of sexual health is necessary in order
for healthcare providers to identify any issues, concerns or questions, and, if
needed, to provide sexual health counseling or referrals, with the overall aim
of contributing to a better HrQoL (Anderson, 2013). A prerequisite for adequate
sexual health counseling is effective communication between the healthcare
provider (HCP) and the patient. Effective communication is particularly important
in the context of sexual health, which can be challenging for HCPs, especially
when it comes to discussing sexuality (Kelder et al., 2022).

Despite the need for sexual health counseling for people with HIV and
the shift in focus to HrQol, it is currently unknown (due to current treatment
strategies) whether and how it is incorporated into routine HIV care, and which
HCPs engage in sexual health counseling. Moreover, there is a lack of studies
examining the impact of sexual health education programs on nurses’ knowledge,
attitudes, and self-efficacy (Fennell and Grant, 2019). It is also worth noting that
there is limited research on sexual health counseling from the perspective of the
HCP in the field of HIV (Flickinger et al., 2013).

General Introduction
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It is therefore essential to gain insight into the daily practice of HCP
in relation to HIV and sexuality, in order to understand how current care is
organized and to identify areas that need improvement. In this way, sexual
health issues and problems can be addressed with the aim of increasing HrQoL.
Discussing sexual health and offering sexual health counseling can result in
improved health outcomes for the patient. On the other hand, the consequences
of not discussing sexual health are deleterious: ‘when one does not discuss
sexual health, proper diagnostics, treatment, and counseling are not possible’
(van Bergen, 2015).

The aim of this dissertation was to explore the practice patterns of
healthcare providers - examining what they currently discuss, what they should
be discussing, and what they need to promote in the field of HIV-related sexual

health counseling - with the ultimate goal of improving sexual health counseling.

Health Related Quality of Life

The current standard of HIV care is to treat people with HIV with antiretroviral
therapy as soon as possible after diagnosis (Buchacz et al., 2020; Masters et al.,
2019; Rockstroh, 2024). Antiretroviral therapy does not cure HIV but effectively
suppresses the virus. This suppression helps in retaining or restoring the
immune system and significantly reduces the risk of transmitting HIV to others
(Cohen et al., 2016). Since its introduction in 1996, ongoing developments
in antiretroviral therapy have led to improved treatment regimens. Current
regimens consist of effective, well-tolerated treatments with convenient dosing
schedules, contributing to a high degree of adherence to therapy. As mentioned
earlier, continuous, lifelong treatment with antiretroviral therapy has turned HIV
from a deadly infection into a chronic condition, with a life expectancy similar to
that of the general population (Nakagawa et al., 2012). With improved treatment,
people with HIV are now surviving, aging, and requiring lifelong care and
treatment (Safreed-Harmon et al., 2019).

In order to achieve viral suppression as quickly as possible, people with new
HIV infections must be diagnosed and linked to care as soon as possible after
diagnosis. However, by the end of 2022, of the estimated 39.0 million [33.1-45.7
million] people with HIV worldwide, 86% [73->98%] knew their status, 76% [65-
89%] were on treatment, and 9.2 million people with HIV did not have access to
antiretroviral treatment in 2022. Of the 76% on treatment, 71% [60-83%] had a
suppressed viral load (UNAIDS, 2023).

Based on the availability of antiretroviral therapy and the current success of
treatment, the World Health Organization (WHO) adopted a Global Health Sector
Strategy for HIV for 2016-2021. Called the Continuum of Care, it established the
“90-90-90" target. This target refers to 90% of people with HIV knowing their HIV
status, 90% of people with HIV receiving antiretroviral therapy, and 90% of people
with HIV receiving antiretroviral therapy achieving viral suppression (Joint United
Nations Program for HIV/AIDS, 2014). The aim is to keep people with HIV healthy
and prevent further spread of the virus. However, the strategy does not provide
targets related to ensuring a healthy lifestyle and promoting well-being, despite
the fact that these are of vital importance and require further attention. There
are many issues that people with HIV encounter in their daily lives, such as the
necessity of adhering to daily medication regimens, enduring lifelong stigma,
navigating whether and how to keep their diagnosis confidential, coping with
feelings of guilt, encountering discrimination, and experiencing sexual health
problems (Andersson et al., 2020). In addition, despite the fact that undetectable
equals untransmittable, some people with HIV still fear transmitting HIV (Arias-
Colmenero et al., 2020). These issues are significant barriers to overall HrQoL for
people with HIV (Hsieh et al., 2022). In 2016, with the intention of increasing the
focus on HrQoL in HIV care, Lazarus et al. (2016) proposed adding a “fourth 90" to
the testing and treatment goal (Figure 1): to ensure that 90% of people with viral
load suppression have good HrQoL. This expansion emphasizes the importance
of the social and psychological well-being of people with HIV, beyond clinical
treatment outcomes (Popping et al., 2021).

Diagnosed On treatment Virally suppresse

* Adapted from: UNAIDS. 90-90-90: an ambitious treatment target to help end the AIDS epidemic.
2014. Available at http://unaids.org/sites/default/file-s/media_asset/90-90-90_en_0.pdf.
Accessed on 25 April 2016.

Figure 1
The "Fourth 90": Proposed Revision to the UNAIDS 90-90-90 Targets*
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An essential aspect of the social and psychological well-being of people
with HIV is sexual health (Huntingdon et al., 2019]. Over the past three decades,
numerous definitions of sexual health have been utilized in healthcare
(Edwards & Coleman, 2004; Goldfarb & Lieberman, 2021). Sexual health is a
multidimensional concept that has been inconsistently defined and interpreted
in various ways (Macleod & McCabe, 2020). Sexual health is crucial for most
individuals, as it is experienced throughout all stages of life (Van Lunsen & Laan,
2019).

Increased awareness of the positive impact of sexual health on HrQoL
represents a significant shift in the discourse of sexuality. Sexual activity is an
integral part of health, and sexual functioning is an essential component of
quality of life (Huntingdon et al., 2019; Sadovsky et al., 2010). Logically, then,
sexual difficulties are associated with a lower quality of life (Meyer et al., 2003;
Rossen et al., 2012). Several studies have shown that most people with HIV
experience sexual health difficulties, and that HIV is associated with experiencing
sexual problems (Dijkstra et al., 2018; Huntingdon et al., 2020; Luo et al., 2017).
In addition, studies have shown that up to 70% of gay and bisexual men with HIV
reported problems with sex in the first year after diagnosis, such as poor self-
image and concerns about transmitting HIV to potential sexual partners (Bourne
et al.. 2012). Estimates suggest that HIV-positive men are 2.3 times more likely to
experience erectile dysfunction than HIV-negative men (Huntingdon et al., 2020).
Moreover, fear of HIV transmission to sexual partners can negatively impact
intimacy, sexuality, and quality of life (Lema, 2013; Santi et al., 2014). Although
it is known that HIV cannot be sexually transmitted when there is a persistently
undetectable HIV viral load, as mentioned earlier, people with HIV still fear
transmission, which can negatively affect their sexual pleasure (Hibbert et al.,
2018; Calabrese et al., 2021).

Since the introduction of effective HIV prevention strategies, such as the
early initiation of antiretroviral therapy and Pre-Exposure Prophylaxis which
involves taking a specific HIV medication to reduce the risk of contracting HIV
through sex or injection drug use — the HIV diagnosis rate among men who have
sex with men (MSM) has gradually decreased (Van Sighem et al., 2023). These
strategies do not prevent transmission of other sexually transmitted infections,
which still occur regularly among HIV-positive MSM, indicating persistent sexual
risk behavior (Kayaert et al., 2022).

Addressing discussions of sexual risk behaviors, sexual health, and sexual
well-being in outpatient HIV care is essential. These topics should be discussed
thoroughly with patients during the consultation in order to explore and discuss
behaviors that will improve their overall sexual health. (Huntingdon et al.,
2019; Malta et al., 2010). Failure to address sexual health needs during routine
consultations, combined with a lack of information among people with HIV, can
lead to changes in sexual risk behaviors, sexual health, and sexual well-being,
and negatively impact their sexual HrQoL.

In the Netherlands, HIV outpatient care is provided exclusively in dedicated
and certified HIV treatment centers. Currently, there are 24 specialized HIV
treatment centers located throughout the country (Figure 2). In these centers,
access to HIV care is guaranteed for people diagnosed with HIV. Outpatient
HIV care is generally provided and coordinated by specialized clinicians
(predominantly infectious disease specialists with experience in HIV medicine)
and specialized nurses (HIV nurse consultants), forming the core of the
treatment team. Depending on individual needs, other healthcare providers can
be included, such as pharmacists, psychologists, sexologists, social-workers,
and other medical specialists (e.g., gynecologists or dermatologists) or nurse
practitioners.

At the moment, about 80 HIV nurses are employed throughout the 24
certified HIV treatment centers. The Dutch Association of HIV Physicians (NVHB)
has 217 members, most of whom are infectious disease physicians. HIV care
in these treatment centers is guided by the NVHB guidelines (NVHB, 2024).
These guidelines often refer to international and European AIDS Clinical Society
(EACS) guidelines (Clinicalinfo, 2024; EACS, 2024). The NVHB regularly adapts
the guidelines to align with international changes and to the Dutch healthcare
system. Both the international and EACS guidelines provide comprehensive
recommendations for clinicians. These guidelines mainly focus on the medical
aspects of HIV care.

General Introduction
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The role of HIV nurse consultants

is crucial in HIV care. To provide
tailored care and psychosocial
support, nurses need training in

how to address adherence, behavior,
psychological issues, social concerns,
and sexual health (V&VN, 2023). In the
Netherlands, HIV nurse consultants
have completed a four-year vocational
nursing education and additional
courses specifically focused on HIV
care. According to the guidelines of
the national organization of nursing
consultants in HIV care, they should
attend the NVHB’s two-day HIV care
masterclass. This masterclass, for
both novice nurses and physicians

in HIV care, focuses on medical
aspects of care, such as antiretroviral
medication, hepatitis, tuberculosis and
HIV-related comorbidities. However,
the HIV- master class provides limited
information on topics of nursing care.

The 2015 report on HIV care in the Netherlands, updated in 2023, implies
that HIV nurse consultants need more knowledge and skills (than those currently
focused on) in order to be able to adapt to future needs (V&VN, 2023). The
recommendations outlined in the report only briefly mention that consultations
should address nursing issues, including sexuality, but they do not specify
the content or methods that should be used. For example, the report states
that, ideally, a nurse: ‘Is able to talk openly about sexuality and is aware that
discussing sexuality in different [sublcultures is not self-evident and is sensitive’.

Back in 2008, a set of nursing guidelines, ‘Sexual Health for people with
HIV’, was developed to support nurses in improving the quality of life for people
with HIV who have questions or issues regarding sexual health, intimacy,
and relationships. In addition, these guidelines focused on preventing the
transmission of other sexually transmitted infections. However, this document
is no longer available as it has not been updated (AIDS Fonds, 2008). These
guidelines are therefore no longer used in training and education for nurses.
Regarding sexual health, the NVHB guidelines do include management of sexual
dysfunction and regular screening for sexually transmitted infections.

Routinely asking sexual and reproductive health-related questions during HIV
consultations is emphasized. However, the guidelines do not provide details on
frequency, content or the approach that should be used to broach these subjects
in sexual health counseling.

To ensure that nurses and physicians address HrQoL - specifically sexuality
- consistently during consultations, it is crucial to update and expand the
guidelines continuously. These updates could include new insights that can
impact the attitudes, social norms, and skills of healthcare providers when
discussing sexual health.

In addition to the need for detailed guidance on the kinds of topics to be
discussed during sexual health counseling, guidance needs to be provided on
the ways in which these topics are discussed. Effective communication between
healthcare providers and patients is essential for good clinical practice and can
(indirectly) lead to improved health-related quality of life (Albury et al., 2019;
Kelder et al., 2022). This is particularly important in the context of sexual health,
which can be a challenging topic for HCPs to address.

Research shows that both patients and HCPs often struggle to initiate
discussions about sexual health, as evidenced by multiple studies (Fair et al.,
2018; Wang et al., 2018; O’'Conner et al., 2019; Zhang et al., 2020). Despite the
acknowledged need to address sexual health, various personal and practical
barriers prevent these conversations from occurring (Zhang et al., 2020; Kelder
et al., 2022; Mintz & Moore, 2022). In addition, most studies about sexual health
counseling with people with HIV from the provider perspective rely on self-report
measures and patient questionnaires; they do not examine communication
between HIV HCPs and people with HIV during routine consultations
(Fredericksen et al., 2020; Huntingdon et al., 2020). Effective communication
in healthcare is challenging and influenced by multiple factors such as time,
knowledge, and the provision (or lack) of supporting guidelines. Other factors
include language barriers and cultural competence. If any of these components
are compromised, effective communication will not occur (Ratna, 2019).

Health is often considered to be the primary focus of routine consultations in
HIV care, along with patient-related outcomes. As a result, the specifics of each
consultation can vary from patient to patient and moment to moment, making them
unpredictable and difficult to prepare for. Healthcare providers should be adaptable,
knowledgeable, and able to maintain composure in various circumstances.

General Introduction
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Several studies have found a positive association between information
sharing behaviors and improved health outcomes (Street et al., 2009; Udvardi,
2019). King and Hoppe (2013) showed that there is a consensus on what
constitutes “best practice” for physician communication in medical encounters:
(1) fostering the relationship, (2) gathering information, (3) providing information,
(4) making decisions, (5] responding to emotions, and (6] enabling disease- and
treatment-related behaviors. They added communication skills to their model
and developed a framework that links communication functions to the skills
needed to achieve effective communication ( ).

For example, in the field of HIV, it is still unclear how nurse-patient
communication takes place during a standard HIV consultation, and what role
it plays in relation to sexual health. Therefore, an analysis of nurse-patient
communication could clarify what happens during routine HIV consultations and
provide insights that could further improve sexual health care.

A patient-centered approach appears to be more effective than simply
providing information (e.g., discussing laboratory results) and direct advice
(Wanyoni, 2011). In a patient-centered approach, the HCP communicates with
patients about their perceptions of the disease, explores patients’ needs,
expectations and preferences and encourages patients to actively participate in
healthcare decisions. Therefore, the nurse or physician providing sexual health
counseling should preferably tailor their information and advice to a patient by
adapting the information and advice to the patient’s characteristics (van Dulmen
2011; Wanyoni, 2011).

As mentioned earlier, in addition to factors such as the provision of
information or advice, the behavior of the nurse or physician also plays a crucial
role in determining whether sexuality is addressed. Developing an effective
communication strategy involves training healthcare providers to make sure
they know what to discuss, what to ask, and when further follow-up is needed. It
should also focus on how healthcare providers discuss sexual health, and provide
guidance on techniques, such as the use of open-ended questions. Training
could also focus on what not to do. Research has shown that asking questions at
the wrong time or to the wrong person can even be counterproductive (de Haes,
2006).

Function of medical
communication

1. Fostering the relationship

2. Gathering information

3. Providing information

4. Decision making

5. Enabling disease- and
treatment-related behavior

6. Responding to emotions

Communication skill

Greet patient appropriately

Maintain eye contact

Listen actively

Encourage patient participation

Use appropriate language

Show interest in the patient as a person

Ask open-ended questions

Elicit patient’s perspective on the problem/iliness
Clarify and summarize information

Elicit patient’s full set of concerns

Explore full effect of the illness

Inquire about additional concerns

Allow patient to complete responses

Listen actively

Encourage questions and check understanding
Give uncomplicated explanations and instructions
Avoid jargon and complexity

Emphasize key messages

Explain nature of the problem and approach to
diagnosis/treatment

Outline choices

Explore patient’s preferences and understanding
of the situation

Discuss follow-up and plan for unexpected outcomes
Identify and enlist resources and support
Encourage patient to participate in decision making
Reach agreement

Assess patient’s readiness to change health-
related behaviors
Elicit patient’s goals, ideas, and decisions

Acknowledge and explore emotions

Express empathy, sympathy, and reassurance
Provide help in dealing with emotions

Assess psychological distress
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RPN Behavioural

Behavior of healthcare providers
in the field of HIV

In summary, current guidelines encourage HIV nurses and physicians to
discuss sexual health, but effective communication about sexuality with patients
can be challenging. In order to train HIV nurses and physicians to engage in
effective sexual health communication with their patients, we need to identify
the barriers and facilitators that influence their behavior. Theoretical models
of behavior can be useful in examining and understanding the behavior of
healthcare providers when discussing sexual health. The Theory of Planned
Behavior (TPB; Ajzen, 1991; Ajzen & Schmidt, 2020) is a model that has been
widely used to predict and explain different kinds of health-related behaviors
(Hagger et al., 2022; Lareyre et al., 2021; McEachan et al., 2011), see Figure 4. It
is also one of the behavioral theories most used as a basis for interventions to
change or modify behavior (Glanz and Bishop, 2010}, something we will return to
later in the thesis.

Behaviour

Perceived
Control

Figure 4
Theory of Planned Behavior (Azjen, 1991).

The Theory of Planned Behavior is an extension of the original Theory of
Reasoned Action, including the later introduced Reasoned Action Approach
(Fishbein & Ajzen, 2009). The Theory of Planned Behavior (Figure 4) posits
that behavior is most directly shaped by behavioral intentions: people’s plans
to engage in particular behavior in a given context and time frame. Behavioral
intentions are, in turn, determined by three key factors: attitudes, subjective
norms, and perceived behavioral control (see Ajzen & Schmidt, 2020; p.20):

(1) Beliefs about the likely consequences and experiences resulting from
the performance of the behavior, resulting in the formation of an attitude towards
the behavior. An example of this, in relation to the current research, is whether
healthcare providers feel that it is a good or a bad idea to talk to their patients
about sexuality.

(2) Beliefs about the expectations and behaviors of significant social referents,
which produce the subjective norm, combining the descriptive norm and the
injunctive norm. In the current context, healthcare providers subjective norms
refer to how they perceive the expectations of those around them in terms of
providing sexual health counseling.

(3) Beliefs about factors that may facilitate or impede the performance of the
behavior, which result in perceived behavioral control or a sense of self-efficacy.
Here, perceived behavioral control refers to how much people think they are able
to engage in a behavior should they want to - for example, a healthcare provider’s
estimate of their ability to provide sexual health counseling to people with HIV.

Fishbein and Ajzen (2009) argue that other variables external to this model,
such as age and gender, may also influence behavior - but always through one
or more of these three key factors. For example, a male HIV nurse who is a
man who has sex with men may consider his sexual orientation an advantage
increasing his confidence in his ability to address sexual health in the context of
sexual health counseling. This factor influences perceived behavioral control or a
sense of self-efficacy.

In summary, we can use the theory of planned behavior to help identify
which factors might influence healthcare providers’ intentions when it comes to
discussing sexual health with their patients. This can be achieved by exploring
healthcare providers’ attitudes, subjective norms and perceived behavioral
control regarding the discussion of sexual health with their patients, as well as
other external variables. Once determinants of behavior have been identified,
they can be categorized into barriers and facilitators. This information provides
the foundation for developing an intervention with the goal of enhancing positive
attitudes, strengthening supportive subjective norms, and improving perceived
behavioral control among healthcare providers, thereby increasing the likelihood
of them providing sexual health counseling to people with HIV. Intervention
mapping (IM] is an approach used to develop effective behavior change
interventions (Bartholomew Eldredge et al., (2016); Fernandez et al., 2019), and
will be explained in more detail later in the thesis.

General Introduction
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This thesis explores current discussions among healthcare providers
regarding HIV-related sexual health counseling, examines key issues that should
be addressed to improve its effectiveness, and identifies focus areas that will
help to enhance the quality of counseling practices in this field. The aim of this
thesis is to better understand the behavior of HIV care providers in terms of
discussing sexual health with people with HIV during routine HIV consultations.
It describes to what extent sexual health counseling is incorporated into routine
HIV care among all HIV physicians and nurses in the Netherlands and explores
the differences between physicians and nurses in their views and practices
regarding sexual health counseling for people with HIV. This knowledge is
applied in a tailor-made intervention for healthcare providers working in the field
of HIV. The goal of this intervention is to enhance sexual health counseling by
increasing the frequency of discussions about sexual health during routine HIV
consultations and by enriching the quality of these conversations.

Chapter 2 provides an overview of sexual healthcare by Dutch HIV care
providers, including both physicians and nurses, in the Netherlands. This chapter
outlines to what extent sexual health counseling is incorporated into routine
Dutch HIV care and explores differences between physicians and nurses in their
views and practices regarding sexual health counseling for people with HIV. To
answer our research questions, we conducted a cross-sectional survey among
all HIV physicians and nurses in the Netherlands. The results were then used to
delve deeper into the three core components of the Theory of Planned Behavior
(attitudes, subjective norms and perceived behavioral control), which together
shape an individual's behavioral intentions (Ajzen & Schmidt, 2020; p.20). In this
study, the results of the questionnaire helped to determine how these factors
influence the behavior of HIV care providers when discussing sexuality during
routine HIV consultations.

In Chapter 3, we explore the experiences of HIV nurses in discussing
sexual risk behaviors with HIV-positive MSM. Given that sexual risk behavior is
particularly prevalent among people with HIV MSM, and considering that people
with HIV MSM represents the largest group, we chose to address this topic in
our focus groups with HIV nurses. Because we expected that discussions about
sexuality are primarily conducted by nurses (as opposed to physicians), and
the majority of patients are MSM, we chose to focus on nurses in this research.
We conducted this qualitative study using focus group discussions among HIV
nurses. These focus group discussions provided insight into how nurses work,
and the barriers they experience in discussing sexuality.

Chapter 4 focuses on barriers to and facilitators of discussing sexual risk
behavior, as experienced by HIV nurses. In order to gain insight into these barriers
and facilitators, an online self-reported questionnaire was developed. The factors
assessed in the questionnaire were again derived from the theory of planned
behavior (Ajzen, 1991; Kok, 2014): attitudes, subjective norms and perceived
behavioral control. The remaining factors were extracted from the qualitative
focus group discussions study conducted among HIV nurses in the Netherlands, as
described in Chapter 3. This online self-reported questionnaire was administered
to all HIV nurses in the Netherlands.

Chapter 5 explores the communication between HIV nurses and people with HIV
MSM during routine HIV consultations in the Netherlands, in particular regarding
sexual health issues. The aim of the study was to gain insight into whether, what and
how sexual health issues are discussed during routine HIV consultations. To better
understand communication during routine HIV consultations, the framework of King
and Hoppe (2013] was used. This study had a qualitative descriptive design, and data
was collected from real life standard HIV consultations. By observing and analysing
interactions between HIV nurses and their patients, we gained important insights into
daily practice.

Chapter 6 outlines how we applied all the data from the studies presented in
the previous chapters of this thesis (2-5) in the 6 steps of Intervention Mapping.
In this chapter, we explain all the steps of IM and provide a comprehensive description
of the methods we used in designing the intervention. These methods were evaluated
in Step 6 using a questionnaire in which attitudes, subjective norms, and perceived
behavioral control were revisited following implementation of the intervention, and
linked to the barriers and facilitators identified earlier in Chapters 2-4.

In Chapter 7, the general discussion summarizes, integrates, and interprets
the results of all studies in the context of the current scientific literature. The
following section reflects on the development of the intervention, detailing the
rationale for using Intervention Mapping in this research, as well as the benefits
and challenges encountered. Methodological considerations that should be
taken into account when interpreting the results are highlighted and discussed.
Moreover, ideas related to practical implication, lessons for further research, and
opportunities for new scientific research are outlined and explored in relation
to sexual health counseling. Finally, a personal reflection on the scientific
work presented in this thesis is provided. It is hoped that this work will lay the
groundwork for the further development of the intervention, the aim of which is
to improve sexual health counseling during standard HIV consultation. Ultimately,
the goal is to improve the overall HrQoL of individuals with HIV and, more
specifically, to enhance the quality of their sexual lives.
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To improve sexual health among people living with HIV, sexual health
should be addressed during consultations in routine HIV care. The aim

of the present study was to investigate to what extent Sexual Health
Counselling (SHC) is incorporated into routine Dutch HIV care and to
explore differences between physicians and nurses in their practices

and views regarding SHC. A crosssectional survey was conducted among
all HIV physicians (N=110) and HIV nurses (N=82] in the Netherlands. A
questionnaire assessed socio-demographic characteristics, current SHC
practice, topics addressed, and factors associated with engaging in SHC.
The response rate was 53.6% (N=59) among physicians and 60.0%
(N=40) among nurses. SHC was performed by 26.1% of physicians and
83.9% of nurses (X2 (1) = 27.68, p<.001). The most frequently reported
barrier for SHC was the presence of a third party, endorsed by 50.9% of
physicians and 60.4% of nurses. Nurses were more likely to address issues
related to sexual wellbeing, while physicians mainly discussed medical
topics. While, both HIV physicians and nursed felt responsible for providing
SHC, nurses were more likely to address SHC that physicians. There is
scope for improving SHC for PLHIV through a multidisciplinary approach
based on clear guidelines for physicians and nurses.

People living with HIV; healthcare providers; sexual health counselling;
patient provider interaction
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Sex is an important human need (Maslow, 1943), and sexual health is an
intrinsic part of quality of life (East & Hutchinson, 2013; Saunamaki et al., 2010;
Waterhouse & Metcalfe, 1999). According to an influential definition of the World
Health Organization (2006), sexual health is not only the absence of illness but is
a multi-dimensional state of physical, emotional, mental and social well-being
(WHO, 2006). As enshrined in the declaration of sexual rights (Kismadi et al.,
2017), all people have the “right to the highest attainable standard of health,
including sexual health, with the possibility of pleasurable, satisfying, and
safe sexual experiences” (p. 5). Various studies have documented evidence of
multiple sexual health problems experienced by people living with HIV (PLHIV)
and showed an association between HIV status and sexual health problems
(Huntingdon et al., 2020; Lema, 2013; Luo et al., 2017; Russell, 2011). Since
sexual intercourse is the primary route for HIV transmission, fear of transmitting
the virus during sexual intercourse can negatively affect intimacy and sexuality
of PLHIV (Lema, 2013; Santi et al., 2014). Studies among gay and bisexual men
living with HIV found that as many as 70% of reported problems with sex in the
first year after diagnosis (Bourne et al., 2012; Huntingdon et al., 2020; Sandfort
et al., 2013). Among women living with HIV, sexual problems were also found to
be highly prevalent (Agaba et al., 2017; Bell et al., 2006). The most commonly
reported sexual health problem among men who have sex with men (MSM] living
with HIV is loss of libido, followed by erectile dysfunction (Bourne et al., 2012;
Santi et al., 2014). Women living with HIV most frequently report a decrease in
sexual desire, as well as increased painful intercourse (Sandfort et al., 2013;
Taylor et al., 2017).

Despite the clear need for sexual health counselling (SHC) for PLHIV, it is not
known whether and how this is incorporated in routine HIV care, and which HIV
care providers engage in SHC. The limited available research on SHC in HIV care
has shown that sexual health is rarely addressed during regular consultations
(Bell et al., 2006; Carter et al., 2014; Saunamaki et al., 2010), not even in the
Netherlands, which is generally known for its open-minded attitude towards
sexuality (De Munnik et al., 2017, Krouwel et al., 2015, Van Ek et al., 2018).

As of December 2019, 23.700 people were estimated to be living with HIV
in the Netherlands (63% MSM, 18.5% other men, and 18.5% women), of whom
20.612 were in care [van Sighem, 2019]). In the Netherlands, HIV care is provided
by a total of 110 HIV physicians and 82 HIV nurses in 24 HIV treatment centers
across the country. It is not known to what extent these HIV physicians and
nurses address sexual health issues in their consultations with PHIV, what issues

they address and whether the extent to which physicians and nurses provide
SHC and the issues they address differs. The aim of the present study was to
investigate to what extent SHC is incorporated into routine Dutch HIV care and to
explore differences between physicians and nurses in their views and practices
regarding SHC for PLHIV.

All PLHIV who are in care in the Netherlands receive treatment in one of
the 24 dedicated HIV treatment centers across the country, with consultations
alternating between HIV physicians and HIV nurses who address patients’
medical needs with, monitor general health and provide additional care and
support, as required.

A cross-sectional survey was conducted among all HIV physicians and
nurses in the Netherlands. They were approached via the member list of
the Netherlands Association of HIV Physicians (NVHB) and the Netherlands
Professional Association of HIV nurses (VCH).

Paper-and-pen questionnaires were sent to physicians between April and
June 2017, together with a prepaid return envelope. Nurses received a link to
an online questionnaire via their work e-mail between April and June 2018. A
reminder was sent to both groups after four weeks.

Informed consent was obtained from all physicians and nurses who
participated in the study. HIV physicians and nurses were advised that
participation was voluntary and anonymous, and that they could withdraw
at any time. This study is exempt from formal medical ethics review as
stipulated in the Medical Research Involving Human Subjects Act of the
Netherlands, as no patients were included and the study did not involve
medical or behavioural interventions.
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The questionnaire was adapted from a questionnaire used in previous
studies assessing SHC by healthcare providers of patients with chronic illness
(Krouwel et al., 2015; Van Ek et al., 2018). The questionnaire was pilot tested with
six HIV physicians and two HIV nurses and amended based on their feedback, as
required. The final questionnaire consisted of 40 questions (see Supplementary
materials for the complete questionnaire).

Participant characteristics: We included questions concerning demographic
characteristics and workrelated characteristics (i.e., age, professional role, and
years of work experience).

Readiness for providing SHC: HIV care providers indicated whether they
felt competent to offer SHC (yes/no). Self-perceived knowledge on sexual
health was assessed by asking how well informed HIV care providers perceived
themselves to be about sexual health issues and counselling, with responses
given on a 5-point scale (1 = not well informed, 5=well informed) and then
dichotomized (1-3=not/somewhat informed, 4-5=sufficiently/well informed).
Participants also indicated who they thought was responsible for SHC, with various
options provided,
of which the five most frequently chosen options are reported. Furthermore,
participants indicated whether they were aware of the guidelines on sexual
health counselling for PLHIV developed by STI AIDS Netherlands (SANL]), the
Dutch center of expertise on HIV and other STI, and whether they were interested
in training to strengthen their knowledge of SHC.

Provision of SHC: we asked how often HIV care providers addressed sexual
health with PLHIV in (1) the first consultation after HIV diagnosis and (2) during
routine (follow-up) consultations. Responses were given on 5-point scales (1=never,
5=always, and subsequently dichotomized 1-3=infrequently, 4-5=frequently).

We also asked participants to indicate which of 15 sexual health topics (multiple
answers were possible) were addressed in SHC (for example fatigue, lack of
experienced pleasure, loss of libido). In addition, we assessed 23 possible barriers
for the provision of SHC, with responses given on a 5-point scale (1=fully disagree,
5=fully agree). Participants who selected response options 1 or 2 were classified as
experiencing a specific barrier. The three most experienced barriers are reported,
as well as the total number of barriers HIV care providers experienced.

Descriptive statistics were calculated for demographic characteristics and
views and practices regarding SHC. Univariate analyses were conducted to
assess differences between physicians and nurses, consisting of Chi-square tests
for categorical variables and independent sample ttests for continuous variables;
p-values of < 0.05 were considered significant. Data analysis was performed
using SPSS version 23 (SPSS Inc., Chicago, IL, USAJ.

In total, 59 of 110 physicians (53.6%) and 48 of 82 nurses (58.5%) completed
the survey (see Table 1). Age of physicians and nurses did not differ significantly
(p =.61), nor did their years of work experience (p = .65). Gender did differ
significantly (p = .002) between groups; more physicians (52.2%) than nurses
(22.9%) were men.
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Physicians  Nurses

N % N % Statistical test
Age in years Mean (SD) 465 9.2 47.4 10.0 t(105) =-51,p = .612
Gender Men 31 52.5 11 22.9 x2 (1) = 9.74,p = .002
Experience in year 1-2 8 13.6 9 18.8 x2 (4) = 2.45,p = 654
3-5 5 8.5 6 12.5
6-10 15 25.4 7 14.6
11-15 i 18.6 10 208
> 15 20 33.9 16 339
Knowledge (self perceived) Low 39 661 20 417 x2(1) =6.39,p=.01
High 20 33.9 28 583
Competency Yes 50 847 46  95.8 x2 (1) = 3.53, p =.060
Sexual health counselling
is the responsibility of..... Physician 43 741 37 771 x2 (1) =12,p= 726
Nurse 56 96.6 | 48 100.0 | x2(1) =169, p=194
Patient 37 63.8 37 771 x2 (1) =2.20,p = 138
General
practitioner | 19 328 | 31 644 x2 (1) =10.67, p = .001
Partner of
patient 17 29.3 23 479 x2 (1) = 3.87, p = .049
Addressing sexual health Infrequently | 51 86.4 18 375 x2 (1) = 27.68, p <. 001
Frequently 8 13.6 30 625
Top 3 barriers Insufficient
time 35 61.4 11 22.9 x2 (1) =15.68, p < .001
Presence of
athirdparty | 30 546 | 29 604 x2 (1) = .36, p = .548
Patients do
notinitiate.. | 23 411 4 8.3 x2 (1) = 14.41, p < .001
Aware of guideline Yes 25 46.3 29 537 x2 (1) =315, p =.076
Wish to increase knowledge
by training on sexual health
counselling Yes 29 397 44 603 x2 (1) = 22.07, p < .001
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Most HIV care providers felt competent in providing SHC (physicians: 84.7%,
nurses: 95.8%, p =.06). All nurses [100%) and most physicians (72.9%) considered
their own professional group to have responsibility for providing SHC to PLHIV.
Overall, most physicians as well as most nurses considered nurses to be
responsible for SHC, followed by physicians, patients, the patient’s general
practitioner and the patient’s partner. About half of both physicians and nurses
were aware of the SHC guideline developed by SANL. About 60% of nurses and
40% of physicians indicated a need for additional training to build their capacity to
provide SHC.

Nurses (78.9%) were more likely to provide SHC during regular consultations
than physicians (26.1%). The topics that physicians and nurses addressed in
SHC with PLHIV are shown in Table 2. The most frequently addressed topic,
both by physicians and nurses, was fear of HIV transmission. Loss of libido was
the second most discussed issue that was also addressed equally frequently
by physicians and nurses. HIV stigma, lack of experienced sexual pleasure,
altered self-image, uncertainty about the future, fatigue, and inability to reach
orgasm were discussed less frequently and relatively more often by nurses than
physicians. Erectile dysfunction was addressed relatively frequently and more
often by physicians.

The three most reported barriers for not providing SHC were having insufficient
time, which was more often indicated by physicians than by nurses (p < .001), presence
of a third party, and patients not initiating discussions on sexual health themselves.

As can be seen in Table 3, chi-square tests showed that nurses provided SHC
more often than physicians. Work experience and self-perceived competence in
SHC were not associated with providing SHC, but HIV care providers with less
self-perceived knowledge of SHC were less likely to offer SHC than providers who
considered themselves more knowledgeable. Those who felt responsible for SHC
were more likely to provide SHC. Also, a higher number of experienced barriers
was associated with a lower frequency of providing SHC.
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Providing sexual health counselling

Frequently Infrequently Chi-square/
N (%) N (%)

Role Physician 8 (211) 51 (73.9) x2 (1) = 27.68, p <. 001

Nurse 30 (78.9) 18 (261)
Experience <5 years 12 (31.6) 16 (23.2) x2 (1) =0.89, p = .345

>5 years 26 (68.4) 53 (76.8)
Competency Yes 37 (97.4) 59 (85.5) x2 (1) = 3.74, p = .053

No 1 (2.6) 10 (14.5)
Knowledge Low 13 (34.2) 46 (66.7) 2 (1) =10.44, p < .001

High 25 (65.8) 23 (33.3)
Count of barriers | 0-1 15 (39.5) 9 (13.0) x2 (2) =10.05, p = .007

2-5 17 (44.7) 41 (59.4)

>6 9 (15.8) 19 (27.5)
Responsible Yes 36 (97. 3) 55 (79.9) x2 (1) =613, p=.013

No 1 (2.7 4 (203)

Physicians Nurses
N % N % Chi-square

Erectile dysfunction 53 59.6 36 40.4 x2 (1) = 4160, p = .041
Fatigue 13 23.2 24 50.0 x2 (1) = 8.091, p = .004
Lack of experienced pleasure 25 L4 6 42 87.5 x2 (1) =20.71, p < .001
Loss of libido 49 875 43 89.6 x2 (1) =1, p=.740
Painful intercourse 28 50 24 50.0 x2 (1) = .00, p = 1.000
Inability to reach orgasm 7 12.5 14 29.2 x2 (1) = 4.46,p = .035
Sexual arousal problems 12 21.4 22 458 x2 (1) = 7.00, p = .008
Physical changes 15 26.8 1 229 x2 (1) = .21,p = .650
Altered self-image 21 37.5 32 66.7 x2 (1) = 8.80,p = .003
Uncertainty about future 15 26.8 24 50.0 x2 (1) =5.94,p = .015
Hormonal changes 8 14.3 13 271 x2 (1) =2.63, p =105
Medication side effects 15 26.8 17 35.4 ><2 (1) = .90,p = .342
Fear of transmitting HIV to partner 52 92.9 46 95.8 x2 (1) = .42,p= 516
Fear of talking about HIV with partner | 44 78.6 40 83.3 x2 (1) = .38p =539
HIV stigma 37 661 41 85.4 x2 (1) =516, p = .023

Our study aimed to provide new insights into the extent to which SHC is
incorporated into HIV care in the Netherlands, and to assess the similarities
and differences in readiness for providing SHC and provision of SHC in regular
consultations among HIV physicians and nurses. Overall, HIV care providers
felt competent in providing SHC, with nearly all nurses expressing perceived
competence as well as the majority of physicians. Also, all nurses and
threequarters of physicians considered their professional group to be responsible
for SHC with PLHIV. Nevertheless, only about half of the HIV care providers were
aware of current Dutch guidelines for SHC with PLHIV, and only about one-third
of physicians and over half of nurses felt knowledgeable of SHC for PLHIV. About
one third of physicians and nearly two-thirds of nurses indicated an interest in
further training on SHC to build their capacity.

