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How to Use the Implementation Manual

The Focus on the Future Implementation Manual (IM) was developed as a resource for agency
administrators and facilitators. The information in this IM provides an overview of Focus on the
Future (FOF). The IM should be used to guide the implementation process.

This manual is divided into the following sections: Overview of the Intervention, Science Behind the
Intervention, Pre-Implementation, Implementation, Maintenance, Monitoring and Evaluation, and
Appendices. The following is a brief overview of the sections of the manual and how to use it.

Overview of the Invention

The overview section addresses the primary concerns your agency has when becoming familiar with
a new intervention. In the overview section of the manual you will find an overview of the
intervention, the 5 principles, the target population, venues for delivery, and benefits of the
intervention to the agency and client.

The Science Behind the Intervention

The science behind the intervention section outlines the social and behavioral science used in FOF,
a review and explanation of the core elements and key characteristics of FOF, the behavior change logic
model, and modifications to the intervention during packaging.

Pre-Implementation

The pre-implementation section addresses 3 getting started activities (Assessing Fit, Capacity Issues,
and Budget Development), staffing requirements, and the issues that arise when preparing for
implementation. This section also contains various tools, checklists, and helpful reminders your
agency can use during the pre-implementation phase.

Implementation

The implementation section addresses the issues that your agency will focus on while implementing
FOF. The implementation section contains the Peer Health Advisor Facilitator’s Guide which is
necessary in order to facilitate the FOF session. This section also has ideas on recruitment and a list
and explanation of the forms used in FOF.

Maintenance
The maintenance section contains items and ideas that will help your agency institutionalize FOF
into the prevention services your agency offers.

Monitoring and Evaluation
In this section are program evaluation tools your agency may want to use to evaluate the success of
FOF and ideas about how to improve your next delivery of the sessions.

Appendices
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Overview of the Focus on the Future (FOF) Intervention

What is FOF?

FOF is a 45 to 60 minute, individual-level, single-session, behavioral intervention for African
American men who have sex with women (MSW) ages 18-29, who report STD symptoms and/or
are newly diagnosed with an STD, who reported their HIV status as negative or unknown, and who
inconsistently and/or incotrectly use male condoms during vaginal sex with female pattners in the
last 3 months. The intervention is provided in an STD clinic to clients newly diagnosed with an STD
and/or who report symptoms of an STD. The intervention focuses on building the clients’
knowledge, skills and attitudes to reduce subsequent STD diagnoses, increase condom and lubricant
use, decrease the frequency of unprotected sex, reduce the number of female sexual partners, and
increase condom use and condom negotiation self-efficacy.

During this single-session intervention, the trained Peer Health Advisor (PHA) provides
information, motivation and skills directly relevant to addressing the multiple barriers to condom use
that men may face. Emphasis is placed on the correct and consistent use of condoms and lubricant
as a way to increase sexual pleasure and taking responsibility and an active role in reducing HIV and
STDs. At the end of the intervention, men are given a small nylon bag (“ditty bag”) to fill with
packets of lubricant and condoms to use and to find products that have the right fit and feel. The
large selection of condoms and packets of lubricant that men choose from include high-end and
popular brands that are appealing to young African American men (e.g., Trojan Magnum).

Clients observe the PHA demonstrate the correct application of a condom on a model and the client
practices those skills until he expresses a sense of mastery. Throughout the session, men are
encouraged to feel good about using condoms and lubricant, to experience condoms as being
compatible with sexual pleasure, and to actively protect themselves from future STD infection.
From the conversation with the PHA, the clients learn that the high-risk behaviors that lead to the
acquisition of STDs are similar to those that would put them at-risk for HIV. Clients are motivated
to personally respond to the HIV epidemic through the use of a large poster illustrating the
disproportionate HIV/AIDS burden expetienced by African Americans in the US.

Key to the intervention is the ability of the PHA to establish rapport, a trusting relationship, and an
environment that focuses on the client’s future and his community’s future. This is most effective
when a member of the target population is chosen as the PHA to implement the intervention.
Establishing a respectful and non-judgmental environment that focuses on the client’s future will
motivate men to fully engage in the intervention. It is also crucial that the tone of the intervention is
“sex-positive” (e.g. a healthy, non-judgmental attitude towards the man’s sexuality and lifestyle).

FOF is a one-time intervention, which means that clients are only eligible to participate once, even if
they screen eligible to participate multiple times. It is most effective if it is integrated as a standard of
care at clinics. This is because clients are more likely to participate if they view FOF as a part of the
services that have been arranged for them during their clinic visit.



FOF at a Glance

The table below provides a brief overview of the goal, activities, and time for each of the six

components of FOF.

past condom use
experiences, discuss
condom negotiation
strategies, and
increase motivation
to use condoms by
showing HIV rates
postet.

Discuss condom
negotiation skills and
help the client determine
ones that will work for
him;

Increase client
motivation to improve
upon existing condom
use skills by showing
disproportionate HIV
rates among African
American males.

gives him positive reinforcement.
The PHA and client have an
informal discussion about
experiences that the client has
with condoms (e.g., tight fit,
girlfriend will suspect him of
cheating. etc.). The PHA presents
options of how the client can
introduce condoms into
relationships. The client looks at
the poster on the wall that
illustrates how African Americans
are disproportionately affected by
HIV. The PHA addresses the
client’s reaction to the poster in a
way that will further motivate
him to take action on behalf of
his community.

Component Goals Overview Time
Component 1 Create a positive and The PHA meets the client and 5 minutes
Establish a comfortable uses different strategies (e.g.,
constructive rapport | environment so clients discuss sports or music, “caring
and show the client will fully engage in the brother” or “being real”
respect. following approach, etc.) to build rapport

teaching/learning and establish a non-judgmental
process; climate. The PHA casually
inquires about how often the
Establish the upcoming | client uses condoms and
session as a chance to describes the goal of the
improve existing intervention, which is to help the
condom use skills. client resolve any problems he
may have with using condoms.
Component 2 Understand the errors The PHA gives the client a few 10
Fill gaps in the that the client has made | minutes to complete the survey. minutes
client’s understanding | when using condoms; The PHA reviews the survey and
of correct condom gives the client positive feedback
use based on a review | Address errors and about things he is doing well and
of the Short Condom | rectify misconceptions addresses errors he has made
Use Survey (SCUS). the client may have when using condoms in the past.
about correct condom
use.
Component 3 Rectify issues with The PHA asks the client about 10
Inquire about clients' | condom use; how often he uses condoms and minutes

10




Component Goal Overview Time
Component 4 Increase clients' self- The PHA blows up a condom, ties 10
Provide guided efficacy for condom it tightly, and rubs baby oil on it. It | minutes
practice in the correct | and lubricant use; breaks. This is used as a jumping
application and use off point for a discussion about
of condoms and Show that oil-based why the client should never use
water-based lubricants do not work; | oil-based lubricants. The PHA
lubricant. gives the client a card with correct

Develop an condom use instructions and
understanding of how | demonstrates how to propetly use
to introduce condoms | a condom and lube using the
into current and future | penile model, delivering key health
relationships. promotion messages throughout
the process. The client then
practices putting the condom and
lube on the penile model until he
has done it correctly three or four
times. The PHA delivers important
messages about condom use
throughout the practice.
Component 5 Get clients to "shop The PHA engages the client in a 5 minutes
Address erection and | ahead" for condoms discussion about how erection loss
access problems. and lubticant; is normal and strategies to
Normalize the loss of overcome it. The discussion also
an erection thereby focuses on the importance of
helping clients to get having a supply of good fitting
beyond this problem condoms on hand before sex
without taking off the occurs.
condom.
Component 6 Provide information, The client spends some time 10
Help clients achieve a | motivation, and skills exploring the different condoms minutes
satisfactory fit and to clients that will and lubricants by opening them up
feel. increase their quality of | and feeling them. The PHA
condom and lubricant | describes features that help him
use and thereby find a few with the best feel and
decrease the odds of fit. The client fills a small bag with
condom failure; any condoms/lubricant he chooses
(25+ of each). The client is asked
Close the session. what he will remember about the
conversation and then to share the
information with a friend or family
member.
Total Time ~50

minutes




FOF is based on 5 principles. The 5 principles were chosen by the original researchers.

1. Unconditional respect for men

This principle permeates the entire intervention. PHAs must show clients unconditional
respect regardless of whether the past decisions they have made are compatible with the
PHAS’ values. This also means that the PHA needs to be respected by clients and clinic
staff.

This principle is one of the most recognized principles of sexual education. It comes
from the Sexuality Information and Education Council of the United States (SIECUS)
Guidelines for Comprebensive Sexuality Education (http://www.siecus.orq).

2. Options and know how

Key to the intervention is teaching men how to correctly use a condom and giving them
a wide option of high-end and popular condoms to try at home in order to find one with
the right fit and feel. They will also be given water-based lubricant to take home and try.
This principle comes from If the Condom Fits, Wear It: A Qualitative Study of Y oung African
American Men by Dr. Richard Crosby published in 2004 in the Journal of Sexual
Transmitted Infections (Appendix B).

3. Practice is good

It is important that clients get to practice putting a condom on a penile model until they
have done it properly 3 or 4 times and that they get to practice this skill at their own
pace.

Clients are encouraged to practice with the 25+ condoms and 25+ packets of water-
based lubricant after the session ends.

This principle also comes from If the Condom Fits, Wear 1t: A Qualitative Study of Y oung
African American Men.

4. Condoms can feel better

The PHA needs to sexualize condoms, conveying that they are compatible with sexual
pleasure and can make sex feel better. This is done by adding moisture, studding, and
ribbing, as well as giving people the peace of mind that they are protecting themselves
from STDs and HIV.

This principle also comes from If the condom fits, wear it: a qualitative study of young African
American men. In this study, Dr. Crosby found that the more men use condoms, the less
likely they are to report condoms interfering with sexual pleasure.

5. Protect our future

This principle relates to clients protecting their own futures and the future of their
communities. Some clients may feel defeated and that they do not have valuable futures.
It is important that the PHA conveys that the clients have futures ahead of them and
they can ensure they are healthy by making positive and knowledgeable decisions. PHAs
can do this by not challenging the wisdom of the clients’ past choices—the focus should
be on the future and never on the past. FOF also places an emphasis on the high rates
of HIV amongst the African American community and the importance of the client
protecting his community’s future.

This principle was developed by the original developer and researcher, Dr. Crosby. He
believes that men do not want to talk about condoms and disease, however they are
interested in talking about themselves and how to protect their futures.

12
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The FOF intervention is not a lecture, but a sex-positive, structured conversation that uses positive
reinforcement, culturally appropriate terms, and a focus on the client’s future. This intervention
creates a context in which participants can

e Rectify misconceptions about correct condom use,

e Recall problematic events when using condoms,

e Identify and rectify common problems with condom use,

e [llustrate scenarios that involve condom negotiation,

e Consider outcomes of consistent and correct condom use in attainment of future goals,

e Ask questions about various types of condoms and lubricant,

e Practice correctly applying different types of condoms and lubricant on a penile model,

e Tind a condom with the right fit and feel.

Target Population

Who is it for?

The target population for FOF is African American men ages 18-29, who have sex with women
(MSW), who report STD symptoms and/or are newly diagnosed with an STD, who reported their
HIV status as negative or unknown, and who inconsistently and/or incorrectly use condoms during
vaginal sex with female partners in the last 3 months. This population is in a demographic group
highly impacted by HIV whose risk is due to the lack of consistent and correct use of condoms and
lubricant as a means of protection.

FOF is most effective in geographic areas with high STD rates and a high proportion of clients who
are young African American males who have sex with women.

Who else can FOF be adapted for?

A man who has sex with men (MSM) in addition to having sex with women should not be excluded
from FOF. The client is eligible as long as he self-identifies as someone who has sex with women
and has used a condom during vaginal sex within the last 3 months. The focus of the intervention is
to address issues with consistent and correct use of condoms and lubricants, and therefore men who
have sex with men in addition to women can participate. The PHA establishes a non-judgmental
rapport with clients. However, the main focus of their conversation is on condom use while having
sex with women. MSM who exclusively have sex with men are not eligible to participate.

Venues and Setting for the Delivery of FOF

In the original research, FOF was delivered in a private room in an STD clinic. It is important that
FOF is delivered in a private room to ensure client confidentiality. The room should have at least
two comfortable seats and a table, and have a positive climate that encourages openness and trust.
This could include the use of music, identifiable pictures and posters, and brochures. The room
must be available to the PHA for at least 60 minutes for an uninterrupted session with each client.

13



Appropriate Settings to Implement FOF

FOF is intended to be implemented in STD clinic settings that can provide testing, diagnosis, and
treatment for most commonly occurring STDs. During the original research, FOF was conducted in
a public STD clinic in Louisville, Kentucky. FOF materials were pilot tested in four STD clinics,
two in the North East and two in the South East U.S. All of these clinics had experience serving a
high proportion of young African American men who have sex with women.

FOF can also be adapted for Community-Based Organizations (CBOs) that serve men who meet
the eligibility criteria and that are able to diagnose and treat STDs.

Benefits to Clinic and Care Services

FOF has many benefits to the implementing clinic, including

Complementing, expanding and enhancing the quality of existing prevention services by
providing a brief, evidence-based program;
Supporting the clinic’s mission;
Closing gaps in needed services for young African American men;
Integrating a new prevention service that does not require a great amount of resources or
effort;
Impacting the norms and culture of the community regarding the way members think about
sex (L.e.,,, move towards a “sex-positive” model whereby condom use and lubricants are
eroticized);
Enhancing the image of the STD clinics/CBOs as

o Attractive sites for funders to invest in;

o Creative, innovative, and proactive sites in addressing HIV/STDs in African

American males.

Reducing the transmission of HIV/STDs in the community.

Benefits to Clients in Care

FOF is beneficial to clients receiving the intervention in the following ways

Enhancing their quality of life by providing them with the skills to prevent infecting or re-
infecting themselves with an STD or HIV and infecting their partners;

Providing them with a wide variety of high-end lubricants and condoms to identify those
that have the right fit and feel;

Providing them with an opportunity to connect with a caring and knowledgeable peer who is
interested and believes in their futures;

Providing them with a safe environment to practice propetly applying condoms and
lubricant and talk through any potential barriers to consistent use;

Reducing worry and concern when having sex, making it a more enjoyable experience;
Allowing them to maintain their current lifestyle with regard to sex;

Empowering them to be a part of the collective action to teverse the high HIV/STD
prevalence in their demographic group;
Alleviating the burden of HIV/STDs in the community amongst African American males;
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e Providing positive ripple effects in cases where clients represent a “hub” of transmission
through extensive social networks;'

e Impacting the norms and culture of the community regarding the way they think about sex
(i.e.,,, move towards a “sex-positive” model whereby condom use and lubricants are
eroticized).

! Guttmacher Policy Review, Spring 2009, Volume 12, Number 2. For Some Sexually Transmitted Infections, Secondary
Prevention May Be Primary by Adam Sonfield.
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The Science Behind the FOF Intervention

Original Research Findings

To design and test the efficacy of the intervention, Crosby et al. originated a two-year randomized
control study in a public STD clinic in Louisville, KY. Results from this study showed various
positive effects on the behaviors of the intervention clients.” When clients completed a three month
follow-up assessment, individuals who received the FOF intervention were significantly less likely to
have acquired a subsequent STD. A significant number reported having fewer sexual partners,
significantly fewer acts of unprotected sex, and were significantly more likely to report using
condoms during their last episode of sexual intercourse with a woman. They also had significantly
improved proficiency scores for condom application skills. The results also suggest a substantial
protective benefit for men’s female sexual partners against HIV or other STD acquisition. FOF was
shown to be effective when clients received it one time, and there is no evidence that suggests it
would continue to be effective when given to the same client multiple times.

How it is Different from Other HIV Prevention Interventions

FOF fills a critical gap in evidence-based HIV prevention interventions currently available for young
African American men who have sex with women (MSW), because it is designed to meet their needs
and address their concerns regarding consistent condom use. FOF is one of only a few evidence-
based interventions recognized by the CDC for use in STD clinic settings.

Theories and Models Used

The FOF intervention is based on the Information, Motivation, and Behavioral Skills Model (IMB).?
This theory asserts that HIV-related information, motivation, and behavioral skills are the
fundamental determinants of HIV/STD prevention. If an individual is well-informed, motivated to
act, and possesses the skills and confidence to take effective action, he or she is more likely to
initiate and maintain patterns of HIV/STD preventive behavior.

N

Information

Behavloral skills | —— | Behavlor Change

Motlvation

The “information” aspect of the model addresses the cognitive domain and refers to the provision
of knowledge to support the change in behavior. The “motivation” component targets the affective

2 Crosby R, DiClemente R, et al. A brief, clinic-based, safer sex intervention for heterosexual African American men
newly diagnosed with an STD: A randomized controlled trial. Research and Practice. 2009; 99: 1-8.