While nearly two-thirds of nurses frequently provided SHC, this was done by
only slightly more than one in ten physicians. Our study also shows that nurses are
more likely to address sexual risk behavior and prevention of HIV transmission,
while physicians are more likely to discuss biomedical issues with PLHIV. A study
among 400 HIV physicians in the US similarly found that they discussed biomedical
issues more frequently with PLHIV than transmission risk reduction Gartner et
al. (2008). As the standard number of HIV consultations in the Netherlands has
been reduced from four to two times per year as HIV care has become more
routine, and as consultations alternate between physicians and nurses, the already
limited opportunity for SHC, particularly by physicians, may have been further
reduced. This can lead to missed opportunities to address sexual health issues. HIV
physicians and nurses should hence be encouraged to include SHC in regular HIV
care, and ensure that the diversity of potential sexual health issues is addressed.

The three most important barriers to SHC noted by both physicians and
nurses were insufficient time, patients not asking for advice on sexual health
issues, and the presence of a third party. Not having enough time is an expected
barrier given the average consultation time of 10-15 min for an HIV physician
and 30 min for a nurse, as also found in other research among HIV care providers
(Carter et al., 2014; Flickinger et al., 2013). Insufficient time due to the limited
duration of consultations is also reported as a barrier to SHC by health care
providers in other medical domains, including surgical oncologists and dialysis
nurses (Krouwel et al., 2015; van Ek et al., 2018). The importance HIV care
providers attach to patients initiative for SHC is in line with the findings of
research from the perspective of HIV patients, which found that they wanted to
start the conversation about sexual health problems (Sandfort et al., 2013).
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The presence of a third party as a barrier to SHC likely reflects HIV care
providers’ perceived sensitive and private nature of the sexual health issues. At
the same time, HIV care providers are also attribute responsibility to partners
for raising sexual health issues. Whether the third party present during a
consultation is a partner or someone else may explain why previous research on
the role of the presence of others in SHC has yielded mixed results (Bell et al.,
2006; De Munnik et al., 2017; Krouwel et al., 2015).

Our findings show that both HIV physicians and nurses address sexual health
issues with PLHIV. Optimal SHC for PLHIV hence requires effective collaboration
between HIV nurses and physicians so that sexual health-related issues are
actually addressed during (each) regular HIV consultations and that effective
care is provided, and ensuring that consultations for the same patient effectively
build on each other. Furthermore, our findings suggests scope to strengthen
the readiness of HIV care providers to address sexual health issues with PLHIV,
building on their perceived responsibility to do so. To strengthen this readiness,
it is important to develop and promote awareness of guidelines for SHC with
PLHIV that indicate which topics to address, as well as more importantly, how to
address these issues, what care to provide and when to refer PLHIV to which care
provider.

Our findings show that many issues related to the sexual health of PLHIV,
in particular psychosocial issues such as stigma and uncertainty about future,
and subjective experiences, such as sexual arousal problems and altered
self-image, are mostly discussed with HIV nurses or are discussed equally
frequently by HIV nurses and physicians (e.qg., fear of HIV transmission, physical
changes). This underscores the importance of ensuring that any guidance
regarding SHC for PLHIV recognizes and strengthens the role of HIV nurses,
who can provide integrated care combining medical and nursing perspectives.
HIV physicians also have an important role to play in SHC for PLHIV and,
at a minimum, need to be aware of the importance of SHC during regular
consultations, have basic knowledge of prevalent sexual health issues and
know who to refer patients to, including an HIV nurse already providing regular
consultations. We recommend that SHC for PLHIV provided by HIV physicians
and nurses encompasses psychosocial, experiential as well as medical issues.
While HIV physicians as well as nurses participating in our study indicate
feeling responsible for providing SHC to PLHIV, they also indicate a need to
engage in further training. Such training should be part of a comprehensive
toolkit for optimal SHC for PLHIV, which also included evidence-based
guidelines reflecting professional consensus.

To the best of our knowledge, this is one of the first studies to assess the
readiness and provision of SHC by both HIV physicians and nurses. Furthermore,
this study provides new insight into the barriers HIV care providers experiences
with respect to SHC. Some limitations also need to be considered. Data were
collected using self-reports, and may be affected by memory and social
desirability biases. Also, due to the relatively low number of physicians and
nurses involved in HIV care in the Netherlands, the power of our study is limited.

The response rate was nevertheless high, and results likely provide
a good indication of the views and practices regarding SHC by HIV care
providers in the Netherlands. Furthermore, while the research findings may not
be fully generalizable beyond the Dutch HIV care setting, they may however be
informative for HIV care providers more broadly.

In contrast to the sense of responsibility among Dutch HIV care providers to
address SHC in regular consultations with PLHIV, there is substantial variation
in the readiness and provision of SHC between HIV physicians and HIV nurses.
Overall, there is substantial room for improvement in SHC provided in regular HIV
care, and HIV care providers need to be aware of the importance of addressing
sexual health problems for the quality of life of PLHIV. To improve SHC for
PLHIV, a multidisciplinary approach may be needed, encompassing guidelines
for HIV physicians and nurses, additional training tailored to the needs of specific
types of HIV care providers, establishing adequate referral systems and, where
possible enabling sufficient consultation time to discuss sexual health.
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Background: Despite prevention efforts, the incidence of sexually
transmitted infection among HIV-positive men who have sex with men
remains high, which is indicative of unchanged sexual risk behaviour.
Discussing sexual risk behaviour has been shown to help prevent sexually
transmitted infections among HIV-positive men who have sex with men.
Objectives: The aim of this study was to identify factors that influence
whether - and how - specialised HIV nurses discuss sexual risk behaviour
with HIV- positive men who have sex with men. Identifying these factors
could indicate how best to improve the frequency and quality of discussions
about sexual risk behaviour, thereby reducing sexual risk behaviour and
sexually transmitted infections.

Design: Qualitative study, focus groups among HIV nurses.

Setting: Dutch HIV treatment centres.

Participants: A purposive sample was taken of 25 out of 87 HIV nurses
working in one of the 26 specialised HIV treatment centres in the
Netherlands. Of the 25 HIV nurses we approached, 22 participate in our study.
Methods: Three semi-structured focus group interviews were held with 22
HIV nurses from 17 hospitals. Interviews were transcribed verbatim, and
thematic analysis was performed.

Results: HIV nurses agreed that discussing sexual risk behaviour is

important, but barriers were experienced in relation to doing so. In

accordance with the theory of planned behaviour, attitudes, perceived norms
and perceived behavioural control were all found to be relevant variables.
Barriers to discussing sexual risk behaviour were identified as: dealing

with embarrassment, the changing professional role of an HIV nurse, time
constraints, and the structure of the consultation.

Conclusions: To improve the frequency and quality of discussions about sexual
risk behaviour with HIV-positive men who have sex with men, our data suggests
it would be beneficial to support HIV nurses by developing tools and guidelines
addressing what to discuss and how. Using a related topic as a conversational
‘bridge’ may help nurses to broach this subject with their patients. This

would allow HIV nurses to discuss possible risk reduction strategies, such as
pre-exposure prophylaxis for HIV-negative partners, condom use, strategic
positioning, or sero-sorting.

Focus groups, HIV, HIV-positive men who have sex with men, nurses,
qualitative research, sexual behaviour, sexually transmitted infections, theory
of planned behaviour.
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Sexual risk behaviour among HIV-positive men who have sex with men
leads to an increased risk of sexually transmitted infections and onward HIV
transmission to sexual partners. As sexual risk behaviour in this group is a
threat for public health, several Dutch organisations (e.g. STI Aids Netherlands
and the Dutch HIV Association) have developed educational programs with the
aim of preventing further transmission of sexually transmitted infections, and
emphasising prevention among HIV-positive men who have sex with men (SOA
Aids Nederland, 2013). These educational programs have been further applied in
policies that aim to support the prevention of sexually transmitted infections.
Despite these programs, the prevalence of sexually transmitted infections
among HIV-positive men who have sex with men has not decreased, which
is indicative of unchanged sexual risk behaviour. As of May 2016, more
than eighteen thousand HIV-positive people have received care in one of
the 26 HIV treatment centres currently operating in the Netherlands (The Dutch
HIV Monitoring Foundation, 2016). The majority of these individuals (76%) were
men who have sex with men, and more than one third (37%) had been repeatedly
diagnosed with one or more sexually transmitted infections (Visser et al., 2016).

In practice, targeted efforts to counter the proliferation of sexually
transmitted infections among HIV-positive men who have sex with men
might become even more important considering the recent shift in focus to
the prevention of onward HIV transmission. The focus of HIV prevention in
the Netherlands - as well as internationally - has shifted to early initiation of
combination antiretroviral treatment in order to prevent HIV transmission (Cohen
et al., 2011). The aim of this risk reduction strategy is to achieve and maintain
undetectable viral load, a medical outcome that indicates low transmission risk
as well as a better clinical diagnosis. In 2015, of all patients diagnosed with
HIV in the Netherlands, 88% were treated in an HIV centre. Of all patients
who tested positive for HIV, 77% received HIV treatment within four weeks
of testing and 72% had an undetectable viral load within six months of
starting treatment (The Dutch HIV Monitoring Foundation, 2016). Another
risk reduction strategy is the provision of pre-exposure prophylaxis (PrEP] to
prevent HIV infections among high-risk HIV-negative people (McCormack et
al., 2016). PrEP has been effective in preventing HIV infections, but efficacy
does depend on patients” adherence to the treatment regime. The downside of
these preventive measures is that they could reduce inhibitions to engage in
sexual risk behaviour and thus in turn might actually raise STI positivity rates
(Scott and Klausner, 2016).

To try and put a halt to the increasing incidence of sexually transmitted
infections among men who have sex with men, several studies have been
conducted in recent years to gain insight into determinants that influence sexual
risk behaviour among HIV-positive men who have sex with men. The objective
of these studies was to identify determinants that can be converted into
tailor-made interventions designed to prevent the transmission of sexually
transmitted infections (Centre for disease control and prevention, 2003; Carter et
al., 2014; Morin et al., 2004). Some studies have shown that a reduction of sexual
risk behaviour in HIV-positive men who have sex with men can be achieved
if health care providers introduce the topic of sexual risk behaviour during
consultation (Crepaz and Marks, 2002; Johnson et al., 2008; Richardson et al.,
2004).

While discussing sexual risk behaviour can lead to a reduction in this
behaviour, studies have also shown that prevention counselling is frequently
neglected in clinical practice (East and Hutchinson, 2013; Gardner et al., 2008;
Mayer et al., 2004; Morin et al., 2004). Several studies conducted in the United
States have focused on the reasons why health care providers avoid discussing
sexual risk behaviour with their patients. Reasons for not discussing sexual
risk behaviour have been identified as: time constraints, difficulties in obtaining
the patient’s sexual history, language and cultural barriers, and patient
confidentiality concerns (Morin et al., 2004; Gerbert et al., 1999; Myers et al.,
2004; Steward et al., 2006). In contrast to these findings, Marks et al. (2002)
reported that healthcare providers were generally comfortable with discussing
sexual risk behaviour. Nevertheless, they also mentioned ‘lack of structure and
guidelines’, and ‘lack of training” as practical reasons for not discussing sexual
risk behaviour. Apart from these more practical concerns, it has been reported
that discussing sexual risk behaviour can be hampered by the idea that men
who have sex with men will not listen anyway - a belief that has been labelled
provider fatalism (Gerbert et al., 1999; Steward et al., 2006).

As most of these studies were conducted in the United States, the

results may not be generalisable to European countries and specifically the
Netherlands, where the social context is liberal and more open towards the
discussion of sexual behaviour in general and sexual risk behaviour in particular.
Politically and culturally, the majority of Dutch residents adhere to the notion of
freedom for all individuals, as long as this freedom does not limit the freedom

of other people. This also includes an open attitude towards homosexuality, HIV
status, and sexual behaviour (Widmer et al., 1998). Therefore, exploring barriers
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to the discussion of risk behaviour (such as unprotected anal intercourse among
men who have sex with men) in the Dutch context can provide valuable new
insights into the prevention of sexually transmitted infections.

Moreover, it is worth noting that the barriers identified in American
studies may not be applicable to the Dutch context, because in the Netherlands,
HIV patients are counselled by specialised HIV nurses. These nurses work in
specialised HIV treatment centres, where patients see a doctor for their medical
needs and an HIV nurse for additional support and care, including the discussion
of sexual risk behaviour. Specialised HIV nurses provide HIV patients with care
that may go beyond their medical needs, for example assisting with issues
concerning medication adherence, providing social support (i.e. discussing minor
psychological issues, depression, stigmatisation, and drug-related questions), and
advising on lifestyle choices. The national organisation of nursing consultants in
HIV care (VCH) has set up guidelines for discussing the specific topics of adherence
to treatment and sexuality.

These include nursing interventions, which provide nurses with direction
in terms of how to discuss and improve adherence to treatment and how to
address sexual dysfunction among their patients (Vervoort, 2009; Aidsfonds,
2008; Professional Association of Dutch HIV nurses professional, 2015). Despite
the availability of guidelines for discussing topics such as sexual risk behaviour, it
is possible that some HIV nurses are unaware of the content of these guidelines,
or that others do not implement them (Vervoort et al., 2010). As HIV nurses are
specifically expected to discuss sexual risk behaviour, identifying barriers within
this group might also be relevant for other professionals in sexual health care
(East and Hutchinson, 2013).

The aim of our qualitative study was to identify factors that influence
specialised HIV nurses’ decisions about whether or not to discuss sexual risk
behaviour with HIV-positive men who have sex with men. In order to gain more
insight into what influences Dutch HIV nurses in terms of whether they discuss
sexual risk behaviour, an elicitation procedure with open questions was used
to identify possible. The theory of planned behaviour (TPB/RAA) was applied as
a theoretical framework in the analysis of the results. The theory of planned
behaviour states that intention, one of the immediate determinants of behaviour,
depends on three constructs: attitudes, perceived norms and perceived
behavioural control, all of which are influenced by underlying beliefs. Fishbein
and Ajzen (2010) posit that the influences of other, external variables (e.g. age,
gender, education) are mediated by these three constructs. Nevertheless, we felt
that it was important to explore the possible influence of these external variables
(Bartholomew Eldredge et al., 2016).

The theory of planned behaviour was used as guidance to identify which
factors influence HIV nurses’ intentions by exploring their attitudes, perceived
norms and perceived control regarding the discussion of sexual risk behaviour
with men who have sex with men, as well as identifying the effects of certain
external variables. Insights into the influence of these determinants on whether
and how to discuss sexual risk behaviour can be used to develop interventions to
improve the quality of the consultations between HIV nurses and their patients.
At the same time, however, our study procedure was designed to ensure an open
approach (Ajzen, 2015). Fishbein and Ajzen (2010) have described in detail how an
elicitation procedure should be executed, starting with qualitative individual and/
or group interviews. We therefore organised focus groups to explore the factors
that influence HIV nurses’ intentions to discuss sexual risk behaviour with HIV-
positive men who have sex with men using the nurses’frame of reference.

We selected a purposive sample of HIV nurses who deliver care for HIV
infected men who have sex with men and are working in one of the 26 specialised
HIV treatment centres in the Netherlands. To obtain a maximum variation sample,
we made sure that participants differed according to gender, age, sexuality,
education and number of years of working experience. All Dutch HIV nurses and
nurse practitioners have a general nursing background (Dutch HBO-V), comparable
to that of advanced Nurse Practitioner in the United Kingdom. Furthermore, all
Dutch HIV nurses have completed additional master classes focusing on HIV
care, and the topics treated in these classes include discussion of sexual health
and motivational interviewing. There are additional courses that nurses can opt
to attend which focus specifically on sexuality in the broadest sense, and also in
relation to sexual dysfunctions, or drug use. We therefore assumed at least an
adequate knowledge and skills base in relation to the discussion of sexual risk
behaviour in our entire sample of HIV nurses.
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Semi structured focus group interviews were performed to investigate
HIV nurses’ perspectives on how to broach the subject of sexual risk behaviour.
An interview guide was used as a framework to make sure that all topics were
discussed. The topic list was based on existing literature on the discussion of
sexual risk behaviour and on a behavioural theory - the theory of planned
behaviour. As we alternated between data collection and analysis, the
interview guide was adjusted on the basis of the themes that emerged. All focus
groups started with an introduction about the objectives of the study and an
explanation of the role of the participants during the focus group session. Each
focus group interview started with the same opening question: ‘Can you tell us
what you are currently doing to discuss sexual risk behaviour among HIV-positive
men who have sex with men, and any other subject relevant to this discussion?’

Each focus group was led by the same facilitator (EdM), a nurse
practitioner in HIV care, and was attended by an experienced observer (SV],
who also made field notes. Based on the HIV nurses’ narratives, the topics
they mentioned were explored in depth, by asking probing questions. The
interviewer asked about all of the topics listed in the interview guideline if they
had not already been brought up spontaneously by the participants. Throughout the
study, we continuously integrated and discussed themes from preliminary analyses
of the previous focus group (or groups) in order to identify commonalities and
differences between participants.

Finally, participants were asked to provide information on their age,
gender, sexual orientation, function (either HIV nurse or nurse practitioner),
the number of years working in the field, and whether they had attended
any training about sexual health in particular. All focus group interviews
were audiotaped.

In total, three focus groups were conducted in a meeting room at the
central station in Utrecht, the Netherlands. These meetings took place between
November 2013 and January 2014. The focus group comprised of eight, eight,
and six participants respectively. The sessions lasted an average of 105 min
(range 90-120 min). Focus group interviews were discontinued when, during the
analysis, the third focus group did not uncover any new ideas or insights into
the themes, and thus saturation had been reached. Further sampling was not
necessary.

Data were analysed by two researchers (EdM, RM] according to
the thematic analysis method described by Braun and Clarke (2006), and
were discussed with a third researcher (GKJ. All focus group interviews
were transcribed verbatim. The analysis was carried out following the six
stages of thematic analysis in order to establish meaningful patterns. During
the first stage, ‘familiarisation with data’, the interviews were read out in full,
and then read again in order to grasp the finer details. In the second stage,
initial codes were generated and meaningful paragraphs were open coded.
In the third stage, both researchers searched for themes among the codes,
leading to categorisation based on similarities. In the fourth stage, overall
themes were assigned and reviewed, leading to the fifth stage which involved
defining and naming the themes. In this stage, the framework of the theory of
planned behaviour was applied to explore the themes [(in relation to attitudes,
subjective norms and perceived behavioural control). The third researcher (GK],
an expert in the field of psychology, was involved in the process of categorising
and interpreting the data. After the second focus group, the two researchers
discussed the initial findings with the third researcher in terms of which themes
were as expected, and any new themes were discussed.

Data analysis was supported by means of the software program ATLAS.
ti 7.0 (Scientific Software Development GmbH Berlin). Based on the outcomes
of these stages, the final report was produced in the sixth and final stage of the
analysis.

The study followed the prevailing guidelines for ethical approval in the
Netherlands (CCMO website, 2017). Consent was obtained with the participants’
positive response to an email requesting study participation, which included
information about the study and the study aims. Anonymity of the respondents
was guaranteed. Data and results could not be traced back to individual
participants.
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Characteristic (N =22)

Age (yrs) Mean (range) 50 (28-64)
Gender Female 14 (64%)
Sexuality Heterosexual 15 (68%)
Years in clinical practice (yrs) Mean (range) 12 (2-25)
Provider type HIV nurse* 12 (55%)
Training received in discussing sexuality Yes 13 (59%)

Note: *The remaining 10 were HIV nurse practitioners.

Of 25 selected HIV nurses who were approached by e-mail, 22 participated
in our study. Three HIV nurses declined to participate citing lack of time.
Fourteen of the 22 participants were women (all heterosexual) and eight were
men (one heterosexual]. They were aged between 28 and 64, and they had, on
average, worked in HIV care for 12 years (range 2-25 years). They worked in 17 of
the 26 specialised HIV treatment centres. The characteristics of the HIV nurses
are described in Table 1.

The discussion of sexual risk behaviour by HIV nurses was found to be
influenced by seven themes (Table 2). These themes are presented according
to the three determinants of the theory of planned behaviour, namely attitudes
towards the discussion of sexual risk behaviour, perceived norms about the
discussion of sexual risk behaviour, and perceived behavioural control with regard
to the discussion of sexual risk behaviour. A fourth category comprises external
variables. The themes are described below and illustrated with relevant quotes.

TPB classification Themes

Attitude 1. Dealing with embarrassment

2. Striving for an equal relationship with the patient

3. Changing professional role of the HIV nurses

4. When to raise a topic

5. Prioritising abundance of relevant topics

©. Confidence in capacity to discuss HIV-related topics

Perceived norms

Perceived behavioural
control
External variables 7.Connecting with patients through similarities in individual

characteristics

HIV nurses experienced feelings of embarrassment and a sense of
discomfort regarding the idea of discussing sexual risk behaviour. These feelings
often created a barrier to the discussion of sexual risk behaviour. Participants were
particularly uncomfortable about the intimate aspect of discussing sexual risk
behaviour. As one HIV nurse put it, ‘| often think: Who am | to ask the patient about
such an intimate matter? Why should they [the patients] share that with me?’
Furthermore, talking about sexual risk behaviour ‘out of the blue’ was assumed
to cause feelings of embarrassment in participants. As one participant put it: ‘If
the patient himself starts talking about sexuality, | feel less embarrassed about
discussing this than when | bring up the subject myself.’

Due to these kinds of experiences, most participants tried to find some sort
of reason for introducing the subject of sexuality: ‘| regularly use some introductory
remarks to make me feel more comfortable discussing sex.” Alternatively, HIV
nurses attempted to put the patient at ease verbally and non-verbally, for example
by asking open questions in a non-judgemental way. One participant gave the
following example: 'l intentionally use open questions and try to be as specific as
| can in communicating sexual risk behaviour by using the words bare backing,
or by specifically mentioning ejecting semen into the anus, group sex, fisting, or
rimming.” Other HIV nurses said that they specifically ask the patient’s permission
to talk about the subject during the consultation instead of using open questions.

HIV nurses stated that they did not want to be patronising. They considered
being equal to be the basis for a trusting relationship with their patient and a
prerequisite for high-quality health care. They expressed the fear that a patient
might stop showing up for his appointments if they were too patronising or did
not give the patient the feeling of being an equal. Having a relationship of trust
with a patient was mentioned as both a facilitator and a barrier in terms of
discussing sexual risk behaviour. As one participant explained: There are patients
| have given counselling to for more than ten years. | know them so well, that
makes it difficult to bring up this topic’. Another participant said: ‘In fact, | dare to
ask about sex because I've known my patients for a long time and | can weigh up
the situation in terms of whether they can handle this kind of subject or not".
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In recent years, the role of the HIV nurse has shifted, with half of the
group specialising in order to be able to combine nursing and medical care. The
participants believed that discussing sexual risk behaviour is clearly part of
their job, due to the relationship between HIV and sexuality. This perceived norm
was mostly supportive of discussing sexual risk behaviour. This is in line with
the guidelines of the national professional organisations in health care which
stipulate that HIV nurses need to discuss sexual risk behaviour. On the one hand,
one participant stated: ‘I believe that we, as nurses, should be able to freely and
openly discuss HIV and sex, and should, in fact, be open to discussing it over
and over again.” On the other hand, participants also explained that even though
they are aware of the norm to discuss sexual risk behaviour, they nevertheless
sometimes still avoid this topic: To me it's not clear what | need to discuss
exactly about this topic, or how thoroughly | should explore it. It was more a
matter of personal interest [affinity with the topic in relation to the specific
patient] whether or not | brought up this topic. After | followed a course, | became
more aware of this.’

While HIV nurses believe that it is their role to discuss sexual risk
behaviour, it is less clear to them how, when, and how often the topic should be
raised. The uncertainty felt in relation to their consultations was handled using
different strategies. Among some HIV nurses, this sometimes leads to talking
about irrelevant issues: 'With patients that have been in care for many years, |
expect to know everything, and then we just chitchat.” One participant mentioned
that, among colleagues, they decided to make sexual risk behaviour a key topic
to be discussed annually: ‘We realised that we don’t discuss this topic often, but
one year ago we decided to discuss this topic during an evaluation session that
we would plan one year after the patient started to attend consultations.” The
importance of discussing sexual risk behaviour was also highlighted by another
participant, who summed up her concerns: ‘They have been treated for a sexually
transmitted infection and have a low HIV viral load and still continue their sexual
risk behaviour. At least they will not infect someone else in the near future.’

Participants also mentioned the need to address many different topics
whilst providing HIV care. This is as a consequence of changes in the health
care requirements of the population of HIV-positive patients, many of whom are
healthy but aging. Our participants indicated that, in their experience, many of
their colleagues prioritise other health topics over the discussion of sexual risk
behaviour, due to the abundance of relevant and important topics that should
be discussed. Patients visit the outpatient clinics less frequently, and when they
do, other health topics are prioritised during the consultation: ‘Sometimes we
intentionally leave out this subject [sexual risk behaviour] because of other
important matters, such as cardiovascular disease.’

Another important barrier to discussing sexual risk is the perceived norm
of observing time constraints in relation to consultations. Participants state
that there is often insufficient time to start discussing such a sensitive topic,
particularly in light of all the other topics that need to be discussed. ‘Since the
new guidelines, patients visit our clinic less frequently. In practice, they come twice
a year, and sometimes, if they call instead of visiting, | see them only once a year.
As a result, | do not have enough time during the consultation to discuss this topic.’

Skills were mentioned as a prerequisite for effective communication by
several participants. Even though all HIV nurses are fully qualified for their jobs
and have attended education programs specifically tailored to HIV nurses, they
also need to feel confident that they are able to convey this knowledge to the
patient in a way that he will understand. Specifically, participants indicated using
motivational interviewing as a technique that helped them in the discussion of
sexual risk behaviour: ‘I probably apply motivational interviewing techniques
myself. | use some elements of the technique to explore the patient’s willingness
to use a condom.’

Apart from conversation techniques, knowledge was also seen as an

important factor influencing the discussion of sexual risk behaviour. In particular,
knowledge about sexuality and drugs was mentioned as a requirement for any
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discussion about sexual risk behaviour. A participant illustrated this as follows:
‘| realise that since | attended a training course by Mainline [Dutch authority
providing training on drugsl], | specifically talk to patients about drugs and use
the names, such as speed, GHB and XTC or some other drug in combination with
Kamagra or Viagra, and | also ask if they are top or bottom. | think that in this
way, | can better understand what risks they take.’

Most HIV nurses who participated in the focus group discussions
considered attending training courses to be important. Several nurses indicated
that the training gave courses provided them with skills as well as knowledge
and the confidence to discuss the relevant topics more easily. For example, as
one nurse mentioned: The [sex addiction] training course made it easier for me
to talk about sexuality.’

One factor found to negatively influence whether participants discussed
sexual risk behaviour was experience of a limited connection with certain
patients, due to a perceived distance based on the participant’s own age, gender
or sexual orientation. Younger participants seemed to find it more difficult to
bring up the subject with older patients, and vice versa. The following comment
reflects how older HIV nurses are struggling with the age of the patient: "...
for me, a patient’s age is of significance in terms of talking about it easily; | am
somewhat older myself and find it difficult to connect to the younger generation
of men who have sex with men.’

The participants also had the impression that gender plays a role in
discussing sexual risk behaviour with patients. They felt that men who have sex
with men find it more difficult to discuss sexual risk behaviour with a female than
with a male HIV nurse. The female participants mentioned that this sometimes
influenced whether or not they started a discussion about sexual behaviour ; they
thought men who have sex with men would be better understood in a male-to-
male conversation: ‘| feel that men who have sex with men do not want to talk to
me about sex due to the fact that I'm a woman, so that's why | don’t always bring
it up.” As another participant put it: ‘I am almost 30 years older than some of my
patients and therefore | am not fully aware of and up-to-date with new trends,

such as the dating app Grindr. Furthermore, as a woman, | am not versed in
some of the topics this patient group deals with and therefore | sometimes
have trouble finding an appropriate way to start the conversation.’

Moreover, participants who are themselves men who have sex with men
regarded their sexual orientation as an advantage when it comes to discussing
sexual risk behaviour: ‘I think it is an incredible advantage that | am in the same
scene, | recognise experiences of my patients and have practical knowledge of
the topics they discuss.” However, the only heterosexual male participant did not
regard his sexual orientation as a disadvantage. ‘| am an expert in the area of
sexual risk behaviour and try to explicitly discuss this with my gay patients. | do
not think it is an issue that [ am a straight man myself.’

The current study explored which barriers and facilitators influence whether
or not Dutch HIV nurses’ discuss sexual risk behaviour with HIV-positive men who
have sex with men.

Our finding that Dutch HIV nurses experience barriers in discussing sexual
risk behaviour is in line with previous studies conducted in other parts of the
world with nurses who have less specialised roles (Morin et al., 2004; Johnson et
al., 2008; Gardner et al., 2008; Mayer et al., 2004; Gerbert et al., 1999]). However,
we did find some differences in relation to the current context.

Our data suggests that time constraints were interpreted differently by HIV nurses.
This difference can be explained by the burgeoning number of topics that need
to be discussed in view of the increasing average age of the HIV population, co-
morbidities, the recent shift in prevention strategies of onwards transmission,
and the changing role from HIV nurse to nurse practitioner.

Although HIV nurses working in the Dutch HIV centres, (specialised
in delivering care to HIV-positive patients) are the designated professionals
responsible for discussing sexual risk behaviour with HIV-positive men who
have sex with men, we found that some Dutch HIV nurses feel embarrassed and
experience discomfort when bringing up the topic of sexuality with their patients.
This indicates that the personal norms and values of HIV nurses are more
relevant in terms of their ability to talk about sexual risk behavior than the rather
liberal norms of the society that they are a part of. Dutch society is generally known
for its open-minded attitude regarding topics such as sexual behavior and it might
therefore be expected that Dutch HIV nurses would feel comfortable in dealing
with these topics. However, our data suggests that this is not always the case.
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To reduce these feelings of discomfort, some nurses indicated that they would
only discuss sexual risk behaviour if this topic was first brought up by the patient.
Our findings show that one way to address this barrier could be for HIV nurses

to broach other subjects - for example drug use - as a conversational ‘bridge’

in order to prepare the way for starting a discussion on sexual risk behaviour. It
may be beneficial for nurses to first practice this approach in dedicated training
courses, in which standard starting points for opening a discussion on this topic
could be provided. The preparation of leaflets that include example sentences
may also help nurses to start this type of conversation.

Having a long-term relationship of trust with their patients and being new
in the field were both factors that led to difficulties in discussing sexual risk
behaviour - the first because of knowing the patient too well and the latter due
to not knowing the patient well enough to bring up this subject. Furthermore,
novice HIV nurses lack the skills and experience necessary to talk about this
topic, which suggests that they need specific training on how to discuss sexuality.
At the same time, novice nurses need to develop their own professional attitude
while gaining general experience in the field. Advanced HIV nurses could use a
predetermined list of topics - or use another topic as a conversational ‘bridge’
that leads to a discussion of sexual risk behaviour.

Currently, Dutch HIV nurses receive education designed to provide the
knowledge and skills required for discussing various topics, including sexual
risk behaviour. Surprisingly, the training course that nurses mentioned as being
most useful — and leading to high intentions to discuss sexual risk behaviour
- did not specifically address sexual risk behaviour but rather focused on
drugs. Interestingly, participants mentioned that discussing drug use could
be used as a starting point for discussing sexual risk behaviour. The fact that
this training course was mentioned (rather than one of the other specialised
courses) suggests that current educational programs need to be evaluated
and potentially modified and updated. This suggestion is in line with a previous
study indicating that the fast changes in the field of HIV care and HIV prevention
necessitate a need to modify courses more often than is presently the case
(Mimiaga et al., 2007). We found that external variables such as age, gender and
sexual orientation appear to influence whether or not sexual risk behaviour is
discussed.

Specifically, younger nurses and male HIV nurses seemed to be more at
ease with this topic, in particular if they are themselves men who have sex with
men. This could be because they feel able to communicate more easily with this
group of patients, or because they have more affinity with this topic, or because
they have better or different relationships with these patients, e.g. more trusting

or more at ease. Of course, an HIV nurse’s sexual orientation, age, or gender
cannot be influenced, but female or older HIV nurses could receive additional
assistance to help them form better connections with patients who they do not
automatically identify with, or be trained in ways to communicate with these
patients that would feel more natural. A specific example of what HIV nurses
could discuss during consultation (in terms of the behaviours involved and the
possible risks] is the use of apps, such as Grindr, for meeting sexual partners.
Knowing the right jargon and more about the lifestyle of HIV-positive patients
who are men who have sex with men is likely to be helpful in terms of discussing
this topic more easily and in more depth.

The HIV nurses’ confusion about the norms among their peers and
managers regarding the importance of discussing sexual risk behaviour indicates
that it is important to clarify the role and responsibility of HIV nurses, in order
for them to provide patients with the health care they need. To achieve this,
they need to be able to dedicate sufficient time and create the ideal setting for
discussing sexual risk behaviour. By doing so, not only will HIV nurses improve
the individual patient’s health care and be able to address their specific needs,
but they will also contribute to the community as a whole by preventing further
HIV and STI transmission. These findings suggest a need for a re-evaluation of
the current guidelines, in particular the structure of consultations, and the time
available for individual consultations.

The intentions of Dutch HIV nurses regarding the discussion of sexual
risk behaviour with HIV positive men who have sex with men are influenced by
different facilitating and hindering factors that, from a theoretical perspective,
are consistent with the theory of planned behaviour. First, embarrassment
and the need to strive for an equal relationship with the patient were emerging
themes that are related to attitudes. Second, themes applicable to perceived
norms were related to the HIV nurses’ understanding that discussing the topic
is part of the changing professional role of the HIV nurses. Perceived norms
were also related to timing (when to raise the topic), and nurses’ difficulties in
prioritising the abundance of relevant topics that could or should be discussed
during consultations.
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Finally, confidence in the capacity to discuss sexual risk behaviour - and
possession of the relevant knowledge and skills — were related to perceived
behaviour control. While the present study focused on factors that influence
whether or not HIV nurses discuss the topic of sexual risk, the exact content of
this discussion is open to debate. The discussion of sexual risk behaviour can
be considered from many different angles. (Brawner et al., 2016). In relation
to reducing the number of sexually transmitted infections, such a conversation
should involve several topics. HIV nurses could discuss sexual behaviours in
general, and how these affect risks for sexually transmitted infections - for
example, the number of partners, sexual acts, drug use, and disclosure of serostatus
or viral-load to partners. HIV nurses could discuss the patient’s own behaviour and
possible risk reduction strategies, such as PrEP for their HIV-negative partners,
condom use, strategic positioning, or how to successfully sero-sort.

Our current study has shed light on several factors which appear to
influence the discussion of sexual risk behaviour. Future research could
investigate which of these factors are most important, and how these factors
might interact to influence the discussion of sexual risk behaviour. It is also
worth noting that there are many options available in terms of the discussion
of sexual risk behaviour, some of which may be more appropriate for certain
patient groups (for example men who have sex with men), and others which
may be easier for HIV nurses from a particular demographic to implement.
It is important to further investigate the circumstances in which sexual risk
behaviour is discussed, what exactly is discussed, and how effectively this topic
is discussed.

The findings of this study present an opportunity for improving sexual
health care among HIV-positive men who have sex with men by helping HIV
nurses to improve the frequency and quality of any discussion of sexual risk
behaviour with their patients. Achieving an understanding of the factors that
influence whether or not this topic is discussed is essential groundwork for further
research. Quantitative research is therefore necessary to assess the themes and
to validate the most important determinants.