3 Fisher |, Fisher W. The information-motivation-behavioral skills model. In: DiClemente R], Crosby RA, Kegler M, eds.
Emerging Theories in Health Promotion Practice and Research. San Francicso, CA: Jossey-Bass; 2002: 40-70.
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domain and encourages the development of a favorable attitude towards the positive health behavior
and capitalizes on existing social support systems to enhance motivation. Identifying barriers and
strategies to overcome them is another way to enhance motivation. The “behavior” aspect of the
model focuses on the psychomotor domain. Through instruction, repeated demonstrations and
practice, individuals acquire the practical skills necessary to maintain the behavior change.

According to IMB, health interventions should be focused on
1. Communicating effective health information that is appropriate for the target health
behavior and specific to a population,
2. Increasing personal motivation and social support, and
3. Skill-training to increase self-efficacy for performing a health behavior.

During the FOF intervention, information directly relevant to the quality of condom use is
provided. Men also learn, by demonstration, that oil-based lubricants can quickly erode latex
condoms.

Increasing motivation to use condoms is a central component of FOF. Throughout the session,
men are encouraged to feel good about using condoms, to consider condoms as being compatible
with sexual pleasure, and to actively protect themselves from future STD infection. Clients are also
motivated to personally respond to the AIDS epidemic through the use of large posters illustrating
the disproportionate HIV/AIDS butrden expetienced by African American men in the United States.

Skill acquisition is another essential component of FOF. Correct condom and lubrication use are
demonstrated and practiced by the men until they exhibit a sense of mastery.*

FOF also draws from Albert Bandura’s Social Learning Theory’. This theory states that people learn
new behavior through observational learning, imitation, and modeling. If people observe positive,
desired outcomes in the observed behavior, then they are more likely to model, imitate, and adopt
the behavior themselves. FOF utilizes a Peer Health Advisor (PHA) to model correct condom and
lubricant use skills. With the PHA’s guidance, the clients then imitate those skills to build their self-
efficacy for correct and consistent condom use.

Although it is not a formal theory, an important feature of FOF is that it can be customized to the
needs of each client. Customizing is a process that matches messages and approaches with the needs
and values of the client.’ The one-on-one interaction of FOF (in the context of a trusting
relationship) allows the PHA to “listen and respond” to the needs of the client. The content of the
program is used much like a checklist of competencies, whereby, once competency is established for
a component, the PHA is able to move on to the next component. This form of customizing allows
for the vast differences in learning that inevitably exist, even in highly homogenous populations.
This on-the-spot customizing provides men with the skills they lack rather than leading them
through a program that is customized for a group of people. Evidence clearly suggests that
customized HIV prevention interventions are likely to be superior to “canned programs.””"

4 Crosby R, DiClemente R, et al. A brief, clinic-based, safer sex intervention for heterosexual African American men
newly diagnosed with an STD: A randomized controlled trial. Research and Practice. 2009; 99: 1-8.

5> Bandura A. Self-efficacy: Toward a unifying theory of behavior change. Psych Rev 1977; 84:191-215.

¢ Petty RE, Barden J, Wheeler SC. The elaboration likelihood model of persuasion: Health promotions that yield
sustained behavior change. In DiClemente, R. J., Crosby, R. A., & Kegler, M. (eds.) (pp. 71 — 99) Emerging Theories in
Health Promotion Practice and Research. San Francisco, CA: Jossey-Bass Wiley. 2002.

7Coates TJ, Aggleton P, Gutwiller F, et al. HIV prevention in developed countries. Lancet 1996; 348:1143-1148.
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Core Elements and Key Characteristics

Core Elements are defined as “elements that embody the theory and internal logic of the
intervention and most likely produce interventions’ main effects.”

Core elements are critical features of an intervention’s intent and design and are thought to be responsible for its

. . . . . . 10
effectiveness. Consequently, core elements shonld be maintained without alteration to ensure program effectiveness.

FOF Core Elements
Content

1. A trained PHA teaches correct condom use skills for clients. (IMB Components: Information,
Behavior).
e The PHA will foster positive attitudes and norms towards correct and consistent condom
use by providing adequate opportunity for clients to practice proper application of condoms
during the session. This will improve the clients’ condom use behaviors and self-efficacy.

2. The PHA and clients discuss condom negotiation skills. IMB Components: Behavior.)

e The PHA addresses issues with using condoms in the clients’ lives and discusses condom
negotiation strategies that they can use with partners. Being able to negotiate condom use
with his partners impacts the clients’ condom use behaviors.

3. The PHA provides clients with 25+ packets of water-based lubricants and 25+ condoms of their
choice from a broad selection of high-end and popular brands. IMB Components: Motivation,
Behavior.)

e After determining which condoms might have the right fit and feel for the clients, the clients
select 25+ condoms and 25+ packets of lubricant from a large variety of high-end and
popular brands. Clients are also provided with a bag to carry their condoms and packets of
lubricant. Having condoms with the right fit and feel, packets of lubricant, and a trendy bag
with which to carry them motivates men to use condoms, thereby increasing their condom
use behaviors.

4. The PHA clearly communicates the importance of the client protecting his and his community’s
futures by using condoms correctly and consistently with his partner(s). IMB Components:
Behavior.)

e The PHA equates condom use with an investment in the clients’ futures, lowering their
chances of contracting or transmitting future STDs and slowing the spread of HIV/AIDS in
their communities.

8 DiClemente R]. Development of programmes for enhancing sexual health. Lancet 2001; 358:1828-1829.

? Glossary. AIDS Education and Prevention, 12, Supplement A, 145-146, 2000.
10 Glossary. AIDS Education and Prevention, 12, Supplement A, 145-146, 2000.
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Pedagogy

1.

2.

The PHA establishes rapport and a trusting relationship with the client at the beginning of the
session. (IMB Components: Motivation.)
e The relationship with the PHA motivates clients to fully engage in the forthcoming

teaching/learning session and establishes an effective means of relating prevention messages
to them.

The PHA shows unconditional respect for men and maintains a non-judgmental environment
for the client concerning any risk behaviors disclosed. IMB Components: Information,
Motivation.)

e The PHA maintains a “sex-positive” attitude, which is a healthy, non-judgmental attitude
towards the client’s sexuality and lifestyle choices. By remaining non-judgmental, the client is
motivated to fully engage in the session and feel comfortable disclosing information about
his risk behaviors. In turn, the PHA can provide information about condom use issues that
is customized to the client with positive reinforcement.

Implementation

1.

2.

The intervention is delivered at a point when the client is feeling vulnerable and is highly
concerned about his STD infection status. This may be while he is in the clinic waiting, after a
presumptive diagnosis, or after a confirmed lab result. (IMB Components: Motivation.)

e The time when a client believes that he may be infected with an STD or after he receives a
positive diagnosis is a critical period in which to address prevention with clients. It is a
moment of great motivation for clients to improve their safe sex practices. Thus, the
intervention should be delivered at a location that can test and diagnosis clients with STDs.

The PHA conducts a customized one-to-one counseling session with the client for 45-60

minutes. (IMB Components: Information.)

e The interactive nature of the program allows the PHA to proceed at a pace and level that is
developmentally appropriate for each client. Depending on the needs of the client, the
duration of the intervention is a minimum of 45 minutes. Depending on the client, up to 60

minutes may be required to ensure that the appropriate information is covered during the
session.

Key Characteristics are crucial activities and delivery methods for conducting an intervention,
which may be tailored for different agencies and at-risk populations.'

Key Characteristics are less essential to effectiveness, but essential to adaptations an agency may consider making. Key

Characteristics can be altered so that an intervention can be customized to the specific needs of the at-risk community

receiving the intervention and the capabilities of the organization implementing the intervention.”

" Glossary. AIDS Education and Prevention, 12, Supplement A, 145-146, 2000.
12 Glossary. AIDS Education and Prevention, 12, Supplement A, 145-146, 2000.
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FOF Key Characteristics

1. A survey is completed by the client to inform the PHA of his problems with using condoms.
e This short survey allows the PHA to customize the intervention so that it addresses the
client’s specific needs and concerns.
o Tailoring Options: The client may be asked to verbally answer the questions on the
survey or communicate his issues with condom use so that the PHA can address his
specific concerns.

2. A visual aid (i.e.,,, poster) hanging in the room that displays HIV prevalence among African
American males in the US is used to increase men’s motivation to change behaviors associated
with condom use.

e This poster helps to create a personal motivation for the client to improve his safe sex
practices.
o Tailoring Options: If hanging the poster on the wall is not an option, the poster can be
shown to the clients at the appropriate time during the intervention.

3. The PHA needs to have similar everyday experiences and communication styles.
e Identifying with the PHA is important because it increases the value of the intervention’s
messages.
o Tailoring Options: A PHA who can communicate clearly and effectively should be
prioritized over one who might communicate in a common way with the client, though
these are related concepts.

4. The PHAs are men who come from the community for which the intervention is intended.
e This goes beyond the concept of “matching” by race, age, and gender,
o Tailoring Options: The PHA can be recruited from another nearby community with a
similar socio-economic-cultural environment.

5. Both the PHA and the client should be seated in a private and comfortable environment.
e The space should feel comfortable and safe so that the client feels able to communicate
freely and openly about his experiences and concerns.
o Tailoring Options: As space is often limited, a multi-purpose space may be used as long
as it is private during the intervention.

While every attempt should be made to maintain fidelity to the original intervention, Key

Characteristics may be adapted to accommodate the capabilities of the implementing organization.
This is different from the Core Elements, which cannot be modified.
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Focus on the Future (FOF) Behavior Change Logic Model
Statement of the Problem

FOF is designed for African American men who have sex with women (MSW) ages 18-29, who are newly diagnosed with an STD and/or report symptoms of an

STD, who report their HIV status as negative or unknown, and have used a male condom during vaginal sex at least once in the past 3 months.

Major risk factors for HIV include: membership in a demographic group highly impacted by HIV and STDs, lack of consistent
condom use as a means of protection, incorrect use of condoms, and incorrect/lack of use of water-based lubricant.

Specific Behavior Change Logic

Determinants Activities Outcomes
To address risk To address behavioral determinants Expected changes as a result of activities targeting behavioral risk
behavior/factors et
e Incorrect or lack of 45-60 minute individual-level, single-session Immediate Outcomes Intermediate Outcomes
condom use skills behavioral intervention, delivered by a trained Peer
e Low self-efficacy related Health Advisor. e Increase knowledge e Reduction in subsequent diagnosis of
to condom use e Recall any problematic events when using regarding correct condom an STD .
e Lack of skills using condoms use ' . ¢ Reduction in the number of sexual
lubricant e Rectify misconceptions about correct condom * Inc.rease tisk perception partners
e Low self-efficacy related use as it relates to e Increased condom use and decreased
to the use of lubricant unprotected sex unprotected vaginal and anal
) ) e llustrate proper condom use I fivation to intercourse
*  Negative attitudes toward e Consider outcomes of consistent and correct ® nerease morvano L .
condom use . . use condoms consistently e Increased communication with
toward negotiating q . ) P e Increase decision-making condom use
condom use ® Practice correctly applymg different types of e Decrease negative e Increased communication with peers
e Inability to identify ;?ndoms ona P eml; m(?dell 1 attitudes towaFds about HIV/STI risks and condom use
triggers of unsafe sex * ustrate scenarios that involve condom Condpms apd increase e Improved management of risky sexual
e TLack of knowledge of neg otiation . positive attitudes situations, e.g., .
HIV/AIDS prevalence e Discuss how to .overcome barrler§ ) Improve condom use o Planned ahead to practice safer
e  Low of no risk . Understand the importance of being prepared skills sex .
perception regarding self iy havmg 2 to 3 condoms on hand when o In.lprove lubricant use o Increased co.ndom carrying
e  Lack of perceptions avmg sex skills . Correc_t and consistent condom use
regarding risk reduction o Exper1ment with .d1fferent types of condoms e Increase self-efficacy ' (Iess shppage, breakage, etc.)
options (e.g., planning for and lubricant until they find a brand and size related to safer sex skills . Incregse.d/ improved condom
sex, finding a condom that best serves their needs . (e.g- use of lubricant, negotiation skills
with the right fit and feel, e Know W}}ere. to loc.ate condoms in .the planning ahead, etc.) e Improved planning for accessibility of
using lubricant, etc.) community (including types and price) condoms when needed
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Pre-Implementation Section

Purpose

Pre-implementation prepares the implementing agency to perform the FOF intervention. It is
during this period that your agency can make any necessary organizational changes, conduct an
assessment, and develop program integration and monitoring and evaluation plans. Pre-
implementation is also the time to explore the need for tailoring FOF. For this intervention, pre-
implementation activities are focused on

¢ Determining agency need and capacity for FOF,

e Budgeting,

e Securing support through stakeholder “buy-in,”

e Hiring and training the necessary staff,

e Developing practices for patient eligibility screening and recruitment,

e Determining how to fit FOF into clinic flow,

e Determining a location for the intervention to take place,

e Obtaining and sustaining intervention supplies.

In the following pages are tools that will help your agency work through all of the pre-
implementation processes.

If a CDC directly-funded agency has trouble developing capacity in any of these areas (e.g.
developing a budget), consult with your CDC Project Office concerning your agency’s capacity
building assistance (CBA) needs and then submit a request to the CDC Capacity Building Assistance
Request Information System (CRIS) website at http://www.cdc.gov/hiv/cba. If an agency is
indirectly funded through their state or local health department, consult your health department on
your CBA needs and the health department point of contact will submit a CRIS request.

Target Population Appropriate for FOF

FOF is designed for African American men ages 18-29 who have sex with women (MSW) and
newly diagnosed with an STD or report symptoms of an STD. Participants should also have used a
male condom during vaginal sex at least once during the past three months, and should report their
HIV status as either negative or unknown. This population is also at risk of transmitting or acquiring
HIV due to having unprotected sex with female partners. Major risk factors include

e Membership in a demographic group highly impacted by STD/HIV,
e Lack of consistent condom use as a means of protection,

e Incorrect use of condoms and/or lubricant.
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Other groups of young men in your community may also be highly impacted by STD/HIV such as
young Hispanic men, Caucasian Men who have sex with Men (MSM) or MSM of color. FOF may
be adapted for use with other communities who are highly impacted by STD/HIV; however, due to
the specific type of information relevant for people living with HIV, FOF is not recommended to
be delivered to men who know they are HIV-positive. For more information about adaptation,
please refer to the “Adaptation” section.

Agency Fit and Capacity

Your agency should have the capacity to successfully implement FOF. Capacity is concerned with
issues that relate to the agency as a whole, not only the capacity to carry out the specific
intervention. It needs to be determined whether or not FOF will be of value to your agency and
appropriate for clients, and whether or not your agency has the capacity to implement such an
intervention. Use the checklist below to keep track of what steps still need to be taken before your
agency is ready to implement the intervention. If other parties need to be involved to accomplish
these goals you can use this checklist to keep track of their progress as well. (See Appendix C.)

Statement Agree | Disagree

FOF meets the purpose, goals, and objectives of my agency.

FOF meets the needs of the target population that my agency serves.

My agency can secure adequate funding to successfully provide the intervention
to clients.

My agency has a history of working with the target population and has access to
the target population from our existing services. (See Appendix K for a tool to
determine the approximate number of eligible clients your clinic sees each day.)

My agency is ready to implement the intervention (See “Agency Readiness to
Implement the Intervention.”)

My agency is able to secure “buy-in” for the intervention from key staff in my
agency and supporting agencies in the community, as well as from other

relevant stakeholders.

My agency has organizational support to develop and sustain FOF.

My agency has the policies and procedures in place to support this intervention.
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Stakeholder "Buy-in"

Your agency’s intervention champion can use the following stakeholder’s checklist to obtain support
for implementing FOF. The stakeholders are those people on your Boatrd of Directors/Executive
Board, in your community, at your agency, your staff, or your funding source who have a stake in
the successful implementation of an intervention. The stakeholder’s checklist contains those items
the champion can use to convince the stakeholders that FOF is an intervention that your agency can
and should implement because it meets the needs of the community your agency serves. (See
Appendix D)

Stakeholder checklist
1. Identify your stakeholders
Your agency’s Board of Directors/Executive Boatd (if applicable)
[] Staff members from your agency who will have a role in the operation of the
intervention
1. Administrators who will obtain support
ii. Supervisors who will monitor the intervention
iii.  Staff who will interact with participants at any level
D Local agencies from which you could recruit PHAs
iv. Agencies offering support groups for African American men ages 18-29 who
have sex with women
v. Health care providers and mental health professionals serving African
American men ages 18-29 who have sex with women
vi. Social service agencies reaching African American men ages 18-29 who have
sex with women
vil. Organizations of African American men ages 18-29 who have sex with
women and organizations that may have members who are African American
men ages 18-29 who have sex with women
|:| Organizations which could provide assistance or other resources
viil. Merchants for incentives, refreshments
ix. Agencies that can provide a venue for the intervention
x. Agencies that can provide transportation
xi. Advisory board to help tailor intervention
xii. Other collaborating agencies to provide information for resource packets
[] Agencies with which your agency needs to maintain good community or
professional relations
xiii. State and local health department
xiv. Local medical and mental health associations
xv. Sexually transmitted disease (STD) clinics and services
xvi. Community-based organizations
xvil. Your funding source(s)
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xviil. Others
|:| Getting stakeholders informed, supportive, and involved
|:| Getting them informed about the intervention
1. Decide in advance what specific roles you want each stakeholder to play.
Who will you ask to

1. provide financial support,

2. refer African American men ages 18-29 who have sex with women to
the intervention,
assist with implementation of the intervention,
be a resource to which you can refer participants,
help tailor the intervention for your target population,
provide a room in which the sessions can be held,
supply refreshments for participants,

N W

donate small incentives or prizes for participants,
9. speak supportively about FOF in conversations with their associates?

i. Send letters that tell stakeholders about FOF and its importance, that your
agency is/will be making the intervention available, and, what specific role(s)
you think that they might play in the success of the intervention, and offer an
opportunity for them to learn more.

iii. Call in 2 weeks and assess their interest. If they are interested, schedule a
time to meet (e.g., one-on-one, lunch-and-learn at your agency with a group
of other stakeholders, presentation at their agency for several of their staff or
association members).

iv. Hold the meeting, to describe FOF and answer questions.