It should be noted that the 22 HIV nurses that participated in this study
were not from all regions of the Netherlands. However, the participants did
work in various hospitals with different levels of urbanisation, and it is possible
that this difference in level of urbanisation could have influenced whether
ot not the HIV nurses’ discussed sexual risk behaviour. For example, levels

of stigmatisation could be higher in regions with lower urbanisation levels.
However, the different levels of urbanisation were adequately represented in this
study. The lead researcher in this study is an experienced HIV nurse practitioner,
who sees patients regularly and who has learned to critically assess current
nursing care of HIV patients by carrying out indepth research. As the researcher
is an active member of this target group, a clear strength of this project is that
members of the target group were very willing to participate and were able

to see the importance of this research topic. A possible limitation is that the
researcher’s expectations — which her colleagues may have been more sensitive
to - could have influenced the results To counter any effect of experiment bias,
another researcher took on the role of moderator in the focus groups. This
moderator is an experienced researcher in qualitative research and is also
familiar with the field of HIV care in the Netherlands. This experience enabled
the moderator to provide continuity in conducting the focus groups. Moreover,
as she was less well known to the nurses, she was less likely to influence

the participants’ responses to the topics discussed. In our study, we did not
investigate barriers and facilitators related to discussing sexual risk behaviour
from the perspective of the patients [i.e. HIV-positive men who have sex with
men), but rather from the perspective of the HIV nurses. Future research should
explore patient perspectives in order to understand how patients experience
discussing sexual risk behaviour with their HIV nurse, and to gather their
opinions on how this could be improved.

Our findings indicate several important themes that influence whether or
not HIV nurses discuss sexual risk behaviour with their patients (HIV-positive
men who have sex with men). To improve the frequency and quality of discussions
about sexual risk behaviour, our data suggests it would be beneficial to support
HIV nurses by developing skills, tools, and guidelines in relation to what is
discussed and how. Using a related topic as a conversation ‘bridge’ could assist
nurses in broaching this subject. External variables such as age, gender and
sexual orientation appear to influence whether or not sexual risk behaviour is
discussed.

Knowing the right jargon and being familiar with the lifestyle of HIV-positive
patients who are men who have sex with men may encourage nurses to discuss
this topic more easily and in more depth. We suggest that further research
should also explore patients” perspectives on discussing sexual risk behaviour
with their nurse.
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Aims: We aimed to elucidate facilitators and barriers that HIV nurses
experience in discussing sexual risk behaviour with HIV-positive men who
have sex with men, using variables from a previous qualitative study and
the theory of planned behaviour.

Background: HIV-positive men who have sex with men are frequently
diagnosed with sexually transmitted infections, which can be reduced if
HIV nurses discuss sexual risk behaviour.

Design: An online questionnaire was disseminated in April 2015 among all
HIV nurses in the Netherlands.

Methods: We assessed variables, such as attitudes, shame, ability,
knowledge and time concerns. A regression analysis was conducted with
“intention to discuss sexual risk behaviour” as an outcome variable.

Results: The questionnaire was completed by 60 of 79 HIV nurses. Overall,
participants reported high intentions to discuss sexual risk behaviour, and
38% of the variance was explained by attitude, sexual preference, knowing
ways to introduce the topic and experiencing enough time or viewing it

as a priority. In addition, high intenders significantly differed from low
intenders in “experienced shame,” “relation with patients,” “non-verbal
communication,” “subjective norm” and “knowledge.”

Conclusion: Improving sexual health in HIV care translates into improving
opportunities and the facilitating factors in initiating the discussion

of sexual risk behaviour rather than removing barriers HIV nurses
experience. Interventions should mainly focus on improving the HIV
nurses’ perceived ability to initiate the topic of sexual risk behaviour and to
utilize the jargon and terminology that is commonly used among men who
have sex with men.

Consultation, counselling, healthcare providers, HIV/AIDS, men who have sex
with men, nurse practitioners, nurses, patient-provider interaction, sexual
risk behaviour, sexually transmitted infections
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To curb the persistently high incidence of sexually transmitted infections
(STIs) among HIV-positive men who have sex with men (MSM), it is of paramount
importance that these men are persuaded to discontinue or reduce sexual risk
behaviour. In 2014, 76% of the HIV patients in the Netherlands were MSM of whom
many (33.9%) were repeatedly diagnosed with one or more STls (HIV Monitoring
Foundation, 2014). This indicates that these MSM tend to engage in unprotected
sex, leading to an increased risk of transmission of STls in this group and their
sexual partners. Additionally, in MSM, who have not reached undetectable viral load,
sexual risk behaviour can result in the transmission of HIV (Cohen et al., 2011).

Recent shifts in the prevention of HIV transmission policy emphasize early
initiation of combination antiretroviral treatment (cART], aiming an overall
undetectable viral load as strategic riskreduction approach, clinical outcome
indicating low transmission risk (Loutfy et al., 2013) and the in-the-near-future
possible provision of pre-exposure prophylaxis (PrEP) to prevent HIV infections.
In the Netherlands, 88% of the patients diagnosed with HIV who are in care,
receive cART. Of them, 92% have an undetectable viral load within 6 months (HIV
Monitoring Foundation, 2014). Another prevention strategy is PrEP, which has
been tested effective to prevent HIV infections (Fonner et al., 2016). Notably, these
efforts focus on preventing HIV transmission, not on STl transmission. Therefore,
targeted efforts to counter the continuing high incidence of STls among HIV-
positive MSM are needed, such as counselling by HIV nurses.

Discussing sexual risk behaviour during HIV consultations has been
shown to result in reduction of STls among HIV-positive MSM (Richardson et
al., 2004). Notably, the discussion could emphasize different topics such as
transmission risks related to certain behaviours, prevention messages that
increase the motivation and commitment of patients to protect their partners
and themselves, or the risk of negative consequences of unsafe sexual behaviour
(Crepaz & Marks, 2002; Johnson et al., 2008; Richardson et al., 2004). Discussing
these different topics could be improved by interventions aiming to strengthen
facilitators of the discussion of sexual risk behaviour or removing or reducing
the barriers. There are already several interventions which have been shown
to support the discussion of sexual risk behaviour. For example, brief provider-
delivered safer-sex interventions are both feasible and effective (Richardson et
al., 2004). Moreover, healthcare providers can play a significant role in helping
patients to adopt and maintain healthy behaviours (Marks et al., 2002).
Additionally, reducing STls among HIV-positive MSM by discussing sexual
risk behaviour leads to a better individual health and lower public health costs.

Therefore, national agencies and professional guidelines encourage healthcare
providers to counsel HIV-infected patients about safer sex practices and
transmission risks, including STlIs (De Vries, Van Doornum, Bax, & Al, 2012).

Surprisingly, however, studies have shown that discussing sexual risk
behaviour is still often neglected (Drainoni, Dekker, Lee-Hood, Boehmer, & Relf,
2009; Gardner et al., 2008; Laws et al., 2011; Mayer, Safren, & Gordon, 2004;
Morin et al., 2004). This neglect seems not related to barriers, such as insufficient
motivation of healthcare providers. Marks et al. (2002] reported effects of practical
barriers as reasons, such as lack of structure and guidelines and lack of training
of healthcare providers. Previous research also showed additional barriers
experienced by healthcare providers for not discussing sexual risk behaviour such
as time constraints, difficulty obtaining a patient’s sexual history, language barriers
and cultural barriers and patient confidentiality concerns that prevented routine
STl screening (Carter, Hart-Cooper, Butler, Workowski, & Hoover, 2014). Moreover,
healthcare providers seldom provide sexual risk reduction counselling in HIV
care, even in the presence of specific indications, such as STl (Laws et al., 2011).
Furthermore, patients are not as much engaged in discussions on sexual risk
behaviour as they are in discussions on other health behaviours, such as tobacco
use or eating habits (Gardner et al., 2008). Healthcare providers are also hampered
in discussing sexual risk behaviour because of the notion that MSM will not change
their behaviour regardless, an idea that is also known as provider fatalism
(Gerbert, Love, Caspers, Linkins, & Burack, 2009).

Most studies emphasize barriers towards discussing sexual risk behaviour
and were conducted in the USA therefore, they may not be generalizable to the
situation in Europe. Specifically, in the Netherlands people have more liberal and
open mindset towards sexuality, which could be a strong facilitator to discuss
sexual risk behaviour. Confirmed by the Dutch having the highest ranking of the
acceptance of same-sex sexual behaviour, with 69.6% who found that same-
sex sexual risk behaviour is “not wrong at all” (Smith, 2011). Therefore, the
Netherlands should be a front runner in the discussion of sexual risk behaviour
in HIV consultations.

HIV-positive MSM have many opportunities for receiving information
on sexual risk behaviour during the outpatient clinic consultations. They have
approximately three times a year a consultation in one of the 26 specialized HIV
treatment centres. During these consultations, the medical needs of MSM are
discussed, their health is monitored and if necessary, they receive additional
support and care from trained HIV nurses. HIV nurses are Registered Nurses
specialized in HIV care.
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Differences are seen in the educational level among them; some nurses with
and some without a postgraduate qualification on a professional level (Master
of Advanced Nursing Practice and/or academic level Master of Science). For
HIV nurses, discussing sexual risk behaviour could be an important part of
their professional role (de Munnik, den Daas, Raethke, Kok & Vervoort, 2014).
Nevertheless, they also reported that the discussion of sexual risk behaviour
was influenced by experiencing barriers such as discomfort, lack of trust, lack
of guidelines and time constraints. These barriers influenced Dutch HIV nurses
differently and hence they discuss sexual risk behaviour to different degrees
and in markedly different ways. In the group of HIV nurses, there is variety in
their role and which issues they discuss during consultations (de Munnik et al.,
2014). Moreover, since a guideline for discussing sexual risk behaviour with HIV
consultations is lacking, HIV nurses discuss this subject without direction (or
guidance) and thus in different ways. As HIV nurses are specifically suited to
discuss sexual risk behaviour, determinants that influence the discussion
of sexual risk behaviour in this specific group might be characteristic for
healthcare professionals in HIV care in general.

To improve the frequency and quality of HIV nurses’ discussions of
sexual risk behaviour with HIV-positive MSM, insight into the social-cognitive
determinants that contribute or hamper discussing sexual risk behaviour is
needed for the development of tailored tools for HIV nurses. The aim of this study
was to investigate systematically the psychosocial determinants that affect the
intention to discuss sexual risk behaviour by measuring these facilitators and
barriers and assessing their relative importance. As previous research focused
on investigating why sexual risk behaviour was not discussed, the emphasis was
on barriers. In this study, both barriers and facilitators are included. Facilitator
and barriers of HIV nurses’ intentions will be identified by means of the protocol
suggested by the theory of planned behaviour (Ajzen, 1991), which states that
intention, one of the immediate determinants of behaviour, depends on three
constructs: attitudes, subjective norms and perceived behavioural control and
their underlying beliefs. Moreover, the theory of planned behaviour posits that
these constructs also mediate influences of other factors, such as age, gender
and education.

An online self-reported questionnaire was offered by email to 79 of the total
85 HIV nurses in the Netherlands; six HIV nurses were excluded because they
did not work with the target group. The email addresses were made available
through the chairperson of the professional association (Nurse Consultants
HIV-VCH), of which all Dutch HIV nurses are a member. All HIV nurses received
an email in April 2015 through the questionnaire software “Easy Research.” This
email contained a direct link to the questionnaire.

After 2 weeks, an automatic reminder email was sent to all HIV nurses,
who had not or had only partially completed the questionnaire. In the invitation,
participants were assured of their privacy and of the confidentiality of their
responses. Participants gave informed consent at the start of the questionnaire.
Under Dutch law, Research Ethics Committee approval for this study was not
necessary; as confirmed in this Dutch site (Central Committee Human Research),
participation was voluntary and completely anonymous.

To get insight into facilitators and barriers, which are important for the
discussion of sexual risk behaviour, a questionnaire was developed consisting of
14 determinants. These determinants were derived from the theory of planned
behaviour (Ajzen, 1991; Kok, 2014): attitude, subjective norm and perceived
behavioural control. The remaining determinants were extracted from a
qualitative focus group study among HIV nurses in the Netherlands (de
Munnik et al., 2014). These determinants were also confirmed through literature
(e.g. Carter et al., 2014; Drainoni et al., 2009).

The items were measured using 7-point Likert scales with the end points
labelled as 7 = does not apply to me at all and 7 = completely applies to me
unless indicated otherwise:

1. Attitude towards discussing sexual risk behaviour was measured using
four semantic differentials (i.e. “Discussing sexual risk behaviour with
HIV-positive MSM is: positive-negative, useful-not useful, appropriate-
inappropriate, important-unimportant”; a = .82).
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10.

Subjective norm was measured with eight items; a = .72. Specifically, we
measured perceived importance of prevention (five items) and whether HIV
nurses perceived the discussion of sexual risk behaviour as part of their
professional role (three items). Examples: “I think it is important to discuss
sexual risk behaviour with an HIV-positive MSM to reduce negative health
outcomes” and “The discussion of sexual risk behaviour with HIV-positive
MSM is part of my job.”

Perceived behavioural control was measured with questions on knowledge
(four items) and ability (five items). Examples are “I am not sufficiently
familiar with the use of the guideline sexual health” (recoded) and "My
experience has given me enough skills to discuss sexual risk behaviour with
HIV-positive MSM™; a = .77.

Five items measured verbal and non-verbal communication aiming to
convey openness. Example: “| watch my body language when discussing
sexual behaviour with an HIV-positive MSM”; a = .62.

Initiation of the topic was measured with five items. Example: "I often

use topics that are addressed as a bridge to discussing sexual risk
behaviour”; a =.71.

The interpersonal relation was measured with 12 items a = .85. Specifically,
we measured shame with six items. Example: “| sometimes find it
uncomfortable to discuss sexual risk behaviours with an HIV-positive MSM™;
and the direct relation with the HIV-positive MSM was measured with six
additional items. Example: “I have a good relationship of mutual trust with
most HIV-positive MSM patients”.

Motivation to discuss sexual risk behaviour was measured with six items.
Example: “In my opinion, HIV-positive MSM are not interested in discussing
sexual risk behaviour” (recoded]; a = .76.

Time concerns were measured with four items. Example: “Other topics
often have priority over the discussion of sexual risk behaviour with HIV-
positive MSM” (recoded); a = .72.

The influence of similarity was measured with seven items. Example: “I|
think the more you have in common with HIV-positive MSM the more
smoothly the conversation will go”; a = .80.

The intention to discuss sexual risk behaviour was measured with three
items: “I think that | discuss sexual risk behaviour with HIV-positive MSM
more often than other colleagues.” “In general, | have the intention to
discuss sexual risk behaviour with HIV-positive MSM.” “How often do you
decide to skip the discussion of sexual risk behaviour?” (recoded); a = .76.
These questions were summed to obtain an intention score (1-7, 1-7, 1-5;
range 3-19).

Some additional variables were measured to analyse their possible unique
contribution to predicting intention, such as gender, age, professional function
(nurse consultant or nurse practitioner), sexual preference (heterosexual,
homosexual, or other), years of experience, hospital the participant was employed
at and self-reported participation in the focus groups (de Munnik et al., 2014).
Finally, we assessed whether participants had taken one or more of the four
available facultative courses related to sexual health: a specialized drug use and
HIV-related course (Mainline), a course on motivational interviewing, a 3-day
course and/or a 10-day course on sexuality-related diagnoses, such as loss of
libido or addiction to sexual risk behaviour.

Items were recoded if necessary so that higher scores indicated a positive
relationship with discussing sexual risk behaviour. Items were averaged into one
single concept when they showed sufficient internal consistency (Cronbach’s
alpha a>.60). We performed a regression analysis with “intention to discuss
sexual risk behaviour” as an outcome. In addition, “intention” was dichotomized
by categorizing scores above the mean as high intentions scores and scores below
the mean were categorized as low intention. An independent t-test on specific
beliefs was performed. For the analysis, IBM SPSS (version 20.0.0.0) was used.

Of the 79 HIV nurses in the Netherlands, 60 (76%) completed the online
questionnaire. The 60 respondents (47 women; Mage = 47.90 SD 9.19)
worked in 22 of 26 HIV treatment centres in the Netherlands, 33 as HIV
nurse consultant and the remaining 27 as a nurse practitioner. In total, 45
respondents (75%; 43 women) were identified as heterosexual and 87% had
completed at least one of the courses on sexual health. Respondents worked
in this field for an average of 13 years (SD 9.30). First, we report the expected
relations among the social-cognitive variables, between the social-cognitive
variables and the intention to discuss sexual risk behaviour. Next, the possible
influences of the other variables were explored and the differences on
item level are described in detail. Table 1 presents the means, SDs and
correlations between the study variables.
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increased the explained variance to 48%. However, these variables did not reach
significance in the multivariate regression model.

1. Intention
2. Attitude 40**
3. Subjective norm 33** 37**
4. Self-efficacy 29 22 .20
5. Communication 29*  .29* 49* 57 . ) ]
6. Initiation L0 07 4T 50** LG . r . Bet*aln step 1 Bet*aln step 2 Be'ialn step 3
7.Interpersonal relation .24 17 19  .45** 25 18 Step'l Att|tud§ '40** 29 59 50
8. Time 33* 28* 1 20 01 .03 .34 Self-efficacy '23* 19 10 22
9. Motivation 20  44** 18 09 25 19 17 31 ;ijec“ve norm 29 1293 0° O
10. Similarity 15 40** 13 26* .31 .05 .45** 32 | 35** :
Step 2 Communication 29* .09 .09
11 Sex Initiati 40** 38* 4%
(men=1;women=0) 27* 15 09 19 13 04 02 00 .02 16 nitiation s ' '
Interpersonal relation | .24 N 10
12. Sexual preference )
Time .33* .30* .28*
(homo = 1; hetero = Q) 36** 14 09 17 03 02 06 .06 .01 20 .72* o
— Motivation .20 12 15
13. Mainline course o
Similarity 15 12 .00
(yes=1;no=0) 34** 15 16 .36** .33** 28* .07 12 26* .07 23 .29* R2 e
Mean score 13.67 615 6.01 559 5.89 530 5.62 420 534 529 21.7% 25% 55% Step 3 Sex :
SD 246 0.76 0.58 0.73 0.58 0.90 0.78 0.91 0.89 0.96 0.42 0.44 0.50 P
(women=0;men=1) F=459* .01
*Correlation is significant at the .05 level (two-tailed). Sexual prefgrence .
**Correlation is significant at the .01 level (two-tailed). (hetero = 0;homo =1) | F =879 27
Mainline course
(no=0;yes=1) F=774** 15
R2 48

*p < .05,

Intentions to discuss sexual risk behaviour with HIV-positive MSM were high **p < .01, beta = standardized regression coefficient, r = correlation coefficient, R? = explained variance.

(M =13.67 SD 2.46, range 5-19). Intention was predicted in a regression with the
TPB variables: attitudes, subjective norm and perceived behavioural control (see
Table 2). The percentage of explained variance was 23%, with attitudes as the only
significant variable. Adding communication, initiation, interpersonal relation, time,
motivation and similarity to the regression increased the percentage explained
variance to 38%, with initiation, attitude and time as the most salient variables.

Table 3 shows the differences in means between low (N = 28] and high
intenders (N = 32) about all the beliefs underlying the significant scales in the
regression analyses; all variables were recoded and higher scores indicated
higher intentions.

In addition, differences between high and low intentions groups were for
self-efficacy and sexual preference approaching significance (p < .20).

Possible influences of the other variables were analysed by selecting
variables with a significant direct relation with intention and subsequently
adding these to the regression analysis (see Table 2). Age, function, years of
experience and the courses [either taken or not taken or several courses) were
not significantly related to intention, except the mainline course. Table 2 reports
the additional variables with a significant unique relation with intention: gender,
sexual preference and having taken the mainline course. Adding these variables
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Attitudes

Self-efficacy

Time

Discussing SRB with HIV positive MSM. . .

is positive-negative

is useful-not useful

is appropriate-inappropriate

is important-unimportant

I'am able to discuss SRB

I have enough knowledge to discuss SRB

I'am able to convert embarrassing moments

My experience offers me enough skills to
discuss SRB with HIV-positive MSM

My work experience is helpful when

discussing SRB by HIV-positive MSM

I sometimes lack the right words from the
scene (jargon), therefore | do not discuss

SRB with HIV-positive MSM [R]

I am not sufficiently familiar with the use

of the guideline sexual health [R]

It is difficult for me to apply my knowledge to
discuss SRB in HIV-positive MSM [R]

When | notice problems | apply other
counselling techniques

Initiation | use bridge to initiate discussions
about SRB with an HIV-positive MSM

| often take the initiative to discuss SRB

with an HIV-positive MSM

| discuss SRB only when the HIV-positive

MSM brings it up [R]

I discuss SRB regularly without immediate cause
| often use topics that are addressed as a
bridge to discuss SRB

I discuss SRB in HIV-positive MSM less because
| see them less frequently [R]

| sometimes feel pressure from colleagues to
discuss SRB by HIV-positive MSM more often [R]
Other topics often have priority over the
discussion of SRB by HIV-positive MSM [R]

| often lack time to discuss SRB with an HIV-positive
MSM [R]

Besides SRB other topics have to be discussed that
take priority

Usually, in my department after a visit with the
medical doctor a nurse is seen

aDifferences were tested with independent sample t-tests,
*p <.05 **p <.01; R = recoded; SRB = sexual risk behaviour.

High intention Low intentiona

6.41
6.44
6.41
6.69
6.53
6.16
5.75
5.47

6.16

519

5.22

6.06

5.41

5.22

572

6.31
5.41

4.81

569

6.34

419

5.34

.69

519

5.79**
5.43**
5.50**
6.32*
5.96*
5.54*
5.25
.59

5.93

4.61

5.29

5.36*

5.21

4.86

5.29

5.86
4.61*

4.79

4.04%*

5.54*

3.50*

4.07**

5

4.68

The higher intention group comprised more homosexual (or MSM] HIV nurses
than the lower intention group: 37.50% vs. 10.71%, v2(1) = 5.71, p < .02.
Non-heterosexuals were more likely to be male, v2(1) = 31.46, p < .01, and to
have taken the mainline course, v2(1) = 5.05, p < .03. Additionally, investigating
separate beliefs, homosexuals indicated that their gender made discussing
sexual risk behaviour easier since they knew the right jargon or terminology to
talk to HIV-positive MSM and they had the ability and time to discuss sexual risk
behaviour and to deal with embarrassing moments (ps < .05). However, gender
did not differ between the high and low intention groups, we will come back to
this finding in the discussion.

This study showed that the intentions of HIV nurses to discuss sexual risk
behaviour were influenced by facilitators and barriers derived from the theory
of planned behaviour, our focus groups study and the literature. Even though
intentions to discuss sexual risk behaviour were uniformly high, facilitators
among HIV nurses were positive attitudes, a high-perceived self-efficacy and
believing that their level of knowledge and ability to discuss sexual risk behaviour
was sufficient.

Another facilitator was if HIV nurses indicated that they were able to
discuss sexual risk behaviour without immediate cause; this was especially
true for HIV nurses with high intentions. In our study, we found more facilitating
determinants than determinants that were barriers towards discussing sexual
risk behaviour. The exception is that high intenders experienced less interference
from barriers, such as time concerns and having other priorities during the
consultations they have with HIV-positive MSM.

Consistent with previous studies, we found that recognizing the importance
of discussing sexual risk behaviour was a facilitator, while experiencing a
lack of time was a barrier for discussing sexual risk behaviour (Carter et al.,
2014; Drainoni et al., 2009; Morin et al., 2004). Notably, effects of this barrier,
experiencing priority and time constraints, is strongly associated with recent
changes in the role of HIV nurses in HIV care, together with the shift in HIV
prevention strategies. The role of HIV nurses changed due to the priority of
dealing with co-morbidities among HIV-positive MSM, because of the success
of HIV treatments in this ageing population. During consultations, additional
medical topics and discussing lifestyle take time at the expense of discussing
sexual risk behaviour. Moreover, the shift in HIV prevention requires that other
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aspects are discussed, when aiming to reduce the amount of STls in HIV-positive
MSM. HIV nurses can discuss the number of sex partners, kinds of sexual acts,
party drug use, whether or not to disclose one’s serostatus or viral load to sex
partners and discuss how these affect risks for STls and the possibility to change
behaviour. During counselling other risk reduction strategies, such as PrEP

for their HIV-negative partners, condom use, strategic positioning, or how to
serosort successfully, could be discussed.

Unlike previous research, we found a facilitator, in the ability to initiate the
topic of sexual risk behaviour, which positively affected the intentions of
HIV nurses, meaning that high intenders bring up the topic more easily. An
intervention using this facilitator aiming to improve HIV nurses’ ability to bring
up this topic among those who still find it difficult to discuss sexual behaviour
unexpectedly, is, therefore, an option. A tailor-made intervention assists HIV
nurses in initiating the discussion of sexual risk behaviour, which give them the
opportunity to discuss this topic more thoroughly and effectively. The advantage
of this intervention is that it is not dependent on the patient or context but can be
initiated by the HIV nurse.

As an additional facilitator, we found higher intentions to discuss sexual risk
behaviour among homosexual HIV nurses. Sexual preference was confounded
by gender, however, we found that sexual preference drove the effect, such
that homosexual males and not males, in general, had higher intentions to
discuss sexual risk behaviour. This association affected several facilitating
determinants: having taken the mainline course, perceiving the discussion of
sexual risk behaviour as easier, knowing the right jargon or terminology to talk
to HIV-positive MSM and finally perceiving to have the ability to discuss sexual
risk behaviour. Furthermore, barriers such as a lack of time and experiencing
embarrassing moments were less a barrier among this group.

Interventions could target these underlying facilitators and barriers that
influence the effect of sexual preference on intention. For example, interventions
could aim to provide heterosexual HIV nurses with the necessary knowledge of
the target group’s social context and help them to use the jargon to facilitate
discussion. Concerning the social context, the typical homosexual context could
be discussed, such as specific locations MSM like to visit, specific parties and
often-used social media and apps. A limitation of this study is the limited number
of participants, which reduced the power of our study. However, a strength of
this study is the high response rate of 76% of the total eligible population of
HIV nurses in the Netherlands. Unfortunately, the group of HIV nurses in the
Netherlands is small, which made it impossible to include more HIV nurses.

Second, since HIV care is particularly well organized in the Netherlands,
our results might not generalizable to other HIV care settings in the world. In
the Netherlands, HIV care is concentrated in specialized HIV treatment centres.
Interdisciplinary teams having strong ongoing collaborations with non-profit
organizations with a focus on sexual health, provide opportunities to roll out
strategic interventions easily. In addition, the social context in the Netherlands
is more liberal and open than in other countries in general and specifically about
the discussion of sexual risk behaviour (Widmer, Treas, & Newcomb, 1998).
Despite the differences in the context of care, HIV-positive MSM anywhere in the
world have similar basic needs and they are at risk for becoming infected with
STls. Thereby, in spite of the more liberal context, the majority of HIV nurses,
even while having high intentions to discuss sexual risk behaviour, are hampered
by several barriers. Most of these barriers can be generalized to other healthcare
providers working in this field.

Third, because HIV care is dynamic, due to the ongoing developments in
the HIV field, barriers that are experienced now might change rapidly and new
barriers and facilitators could arise. Therefore, to convert our results to tailored
interventions might be difficult. The present study however captured recent
changes in the field, making it possible to adjust guidelines on the cutting edge of
these developments. For instance, during the dissemination of the questionnaire
initial findings about the reduction of HIV transmission infectiousness as a
result of the early initiation of cART and the introduction of Prep were published
(Grinsztejn et al., 2014; Landovitz & Coates 2014).

A final limitation of our study is that intention and not behaviour was
assessed. Due to the well-known gap between intention and behaviour, HIV
nurses who display high intentions may still not discuss sexual risk behaviour
with their patients in daily practice (Webb & Sheeran, 2006). Future research
should focus on what HIV nurses discuss during consultations, to understand
the impact of verbal and non-verbal communication on the behaviour of patients
better. HIV nurses have high intentions to discuss sexual risk behaviour, which
is a good start. An observational study investigating how these intentions are
translated into daily practice and which interventions can assist HIV nurses to
improve frequency and quality of discussing sexual risk behaviour is needed.
Ultimately, to curb the high STI's rates among HIV-positive MSM and to improve
their sexual health.
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HIV nurses found that discussing sexuality is an inherent part of
their role. Ultimately, improving the sexual health of HIV-positive MSM
in HIV care seems to be more a question of improving opportunities,
strengthening facilitators and removing or reducing barriers in the current
context than of motivating HIV nurses. In contrast to previous studies, the
current study included both facilitators and barriers and found that the
intention to discuss sexual risk behaviour primarily was influenced by the
strength of facilitating factors and not the strength of the experienced
barriers. Interventions should mainly focus on improving the HIV nurses’
perceived ability to initiate the topic of sexual risk behaviour and to use
the jargon and terminology that is commonly used among MSM.
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This study investigated how HIV specialist nurses communicate with

men who have sex with men with HIV during routine consultations with a
focus on sexual health counseling in the Netherlands. In this multicenter
observational study, 16 video-recorded consultations from four HIV treatment
centers were analyzed. Verbatim transcriptions were analyzed to assess the
topics discussed, the duration of consultations, time spent on sexual health
counseling, and specific issues covered. Communication skills were evaluated
through a predefined framework. The findings indicated inconsistent coverage
of sexual health, varied topics, and a lack of structure. Various communication
skills and techniques were applied inconsistently. Given these findings,

we recommend implementing communication strategies during routine
consultations to improve the quality of sexual health counseling, especially for
men who have sex with men with HIV. This is essential to improve the quality
of sexual health counseling for persons with HIV, especially men who have
sex with men.

Communication, consultation, HIV, men who have sex with men, nurse, sexual
health.
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Sex is the primary route of HIV transmission worldwide, and fear of
transmission can negatively affect the intimacy, sexuality, and health-related
quality of life of people with HIV (PWH]; Peyre et al., 2019; Shey et al., 2020). PWH
experience multiple difficulties related to sex (De Vincentis et al., 2021; Peyre
et al., 2019), including loss of libido and erectile dysfunction (Huntingdon et al.,
2020a). Moreover, some PWH report engaging in sexual risk behavior, and studies
of men who have sex with men with HIV (MSMWH] have shown that approximately
40% of these individuals report ongoing sexual behaviors that are associated
with HIV transmission, and 39-66% report recent condomless anal sex with a
partner (Basten et al., 2018; Hess et al., 2017). These risks may have evolved
in the era of Undetectable = Untransmittable (U=U), where PWH who have an
undetectable viral load cannot transmit the virus (Rodger et al., 2016). However,
not all PWH are aware of their diagnosis or have an undetectable viral load, and
these conversations may not always be reliable. Therefore, prevention efforts remain
crucial.

Men who have sex with men with HIV are a key population for sexually
transmitted infections (STI's) (Refugio & Klausner, 2018). In the Netherlands,
most STls are diagnosed among MSMWH (66%), and more than one third of
MSMWH are repeatedly diagnosed with an STl (Van Sighem et al., 2023). The
high prevalence of sexual health problems, chemsex, sexual behaviors that
are associated with HIV and STl risk, and STls among MSMWH highlights the
importance of sexual health counseling (SHC), including during routine HIV
consultations.

Sexual health, encompassing biological, psychological, and social aspects,
is crucial for a good quality of life and is an integral part of health-related quality
of life [Nimbi et al., 2021). However, sexual health is often overlooked or avoided
by both providers and individuals. The specific needs of MSMWH related to
sexual health are diverse. Specifically, this key population faces multiple issues,
including fear of HIV transmission to a partner, disclosure of one’s HIV status to a
partner, stigma, and body image changes (De Vincentis et al., 2021). In addition, to
effectively identify areas of concern, care providers must also have the necessary
skills to discuss sexual health effectively, even when it is not prioritized.

Research has shown that individuals and care providers sometimes find
it difficult to initiate discussions on sexual health (Fair et al., 2018; O’'Connor
et al., 2019; Zhang et al., 2020). Both individuals and care providers express a
need to discuss sexual health; however, personal and practical barriers prevent
them from initiating these discussions (Kelder et al., 2022; Mintz & Moore, 2022;
Zhang et al., 2020). Little research has been conducted on SHC during routine
HIV consultations; the limited research available has shown that sexual health is
rarely discussed (Flickinger et al., 2013). Without sexual health communication,
sexual health problems may go unnoticed for PWH, advice cannot be given, a
treatment plan cannot be established, and psychosocial implications cannot
be addressed. In the current setting of standard HIV consultations with HIV
specialist nurses, the guidelines suggest that sexual health should be a topic
of discussion. However, it remains unclear in what manner, how frequently,
and specifically what content should be addressed according to the guidelines
(European AIDS Clinical Society, 2024).

A study on SHC provided by Dutch HIV care providers showed that most
HIV physicians and HIV specialist nurses reported addressing sexual health
(Munnik et al., 2022). However, HIV specialist nurses were more likely to focus
on sexual well-being, whereas physicians mainly discussed sexual health from
a biomedical perspective. Nevertheless, this and other available studies do not
provide information about which sexual health issues are discussed during HIV
consultations, who raises sexual health issues, whether problems are identified
and explored, and which interventions, if any, are initiated (De Munnik et al.,
2017). Moreover, most studies on SHC for PWH from a provider perspective were
based on self-reported measurements and consumer (patient) questionnaires,
without examining communication between HIV care providers and PWH during
routine consultations (Huntingdon et al., 2020b; Stanton et al., 2019).

Analyzing individual nurse-client communication could clarify what
happens during routine HIV consultations and provide insights to improve SHC.
Several studies have reported a positive association between intervention and
communication outcomes, for example, information exchange behavior and
improved health outcomes (Rao et al., 2007; Udvardi, 2019). De Haes and Bensing
(2009) suggested a six-function model of medical communication based on
the integration of earlier models. This model distinguishes (a) fostering the
relationship, (b) gathering information, (c) providing information, (d) making
decisions, (e) enabling diseaserelated and treatment-related behavior, and
(f) responding to emotions and underscoring that effective nurse-individual
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(patient) communication contributes to achieving the best outcomes for
individuals. This model has much in common with the earlier models regarding
the main features of effective, person-centered communication, which is very
well summarized by King and Hoppe (2013). The necessity for person-centered
communication has become more prominent in health care, particularly with
the advent of the biopsychosocial model. This approach involves delving into

and comprehending an individual's perspective and psychosocial context,
establishing a shared understanding of the problem and its treatment, and
actively involving the individual in decision making. Specifically, King and

Hoppe (2013) added communication skills to their model to achieve these
communication functions and developed a framework linking communication
functions to the skills needed to achieve effective communication (Table 1). The
communication framework of King and Hoppe (2013) can be flexibly modified on
the basis of individuals, diseases, and health care settings. In addition to verbal
communication (King&Hoppe, 2013}, nonverbal cues—such as eye contact, facial
expressions, and body posture—are crucial elements of effective interactions.
These nonverbal behaviors are just as important as verbal communication during
consultations and have a significant effect on health outcomes (D’Agostino &
Bylund, 2014; Hall et al., 2019). Nonverbal behavior is essential to understanding
clinical interactions (Mast, 2007). Compared with Western Caucasian individuals,
East Asian individuals are reported to engage less in mutual gaze during social
interactions because of the sociocultural norm of “gaze avoidance.” In East
Asian cultures, an averted gaze often signifies respect. Conversely, in Western
cultures, mutual gaze during social interactions is perceived as a positive
indication of attention and interest (Akechi et al., 2013; Haensel et al., 2021).
Moreover, research shows that the use of computers during health care visits
has a negative impact on doctor individual communication, including reduced
eye contact (Noordman et al., 2010) and less attention by the physician to the
individual on the basis of the physician’s gaze and body posture (Asan et al.,
2015). Nonverbal behavior, encompassing all aspects of communication beyond
words, plays a crucial role during consultations between individuals and care
providers. A significant amount of information is conveyed through these
nonverbal cues (Udvardi, 2019).

Function of Medical Communication and Skills

Fostering the relationship

Gathering information

Providing information

Making decisions

Enabling disease and
treatment related behavior

Responding to emotions

Greet patient appropriately

Maintain eye contact

Listen actively

Encourage patient participation

Use appropriate language

Show interest in the patient as a person

Ask open-ended questions

Elicit the patient’s perspective on the problem/iliness
Clarify and summarize information

Elicit the patient’s full set of concerns

Explore the full effect of the iliness

Inquire about additional concerns

Allow the patient to complete their responses

Listen actively

Encourage questions and check understanding

Give uncomplicated explanations and instructions
Avoid jargon and complex terms

Emphasize key messages

Explain the nature of the problem and the approach to diagnosis/treatment
Outline choices

Explore the patient’s preferences and understanding
Discuss follow-up and plan for unexpected outcomes
Identify and enlist resources and support

Encourage the patient to participate in decision making
Reach an agreement

Assess the patient’s readiness to change their health behaviors
Elicit the patient’s goals, ideas, and decisions

Acknowledge and explore emotions

Express empathy, sympathy, and reassurance
Provide help in dealing with emotions

Assess psychological distress

Note. Adapted from the Model of King and Hoppe (2013). Reproduced with permission from the Journal
of Graduate Medical Education. Based on the Model of de Haes and Bensing and Applied to Routine HIV

Consultation.
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This study aimed to explore communication between HIV specialist nurses
and MSMWH during routine HIV consultations in the Netherlands, particularly
with respect to sexual health issues. Specifically, this study aimed to gain insight
into whether, what, and how sexual health issues are discussed during routine
HIV consultations and to better understand communication during routine HIV
consultations through the adapted communication model of King and Hoppe (2013).