[ ] Getting their support

v. Describe several specific roles they could play.

vi. Emphasize the benefits of their involvement to themselves, their agency, the
community, and answer questions.

vii. Invite them to commit to supporting FOF by taking on one or more roles.
Keep track of commitments.

L] Getting them involved
viii. Soon after meeting, send a thank you letter that specifies the role(s) to which
they committed. If they did not commit, send a letter thanking them for
their time and interest and ask them to keep the letter on file in case they
reconsider later.

ix. For persons who committed to a role that is important to pre-
implementation, put them to work as soon as possible.

x. For persons who committed to involvement later in the process, send them
brief progress updates and an idea of when you will be calling on their
support.
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xi. Hold periodic celebratory meetings for supporters to acknowledge your
appreciation for and the value of their contributions; update them on the

intervention’s progress, and keep them engaged.

Staff ""Buy-in"

Key to successful implementation of FOF is to secure “buy-in” from staff before implementation
begins. Because this is an intervention that requires the involvement of a number of staff members
(for screening and recruitment purposes) it is important that staff are involved, engaged, and
encouraged to provide timely and direct feedback during the planning and implementation
processes. Staff “buy-in” means that all staff members have the answers they need to understand
why the intervention is a valuable service to offer clients, how it will be implemented, when it will be
implemented, and that their direct and timely feedback is essential to the success of the intervention.
When staff “buys-in” to the intervention, they become a force for driving the intervention’s success.

In order to make sure that the intervention is successful, upper-management “buy-in” must be
sought at the beginning of the pre-implementation process. Upper-management must be made
aware of both the importance and resources/staff requited for FOF so that they will support the
intervention and resource/staff allocation throughout implementation. Upper-management also
supports the implementation process by championing the intervention throughout the agency by
putting their weight behind it so that the intervention is seen to have great value. These 2 types of
support are essential to the ongoing viability of the intervention.

Once upper-management is behind the intervention, a meeting should be held to introduce staff to
the intervention and generate enthusiasm for the new service that will be provided to clients. It is
recommended that agencies
e Set a date for “buy-in” meeting (at least 1 month prior to implementation),
e Invite all staff, including upper-management and the PHA if he has been hired,
e Prepare a presentation on FOF (see example PowerPoint presentation included in this
package).
e Conduct the meeting
o Review the PowerPoint presentation;
o Show clips of or the entire FOF video so staff have an understanding of exactly what the
PHA will be discussing with clients;
o Review parts of the Implementation Manual;
o Provide answers to questions and concerns about adopting the intervention at the

agency.
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Once initial “buy-in” has been secured from all staff, “buy-in” will need to continually be built upon
and addressed throughout the course of implementation. To promote on-going “buy-in” from staff,
you can

¢ During staff meetings

o Ask the PHA to provide an update about the successes and challenges

associated with implementing FOF;
Clarify roles and responsibilities of staff involved in the intervention;
Ask staff to brainstorm solutions to challenges with implementation;
Ask staff for feedback about implementation;

0 O O O

Refresh staff’s knowledge about the intervention by showing the FOF video.

e Ask the clinic director or manager to send out a memo to staff that describes the successes
of the intervention, clarifies roles and responsibilities, and provides other relevant updates.

e Provide additional training to staff on effective recruitment messages, how to screen for
eligibility, etc.

e Publish FOF successes and updates in the agency newsletter.

Program Review Panel

If CDC will be funding all or part of your agency’s implementation of FOF, your agency must
follow the Requirements for Contents of AIDS-Related Written Materials, Pictorials, Audiovisuals,
Questionnaires, Survey Instruments, and Educational Sessions in Centers for Disease Control and
Prevention (CDC) Assistance Programs. You also must submit the program’s modules, content,
information collection forms, participant handouts, videos and other program materials you plan to
use for approval by a local Program Review Board (PRB). The PRB’s assessment will follow the
CDC Basic Principles found in 57 Federal Register 26742. If all of your funding for FOF is coming

from another source, check with that source for their policy on PRB approvals.

We recommend that you first find out what the local PRB’s procedures are from your state health
department and work within them. It may be helpful to your PRB to provide an overview or
executive summary of the intervention with other relevant materials. Also providing a copy of the
research article may be useful for PRB members who are interested in the scientific evidence

supporting the intervention.

Emphasize the activities that are Core Elements of the intervention. Emphasize that these elements
are required in order to get results similar to those of the original research. Be prepared to answer
questions, to make things clear, or refer PRB members to sections of the package materials for

information.

If all of your funding for FOF is from another source, check with that source for their policy on

approvals.
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Identifying Appropriate Staff

To implement FOF your agency will need to involve a number of existing staff, as well as integrate

the new staff member hired specifically for the intervention, the PHA. Specifically, FOF requires

the participation of each of the following individuals.

Clinic Director. Preparing the agency for FOF, securing funds and “buy-in,” hiring a PHA,
organizing training for all necessary staff, quality assurance, budget management, establishing
and executing the evaluation plan, and communicating with the agency manager, etc.

Clinic Manager. Supervises the PHA or the PHA’s supervisor, helps to evaluate agency
policies and procedures as they apply to FOF, obtains supplies for the intervention,
determines space to be used for the intervention, evaluates agency readiness for
implementation, debriefs weekly with the PHA and PHA’s supervisor on intervention
successes and challenges, etc.

PHA’s Supervisor. Receives training on FOF, supervises the PHA, debriefs weekly with the
PHA, reviews the PHA’s performance, supports the PHA, etc. See the section below for
more guidance on providing supervision to the PHA.

Clinical, Nursing, Social Work, Disease Investigation Specialist (DIS), and Triage Staff: These staff
understands the clinic’s flow for each day and incorporates the provision of FOF by the
PHA based on the client’s eligibility. These staff receives orientation on the screening for
eligibility and referral processes for FOF, screen clients for eligibility, recruit clients, etc.
PHA: Receives training on FOF, conducts the FOF intervention and serves as a consultant

on safe sex practices to clients after intervention. See the section below for more guidance
on hiring the PHA.

Hiring the PHA

Recruiting an appropriate PHA is a key component of FOF. Filling the position is more

complicated than simply finding someone who fits the required profile. The PHA needs to be

someone who is non-judgmental, has a sex-positive attitude, able to quickly establish a rapport with

each client, and create an environment of trust and respect that encourages open and honest

communication during each session. PHAs should have the following characteristics

African American man who is able to talk honestly and share experiences about heterosexual
intercourse

21-to-35-years-old (older candidates are preferred as they may have more experience and

appear to be more of an authority to clients);

Comes from and currently resides in the area surrounding the agency;

Relates to men quickly (i.e.,,, easily builds rapport, has a good sense of humor, etc.);
Outgoing, friendly and caring personality;

Non-judgmental of others’ lifestyles and choices;

Able to look at sexual behaviors non-judgmentally (a sex-positive attitude);

Comfortable talking about condoms, sex and STDs;
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e Motivated to improve his community;

e Openness and receptive to training/learning.

e Because the person hired for the position will be responsible for reading the Facilitator’s
Guide on a regular basis, using a survey with clients, and creating a list of stores in the area
where clients can purchase condoms and lubricant, the Peer Health Advisor must be literate.
In order to address the candidates literacy level during the interview, you can

o Ask the candidate to read a pamphlet that you have in the clinic out loud,
o Ask the candidate to write an answer out to one of the questions.

When recruiting the PHA, it is advised that you do not use online or print advertising. It is difficult
to target the desired population using these strategies, and you will waste time and effort filtering
through an inflated pool of applicants. Instead, agencies should use their own networks to search for
candidates. Staff may know of ideal candidates in the community, including previous or current
clients at the agency. Agencies may also reach out to other organizations that they partner with to
identify candidates.

A Job Description (Appendix E), Interview Tool (Appendix F), and Sample Hiring Flier
(Appendix G) have been included in this package.

Supervising the PHA

PHAs require supervisors who will work to successfully integrate them into the clinic team, meet
with them to debrief about the intervention, and provide support in other ways. There are several
components that make up the foundation of supportive supervision, such as building a trusting
relationship between the supervisor and the PHA and allowing the PHA to explore feelings and
reactions that emerge from facilitating the intervention. The following outlines the general principles
of conducting supportive supervision.

e The supervisor ensures the PHA is integrated into the agency team, which can be done by

o Taking him around the clinic to meet other staff members, describing his role at the

clinic;
Introducing him during the pre-implementation “Staff Buy-in” meeting;
Letting other staff know how to contact him with questions about the intervention;
Having the PHA share the successes of the program during staff meetings;

o O O O

Sharing the program’s successes in agency newsletters.
e The supervisor sets aside time to meet with the PHA weekly.
o The supervisor recognizes that this supervision time is dedicated to the PHA.
o The supervisor creates a safe space. There are no interruptions during supervision, if
possible, and the PHA is encouraged to share any concerns.
o The supervisor sets a time that is consistent and convenient for the supervisor and PHA.

o The focus of the supervision meeting remains on the development needs and concerns
of the PHA.
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@)
©)

The supervisor and PHA set the agenda together.

The supervisor is open to exploring the feelings and reactions of the PHA that can help
him reflect on working with clients who are part of their community.

The supervisor uses open-ended questions to help the PHA share their work with
clients.

The supervisor is responsive and empathic and encourages the PHA to use his or her
insight into the community to respond to client issues.

The supervisor provides guidance and resources.

The supervisor remains non-judgmental in his or her approach.

During supervision meetings, discussion topics can include

Sessions

©)

Approximately how long is each session taking?

o What questions do clients ask or what do they say that you struggle responding to?

o What common stories/problems/scenatios/characteristics ate clients presenting you
with that often need to be addressed during FOF?

o What impressions are you receiving or comments are you hearing from clients after they
complete the intervention?

o What do you find clients respond well to? How can you build on that?

o How is your level of supplies? (Sufficient? Getting low?)

o What referrals are you making (to other staff within the clinic)?

Clinic Flow

o How many clients do you see each day?

o How much down time do you have each day, on average?

o What do you do during your down time?

o How do you think we could recruit more men to the intervention or recruit more

effectively?

Training and Intervention Materials

©)
©)

How well did the training prepare you to deliver the intervention?

What materials that you received during the training have you been referring to (e.g.,
Facilitator’s Guide, video, cheat sheet, etc.)? How often?

Are clients calling you to ask questions? If yes, what types of questions?

Have clients mentioned anything about how they are being referred to the program? Are
clients asking about FOF before being told about the program by clinic staft?

Integration at the Clinic

@)
@)
©)

Does everyone at the clinic understand your role and what you do?
Have you met everyone at the clinic?
Do you feel like a part of the clinic team?

Review of the 6 Components (see page 68)

o

What strategies do you use to build rapport?
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o How do you use the survey that the clients complete to address the client’s problems
throughout the session?
o How do the clients feel about condom negotiation? What comes up?

(@]

How do clients react to the posters? How do you address their reactions?

O

How do clients feel about practicing correct condom use on the penile model? How do
you make them feel more comfortable touching the model, condoms and lube?

How many times do clients put the condom on the model?

How do clients react to the discussion about erection loss?

How do clients feel about or react to the list of stores in the area to buy condoms/lube?

o O O O

How do clients react to the number of condoms and lube that you show them? How do
you ensure that you are not favoring one condom or lube over another?

O

What condoms/lubes are popular? What reasons do clients have for their preferences?
o How do you close the session?

Facility Requirements

FOF requires that the intervention take place in a private room with a door at an agency or clinic
that provides STD/HIV screenings and is located in a geographic area with a high incidence of
STDs among African American men who have sex with women. It does not need to be a large
space, but it should have enough room for both the PHA and the client to sit comfortably in chairs
at a desk or table. Selecting a space that has a sink for clients and PHAs to wash their hands after
practicing correct condom use on the penile model would be ideal.

There should also be a cabinet, closet or room to store the supplies necessary for the intervention.
The ditty bags and the high volume and variety of high-end and popular condoms and lubricant that
are associated with FOF are appealing to both clients and staff. Therefore, it is important to keep
supplies locked up in a closet or room that only a known number of staff have access to. It would be
ideal if only the PHA and his supervisor have access to the supplies. Consider having the lock to the
closet or room where the supplies for the intervention will be kept changed prior to implementing
the intervention.

Policies and Procedures

During pre-implementation, your agency should evaluate current policies and procedures in order to
determine their capacity to support the needs of FOF. Some policies may need to be revised in
order to accommodate the intervention, and some new procedures may be required all together.
Examples of these include

e DPatient confidentiality,

e Integrating FOF into clinic flow,
e Screening for eligibility,

e Recruiting clients,

e Referral tracking,
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e Managing supplies,

¢ Ordering supplies,

e Safety and security plan,

e Planning for potential issues,
e PHAS’ Clinic Responsibilities.

Clinic Readiness to Implement the Intervention

It is important that your agency assesses its readiness and that the necessary requirements needed in
order to implement this intervention with fidelity are in place. At the point of assessing readiness,
your agency should be confident that their setting is appropriate for implementation of FOF. If you
have any concerns about whether or not your agency has an appropriate setting to deliver FOF,
refer to the “Appropriate Agencies to Implement FOF” and “Agency Fit and Capacity” materials
found in the “Overview” section.

Clinic Readiness Checklist

After understanding what is required for implementing FOF, your agency can use the following
checklist to assess if your agency has the capacity to implement the intervention with fidelity. The
checklist will also identify what areas may need to be developed or identify what stakeholders are
needed to acquire specific resources. Use the checklist to keep track of what steps still need to be
taken before your agency is ready to implement the intervention. If other parities need to be

involved to accomplish these goals you can use this checklist to keep track of their progress as well.
[See Appendix H]
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Clinic Readiness Checklist

Capacities and Resources Needed for FOF

Yes/No/
Referral

Staffing Requirements

(@]

Clinic Director

Do you have a clinic director who is willing to prepare the clinic for FOF,
secure funds and “buy-in,” hire a PHA, organize training for all necessary
staff, provide quality assurance, manage the budget, establish and execute the
evaluation plan, and communicate with the clinic manager?

(@]

Clinic Manager

Do you have a clinic manager who is willing to supervise the PHA or the
PHA'’s supervisor, help to evaluate clinic policies and procedures as they apply
to FOF, obtain supplies for intervention, determine space to be used for the
intervention, evaluate clinic readiness for implementation, and debrief weekly
with the PHA or PHA’s supervisor on intervention successes and challenges?

PHA'’s Supervisor

o Is there someone at the clinic who is willing to receive training on FOF,
supervise the PHA, debrief weekly with the PHA, review the PHA’s
performance, and support the PHA?

e PHA
o Is there someone you know of who meets the criteria to be a successful PHA,

is willing to receive training on FOF, conduct FOF, and serve as a consultant
on safe sex practices to clients after FOF?

Training Requirements

e Is the PHA able to attend a 3-day training on FOF and the supervisor able to

attend a 2-day training?

e Is the clinic committed to orient the staff about the FOF intervention,

integration of FOF into clinic flow, screening eligible client processes, etc.?

Resources Required

Do you have the following resources?