This study used a qualitative descriptive design. In the Netherlands,
approximately 24,000 known PWH receive care in 1 of 24 specialized HIV
treatment centers, where they see a physician for their medical needs and an
HIV specialist nurse for additional care, including SHC (Van Sighem et al., 2023).
Dutch HIV specialist nurses have a general nursing background (i.e., they are
registered nurses) and have completed an additional course focusing on HIV
care, including discussions of sexual health and motivational interviews.

The sample consisted of HIV specialist nurses working at one of the 24 HIV
treatment centers. HIV specialist nurses were eligible if they had more than 1
year of experience in HIV care and if they were older than 18 years. Participants
were recruited from the membership list of the national organization of nursing
consultants in HIV care, which includes all 86 HIV specialist nurses in the
Netherlands. Ten potential participants from six different hospitals were invited
through email to participate. Among these potential participants, four declined to
participate because of a lack of time or discomfort with being recorded.

In this study, video-audio recordings of standard consultations with HIV
specialist nurses were the main method of data collection. These interactions
rely upon the interplay of talking and visual observation through video
recordings, which provide a wealth of information (verbal and nonverbal) to help
explain the different modes of interaction (Davitti, 2018). Recordings of routine
consultations between HIV specialist nurses and individuals receiving HIV care
were obtained between October 2016 and March 2017. PWH are still negatively
affected by a wide range of health-related issues, including sexual health-related
problems, such as STls, hormonal problems, a lack of libido, and general sexual

dissatisfaction (Safreed-Harmon et al., 2022). Identifying and addressing these
issues in routine HIV care provided by HIV specialist nurses may ultimately
contribute to better health and health-related quality of life outcomes in this
population. Although the results of our previous studies showed that HIV
specialist nurses’ intentions to discuss sexual behavior were consistently high,
they still experienced barriers to discussing sexual health (De Munnik et al.,
2017). Therefore, we used recordings that, although dated, are still relevant
and provide us with valuable insights into the behavior (verbal/nonverbal) of
HIV specialist nurses in their own practice settings. In addition, as of 2024, the
current guidelines are still very limited in how and in what way sexuality should
be best discussed to meet patients’ needs.

HIV specialist nurses chose the days on which they recorded their
consultations. ALl MSMWH scheduled for routine consultations were approached
a week earlier by the HIV specialist nurses to explain our study and to ask if they
wanted to participate. This gave the MSMWH time to consider participation. HIV
specialist nurses were asked about their demographic characteristics, including
their age, sex, sexual preference, years of experience, and training experience
related to HIV. The camera was placed in a static position on top of the computer
screen on the desk used for consultation, and recordings were started and
stopped by the HIV specialist nurses; no other persons were present during the
consultation. For privacy reasons, MSMWH were outside the camera focus, and
only their voices were included in the recordings.

The video data were analyzed by two researchers (S.M. and S.V.) through
the video-based content analysis approach, a qualitative method of content
analysis that focuses on both verbal and nonverbal communication, interaction,
performance, and behavior (Huber & Froehlich, 2020). During the first phase,
the total duration of the consultations, including the time spent on SHC, was
determined and calculated. Before analyzing the visual data, both researchers
watched the videos of the consultations to become familiar with the data. Footage
was analyzed through the Roter interaction analysis system components, which
focused on the facial expressions, body cues, and vocal indicators of the HIV
specialist nurses (Roter&Larson, 2002). By coding these cues, we were able
to capture not only the HIV specialist nurses’ responses but also whether the
HIV specialist nurses were taking a position or looking at the patient. Both
researchers then independently analyzed the parts of the video footage in
which sexual health was addressed. The observable performance, nonverbal
communication, patterns, and context were described, noting the time frame
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of the video recording in which it occurred and linked to the Roter interaction
analysis system components. The findings of both researchers were compared
and checked with the video material. Discrepancies were discussed until a
consensus was reached. The researchers then compared their findings and
reviewed the images together to check for similarities and completeness.

The audio part of the video recordings, in which sexuality was discussed, was
transcribed verbatim, and personal identifiers were removed. Both researchers
(S.M. and S.V.] read the transcripts in full and reread them to grasp the details.

In the second stage, both researchers independently coded both the content and
the process of the conversation in the transcripts. The text parts were initially
labeled open by assigning the topic or content and the conversation elements.
The analysis involved the use of questioning (open, closed, or probing questions),
turn-taking, interrupting, structuring, giving space to respond, initiating the
topic, using a bridge to discuss sexuality, determining the words used, probing
and prompting, and acting reacting.

In the next phase, on the basis of the meaning of the codes and the content,
the codes were sorted under the main overarching categories, resulting in a
code tree (Figure 1). During this process, the researchers compared their coding.
In cases of discrepancies, a consensus was reached after discussion. In the
next phase, the two researchers separately assigned the codes of both the text
and visual data into categories according to the model of King and Hoppe: the
functions of medical communication and communication skills (Table 1). The
categorization results of both researchers were discussed in a joint meeting
with a third researcher (C.D.D.) to confirm the interpretations and reach a
consensus. In the last phase, the findings were integrated and described within
the categories of King and Hoppe’'s model.

During the data analysis, theoretical memos were made that supported the
analysis process. Data analysis was supported by ATLAS.ti (Scientific Software
Development GmbH Berlin, 2017). All the data were analyzed in their original
language, with quotes being forward and backward translated by native speakers
to ensure that the original meaning was accurately reflected. In addition, the
researchers further examined the meanings of the words and the text in context
after translation.

Syphillis
Sexually transmitted infections Gonorrhea

Chlamydia

PEP/PrEP
Risk reduction strategies U=u

Condom use

Serosorting

Periodic screening
Public health service
Partner notification

/ Experience
Sexuality

Problems

/ Chems

[ ——— Alcohol

Sunstance use

Figure 1

Code Tree Topics in the Context of Sexual Health Brought up During Routine HIV
Consultations. PEP 5 post-exposure prophylaxis; PrEP 5 preexposure prophylaxis; U5 U 5
undetectable 5 untransmissible.

Methodological Rigor

Methodological rigor and trustworthinesswere evaluated in terms of
transferability, dependability, credibility, and confirmability (Johnson et al.,
2020). In this study, transferability was achieved as much as possible through thick
descriptions and the presentation of details of the participants and setting. Memos
were written during the data analysis to document study developments and
theoretical thoughts to enhance dependability. The research team consisted of a
diverse team of psychologists, behavior scientists, a nurse practitioner, and a nurse
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scientist, all with extensive experience in the HIV field, enhancing the credibility
of the study. The researchers involved in the data analysis were familiar with
the observed setting. In this study, we focused on the behavior of HIV specialist
nurses in daily practice, specifically examining verbal and nonverbal behavior. We
aimed to obtain a detailed picture of how and what HIV specialist nurses discuss
as “naturally occurring” during real consultations. We analyzed the recordings
of consultations in depth to gain insight into all layers of these conversations.
We aimed for thick descriptions rather than data saturation (Braun & Clarke,
2019; Thorne, 2011). The researchers’ triangulation during data analysis and
peer debriefing with a third independent researcher enhanced the credibility
and confirmability of the interpretations. The reflexivity of the researchers
ensured confirmability. Critical reflections and discussions of personal thoughts
and beliefs and whether they could affect the study were discussed within the
research team. The authenticity of the study was reinforced by nurses initiating
the study and facilitating direct recommendations for daily practice.

Ethical Considerations

The protocol was approved by the Medical Ethical CommitteeUnitedwith
reference W19.068 and exempted from full medical ethics review under Dutch
law. Before the recording started, both the HIV specialist nurses and
theMSMWH provided written informed consent.

Results

The recordings (N 5 16) of four of the six participating HIV specialist nurses
were analyzed. Owing to poor recording quality, the recordings of two specialized
HIV nurses were excluded. Among the participants, two women and two men,
between ages 33 and 56 years, had an average of 12 years of HIV care experience
(range 1-22], and they worked in different hospitals.

Sexual Health Discussed
During Routine HIV Consultations

Sexual health was not discussed in 4 of 16 consultations. The HIV specialist
nurses spent only a short time discussing sexual health (less than 2:56 min).
One notable exception was that one HIV specialist nurse spent 49% of one
consultation on sexual health (Table 2]. The following paragraph explains which
sexual health topics were discussed, with the topics categorized according to the

biopsychosocial model. This model implies that every sexual expression involves
interactions among biological, psychological, and social factors and aims to
provide comprehensive treatments to increase personal satisfaction and quality
of life (Nimbi et al., 2021).

Table 2
Duration of Consultations, including the Time (min) and Percentage of Time Spent on
Topics Related to Sexual Health.

Nurse and No. of Sexual Duration of Time When Sexual | Percentage of
Consultation Health Counseling | Interview (min/s)| Health Was Brought | Time Spent on
During the Consultation | up (s) Sexual health
Nurse 1
Consultation 1 2 27:20 39 2.38
61 3.7
Consultation2 | 0 22:00 0
Consultation3 | 0 06:30 0
Consultation4 | 1 18:48 40 35
Nurse 2
Consultation 1 3 27:40 39 2.3
383 23
30 1.8
Consultation2 | 2 18:20 28 2.5
65 5.9
Consultation3 | 1 28:13 825 48.7
Consultation4 | 0 30:57 0
Nurse 3
Consultation 1 2 23:50 43 3
25 1.7
Consultation2 | 1 29:00 99 57
Consultation3 | 2 22:16 49 3.6
84 6.3
Consultation4 | 1 14:35 65 7.4
Nurse 4
Consultation 1 1 21:36 176 13.6
Consultation2 | 0 30:52 0
Consultation3 | 3 29:50 29 1.6
54 3.0
29 1.6
Consultation4 | 1 20:00 158 13.2
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The topics discussed concerning the biological perspective were [testing
for) STls, burning sensations, erectile problems, masturbation, libido loss, and
sexual dysfunction. Sexual dysfunction was mainly discussed from a medical
perspective through questions about the prescription of Viagra, HIV medication
side effects, and comorbidities. One HIV specialist nurse provided medical
information about the interaction between medications used at the same time
(sildenafil and emtricitabine/tenofovir alafenamide/elvitegravir/cobicistat);
however, there was no communication about the psychosocial aspect of erectile
problems. Instead, the HIVspecialist nurse changed the subject to drug use, as
illustrated below.

Nurse (N]: Are you currently taking any other medications or supplements,
things you buy yourself, that sort of thing?

Participant (P): I'm only using sildenafil.

N: Emtricitabine/tenofovir alafenamide/elvitegravir/cobicistat and sildenafil
can reinforce each other. You know that, right?

P: Yes, yes.

N: It's difficult to know sometimes how many milligrams a tablet contains,
especially when you order it online.

P: Exactly.

N: What do you use? A half?

P: Exactly.

N: Does it have an effect?

P: I've had erectile problems since the beginning of this disease.
Otherwise, | wouldn’t be taking the stuff.

N: Yes, and how about other chems such as XTC, 3MMC and that sort of stuff?
Are you using any of those? (Nurse 4, consult 3)

Attention to psychological factors related to sexual health during the
consultations was limited. The topics related to this factor that were mentioned
during the consultations were transmission risk (risk perception), relationships,
and condomless sex. The HIV specialist nurses rarely explored the individuals’
sexual needs or well-being. Sometimes, HIV specialist nurses asked an open-

ended, in-depth question, immediately followed by gathering information through

multiple questions exploring sexual risk behavior. Three nurses asked for
detailed information about multiple partners and partner notifications linked to
transmission risk. However, the individuals” answers never led to a more detailed
conversation about sexual health.

The topic of “condom use” was introduced by the HIV specialist nurses. All
of the nurses addressed condom use, sexual preference, and HIV status. In the
following consultation, the patient answered one of three parts of the nurse’s
question; the other questions remained largely unanswered.

P: | feel okay, but now that I'm unemployed, | sometimes feel a bit lonely.

N: You haven't got a relationship, right? But, you do have sexual contact, yes?
Have you got an idea that the sexual relationship is monogamous? So, you
only have sex with each other?

P: No, my sexual partner has other sexual contacts via apps.

N: Do you use a condom or not? May | ask how do you and your partner deal
with HIV and your sexuality? Is your sexual partner HIV negative or not?

P: Sometimes, it depends.

V: Very good, well done. (Nurse 1, consult 4]

Because the HIV specialist nurse asked multiple questions in a short time, no
meaningful conversation arose, and potential signals, such as the previously
mentioned use of apps for sexual contact, were ignored. One of the HIV specialist
nurses asked more specific questions about sexual health and needs concerning
the social context.Nofollow-up was observed here; the HIV specialist nurse asked
about risk mitigation, and the patient discussed pleasure.

N: Hmm, do you have, do you have a monogamous
relationship?

P: Monogamous relationship. Yes, a serious one.
N: Ok, may | ask how you deal with HIV regarding sexuality?
Your partner is HIV negative, right?

P: Yeah.

N: You have been still undetectable for a while.

P: Right.

N: How do you deal with that?

P: We just have fun together.

N: That's good to know. (Nurse 4, consult 4)

During this consultation, the HIV specialist nurse asked follow-up questions that

seemed to be more in line with prevention strategies, such as “U5U,” rather than
engaging in a conversation about the patient’s relationship and intimacy linked
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to their HIV diagnosis. Two HIV specialist nurses briefly raised the topic of sexual
needs after discussing STl results and sexual risks through several questions. This
was done mainly by asking specific closed questions, leaving room for the patient
to respond.

P: 1 am relieved that my viral load is good.

N: Do you notice in other areas that you, uhm. For example, has your libido
decreased? Do you notice that too? Or...

P: No, no, no.

N: Okay. Your sex life is otherwise good? No complaints?

P: No, it remains a bit stable.

V: Yes. Otherwise, are there any risk of STIs?

P: No. At least, the last few times | had an STD test, | was clean each time.
(Nurse 3, consult 2)

The HIV specialist nurse steered the conversation toward a sexual issue, in this
case, the loss of libido, and then moved on to discussing problems and STls. In this
case, the nurse did not ask questions that focused on the patient’s psychological
needs related to sexuality or intimacy. Most of the time, there was no dialogue
between the MSMWH and the HIV specialist nurse when condomless sex was
mentioned because the nurse immediately began talking about STl testing. For
example, as shown in the following conversation, the nurse’s response after the
patient disclosed condomless sex was “You have no symptoms?”

P: Oh, | am satisfied and will continue with my HIV treatment

N: | was wondering if we also need to test for STIs?

P: 1 did have condomless sex, uhm, contact twice with other people.
N: Yes?

P: But, | don’t know if it really, huh...

N: [interruption by the nurse] You have no symptoms?

P: | have no symptoms and it was a while back.

N: Whatever you want. If you say you know | just want to test it, then uuh it's
possible.

P: Maybe next time?

N: Yes, next time, but you need to do some blood tests anyway so we can just
get that sorted.

P: If that is possible.

N: Well let’s just add those then.

P: Nice, always nice to be monitored. (Nurse 3, consult 1)

The HIV specialist nurse seemed to emphasize STI screening in this consultation,
turning it into a practical and technical procedure through the questions asked.

As a result, the HIV specialist nurse overlooked the patient’s cues as they
initiated a conversation about unprotected sex. In two consultations, the
individuals talked about experienced sexual problems in general. In response,
the nurse briefly explored sexual desire by discussing the individuals' needs
regarding masturbation. In both cases, the nurse inquired about the frequency
and success of masturbation, but no discussion followed about the patients’
needs, either individually or with respect to potential partners.

Social Aspects of Sexual Health Social aspects of HIV and sexual health were
not addressed or were addressed only in a limited way during the consultations.
Among the possible topics, such as social support, cultural influences, sexual
partners, and family relationships, the only related topic discussed was the
number of partners. In five consultations, the HIV specialist nurses asked in-
depth questions to explore sexual behavior, specifically, questions related to
the patients’ sexual partners. The HIV specialist nurses tried to obtain a more
detailed picture of the individuals” situations by asking them to respond to
statements such as “| have heard that condoms aren’t really discussed these
days. I'm not sure if that is the case for you?” No counseling was provided during
these consultations, as shown in the following example.

N: And besides, there could be very small wounds, so it is important to be alert to
that.

P: To pay very close attention indeed.

N: And | don’t know if you have a regular group with whom you have contact?
P: We have regular addresses. But, yet again, there’s one group which isn’t
our regular group.

N: Yes.

P: Sometimes there is someone you don’t know that well and then you just
have to wait and see. So, uhm.

N: Yes, look, it's more, | don’'t know exactly, without a condom. | have heard that
condoms aren’t really discussed these days. I'm not sure if that is the case for
you?

P: Well, once you're in such a group and suddenly someone new joins then...
N: Then?

P: It's still, but anyway, that's how | got it, implicitly assuming. That just doesn’t
work.

N: Yes.

P: So, let’s leave it at that. (Nurse 2, consult 3)
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The findings regarding communication strategies between the HIV specialist
nurses and MSMWH were grouped according to the six communication functions
and related skills according to King and Hoppe (2013).

At the beginning of the consultations, none of the HIV specialist nurses
introduced themselves; they did not start the consultation by becoming
acquainted. In most consultations, the HIV specialist nurse “greeted the
patient appropriately” by saying, “Welcome, have a seat.” During all the
consultations, whether the nurses “maintained eye contact” with the patient
was influenced by the presence of a computer screen presenting the patient’s
chart. HIV specialist nurses often looked at the computer screen and read
and checked information, limiting their eye contact with the patient. Notably,
during discussions on sexual health, there was less eye contact with the
patient. The nurses regularly looked at the computer screen throughout the
consultation, providing information and asking questions about sexual health
topics. In eight of the consultations, the HIV specialist nurse looked at the
computer screen while initiating a conversation about sexual health, as they
started by explaining STI laboratory results.

Overall, HIV specialist nurses held an “active listening” position, especially
at the start of the consultation, including maintaining eye contact. When
appropriate, the nurses often mirrored the individuals’ emotions during the
conversations, such as laughing or talking with a more serious tone. One nurse
lightened the conversation by using humor. This HIV specialist nurse, as shown
in the following example, commented in a funny tone about drug use and sex.

P: Excuse me, | know how | can contract an STI.

N: And if you, okay, you also know when you should get tested. You keep
track of that?

P: Yes, of course.

N: Okay, fine. If you have sexual contact, do you use drugs?

P: No, why?

N: Well, | thought I'll ask because it happens a lot nowadays.

P: [laughs out loud]

N: It's very modern nowadays for people to do that.

P: I'm not that modern.

N: Me neither, we're old-fashioned. [laughing]

N: | read in your file that you went to Istanbul on vacation?
(Nurse 3, consult 2)

There were frequent silences in one consultation, which “encouraged
the patient to participate.” In nine of the consultations, there was some
silence. These silences did not cause the individuals to introduce issues. In
all consultations, the “language used was appropriate.” The complexity of
the sentences and the words used seemed appropriate for the individuals,
who never asked for clarification. When discussing drug use concerning
individuals” sexual behavior, three HIV specialist nurses referred to chems
(drugs) by using jargon and the proper names of the drugs, e.g., gamma
hydroxy butyraat. The names of the drugs were used as a bridge to ask
questions about recreational drug use in relation to the patient’s sexual
behavior. Especially in the opening phase of the consultation, the HIV
specialist nurses showed interest in the patient as a person by taking an
active stance: making eye contact, placing their hands on the table, smiling,
and bending forward. Interest in the patient was also expressed as the HIV
specialist nurse brought up the patient’s personal information, as shared in
a previous consultation. This led to the patient sharing personal information
with the HIV specialist nurse.

N: Is everything going well?

P: Just moved, take a look.

N: [gets mobile and looks at the house] Gosh, you have a nice house.
P: Done a lot.

N: | wish | had such a skilled partner. [laughs]

P: [laughs out loud] (nurse 1, consult 3]

The consultations usually started with one-directional communication from
the nurse to the MSMWH. All the HIV specialist nurses initiated the conversation
with an “open-ended question” by asking the patient, “How are you doing?” One
nurse started all four consultations with the same yet somewhat more specific
question: “How has your health been recently?” By using this open-ended, more
specific question, the HIV specialist nurse offered the patient an opportunity to
talk about themselves with a focus on their health. The open-ended question was
mostly followed by more specific and closed-ended questions to gather more
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information. Open-ended questions were often started but were reformulated into
closed-ended questions, as illustrated below.

N: How is the relationship?

P: It's going well, yes, but | did run into someone.
N: Do you have clear arrangements about it?

P: Yes.

N: Okay, and you don’t use drugs while having sex?
N: Never?

P: Only alcohol.

N

: We often underestimate that. (Nurse 3, consult 1)

These closed questions were asked to determine the individual's current
situation and to obtain additional information. HIV specialist nurses asked check
questions, listened to the individuals” answers, and continued asking more
detailed closed questions, as shown in the following example:

: And tested for everything?

: Tested and all negative.

: How did it go in the meantime since October?

: Had no complaints.

: Did you have sexual contact now and then?

: Yes, yes.

: And are they casual partners or regular partners to you?
: They are regular partners.

: Partners?

: No, yes, one. (Nurse 4, consult 1)

UV ZTU0VZTU0VZTVTZTZ

In one consultation, the nurse elicited the patient’'s perspective on the
problem by exploring the severity of the problem in alignment with the patient’s
experience.

: Your laboratory results are good.

: Once in a while we do a syphilis test. Do you have an active sex life?

: No, not so much... | don't feel like it anymore and take it easy.

: Does it bother you?

: Well, actually not.

: Really? Is there a problem?

: No, absolutely not.

: Look, if there were a problem, we would talk about it.

: No, sometimes | wishmylibido would increase; | just want to do my
own thing. Next year, I'll go on vacation. [Nurse 3, consult 4]

UV ZU0VZTUVZ7TVZZ

One HIV specialist nurse actively used paraphrasing on three separate occasions
to “clarify and summarize” the information provided by the individuals. The
individuals responded by confirming the given summary by saying “indeed”

and providing additional information accordingly. One nurse made the following
statement during a consultation: “You say you want to reduce the amount of
chems you use because of the influence it has on your partner.”

All the HIV specialist nurses used mostly closed questions, leaving less room
for clarification from the individuals’ perspectives, which prevented them from
“eliciting the individuals” full set of concerns” and discussing the individuals’
behavior. For “exploring the full effect of the illness,” the experience of living with
HIV in general and topics such as experiencing stigma were not discussed in any
consultation.

In one consultation, the nurse “inquired about any additional concerns”
and invited the patient to speak more about the impact of the death of a friend
on the patient by saying, “Tell me.” In terms of gathering information, most HIV
specialist nurses stared at their computer screens, listened to the individuals’
answers, and simultaneously typed information into the individuals” charts
without asking any exploratory questions. None of the HIV specialist nurses
explored what issues the MSMWHwanted to discuss. Moreover, none of the
consultations included agenda setting between MSMWH and the HIV specialist
nurse to guide the topics being addressed. The HIV specialist nurses encouraged
the individuals to participate throughout the consultations by asking open and
closed questions. The individuals were verbally encouraged to express more
details by nurses, who asked probing questions, said yes, and hummed.

N: And is he getting tested for HIV?

P: Yes.

N: Because when you have sex, is it with a condom?

P: Actually, quite often without, you know.

N: Yes?

P: Nowadays it’s nice to know that the other is undetectable. If your status is
known, he knowingly takes a risk.

N: Yes?

P: We often talk about condom use, and | leave the decision to him.

(Nurse 2, consult 3)
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All the HIV specialist nurses provided technical information during the
consultations. This technical information included laboratory blood results, such
as the CD4 count and viral load. In some consultations, the nurses discussed
obesity and briefly explained the importance of exercise and its relationship with
obesity. The HIV specialist nurses never “checked” whether the given information
was “understood.” Providing information about lifestyle issues was mostly done
with descriptive statements such as “Your body mass index is 31.2, losing weight
will have a positive effect on your blood pressure.” However, the nature of the
problem was not explained.

The sharing of STl results was often used as a starting point for providing
information about sexual health. Conversations about sexual health and related
topics, mainly initiated by the HIV specialist nurses, focused on providing technical
information such as Venereal Disease Research Laboratory or syphilis test results
and how to interpret laboratory results. No “clarifications, instructions, or
explanations” were given about these results or sexual behavior.

In most consultations, the HIV specialist nurses used language that the
patient understood when providing information, and they seemed to “avoid jargon
and complex terms.” Jargon was used for the “syphilis” blood test results or
specific sexual topics, such as “U 5 U.” Individuals were expected to be familiar
with these terms because they had been in follow-up for some time, and the
nurses and individuals had discussed these terms during previous consultations.

In three consultations with two HIV specialist nurses, the nurses did not respond
by answering the individuals' questions about their STl results. Alternatively, the
nurses started providing information on other topics, such as medication use and
weight.

During consultations, some information was addressed mostly superficially,
and “no key messages were emphasized” or highlighted by the HIV specialist
nurses. When the nurses were providing information, the individuals were
not encouraged to ask questions, and the nurses did not check whether the
individuals understood the information or needed more information.

Overall, communicative decision-making skills were applied to a limited
extent and used only in relation to smoking. In one consultation, one HIV
specialist nurse asked the patient about their current smoking behavior and
“outlined the individual's choice” by “exploring the patient’s preference” to quit
smoking and asked them to rate the statement “How do you feel about quitting
smoking?” on a 10-point scale, in alignment with the motivational interviewing
approach. An “agreement was reached,” as the patient did not want to discuss
the topic further during this consultation. One HIV specialist nurse used the
Permission, Limited Information, Specific Suggestions, Intensive Therapy method
for the shared decision of whether to discuss sexuality, followed by asking an
explicit question for permission (“May | ask how you deal with HIV in terms of
sexuality?”). However, the patient’s “preferences and understanding” were not
explored, as this question was immediately followed by asking the next question
("Your partner is HIV negative, right?”]) without a pause or an opportunity for the
patient to respond. All of the nurses scheduled a follow-up appointment with
the individuals at the end of the consultations. However, this was a purely
administrative act, as no “follow-up action plan” was discussed at the end of
the consultations.

None of the conversations involved a discussion of “the patient’s readiness
to change their health behavior” or their “goals, ideas or decisions.” In one
case, a patient brought up a successful behavior change related to quitting
smoking; however, there was no support endorsing the patient’s behavior change.

During two consultations, one nurse “acknowledged the observed emotions”
of the patient by “expressing empathy,” saying, “I can see that you are having a
hard time.” During a consultation with another HIV specialist nurse, one patient
discussed loneliness. The HIV specialist nurse did not respond verbally or
nonverbally to the patient’s expressed emotions during the discussion of this topic.
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Sexual health counseling was not always discussed during the routine HIV
consultations, and the topics addressed by the HIV specialist nurses were often
discussed from a biological perspective. However, when sexuality was discussed,
the time spent on counseling was limited, and communication functions and
skills were rarely applied by the HIV specialist nurses.

Research among HIV specialist nurses has shown that they are motivated
to provide SHC and feel responsible for discussing sexual health during routine
HIV consultations (De Munnik et al., 2017). Nevertheless, although these nurses
are trained in practice, there are many missed opportunities to introduce sexual
health. In addition, with respect to the content of communication, many topics
remain unaddressed. Even when patients initiate the topic, nurses often do not
respond. The time spent on SHC during routine consultations was short; the
nurses usually talked to their patients rather than conversing with them. The
conversation between the HIV specialist nurse and patient was usually more of a
“question and answer” session than a two-way conversation.

Effective conversations about sexual health were rare. This finding is
consistent with previous studies that confirmed that a lack of time was considered
a severe barrier to discussing sexual health by care professionals (Albright &

Fair, 2014; Flickinger et al., 2013). This could be explained by HIV becoming a
chronic disease and the aging population, making other issues relevant parts of
consultations. HIV specialist nurses need to prioritize what is important to address
during a consultation. In addition, the topics addressed during consultations were
primarily discussed from a biological or physical perspective rather than topics
addressing psychological or social needs, as used in the biopsychosocial model
(Engel, 1977). More specifically, the HIV specialist nurses often used STl laboratory
results as a bridge to initiate SHC. In addition, the HIV specialist nurses rarely
addressed sexual health; however, sexual health was also not always mentioned
by the MSMWH themselves. Time or other priorities were not the only barriers

to discussing sexual health; the difficulty of initiating SHC for both nurses and
individuals during consultations can also be a factor, as confirmed in previous
studies (De Munnik et al., 2017; Zhang et al., 2020).

In our study, HIV specialist nurses mainly used technical communication
when talking about sexual health, especially when discussing information about
medical treatment. They occasionally applied communication skills and rarely
checked or verified whether the patient understood the information provided.
More specifically, the nurses often used closed questions that rarely left room for

exploring individuals’ emotions or understanding. However, to improve individuals’
sexual health, using these skills is crucial, especially when discussing sexual
behavior (0'Conner et al., 2019). All models of health care communication
recommend the use of open-ended questions, which allows individuals to freely
present all their problems or needs, whether medical, psychosocial, or social
(King & Hoppe, 2013; Tsai et al., 2013).

Overall, observing HIV specialist nurses during consultations revealed
that the nurses spent the most time during the consultation looking at the
computer screen while typing and asking questions simultaneously. Staring at
the screen rather than addressing the patient directly is a potential barrier to the
effectiveness of consultations, especially on the topic of sexuality. Other studies
have confirmed that computer use within a consultation is indispensable and is
often experienced by individuals as a barrier to dialogue (Noordman et al., 2010;
Street et al., 2014). Strategies such as actively engaging individuals in viewing
the computer screen or maintaining conversation flow while talking to individuals
could positively influence dialogue.

To our knowledge, this is the first study among HIV specialist nurses that
used a snapshot of real-life data within the HIV field. There is limited literature
available that has analyzed both consultations and techniques. By observing
and analyzing consultations in this way, the study provides a realistic picture of
the conversations during a standard consultation with respect to selfreported
behavior. However, a disadvantage of video recordings is that they might influence
the interactions between providers and patients, also known as the Hawthorne
effect (Sedgwick & Greenwood, 2015). Although we were aware of the Hawthorne
effect when observing the participants, it was acknowledged that after a while,
the participants forgot about the video and reverted to their normal behavior.
Furthermore, our study did not explore the consultations from a patient’s point
of view because no patients were filmed. Above all, there was no evaluation of
the reactions of theMSMWH to the consultation, especially from a nonverbal
perspective.
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Questionnaire

Opening questions for routine HIV consultations
when the patient brings up a sexual health problem

Opening questions for routine HIV consultations
whenthere is areason for the nurse to address
the problem, e.g., lab results/ STI

Opening questions for routine HIV consultations
when there is no reason for the nurse to address
the problem but the nurse would like to bring this

topic upingeneral

Positive STl test
STl screening

Sexual dysfunction
Loss of libido
Viagra

Drug use

Masturbation

Transmission risks

Relationships
Safe/unsafe sex

Patient's sexual needs

Sexual risk behavior
Multiple partners

Condomless sex

Suggested Questions

When was the last time you had good sex?

Can you describe your complaint?

How did the reduced sex drive come about? Did it
happen gradually or suddenly?

Your STl test is positive. How does this make you feel?
How do you relate risky sex to contracting an STI?
Is risky sex a cause for concern for you in relation to
contracting an STI?

Do you have complaints that may be related to an STI?

How satisfied are you with your sexuality?

How important is sex to you?

Do you have any worries, questions or complaints
regarding having sex?

What does it mean to you to have contracted an STI?
We know that people with high-risk sexual contacts
often have an STI. How do you feel about getting a
STl test?

What do you need to have a positive sexual stimulation?
How was your sex drive before your HIV diagnosis?
Can you explain tomewhat you need in order for
Viagra to work?

What is the difference between having sex with and
without drugs?

Do you masturbate sometimes? How is that for you?

What has changed in your sex life since N=N was
introduced?

What influence does HIV have when you're having sex?
What arrangements did you make in your relationship
regarding safe and unsafe sex with a third party?

In which ways do you make your sexual needs known
to your partner or sex buddy?

Which sexual acts do you consider high risk?

How do you experience having sex with different
partners?

Which choice do you make while having sex? With or
without a condom?

Questionnaire Suggested Questions

Social support With whom and why do you share your HIV status?
How do you live out your gender identity in a generally

Cultural influences
heteronormative environment?

Sexual partners Where and in which way do you make contact with

people to have sex with?
How do you communicate within your family and
friends about sexual health?

Family relationships

Ask open-ended questions

Encourage questions, ask in-depth questions and

check the patient’s understanding

Discuss follow-up and plan for unexpected outcomes

Note. SHC = sexual health counseling; STI = sexual transmitted infection.

To understand the communication between HIV specialist nurses and PWH,
it is important to conduct further research specifically on the role of individuals
in the context of SHC. A limitation of our study is the small sample size, which
means that the findings cannot be generalized to a larger population. However,
our study of 16 consultations between four HIV specialist nurses and different
individuals made it possible to examine conversations about sexual health in
more depth and de tail.

HIV specialist nurses are aware of the importance of SHC; however, more
attention is needed to initiate SHC and address individuals’ sexual needs,
which requires good communication skills. Communication strategies should
be adopted flexibly and tailored to individual patients within the HIV care
context. This means that nurses should be told what to do regarding behavioral
communication skills and shown how to use these skills.

The development of a customized, practice-based sexual health training
program is essential. Studies have demonstrated that training programs
significantly affect health care providers’ communication skills and, thus, patient
outcomes. The findings of this study can be applied in clinical practice, in various
areas of nursing care, and especially in care related to sexual health.
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A modified framework divided into biological, psychological, and social factors
according to the model (Table 3) for HIV specialist nurses could be helpful in
initiating discussions with patients about sexual health. In the long term, SHC
should be standardized by training and supporting HIV specialist nurses and
physicians working with PWH.

Despite the importance of discussing SHC during routine HIV consultations,
it appears that HIV specialist nurses can improve their communication skills to
communicate more effectively with individuals regarding this topic. This is partly
due to a lack of communication strategies combined with insufficient use of the
biopsychosocial model linked to sexual health. Clinical discussions of sexual
health can be improved when more consistent communication functions and
skills are applied.
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Background: HIV healthcare providers encounter difficulties in discussing
sexual health with their patients. However, providers are aware that
sexuality should be addressed, because without discussing sexual health,
problems may remain unnoticed, advice cannot be given, no treatment
plan established, and psychosocial implications cannot be addressed.

Objective: We developed a theory- and evidence-based intervention
using the Intervention Mapping (IM) approach to improve sexual health
counseling and promote discussing sexuality by HIV care providers.

Design: We applied the six steps of IM: an initial needs assessment to
thoroughly understand the problem (step 1); formulation of the program
objectives (step 2); selection of theory-based methods (step 3); program
development (step 4); developing an implementation plan (step 5); and
developing an evaluation plan focused on an assessment of behavioural
determinants and sexual health counseling behaviour before and after the
training through four consecutive online surveys (step 6).

Results: Step 1 consisted of focus groups and online surveys among HIV
care providers. Findings confirmed the need for an intervention targeting
HIV care providers. In step 2 we formulated detailed program objectives.
In step 3 we identified behavioural determinants, specifically attitude,
knowledge, self-efficacy, and communication skills. These determinants
guided the development of a two-day sexual health training programme,
including interactive skills building with professional actors (Step 4). The
two-one day training was attended by 37 day-one and 20 day-two HIV
healthcare providers (Step 5). A descriptive analysis of data collected in
step 6 showed that nurses who had participated in the pilot training were
more likely to initiate conversations about sexual health during routine HIV
consultations. A positive trend was observed in the attitudes, knowledge,
social norms, and perceived skills of the participants, aligning with the
training’s objectives. This outcome reinforces the importance of targeted
training in enhancing professional competence in sexual health counseling.

Conclusion: The training program enabled HIV healthcare providers to
initiate sexual health discussions during routine consultations. The IM
approach facilitated a structured, iterative, bottom-up, participatory
process to develop the training program, which aimed to promote sexual
health counseling in a real-life setting by using evidence and theory.
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In order to promote sexual health counseling it is important that HIV
healthcare providers express confidence in their ability to discuss
sexuality. Suggestions for the planning of support interventions highlight
the importance of training with real-life case studies with professional
actors with experience in the sexual healthcare sector.

Consultation, communication, HIV infection, nurse, people with HIV, physician,
sexual health counseling, quality of life.

Healthcare providers, particularly nurses, are expected to be competent in
providing sexual health education. However, in nursing care and education, sexual
health is often disregarded in favor of other relevant topics, and to avoid discomfort
(Fennell and Grant, 2019; O'Connor et al., 2019). Healthcare providers (HCPs)
experience difficulties in discussing sexual health with patients [Aling etal., 2021;
Dyer and das Nair, 2013; Kelder et al., 2022). During consultations, many physicians
and nurses fail to engage in meaningful conversations about sexual health, missing
opportunities to prevent negative health events (Fennell and Grant, 2019). Sexual
health is an essential component of overall health and general well-being (World
Health Organisation, 2006): “The ability to have a good sex life and to adapt and self-
manage it in the face of social, physical, and emotional challenges in different phases
of life” (Van Lunsen and Laan, 2019, p 181). Such challenges arise in particular
among patients with HIV-related medical conditions (Scanavino et al., 2022).

Efforts have been made training HCP to discuss sexual health in clinical
settings (Mrad et al., 2022; Sun and Lin, 2013). Research highlights a significant
lack of interventions available to oncology nurses (Albers et al., 2020; Krouwel
et al,, 2019). However, sexual health, as part of health-related quality of life
(HrQol), should be addressed by all HCPs. They must have tools to initiate sexual
health counseling (SHC) when appropriate, encouraging patient participation,
especially in the field of HIV. More efforts are needed to promote adequate SHC
in this setting. It is crucial to develop training programs that address the needs of
people with HIV (PWH] and the learning requirements of their nurses.

Sexual health encompasses a multitude of topics, making it challenging
to determine which to prioritize. PWH experience many issues related to sex
(de Vincentis et al., 2021). Therefore, HCPs should consider factors related to
HIV infection: fear of virus transmission, loss of libido, changes in body image,
lack of experiencing pleasure, alongside non-HIV related factors, e.g. aging or
lifestyle (de Vincentis et al., 2021). And, even if HCPs know what to discuss,
they need to acquire the necessary skills. Interventions are more effective
when developed systematically, grounded in evidence and theory (de Bruin
et al., 2009; Bartholomew Eldredge et al., (2016]]. We applied Intervention
Mapping (IM), a systematic protocol for effective, step-by-step decision-making
in intervention development, implementation, and evaluation (Fernandez et al.,
2019); distinguishing theories about behavior from theories about change (Kok
etal., 2016). IM has proven an effective approach for designing behavior change
interventions, including those aimed at reducing sexual prejudice or preventing
sexually transmitted infections (STIs) (Mevissen et al., 2017; Wolfers et al., 2007).
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The aim of this study was to develop an intervention, encouraging HCPs to
address sexual health during routine HIV consultations. Program development
begins with a needs assessment (IM-Step 1): a thorough analysis describing
the health-related problem, impact on quality of life, population at-risk, and
relevant social-cognitive, behavioral, and environmental factors associated with
the problem. Next, planners select target groups and formulate behavioral and
social-cognitive change objectives, based on importance and changeability
(IM-Step 2]. In IM-Step 3, planners apply theory-based behavior change methods
as applications in the final program (IM-Step 4), describe the adoption and

implementation of the program (IM-Step 5), and the evaluation plan (IM-Step 6).

Below, we give a detailed description of how we systematically developed a
tailored intervention for care providers, and present the outcomes.

A planning group was established, which produced a needs assessment by
creating a logic model of the problem, assessing the context of the intervention, and
specifying program goals. The outcome was a list of behaviors and determinants that
contributed to the problem, which served as starting points for the systematic
development of an intervention.

Group Members were selected based on their academic experience and

expertise in IM, nursing care, and HIV care. The 11 experts had various expertise:

interdisciplinary social science/IM, applied psychology/IM, health psychology/IM,
nursing science/HIV patient care, physician/HIV patient care, three HIV experts
and three HIV nurses: one specialized in sexual health and one the principal
investigator (PI). This planning group convened on a monthly basis in various
compositions to guide the IM process (Eldredge et al., 2016). Planning group members
are encouraged to think about adoption and implementation from the start.

Four empirical studies were conducted (de Munnik et al., 2017a, 2017b;
2021; 2024). First, a cross-sectional survey was conducted among all Dutch HIV
physicians [N=110) and HIV nurses (N=82] in order to gain further insight into
their roles in SHC within routine HIV care (de Munnik et al., 2021). Participants
were recruited via the Netherlands Association of HIV Physicians (NVHB] and the
Netherlands Professional Association of HIV nurses (VCH). Participants completed
an online questionnaire about their current practice and involvement in SHC.

SHC was provided less by physicians (26.1%]) than by nurses (83.9%;
p<.001). Nurses were more likely to discuss issues about patient’s well-being
and psychosocial functioning. The main reason for not providing SHC was
the presence of a third party. Physicians reported this 9% of the time, nurses
60.4%. The second reason was insufficient time due to the limited duration
of consultations. The third was that patients themselves do not initiate
conversations about SHC, interpreted as that SHC should not be initiated by a
physician or nurse. Both groups indicated a need for more practical knowledge
and skills about sexual health issues and counseling.

The planning group decided on the need for an intervention promoting SHC,
specifically by nurses in routine HIV care. Additionally, as HIV in the Netherlands
primarily affects men who have sex with men (MSM], also targeting HIV nurses,
supporting them in addressing sexual (risk) behavior during routine consultations
with HIV-positive MSM. The second study focused on the experiences of HIV
nurses in discussing SHC with MSM (de Munnik et al., 2017a). This involved three
semi-structured focus group discussions (FGDs) with 22 HIV nurses from 17 HIV
treatment centers. The FGDs were transcribed and analyzed to identify meaningful
patterns (Braun and Clarke, 2006). HIV nurses infrequently initiated SHC and lack
of time was again the main barrier. Presence of a third party was never mentioned
as a reason for not providing SHC; other reasons included the experience of
embarrassment and having to cover many issues during routine HIV care which
makes prioritizing difficult. Nurses mentioned that feeling confident about their
knowledge and skills is a prerequisite for SHC.

The third study was an online survey on the determinants of HIV nurses’
discussing SHC with PWH, based on the Theory of Planned Behavior (Ajzen, 1991;
2006) and the findings of the qualitative study (de Munnik et al., 2017a): 79 HIV
nurses completed a self-report questionnaire. Consistent with previous studies,
the intention to prioritize SHC was impeded by ‘time concerns’ and ‘having other
priorities’. Supportive determinants were: positive attitude, high perceived
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self-efficacy and confidence in own skills discussing sexual health. The intention
to initiate and discuss sexual risk behavior was again found to be influenced by
‘time concerns’ and ‘other priorities during consultations’, against a positive

attitude and high perceived self-efficacy regarding SHC and confidence in own The results of the needs assessment were summarized in the form of a logic
knowledge and skills (de Munnik et al., 2017b). model of the problem (see Fig. 1) which identifies the overarching problem to be
addressed on the right: suboptimal quality of sexual health and quality of life.

The fourth study comprised the analysis of video recordings of routine HIV Moving to the left, problems arise because PWH may experience multiple sexual
consultations of HIV nurses with PWH from four Dutch HIV treatment centers health issues, plus the behavioral and environmental factors that may influence
using real-life data from clinical practice to assess whether nurses’ behaviors their sexual health. The planning group identified these behavioral factors as
during consultations were in line with the results of previous studies (de Munnik crltl|cal. At the far left of the model.the deter.mlnants of providing SHC are shown
et al., 2024). Four participants from four hospitals consented to participate, and which should be addressed by our intervention.

16 recordings of consultations were analyzed. The duration of consultations, time
spent on sexual health issues, topics addressed, and the communication functions
and skills employed were all recorded. When sexual health was discussed, the
time nurses spent on this topic was relatively brief, with nurses typically adopting a
more directive approach to communication with patients, rather than engaging in a
conversation. SHC is not typically discussed during consultations. When discussed,
effective communication was rare, and attention to psychological and social factors
limited. Nurses predominantly used technical communication skills and provided People living with HIV Sexual problems Quality of sex life

. . . Visit clinic twice a year Repeat STI diagnosis Quality of life
STl-test results and information about medical treatment. B bt sexual

health (Risky and protec-
tive) sexual behaviours

Determinants Behavior & Health problems Quality of Life
environmental factors

Target population: Nurses
1.1 Attitude
1.2  Self efficacy and Skills
Bl norm During routine HIV consultations:
In the Netherlands, HIV care is provided in 24 HIV treatment centers by 110 . Bl health counseling
HIV physicians and 86 HIV nurses. PWH visit an outpatient clinic once or twice a ¥ i ! 2. Discuss sexual health and follow
2.2 Self efficacy and Skills ;
up of sexual health counseling

year for consultation with an HIV nurse who monitors patients” health, addresses 2.3 Social norm N ] e
. . ) o . Apply effective communication on
medical and psychosocial needs, provides additional support and care, or refers .. sexual health counseling
to another specialist. ALl HIV nurses are registered nurses specialized in HIV care BRI iy andi Skills
and members of the Dutch VCH. Some obtained a post-graduate qualification, B Social norm
and some completed dedicated sexual health training, provided by STI/AIDS B ental factors
Netherlands, the center for STl-prevention. Dutch Professional Association of HIV nurses (VCH)

and professional organization of nurses (V&VN):
Guidelines development and endorsement
The Association of HIV Physicians (NVHB):

The VCH has developed guidelines, however, these are not recent and reflect B8 tion, 2ndi role cetermination

a biomedical perspective (V&VN, 2023). VCH guidelines refer to the relevant HOSPitgl man;/ger_ne_r;t
uppo riori
European guidelines, which state that all HCPs should ask PWH about their NGOs STI Atds Netherlands:

sexual and reproductive health to make sure that PWH receive appropriate and B Binent and endorsement

ongoing reproductive counseling. They do not include recommendations on
what should be addressed, and how (Clinicalinfo.hiv.gov., 2024; European AIDS
Clinical Society, 2024). The work of HIV nurses is mostly based on guidelines
developed by the National Organization of HIV Physicians. Hospital managers
also determine what and how nurses do their jobs.
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The planning group discussed the findings of the needs assessment and
used their expertise to define program goals for the three most important and
changeable SHC-behaviors of HIV nurses “during routine HIV consultations™:

1. Nurses initiate SHC
2. Nurses discuss and follow up SH topics more in depth
3. Nurses apply effective communication for SHC

The planning group used the needs assessment findings to formulate
outcomes for nurse behaviour and performance objectives for each of these
outcomes. Subsequently, the planning group identified important and
modifiable determinants of the nurses’ behavior. Finally, matrices were created
specifying the change objectives for the program.

A mutltidisciplinary planning group formulated outcomes for the program
goal, defined in step 1.5. The Pl defined desired changes at the behavioral level
(POs), to promote and increase the provision of SHC by nurses, making the
required behavior of the nurse specific.

PO-1: Nurses initiate SHC during routine HIV consultations twice a year.
Sexual health communication currently does not meet the needs of patients;
nurses have expressed that they only discuss sexual health when patients raised
the topic (de Munnik et al., 2021; Magnan and Reynolds, 2006; Rimmer et al.,
2010]). Moreover, sexual health was not sufficiently addressed between patients
and nurses. These findings revealed a strong discrepancy between patients’
and nurses’ views on who is responsible for initiating this discussion and the
willingness and comfort levels. Consequently, nurses should take the initiative,
when necessary (Bauer et al., 2015; Zhang et al., 2020).

PO-2: Nurses discuss SHC and follow up those topics linked to sexual health
more in depth, twice a year, during routine HIV consultations. Patients regard effective
sexuality communication as essential and feel comfortable with it (Kelder et al.,
2022; Zhang et al., 2020).

PO-3: Nurses communicate effectively about sexual health during routine
HIV consultation twice a year. In our observational study, HIV nurses only
occasionally applied communication skills (i.e., asking open questions) and
rarely checked if the patient had understood the information given (de Munnik
et al., 2024); in line with earlier studies (de Munnik et al., 2017a, b).

After formulating these POs, we selected their determinants, based on
relevance, strength of the association with the behavior, and changeability.
Similarly, setting priorities, because other topics need attention during
consultation, which negatively affects nurses’ attitude towards SHC as well as the
quality of SHC. For example, the presence of a third party (e.g. a translator] is not
changeable, but may have influence. Some HIV nurses feel negative emotions,
such as embarrassment and discomfort, indicating that perceived skills
and personal norms and values are relevant. These insights indicate critical
determinants of SHC which are changeable through training, supervision, and
support. Finally, a multidisciplinary approach is needed to generate a supportive
social norm, encompassing guidelines for HIV nurses, and additional training
tailored to the needs of HIV care providers. We identified. attitude, social norm and
self-efficacy/skills (and their underlying beliefs), as determinants in the matrix of
change objectives.

COs were formulated that match each determinant with its PO, guided by
the needs assessment. For example, for “Nurses apply effective communication
for talking about sexual health during routine HIV consultation”, “attitude” is one
of the determinants; we formulated the CO “Describe applying communication
skills as necessary and important”. This CO is necessary and achievable because
sexual health is not always discussed during routine HIV consultation and, if
brought up, often without structure and/or communication strategies.

A list of possible determinants was compiled, and refined based on evidence
from the literature and needs assessment. The Matrix of Change Objectives was
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developed connecting Performance Objectives with identified relevant and
changeable Determinants, guiding the development of the training program, see
Table 1. In the final task of step 2, we created the logic model of change for the
intervention, combining performance objectives with determinants. As part of
the later program evaluation, questions can be asked to determine whether HIV
nurses achieved the performance objectives, which provides valuable information
for evaluating the program’s effectiveness.

Performance objectives
(PO) of HIV nurses

1. Nurses initiates and
start to talk about SHC
during routine HIV
consultation twice a year.

2. Nurses discuss and
follow up SHC during
routine HIV consultation
twice a year.

tion

Personal determinants

Attitude (A) Self-efficacy & skills (SSE)
1. Feel positive 1a. Express confidence in the
about initiating SHC  ability to make the decision to
during routine initiate the SHC.
consultation.

2. Feel positive 2a. Express confidence in the
about discussing SHC ability to discuss SHC twice a year.
twice ayear during  2b. The nurses demonstrate
consultation. actively how to use PLISSIT

model and response curve when
discussing SHC.

2c. Express confidence in applying

1) physical aspects within sexual
health and 2) sexual dysfunction
when necessary.

Social norm (SN)

1a. State that patients
approve and respect their
decision to initiate SHC.

1b. Recognize that other
professionals or patients have
found SHC has enough
dvantages to be worthwhile to
implement them.

2. Acknowledge that the
national organization of nurses
nd physicians recognize
applying communication func-

and skills is important in
discussing SHC.

2d. Express confidence in applying
theory of chemsex/relation/libido/
desire linked to HIV to their patient.

3. Nurses apply effective
communicate linked to SHC
with PWH during routine
HIV consultation.

3a. Describe applying 3a. Demonstrate the ability to
communication skill communicate to patients.

as necessary and 3b. Express confidence in
important. ability to actively using

3. Recognize that their
colleagues SHC find relevant
and is seen as part of their
professional role.

3b. Describes biopsychosocial mode

communicationas  during SHC

being worth the effort 3c. Demonstrate the ability of

to adopt. applying effective strategies
of King and Hoppe (2013) to create
an effective patient-provider
dialogue regarding SHC.

Abbreviations SHC sexual health counseling; PWH people with HIV;

The logic model of the problem and the logic model of change form the basis
for step 3, the selection of theory-based methods and practical applications.
The first task was to generate ideas for program themes and to decide on their
sequence, together with the planning group. The next task was to choose theory-
based change methods to address program objectives. The final task in this step
was to design practical applications for these methods.

To ensure the intervention met the needs of HIV nurses, a linkage group of
five full-time HIV nurses from various hospitals supported the planning group.
This group provided input on specific questions and tested ideas. Discussions
with the linkage group resulted in several general themes for the intervention.
First, nurses needed to be aware of a number of topics to be discussed with
patients regarding sexual health. In addition, they required more knowledge
about sexual health from both medical and psychosocial perspectives. With
regard to communication strategies, nurses expressed a desire to exchange
counseling experiences with other nurses. These themes were aligned with the
earlier needs assessment.

Another vital finding was related to the mode of delivery. The linkage
group recommended a flexible, hybrid, 1.5-day face-to-face training program
to accommodate users’ needs and time constraints. The final intervention was
a 1.5-day training program. In our intervention, we used elements of a five-
day course from 2005 designed for HIV nurses on basic knowledge regarding
anatomy and physiology (Aidsfonds, 2008; V&VN Verpleegkundig Consulenten
Hiv, 2023). For the training, we reviewed literature on interventions for healthcare
professionals (HCPs) in clinical settings. Verrastro et al. (2020) found that
participation in sexuality education programs significantly improved HCPs’
ability to address patients’ sexuality issues. The review emphasized the need
for sexual health education and highlighted the importance of investing in
training to enhance nurses’ skills and comfort. Case studies and role-playing
have considerable advantages over traditional lectures. This review supports the
importance of providing HCP with at least some training, and the opportunity
to organize longer training sessions with interactive activities to enhance their
comfort and confidence when counseling patients on sexual issues.
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During three interactive sessions, based on the formulated objectives of the
program, the planning and linkage group selected theory- and evidence-based
methods for achieving the change objectives. Based on the nurses’ experience
and the results of the literature search, the most suitable methods were selected
and translated into potentially feasible practical applications (Fernandez et al.,
2019; Verrastro et al., 2020).

As the HIV nurses in the linkage group mentioned time as a barrier, time
management was chosen as an important issue. Moreover, the planning group
selected methods and applications appropriate for the context and clinical
practice. Examples of the outcomes for PO1 is are presented in Table 2. Methods
and applications for PO1 (remaining), PO2 and P03 are described in the
supplementary files.

The determinants of the previous steps led to a choice of behavioral change
methods that fit into a 1.5-day workshop. The final intervention needed to be
flexible in use and easy to adjust, either face-to-face or online.

Feel positive about
initiating SHC during
consultation

Method and parameter
of PO1: Nurses initiate SHC

Arguments: Using a set of one or
more meaningful premises and a
conclusion.

Shifting perspective: Encouraging
taking the perspective of the

other.

Direct experience: Encouraging
a process whereby knowledge is

created through the interpretation of
experience.

Elaboration: Stimulating the learner
to add meaning to information that is
processed.

Information about health
consequences: Provide information
(e.g. written, verbal, visual) about
health consequences of performing
the behavior.

Salience of consequences: Use
methods specifically designed
to emphasize the consequences
of performing the behavior with
the aim of making them more
memorable.

Information about social and
environment consequences: Provide
information (written, verbal, visual)
about social and environmental
consequences of performing the
behavior.

Credible source: Present verbal or
visual communication from credible
source in favour of or against the
behavior.

Application

Provided arguments in 5 experts
talks of the importance of sexual
health. Including the consequences
if you don’t or do discuss it. E.g. can
refer better.

In the role play we discussed,
practiced the different case studies
from the patient’s perspective. E.g.;
what is it like for the patient to use
this opening sentence? One nurse
was able to practice the same case
following feedback multiple times.
And process the comments during
practice.

Theory in the morning is applied by
2 experts through case examples.
Afterwards asked to practice in
clinical setting and on return day to
try again through role plays.

Use of theory when not discussed
how it affects the pt. This was later
reflected in practical examples
discussed plenary.

The presentations of day 1 focuses
on the fact that if you don’t discuss
the same complaints e.g. STD or
libido loss, the same symptoms
keep coming back. The importance
of discussing and recording
interventions was explained. This
used to be more on intuition. By
recording, evaluating and discussing
the outcomes, the nurse can better
refer or treat.

As a group, there were sometimes
negative reactions to real-life
examples from the group itself, with
some questions and techniques not
seen in the video. All speakers are
experienced and experts in the field.
Their presentation focused on the
benefits to the patient of starting the
conversation.

Nurses often assume that behavior

in the consultation room during
conversations is good. On Day 1T where
theory and practice come together,
examples are given where sometimes
it appears that having a conversation
in a different way could possibly still
lead to different outcomes.

While practicing in practice through
role playing the techniques learned
will be applied. On day 2 there is a
lot of attention for specific behavior
to influence the outcome of a
conversation.
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Express confidence
in the ability to
initiate SHC

Incompatible beliefs: Draw attention
to discrepancies between current

of past behavior and self-image, in
order to create discomfort (includes
‘cognitive dissonance’).

Guided practice: Prompting
individuals to rehearse and repeat

the behavior various times, discuss

the experience and provide feedback.

Verbal persuasion: Using messages
that suggest that the participant

possesses certain capabilities.

Cue altering: Teaching changing
a stimulus, either consciously or

unconsciously perceived, that elicits
or signals a behavior.

Planning coping response:
Prompting participants to list
potential barriers and ways to
overcome these.

Problem solving (overlap planning
coping respons): Analyze, or
prompt the person to analyze,
factors influencing the behavior and
generate or select strategies that
include overcoming barriers and/or
increasing facilitators.

Instruction on how to perform
behavior: Advise or agree on how to
perform the behavior.

Demonstration of the behavior:
Provide an observable sample of the
performance of the behavior, directly
in person or indirectly e.qg. via film,
pictures, for person to aspire to or
imitate.

Behavioral practice/rehearsal:
Prompt practice or rehearsal of the
performance of the behavior one or
more times in a context or at a time
when the performance may not be
necessary, in order to increase habit
and skill.

There was attention in the
presentations to the practical
situations on the one hand the
current practice and on the other
hand examples of how it should be
according to the theory. Explanations
were given about the different
ways in which SHC is addressed.
The differences were discussed in
small groups with attention to the
discomfort that sometimes arose
during practice.

On day 1 the nurses were shown
examples of practical situations from
colleagues. On day 2 the participants
got to work with them by discussing
their own cases. During practice
they got feedback from each other
and the actor and this was discussed
afterwards in small group as well as
in class.

Two expert nurses explained step by
step through their own case histories
how to put theory into practice. They
also actively involve and empower
the audience.

The opening questions collected
from the field and tested by experts
were discussed with all participants
in order to then apply them in
practice during the role-playing
games.

In small groups we discussed what
would you do differently in your own
hospital as a result of learning about
SHC and practicing.

While practicing role playing games
with the moderator, actor and
colleagues, it was discussed which
barriers influence SHC. Also jointly
discussed was how this might be
done in other ways so that the
barriers are reduced.

During 2 presentations specific
theory was covered about
conversation skills, then translated
into a case that was discussed in
plenary. After that the groups split
up to practice with instructions.
Instructions were also on paper.

During both days there was a case
study that was fully developed by 2
people via power point and discussed
step by step in the group. On both
days, role plays were practiced at
different times.

On the return day, participants
brought in their experiences from
the past few months and this was
discussed in plenary. This was very
deliberately positively endorsed by
the moderators.

States that the
patients approve and
respect their decision
to initiate SHC

Recognize that
other professionals
have found SHC has
enough advantages
to be worthwhile to
implement them

Social reward: Arrange verbal or
nonverbal reward if only if there
has been effort and/or progress in
performing the behaviour.

Verbal persuasion about capability:
Tell the person that they can
successfully perform wanted
behavior, arguing against self doubts
and asserting that they can and will
succeed.

Focus on past success: Advise
to think about or list previous
successes in performing the
behaviour.

Behavioral practice/rehearsal:
Prompt practice or rehearsal of the
performance of the behavior one or
more times in a context or at a time
when the performance may not be
necessary, in order to increase habit
and skill.

Credible source: Present verbal
or visual communication from
a credible source in favour of or
against the behavior.

Information about others’ approval:
Provide information about what other
people think about the behavior. The
information clarifies whether others
will like, approve or disapprove of
what the person is doing or will do.

Social comparison: Draw attention
to others’ performance to allow

comparison with the person’s own
performance.

Notes:

After practicing through role-plays
and case histories with each other
in both small groups and plenary
discussed that after these days they
have sufficient knowledge and skills
to discuss SHC. This was discussed
several times and by different
people.

In the last part of day 2, the
successes were discussed in plenary
and attention was also paid to the
fact that in practice it is sometimes
not always ideal. The participants
were advised to think back to this
training and to look at the theory and
detailed case studies.

Last part of the day plenary
successes discussed in initiating

the conversation about SHC. Also
indicated that it is normal that in
practice it may be a bit more difficult.
The advice was given to think back to
the 2 training days and to take in the
theory and detailed case studies.

After practicing with role-play

(actors), observed by colleagues and
moderators. Nurses positive points
about their skills are discussed with
feedback so they can use them in
clinical setting. Day 1 through self-
submitted case studies, the skills of the
nurses was evaluated and provided with
feedback, and discussed anonymously
in presentations by experts. Day 2,

case studies were again discussed and
nurses were given opportunities to
practice in various roles multiple times;
as observers, nurses, and listeners.

Informing patients at start
consultation using share decision
making that SHC is a topic to bring
up.

Talk to each other about how things
are arranged within your own setting
and with mutual agreements with
colleagues. Here, a lot of attention
was paid to the practice with
examples to exchange experiences.

Have a plenary discussion in small
groups and discuss the differences
and similarities within each other’s
setting.

The parameters for these methods can be found in Kok et al. (2016).
Abbreviation; SHC sexual health counseling;
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Translating behavioral change methods into applications requires a sufficient
understanding of the theory behind the method, especially the parameters
necessary for the effectiveness of the change process in practice (Kok et al.,
2016). Table 2 provides an overview of the intervention for PO1: “Providers
initiate SHC”, including theory-based change methods, their translation into
practical applications, and how these relate to earlier determinants. E.g., the
change objective “Feel positive about initiating SHC during consultation” is
related to ‘attitude’, leading to methods for changing attitudes, e.g. “Direct
experience, to encourage a process whereby knowledge is created through
the interpretation of experience”. Theoretical knowledge about sexuality was
taught by multiple experts, each of whom tried to transfer their knowledge
through examples from practice. The participants were then asked to practice
initiating SHC during the training and in their own clinics. On the second
day, role-play was used again to assess the nurses’ attitudes when actively
initiating SHC.

The first task is to refine the program structure and organization
generated in IM-Step 3. The second task is to prepare plans for the program
content. These documents will guide production, ensuring that the program
materials and activities are relevant and follow the parameters for their selected
methods and practical applications. The final task in this step is to pre-test,
refine, and produce program materials.

The project group developed a program based on all input, which was then
presented to the linkage group for discussion and adjusted in two meetings.
The project team, composed of three field experts, finalized the program based
on established parameters, which include methods, applications, and specific
details, outlined in the sections on the SHC pilot program (Tables 2, S1 and S2).

The 2005 sexual health training for HIV nurses consisted of five full days;
nurses found this to be an excessive burden on their daily practice. We designed

the new training to be one full and one half day, with an interval of three months
to increase the learning effect. The training was designed for all HCPs providing
care for PWH and working in a hospital or public health organization. It was
anticipated that approximately 33% of all HIV nurses in the Netherlands
would participate: 28 participants. The training was accredited for both
physicians and nurses in the field of HIV by the Accreditation Committee of
the Quality Register. HCP are required to earn a certain number of these
points in order to maintain their registration.

The linkage group considered it important to start on the first day with plenary
expert talks rather than small group discussions, given the lack of knowledge
indicated by participants and the discomfort they sometimes felt discussing
sexual health. Speakers were selected based on expertise and experience;
and invited for a face-to-face meeting to discuss the exact content of their
contributions to prevent overlap. The duration varied: 30-45 minutes. Actors
were approached through a national network in sexology, and context and
case studies were explained during a one-on-one online conversation. A week
before the first training day, case-scenarios were reviewed in a joint online
meeting involving the project group and three actors. Due to the national
nature of the meeting, Utrecht was chosen, being centrally located.

Prior to the training, participants received two assignments: 1) write up
a patient case in which the participant encountered difficulties addressing
or discussing sexuality; 2] outline a sexology network in their own region, to
determine if that network was comprehensive or if there were more potential
partners.

The first part of day 1 started with an opening by the project group presenting
a case study of their own clinical practice related to positive sexual health when
discussing sexual health. Then followed three talks on basic knowledge about
sexuality, focusing on sexual health problems linked with attitude, self-efficacy,
skills and social norms. All presenters interacted with the audience by asking
questions via mentimeter.com.

The second part of day 1 involved translating theory into conversations in
daily practice during routine consultation, introduced from the perspective of
the nurse, followed by how-to-apply theoretical models during consultation.
Then: conversation techniques, illustrated with examples, followed by an
explanation which barriers and facilitators nurses and physicians may experience;
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from the provider’s perspective. This allowed participants gaining a better
understanding of how the theoretical concepts can be applied in real-life, and
identifying factors that may hinder or support effective communication about
sexuality. Small groups reviewed and discussed video recordings of routine

HIV consultations. These sessions were mainly interactive to create a safe
atmosphere and to build up confidence among participants. At the end of the
second part of the first day, participants returned to the earlier case study and
were asked to consider in their own network whom they could refer patients to in
the region of their hospital.

The third part of day 1 was focused on clinical practice. Participants watched
video footage of consultations in small groups and were asked questions (e.g.
“what did you notice?”) to engage them in conversations about the practice of SHC.
This third part ended with a plenary session in which the importance of a sexology
referral network was discussed based on a case study presented by two project
group members. After this plenary session, participants were asked to map out
their own network at home, make it comprehensible, and bring it to day 2.

On day 2, the focus was on role-playing and practicing case scenarios for
sexual health counseling, with the help of actors. Day 2 began with a plenary
session, in which the theory from day 1 was integrated into practical examples.
Two members of the project group went through a case study. Next, the
participants dispersed into small groups and practiced their own case scenarios
with actors, focused on skills training. Participants engaged in conversations as
both professionals and observers, focusing on key points from a handout. This
handout, along with observer notes, later guided evaluations of participants’
attitudes and behaviors during case practice. Participants engaged in simulated
scenarios applying their knowledge and skills related to discussing sexual
health. These role-plays allowed them to simulate real-life interactions with
patients, improving their communication techniques and addressing challenges
they might encounter. By actively participating, participants had the opportunity
enhancing their confidence and competence in discussing sensitive topics.

Day 2 concluded with a plenary session featuring reflections from one participant
per group on their role-playing experiences and interactions with actors. Next,

a plenary discussion about sexuality, sexual health guidelines, the clinical
setting, how colleagues view discussing SHC during consultation, and possible
differences between hospitals. A case study highlighted the importance of a
robust referral network. Homework assignments were also discussed, and
participants received the fully elaborated case studies from both days, providing
a step-by-step guide on paper. Additionally, they were given the theoretical
models discussed on day 1 in written form. Table 3 provides an overview of the
SHC training program.

Program of the pilot training sexual health counseling

PROGRAM AGENDA

Day1 Partone (3 hours) |. Positive sexual health: a case study
Overview of sexual health in the field II. Sexual and reproductive anatomy of males
of HIV and females

I1l. - Psychological perspective related to sexual
health and HIV
IV.  Sexual problems and HIV (sexual behavior
and STls)
Part two (2 hours) I. Discussing sexual health: from theory to
Initiating and discussing sexual health clinical practice. Case examples and benefits
in clinical practice of discussing sexual health
Il. Theoretical models: biopsychosocial model,
PLISSIT, communication strategies linked
with case studies
Il Sexual history: which questions to ask,
attitude of the care provider, how to apply
theoretical models during counseling
IV.  Barriers and facilitators of discussing sexual
health from a provider’s perspective
V. Recognizing the importance of SHC; case
studies
Part three (60 minutes)
Clinical practice I. Real life video registrations of consultations
in clinical practice
Il. Practical tips and exploring referral options
lll. - Summary via case study of theory discussed day 1.

Day 2 Part one (60 minutes)
Skills building & clinical practice I. How to apply theoretical sexual models in a
conversation (including communication skills)
II.  Capability of initiating sexual health and
having an in-depth conversation
I1l. Demonstrating skills: self-efficacy and
assertiveness of care providers
Part two (90 minutes)
Skills building I. Scenarios of real-life case studies are
discussed
IIl.  Role playing (effective patient-provider dialogue)

Abbreviation; SHC sexual health counseling; STl sexual transmitted infection.

The program material compiled by the linkage process consisted of three
elements. Initially, all experts provided a PowerPoint presentation to support
the talk. The presentations were checked by members of the linkage group
to prevent overlap, whether the content was sufficiently relevant; and to
make final adjustments. The talks were mostly from a medical perspective;
however, after input from the linkage group, more attention was given to the
psychosocial aspect of sexuality. After the training, these presentations were
sent to the participants at their request. Case studies from day 1 and 2 were
three examples from the practice of an HIV nurse who was also a consultant
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sexologist, fully developed by the linkage group according to the theoretical
models explained earlier. The linkage group assessed the case studies on
content, relevance and applicability in daily practice, and final adjustments
were made. After the training, all participants received the fully developed
case studies to take home. An interview guide ensured that they discussed
the same questions during their role-play practice.

Implementation Mapping (Fernandez et al., 2019) was applied within IM-
step 5 and involves five specific tasks, iteratively applied to involve all adopters
and implementers, implementation outcomes, determinants, and objectives.

We applied the five specific Implementation Mapping tasks to bridge the gap
between the development of effective programs and their actual implementation
in the HIV care setting.

The program adopters are HCPs within HIV care. Due to the strong
involvement of the linkage group, the focus was on HIV nurses, with HIV physicians
being indirectly involved. To bring the pilot training to national attention properly,
monthly contact was made with the VCH-board, and three times with the NVHB-
board. It was important that HCPs agreed to participate in the entire training
program. Sometimes, participants would need to negotiate with their managers
and colleagues to secure the time required for attending the training.

The linkage group was a highly active group that kept all relevant
stakeholders (VCH, NVHB, and soaids) informed on a monthly basis through
periodic mailings. Moreover, from the beginning, this group was in close
contact with other HIV nurses, HIV physicians, HIV prevention programmers,
sexual health experts, and PWH. The first author provided multiple lectures, to
physicians about the results of the needs assessment and to nurses on nursing
practice. The request for more attention to sexual health training came from
the linkage group itself, and members dedicated extra hours through their own
hospitals, ensuring that conditions such as time and intrinsic motivation from the
group itself would facilitate the future development of the intervention.

During discussions with the board of physicians (NVHB], we noticed that
sexuality was not a priority topic. Therefore, we decided focusing primarily on
nurses as future implementers, as described in the performance objectives.
Members of the linkage group engaged in lectures and interactive discussions at
three meetings with as many nurses as possible, aiming for them to recognize
the value of the training and to encourage them to sign up. The program
implementers were responsible for the content of the training, ensuring that the
speakers’ presentations aligned well with the level and knowledge of the nurses.

Additionally, the curriculum was tailored to the performance objectives
of Step 1: “Nurses initiate sexual health conversations during routine HIV
consultations, discuss and delve deeper into sexual health topics during routine
HIV consultations, and apply effective communication techniques for sexual
health conversations during routine HIV consultations”. The determinants
attitude, self-efficacy, skills, and social norms were incorporated into the
training objectives (IM-Step 1). The linkage group focused specifically on
attitude, particularly in the months leading up to the training. In all meetings,
it was emphasized that the nurse’s positive attitude towards sexuality is crucial
for effectively discussing this topic in consultations. In addition, workshops
and discussions were held at conferences targeting SHC in the Netherlands,
emphasizing the importance of the performance objective “initiating sexual
health counseling” as part of the professional roles of physicians and nurses.

To promote that nurses actually signed up for the training, we employed
various methods: persuasive communication, modeling, and mobilization.
Alongside addressing nurses’ attitudes, we also focused on the fact that sexuality
is not always discussed according to effective communication strategies. Through
discussions and lectures, we made the target group realize the need for changing
current behavior and engaging in conversations about the findings of the needs
assessment and what this means for practice. Articles already published from our
needs assessment were circulated among members of the VCH and the NVHB.
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Aside from much attention being given to promoting the training among
stakeholders, the linkage group and planning group convened to discuss which
documents would be best utilized prior to, during, and after the training. First,
a video (shared via LinkedIn) was utilized, featuring a nurse in real practical
setting addressing the challenges of discussing SHC. The aim of this video
was to acknowledge the problem from a practical standpoint and encourage
participation in the training. In addition to monthly updates sent via emails
to all VCH members to raise awareness about the training, various materials
were used on the day itself. Regarding knowledge, the theoretical models used
by speakers in their presentations were printed and distributed onsite among
participants in consultation with the speakers prior to the event.

Additionally, we incorporated case studies submitted by participants before
the training. Speakers integrated these into their discussions. Also, during
the first day of training, video footage from the observational study in the
needs assessment in IM-step 1 was utilized. These videos were viewed (with
permission) to discuss attitudes, self-efficacy, and skills. The goal was to engage
in conversations about what is observed in practice and what that means after
completing day 1 part two.

We did effectively reach our target audience N= 34. The application of
various methods during the training, connected to implementation outcomes,
determinants, and objectives, became clear for the participants. They also saw
those as integral parts of this nursing training. After 1.5 days, they gained a
clearer understanding of the three performance objectives and how those relate
to their own practice.

What did not work well in this step was our decision to use experienced
actors in role-playing scenarios with participants’ own submitted case studies
for the guided practice method: participants found it tense to practice with actors
they don’t know, especially with colleagues present.

The setup of this pilot training as an intervention was small-scale, making
it impossible to conduct a RCT. We did a process evaluation of the intervention
in combination with an evaluation of the effect, we assessed both the self-
reported behaviors and their determinants in four online questionnaires (see
supplementary) using pre- and post-pilot design.

This study was exempt from formal medical ethics review as stipulated
in the Medical Research Involving Human Subjects Act of the Netherlands, as
no patients were included and the study did not involve medical or behavioral
interventions of patients.

The baseline questionnaire was administered via email two days before the
training. Participants who had not completed the questionnaire were invited to
complete it on the day before the training started. The second questionnaire (T1) was
distributed before the second training day. Following the conclusion of the second day,
the third questionnaire (T2) was sent with two-week reminder. Six weeks later, the
fourth questionnaire (T3) was distributed, again with a two-week reminder.