Ability to purchase and securely store 1 realistic penile model, 1-2 less realistic
penile models, bottles of baby oil, 600+ condoms (a variety of desirable
and/or high-end brands), 600+ 3 to 8 ml. water-based lubricants packets (a
variety of desirable and/or high-end brands), papet towels, hand sanitizer,
pens/pencils, ditty bags (small draw-string bags for clients to put 25+
condoms and 25+ lubricants of their choosing).
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Capacities and Resources Needed for FOF Yes/No/
Referral

Resources Requirements (Continued)

e Available private office/room to conduct FOF session uninterrupted for at

least 60 minutes at a time.

e Available wall space in the FOF room to hang the color poster that reveals
the dramatic difference in AIDS rates for African Americans versus the rest
of the population (nationally).

e Ability to print and prepare wallet-sized cards (outlining the 8 steps for
correct condom use on one side and contact information of the PHA and
clinic on the other).

e Ability to develop a list of stores in the surrounding area that carry a variety
of high-end condoms and lubricants with the address, hours, and prices listed.

e Ability to copy the Short Condom Use Survey (SCUS) and list of stores in the

area.

e Access to a laptop computer, iPod/speakers or CD player (optional).

o Availability to purchase/obtain refreshments (water, soda, snacks) (optional).

e A sink for the PHA to wash the penile models daily.

Policies and Procedures

Are the following policies and procedures currently in place and able to satisfy the needs of FOF?
(Which need to be amended, and which need to be created?) For example

e Patient confidentiality,

e Integrating FOF into clinic flow,

e Screening for eligibility,

e Recruiting clients,

e Referral tracking,

e Managing supplies,

¢  Otrdering supplies,

e Safety and security plan,

e Planning for potential issues,

e PHAS’ Clinic Responsibilities.

Integrating FOF into Existing Services

FOF is an intervention for African American men, ages 18-29, not knowingly HIV-positive, who
have used a condom when having vaginal sex in the past 3 months, who either report contact, signs
and/or symptoms of an STD and/or receive a confirmed or presumptive STD diagnosis. This
intervention has been shown to significantly decrease subsequent STD acquisition, number of sexual
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partners, and acts of unprotected sex. It has also been shown to significantly increase condom use
and correct condom application skills, thereby decreasing opportunities to transmit or acquire STDs.

FOF can be delivered at the following times during a client’s visit to the clinic

e Before secing the doctor or nurse only if he reports contact, signs and/or symptoms of an
STD;

e After seeing the doctor or nurse only if he receives a presumptive or confirmed STD
diagnosis.

These men are the target clients for the intervention as they will have a heightened sense of
vulnerability and will be more open to learning how to protect themselves from STDs in the future.

Each clinic implementing FOF may choose to integrate it into their patient flow in a different way.
The process you choose to integrate FOF should not disrupt your ability to serve patients quickly
and efficiently. An “Integration Checklist” has been included in Appendix I and follows the 19
steps outlined in this document. This checklist can be used to note when steps have been
accomplished and to record any important notes that pertain to the steps.

Planning the Process

The goal of the process is to integrate the FOF intervention into clinic flow in order to decrease
repeat STD infections and increase condom use among African American men who have sex with
women, ages 18-29, not knowingly HIV-positive, who either report contact, signs and/ot symptoms
of an STD and/or receive a confirmed or presumptive STD diagnosis.

A “FOF System Integration Planning Tool” is included in Appendix J. This tool can be used to
record plans, persons responsible, and responsibilities.

STEP 1: Determine who from your agency you will involve in the process planning,
implementation and feedback process.

It is important to assemble a team of people who are involved with and understand the process of
integrating FOF into your clinic systems. Teamwork unlocks the performance potential of
organizations. It strengthens the performance capability of individuals and creates ownership and
“buy-in” into the process.

When integrating FOF into your clinic, you should assemble a multi-disciplinary improvement team
at the beginning of the planning process. This team will work together to plan, facilitate, and provide
feedback about the integration of FOF into clinic flow. It is important that this team sets aside time
to meet to communicate plans and any changes to processes.

A staff member should be designated as a “Plan Coordinator.” The responsibilities of the Plan
Coordinator will be to provide oversight for all activities related to implementing FOF. The Plan
Coordinator may also copy and prepare the tools provided in this document, orient staff to the
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integration plan, and problem-solve any questions and/or concerns that may arise related to the
plan. Once logistics for completion of the plan have been determined, the Plan Coordinator should
provide an orientation to staff on the purpose of integration plan, the different roles and
responsibilities. The Plan Coordinator should be available occasionally throughout the day to ensure
that the plan is being implemented by staff and that process data is being collected routinely

It is important to ask the following individuals to be members of the multi-disciplinary improvement
team

e The Designated “Plan Coordinator,”
e PHA

e PHA’s supervisor,

ol

¢ (linic Manager,

e Staff member(s) responsible for overseeing clinic flow on a daily basis,
e Staff member(s) responsible for recruiting FOF clients,

e Staff member(s) responsible for screening clients for FOF eligibility,
e Staff member(s) working in different disciplines at the clinic,

e Other staff members who are involved in and understand clinic flow processes.
STEP 2: Determine approximately how many eligible clients your clinic can see each day.

When integrating FOF into your clinic flow, it is important to consider how many eligible clients
your clinic serves on a daily basis. Using data from your clinic, complete the “Modeling Anticipated
Demand for FOF Based on a Calendar Year” in Appendix K to determine the number of clients
from the FOF target population that a PHA would be able to see in one day at your agency.

If your clinic does not have this data readily available, a staff member can be designated to collect
this information for a set period of time (e.g., 2 weeks, 1 month, etc.). See Appendix L for a
“SAMPLE Client Eligibility Tracking Log” that can be used to record this data. If this data is
unavailable and your clinic is unable to collect it, you may make assumptions or your best guess

whenever necessary.

The information gathered from completing the “Modeling Anticipated Demand for FOF Based on
a Calendar Year” tool will help you think about the demand for FOF at your clinic. It is important
to keep that number in mind when determining how and when eligible clients who enter your clinic
will receive the FOF intervention.

STEP 3: Set FOF targets.

You should use quantitative measures to determine if your integration plan leads to your target
numbers for intervention implementation. If you are planning on using the number of clients served
each day as a measure, based on the responsibilities of the PHA and length of the intervention, it is
recommended a minimum of 5 clients per day receive FOF.
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Example targets

¢ A minimum of 5 clients per day receive FOF,
e Clients wait no longer than 20 minutes to see the PHA,
e Observed decrease in STD rates amongst the target population,

e C(linic flow remains streamlined.

STEP 4: Determine how to identify clients who are eligible to participate in FOF.

FOF was developed specifically for African American men, ages 18-29, who are not knowingly
HIV-positive, have sex with women, have used a male condom in the last 3 months, and either
report contact, signs and/or symptoms of an STD and/or receive a confirmed or presumptive STD
diagnosis. Therefore, it is very important to effectively screen clients to determine whether they are
part of the target population and can be recruited to participate in FOF.

Examples of strategies to determine which clients who come into the clinic are eligible to participate
in FOF are listed below.

e Develop a Form — During registration, ask each male client who registers to complete an
b

extra form that asks the following eligibility questions. If he answers “yes” or “I don’t know’
to the first 5 questions and “yes” to at least one of the symptom questions, he is eligible.

o Do you identify as African American? U Yes JNo
o Are you between the ages of 18 and 29? U Yes U No
o Do you have sex with women? U Yes JNo
= If yes, have you used a male condom when having sex with a woman in the
last 3 months? U Yes U No
o Are you HIV-positive? [ Yes [/ No [IDon’t Know
o Are you experiencing any of the following symptoms?
= Pain or burning when urinating U Yes U No
* Lower adnominal pain U Yes JNo
* Discharge from the penis U Yes U No
= Testicular pain U Yes JNo
* Frequent urination U Yes U No
* Pain during sexual intercourse U Yes U No
* Bumps or sores in the genital area U Yes JNo

e Adapt an Existing Form — Adapt a registration form that is currently in use to include the
questions listed above.

e Clinician Directed Screen — The nurse or doctor who diagnoses and treats clients orally asks
the questions listed above to male clients who have just been diagnosed and treated for an
STD (excluding the symptom questions).
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e Secarch and Flag Records. A search is conducted through medical records and those who
meet the eligibility criteria to participate are flagged.

The clinic staff member(s) who screen for eligibility can keep a record of the number of eligible
clients who enter the clinic each day. This information can be used for data collection activities,
which are described later in this document. A data collection form called “SAMPLE Client
Eligibility Tracking Log” in Appendix L can be used to record this data.

The clinic staff member(s) designated to screen clients for FOF should understand their role and
responsibilities. For more about roles and responsibilities, see “FOF System Integration Planning
Tool” (Appendix J).

STEP 5: Once screened for eligibility, determine how eligible clients will be identified by
staff that are responsible for recruitment.

Once a client is screened and determined as eligible to participate in FOF, staff members who are
responsible for recruiting clients need to have a clear indication of who is eligible to participate so
they can be recruited (Steps 8 and 9 discuss recruitment).

Will you

e Ask the clinic staff members responsible for screening clients for eligibility to place a green
sticker on the client’s chart to indicate that he is eligible?

STEP 6: Based on the number of eligible clients your clinic sees each day (from STEP 2),
determine when during clinic flow you will recruit eligible clients to participate in FOF.

FOF can be delivered to the following clients at the following times during clinic flow

e Before sceing the doctor or nurse only if he reports contact, signs and/or symptoms of an
STD;

e After seeing the doctor or nurse only if he receives a presumptive or confirmed STD
diagnosis.

The first step is to visualize the patient flow at your clinic and determine all of the points when
eligible clients could receive the intervention. An example of all of the points that FOF could be
integrated into Clinic XYZ’s flow is included below.
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Clinic XYZ

Eligible Client with Clinic Staff

Eligible Client Waiting

Client amives @ clinic

Client Getsa Card with a Number

Client waits to be
called by triage

Triage: Collect Info Client Registers
About Client’s Visit @ Kiosk

Points

Client waits for

lood Drawn/Urine Test
during

clinic flow

when FOF
b

Blood Drawn & Urine Test

Client waits to
e the nurse ordoctor

can be——:
delivered

totl -
client ™, ?

End of client visit

Murse or Doctor for Diagnosis & Treatment

Once you have determined all the points when FOF can be integrated into flow, you should choose
the specific points when FOF will be delivered.

Will you

e Allow only clients who have received a presumptive or confirmed diagnosis participate in
FOF?

e Allow only clients who report contact, signs, and/or symptoms who ate waiting to see the
doctor or nurse participate in FOF?

e Allow a combination of clients who have and have not seen the doctor or nurse to receive
the intervention?

After determining the best points during clinic flow to integrate FOF, the plan should be
communicated to all clinic staff so they have an understanding of when this new service will be
delivered to eligible clients.

STEP 7: Determine what time the PHA will start and end his work day.

Once you have decided where FOF will fit into your clinic’s flow, you should think about the
optimal time for the PHA to start his work day.
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For example,

e If eligible clients will only receive the intervention after receiving a presumptive or
confirmed diagnosis, a start time of 30 minutes to 1 hour after the clinic opens may be the
optimal start time for the PHA.

e Ifeligible clients will receive the intervention before seeing the doctor or nurse, when the
clinic opens may be the optimal start time.

e If eligible clients typically don’t come into the clinic until the afternoon, a later start time may
be optimal.

STEP 8: Determine who will recruit eligible clients to participate in FOF.

It is important that certain clinic staff members are designated to recruit eligible clients to participate
in FOF. It is also important that those staff members understand their roles and responsibilities. For
more about roles and responsibilities, see “FOF System Integration Planning Tool” (Appendix J).

Will you

e Designate the doctors and nurses at your clinic to be the only staff recruiting eligible clients
after clients have received a presumptive or confirmed STD diagnosis?

e Designate the triage staff to ask eligible clients if they are interested in participating in the
intervention before seeing the doctor or nurse?

Marketing materials have been included in the package to strengthen recruitment efforts. These

materials include

e A client brochure that can be handed out to clients who screen eligible for the intervention;

e DPosters to hang in the waiting room and PHA’s room. Agencies should ensure that they

print enough posters.

It is useful for all staff to know the eligibility criteria for FOF clients, so if clients are missed they
can be recruited at different points in the clinic flow. When first beginning to integrate FOF, the
eligibility criteria for the intervention can be posted in a place where all staff who will be recruiting
clients can be reminded and refreshed on what defines a client as eligible.

STEP 9: Determine recruitment messages that clinic staff will use to recruit eligible clients
for the FOF intervention.

Clients who are eligible to participate in FOF may be upset about their STD symptoms or diagnosis.
They may have waited a long time to see the doctor or nurse and may not be interested in staying
for an hour after their visit. It is important that staff members who are responsible for recruiting
clients are able to quickly build rapport with clients and offer the intervention as a positive and
worthwhile experience, stressing the incentives (e.g., free condoms and lube, a one-on-one
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discussion, learn how to protect oneself from future STDs, etc.). It is best to present FOF as a
standard of care at the clinic, which means it is not presented as an option. This is because clients
are more likely to participate if they view FOF as a part of the services that have been arranged for
them during their clinic visit.

e Sample message for all clients
o Now we’d like you to meet with our PHA as part of the services that we’ve arranged
for you today. He’s a guy, just like you, who will talk with you about how to protect
yourself from getting another STD and then he’ll give you over $50 worth of really
good condoms and lube.

o If you’d like, you can meet with our PHA. He has 45 minute to 1 hour conversations
with men about using condoms. He will give you a whole bunch of free high-end
condoms and lube. You’ll also get a little bag to put them all in. He’s not interested
in talking to you about your past, it’s all about focusing on your future and making
sure you’re protected from STDs from now on.

e Sample message for clients who report contact, signs, and/or symptoms and have not seen
the doctor or nurse
o You can get out of the crowded waiting room while you’re waiting to see the doctor.
We have a young man who works here who talks to guys about using condoms. He’ll
let you pick out a bag full of free high-end condoms and lube.

If word is getting around in the community that there is someone at the clinic who is giving out free
high-end condoms and water-based lubricants, clients may need to be told that they must participate
in the entire 45-60 minute intervention in order to receive the complimentary supplies. However, if
this is not the case, staff who recruit eligible clients for the intervention may be more successful if
they do not tell the clients about the length of the intervention, which can sounds like a long time.

STEP 10: Determine who will take clients to the PHA’s room and introduce them to the
PHA.

Once an eligible client has been recruited for FOF and is at the point in the clinic flow when he is
ready to receive the intervention, it is important to have staff designated to take the client to the
PHA’s room. If the PHA is finished working with the previous client, the designated staff member
can introduce the client to the PHA. If the PHA is busy working with another client, the designated
staff can show the client where to wait and let him know approximately how long his wait will be.
(See next step for more information about client wait time.)

Will you

e Designate the doctors and nurses at your clinic to be the only staff escorting clients to the
PHA’s room and introducing them to the PHA?
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e Designate someone from the triage staff to be the only staff escorting clients to the PHA’s
room and introducing them to the PHA?

It is important that staff who bring clients to the PHA’s room do not interrupt the PHA in the
middle of a session. In order to prevent this from happening, provide training to the staff who are
responsible for escorting clients to the PHA’s room. It may be necessary to post a “Do Not Disturb
— Session in Progress” sign on the PHA’s door.

STEP 11: Determine how you will know when the PHA will be available to deliver the
intervention to a waiting client.

The PHAs should be able to see approximately one client per hour. This means a client should be
recruited and ready to meet with the PHA shortly before the PHA has finished with the previous
client. It is important for the staff designated to take clients to the PHA’s room to understand how
long a client may have to wait before receiving the intervention. This wait time should be
communicated to the client so he can decide whether he is willing to stay or not.

Will you

e Place a stop watch outside the PHA’s room and ask him to restart it when he enters the
room with each client?

e Ask the PHA to record the time he began delivering the intervention to a client on a log
sheet outside of his private room? (See Appendix M for a sample “SAMPLE Client Time
Log”.)

STEP 12: Determine how you will manage the timing of client recruitment so that the PHA
always has someone to deliver the intervention to and so that clients don’t have to wait too
long to receive the intervention.

It is important to be thoughtful when planning how and when FOF will be integrated into clinic
flow. Integration will be a balancing act and may be different from day-to-day depending on how
busy your clinic is and how many eligible clients agree to participate.

Referring back to the total number of eligible clients that your clinic sees each day (from “Modeling
Anticipated Demand for FOF Based on a Calendar Year” in Appendix K), think about how you
can develop a system whereby clients are recruited in a manner that prevents large numbers of
waiting clients. Be aware that on some days, because of the number of eligible clients and clinic flow,

some eligible clients may not receive the intervention.

STEP 13: Determine what process data you will collect to determine whether you are
meeting your targets.

Collecting and reviewing process data regarding the efficiency and effectiveness of the system of
integration you set up is important. Process data refers to information that is collected about the
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processes you use to implement FOF and the overarching system of care. Data is reviewed after
implementing the process for a certain period of time, however, it is important to prepare for how
you will collect process data during the planning stage. Process data as it relates to integrating FOF
into clinic flow is not related to whether the PHA delivers the intervention with fidelity. See the
“Monitoring and Evaluation Guide” for more information about how to collect and review outcome
data relating to intervention fidelity.

The first step is to determine what type of data you would like to collect. Typically, process data
describes the characteristics of the population served, the length of time spent with each client,
number of clients seen each day, etc. Once you have determined the process data to collect, it is
important to determine how it will be collected. If your clinic does not already collect the
information you require, an existing form can be revised or a new form can be created. A clinic staff
member should be designated to collect each data set and ensure they understand their role and
responsibilities. If that person requires training on data collection, that training should be planned
for.