The limited sample size precludes statistical comparison testing. We provide
descriptive analysis of the outcomes (Table 4). We kept the questionnaires as
short as possible to reduce participant burden. At baseline, we did not include
skills due to the focus of day 1 being on attitude and self-efficacy. Additionally,
we chose not to include social norms at T3 assuming no change after T2. The
process evaluation (T2) was assessed using a Likert scale (1= poor, 5= excellent).

In total, 37 participants followed day 1 of the training (16 online): 34 nurses, 2
physicians and 1 social worker; 20 nurses also participated on day 2. Participants
were positive about all outcomes at baseline, then dipped after day 1, followed
by an upward trajectory after day 2. The evaluation of effect of the pilot training
with 20 participants who took part in both days revealed a positive trend in the
determinants of participants’ attitudes, social norms, knowledge, and perceived
skills. Additionally, the intention to initiate sexual health care seems high but
does not appear to have changed.

The process evaluation (data not in Table 4) showed that participants were positive
about the clinical relevance of the complete program (M=4.32, SD=.70). The quality of
the discussions was rated positively: 3.88 (SD=.54). Participants also indicated that
enough time was spent on each topic: 4.08 (SD=.41). A large-scale evaluation should
take place during the further development and implementation of this pilot training.
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Determinants Items
Attitudes 4
Self-efficacy 6
Social norms 3
Knowledge 1
Perceived skills 1

Intention to initiate 6

Cronbach’s
alpha

0.83
0.74

0.82

0.72

Baseline,
mean = SD
(N =34)
5.26 +1.02
5.00 £ 0.98
5.10 £ 0.94

4.30 £ 1.41

T1, mean
+*SD

(N =20)
4.73 +1.42
4.35 + 1.44
4.96+1.78
4.08 + 1.41

4.17 +1.55

T2, mean
+SD

(N =20)
4.94 £1.22
4.51+1.32
5.48 £ 1.71
4.50 £ 1.40
4.30 + 1.46

5.89 +0.61

T3, mean
+SD
(N=19)
5.49 +0.79

4.91+£0.75

5.40+1.19
6.00+0.80

5.85+0.59

Effective training has the potential to enhance providers’ ability to comfortably
discuss sensitive sexual health issues (Dyer and das Nair, 2013; Fennell and Grant,
2019; Ford et al., 2013). Our study provides significant insights into developing an
intervention aimed at encouraging healthcare professionals (HCPs) to address
sexual health during routine HIV consultations. By applying Intervention Mapping
for design and Implementation Mapping, we aimed to assess whether promoting
initiating conversations and sexual health counseling could enhance both the
frequency and quality of counseling in these consultations. Significant involvement
from nurses in the HIV field led to the development of an intervention tailored
to their needs, which positively influenced participants’ attitudes, social norms,
knowledge, and perceived skills over time.

The finding that the majority of our participants were nurses aligns with
previous research that has primarily examined nurses’ attitudes, knowledge,
experiences, and barriers to discussing sexual health (Kelder et al., 2022; Klaeson
etal., 2017; Zhang et al., 2020). While nurses play a crucial role in educating
patients about sexual health care (Fennell and Grant, 2019), it is essential to
recognize that both nurses and physicians should proactively engage with patients
regarding their sexual concerns. Echoing the study by Jonsdottir et al. (2016),
our focus extended beyond nurses to include a diverse group of healthcare
professionals. Nevertheless, during the training, nurses predominated, with only
nurses present on the second day. This underscores a potential gap in collaborative
care, as both HIV physicians and nurses expressed responsibility for providing
sexual health care (de Munnik et al., 2021). Our findings suggest that, while there
is ambiguity regarding the division of responsibility, nurses, particularly those
specializing in HIV care, are well-trained and positioned to address sexual health
issues. Given their substantial involvement in all phases of the intervention model,
it is imperative to prioritize nurses as the primary providers of nursing care,
especially in the context of sexual health.

Nevertheless, while there is substantial knowledge regarding the application
of Intervention Mapping in developing tailored interventions (Roozeboom et al.,
2021), systematic training programs specifically designed for clinical nurses
in the field of HIV remain scarce. Moreover, research evaluating the impact of
these programs on nurses’ knowledge, attitudes, and self-efficacy is limited,
and existing initiatives often lack comprehensiveness (McAuliffe et al., 2016).

To address this gap, we developed a training program aimed at meeting these
needs and assessed its effects on the aforementioned determinants. Although
we integrated all steps of Intervention Mapping and aligned determinants with
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behavior change strategies, the training program we developed, which emerged

after completing all stages—including matrices and performance objectives—did

not achieve our primary goal of improving the frequency and quality of sexual health
counseling. The intention to initiate sexual health care was high before the intervention
(de Munnik et al., 2017b), therefore this intervention has not translated into observable
changes in intentions. We focused the evaluation of the training’s on assessing the
determinants that were the aim of the intervention. We changed these through various
behavior change methods, which may have overshadowed the focus on the ultimate
performance objectives. Moving forward with the development of this pilot training,
further research is necessary to better define performance objectives, particularly
objective assessment of behaviour. Emphasising those related to in-depth discussions
about sexual health and the application of effective communication techniques. This
will ultimately facilitate more productive conversations about sexuality, ensuring that
patients receive comprehensive care.

To facilitate productive discussions on sexual health counseling during
consultations, it is essential to employ appropriate behavior change methods in
training that help to effectively influence behavior. While these behavioral change
methods have been successfully implemented in various settings (Kok et al.,
2016}, some were less effective in our training.

For instance, we utilized guided practice, an effective method for enhancing self-
efficacy and skill development. We incorporated both video footage and real-life case
studies, which, according to the linkage group, were well-suited for the HIV context.
However, the use of video footage resulted in participants spending excessive
time discussing the scenario’s context rather than focusing on the primary goal
of reinforcing sexual health discussions. This led to a negative atmosphere during
the group viewing of the videos. In contrast, the incorporation of participants” own
case studies, combined with small group discussions guided by a structured set of
questions around sexuality, was positively received. This approach likely contributed
to an improvement in their perceived skill. Possibly guided practice was in this
case not the best selected of the behaviour change methods. Still, it is important to
focus on how to enhance the self-efficacy of HIV nurses in the ongoing development
of the training program. Moreover, targeting self-efficacy alone may not lead to
behavior change; there are other relevant determinants. Also, when applying change
methods, it is crucial to ensure that the parameters for a method's effectiveness
are met. According to the literature, methods of behaviour change must target the
specific determinants that are selected, with practical, specific applications, and
reflecting the parameters of the theory-based methods they embody. Stronger
multidisciplinary collaboration is needed, involving experts such as behavioral
scientists in the development of behavior change methods, who should work closely
with healthcare professionals in the HIV field.

The intervention presented in this study has several notable strengths. First,
our study significantly contributes to the literature on Intervention Mapping by
thoroughly documenting the entire process and highlighting the unique challenges
we encountered, which may be valuable for others applying this framework.
Additionally, the project originated as a grassroots initiative among HIV nurses
eager to enhance their practice, which ignited interest in developing a tailored
intervention. This process involved collaboration with key stakeholders in the HIV
field, including patient organizations, NVHB, VCH, and Soa AIDS Netherlands.

A highly engaged linkage group of HIV nurses from across the country played
a critical role in promoting the training at meetings and conferences, making
participant recruitment relatively straightforward. However, we acknowledge
the possibility of selection bias among the participating nurses. Lastly, the
well-structured nature of HIV care in the Netherlands has fostered an effective
network of professionals in this field. The COVID-19 pandemic necessitated
a shift to a hybrid training format, which, despite presenting challenges, also
demonstrated that the training could remain effective even when components
needed to be adapted for remote delivery.

This study is not without limitations. The before and after design, having
neither a control group nor randomization weaken the validity of the findings.
However, the twenty HIV nurses who completed all four questionnaires represent
24% of all the HIV nurses in the Netherlands. Finally, another limitation of our
study is that due to practical constraints, the questionnaire did not measure all
the performance objectives. This may explain why we did not achieve our primary
goal, as we focused too heavily on influencing the participants’ determinants
rather than also addressing intention and behavior, as outlined in the Theory of
Planned Behavior (Ajzen, 1991). Nevertheless, these results should be viewed as
an initial step in a pilot evaluation and can serve as a foundation for developing a
comprehensive training program that incorporates all aspects of the TPB.

In conclusion although this evaluation as the final step of IM provides
valuable insight into which determinants of HCPs working in the field of HIV can
be influenced, it is desirable to further develop this intervention. We still do not
have a complete understanding of how to influence HCP behavior in such a way
that all three performance objectives of the training are achieved and sexual
health counseling is fully discussed. A recommendation for further development
of the intervention is to place more focus on the performance objective two
and three, discussing sexual health in more depth, applying the appropriate
communication techniques, and evaluating intentions and behavior. An example
could be through observations, such as reviewing one’s own recordings of
consultations, watching oneself back, and receiving feedback.
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For the further development of the pilot training, it is essential to involve not only
nurses but also to encourage more active participation from physicians. Although
physicians are not the primary providers for discussing sexual health counseling,
literature indicates that patients rarely initiate conversations about sexuality-
related issues. A common explanation for this is that patients expect healthcare
professionals, such as physicians, to address these topics if they consider them
important (Jonsdottir et al., 2016). The role of physicians in sexual health
counseling, as well as nurses highlighted in our needs assessment, is crucial
during routine HIV consultations. Additionally, since effective communication
requires collaboration between patients with HIV and healthcare professionals,

it is recommended to enhance the involvement of patient associations in the
development of this pilot training. When HCPs listen and communicate with
patients, they are likely to develop a shared understanding with regard to sexual
health that may improve future decision making and the quality of sexual care
patients with HIV receive.
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Although people with HIV have a near-normal life expectancy, they often
experience lower health-related quality of life (HrQoL) compared to the general
population. Sex-life satisfaction and the sexual health of people with HIV are
highly significant aspects of HrQoL and should therefore be addressed during
consultations (De Vincentis et al., 2021; Flynn et al., 2016; Kall et al., 2020).
Several studies indicate that the prevalence of sexual problems and overt
sexual dysfunction is higher among people with HIV than among HIV-negative
individuals of either gender (Shacham et al., 2017; Zona et al., 2012). People with
HIV continue to struggle with challenges related to intimacy and physical sexual
pleasure (De Vincentis et al., 2021). When addressing sexual problems in HIV
patients, it is important to consider factors specifically associated with HIV
infection - such as fear of transmission, body image changes, HIV-related
comorbidities, distress, and stigma - as well as more general factors
unrelated to HIV.

Healthcare providers (HCPs) caring for people with HIV should address
sexual health with the aim of promoting satisfying sexual lives and improving
overall quality of life and relationships (Santi et al., 2014). However, discussions
about sexual health and intimacy are complex and often need to be initiated
by HCPs (Fennell and Grant, 2019). The HCP's role is to identify any problems,
concerns or questions and, if necessary, provide sexual health counseling or
referrals to other services. In this way, HCPs can help to ensure a better HrQoL
for people with HIV. To date, it has been unclear to what extent this actually
happens. Therefore, the aim of this dissertation was to explore "what healthcare
providers currently discuss, what they should be discussing, and what they need
to focus on in the field of HIV-related sexual health counseling to ultimately
enhance the quality of sexual health counseling”.

This chapter offers a comprehensive overview of the key findings of this

thesis. | begin by reflecting on these findings in relation to both theory and HIV
practice, examining them within the context of the primary research questions
and highlighting the most significant outcomes. | also outline the rationale for
using Intervention Mapping (IM] in this study and address key methodological
considerations related to the research design. Following this, | explore the
practical implications of the findings. The chapter concludes with key lessons for
further research and a final overall conclusion.
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In recent years, a new line of research has emerged that focuses on
discussions about sexuality between HCPs and their patients, particularly in the
field of oncology (Krouwel et al., 2020; Pimsen et al., 2023). There is, however, a
notable lack of published studies on the discussion of sexual health in HIV care,
and, to our knowledge, no research to date has simultaneously investigated the
role of both nurses and physicians in relation to this topic. Although the role of
HIV nurses extends beyond addressing the medical needs of people with HIV—
and includes, for example, assisting with medication adherence, providing social
support (including discussions about psychological issues, depression, stigma,
and drug-related concerns), advising on lifestyle choices and addressing sexual
health —the role of physicians, particularly in the area of sexual health, remains
unclear. However, bearing in mind that HIV care today is interdisciplinary, it is
essential to involve both groups in this type of research in order to clarify roles
and establish best practices.

The limited information available to date suggests that communication
about sexual health in HIV care remains a problematic issue (Kelder et al., 2022;
Krouwel et al., 2015). In the Netherlands, people with HIV often alternate visits
between a physician and a nurse at the outpatient clinic. Both HCPs should
initiate a discussion of sexual health with their patients, although one would
expect there to be differences in the way they address sexual health counseling
due to differences in training and competences.

In Chapter 2, we investigated to what extent sexual health counseling is
incorporated into routine Dutch HIV care, and explored differences between
physicians and nurses in their views and practices regarding sexual health
counseling for people with HIV. Patients rely on HCPs to determine the content
of routine consultations, and previous research has found that physicians tend
to focus on medical issues and nurses place more emphasis on providing
psychosocial support (Fuzzel et al., 2017; Kwame & Petrucka, 2021). However,
our study shows that both physicians and nurses feel responsible for providing
sexual health counseling and do discuss some of the same topics, such as fear
of transmission and loss of libido. Nevertheless, is not clear which perspective
HCPs take (medical or psychosocial), and whether this perspective matches their
background and skills in discussing sexual health. Previous research suggests
that sexual health counseling is a topic that should be addressed mainly by
nurses, as they are able to provide both medical and psychosocial care [Aling
et al., 2021; Gradellini et al., 2023). In line with this, our study showed that all
nurses (100%) considered their professional group responsible for providing

sexual health counseling. However, as patients alternate between seeing a
physician and a nurses, it is important to make sure that the patient is able to
discuss sexuality in both scenarios.

In Chapter 2, we furthermore described how nurses and physicians often
wait for patients to bring up sexual health topics themselves (Rimmer et al.,
2010; Sandfort et al., 2013; Zhang et al., 2020). However, patients believe that
HCPs should bring up the topic of sexual health during appointments (Zhang et
al., 2020). In our study, reasons for not initiating the conversation varied between
HCP, with both nurses and physicians experiencing the presence of a third
party, such as a partner or interpreter, as a barrier to initiating sexual health
counseling. Physicians also indicated that they do not begin the conversation if
the patient does not bring it up; they usually wait for the patient to initiate it. This
highlights a significant gap between patient expectations and HCP practices,
underscoring the need for a more proactive approach in addressing how sexual
health counseling is implemented.

Nurses are the primary providers of sexual health counseling and have
a strong sense of responsibility when it comes to integrating this aspect of
care into their consultation. Sexuality is recognized as a vital component of
holistic care, and nurses are trained to make a significant contribution to the
advancement of healthcare, particularly by providing fundamental nursing care
(Heinen et al., 2019; Verrastro et al., 2020). In the current healthcare system,
there is a strong emphasis on biomedical care and intervention. Fundamental
aspects of care - such as psychosocial support provided by nurses - receive much
less attention, despite the fact that they play a critical role in enhancing HrQolL,
and significantly impacting patient well-being. This imbalance has contributed
to fundamental care remaining one of the least investigated and, therefore, least
scientifically evidence-based areas of research.

In order to address this imbalance, Chapter 3 focused exclusively on the
experiences and perspectives of nurses who typically take on the majority of
psychosocial care related to HrQoL. Despite nurses expressing a commitment
to offering sexual health counseling, there remains a limited understanding of
the factors that either hinder or facilitate their ability to do so. To gain a deeper
understanding of these factors, we chose to focus specifically on patients
exhibiting sexual risk behavior (although it should be noted that there are
broader challenges related to sexual healthcare within the context of HIV). This
focus is particularly significant, as these risk behaviors can lead to an increased
likelihood of sexually transmitted infections and other sexual health issues
(Henderson et al., 2020; Kayaert et al., 2022).
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In the Netherlands, men who have sex with men (MSM) represent the largest
subgroup of people with HIV (Van Sighem et al, 2023). In our qualitative study,
described in Chapter 3, we identified factors that influence specialized HIV
nurses in their decision-making about whether and how to discuss sexual risk
behavior with HIV-positive men who have sex with men. To gain insight into the
dynamics of discussing sexual health counseling from a nursing perspective, we
performed focus groups with HIV nurses. These discussions provided valuable
insights into how sexual health counseling is addressed among HIV-positive
MSM. We specifically explored why sexual health is sometimes asked about
and why this topic is sometimes avoided. We later used the Theory of Planned
Behavior (TPB] to better understand the behavioral intentions of HIV nurses in
relation to this topic (Ajzen, 1991). Behavior is influenced by multiple factors, and
this model helped us to identify determinants that affect HIV nurses’ behavior.
This approach allows us to pinpoint specific areas where we can influence
behavior to ultimately achieve the desired outcome: fostering discussions around
sexual health counseling. Although nurses are well positioned to promote
sexual health, the current study suggests that their behavior in providing sexual
healthcare varies significantly among individuals. Additionally, it indicates that
sexuality, a crucial component of quality of life, is often simply not addressed
during routine HIV consultations.

As outlined in Chapter 3, one theme that emerged in our study (as well as in
previous research, see Fennel & Grant, 2019) was discomfort around discussing
sexuality. Previous studies have shown that working with older patients, cancer
patients, and cardiac patients often leads to discomfort when addressing sexual
issues (Bauer et al., 2016; Krouwel et al., 2015; Nicolai et al., 2013). As found
in our preceding study (Chapter 2], waiting for patients to initiate discussions
about sexuality is often a strategy HIV nurses use to avoid discomfort or
embarrassment (0’ Connor et al., 2019). One might expect HIV nurses to be more
comfortable discussing sexuality, given that many patients acquire HIV through
unsafe sexual practices, demonstrating a clear need for these discussions to take
place. However, despite reporting a sense of responsibility to do so, it appears
to be the case that HIV nurses still experience discomfort when providing sexual
health counseling.

A significant insight that emerged from the focus group discussions detailed
in Chapter 3 is that HIV nurses have the potential to overcome the discomfort
that often creates a barrier to discussing sexual health. By skillfully introducing
alternative conversation topics, such as substance use, they can use these as
conversational “bridges” to initiate discussions about sexual risk behavior.
Surprisingly, there is a paucity of literature on the use of this technique (Krouwel
et al., 2020; van Ek et al., 2017). Nevertheless, using a conversational bridge offers

a valuable and effective way for nurses to initiate conversations about sexual
health. Discussing sexual health can become a more comfortable experience,
and concerns can be more easily be raised. This is an important facilitator that
was further explored in subsequent chapters.

To generalize from the findings of Chapter 3 and to confirm which
determinants are associated with behavior in a larger sample, we expanded
the needs assessment and developed a quantitative questionnaire for our third
study in Chapter 4. In this chapter, we examined the barriers to and facilitators
of discussing sexual risk behavior. The factors assessed in the questionnaire
were derived from TPB. The goal of this quantitative study was to replicate some
of our previous qualitative findings in a representative sample of HIV nurses
in the Netherlands. In addition, our aim was to systematically investigate the
psychosocial determinants influencing the intention to discuss sexual risk
behavior by measuring the facilitators of and barriers to this behavior, and
assessing their relative importance. Aligned with our previous research in
Chapters 2 and 3, we demonstrated that when nurses believe in the importance
of sexual health, they are more likely to engage in discussions about sexual
health. Additionally, confidence in initiating discussions about sexual health,
as an aspect of self-efficacy within the TPB, was found to positively influence
nurses’ intentions.

Our findings, which are consistent with other literature, suggest that
nurses often fail to adhere to recommendations about initiating sexual health
counseling, even if they have strong intentions to do so (Saunamaki et al., 2010).
The discrepancy between intentions and behavior, observed in both correlational
and experimental studies, is referred to in the literature as the intention-behavior
gap (Conner & Norman, 2022; Conner et al., 2016; Rhodes & de Bruin, 2013].
The lack of sexual health counseling is not due to a belief that it falls outside the
nursing role, nor is it due to a lack of motivation. Rather, it is due to factors such
as the inability to initiate the conversation and/or find the time. These factors
are crucial in determining whether sexual health counseling is addressed. So,
while nurses express a positive attitude toward sexual health counseling, their
intention does not always translate into practice. It is important to note that
our data do not provide a clear explanation for the gap between intention and
behavior. While HIV nurses indicate that they would like to discuss sexual health,
there appear to be barriers that have not yet been clearly identified, barriers that
nurses themselves may not even be fully aware of.

Previous studies have all relied on the self-reported behaviors and

intentions of both physicians and nurses. However, self-reported measures
such as responses to questionnaires may be influenced by the participants” desire
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to present a generally favorable image of themselves (Johnson and Fendrich,
2002). This tendency to respond in a socially desirable way is especially evident
in responses to socially sensitive questions, such as those concerning sexual
practices. Similarly, discussions about the sexual practices of others, as part
of one’s professional role, can also be influenced by social desirability biases
(DiFranceisco et al., 1998; King & Bruner, 2000).

In Chapter 5, we studied communication behavior during routine HIV
consultations between HIV nurses and men who have sex with men (MSM).
To accurately capture current practices, we specifically focused on routine
consultations for HIV-positive MSM, as this group is disproportionately represented
among individuals with HIV in the Netherlands. To clarify what happens during a
consultation, we used video footage to investigate communication around sexual
health. In addition to the previous studies outlined in Chapters 2-4, this video
footage gave us additional information about whether, what, and how sexual health
issues were discussed. As far as we know, using video footage as research data
is not common practice in the field of HIV research, especially among nurses;
existing studies primarily focus on the role of physicians (Alexander et al., 2014;
Golembiewski et al., 2023; Hoglander et al., 2022).

One study, conducted by Alexander et al. (2014), indicates that discussions
about sexuality between physicians and patients are often brief. Addressing
patients’ sexual health requires an interdisciplinary approach that emphasizes
active patient involvement and patient-centered communication, facilitating
more open discussions in clinical settings (Pask & Wu, 2024; Verrasto et al.,
2020). However, physicians have a different role to nurses, and, as mentioned
above, often have less time available for these kinds of conversations. Nurses
are expected to discuss sexuality in its entirety with their patients within the
nursing domain, and yet our video footage revealed a significant discrepancy
between nurses’ self-reported behaviors and their actual practices. Despite
nurses expressing a strong intention to engage in sexual health counseling,
as highlighted in Chapter 4, our observational study showed that the time
allocated to this topic during routine consultations was minimal. Additionally,
the interactions between nurses and patients often resembled a “question and
answer” format rather than a genuine two-way dialogue.

Focusing on how sexuality was discussed, observations of HIV nurses
revealed that they spent most of their time looking at their computer screens
while typing and asking questions, predominantly favoring closed-ended
questions when engaging with patients. Staring at the screen instead of looking
directly at the patient is a potential barrier for the effectiveness of consultations,
especially when it comes to the topic of sexual health. Studies have confirmed

that computer use within a consultation is indispensable but is often experienced
as a barrier to dialog [Crampton et al., 2016; Cérdova Gonzales, 2022; Noordman
et al., 2010; Sobral et al., 2015). While the computer is an essential component
of the consultation, it is important to ensure effective communication between
patients and HCPs, particularly in relation to sensitive topics such as sexuality,
taking into account any barriers that may be experienced (Haider et al., 2018). To
enhance patient-centered communication, it may be useful to make the screen
visible in order to share results of clinical exams, discuss the risks associated
with different treatment options, and keep patients informed about ongoing
procedures (Marino et al., 2023).

The four studies presented in Chapters 2 through Chapter 5 provided valuable
insights into the attitudes, self-efficacy, and perceived skills which predict nurses’
behavior in relation to addressing sexual health counseling. In Chapter 6, we
matched these determinants to behavior change methods in a theory- and evidence-
based intervention designed to promote the desired behavior - sexual health
counseling. Intervention Mapping (IM) was used as the framework for this, following
its six steps, and based on the findings from the comprehensive needs assessments
(step 1) outlined in Chapters 2-5 (Bartholomew Eldredge et al., (2016)).

In the first step of IM, a needs assessment is made and program goals
are set out. Our finding that not all nurses routinely discuss sexual health
in consultations, and our identification of the barriers and facilitators to this
(Chapter 2), as well as the results from our needs assessment (particularly
the observational study in (Chapter 5), showed that specific communication
strategies were inconsistently used. Moreover, the skills for sexual health
counseling were insufficient, as participants indicated in the surveys in
Chapters 2 and 4. We used these findings as the foundation to create a tailored
1.5-day pilot training program for HCPs in the field of HIV.

Existing literature reveals a significant lack in the systematic development
of specific training programs for HCPs, particularly in the field of HIV (Jonsdottir
etal., 2016; Mrad et al., 2022; Sun and Lin, 2013). Our pilot training program,
informed by data from Chapters 2-5 and the TPB, systematically followed all
steps of Intervention Mapping. Needs assessment findings were reviewed, and
expert insights were used to establish program goals targeting the determinants
of the three most crucial and modifiable sexual health counseling behaviors of
HIV nurses during routine consultations: initiating sexual health counseling,
discussing sexual health counseling, and applying effective communication
techniques for sexual health counseling.
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In our pilot training program as described in Chapter 6, we used a variety
of behavior change methods to strengthen nurses’ sexual health counseling
behaviors, guided by the Intervention Mapping approach. Theory-based methods,
or behavior change methods, are defined as “general techniques or processes
that have been shown to be able to change one or more determinants of behavior
of members of the at-risk group or of environmental decision-makers” (Kok
etal., 2016, p. 299). We define practical applications as “specific translations
of theory-based methods for practical use in ways that fit the intervention
population and the context in which the intervention will be conducted” (p. 300).
An example of a behavior change methods is “Direct experience”, which we used
to promote knowledge creation through interpretation of personal experiences.
We also applied “Guided practice”, which prompted nurses to rehearse and
repeat behaviors multiple times, discuss their experiences, and receive
feedback. In the application, we used “Mobilizing social networks” where nurses
collaboratively reviewed video footage (as described in Chapter 5) of their routine
consultations, carefully analyzing both verbal and non-verbal communication
during discussions about sexual health. The application of this method offered
valuable insights into real-life nursing practices and highlighted the nuanced
aspects of effective communication. Through these real-life case studies
and subsequent peer discussions, nurses explored optimal communication
approaches and identified areas for improvement.

The active involvement of nurses from the field at each step of the process
not only enriched the research but also diversified the methods employed.
Using real-life case studies helped to reinforce the practical applicability of the
training, resulting in a pilot training program that addressed most of the
barriers and facilitators encountered.

As part of step 6 of the Intervention Mapping process, evaluations of the pilot
training program were conducted at different points using questionnaires. These
evaluations assessed the effectiveness of various methods in influencing nurses’
behavior in relation to sexual health counseling. After completing the training,
the determinants—attitudes, social norm, knowledge, and perceived skills - of
the healthcare providers, mainly nurses, were positively affected. However, this
pilot training program did not impact the intentions or behaviors of nurses to
engage in more frequent or improved discussions about sexuality. Although
the use of IM is time-consuming, it proved highly valuable in terms of identifying
which determinants can be influenced by the training program. By following all
the steps of Intervention Mapping, the process resulted in an evidence-based,
participatory approach that led to a partially effective pilot training program for
healthcare providers in the field of HIV. Although the pilot did not fully achieve its

immediate performance objectives, it provided valuable insights that will greatly
inform and enhance the future development of this training program.

This thesis underscores the critical role of HIV nurses, who have the skills
necessary to facilitate meaningful counseling about sexual health. Through
this process, we have identified the key determinants that can be influenced to
promote the desired behaviors, ultimately enhancing the provision of appropriate
sexual health counseling for people with HIV.

In the following section, | discuss the development of the intervention,
reflecting on the reasons for using Intervention Mapping in this research, and the
benefits and challenges of doing so. The decision to use Intervention Mapping to
create a tailor-made sexual health program was mainly driven by its systematic,
step-by-step approach (Bartholomew Eldredge et al., (2016)). This choice was
also influenced by our team’s extensive experience in applying IM and by the fact
that IM has already proven to be effective in various healthcare settings (Beck et
al., 2019; Garba & Gadanya, 2017).

Intervention Mapping emphasizes the importance of forming a linkage group.
To this end, we had a stakeholder team working closely with five full-time HIV
nurses from different hospitals in the Netherlands to develop a new, tailor-made
sexual health training program. For one year, we organized bi-monthly meetings
with this linkage group during Steps 3, 4, and 5 of the Intervention Mapping
process. During these meetings, all members of the group were actively involved
in developing the intervention content and in the design of the pilot training
program, offering input based on their individual experiences and nursing
perspectives. These regular meetings increased engagement and ensured that
all members were kept informed about the progress made. Their contributions
were of critical importance, helping us to address specific questions and test
ideas, and ultimately enabling us to create a novel pilot training program that is
both relevant and feasible to implement in practice. On reflection, however, it is
clear that there are some limitations to the way the linkage group was set up,
which should also be discussed. First, the group consisted solely of nurses, even
though the training was also intended for physicians. This lack of representation
from the medical field meant that we missed out on valuable insights from
physicians and, more importantly, failed to generate support among them for
advancing this topic within the medical community. Second, it may have helped to
structure the meetings slightly differently, for example, with greater involvement
from an IM expert who could have posed different questions and provided
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input from a more behavioral perspective. Finally, we should acknowledge the
possibility that the nurses in the linkage group experienced social desirability
bias, as they likely already had an affinity for sexual health.

During the development of the intervention, it became clear that Step 3,
which involved selecting appropriate methods and applications, was particularly
complex. What made the content of the training program successful was the
input from three planning group members with experience in applying IM. Their
familiarity with IM terminology enabled them to translate the feedback provided by
the linkage group, along with the results of the needs assessment, into methods
and applications that were both scientifically grounded and practically applicable.
Additionally, through intensive collaboration throughout the process, | gained
extensive expertise in IM, which enabled me to better explain the training program
to my colleagues and helped to increase awareness of IM within the HIV field.

Moving forward, we will need to engage with experts to define our
performance objectives and identify the most effective methods and strategies
to achieve them. The evaluation process has provided valuable insights,
highlighting several areas for improvement. As IM is an iterative process, these
insights underscore the importance of continuously refining our approach to
ensure that the chosen methods remain appropriate and effective for our target
population of HCPs in HIV care. This experience has also emphasized that while
theoretical frameworks and structured methods offer valuable guidance, their
practical applicability must be continuously reassessed to align with the evolving
needs of healthcare providers. Thus, while we have made significant progress
in developing the pilot training program, further iterations and evaluations will
be essential to optimize its effectiveness in driving behavioral change and
achieving the desired outcomes

To ensure the training program was as comprehensive as possible, as well
as receiving input from nurses and physicians we also engaged in extensive
discussions with key stakeholders, specifically SOA AIDS Nederland. This
organization has considerable experience using Intervention Mapping (IM] to
develop national-level training programs, and is well-versed in the HIV context.
These discussions proved invaluable, and they helped us make informed
decisions when it came to selecting methods specifically tailored to the target
audience. Furthermore, SOA AIDS Nederland supported us in generating
engagement and fostering support for the training program by utilizing mailing
lists and disseminating information to the target group through newsletters.
This collaborative effort ensured that the training program was not only rooted
in scientific evidence but also framed as a practical initiative to be further
developed and evaluated in the future.

Several methodologies were used in this thesis to gain insight into how sexual
health counseling is discussed, including two survey studies (Chapters 2 and 4), a
focus group study (Chapter 3), a video-observation study (Chapter 5], and finally,
the intervention study (Chapter 6). This triangulation of methods contributed to
the overall validity of our research, providing valuable and complementary insights
that significantly enhance our understanding of sexual health counseling in clinical
practice. Nevertheless, there are some methodological considerations that should
be discussed when interpreting these findings.

The various studies in this dissertation that utilized questionnaires rely
primarily on self-reported, quantitative data, which may not fully capture
participants’ perspectives, attitudes, and experiences from their own point of view
due to factors such as social desirability bias, as discussed earlier in this chapter
(Chapters 2 and 4). In addition to the questionnaires, we therefore organized focus
group discussions to gain a broader understanding of HIV nurses’ perspectives.
The results obtained were then incorporated into the questionnaire discussed
in Chapter 4. To further supplement the data and gain a better understanding
of sexual health care consultation and communication during routine HIV
consultations, we employed a qualitative descriptive design in Chapter 5, analyzing
video and audio recordings of standard consultations with HIV nurses. This
approach provided a deeper and richer contextual understanding of the results.

In qualitative research, external validity—particularly the concept of
transferability—poses a challenge, especially when attempting to generalize
findings to the broader population. In relation to our research, it is difficult to
generalize the results obtained from our focus group to the larger group (n = 86)
of HIV nurses, due to two key factors. First, it is possible that study participants
in the focus group study (Chapter 2] had a particular interest or background
related to the research topic, which could have made it more likely that they
participated. This kind of selection bias can create a sample that does not fully
represent the diversity of perspectives in the larger population (Lincoln & Guba,
1994). Second, participants in the observational study presented in Chapter 5
may have been susceptible to the Hawthorne effect. This is where the awareness
of being observed can alter participants” behavior, and can lead to concerns about
internal validity, specifically regarding the credibility of the data (Sedgwick &
Greenwood, 2015). Our participants might have altered their responses or actions
based on the presence of a camera, potentially distorting the authenticity of
their experiences and reducing the trustworthiness of the findings (Sedgwick &
Greenwood, 2015).
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A notable strength of our research was the inclusion of both HIV physicians
and HIV nurses, made possible by the well-coordinated structure of HIV care in
the Netherlands (Chapter 2). Analysis of the questionnaire data provided us with
valuable insights into the ways in which sexual health counseling is discussed by
both physicians and nurses in specialized HIV treatment centers. Recognizing the
pivotal role of nurses in engaging in sexual health counseling, this dissertation
placed a primary focus on the contributions and experiences of HIV nurses
(Chapters 3, 4 and 5), and did not undertake a full exploration of the physician’s
role in sexual health counseling. Nevertheless, as sexual health counseling
conversations also take place during routine consultations with physicians,
physician input was integrated into the development of the sexual health training
intervention (Chapter é). Further intervention development focusing on the role
of physicians as well as nurses is needed to ensure future interventions are well-
tailored and effectively integrated into the clinical practice of HIV care.

To optimize sexual health as a vital aspect of the overall quality of life
for people with HIV, a more integrated multidisciplinary approach to sexual
health in routine care is essential. To ensure appropriate care is offered,
greater attention must be given to sexual health. A shift from fragmented, ad
hoc care to a more holistic, person-centered approach that prioritizes sexual
health as an integral component of HIV care is required. In order to provide
this comprehensive care to patients with HIV, a clear division of responsibilities
between nurses and physicians is needed.

The current national guidelines for both HIV physicians and HIV nurses state
that, as sexual health is a component of quality of life, discussions of sexual health
should be included in consultations with HIV patients. However, the phrasing is
too vague, making it unclear what exactly this should entail. Since addressing
sexual health primarily falls within the scope of nursing, we recommend that
a more detailed overview of what should be included in these conversations is
integrated into current nursing guidelines. This is especially important in light of
the findings presented in Chapter 2, which show that nurses, unlike doctors, not
only bring up sexual health more often but also feel entirely responsible for doing
so. To ensure that sexual health is discussed during routine HIV consultations, our
main recommendation - in addition to clarifying responsibilities - is to integrate
the Dutch Nurses and Caregivers Association (V&VN) guidelines on sexual
health, titled “Changed Sexual Health” (V&VN, 2022] into the existing guidelines
specifically for HIV nurses. These comprehensive V&VN guidelines - which do
not specifically focus on HIV - encompass all aspects of sexuality and provide an
evidence-based framework for high-quality sexual healthcare.

Finally, with the goal of establishing a complete set of guidelines, we
would strongly recommend comprehensive and effective collaboration between
the national working group of HIV nurses and the HIV patient organization.
Together, they should identify specific sexual issues, questions, or concerns
that can be integrated into the current guidelines. Other topics that frequently
arise in consultations, such as chemsex, serosorting, and “Undetectable =
Untransmittable” (U=U), should also be included.

Since some patients with HIV only consult an HIV physician for check-ups,
itis crucial to incorporate a dedicated section on sexual health—alongside
adherence—into the existing Dutch Association of HIV Treating Physicians (NVHB])
guidelines. This section should provide clear, practical guidance on initiating
conversations about sexual health, key questions to pose, and appropriate
referral pathways. If sexual health concerns are non-medical, physicians should
proactively refer patients to an HIV nurse within the team, ensuring that these
issues are thoroughly addressed. Beyond updating the guidelines, it is crucial
for each hospital to establish a well-defined division of responsibilities between
physicians and nurses, thereby ensuring a structured and consistent approach to
sexual healthcare in HIV treatment.