Another tool has been included in this document called the “Router Tool” (see Appendix N). This
tool can be used to collect information about a client’s eligibility, total time in the clinic, time spent
waiting to meet with the PHA, and length of the FOF session. The tool can be clipped on or placed
within each client’s chart during the registration process. If you plan on using this tool, you should
determine when, how and who will place the tool on the client’s chart. You will also need to
determine a process to collect the information on the tool and then collect the tools from client
charts throughout the day. To protect client confidentiality, please ensure the tool cannot be
accessed by the clients. Once logistics for the tool have been determined, a designated staff member
(e.g., the “Plan Coordinator”) should provide an orientation to staff on the purpose of the tool and
how to complete it.

This data will be used to compare what actually happened during implementation with the targets set
in Step 3.

The following table is an example of a plan to collect process data. It includes what data will be
collected, how and when it will be collected, who will collect it, and whether the individual collecting

the data requires training.

Process Data Collection Planning Chart

Process Data How Who When Data is Training
(e.g. forms) Collected Needed?
Number of SAMPLE Client Time PHA When clients Supervisor will
eligible clients Log (see Appendix M) register at clinic review how to do
who receive the | or Router Tool (see this with the
intervention Appendix N) PHA
everyday
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Process Data How Who When Data is Training
(e.g. forms) Collected Needed?
Number of Difference between the | Clinic When clients No
eligible clients SAMPLE Client Time Manager | register at clinic
who do not Log (see Appendix M)
receive the with the SAMPLE Client
intervention Eligibility Tracking Log
everyday (see Appendix L) or
Router Tool (see
Appendix N)
Length of time SAMPLE Client Time PHA Record Supervisor will
spent with each | Log (see Appendix M) immediately after | review how to
client delivering | or Router Tool (see seeing each client | use form with
FOF Appendix N) PHA
Wait time length | SAMPLE Client Time Doctor/ | Doctor/Nurse Supetvisor will
for each client Log (see Appendix M) | Nurse records the time review how to
or Router Tool (see & PHA when the client use form with
Appendix N) began to wait Doctor/Nurse
PHA records the and PHA
time when the
client entered the
room
The attitudes/ FOF Systems: Staff Clinic Distribute at the Supervisor will
opinions of staff | Survey* Intern end of the day to | review how to
on the system (see Appendix O) staff members distribute the
survey to clients
The attitudes/ FOF Systems: Client PHA Ask client to fill Supervisor will
opinions of Survey** out or read to the | review how to
clients on the (see Appendix P) client and record | use survey with
system answers at the end | PHA
of the FOF
session
Total time in Use current system of Clinic Throughout the Router Tool
clinic for each tracking time in clinic Manger client’s clinic visit | requires staff
eligible client for each client or Router training
Tool (see Appendix N)

*The Staff Survey is designed to collect feedback about the perceived value of FOF and how
successfully it has been integrated into clinic flow. This survey should be used within the first week
of implementation, and then on a monthly basis thereafter.
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**The Client Survey is designed to collect feedback about the perceived value and satisfaction with
FOF. It gathers feedback about the PHA’s performance. This survey can be completed by every
client after every session. The surveys can be directly handed to the PHA or a locked drop box can
be set up for the clients to drop the surveys into. Both the PHA and his supervisor should review
the surveys daily or at least on a weekly basis.

Implementation of the Process

Once you have a clear plan, carry out the plan, document observations and record process data.
Use the following steps to help you implement the integration plan.

Step 14: Determine how long you will try out your plan.

Once you have determined your detailed plan, pick a period for the implementation and evaluation
of your system. Typically you will know right away whether the system you designed is successful
and whether there are areas for improvement. Therefore, your implementation period should be
short so changes can be made to those areas that require adjustments almost immediately.

Will you pilot the integration plan

e Tor one day?
e Tor a half-day?
o After the PHA has seen 4 clients?

Step 15: Determine how you will ensure that your plan is being implemented as intended.

It’s important to make sure that your plan is implemented as intended and that any deviations are
documented and taken into account. Keep track of the data that you have decided to collect, and
make note of any parts of the plan that are not implemented as they were intended.

Will you

e Walk through to observe what is happening?
e Hold a staff huddle in the middle of the day to check-in?

e Check in at different points during the day with all staff involved to make sure that they
understanding and are performing their roles?

Reviewing the Process

Once you have implemented your plan, review the data and summarize what was learned. Use the
following steps to help you review the results of your FOF integration plan.

Step 16: Set a review process.

Once you have implemented your plan and collected the data, meet with staff to discuss it.
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Will you

e Hold a meeting at the end of the day to review the process data with key staff members?

e Conduct a meeting at a mid-point in the day to review process data?

Step 17: Consider your measures of success.

In this step, compile the process data and compare it to your aims that you set in Step 3. Your
review of the data will help you to figure out what actually took place. Compare the data that you
collected to your original aims, being sure to fully investigate what the data is telling you. For
example, if your original aim was to provide FOF to 5 clients per day and on this particular day only
3 clients were served, be sure to look at all the data to get a clear picture of why that may have
happened. It may be the case that only 3 clients screened were eligible that day at the clinic.

Step 18: Determine the numbers that represent that the system needs to change.

Once you’ve compiled your data and compared it to your original aims, you should determine what
numbers show that your original system needs to be altered. It is recommended that the system be
altered if any of the aims do not meet the minimum target set.

Revising the Process

Finally, determine what changes are to be made and what you want to happen in the next
implementation period. Use the following step to help you revise the integration plan.

Step 19: Determine the process of revising the system.

Based on the review your multi-disciplinary improvement team has just completed, you will have
gained an understanding of whether or not your system is working well and what changes need to be
made. If you have found that your system is running smoothly and meeting your aims, you do not
need to do anything at this time; however, it is important to conduct periodic checks to ensure the
system continues to run efficiently.

If from your review you have found that your system is not running efficiently, you will want to
work with your multidisciplinary improvement team to gather suggestions for improvement. For
instance, you may need to rethink when clients receive FOF during clinic flow. You also may find

that you need to change your recruitment strategies to increase the number of clients who participate
in FOF.

In order to maximize success, it is important to

e Allow all staff to have input into the changes;
e Communicate the changes to all staff;
e Review roles and responsibilities of staff involved in the intervention;

e Retrain staff.
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Pre-Implementation Timeline

The following timeline outlines when the required tasks should take place in order to successfully

prepare to implement the FOF intervention. The responsible staff and materials are also listed. [See

Appendix Q]
Task Person(s) Materials | Timeline
Responsible
Determine Agency Fit and Capacity Week 1-2
e Agency should meet the following criteria L
o Ability to diagnose and treat STDs; Cl.1n1c
o Setves a large number of the target population Director See )
= Males Appendix K
" Ages 1 §.20. Clinic for a tool to
= African American, Manager dhe termlr;)e
®* Men who have sex with women (MSW), ; fi]rjl;irgleer
* Newly diagnosed with an STD or report clients your
symptoms of an STD, clinic sees
=  Uses condoms ,
= Condom use is incorrect or inconsistent; per day
o Has a private space where one-on-one
intervention can take place; Clinic Clinic Floos
o Has a cupboard, closet or room to securely store Manager Plan
supplies for the intervention;
o Able to secure funding to successfully provide
the intervention (this timeline may be ongoing); | Local and Funding
= Able to purchase materials such as high- State Health Opportunity
end/popular condoms and lubticants, Departments | Announce-
small bags, and a penile model; ments
= Able to hire, compensate, and supervise a | Stakeholders
PHA; ..
o Able to promote the program within the Cl.ll’llC
. Director
community;
o Has a system in place to track referrals to the
program;
o Management and staff will “buy-in” to the
intervention; Clinic
o Follows CDC Standard of Care guidelines (e.g., | Manager

screening, treating, post-test/risk reduction
counseling);

o Ability to do case study reviews without
difficulty for monitoring and evaluation
purposes.
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Task Person(s) Materials | Timeline
Responsible
Develop Budget Clinic See Week 3-4
e Use budget template to plan expenses. Director, Estimated
o Staff Clinic and Blank
o Facility Manager, Cost Sheet
@) Equipment Fiscal
o Supplies Managers/
Officers
Obtain Stakeholder “Buy-in” Clinic See Week 5
e Engage stakeholders for support and participation in Di.re.ctor, Appendix
the planning and execution of the intervention Clinic D for the
e See Stakeholder Checklist Manager, Stakeholder
: . PHA ]
o List of internal and external partners to reach out . Checklist
to for support in “buy-in,” recruitment, and Supervisor
funding
e Review Program Review Board requirements
Identify Appropriate Staff to Implement the Clinic Staff Week 6
Intervention Director, Directory
e Identify current staff members who will participate Clinic
in the day to day execution of the intetvention. This | Manager,
may include PHA’s
o Clinic Manager: Oversees the intervention Supervisor,
1mplementat{on; Clinicians/
o PHA Supervisor: Oversees the PHA; could be
the clinic manager, social worker, nurse, etc.; Nul:ses/
o Clinician, nurses, social workers, DIS, triage Social
staff: Screens and refers clients to the PHA for Workers/
intervention; DIS/Triage
o New or existing PHA, if applicable.
Create Data Collection System Clinic “Monitoring | Week 7
e If funded by CDC, agencies need to collect data that | Director, and
can be imported into the NHME system. See the Clinic Evaluation”
Monitoring and Evaluation Section for more details. Manager Section of
the IM
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Task Person(s) Materials | Timeline
Responsible
Set-up an Initial Meeting at the Agency Clinic Meeting Week 7
e Set up a meeting(s) with all individuals involved in Director, Agenda
the intervention to discuss Clinic
o Potential space to use for the intervention, Manager Floor Plan
O Space to securely store supplies.
o Acquisition of necessary resources
* High end condoms and lubricants,
=  Small bags (e.g., ditty bags),
= Compensation for PHA,
= Supervision of PHA,
= Appropriate penile models,
= Color contact cards for PHA with correct
condom use steps on back,
® Poster (showing HIV rates in the US by
race),
= List of stores in the surrounding area that
carry a variety of high-end condoms and
lubricants with the address and houts
listed,
* Baby olil,
= Paper towels,
= Hand sanitizer;
o Potential start dates for the intervention;
o Roles and responsibilities of all persons
involved,
= (linic director,
= (Clinic manager,
= (linicians/Nurses/Social
Workers/DIS/Triage staff,
=  PHA’s supervisor,
= PHA; See
o Ways to screen for eligibility and integrate FOF “Integrating
into clinic flow; FOF Into
o Recruitment strategies for client participation, Clinic Flow”

®  Marketing materials (brochures and
posters),
* Training staff in how to refer clients;
o The number of clients the PHA can see each day
(see Appendix K) for this tool;
o Strategies to supervise a PHA.
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Task Person(s) Materials | Timeline
Responsible
Review Policies and Procedures Clinic See Week 8
e Make sure the current policies and procedures are Director, “Policies
appropriate for FOF, and make adjustments, if Clinic and
necessary, to accommodate the program. Manager Procedures”
Set-up a “Buy-in” Meeting at the Agency Clinic See “Staff Week 9
e Conduct a meeting with all staff to introduce and Manager Buy-in”
gain support for FOF.
Hire a PHA to implement the intervention Clinic Refer to Week 10
e Revise the Job Description included in the IM. Director, “Identifying
e Develop or adapt the marketing materials included Clinic Appropriate
in the IM to advertise the position. Manager, Staff”
e Explore existing networks of appropriate individuals. | PHA’s
e Interview candidates using the interview tool in the | Supervisor
IM.
e Hire a PHA.
Integrate the PHA into Agency Team Clinic Week 11
e Introduce the PHA and his role to all staff at the Manager
agency.
Train the PHA and Supervisor Clinic CDC Week 12
e Register the PHA and supervisor for a CDC FOF Manager, Website
Training of Facilitators session 3-day training. PHA’s
e Attend Training of Facilitators Program. Supervisor,
e Debrief with PHA and supervisor about the PHA
Training of Facilitators Program.
Train the Clinic Staff All Clinic CDC Week 12
e Register clinic staff for training on the intervention | Staff Website
and how to integrate the PHA into the healthcare
team.
Evaluate Agency Readiness to Begin the Clinic See Week 12
Intervention. Manager Appendix H
e Review the Readiness Checklist for the
o List of staff involved in intervention (Clinic Readiness
Manager, staff who will screen and recruit, PHA, Checklist

etc.);
o Resources & Materials
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Implementation Overview

The implementation overview addresses two topics: a programmatic timeline and an implementation
summary for the intervention.

Programmatic Timeline (1st year only)
The programmatic timeline describes ongoing implementation activities rather than planning and
pre-implementation activities.

Activity Timeline
Distribute and review Client Surveys (Appendix P). Once every day
PHA meets with Supervisor. Once every week
Monitoring and evaluation. Once every week
Monitor levels of supplies (condoms, lubricant, ditty bags, Once every week

etc.) and purchase supplies as required.

Distribute and review Staff Surveys (Appendix O). Once every month

Address staff “buy-in” (see “Staff Buy-in” in the Pre- Once every month
Implementation Section of the IM).

Provide the PHA with formal feedback based on an observed | Once every month
FOF session with a client (video-taped, tape recorded, male
staff member sits in on session to obsetve, etc.).

Review and update “List of stores in the surrounding area Once every 2 months
that carry a variety of high-end condoms and lubricants with
their addresses, hours and prices listed.”

Quality assurance staff meets to discuss ways to improve Once every 4 months

implementation.

HIV Rates Pie Chart. Once a year (or as updated statistics
are released by the CDC)
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Implementation Summary

This chart will help your agency prepare for the implementation of FOF by listing what inputs need to be gathered, what activities need to be

conducted, and what outputs will be expected. The inputs section is a summary of the elements your agency should have in place before beginning to

implement FOF. Once you have these resources, you can begin working on the activities section, which, when executed faithfully, should create the

tools in the output section that allow you to offer FOF to the target population in your community. [See Appendix R]

INPUTS
Resources needed to implement and conduct intervention
activities

ACTIVITIES

Alctions required to prepare for and conduct the intervention

OUTPUTS
Deliverables or products that result from implementation
activities

e Agency capacity to conduct FOF

e A PHA who comes from and resides in the
community and relates to men positively and
quickly

e  Clinic Manager who will assist with pre-
implementation activities and conduct quality
assurance activities

¢ Confidential and safe meeting space to conduct
all FOF sessions without interruptions

e Agency, staff, and other stakeholder (local
agencies with target client population,
organizations that can provide material support)
“buy-in” and involvement in assisting agency to
implement FOF

¢ Commitment to and completion of three days of
intensive training on FOF intervention.

e Ability to screen for eligibility

¢ Ability to integrate FOF into clinic flow

e Local/state public health officials’ support for
FOF implementation

¢ Community and consumer support for FOF
implementation

e Closely review FOF curriculum/intervention and
understand theory and science behind it

e Assess agency capacity to conduct FOF and identify
technical assistance needs

e  Request technical assistance from Project Officer, CBA
Coordinator

¢ Introduce and orient staff to FOF

e Identify appropriate staff to implement the intervention
(Assess need for adaptation of intervention and contact
Project Officer for further assistance)

¢ Obtain and utilize consumer, community stakeholder
input on FOF intervention

e Inform local/state public health officials about FOF to
gain their support

¢ Prepare implementation plan with measurable goals
and process and outcome objectives

¢  Develop program monitoring plan to improve program
and for quality assurance

¢ Identify logistics for FOF (e.g., times, days, space)

e Train and build skills of FOF PHA, his supervisor, and
staff who will refer clients

¢ Implementation plan, tailored to target
population including measurable goals and
process and outcome objectives

e  Written process/procedures to integrate FOF
into flow of agency services and programs

e Written FOF referral process

e Evaluation plan including tools, evaluation data,
data analysis, and summary reports with
interpretation

¢ Documentation of regular program monitoring
and program improvement in accordance with
monitoring plan

e % of planned # of participants referred for FOF
in [timeframe]

e % of planned # of FOF sessions held in
[timeframe]

¢ % of planned # of FOF participants who satisfy
target population characteristics in
[timeframe]
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INPUTS ACTIVITIES OUTPUTS

Resources needed to implement and conduct intervention Alctions required to prepare for and conduct the intervention | Deliverables or products that result from implementation
activities activities
(continued) (continued) (continued)
e Input of agency staff, consumers, and e  Plan and implement process/procedutes to integrate
community stakeholders into planning and FOF into flow of agency services and programs
implementation e Design participant referral process including who refers
e External technical assistance and how

e  Purchase/obtain a variety of high-end male condoms,
packets of lubricant, male penis models for
demonstration and skill building during the session

e  DPurchase/obtain a small bag (e.g., ditty bag) for the
client to put condoms and lubricant in at the end of the
session

e Conduct FOF intervention
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Budget

Narrative

In order to implement the intervention, personnel, space in the facility, equipment, supplies, and the
PHA recruitment need to be included in the budget.

Personnel

A Clinic Director and Clinic Manager will be needed at 5% full time employee (FTE) during pre-
implementation and at 2% during the implementation period. Clinicians, nursing, social workers,
DIS, and triage staff will be required to spend 1% FTE in order to become familiar with the
intervention and screen and recruit eligible clients to FOF. A Supervisor needs to be assigned to the
PHA. This individual will spend 7% FTE attending the 3-day training and supervising the PHA.
Finally, the PHA will be hired from the surrounding community and paid approximately $10/hour
to be trained to carry out the FOF intervention. The amount of personnel time may vary depending
on agency location.

Facility

FOF requires that the intervention take place in a private room at the agency location. It does not
need to be a large space, but it should have enough room for both the PHA and the client to sit
comfortably at a table or desk. There should also be cabinet, closet or room to store the supplies
necessary for the intervention. The ditty bags and the high volume and variety of high-end and
popular condoms and lubricant that are associated with FOF are appealing to both clients and staff.
Therefore, it is important to keep supplies locked up in a closet or room that only a known number
of staff have access to. It would be ideal if only the PHA and his supervisor have access to the
supplies. Consider having the lock to the closet or room where the supplies for the intervention will
be kept changed prior to implementing the intervention.

Equipment

In terms of equipment, your agency will need a photocopier (to copy the SCUS and list of stores
that carry high-end condoms and lubricant) and a computer to print relevant materials. Additionally,
the PHA will need to have access to a phone so clients can call him if they encounter issues with
condom use. The agency can assign a phone within the facility for the PHA to use, a cell phone can
be purchased for the PHA to use, or the PHA can be reimbursed for using his personal phone.

Supplies

A number of supplies need to be purchased for FOF. Paper is required to copy the SCUS and list of
stores that carry high-end condoms and lubricant. Clients will use pens when filling in the SCUS.
Key to the intetvention is supplying clients with a vatiety of high-end/popular condoms and
lubricants. Each client will receive 25+ condoms and 25+ packets of lubricant. Additional condoms
and packets of lubricant will need to be purchased so the client can practice correctly putting
condoms on a penile model and to explore the different features of condoms and lubricant. When
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purchased through bulk purchasing sites for the pilot study, this worked out to $7.30/client for
condoms and $6.55/client for lubricant. Your agency will need to purchase small bags for the clients
to put their condom and lubricant samples in. Paper bags can be used, however, it is preferred that
agencies use small nylon or velvet bags (“ditty bags”). Providing clients with a higher-end bag to put
their samples in makes them feel like a valued and important client of the clinic. A lifelike penile
model that accurately represents the anatomy of the target population is required during the skills
building component. Having one or two less lifelike models are important to have on hand in the
case a client refuses to practice using the lifelike model. Baby oil is needed for the demonstration
about the dangers of using oil-based lubricants. A poster with National HIV Rates and PHA contact
cards need to be printed in color. Paper towels and hand sanitizer are important to have on hand for
clients and the PHA to clean their hands after practicing correct condom use. Finally, if able, your
agency can supply the PHA with speakers to play music during the session and with refreshments to
offer the clients. Both of these supplies will help the PHA build trust and rapport, which may
increase the impact of the intervention.

Two budgets have been included for your consideration. The first is a budget that includes estimated
figures and represents the cost of implementing FOF for one year (or 1250 clients). The second
budget is a blank, user-friendly tool without figures to assist you when developing a budget with
your respective figures.
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Cost Sheet — Estimated

Categories for Provider Costs to Implement Intervention

Cost per Total
Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant “cost
N=1250 I
Personnel (time spent on intervention)
# Staff # Staff
Required % time or # hrs weeks Required % time or # hrs weeks
Salatied |
Clinic Director 1 5% 2 1 2% 50 InKind | InKind
Clinic Manager 1 15% 2 1 5% 50 InKind | InKind
Other Clinic Staff TBD 1% 2 TBD 1% 50 InKind | InKind
Houtly
Peer Health Advisor 1 40 2 1 40 50
Compensation % allocated $/ht weeks | % allocated $/hr weeks |
Peer Health Advisor $10.00 2 $10.00 50 $16.64 $20,800.00
Facilities (time used for intervention)
# Required # hrs/week weeks # # hrs/week weeks |
Small Private Meeting
Space/ 1 40 2 1 40 50 InKind | InKind
Peer Health Advisor
Office
Equipment (time used for intervention)
# Required % time weeks # Required % time weeks |
Copier 1 1% 2 1 1% 50 InKind | InKind
Computer 1 10% 2 1 1% 50 InKind | InKind
$ $
# Required  allocated/week # Required allocated/month  weeks |
Phone 1 $6 1 1 $6.00 50 $0.24 $306.00
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Cost per

Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant %
N=1250 =
Supplies
Units X Price/unit Units X Price/unit |
Condoms Client(s)* 1 $7.30 | Client(s)* 1250 $730 |  §731 $9,132.30
Lubricants Client(s)* 1 $6.55 | Client(s)* 1250 $655| %656 $8,194.05
Penile Model - Rubber Model(s) 1 $11.00 | Model(s) 0 $11.00 |  $0.01 $11.00
Penile Model - Wooden Model(s) 1 $8.00 | Model(s) 0 $8.00 | %001 $8.00
Penile Model - Plastic
Banana Model(s) 1 $5.28 | Model(s) 0 $528 |  $0.00 $5.28
Ditty Bags Bag(s) 5 $1.25 | Bag(s) 1250 $1.25|  $1.26 $1,568.75
Baby Oil 200z Bottle(s) 1 $4.50 | 200z Bottle(s) 10 $450 |  $0.04 $49.50
External Audio Speakers | Set(s) 1 $22.00 | Set(s) 0 $22.00 |  $0.02 $22.00
MP3 Player Player(s) 1 $30.00 | Player(s) 0 $30.00 [ $0.02 $30.00
Printer Ink - Black Cartridge(s) 1 $122.00 | Cartridge(s) 3 $122.00 [ $0.39 $488.00
Printer Ink - Cyan Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 [ $0.29 $366.00
Printer Ink - Magenta Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 [ $0.29 $366.00
Printer Ink - Yellow Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 ( $0.29 $366.00
Printer Paper Cartridge(s) 1 $48.99 | Cartridge(s) 3 $48.99  $0.16 $195.96
Posters Poster(s) 7 $55.00 | Poster(s) 0 $55.00 ( $0.31 $385.00
Contact cards Contact card(s) 1250 $0.22 | Contact card(s) 0 $0.22 $0.22 $275.00
Total Cost

Personnel $800.00 $20,000.00 | $16.64 $20,800.00
Facilities In Kind InKind | InKind | In Kind
Equipment $6.00 $300.00 [ $0.24 $306.00
Supplies $1,298.87 $20,164.97 $17.17 $21,463.84
Phase Total $2,104.87 B} $40,464.97 $34.06 $42,569.84
Final Total: $42,569.84

*Assumes 35 high-end condoms and 35 foils of water-based lube per client (25 of each to take home and 10 of each to open and practice with)




Cost Sheet — Blank

Categories for Provider Costs to Implement Intervention - Template

Cost per
] . . . . . . . Total
Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant —Cost
N=1250 I
Personnel (time spent on intervention)
# Staff # Staff
Required % time or # hrs weeks Required % time or # hrs weeks
Salatied |
Clinic Director |
Clinic Manager |
Other Clinic Stafft |
Houtly
Peer Health Advisor
Compensation % allocated $/ht weeks | % allocated $/hr weeks |
Peer Health Advisor
Facilities (time used for intervention)
# Required # hrs/week weeks # # hrs/week weeks |
Small Private Meeting
Space/ |
Peer Health Advisor
Office
Equipment (time used for intervention)
# Required % time weeks # Required % time weeks |
Copier |
Computer |
$ $
# Required  allocated/week # Required allocated/month  weeks |
Phone
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Cost per
Categories Pre-Implementation (start-up) Implementation (intetrvention delivery) Participant %
N=1250 =
Supplies

Units x Price/unit Units X Price/unit |
Condoms Client(s)* Client(s)*
Lubricants Client(s)* Client(s)*
Penile Model - Rubber Model(s) Models)y
Penile Model - Wooden | Model(s) Models)
Penile Model - Plastic
Banana Model(s) Models)
Ditty Bags Bag(s) Bags)
Baby Oil 200z Bottle(s) 200z Bottle(s) |
External Audio Speakers | Set(s) Set(s)
MP3 Player Player(s) Player(s)
Printer Ink - Black Cartridge(s) Cartridgetsy
Printer Ink - Cyan Cartridge(s) Cartridges)
Printer Ink - Magenta Cartridge(s) Cartridgets)
Printer Ink - Yellow Cartridge(s) Cartridgety
Printer Paper Cartridge(s) Cartridgets) L
Posters Poster(s) Poster(s)
Contact cards Contact card(s) Contact card(s)

Total Cost

Personnel |
Facilittes |
Equipment |
Supplies
Phase Total
Final Total:

*Assumes 35 high-end condoms and 35 foils of water-based lube per client (25 of each to take home and 10 of each to open and practice with)




Adaptation

Adaptation is the process of modifying an evidence-based intervention to meet a particular
population’s needs while maintaining fidelity to the intervention’s core elements and original intent.
Prior to considering adapting an intervention, it is important to consider all available evidence-based
interventions to make sure you have selected the intervention that best suits the needs of the target
population you want to serve. Matching the HIV-prevention needs of your target population—
specifically, risk behaviors and determinants of risk—with an intervention that addresses these
problems should be done first. If you determine that there is no existing evidenced-based
intervention that can meet your target population’s needs, then it may be time to consider
adaptation. This means that, for example, you may need to adapt an intervention, originally
designed to serve a specific target population, for persons of a different race, ethnicity, or age.

The adaptation process consists of a number of analytical steps ranging from a community
assessment which includes an assessment of your target population’s HIV prevention needs and
determinants of behavior change, to reviewing the existing intervention, community support and
norms, to making necessary changes to fit your target population, to pilot testing new materials. A
critical component of the process is working with members of your target population and key
stakeholders during each step to ensure that your target population’s needs are addressed and that
the materials are culturally and linguistically competent and age appropriate.

Some things to consider when deciding whether to adapt an existing intervention include: a) how the
existing intervention’s problem statement and determinants of behavior change, as depicted in the
behavior change logic model, fit with your target population’s HIV-prevention needs; b) how
immediate and intermediate outcomes depicted in the behavior-change logic model fit with the
intended behavior change goals for your target population; and, ¢) whether the existing content,
prevention messages, intervention activities, delivery strategies, and materials are suitable and
relevant for your target population.

When going through the adaptation process, it is important to keep the original intent of the
intervention as depicted in its behavior change logic model. That is, the intervention should
continue to address the same needs identified in the problem statement, target the same
determinants of behavior change and aim for the same intended outcomes. The specific manner or
method by which this is accomplished in the intervention may need to be modified. Understanding
the behavior-change logic model and the core elements and key characteristics of the intervention is
important so the adaptation process can be done successfully. Core elements cannot be changed.
They must be maintained because they are based on the underlying theory or internal logic of the
intervention and are believed to be critical to the intervention’s success in achieving its outcome
objectives, including the behavior changes you want clients to achieve. The intervention’s key
characteristics can be modified. In general, the intervention content, activities, delivery strategies,
and materials can be modified as needed, as long as these changes don’t affect the core elements.
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It is not recommended that you adapt an intervention for a different risk behavior. For example, an
intervention that seeks to change risky sexual behaviors cannot easily be modified to change
injection drug use behaviors. To address this problem, selecting a different intervention that better
fits your target population and their risk behaviors is strongly recommended. Adaptation is generally
not recommended for a population with a different HIV-serostatus or a different gender because of
differences in content, prevention messages, and contextual issues.

If you have program evaluation funds, sound management recommends that you conduct process
monitoring and process evaluation with the adapted intervention once it is implemented. This will
assist you in determining if your target population is being reached as anticipated and if the adapted
intervention is being delivered completely, consistently, and with fidelity to your clients.

If your agency is funded by the Centers for Disease Control and Prevention, Division of HIV/AIDS
Prevention, you must include your project officer in discussions and decisions about the adaptation
process, and your project officer should provide approval for the adapted intervention to be
implemented with clients. Your project officer can also discuss capacity-building assistance available
from the CDC (http://www.cdc.gov/hiv/cba). If you are “indirectly” funded by CDC through
your health department, check with health department staff to request assistance on adaptation.
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Implementation Guide

Introduction

The Implementation Section of this manual is designed to help agencies adopt FOF into the
services they provide for young African American men who have sex with women. It provides
information on the implementation activities, facilitator coordination, and use of the facilitator’s
guide. The PHA Implementation Guide, which is included in this section, outlines the FOF
intervention that the PHA will be implementing,

Implementing the FOF intervention requires that PHAs prepare materials, set-up the room and
practice delivering the intervention. The intervention is comprised of 6 components that the PHA
will customize to the needs and concerns of the client. These components focus on addressing client
issues and correcting mistaken beliefs by providing information, increasing client motivation to use
condoms, and building client skills to use condoms and lubricant. After delivering the intervention
to the clients, the PHA will meet regularly with his supervisor and complete required monitoring and
evaluation paperwork.

In addition to implementing and delivering FOF to the clients, there are a number of programmatic
implementation activities that must be accomplished. These activities include pre-implementation
activities and maintenance efforts.

Pre-implementation refers to how agencies can prepare to put the intervention into action. This
includes steps such as securing support through stakeholder “buy-in,” finding and training the
appropriate staff, budgeting, determining client eligibility, determining where the intervention will be
conducted, and how it will be integrated into clinic flow. More information about pre-
implementation activities can be found in the “Pre-Implementation” section.

Maintenance refers to all the factors that agencies should consider in order to sustain the
intervention. This includes updating materials, staff training, and quality assurance. More
information about maintenance can be found in the “Maintenance” section.
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Implementation Activities at a Glance

The following table outlines the activities that need to be completed in order to successfully
implement the FOF intervention. The suggested person(s) responsible and required materials are
also listed. [Appendix U]

Implementation
Task Person(s) Materials
Responsible
Organize and set-up supplies for FOF sessions. Clinic See

e Pens Manager, “F acili.tat().r
¢ 1 color poster with National HIV Rates broken down by PHA’s Coordination
race Supervisor, | for guidance

e 1 realistic penile model that accurately represents the Lay Health | on ordering

anatomy of the target population

1-2 less realistic penile models (wooden or plastic banana)
Bottles of baby oil

Paper towels

Hand sanitizer

Large number, approximately 35 per participant, and
variety of desirable and/or high-end condoms

Large number, approximately 35 per participant, and
variety of desirable and/or high-end 3 to 8 ml water-based
lubricant packets

Copies of the Short Condom Use Survey (SCUS)

Copies of the list of stores in the surrounding area that
carry a variety of high-end condoms and lubricants with the
address and hours listed

Wallet-sized contact cards (outlining the 8 steps for correct
condom use on one side and contact information of the
PHA and clinic on the other)

Small paper or ditty bags (small draw-string bags for clients
to put 25+ condoms and 25+ lubricants of their choosing)
Laptop, MP3 player, portable speakers or CD player to play
music (optional)

Refreshments, for example, water, coffee, cans of soda
(optional)

supplies and

preparing
materials
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Task Person(s) Materials

Responsible
Develop a Process and Schedule for the PHA to practice PHA’s
implementing FOF. Supervisor,
e  Quality assurance procedures should be developed for PHA
practice .
Set up space for PHA to implement FOF. Clinic Space for
e Make sure the room is private (with a door) and is available | Manager, Intervention
for at least 60 minutes per client. PHA’s
e Set up chairs and desk/table. Supervisor,
e Hang appropriate posters on the wall. PHA

o Appropriate posters should not detract from the focus of
the intervention, which is correct and consistent condom
use.

o For example, the posters that reveal the dramatic
difference in AIDS rates for African Americans versus
the rest of the population can be hung on the wall.

e Set up laptop, MP3 player, portable speakers or CD player
to play music (optional).

e Make sure there is appropriate space and secure space for
supplies.
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Task Person(s) Materials
Responsible
Develop a plan for PHA down time. Clinic
e Determine what tasks the PHA will be responsible for Manager,
when not facilitating sessions of FOF with clients. For PHA’s
example Supervisor,
o Review the Facilitator’s Guide and video; PHA
o Review client satisfaction survey results;
o Assist with recruitment by greeting clients in the clinic or
talking with them in the waiting room;
o Do an inventory of supplies to ensure there are adequate
numbers of condoms, water-based lubricant, handouts,
etc.;
o If clients who received the intervention are back at the
clinic for follow-up treatment, meet with them while they
are waiting to get feedback about the intervention;
o Update materials, for example, the “List of Stores”, if
necessary;
o Adapt the intervention by offering it to clients who are
30-35 years old or 16-17 years old;
o Call clients who participated in the intervention to see if
they have any questions and to get feedback about the
intervention.
Conduct FOF. PHA See
e The PHA implements FOF with clients in the clinic. “Fa}cﬂ:,tator’s
e C(Client Surveys can be collected from each client to get Guide
feedback about FOF and the PHA’s performance. S .
ee Appendix
P
Debrief with the PHA on a weekly basis regarding the PHA’s See
implementation of the intervention. Supervisor, | “Supervising
. . . PHA the PHA”
e Discuss successes, concerns or issues with current
implementation, devise solutions.
Follow-up with M&E indicators for measuring continuous | Clinic See
and effective implementation of FOF. Director, “Monitoring
e M&E indicators should be completed and reviewed (e.g., Clinic and
Manager Evaluation”

Quarterly) and used to improve the pre-implementation
and implementation process.
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Task Person(s) Materials
Responsible
Monitor levels of supplies and purchase supplies as Clinic
required on a weekly basis. Manager,
e Ensure there are a sufficient number of supplies and PHA’s .
materials for all clients who patticipate in FOF at the Supervisor,
agency. PHA
Distribute and review Staff Surveys on a monthly basis. Clinic See Appendix
e Ask staff to complete a survey regarding the value of the Manager 0
intervention at the agency and the successes and challenges
with the integration of FOF into clinic flow.
Address staff “buy-in” drift on a monthly basis. Clinic See “Staff
1N
e Share FOF successes at staff meetings and via newsletters, Mana’lger, Buy-in
ask for feedback about FOF from staff, conduct group PHA’s
problem-solving to address challenges with FOF, provide Supervisor

opportunities for retraining and orientation for new staff,
etc.
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FOF at a Glance

The table below, which we have reproduced from earlier in this manual so that PHAs will have it as a part of their Facilitator’s Guide,
provides a brief overview of the goal, activities, and time for each of the six components of FOF.