To ensure the successful adoption of the revised guidelines in clinical
practice, a well-structured implementation plan is essential. An important
component of this plan is the active involvement of key stakeholders, including
people with HIV, the National Association of HIV Nurses, the National
Association of HIV Physicians, and SOA AIDS Netherlands. However, full and
effective adoption of the guidelines requires continuous engagement with these
stakeholders throughout the implementation process. Establishing a dedicated
linkage group that includes all stakeholders could play a vital role in this,
potentially building on the foundation of the previous linkage group discussed
in Chapter 6. This multidisciplinary approach would promote widespread
implementation and ensure the sustainable integration of sexual health within
the guidelines, strengthening its long-term impact on HIV care.

Effective implementation of the new guidelines in clinical practice is key to
enhancing sexual health counseling and, consequently, improving the quality
of care for patients with HIV. Effective communication is a fundamental aspect
of nurse-patient interactions and a core component of nursing care (Kwame &
Petrucka, 2021). To ensure that nurses and physicians communicate effectively
about sexual health within a patient-centered care framework, comprehensive
training in communication skills is essential.
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Although communication skills are a fundamental part of nursing education,
they are not always applied effectively in practice, as discussed in Chapter
5. The model proposed by King and Hoppe (2009) provides a valuable and
pragmatic framework for understanding the significance of communication
skills and supporting healthcare providers in their development. To enhance
communication skills in healthcare, attention must be given to both verbal
and non-verbal communication, as emphasized by King and Hoppe (2009).
Additionally, we recommend integrating video recordings as a training tool within
the ongoing development of pilot training interventions described in Chapter 6.
Video recordings enable nurses and physicians to review their interactions from
an external perspective, facilitating self-reflection and providing opportunities
for constructive feedback from colleagues or patients (Dohms et al., 2020; Mgller
et al., 2024; Wouda & van de Wiel, 2014). Such feedback is essential for the
continuous improvement of communication skills.

In addition to involving HIV nurses in the advanced training program, we
recommend integrating the topic of sexual health into the broader national nursing
curriculum. This would emphasize that the discussion of sexual health is a core
aspect of nursing and would be consistent with (our) (previous) recommendations
to strengthen communication skills in this area. This could include references to
the Dutch Nurses and Caregivers Association (V&VN) guidelines on sexual health,
titled “Changed Sexual Health” (V&VN, 2022), alongside educational resources
such as lectures and perhaps also video recordings, which have proven valuable
in the pilot training intervention discussed in Chapter 6. Incorporating this into
the curriculum will equip (future) nurses with the essential communication skills
required for sexual health counseling. Within nursing education, for example, in
relation to the Bachelor's degree in Nursing or the Master’s in Advanced Nursing
Practice, curricula are designed in accordance with the CanMEDS roles, which
define the key competencies necessary for nurses to deliver high-quality care.
These roles ensure that nurses develop a well-rounded skill set.

The findings from this thesis are particularly relevant to the CanMEDS roles
of communicator—engaging in effective communication with patients, families,
and healthcare teams; scholar —continuously learning, applying evidence-
based practice, and contributing to knowledge sharing; and collaborator—
working alongside other healthcare professionals to ensure integrated care.

We recommended improving communication about sexual health within these
roles, as this is essential for preparing (future] nurses to provide comprehensive,
sensitive, and effective care. By prioritizing sexual health in theoretical education
within curricula and in clinical practice, we can ensure its integration into everyday
nursing care, fostering a new generation of nurses who regard sexual health as a
core component of high-quality care.

This thesis primarily focuses on the perspectives and behaviors of nurses
in the field of HIV care. Future research could provide further valuable insights
by exploring the perspectives and behavior of HIV physicians. This is particularly
important because some patients only have routine consultations with their
physician. Physicians should be equipped to discuss sexuality with patients
as itis an integral part of their quality of life. Findings from the questionnaire
presented in Chapter 2 show that both nurses and physicians acknowledged
a shared sense of responsibility for providing sexual health counseling. We
therefore recommend that additional qualitative research is conducted to
further explore the role of physicians in sexual health counseling. Specifically,
this research should examine how physicians, acknowledging their sense
of responsibility, approach these consultations with patients. It should also
identify their training needs in this area and assess their effectiveness in
comprehensively addressing the diverse aspects of sexual health concerns.

In addition to exploring the perspectives of physicians and nurses, it is
also essential to examine the experiences and viewpoints of patients with HIV.
Understanding the needs and experiences of patients with HIV is vital for gaining
a deeper understanding of the role of sexual health counseling in consultations
and the need to provide adequate counseling. Research, such as that conducted
by Levya- Moral et al. (2020], has revealed that patients with HIV often express
a strong desire to discuss sexual health concerns, with many feeling more
comfortable addressing these issues with their HIV nurse. Furthermore, a
study by Okoli et al. (2021) highlighted that many patients with HIV prefer their
healthcare providers to proactively bring up sexual health concerns in a timely
and sensitive manner. Despite this, ongoing gaps in addressing these concerns
hinder effective communication between patients and healthcare providers,
limiting the quality of sexual health counseling and its integration into the
fourth pillar of the WHO's health-related quality of life ([HrQoL) framework.
Consequently, future research must prioritize exploring the sexual health
counseling needs of people with HIV to enhance care delivery and address these
critical, unmet needs.

Chapter 6 described the promising pilot phase of a training intervention.
While this initial pilot phase had a limited number of participants, it provided
us with valuable insights. However, there is currently no definitive empirical
evidence demonstrating the impact of this training on the behavior (attitudes,
subjective norms, and perceived behavioral control) of nurses and physicians
in HIV care, particularly with regard to the initiation and engagement of sexual
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health counseling and the application of effective communication strategies.
In the light of the promising results, it is of crucial importance to further
develop this pilot training intervention into a comprehensive training program
with a greater number of participants, in order to assess its effectiveness.
However, because the number of HIV care providers in the Netherlands is
relatively small, conducting a randomized controlled trial (RCT) may not be
feasible. As an alternative, a quasi-experimental design (Barnish & Turner,
2017) is recommended. This approach could entail randomly assigning half of
the target group to receive the training first, while the other half receives it at
a later stage. The outcomes of these two groups would be compared across
three measurement points: (1) pre-training, (2) interim (when one group has
already completed the training), and (3) post-training. This design would allow
for an evaluation of whether the training program has a measurable impact on
healthcare providers’ behavior and their approach to sexual health counseling in
HIV care.

Finally, further literature indicates that, beyond the field of HIV care, there
remains considerable potential to improve sexual health counseling among
healthcare providers in other specialties, including cardiology, oncology,
and nephrology (Karani & McLuskey, 2020; Reese et al., 2016; van Ek et al.,
2015). A review by Kelder et al. (2022] highlights that many healthcare
professionals face challenges when addressing sexual health in various clinical
settings. Further studies on this topic reveal that, while sexual health is seen
as an important issue in healthcare and part of HrQoL, it is often neglected in
patient interactions [/&ling et al., 2021). Moreover, there seems to be a strong
demand for training that can help professionals across different specialties in
assessing sexual health counseling more effectively, with particular emphasis
on integrating cultural sensitivity into these assessments. Although similar
communication practices are observed across various healthcare settings,
our findings cannot be universally applied to all contexts. Given the overlap in
identified barriers and needs, we believe that our foundational pilot training
program could be adapted for use by healthcare providers outside the field
of HIV care. Consequently, further research is needed to identify the specific
requirements within each specialty. Training could then be tailored to different
healthcare providers, ensuring that it is relevant across a broad range of
specialties.

This thesis provides valuable insights into understanding HIV-related
sexual health counseling within routine HIV consultations, particularly from the
perspective of healthcare providers. It emphasizes the importance of addressing
sexual health in these encounters and demonstrates that any omission of this
is not due to a lack of motivation or a disregard for its significance. Rather,
barriers such as discomfort in initiating a discussion, provider attitudes, and
the prioritization of other urgent health concerns each play a role in the
inconsistent integration of sexual health discussions.

The findings presented in this thesis indicate that sexual health is addressed
inconsistently both in terms of the topics covered and the lack of a structured
counseling approach. Moreover, communication techniques and skills are applied
inconsistently. To bridge these gaps, a tailored pilot intervention program was
developed for healthcare providers working in the field of HIV. Using Intervention
mapping to design the program, and Implementation Mapping to evaluate it,
the research presented in this thesis highlights the crucial role of HIV nurses in
developing the intervention to align with their specific needs. The evaluation of
the pilot intervention demonstrated a positive trend in participants’ attitudes,
social norms, knowledge, and perceived skills over time. However, despite
these promising findings, a comprehensive understanding of how to influence
healthcare provider behavior to fully meet all training objectives remains
incomplete. Further refinement of the intervention is necessary to ensure that
sexual health counseling is systematically and effectively incorporated into
routine HIV consultations.

In conclusion, while this thesis advances our understanding of the barriers
to and facilitators of integrating sexual health counseling into HIV care, it also
emphasizes the need for continued research and intervention development. Only
through sustained exploration and refinement can healthcare providers be fully
equipped to deliver comprehensive, structured, and consistent sexual health
counseling as an integral part of routine HIV care.
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De levensverwachting van mensen met humaan immunodeficiéntievirus
(hiv) is de afgelopen decennia aanzienlijk gestegen dankzij de succesvolle
introductie van combinatie antiretrovirale therapie (cART). Voor patiénten met
hiv, die toegang hebben tot de juiste behandeling en zorg, is hiv niet langer
een dodelijke ziekte, maar een beheersbare chronische aandoening. Bij een
effectieve behandeling is de levensverwachting van mensen met hiv bijna gelijk
aan die van gezonde personen.

In lijn met deze vooruitgang stelde de Wereldgezondheidsorganisatie (WHO)
in 2016 ambitieuze doelen om de wereldwijde hiv-epidemie in te dammen. Na de
oorspronkelijke “90-90-90"-doelen, scherpte zij deze in 2020 verder aan tot de
“95-95-95"-doelen voor 2025. Dit betekent dat 95% van alle mensen met hiv wordt
gediagnosticeerd, 95% van hen effectieve behandeling met cART krijgt en 95% van
deze mensen een onderdrukt virus heeft (UNAIDS. 2023).

Hoewel deze doelen bijdragen aan een bijna normale levensverwachting,
blijft de impact van hiv op de kwaliteit van leven groot. Langer leven met
een chronische aandoening zoals hiv vergroot de kans op bijkomende
gezondheidsproblemen zoals hart- en vaatziekten, hoge bloeddruk, diabetes,
botontkalking, nier- en leverziekten, depressie, bepaalde vormen van kanker en
geheugenproblemen. Daarnaast beinvloedt een chronische ziekte zoals hiv niet
alleen de lichamelijke gezondheid, maar ook het sociale en mentale functioneren,
die beide een belangrijk onderdeel zijn van de algehele kwaliteit van leven.

De afgelopen jaren groeide de aandacht voor een persoonsgerichte
zorgbenadering voor mensen met hiv. Deze benadering richtte zich niet alleen
op medische behandeling, maar ook op het verbeteren van de kwaliteit van
leven. Dit streven leidde tot een vierde '90’-doel: een doorlopend zorgdoel
dat specifiek gericht is op het optimaliseren van het lichamelijk, sociaal en
psychologisch functioneren. Hierbinnen speelt seksualiteit een centrale rol,
zowel op fysiek als mentaal vlak. Een hiv-diagnose kan iemands beleving van
seksualiteit veranderen en kan leiden tot seksuele en relatieproblemen en tot
problemen met intimiteit.
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Naast het bevorderen van de algehele kwaliteit van leven, zou seksualiteit
een essentieel onderdeel van de zorg voor mensen met hiv moeten zijn.
Aangezien hiv voornamelijk via seksueel contact wordt overgedragen, komen
andere seksueel overdraagbare aandoeningen (soa’s) vaak voor, in het
bijzonder onder hiv-positieve mannen die seks hebben met mannen. Het is
daarom cruciaal om niet alleen de kwaliteit van leven te verbeteren, maar
ook in te zetten op preventie van soa’s. Openheid over risicogedrag en het
stimuleren van preventieve maatregelen spelen hierbij een sleutelrol.

Dit proefschrift onderzoekt welke factoren van invloed zijn op hoe
verpleegkundigen en artsen in de hiv-zorg in hiv-behandelcentra seksualiteit
bespreken tijdens een routineconsult met een patiént met hiv. Het brengt
verschillen in opvattingen tussen beide beroepsgroepen in kaart over het
bespreken van seksualiteit bij hiv-patiénten en geeft inzicht in de verbale en
non-verbale communicatie rondom seksualiteit in de dagelijkse praktijk. Op
basis van zowel theoretische inzichten als onderzoeksresultaten is een pilot
trainingsinterventie ontwikkeld om seksualiteit vaker en beter bespreekbaar
te maken in de zorg voor mensen met hiv.

In hoofdstuk 2 hebben we een cross-sectionele vragenlijststudie
uitgevoerd. De vragenlijst, oorspronkelijk ontwikkeld voor onderzoek naar
het bespreken van seksualiteit bij patienten met een chronische ziekte, werd
aangepast aan de hiv-zorg (Krouwel et al., 2015; Van Ek et al., 2018). Met
deze studie onderzochten we in hoeverre seksualiteit en intimiteit aan bod
komen in de Nederlandse hiv-zorg en brachten we de verschillen in aanpak
en opvattingen tussen artsen en verpleegkundigen in kaart. In totaal vulden
59 van de 110 artsen (53,6%) en 48 van de 82 verpleegkundigen (58,5%) de
vragenlijst in. Deze studie laat zien dat er een duidelijke discrepantie bestaat
in het gevoel van verantwoordelijkheid tussen artsen en verpleegkundigen
om seksualiteit te bespreken en de daadwerkelijke uitvoering ervan. Alle
verpleegkundigen (100%) en de meeste artsen (72,9%) vonden dat hun
eigen beroepsgroep verantwoordelijk is voor het bespreken van seksualiteit
met hiv-patiénten. Toch bespraken verpleegkundigen (62,5%) seksualiteit
significant vaker dan artsen (13,6%) (x2 (1) = 27.68, p < .001). De aanwezigheid
van een derde persoon was de meest genoemde barriére voor het bespreken
van seksualiteit. Deze reden werd door 50,9% van de artsen en 60,4% van
de verpleegkundigen gerapporteerd als barriére. Verpleegkundigen waren
vaker geneigd om psychosociale aspecten rondom seksualiteit te bespreken,
terwijl artsen zich voornamelijk richtten op de medische facetten die met
seksualiteit samenhangen. De bevindingen laten zien dat seksualiteit niet
standaard aan bod komt en dat de inhoud van het gesprek afhankelijk is van
de zorgverlener en onderstrepen dat er meer structureel aandacht moet

komen voor seksualiteit in hiv-consulten, zodat alle relevante aspecten
besproken worden op een manier die aansluit bij de behoeften van de patiént.
Een interdisciplinaire aanpak is hierbij essentieel en vereist geactualiseerde
en uitgebreide richtlijnen voor zowel hiv-artsen als hiv-verpleegkundigen,
met een duidelijke taakverdeling over wie welke thema’s bespreekt. Er is
daarnaast een grotere focus op kennis over seksualiteit en het omgaan

met barriéres in de hiv-zorg nodig voor zowel artsen als verpleegkundigen.
Richtlijnen, taakverdeling en kennis rondom seksualiteit zouden structureel
geintegreerd moeten worden in de trainingen voor hiv-artsen en
-verpleegkundigen, zodat zij beter voorbereid zijn om seksualiteit effectief
bespreekbaar te maken.

Ondanks preventieve maatregelen in de hiv-zorg blijft het aantal seksueel
overdraagbare aandoeningen onder mannen met hiv die seks hebben met
mannen hoog, wat wijst op aanhoudend seksueel risicogedrag. Om meer
zicht te krijgen op de rol van de hiv-verpleegkundige bij het bespreken
van seksueel risicogedrag met mannen met hiv die seks hebben met
mannen, hebben we in hoofdstuk 3 een kwalitatieve studie aan de hand van
focusgroepen uitgevoerd. Hoewel het vorige onderzoek oorspronkelijk zowel
artsen als verpleegkundigen als deelnemers omvatte, richt dit specifieke
hoofdstuk zich uitsluitend op de rol van de hiv-verpleegkundige in het
bespreken van seksueel risicogedrag. Deze studie had als doel factoren te
identificeren die bepalen 6f en hoe verpleegkundigen seksueel risicogedrag
bespreken met hiv-positieve mannen die seks hebben met mannen. Hiervoor
gebruikten we de theorie van gepland gedrag (Ajzen, 1991), een theorie
die bewust gedrag verklaart. Er werden drie belangrijke factoren in het
onderzoek meegenomen: de houding ten opzichte van bepaald gedrag van
de verpleegkundigen zelf (attitude), wat verpleegkundigen denken dat er van
hen verwacht wordt (injunctieve sociale norm) en het gevoel van controle over
hun eigen gedrag (waargenomen gedragscontrole, ook wel eigeneffectiviteit
genoemd) bij het bespreken van seksueel risicogedrag met mannen die seks
hebben met mannen. Er werd een doelgerichte steekproef genomen uit de
87 hiv-verpleegkundigen die op dat moment werkzaam waren in een van de
26 gespecialiseerde hiv-behandelcentra in Nederland. Uiteindelijk namen 22
verpleegkundigen uit 17 verschillende behandelcentra deel aan de studie. In
totaal werden er drie semigestructureerde focusgroepgesprekken uitgevoerd.
Door focusgroepgesprekken kregen we diepgaand inzicht in de perspectieven
en benaderingen van hiv-verpleegkundigen over het bespreken van seksueel
risicogedrag tijdens een routineconsult.
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Over het algemeen vinden hiv-verpleegkundigen het belangrijk om
seksueel risicogedrag te bespreken, maar zij ervaren ook diverse barriéres.
We identificeerden vier belangrijke barriéres: omgaan met eigen schaamte,
de veranderende professionele rol van de hiv-verpleegkundige, tijdsdruk en
de structuur van het consult.

Om de frequentie en kwaliteit van de gesprekken over seksueel
risicogedrag te verbeteren, bevelen we op basis van dit onderzoek aan om
praktische handvatten te bieden, zoals het inzetten van een aan seksualiteit
gerelateerd onderwerp als overbrugging om seksualiteit bespreekbaar te
maken. Dit kan verpleegkundigen helpen om het gesprek gemakkelijker
aan te gaan. Daarnaast is het essentieel om richtlijnen te ontwikkelen die
verpleegkundigen ondersteunen bij het bespreekbaar maken van seksueel
risicogedrag.

In lijn met de resultaten uit hoofdstuk 3 en de drie belangrijke factoren
van de theorie van gepland gedrag, onderzochten we in hoofdstuk 4 welke
factoren hiv-verpleegkundigen als bevorderend of belemmerend ervaren bij
het bespreken van seksueel risicogedrag met hiv-positieve mannen die seks
hebben met mannen. Daarnaast brachten we in kaart welke van deze factoren
de grootste invloed hebben op het bespreken van seksueel risicogedrag.

We hebben daartoe een cross-sectioneel vragenlijstonderzoek uitgevoerd
onder alle hiv-verpleegkundigen in Nederland; 60 van de totale populatie
van 79 hiv-verpleegkundigen die op dat moment werkzaam waren in de
hiv-behandelcentra, vulden deze vragenlijst in, waarin onder meer de drie
factoren van de theorie van gepland gedrag (attitude, injunctieve sociale norm
en waargenomen gedragscontrole) aan de orde kwamen. Daarnaast werden
de barrieres die wij vonden in het kwalitatieve onderzoek uit hoofdstuk 3
meegenomen, met name ervaren schaamte, de veranderende professionele
rol van de hiv-verpleegkundige, tijdsdruk en de structuur van het consult.
De resultaten laten zien welke factoren de intentie van hiv-verpleegkundigen
beinvloeden om seksueel risicogedrag te bespreken tijdens een routine
hiv-consult. Over het algemeen was de bereidheid om seksualiteit aan

te kaarten hoog. De variatie in intenties werd grotendeels verklaard

door attitude, kennis, tijdsdruk en de mate waarin het onderwerp
seksueel risicogedrag als prioriteit werd gezien. Verder bleek dat hiv-
verpleegkundigen met een sterke intentie om seksualiteit te bespreken
significant verschilden van collega’s met een lagere intentie op basis van
factoren zoals ervaren schaamte, non-verbale communicatie, sociale
norm en kennis. Deze bevindingen suggereren dat hiv-verpleegkundigen
seksueel risicogedrag beter kunnen bespreken als bevorderende factoren
worden versterkt, zoals een positieve houding, het zonder specifieke

aanleiding bespreekbaar maken van seksualiteit en het erkennen van het
belang van het bespreken van seksueel risicogedrag. Daarnaast kan het
verminderen van belemmerende factoren in de huidige hiv-zorg effectiever
zijn dan enkel de focus op de motivatie van hiv-verpleegkundigen.

Hoofdstuk 5 beschrijft een kwalitatieve studie die gebruikmaakt van
observaties om de impact van bias op zelfgerapporteerd gedrag onder hiv-
verpleegkundigen te verminderen. We analyseerden 16 video-opnamen,
met audio, van routine hiv-consulten door vier hiv-verpleegkundigen uit vier
verschillende behandelcentra. Deze methode gaf meer objectief en gedetailleerd
inzicht in hoe hiv-verpleegkundigen in de praktijk seksualiteit en seksueel
risicogedrag bespreken in een consult. Om de besproken onderwerpen rondom
seksualiteit te categoriseren, gebruikten we het bio-psychosociale model van
Engel (1977). Dit model stelt dat ziekte niet alleen een biologische oorzaak
heeft, maar ook beinvloed wordt door psychologische en sociale factoren. Een
holistische benadering is daarom essentieel voor effectieve zorg en behandeling.
Daarnaast pasten we het communicatiemodel van King en Hoppe (2013) toe
om de verbale en non-verbale communicatie van hiv-verpleegkundigen tijdens
standaard hiv-consulten over seksualiteit te analyseren. Dit model onderscheidt
zes belangrijke aspecten van communicatie en benadrukt de verbale en non-
verbale interactie tussen zorgverlener en patiént. Het model gaat ervan uit dat
communicatie een voortdurend proces is, waarbij niet alleen informatie wordt
overgedragen, maar ook begrip en gezamenlijke betekenis ontstaan. Hoewel
de onderzoeken in hoofdstukken 2, 3 en 4 laten zien dat hiv-verpleegkundigen
gemotiveerd zijn om seksualiteit bespreekbaar te maken en zich
verantwoordelijk voelen voor dit onderwerp, tonen de resultaten in hoofdstuk 5
aan dat het gesprek over seksualiteit niet standaard aan bod komt tijdens routine
hiv-consulten. Als het onderwerp wél werd besproken, lag de nadruk vooral
op biologische aspecten, zoals erectiestoornissen of laboratoriumresultaten
gerelateerd aan seksueel risicogedrag, zoals een positieve lues uitslag.
Bovendien was de tijd die aan het bespreken van seksualiteit werd besteed
beperkt en werden communicatiefuncties en -vaardigheden, waaronder actief
luisteren en samenvatten en het begrip van de patiént te verkennen, inconsistent
toegepast. Daarnaast ontbrak er regelmatig een duidelijke structuur tijdens
hiv-consulten, waardoor mogelijkheden om seksualiteit en intimiteit effectief te
bespreken verloren gingen.

In hoofdstuk 6 hebben we de bevindingen uit de voorgaande hoofdstukken
verwerkt in een op maat gemaakte pilottrainingsinterventie voor hiv-
verpleegkundigen. Het doel van deze interventie was om het bespreekbaar
maken van seksualiteit met mensen met hiv door verpleegkundigen te
ondersteunen en de frequentie van gesprekken over seksualiteit in routine
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consulten te verhogen. Voor de ontwikkeling van de interventie hebben we een
theoretisch raamwerk gehanteerd en de zes stappen van Intervention Mapping
gevolgd (Bartholomew Eldredge et al., (2016]]. In stap 1 hebben we een
grondige probleem- en behoefteanalyse uitgevoerd, waarbij we de inzichten
uit hoofdstukken 2 tot en met 5 hebben meegenomen. Op basis hiervan hebben
we in stap 2 programmadoelen geformuleerd, waaronder: “De verpleegkundige
kan het gesprek over seksualiteit starten tijdens een routineconsult.” In stap
3 hebben we onderzocht welke theoretisch onderbouwde methoden het beste
aansluiten bij de doelgroep en de programmadoelen. Dit vormde de basis
voor stap 4, waarin we een training van anderhalve dag hebben ontwikkeld.
Voor een effectieve en duurzame invoering van de trainingsinterventie in de
praktijk hebben we in stap 5 een implementatieplan opgesteld, in nauwe
samenwerking met netwerkpartners. Tot slot hebben we in stap 6 een
pilotevaluatie uitgevoerd, gericht op het beoordelen van houding en het gedrag
rondom het bespreken van seksualiteit voor en na de training. Aan de pilot
van de trainingsinterventie deden 37 deelnemers mee op de eerste dag en 20
deelnemers op de tweede (halve) dag. We hebben een procesevaluatie van de
interventie uitgevoerd, gecombineerd met een verkenning van het mogelijke
effect. Zelfgerapporteerd gedrag en bevorderende en belemmerende factoren
die het gedrag van de deelnemers kunnen beinvloeden, zijn onderzocht

met behulp van online vragenlijsten. Deze vragenlijsten werden op vier
verschillende momenten afgenomen volgens een pre- en post-test design. De
evaluatie van de pilottraining, onder 20 deelnemers die beide dagen aanwezig
waren, liet een positieve verandering zien in kennis, attitude, injunctieve sociale
norm en waargenomen gedragscontrole om seksualiteit bespreekbaar te
maken.

Dit proefschrift biedt waardevolle inzichten in zowel de praktijk van het
bespreken van seksualiteit als de percepties van verpleegkundigen en artsen
over het bespreken van seksualiteit en seksueel risicogedrag in de hiv-zorg.
Deze bevindingen hebben geleid tot de ontwikkeling en implementatie van
een gerichte trainingsinterventie, waarvan de pilotevaluatie aantoonde dat
deze bepaalde bevorderende en belemmerende factoren kan beinvloeden om
seksualiteit beter en frequenter bespreekbaar te maken. Door het toepassen van
een systematische methode, zoals beschreven in Intervention Mapping, bleek het
mogelijk om deze factoren positief te beinvloeden.

Hoewel dit proefschrift aantoont dat de training ‘het bespreken van
seksualiteit en seksueel risicogedrag” een positieve verandering teweegbrengt in
verschillende factoren, is deze toe nu toe slechts onderzocht in een pilotevaluatie
met een kleine groep zorgverleners. Om echt het verschil te kunnen maken in
het beter en frequenter bespreken van seksualiteit tijdens routineconsulten,

is er naast een bredere implementatie onder hiv-verpleegkundigen ook het
actief betrekken van artsen essentieel. Dit is vooral belangrijk omdat sommige
patiénten met hiv soms alleen de arts zien tijdens hun routineconsulten.

Dit proefschrift heeft waardevolle inzichten opgeleverd over zowel het
bespreken van seksualiteit in de praktijk als de percepties van verpleegkundigen
en artsen over seksualiteit in het hiv-veld. Deze inzichten hebben geleid tot de
ontwikkeling en pilot implementatie en evaluatie van een op maat gemaakte
trainingsinterventie, die liet zien dat er bevorderende factoren zijn die beinvloed
kunnen worden om seksualiteit beter en vaker te bespreken door toepassen van
specifieke theoretische methodes beschreven in IM. Concluderend kunnen de
resultaten van dit proefschrift worden gebruikt voor de verdere doorontwikkeling
van de training, met als uiteindelijk doel seksualiteit als onderdeel van kwaliteit
van leven in zijn volledigheid bespreekbaar te maken tijdens een routinematige
hiv-controle.
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Promoveren was voor mij een reis van volharding, doorzettingsvermogen
en het opbouwen van vertrouwen in mijn eigen kunnen. Wat mij dreef, was
niet alleen mijn passie voor het vak van verpleegkundig specialist, maar
ook de wens om bij te dragen aan de verbetering van de zorg voor mijn
patiénten. Deze PhD-reis heeft me verder gebracht dan ik ooit voor mogelijk had
gehouden. Het heeft me geleerd dat je soms het onbekende moet omarmen,
omdat er onverwachte en prachtige dingen kunnen ontstaan - zelfs wanneer
je niet precies weet waar je aan begint. Deze reis heeft me niet alleen
professioneel verrijkt, maar ook waardevolle levenslessen en blijvende
vriendschappen gebracht.

Na jaren van werken aan dit proefschrift besef ik dat ik dit niet alleen heb
gedaan, maar dat ook veel anderen onmiskenbaar betrokken zijn geweest
bij dit proces. Hoewel mijn naam op de kaft staat, is dit boek tot stand
gekomen dankzij de hulp, steun en betrokkenheid van velen. Graag wil ik van
deze gelegenheid gebruikmaken om iedereen die op welke manier dan ook
heeft bijgedragen, van harte te bedanken. Omdat dit proefschrift zo lang in
ontwikkeling is geweest, hebben veel mensen, zowel bewust als onbewust,
hun steentje bijgedragen. |k besef me dat dit nawoord daardoor niet volledig
kan zijn. Mijn excuses hiervoor en alsnog mijn oprechte dank aan iedereen die
heeft bijgedragen!

Allereerst wil ik Chantal en Sigrid bedanken, mijn geweldige co-promotoren.
Chantal, wat hebben we elkaar goed leren kennen sinds onze start bij het
RIVM!'Ik ben je enorm dankbaar voor het vertrouwen dat je in mij hebt gesteld
en voor de kans om één dag per week op (toen nog] jullie afdeling te mogen
werken. Vanaf het begin was ik onder de indruk van jouw uitgebreide kennis van
wetenschap, gedragsverandering en interventiemodellen. Jij was al snel bezig
met het idee om te promoveren, terwijl ik me afvroeg of alles wel goed ging met
jou. Door jou heb ik mijn klinische wetenschappelijke vragen kunnen vertalen
naar echt wetenschappelijk werk. Het was een voorrecht om jouw begeleiding te
mogen ontvangen. Je constructieve kritiek heeft mijn denken verder ontwikkeld
dan ik ooit voor mogelijk had gehouden. Je nam nooit genoegen met makkelijke
antwoorden, en dat heeft me echt verder geholpen. Wat ben ik blij dat jij me
uiteindelijk over de streep hebt getrokken! Je hebt altijd vertrouwen in mij
gehad, en je onophoudelijke optimisme heeft me ontzettend veel geleerd over
wetenschap. Dank voor je vriendschap, de borrels en ik hoop nog heel veel
samen te kunnen werken aan wetenschappelijk onderzoek!

Sigrid, jij was er vanaf het begin van mijn verpleegkundige carriére binnen
de hiv-zorg en bent voor mij een groot voorbeeld, zowel als verpleegkundig
specialist als wetenschapper. Je bent integer, beschouwend, analytisch,
geinteresseerd en hebt een diep hart voor het verpleegkundig vak. Wat een eer
dat jij mij hebt willen begeleiden! Maar bovenal was je altijd beschikbaar om te
luisteren en me te ondersteunen bij het nemen van beslissingen, zowel in mijn
onderzoek als in mijn carriéere. Op momenten dat ik niet volledig in mezelf
geloofde, had jij dat wel, waardoor ik me nooit verloren voelde. Daarnaast
wil ik je ontzettend bedanken voor je scherpe inzichten, je oog voor detail bij
kwalitatief onderzoek en je betrokken begeleiding. Jij hebt me geholpen om te
groeien, niet alleen als onderzoeker, maar ook als verpleegkundig specialist.
Ik hoop dat onze gesprekken blijven voortduren en dat we elkaar in dit
vakgebied blijven vinden.

Meer dan 10 jaar geleden benaderde ik jou via LinkedIn omdat ik
onderzoek wilde doen onder zorgprofessionals en begreep dat jij bij SoaAids
actief was op het gebied van voorlichting over seksualiteit en risicogedrag.
Ondanks het feit dat jij professor was en ik verpleegkundige, accepteerde je
direct mijn uitnodiging, en in 2014 hadden we een prettig gesprek over de
gezondheidszorg, met name risicogedrag en seksualiteit. We deelden dezelfde
beweegredenen en missie: het beinvloeden van het gedrag van zorgprofessionals.
De reis naar Maastricht was het zeker waard, en ik ben je enorm dankbaar voor
al die inspirerende gesprekken. Jij was er vanaf het begin bij, altijd laagdrempelig
bereikbaar, en wist me opnieuw vertrouwen te geven, zelfs wanneer het
tegenzat. Je kritische blik op mijn onderzoek en artikelen heb ik altijd als zeer
waardevol ervaren. Het was een groot gemis toen je je, vanwege gezondheids-
redenen, recent moest terugtrekken. Ik wil je dan ook enorm bedanken voor
alles wat je voor me hebt gedaan, en ik wens je alle goeds voor je gezondheid!

Via Chantal kwam ik in contact met jou, en in 2017 hadden we onze eerste
kennismaking in je kamer op de universiteit. In het begin was het wat onwennig
en was ik nog zoekende naar mijn rol als buitenpromovendi. Maar naarmate
de tijd vorderde, leerden we elkaar steeds beter kennen. Met name het laatste
jaar, waarin onze ontmoetingen op de universiteit frequenter werden, heb
ik onze samenwerking als bjzonder waardevol ervaren. Allereerst wil ik je
bedanken voor de kans en de steun die jij mij hebt geboden om dit proefschrift
te schrijven en uiteindelijk succesvol af te ronden. Onze jarenlange
samenwerking en het vertrouwen dat je in mij bleef stellen, ondanks mijn vaak
drukke werk in het Catharina Ziekenhuis, waar de patiéntenzorg altijd mijn
prioriteit had, betekenen veel voor me. Jouw enorme wetenschappelijke kennis
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en drive zijn moeilijk in woorden te vatten. Daarnaast wil ik je bedanken voor

je kritische blik op mijn artikelen. De voorafgaande opmerkingen in je e-mails,
waarin je aangaf dat het vaak nog beter kon, kwamen soms hard aan; ik hoopte
op wat minder correcties in de wetenschappelijke teksten, maar ze waren altijd
terecht. Ze leidden tot verbetering en uiteindelijk tot een mooi proefschrift.

Geachte leden van de leescommissie: Prof. dr. P. Boelen, Prof. dr. L.
Schoonhoven, Prof. dr. A. Verbon, Dr . I. Bicanic, Prof. Dr . R. Ruiter, heel veel
dank voor het beoordelen van het werk, het is een eer om zo'n mooie commissie
achter me te hebben.

Daarnaast wil ik mijn oprechte dank uitspreken aan alle collega’s die, net
als ik, deel uitmaken van de Verpleegkundige Consulten HIV (VCH). Zonder jullie
betrokkenheid en samenwerking in al mijn onderzoeken zouden de behaalde
resultaten niet mogelijk zijn geweest. Maar nog belangrijker: zonder jullie
hadden we deze waardevolle training niet kunnen opzetten en verder uitrollen.

Een bijzondere dank gaat uit naar Aafke Cents, Gerjanne ter Beest en
Natasja van Holten (voormalige voorzitters van VCH) voor jullie persoonlijke
steun en het enthousiasme waarmee jullie dit onderzoek hebben omarmd.
Tenslotte wil ik Jolanda Schippers bedanken. Jij hebt mij in maart 2002
ingewerkt en bent sindsdien een groot voorbeeld en bron van inspiratie voor mij.

Daarnaast ook dank aan; Hans, Frank, Claire, Annouschka, Inge, Laura,
Femke, Marc, Narda, Marie-Jose, Gijs, Maria, Eva, Maaike, Angelique, Hetty,
Loek, Hannah, Danielle, Belinda, Marc, Petra, Marcia, Yvette, Jan, Emma, Sieds,
Melle, Margo, Linda, Dorien, Anneke, Marye, Nynke, Leontine, Jolanda, Sandra,
Marijolein, Dorien, Robin, Mahasin, Kim, Koen, Manon, Martine, Riet, Marion,
Nadine, Laura, Jan, Eileen, Linda, Jannigje, Anneke, Diane, Emma, Brigitte,
Marjolein, Aniek, Inge, Marleen, Loeka, Mariska, Saskia, Lia, Astrid, Saskia.

We delen dezelfde passie, energie en liefde voor ons vak.
Lieve Karin, jij bent en blijft voor mij een groot voorbeeld als verpleegkundig
specialist, vooral als het gaat om het leveren van de beste zorg voor onze
patiénten. Een speciaal dankwoord gaat ook uit naar jou, als mijn paranimf.
Je energie, enthousiasme, maar ook je kritische blik en rol als sparringpartner
waardeer ik enorm. Het is voor mij een eer dat jij op 5 november naast mij
staat tijdens mijn verdediging.

Lieve Hans-Erik, jij bent zorgzaam, grappig, eerlijk en hebt een enorme
hoeveelheid kennis over seksualiteit. Ook persoonlijk hebben we elkaar
goed leren kennen, en ik ervaar onze vriendschap als bijzonder en
waardevol. Professioneel gezien ben jij een enorme aanvulling binnen de
seksenzorg, en zonder jouw kennis over seksualiteit en intimiteit zou de
training er niet zijn geweest.