Inquire about clients' past
condom use expetiences,
discuss condom negotiation
strategies, and increase
motivation to use condoms by
showing HIV rates poster.

Discuss condom negotiation
skills and help the client
determine ones that will work for
him;

Increase client motivation to
improve upon existing condom
use skills by showing
disproportionate HIV rates
among African American males.

condoms and gives him positive reinforcement.
The PHA and client have an informal discussion
about experiences that the client has with
condoms (e.g., tight fit, girlfriend will suspect him
of cheating. etc.). The PHA presents options of
how the client can introduce condoms into
relationships. The client looks at the poster on the
wall that illustrates how African Americans are
disproportionately affected by HIV. The PHA
addresses the client’s reaction to the poster in a
way that will further motivate him to take action
on behalf of his community.

Component Goals Overview Time
Component 1 Create a positive and The PHA meets the client and uses different 5 minutes
Establish a constructive comfortable environment so strategies (e.g., discuss sports or music, “caring
rapport and show the client clients will fully engage in the brother” or “being real” approach, etc.) to build
respect. following teaching/learning rapport and establish a non-judgmental climate.

process; The PHA casually inquires about how often the

client uses condoms and describes the goal of the

Establish the upcoming session intervention, which is to help the client resolve any

as a chance to improve existing | problems he may have with using condoms.

condom use skills.
Component 2 Understand the errors that the The PHA gives the client a few minutes to 10 minutes
Fill gaps in the client’s client has made when using complete the survey. The PHA reviews the survey
understanding of correct condoms; and gives the client positive feedback about things
condom use based on a he is doing well and addresses errors he has made
review of the Short Condom | Address errors and rectify when using condoms in the past.
Use Survey (SCUS). misconceptions the client may

have about correct condom use.
Component 3 Rectify issues with condom use; | The PHA asks the client about how often he uses 10 minutes
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Component

Goal

Overview

Time

Component 4

Provide guided practice in the
correct application and use of
condoms and water-based
lubticant.

Increase clients' self-efficacy for
condom and lubricant use;

Show that oil-based lubricants do
not work;

Develop an understanding of
how to introduce condoms into
current and future relationships.

The PHA blows up a condom, ties it tightly, and
rubs baby oil on it. It breaks. This is used as a
jumping off point for a discussion about why the
client should never use oil-based lubricants. The
PHA gives the client a card with correct condom
use instructions and demonstrates how to properly
use a condom and lube using the penile model,
delivering key health promotion messages
throughout the process. The client then practices
putting the condom and lube on the penile model
until he has done it correctly three or four times.
The PHA delivers important messages about
condom use throughout the practice.

10 minutes

Component 5 Get clients to "shop ahead" for | The PHA engages the client in a discussion about 5 minutes
p p 8ag
Address erection and access condoms and lubricant; how erection loss is normal and strategies to
problems. Normalize the loss of an erection | ©vercome it. The discussion also focuses on the
thereby helping clients to get importance of having a supply of good fitting
beyond this problem without condoms on hand before sex occurs.
taking off the condom.
Component 6 Provide information, motivation, | The client spends some time exploring the 10 minutes

Help clients achieve a
satisfactory fit and feel.

and skills to clients that will
increase their quality of condom
and lubricant use and thereby
decrease the odds of condom
failure;

Close the session.

different condoms and lubricants by opening them
up and feeling them. The PHA describes features
that help him find a few with the best feel and fit.
The client fills a small bag with any
condoms/lubricant he chooses (25+ of each). The
client is asked what he will remember about the
conversation and then to share the information
with a friend or family member.

Total Time

~50 minutes
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Facilitator Coordination

This section outlines how the PHA prepares and completes tasks to successfully implement the
intervention.

Materials Checklist
The following items are required to implement the FOF intervention with each client.
Materials to Prepare Abead of Time

[l Copies of the Short Condom Use Survey (SCUS)

[l Laminated color poster with National HIV Rates broken down by race

[l Wallet-sized contact cards (outlining the 8 steps to correct condom use on one side and
contact information of the PHA and clinic on the other)

Ll Copies of the list of stores in the surrounding area that carry a variety of high-end condoms
and lubricants with the address, hours, and condom and lubricant prices listed

Ordering Supplies

] 1 realistic penile model that accurately represents the anatomy of the target population

(] 1-2 less-lifelike penile models (e.g., wooden model, banana, etc.)

] Large number, approximately 35 per participant, and variety of desirable and/or high-end
condoms

[ Large number, approximately 35 per participant, and variety of desirable and/or high-end 3
to 8 ml water-based lubricants packets

1 Ditty bags (a small draw-string bag for clients to put 25+ condoms and 25+ lubricants of
their choosing)

Purchasing Supplies

1 Pens/pencils

[l Bottles of baby oil

Ll Paper towels

[l Hand sanitizer

Ll Laptop, MP3 player, portable speakers or CD player to play music (optional)

[l Refreshments, for example, water, coffee, cans of soda (optional)

Materials to Prepare Ahead of Time
Each of the following items should be prepared in advance of implementing the intervention.

Short Condom Use Survey (SCUS): This survey should be photocopied prior to meeting with
clients. (SEE COMPONENT 2).

Color Poster: A poster that demonstrates the disproportionate rate of HIV among African
Americans in the country should be printed in color and laminated.(SEE COMPONENT 3).

Wallet-Sized Contact Cards: Wallet-sized cards with the 8 steps to proper condom use on one
side and the contact information of the PHA on the other should be printed in color.
Agencies should tailor the contact card included in this package and send it to a local
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printing business for printing. (See COMPONENT 4 for an example.)

List of stores in the surrounding area that carry a variety of high-end condoms and lubricants with the
address and honrs listed. This list should be developed and photocopied prior to meeting with
clients. It is important to include stores in the area surrounding the clinic where clients can
purchase condoms and water-based lubricant in bulk. The purpose of the list is to give
clients information about where they can stock up on condoms so they always have an
adequate supply before having sex. This means that they will never be in a position where
they may have to run to a gas station to buy a condom, be forced to use a condom without
the right fit and feel, or choose to simply have sex without using a condom. Consider
including large chain drugstores (e.g., CVS, Walgreens) as some clients may not live in the
area surrounding the clinic, but may have those stores in their communities. Although the
selection and prices may not be the exact same, they will give clients an idea of what brands
and condoms the stores generally carry. (See COMPONENT 5 for an example)

Ordering Supplies
It is important to order the supplies for the intervention prior to implementation. Specifically

1 realistic penile model that accurately represents the anatomy of the target population;
1-2 less-lifelike penile models (e.g., wooden model, banana, etc.);

Large number, approximately 35 per participant, and variety of desirable and/or high-end
condomes.

o Itis important to include condoms that are viewed as high-end and popular in the
community where the intervention is being implemented.

o Note: If your agency plans on offering polyurethane condoms to clients who have
been diagnosed with a latex allergy by a physician, you may choose to order less of
these. During the pilot process, over 600 clients participated in FOF and although
they were available, no polyurethane condoms were distributed.

Large number, approximately 35 per patticipant, and variety of desirable and/or high-end 3
to 8 ml water-based lubricants packets.

o Itis important to include water-based lubricants that are viewed as high-end and
popular in the community where the intervention is being implemented.

Ditty bags (a small draw-string bag for clients to put 25+ condoms and 25+ lubricants of
their choosing).

o Ditty bags should be the proper size to fit 25+ condoms and 25+ packets of water-
based lubricant.

See Appendix V for a list of condoms, water-based lubricant, penile models and suppliers used
during the pilot.

Purchasing Supplies
In addition to the materials that need to be prepared and the supplies that need to be ordered, the
following supplies need to be purchased (or ordered) for the intervention

Pens/pencils,
Bottles of baby oil,
Paper towels,
Hand sanitizer ,
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Laptop, MP3 player, portable speakers or CD player to play music (optional),
Refreshments, for example, water, coffee, cans of soda (optional).

Room Set-up

The room in which the intervention is conducted must be private. This means that there should be a
door that can be closed so conversations cannot be heard by people passing by. Rooms created by
dividers should not be used, and the room should be available for at least 60 minutes per client.

Before a client enters the intervention room, it is important to set it up so it is inviting to the client.
It can be set up in the following way

Two chairs (one for the PHA and one for the client) are placed face-to-face with a
comfortable amount of space in between them;

The penile model is placed on a table or desk and is visible to the client when he walks into
the room;

A large selection of condoms and lubricant (at least 10 of each variety) are arranged on a
table or desk;

Ditty bags (at least 1) for the client to put his desired condoms and lubricants in sitting on a
table or desk;

Posters hung on the wall (FOF marketing posters, pie charts, and other appropriate posters)
If the PHA chooses to play music in order to build rapport, a laptop or stereo with the
chosen music should be set-up. Note: The music that the PHA plays must be approved by
the Clinic Manager.

For example

HE me

Practice Time

PHAs require individual practice time. Practice obtained through the Training of Facilitators should
be followed up with individual practice. Supervisors should schedule time to meet with the PHA to
practice with all materials available. PHAs can practice with supervisor or another individual that
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understands the intervention and can give valid feedback. PHAs should practice often to ensure they
are not developing habits that compromise fidelity to the intervention’s core elements.

Intervention Delivery
FOF, as written, is approximately a 50 minute intervention. Depending on the clients’ needs and
concerns, the intervention can take as little as 45 minutes and as many as 60 minutes.

Delivery of Components

FOF is comprised of 6 components. It is recommended, but not essential, that the intervention be
delivered in the order laid out. The conversational tone allows the intervention to be customized to
each client. Therefore, the components may not necessarily flow in the order laid out in the
Facilitator’s Guide. For example, if a client is immediately curious about the displayed condoms and
penile model, the PHA should explore this by completing Component 4 (“provide guided practice in
the correct application and use of condoms”) before the other components.

Additionally, the amount of time allotted to each component is flexible and should be adapted to
reflect the developmental and learning needs of the clients. For example, some clients may require
more skills practice whereas others may require more time spent discussing condom use issues.

Restocking Between Clients

In between clients, the PHA will need to restock the supplies he used with the previous client. This
includes condoms, lubricants, ditty bags, copies of surveys and posters, and information cards. This
can be difficult to do quickly and consistently, especially when a client is waiting to see the PHA.
The PHA may find it helpful to create a re-stocking checklist to run through to ensure that he has a
full set of supplies for each client that he sees (see Appendix Z for an example re-stocking checklist
that the PHA can use). The PHA can also use the time when the client is completing the SCUS to
restock the table. This will allow the client to have some space while completing the survey and the
PHA to ensure there are enough supplies for that client.

Debriefing with the Supervisor

The PHA will meet with his supervisor on a weekly basis. They will meet to discuss client
observations and needs, facilitation/implementation successes and challenges, and intervention
progress. Policies and procedures related to issues that arise during the intervention should be
reviewed at this time. See “Supervising the PHA” in the Pre-Implementation section for more
guidance about debriefing.

Policies and Procedures to Address Issues that Arise During FOF
Any issues that arise during the intervention that the PHA cannot address should be addressed with
the supervisor immediately or as soon after the intervention as possible.

Issues include when clients
e Ask for advice regarding issues in their relationships not related to condom use;

e Ask to borrow money, ask for home phone numbers, or ask for information about other
clients in the clinic;

o 'Threaten the PHA with violence;
o Ask for information or referrals that the PHA is unsure of;
e Disclose personal issues that must be reported.
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PHA Downtime

On days when an insufficient number of eligible clients are coming into the clinic, it is important
that the PHA is using his time at the clinic productively and towards the goals of FOF. The PHA
should not be performing duties not related to FOF (e.g., answering phones, filing, etc.). Supervisors
should decide the best way for the PHA to use his time when he is not working with clients at the
clinic. For example, during downtime, Peer Health Advisors can

Review the Facilitator’s Guide and video;

Review client satisfaction survey results;

Assist with recruitment by greeting clients in the clinic or talking with them in the waiting
room;

Do an inventory of supplies to ensure there are an adequate number of condoms, water-
based lubricant, handouts, etc.;

If clients who received the intervention are back at the clinic for follow-up treatment, meet
with them while they are waiting to get feedback about the intervention;

Update materials, for example, the “List of Stores,” if necessary;
Adapt the intervention by offering it to clients who are 30-35 years old or 16-17-years-old;

Call clients who participated in the intervention to see if they have any questions and to get
feedback about the intervention.
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How to Use This Guide

The following provides an overview of how to use the FOF PHA Facilitator’s Guide.

Components
This guide is divided into the six components of the FOF session. Each component includes the
following parts.

Goals: this describes the intent of the component. By understanding the component’s goals,
PHASs can keep the conversation focused and relevant.

Core Elements: identifies the core element(s) of the intervention that this component covers.
The core elements are required elements that represent the theory and internal logic of the
intervention and most likely produce the intervention's main effects. Core elements must be
implemented with fidelity to increase the likelihood that prevention providers will have
program outcomes that are similar to those in the original research.

Time: the approximate amount of time it should take to complete the component.
Materials: lists all items PHAs will need in advance to accomplish the component.

Important Considerations for this Component: contains important background information,
common challenges, and effective strategies that PHAs need to be aware for the given
component.

Procedure: describes how to accomplish the component with the client. Includes step-by-step
instructions that are detailed and directed at the PHA; they are not instructions to be given
to the clients. Items in quotes in this section are examples of possible dialogue that can occur
between the PHA and the participant, but should not be treated as a script that must be
followed. A more natural conversation between the PHA and the client that includes the
same points is encouraged.

Appendices: contains various materials relevant to the intervention sessions. These materials
include the Short condom use survey (SCUS), the poster, double-sided contact card that lists
8 steps to correct condom use, facilitator forms, resources and FOF original research article.
o Appendix A
The original implementation research was done by Dr. Richard Crosby and Dr.
Ralph DiClemente. The research outcomes are published in: Crosby R, DiClemente
R, et al. A brief, clinic-based, safer sex intervention for heterosexual African
American men newly diagnosed with an STD: A randomized controlled trial.

American Journal of Public Health. 2009; S96-103.

o Appendix B
If the Condom Fits, Wear It: A Qualitative Study of Y oung African American Men by Dr.
Richard Crosby published in 2004 in the Journal of Sexual Transmitted Infections.
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ICONS

Peer Health Advisor Action: The symbol : indicates the points where the Peer Health
Adpvisor has to take action. For example, actions include demonstrating the 8 steps to correct
condom use.

Peer Health Advisor Question: The symbol a * indicates the points where the Peer
Health Advisor asks the client for important information. For example, questions
include asking about past negative experiences with using condoms.

Client Action: The symbol e indicates the points where the client will take action to
complete a survey or practice new skills with respect to condom and lubricant use.

L
Key Messages: The symbol j indicates the points where the Peer Health Advisor will
deliver key messages to the client regarding condom use.
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Peer Health Advisor Facilitator’s Guide

The Facilitator’s Guide is for PHAs. This guide outlines step-by-step the different
components and goals that the PHAs need to achieve with each client. PHAs are
encouraged to use the Facilitator’s Guide when practicing delivering FOF. This Guide
can also be used as a reference by the PHA when delivering the intervention to actual
clients.