Ik ben trots op ons werk samen en enorm dankbaar dat jullie op mijn pad
zijn gekomen. We gaan samen verder, en ik kijk uit naar alles wat er nog
zal gaan komen.

Wat hebben wij samen veel meegemaakt de afgelopen jaren. Jij bent er
altijd - of ik er nu even doorheen zit of juist iets te vieren heb. Eén belletje is
genoeg: jij neemt op, luistert, laat me mijn verhaal doen, en geeft — gevraagd
of ongevraagd - advies. Het is bijzonder om zo’n vriendin te hebben die me
door en door kent, met wie ik alles kan delen, en die er onvoorwaardelijk is.
Ik ben ontzettend dankbaar voor onze vriendschap. In september 1998 begonnen
we samen aan de Fonys HBO-V. Wat een avontuur was dat! Daar werd het zaadje
geplant voor ons vak, en precies daarom voelt het zo passend dat jij, 25 jaar later,
mijn paranimf bent. De afgelopen jaren stond je bijna dagelijks aan mijn zijde in
het Cathrien - buiten op het bankje, met een kop koffie en een Liga. Je was er bij
de mooie momenten, wanneer een gesprek of presentatie goed ging, maar ook
bij de lastige, na een afwijzing of een feedbackronde met pagina’s vol rood. Ook
buiten het werk hebben we lief en leed gedeeld - met onze kinderen, partners
en vakanties. Onze vriendschap is van onschatbare waarde. |k ben trots dat jij op
deze bijzondere dag aan mijn zijde staat, en kijk met plezier en vertrouwen uit
naar alles wat nog voor ons ligt.

Lieve collega’s van poli Interne, Heidi, Marjolijn, Mirjam, Jerome, Daan
en Simone, Ik heb vaak tussen de spreekuren door (bij het uitvallen van een
patiént of in de pauze) nog even gewerkt aan een alinea van een artikel of
ik had weer een van de vele teams meetings. Dank jullie wel voor het geduld
dat jullie hiervoor hebben getoond. Het is zo fijn om te weten dat jullie mij
steunen, of ik nu gefrustreerd was of juist erg blij, jullie waren er altijd
gewoon voor mij.

Heidi, het betekent veel voor me dat je later nog bij mijn
promotiecommissie van het Catharina Zienkenhuis aansloot; jouw kritische
en doeltreffende feedback heeft mijn artikelen wezenlijk versterkt.

Daan, bedankt voor je koffiemomenten én je luisterend oor, die
momenten van ontspanning heb ik enorm gewaardeerd.
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Mirjam, van ons carpoolen tussen Den Bosch en Eindhoven tot
samenwerken op Interne Geneeskunde: vorig jaar promoveerde jij en wat ben
ik trots! Je was een grote inspiratie voor mijn proefschrift. Ik kijk uit naar onze
volgende stappen als gepromoveerde verpleegkundig specialisten.

Tot slot wil ik de polimedewerkers van de afdeling Interne
Geneeskunde bedanken voor jullie onvermoeibare inzet, en voor de
bezorgdheid en interesse die jullie toonden op dagen dat het even niet
meezat. [k waardeer enorm hoe jullie hielpen op drukke dagen en af en toe
even kwamen binnen lopen in mijn spreekkamer.

Jullie hebben mij uit een diep dal geholpen. Juist op het moment dat
ik het even niet meer zag zitten, leerde ik jullie kennen. Ineens was ik op
woensdagen niet meer in het ziekenhuis, maar op de universiteit. Pas toen
realiseerde ik me dat ik niet alleen ben in dit avontuur, en dat ook jullie soms
tegenslagen hebben, wat er eigenlijk allemaal bij hoort. Maar wat heeft jullie
tomeloze positieve instelling, liefdevolle chocolaatjes, koffietjes en vega wraps
mij weer in balans gebracht! Dank jullie wel dat jullie er altijd voor mij waren.
Jullie zijn fantastische PhD-studenten en geweldige vrouwen.

Verder zijn er nog een aantal lieve vriendinnen die ik graag wil bedanken.
Lieve brunettes (en mannen) uit de Sonniusstraat, Jullie zijn vanaf het allereerste
begin betrokken geweest bij de totstandkoming van mijn proefschrift. De
afgelopen jaren keek ik altijd uit naar onze borrels en etentjes, waar ik jullie even
kon bijpraten en jullie mij weer moed konden inspreken. Dank jullie wel voor jullie
interesse, positieve energie en vooral jullie vriendschap.

Lieve muzerije dames (en mannen), In eerste instantie waren onze kinderen
de verbindende factor, maar al snel werden ook wij echte vriendinnen. Hoe
verschillend we allemaal ook zijn, ik waardeer onze vriendschap enorm.

Ik geniet van onze jaarlijkse weekenden weg en ben dankbaar voor jullie
vertrouwen in mij en altijd aanwezige luisterend oor en support.

In 2000 woonden we samen met Tineke in de Morsestraat; wat een
avontuur was dat! Wat ben ik blij dat ik jou heb leren kennen. Ook al zien we
elkaar niet vaak, wanneer we elkaar treffen is het altijd goed en vertrouwd.
Ik ben superblij dat jij het grafisch ontwerp van mijn proefschrift op je hebt
genomen, wat een prachtige en persoonlijke bijdrage!

Onze jeugd op de atletiekbaan, later de rugbywedstrijden van onze zonen,
de wandelingen en etentjes hebben een mooi tegenwicht geboden aan het
geploeter in de totstandkoming van dit boekje. Dank voor je interesse en
luisterend oor de afgelopen jaren.

Samen begonnen we eind jaren ‘90 in Eindhoven op de Fontys HBO-V.
Hoewel we allebei ons eigen pad binnen de opleiding hebben gevolgd, hebben
we samen het handboek hiv in de zorg geschreven als eindproduct. Nu, 25
jaar later, heeft het drukke leven - met werk en privé - ervoor gezorgd dat
we elkaar helaas niet vaak hebben gezien. Maar nu ik klaar ben met dit
proefschrift, hoop ik dat we elkaar vaker zullen treffen voor lekkere etentjes,
saunadagen of weekendjes weg. Heel veel dank voor alles!

Via de SHM heb ik je in eerste instantie leren kennen in mijn ziekenhuis. Later,
omdat jij ook in Den Bosch woonde, zijn we elkaar vaker gaan zien. Gedurende het
proces van mijn proefschrift ben jij een waardevolle sparringpartner geworden. Je
hebt ervoor gezorgd dat ik met veel meer vertrouwen mijn Engelse presentaties
tegemoet ging. Dank je wel voor je geduld, je kennis presentaties maken, en vooral
voor je steun gedurende dit traject.

Dank je wel voor je vriendschap, de gezellige trainingen op de baan, en
vooral voor je kritische vragen die je altijd blijft stellen en die mij telkens weer
aan het denken zetten. Ik hoop dat we - of jij - nog vele jaren taarten blijven
bakken, samen opeten en genieten van een goed gesprek.

Mijn vakantievrienden Renkse en Johan, dank voor jullie betrokkenheid
en steun, zelfs op afstand vanuit Washington.

De afgelopen jaren heb ik meerdere keren het geluk gehad om in
Woudenberg bij jou te zijn, waar ik ongestoord een paar dagen aan mijn
onderzoek kon werken. Die tijd was niet alleen productief, maar ook
heel gezellig. Ik heb genoten van onze koffie-momenten, altijd met iets
lekkers erbij, van de heerlijke lunches die me de kans gaven om even
op adem te komen, en natuurlijk van de culinaire diners waarmee we
de dagen samen afsloten. Maar bovenal waren het de gesprekken die
we hadden over relaties, vriendschappen en gezondheid die me zijn
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bijgebleven. Kortom, dank je wel voor je gastvrijheid en voor de fijne
momenten die we samen hebben gedeeld.

Lieve broers, ik ben dankbaar voor jullie beide, die altijd klaarstaan
voor mij. |k waardeer onze maandelijkse avondjes in de kroeg met
bier en bitterballen, jullie eerlijke, ongezouten meningen en het
relativeringsvermogen dat jullie me altijd bieden.

En ook dank aan mijn schoonzus, al 25 jaar, voor je interesse in mij.

Mijn andere schoonzus, dank voor de fijne gesprekken, je oprechte
interesse en je luisterend oor.

Jouw steun was - en is - onvervangbaar. Jij weet als geen ander hoe
ik soms heb geworsteld met de combinatie van zorgen voor de kinderen, er
zijn voor het gezin, en tegelijkertijd de druk voelen om weer iets op papier te
zetten. Jij was altijd bereid om mee te denken en stond klaar om zowel voor
mij als voor de kinderen te zorgen. Daar ben ik je ongelooflijk dankbaar voor.
En ook nu nog, los van alles wat met het gezin te maken heeft, prijs ik mezelf
gelukkig met jou in mijn leven. Ik hoop dat we, zeker nu het proefschrift
achter de rug is, wat meer tijd samen kunnen doorbrengen

Zonder jou was ik Uberhaupt nooit aan dit proefschrift begonnen. Jij bent
degene die altijd onvoorwaardelijk in mij heeft geloofd en mij blijft stimuleren
om het beste uit mezelf te halen. Op alle fronten - inhoudelijk, in het proces,
bij presentaties — maar vooral in de vele gesprekken, heb jij bijgedragen aan
het succesvol afronden van deze reis. Inmiddels ben je wat ouder geworden,
en is je betrokkenheid bij dit promotietraject veranderd in waardevolle
gesprekken over bezinning, de betekenis van de resultaten, maar ook over
wie ik nu ben - en wat mijn toekomst is als gepromoveerd verpleegkundig
specialist. Ik ben dankbaar wij dit op 5 november samen mogen beleven en
dat we met mama kunnen proosten op dit bijzondere moment.

Jullie zijn opgegroeid met een moeder die in jullie tienertijd werkte
aan een proefschrift - dat zal zeker niet altijd makkelijk zijn geweest. Jullie
oprechte interesse in wat ik doe, zoals wanneer ik weer ergens iets heb
gepresenteerd, en jullie betrokkenheid waardeer ik enorm. |k ben ontzettend
trots op twee fantastische kinderen, die zijn opgegroeid tot jongvolwassenen
met het hart op de juiste plaats. Ik houd van jullie.

En als laatste lieve San, jij kent me al 25 jaar als geen ander. Je geeft me
de ruimte om mijn eigen weg te gaan, maar was ook kritisch wanneer ik
privé te veel tijd besteedde aan dit proefschrift - tijd die ten koste ging van
het gezin. Dank je wel voor al je steun in de afgelopen jaren, het is niet altijd
makkelijk geweest.
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The supplementary materials referred to in Chapters 2 and 6 are listed here and
can be found in the subsequent sections.

Chapter 2
Supplementary Table 2.7 Appendix Questionnaire HIV physicians and HIV
specialist nurses

Chapter 6

Supplementary Table 6.1 Overview of PO 2. of sexual health counselling pilot
program including methods, parameter and applications. The parameters for
these methods can be found in Kok et al. (2016)

Supplementary Table 6.2 Overview of PO 3. of sexual health counselling pilot
program including methods, parameter and applications

Supplementary Table 6.3 Questionnaire evaluating the content and process of the
pilot training

Supplement 2.7 Questionnaire HIV physicians and HIV specialist nurses

Reason not to participate:
No enhancement possible in this area.
| don’t work with HIV positive patients
No interest
No time
Not enough experience
Other . .

Please choose the most suitable answer for each question and please do not
skip any questions. Thank you in advance for your effort.

DEMOGRAPHICS

1. Whatis your sex?
Male
Female

2. Whatisyourage? .....c.ccceeeuvennne. years

3A. What is your current position at work?
HIV physician
Internal medicine physician
Resident
Other: .,

3B. What is your current position at work?
Nurse practitioner
HIV nurse
Nurse in training
Other: .,

4. Years of practice in treating HIV positive patients?

< 1year 6-10years
1-2 years 11-15 years
3-5 years >15 years
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5. Type of clinic/practice? (multiple answers possible]
Tertiary referral hospital (or university hospital]
General teaching hospital
District general hospital
Other: .o

6A. Who do you work with in your daily practice concerning HIV care
(multiple answers allowed)
Nurse practitioner
HIV nurse
Nurse practitioner/ HIV nurse
None of them
Other: .o

6B. Who do you work with in your daily practice concerning HIV care
(multiple answers allowed)
HIV physician
Internal medicine physician
Resident
None of them
Other: oo

SEXUALITY AND HIV
Sexual health is being defined as

7. Do you suspect there is a change in sexual health in HIV positive
patients due to HIV itself?
Never/ Almost never
In less than half of the cases
In half of the cases
In more than half of the cases
Almost always/ Always

8. Do you suspect there is a change in sexual health in HIV positive
patients due to HIV medication?
Never/ Almost never
In less than half of the cases
In half of the cases
In more than half of the cases
Almost always/ Always

10.

11.

12.

13.

14.

What percentage of sexual dysfunction as a result of HIV medication
interacts with therapeutic compliance?

0-25%

25-50%

50-75%

75-100%

In which age range is the majority of the HIV positive patients you treat?
16-35 year
36-50 year
51-65 year
66-75 year
> 76 year

What is the percentage of men and women among the HIV population
you treat?

Have you been noticing that HIV positive patients do not want HIV
medication in the form of a combination drug instead of different
individual drugs.

If yes, what do you think is the reason?
Patients want to take drugs separately because they work differently
Combination drugs interact more with sexual health
Patients do not want to change out of habit
Combination drugs are more expensive
Other: .o

Do you ever prescribe PDE-5 inhibitors such as Viagra, Levitra or Cialis
to patients suffering from erectile dysfunction?

Never/ Almost never

In less than half of the cases

In half of the cases

In more than half of the cases

Almost always/ Always
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DISCUSSING SEXUALITY WITH HIV POSITIVE PATIENTS

15. How often do you discuss sexual health with a new patient?
Never/ Almost never
In less than half of the cases
In half of the cases
In more than half of the cases
Almost always/ Always

16. Do you ever ask about sexual health during routine consultations
regardless whether this has been discussed previously?
Never/ Almost never
In less than half of the cases
In half of the cases
In more than half of the cases
Almost always/ Always

17. Please fill in how often you discuss sexuality in the following age ranges
Never | Seldom Frequently @ Often

16-35 year
36-50 year
51-65 year
66-75 year
>76 year

18. Please fill in how often you discuss sexuality with:
Never | Seldom Frequently @ Often

Men who have

sex with men
Women who have
sex with woman
Heterosexual men
Heterosexual woman

19.

20.

21.

22,

How often do patients express sexual dysfunction spontaneously?
Never/ Almost never
In less than half of the cases
In half of the cases
In more than half of the cases
Almost always/ Always

How often do you tell your patients about the possible effect s of HIV
on sexual health?

Never

Seldom

Frequently

Often

Always

How often do you tell your patients about the possible effects of HIV
medication on sexual health?

Never

Seldom

Frequently

Often

Always

When discussing sexual dysfunction with a male patient, which
subject(s) do you discuss? [multiple answers possible)

Tiredness

Lack of experienced pleasure

Loss of libido

Erectile dysfunction

Painful intercourse

Experience of an orgasm

Problems with arousal

Insecurity due to changed appearance (gynecomastia)

Insecurity due to changed self-image

Insecurity about the future

Hormonal changes

Medication side effects

Fear of transmitting HIV to partner

Fear of talking about HIV with partner

HIV stigma

Other: oo
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23. When discussing sexual dysfunction with a female patient, which
subject(s) do you discuss? (multiple answers possible]

Tiredness

Lack of experienced pleasure
Loss of libido

Erectile dysfunction

Painful intercourse
Experience of an orgasm
Problems with arousal

Insecurity due to changed appearance (gynecomastia)

Insecurity due to changed self-image
Insecurity about the future

Hormonal changes

Medication side effects

Fear of transmitting HIV to partner
Fear of talking about HIV with partner
HIV stigma

Other: .o

24. Possible barriers towards discussing sexual dysfunction are listed below.

To which extent are these barriers applicable to you? Please give only

one answer for each barrier.

Totally Disagree
disagree

Insufficient time
Insufficient knowledge
Insufficient training
No priority

Someone else is a
ccountable for

discussing sexual
dysfunction

Slightly | Agree Totally
agree/ agree
Slightly

disagree

Totally Disagree
disagree

No angle to start the
conversation

No effect on risk
behaviour

No referral options

No DBC for sexual
dysfunction

Barriers based on
culture or religion

Barriers based
on language
or ethnicity

Presenceofa't
hird person

Afraid to offend
the patient

Patients do not
express sexual
dysfunction

spontaneously

Patient is of the
opposite sex

Patients have a
different sexual
orientation

Patient is not
ready to discuss
sexual dysfunction

Slightly
agree/
Slightly
disagree

Agree

Totally
agree
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Age of the patient
Age difference
between yourself
and the patient
Sense of shame

| feel uncomfortable
to talk about

sexual dysfunction

Sex is private

No connection
with the patient

Totally
disagree

Disagree

Slightly
agree/
Slightly
disagree

Agree

25. Who is responsible for providing sexual health counselling?
HIV-physician/ internal medicine physician (resident)
HIV specialist nurse / nurse practitioner

Sexologist

General practitioner

Social worker

Sexologist
Psychologist
Psychiatrist

Patient’s own responsibility

Partner of the patient
Someone else: .oooiiiiiiiieee e

26. What would help to discuss sexual health during consultation?

(multiple answers possible)

Training with tools to discuss sexual health issues

Availability of written leaflets
Website with information for patients

Patient information video’s

Totally
agree

Posters in waiting room which encourage patients to discuss this subject
Nurses who routinely bring up sexual health issues

Extra time to discuss sexual health issues

Proper referral options

It is irrelevant in my profession to discuss sexual health issues
Other: o

HIV POSITIVE PATIENTS AND THEIR PARTNERS

27. If the partner is present, do you ever ask if he/she has encountered
problems regarding changed sexuality caused by HIV?

Never/ Almost never

In less than half of the cases
In half of the cases

In more than half of the cases
Almost always/ Always

28. Do you ever ask your patients to what extent HIV has effected the
relationship with their partner?

Never/ Almost never

In less than half of the cases
In half of the cases

In more than half of the cases
Almost always/ Always

QUESTIONS REGARDING KNOWLEDGE AND EDUCATION

29. How do you rate your own knowledge on sexual dysfunction in HIV
positive patients?

No knowledge at all

Not a lot

Some knowledge

A lot of knowledge

Extreme amount of knowledge

30. Do you feel competent in discussing sexuality?

Yes
No
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31.

32.

33.

Do you think that sufficient attention is paid to sexual problems during
your education?

Yes

No

Have you ever followed in-service training or had education about
discussing sexuality?

Yes

No

If yes, in what form? (multiple answers possible)
Lecture
E-learning
Elective course during residence training
Workshop with practical exercises
Self study
Referral evening
Congress symposium
Sexology course
Other: o

34. Do you feel the need to increase your knowledge on sexual dysfunction

35. Are you in need of training in discussing sexuality with HIV positive patients?

among HIV positive patients?
Yes
No

Yes
No

QUESTIONS REGARDING YOUR CURRENT WORKPLACE
36. Is sufficient material about sexual health, in both written and digital

form, available at your current workplace?
Yes
No
Don’t know

37.

38.

39.

40.

Is a protocol or guideline which addresses sexuality during routine
consultation available at your current workplace?

Yes

No

Don’t know

Have agreements been made at your current workplace about who is
responsible for discussing sexuality with HIV positive patients?

Yes

No

Don’t know

Do you know to whom you can refer patients for their sexual problems
within your current workplace?
No

By estimate, what percentage of your patients do you refer to another
care provider (specialized in sexology) for the counselling of their
sexual problems in the past year?

Thank you very much for completing the survey!
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P02 Method &
Nurses discuss and follow
up SH topics more in depth

Attitude

Feels positive about discus-
sing sexual health twice a
year during consultation

Application
parameter

Arguments: Using
a set of one or
more meaningful
premises and a
conclusion.

Shifting perspective;
encouraging taking
the perspective of
the other

Direct experience;
encouraging a
process whereby
knowledge is
created through the
interpretation of
experience

Elaboration;
stimulating the
learner to add
meaning to
information that
is processed

Many experts in the field were invited
to provide new information of sexual
health counseling and the benefits of
having the conversation

During the role play we discussed the case
studies, practiced them and discussed the
different cases from the perspective of the
patient. E.g.; what questions can you ask to
the patient to get a real conversation

The same case practiced several times
through role play and previous feedback
was taken into account.

The case studies submitted were
discussed in small groups with the
moderator leading the discussion.
Attention was paid to probing, whereby
the contributor was encouraged to
include the new information in the
conversation that was held again..

Information
about health
consequences;
provide
information
(e.g. written,
verbal, visual)
about health
consequences
of performing
the behavior

Salience of
consequences;
use methods
specifically
designed to
emphasise the
consequences of
performing the
behavior with the
aim of making
them more
memorable

Perceived self-efficacy & skills

Express confidence in the
ability to discuss sexual
health twice a year.

Express confidence in
addressing 1)physical
aspects of sexual health
and 2)sexual dysfunction
when necessary.

Express confidence in
applying the theory of
chemsex/relation/libido/
desire linked to HIV to their
patient

Planning coping
responses.
Prompting
participants to list
potential barriers
and ways to
overcome these.
Verbal persuasion
about capability
Tell the person
that they can
successfully
perform the wanted
behavior, arguing
against self-doubts
and asserting

that they can

and will succeed

During the presentation, the experts
provided an explanation by means of a
practical case about the consequences
of not probing and/or not discussing 2x
ayear.

During the presentations, experts
showed example case studies in

which SHC was not discussed or only
discussed to a very limited extent, which
ultimately led to addiction/acquiring an
HIV diagnosis.

The HIV nurses, with input of experts and
actors define by themselves the cause

of not having the conversation of sexual
health. Then the nurse formulate solutions
to solve or avoid the cause for not having
the talk twice a year.

In a small group, the nurse demonstrates
her knowledge of the theoretical models
of SH. The nurse tells that she has applied
the theory and involved the patient in some
way.

This is positively reinforced by the
moderator during the session.

On the skills day, case histories were
discussed in a small setting in different
compositions. Case studies were practiced
and feedback was given. And again we
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Guided practice;
prompting
individuals to
rehearse and
repeat the
behavior various
times, discuss the
experience and
provide feedback.

Verbal persuasion:
Using messages
that suggest that
the participant
possesses certain
capabilities.

Cue altering;
teaching changing
a stimulus, either
consciously or
unconsciously
perceived, that
elicits or signals a
behavior.

Planning

coping respons;
prompting
participants to list
potential barriers
and ways to
overcome these

Problem solving
(overlap planning

coping respons);
analyse, or prompt
the person to
analyse, factors
influencing the
behavior and
generate or select
strategies that
include overcoming
barriers and/

practiced with the input of the feedback.
Specific attention was paid to probing and
theory.

At the end of both training days, actors and
moderators confirmed in different ways
and several times that the nurse have
(acquired) sufficient capacities to be able to
conduct the conversation in its entirety.

The nurse was advised to conduct the
conversation, rather than intuitively, to very
consciously apply the theoretical models
during SHC. Hopefully, she will then sooner
recognize what the experienced barriers
are and convert them.

After a scientific talk about research
results, it was discussed among
themselves in small groups later in the day
whether these were recognized, potential
barriers were named and then discussed
through a moderator how to reduce them.

or increasing
facilitators

Instruction on
how to perform
behavior; advise
or agree on how
to perform the
behavior

Demonstration
of the behavior;
provide an
observable
sample of the
performance

of the behavior,
directly in person
or indirectly e.g.
via film, pictures,
for person to
aspire to or imitate

Behavioral
practice/
rehearsal; prompt
practice or
rehearsal of the
performance of
the behavior one
or more times in
acontextorata
time when the
performance may
not be necessary,
in order to
increase habit and
skill

During the practice of role play with
moderator, actor and colleagues, it was
discussed which limiting factors influence
the questioning and its application to
theoretical models. Subsequently, it was
jointly discussed how this might also be
possible in a different way so that the
barriers are reduced.

During 2 presentations, specific theory
regarding theoretical models and their
application was discussed. These models
were then translated into a case study.
After which the participants split into
groups to practice probing with the help
of instructions. The Instructions were also
written down on paper.

During both days there was a case that
was fully worked out by 2 people via
PowerPoint and discussed step by step in
the entire group. This case study contained
theoretical models with a focus on how to
apply them in a conversation about SHC.

Role plays were practiced at different times
and in different ways on both days.
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Social reward;
arrange verbal or
nonverbal reward
if only if there has
been effort and/
or progress in
performing the
behavior

Verbal persuasion

about capability;
tell the person

that they can
successfully
perform wanted
behavior, arguing
against selfdoubts
and asserting that
they can and will
succeed

Focus on past
success; advise

to think about
or list previous
successes in
performing the
behavior

Behavioral

practice/rehearsal

Prompt practice
or rehearsal of
the performance
of the behavior
one or more times
in a context or at
a time when the
performance may
not be necessary,
in order to
increase habit and
skill

On the return day, the nurse shares her
experience with asking in-depth questions,
using theoretical models. There is also
attention for what she has learned from it
and this was discussed in plenary. This was
positively rewarded by moderators.

After practicing through role plays with
their own case studies with each other

in small groups about their acquired
knowledge. And that in principle they now
have enough experience to fully discuss
SHC. This has been confirmed several
times and by different people.

In the last part of the day, plenary
successes were discussed and it was
indicated that it is normal that this can be
a bit more difficult in practice. The advice
was given to think back to the 2 training
days and to take in the theory and detailed
case studies

Day 1, through submitted case studies,
feedback was given on the behavior of
the nurses, accompanied by feedback
and anonymously addressed in expert
presentations.

Day 2, case studies were discussed again,
and the nurses were given the opportunity
to practice in various roles multiple times
in a practical setting: observer, nurse, and
listener in order to increase habit and feel
comfortable discussing SHC

Social norm

The nurse acknowledge
that the national
organization of Nurses and
physicians recognize that
applying communication
function and skill is
important in discussing
sexual health

P03
Nurses apply effective
communication for SHC.

Attitude

Describe applying
communication skills as
necessary and important.
Describe communication as
being worth adopting.

Use a lay health
workers; peer

education.
Mobilizing
members of the
target population to
serve as boundary
spanners, credible
source information,
and role model

Method &
parameter

Arguments: Using
a set of one or

more meaningful
premises and a
conclusion.

Shifting
perspective;
encouraging taking
the perspective of
the other

Direct experience;
encouraging a
process whereby
knowledge is
created through
the interpretation
of experience

Two colleagues (experts] in the field of
HIV who are also specialized in sexuality
are present at training and available for
questions after training.

Application

Nurses hearing for the first time about the
benefits of applying communication skills
when discussing SH twice a year.

In a small group, the participants show
that they have knowledge about the
communication skills and bring in how the
patient experiences this. This is positively
reinforced by the moderator during the
session.

On the skills day, case histories were linked
to communication skills and theory in
different compositions. This was discussed
in a small setting and then practiced

and given feedback again and this was
repeated.
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Elaboration;
stimulating the
learner to add
meaning to
information that is
processed

Information
about health
consequences;

provide information

(e.g. written,
verbal, visual)
about health
consequences of
performing the
behavior

Salience of
conseguences;
use methods
specifically
designed to
emphasize the
consequences of
performing the
behavior with the
aim of making
them more
memorable

Perceived self-efficacy & skills

Demonstrate the ability to
communicate to patients.
Express confidence in
ability to actively using
biopsychosocial model
during SHC.
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Planning coping
responses;
Prompting
participants to list
potential barriers
and ways to
overcome these.

At the end of both days, actors and
moderators confirmed in different ways
and several times that the participant has
(acquired) sufficient communication skills
to be able to conduct the conversation in its
entirety.

The participant was advised to start

the conversation instead of intuition, to
very consciously apply the theoretical
communication skills in the conversation,
so that you avoid the conversation
becoming inefficient.

During the presentations, experts showed
example case studies and video recordings
in which the use of effective communication
skills was absent or very limited. As a
result, there was no effective conversation
about SH. The consequences of this for the
patient were discussed.

The expert (peer] first models the target
behavior a number of times and then asks
the participants to do the same. Nurses
rehearse and repeat the behavior various
times, discuss the experience and provide
feedback.

Demonstrate the ability
to effectively apply the
strategies of King and
Hoppe (2013) to create an
effective patient-provider
dialogue regarding sexual
health.

The nurse demonstrates
communication skills in a
practical setting

Verbal persuasion

about capability
Tell the person

that they can
successfully
perform the
wanted behavior,
arguing against
self-doubts and
asserting that
they can and will
succeed

Guided practice;
prompting
individuals to
rehearse and

repeat the behavior

various times,
discuss the
experience and
provide feedback.

Verbal persuasion:

Using messages
that suggest that
the participant
possesses certain
capabilities.

Cue altering;
teaching changing
a stimulus, either
consciously or
unconsciously
perceived, that
elicits or signals a
behavior

On day 2, experiences of hHIV nurses were
shared among small groups, including
success stories and the reason behind
those successes. The experts. This is
positively reinforced by the moderator
during the session.

On the skills day, cases were discussed in
different compositions and practiced in a
small setting. Then provide feedback and
apply it again during practice. This was
repeated several times..

After practicing through role plays and
case studies, the participants split up into
small groups. It was discussed that they
now have sufficient knowledge and skills
with regard to communication strategies
and the biopsychosocial model and how
to apply this during a consultation. This
has been pointed out in different ways by
different experts.

The participants were advised to enter into
the conversation rather than intuitively, to
consciously apply the theoretical models
regarding the biopsychosocial model and
communication skills in the conversation,
thus avoiding that the conversation
becomes inefficient
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Planning coping
response;
prompting
participants to list
potential barriers
and ways to
overcome these

Problem solving
(overlap planning
coping respons);
analyze, or prompt
the person to
analyze, factors
influencing the
behavior and
generate or select
strategies that
include overcoming
barriers and/
orincreasing
facilitators

Instruction on
how to perform
behavior; advise
or agree on how
to perform the
behavior

Demonstration

of the behavior;
provide an
observable sample
of the performance
of the behavior,
directly in person
or indirectly e.g. via
film, pictures, for
person to aspire to
or imitate

Following the scientific presentation and
the results of the barriers to discussing
SHC, small groups discussed later in the
day whether these were recognized.
Potential barriers were mentioned in this
and then discussed with moderators how
to reduce them.

While practicing role play with moderator,
actor and colleagues, it was discussed
which limiting factors influence the
application of the biopsychosocial

model and communication techniques.
Subsequently, it was jointly discussed how
this might also be possible in a different
way so that the barriers are reduced.

During 2 presentations, specific theory
underlying the biopsychosocial model and
communication techniques was discussed
and applied within an example case study.
The participants then split up into 3 groups
to practice with instructions. Instructions
were also written down on paper.

During both days, a case was discussed
that was fully developed by 2 expert
nurses via powerpoint and discussed

step by step in the entire group. This case
included application of biopsychosocial
model, PLISSIT model and communication
techniques.

Behavioral
practice/rehearsal;

Role plays were practiced at different
times and in different ways on both days.

prompt practice
or rehearsal of
the performance
of the behavior
one or more times
in a context or at

a time when the
performance may
not be necessary,
in order to increase
habit and skill

Social reward;
arrange verbal or
non verbal reward
if only if there has
been effort and/
or progress in
performing the
behavior

Verbal persuasion
about capability;
tell the person
that they can
successfully
perform wanted
behavior, arguing
against selfdoubts
and asserting that
they can and will
succeed

Focus on past
success; advise to

think about or list
previous successes
in performing the
behaviour

On the return day, the participants share
their experience with regard to applying the
biopsychosocial model and communication
techniques and what they have learned
from it. This was discussed in plenary and
positively rewarded by moderators.

After practicing through role plays and
case studies, the participants split up into
small groups. It was discussed that after
following this training, the participants
will have sufficient knowledge and skills
about the biopsychosocial model and
communication techniques to make SHC
negotiable. This has been confirmed
several times and by different people.

During the last part of days 1 and 2, the
successes were discussed in plenary and
it was indicated that it is normal that in
practice things can be a bit more difficult,
The advice was given to think back to the 2
training days and to take in the theory and
detailed case studies.
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Social norm

Recognize that their
colleagues find SHC
relevant and that SHC is
seen as part of their role.

Information

about others
‘approval. Providing
information about
what others think
about the person’s
behavior and
whether other
will approve or
disapprove of any
proposed behavior
change.

1. Whatis your gender?
Man
Woman
Other, namely....cccoooveeniieeeee.

2. Whatisyourage? ......cccccmiiviieeiinnns

Nurse are given data showing the lack
of structure of nurses in communication
of SHC which is usually worse than the
nurses predict.

3. Whatis your role? Choose the option that fits best.
Infectious disease specialist/internal medicine (io)

Nurse (io)

Nurse specialist (io)

General practitioner (io)

Public health doctor (io)

Other, namely......cccovvevieeeeiiiii.

4. What is your field of work/specialization? Choose the option that fits best.

HIV care

STl care

General practitioner care

Other, namely......cccovvevieeeeiiiii.

5. Discussing sexuality during a consultation is...

Very unimportant
Unimportant
Neutral
Important

Very important
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10.

11.

Discussing sexuality during a consultation is...
Very useless
Useless
Neutral
Useful
Very useful

Discussing sexuality during a consultation is...
Very unimportant
Unimportant
Neutral
Important
Very important

Discussing sexuality during a consultation has...
Very low priority
Low priority
Neutral
High priority
Very high priority

Applying communication strategies around sexuality is...
Very unimportant
Unimportant
Neutral
Important
Very important

Applying communication strategies around sexuality is...
Very useless
Useless
Neutral
Useful
Very useful

Applying communication strategies around sexuality is...
Very difficult
Difficult
Neutral
Easy
Very easy
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12. Applying communication strategies around sexuality has...
Very low priority
Low priority
Neutral
High priority
Very high priority

13. Ithink | can discuss sexuality in the following situations:

Strongly | Disagree | Neutral | Agree

disagree

In a standard
consultation

When a patient does
not initiate the
discussion about
sexuality

When a third person
is present

When a patient has
a sexual problem

14. | think | can handle discomfort when discussing sexuality
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

15. | think | have enough knowledge to discuss sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

Strongly
agree

16. | think | can apply the following communication strategies around sexuality

Strongly
disagree
Start discussing sexuality
through other topics

Ask follow-up questions
about sexuality

Ask open-ended
questions

Listen and summarize

Non-verbal
communication (eye
contact, body posture,
facial expression,
intonation, e.g.)

Disagree

Neutral| Agree | Strongly
agree

17. | think | can apply communication strategies around sexuality in the

following situations:

Strongly
disagree

In a standard
consultation

When a patient does
not initiate the discussion
about sexuality

When a third person
is present

When a patient has
a sexual problem

Disagree

Neutral Agree | Strongly
agree
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18.

19.

20.

21.

22,

23.

| think | can handle discomfort when applying communication
strategies around sexuality.

Strongly disagree

Disagree

Neutral

Agree

Strongly agree

I think | have enough knowledge to apply communication strategies
around sexuality

Strongly disagree

Disagree

Neutral

Agree

Strongly agree

My colleagues expect me to initiate discussions about sexuality in a consultation
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

My colleagues expect me to discuss sexuality in a consultation
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

My colleagues expect me to apply communication strategies around
sexuality in a consultation.

Strongly disagree

Disagree

Neutral

Agree

Strongly agree

The patient expects me to initiate discussions about sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

24. The patient expects me to discuss sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

25. The patient expects me to apply communication strategies around sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

26. | possess the necessary knowledge to initiate discussions about sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

27. | possess the necessary knowledge to discuss sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

28. | possess the necessary knowledge to apply communication strategies
around sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

29. | possess the necessary skills to initiate discussions about sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
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30. | possess the necessary skills to discuss sexuality.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree

31. | possess the necessary skills to apply communication strategies around sexuality.

Strongly disagree
Disagree

Neutral

Agree

Strongly agree

32. | plan to discuss sexuality...

Strongly | Rather Disagree Neutral Agree  Rather | Strongly
disagree | disagree agree | agree

In a standard
consultation

When a
patient
does not
initiate the
discussion
about
sexuality

When a third
person is
present

When a
patient has
a sexual
problem

33. | plan to apply communication strategies around sexuality...

In a standard
consultation

When a patient
does not initiate
the discussion

about sexuality

When a third
person is
present

When a patient
has a sexual
problem

34. In the past month, | have initiated discussions about sexuality.
Very rarely

Rarely

Occasionally

Neutral
Often

Quite often
Very often

35. In the past month, | have discussed sexuality.
Very rarely

Rarely

Occasionally

Neutral
Often

Quite often
Very often

agree agree

Strongly Rather Disagree Neutral Agree Rather Strongly
disagree disagree
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36. In the past month, | have applied communication strategies around sexuality.
Very rarely
Rarely
Occasionally
Neutral
Often
Quite often
Very often

Thank you for completing this questionnaire! Your contribution is valuable.
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