This section provides scripts and step-by-step instructions on how to facilitate FOF
with the clients.

Component 1: Establish a constructive rapport and show the client respect.

Goals

e C(reate a positive and comfortable environment so clients fully engage in the
tollowing knowledge, skill, and attitude building process;

e Establish the upcoming session as a chance to improve existing condom use

skills.

Core Elements

e The PHA establishes rapport and a trusting relationship with the client at the
beginning of the session.

Time 5 minutes

Materials
e Laptop, MP3 player, portable speakers or CD player to play music (optional);

e Refreshments, for example, water, coffee, cans of soda (optional).

Important Considerations for this Component
1. One of the keys to having a successful intervention is developing a trusting
relationship by establishing a rapport and a non-judgmental climate.

2. The negative experience of being diagnosed with an STD needs to be
considered.
e C(lients can enter the clinic with suspicion, stigma, and distrust. They can feel
rejected and may often feel betrayed that they were infected with an STD in the
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first place. Overall, clients can experience a great deal of negativity in STD

clinics.

In this discouraged state, clients will be more open to receiving help from a
caring person that they identity with. Therefore, that negative energy can be
used as a stepping stone to build rapport between yourself and the client.

3. Based on the client’s characteristics (age, body language, energy, tone, etc.), it is

important to establish an effective means of relating prevention messages to him.
Different strategies include

“Caring Brother” approach — You can relate to the man with respect but also
demonstrate a wisdom that comes with age. Combined with your experiences
working with clients at the STD clinic, you can portray yourself as a
knowledgeable "brother" who is taking time to protect someone you care
about. This type of working relationship is often best suited to men 18 to 21
years of age.

“Being Real” approach — These clients typically want only the truth and they
can quickly detect any subtle attempts to manipulate their behavior. Most of
the older (i.e.,,, 21 and above) men attend the nightclub scene on a regular
basis. In this type of setting, sexual tension is high and it is imperative that
clients learn how to be prepared to practice safer sex, not just be prepared to
tind sex. These clients also respect explicit direction as long as it does not
challenge the wisdom of their past choices—the focus should be on the future

and never on the past.

These categories are fluid. “Being real” may be the best approach for some
younger men and the “caring brother” approach may work best for some older
men. You will need to quickly determine which approach to use by observing
the client’s body language and listening to what he says and his tone.

In both cases you can use your own experience as a way to relate to clients
regarding the likely hassles they have experienced in using condoms.
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e Itis important to quickly understand how each client is feeling and adjust your
rapport-building strategy to his mood. For example, if a client is energetic, you
should demonstrate the same level of energy and enthusiasm. If a client is

teeling down, you should show sympathy and understanding.

¢ Your rapport-building strategy will change with every client as no two clients
are the same.

4. A primary operating component is to show constant respect for the men and
keep the focus on their future.

e C(lients want and need to know that others care about their well being and
believe in their ability to succeed in the future.

e C(lients may feel hopeless about their futures, so it is important that you
emphasize that they have a future.

e Optimism about the future should permeate every aspect of the intervention
session and it should be clear that protecting the future involves protection
against STDs and—most importantly—HIV.

Procedure

1. Introductions.
e Welcome the client. For example, “Hey, what’s up?” or “How’s it going?”

e Tell the client your name in a welcoming manner.

e Ask him for his name if he doesn’t share it right away.

2. Establish an initial rapport and get the client in a trusting mood by using
“small talk.”
e Several “small talk” options are listed below.
o These “steps” are not required but are options for PHAs to utilize.
o Acknowledge the experience the client just had in the clinic, for example
" “You probably had to wait a long time today. Sorry about that.
You can chill here with me though; this will be completely
different than what you just got done with.”
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o Offer the client a refreshment, for example
" “You want some water or coffee?”
" “You want a can of soda?” (if possible)

o Start a conversation about something the client is wearing (e.g., his
shoes, logo on his baseball cap, etc.), for example

»  “Nice sneakers man. Where did you get those? I’ve been looking
for ones like those everywhere.”

" “So you’re a Miami Heat fan? Do you think they will win the title
this year?”

o Start a conversation about pop culture or current events, for example

»  “What kind of music do you like?”

* “What do you think about the latest NBA trade?”

* “Did you see the football game on Sunday?”

»  “What do you think about the upcoming elections?”

o When the client comes in, have some popular music playing at a low
volume in the background. If he comments on the music, turn it up and
use it to start a conversation.

» “This new track is amazing. Have you heard any of his other
stuff?”
» “I like this album better than his old stuff. You?”

® The topic is less important than the intent. The intent is to have a conversation
that takes the client's mind out of the negative context just described.

3. Get to know the client.

e Ask the client what he does (school, work, etc.), what he likes to do in his spare
time, what he wants out of life, etc.

e If the client mentions something that he wants out of life, follow it up with a
positive statement about his future, such as
o “That’s great that you want that. I can help you protect yourself and stay
healthy so you can get what you want out of life.”

4. Casually inquire about the client’s frequency of condom use and give

Q affirmations.

e Because only clients who have used condoms in the past 3 months will be
enrolled, casually ask clients how often they use condoms, for example
o “How often would you say that you use condoms?”
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e If clients say "sometimes or almost always" build on this with an affirmation,
for example
o “You seem like you care about your health."

e Asking about the client’s current condom use during this Component brings
condoms into the discussion. This gives the client a general idea of what the
intervention will be about.

5. Describe the goal of the session, reinforcing that this is a non-judgmental
environment.
® [Let clients know the goal of the session by saying

o “In this session I’'m not going to talk about why you’re here at the clinic
or about your lifestyle. I just want to show you how condoms can make
sex better and how to use them in a way that will help you avoid getting
another STD.”

o “This session is going to help you resolve any problems you may have
with using condoms, including problems with like making sure condoms
don’t break.”

o “We’re not going to talk about your past; we’re going to focus on your
tuture.”

Component 2: Fill gaps in the client’s understanding of correct condom use
based on a review of the Short Condom Use Survey (SCUS).

Goals
e Understand the errors that the client has made when using condoms;

e Address errors and rectify mistaken beliefs that the client may have about

correct condom use.

Core Elements

e The PHA shows unconditional respect for men and maintains a non-

judgmental environment for the client concerning any risk behaviors disclosed;

® The PHA clearly communicates the importance of the client protecting his
future by using condoms correctly and consistently with his partner(s).

Time 10 minutes
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Materials

e Short condom use survey (SCUS) (see the end of this component)

e DPen or Pencil

Important Considerations for this Component

1. In this component, the client will discuss some problems that he has had in the
past with condom use in a general manner. In the next component (Component

3), the client will share more information about specific condom use experiences.

2. Questions that clients answer “No” to on the SCUS can be used to give them
affirmations about what they are doing correctly when it comes to using
condoms. All questions that the client answers “Yes” to on the SCUS should be

addressed and misconceptions should be rectified.

3. Itis very important to destroy the survey at the end of the session. The survey
should not be kept for any purpose.

Procedure

1.

®2

3

Introduce the Short Condom Use Survey (SCUS) to the client.

e Tell the client that you would like him to complete a survey that will give you
more information about how you can help him improve his condom use.

e Use a statement such as
o “Condoms can be difficult to use. I’'m going to ask you to fill out this
short survey that will let me know how I can help you in making sure
that every time you wear a condom it will be effective at protecting you
trom getting an STD.”

. Ask client to complete the SCUS.

e The 15 question “yes or no” survey should take clients approximately 3
minutes to complete.

o If the client prefers, you can read the questions to him and he can tell you his
answers.

. Review SCUS.

e Take 1 or 2 minutes to independently go through the SCUS instrument, taking
mental note of successes, errors, and problems with condom use.
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4. Based on SCUS, give the client positive feedback about things he is doing
well regarding condom use.

¢ Give clients affirmations on any questions that a client answers “No” to.

e DPositive experiences will become the starting point for the subsequent learning
exercise. They will also be used to show clients that they clearly care about their
tutures enough to have taken protective actions in the past.

e Use statements such as
o “I see you haven’t had a condom break in the past three months—good

tor you!”

o “I see youre careful about not using dry condoms—ryour partner

probably appreciates that

"’

5. Based on SCUS, discuss client errors and problems with condom use.

e Ask clients to discuss any items that they answered “Yes” to and may have
been problematic events for them when using condoms.

e Some common issues raised by clients and ways to correct misunderstandings
are outlined below.

Question Issue How to Correct Issue
Number
1,2, 3, Mechanical errors, Stress to the client the importance of
4.5 for example, letting it | putting the condom on correctly. You can
touch sharp jewelry, | use the model to show the client how to put
putting in on before | a condom on correctly at this point if
erect, putting it on necessary, e.g., how to open a condom
the wrong side up, package, not unrolling it before putting it
unrolling the condom | on, pinching the tip, etc.
before putting it on,
holding the tip.

6 Using dry condoms “By applying water-based lube to your
condom, you can make sex much more
exciting and enjoyable for yourself and
your partner. Lube will also decrease the
chances of the condom breaking.”
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Question Issue How to Correct Issue
Number

7,8 Losing their erections | “I see you’ve had erection problems. You
once the condom is would be surprised at how many other
on guys do too. There are some ways you can

address this, like using lube.”

9,10 Not wearing the “Instead of ‘dippin’ to become aroused,
condom for the you and your partner can do other erotic
entire duration of sex | activities.”

11 Condom breaks “What happened the times the condom
during sex broke?”” Suggestions to correct this issue

include carefully opening the package,
using water-based lubricant, not using oil-
based lubricant, finding a condom with the
right fit and feel, leaving room at the tip,
etc.

12,13 Uncomfortable fit “I see that you don’t always have the right
and feel of the fitting condom. Condoms come in all
condoms, for different shapes and sizes and once you
example, condoms find the one that fits right, it can make sex
fitting to tight or so much better. I'll make sure that you
condoms that are too | find the right fitting condom by the time
loose and slip off. you leave here today.”

14 Using oil-based “It can be tempting to use whatever is
lubricants lying around for lubricant---like lotion or

baby oil. In a minute I’ll show you why
only water-based lubricants should be
used.”

15 Not changing the “It’s important to have a number of

condom between
sexual acts, for
example, switching
from anal sex to
vaginal sex, or vaginal

sex to oral sex,

condoms on hand when having sex. This
way, 1f you want to switch from oral to
vaginal sex, you’ll be able to protect
yourself properly.”

“After using a condom for oral sex, it’s

important to use a new on if you’re
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without changing the switching to vaginal or anal. This is
condom. because your gitl’s teeth could have put
little tears in the condom, which means it
could break.”

e These negative experiences will become "teachable moments' which will be
utilized to correct misunderstandings about condom use and problems with
condom use.

e Use statements to correct misunderstandings.

6. Firmly establish that condom use is something that takes practice.
e Explain that using condoms is a complex behavior, for example
o “Just by looking at a condom, it isn’t obvious how to use it propetly.
Condom use is a complex behavior and, like anything else, can be
improved with practice.”

e Use affirming statements to praise clients for participating in the intervention,
tfor example,
o “Learning more about the details of condom use 1s an important use of
time. It is clear that you really care about your health and your partners’
health by taking time to talk with me and learn more about condoms.”
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Short Condom Use Survey (SCUS)

Check (V') “ves” or “no” to the following questions.
Y g q

Question

Yes

1. In the past 3 months, did you ever let a condom you were using touch sharp
jewelry, fingernails or teeth?

2. In the past 3 months, did you ever try to put a condom on when your penis was
not fully erect/stiff?

3. In the past 3 months, did you ever put the condom on your penis with the wrong
side up and then have to flip it over before you could use it?

4. In the past 3 months, did you ever completely unroll the condom before putting
it on your penis?

5. In the past 3 months, did you ever forget to hold the tip of the condom to leave a
space before rolling it down to the base of your penis?

0. In the past 3 months, did you ever use a dry condom? (For example, the condom
was non-lubricated and you did not add any lubricant like KY Jelly)

7. In the past 3 months, have you ever had any problems with losing your erection

while putting on a condom?

8. In the past 3 months, did you ever have any problems with losing your erection

once the condom was on and sex had begun?

9. In the past 3 months, did you ever start having sex without a condom and then
pull out and put one on?

10. In the past 3 months, did you ever start having sex with a condom on and then
take it off before sex was over?

11. In the past 3 months, did the condom you were using ever break during sex?

12. In the past 3 months, did the condom you were using ever slip off during sex?

13. In the past 3 months, did you ever have a problem with the way a condom fit or
felt on you? (For example, you felt it was too small or too large, the wrong shape,
caused skin irritation, or you/your partner couldn’t feel anything with it on)

14. In the past 3 months, did you ever lubricate a condom with lotion, Vaseline,
baby oil, massage oil or any other kind of non-water based lubricant?

15. In the past 3 months, did you ever have one kind of sex with the condom on
before switching to another kind of sex, while still using the same condom (e.g.,
switching between vaginal and anal, or oral and vaginal, etc.)?
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Component 3: Inquire about clients’ past condom use experiences, discuss
condom negotiation strategies, and increase motivation to use condoms.

Goals
e Rectify issues with condom use;
e Discuss condom negotiation skills and help the client determine ones that will
work for him;
® Increase client motivation to improve upon existing condom use skills on
behalf of his community by showing disproportionate HIV rates among
African American males.

Core Elements
e The PHA shows unconditional respect for men and maintains a non-
judgmental environment for the client concerning any risk behaviors disclosed.
e The PHA and client will discuss condom negotiation skills.

e The PHA clearly communicates the importance of the client protecting his
tuture by using condoms correctly and consistently with his partner(s).

Time 10 minutes

Materials
e Color poster (see the end of this component)

Important Considerations for this Component
1. The tone of this part of the intervention should be conversational and positive—
this is not an interview by any means.
e This is a very difficult part in the intervention because clients typically believe
they are well versed when it comes to using condoms.

2. Because men who participate in FOF have either been diagnosed with an STD
or have reason to believe that they may have an STD, they will most likely have
problematic experiences using condoms consistently or correctly (or both). It is
important to spend as much time as needed discussing challenges and
problematic experiences using condoms.

3. One of the problematic experiences men face with using condoms is introducing
condoms into relationships. When discussing condom negotiation skills it is
important that the PHA presents different options to the client and does not give
the client advice.
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4. 'The posters in this section are used to motivate clients to collectively respond to
the HIV epidemic.

5. When the poster displaying the disproportionate rates of HIV among African
Americans is shown, many clients ask “Why?”
¢ Do not attempt to answer this question, but follow it up with a statement such
as
o “No one knows why. The important question isn’t ‘why?’, but ‘what’ can
be done about this?”’

Procedure
1. Ask about how frequently the client uses condoms and give him an
affirmation.
e Ask the client how frequently he uses condoms, for example,
o “Of the last 10 times you’ve had sex, how many times would you say
that you used a condom?”

e This questioned is asked twice because it has a different purpose each time it is
asked.
o When it is asked in Component 1 it is to introduce the topic of condom
use early in the discussion and make clients comfortable with the topic.
o When it is asked in Component 3 it is to get a more specific idea of how
often clients are using condoms so that the PHA can tailor the rest of
the intervention to the client’s needs.

e Many clients will say that they use condoms all of the time or almost all of the
time. Use affirmations to respond, such as

o “Irespect that you are protecting yourself, your women, and the
community from STDs and HIV by using condoms.”

o “You seem like a responsible person, like you are looking out for your
best interests and protecting others at the same time.”

o “Using condoms is about self-love and a dedication to protect your
tuture.”

o “Irespect your actions to protect yourself and your attempt to prevent
STD/HIV among your community.”

e For clients who may imply that having frequent sex with multiple partners is
important to them, you can use statement such as
o “If you are a man with more than one partner, using condoms with all
your partners is an important way to protect your wifey.”
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o “Given that choice it is clearly important to become proficient at using
condoms correctly and consistently.”
o “There are too many diseases around to just not use a condom,

especially given that condoms can effectively prevent you from being
infected with HIV.”

2. Ask clients to briefly discuss some of their problematic experiences with
@ using condoms.
e For example, ask
o “What are some things that get in the way of you using condoms every
time?”’
o “Tell me about some problematic experiences you’ve had with using
condoms?”’

® You can refer to errors that the client noted in the SCUS, if necessary.

e This creates an informal opportunity to let clients bring up their main condom-
related issues with you.

—1 @ Clarify misconceptions and provide accurate information, maintaining a sex-
(&'} .. . . .
U) positive, non-judgmental tone. Some of the most common issues raised by
clients and strategies to address them include the following.

Common Issue Strategy to Address the Issue
Why do most of the condoms I use fit so | “You’re right, some condoms will fit
tight? tight. But when you get a condom with

the right fit and feel, it can make sex feel
Why are good condoms so hard to find much better.”

and why do clinics always give us those
cheap condoms?

My girlfriend and I used a condom and I | “Condoms aren’t as easy to use as they

still got an STD. look.”

Condoms can't be trusted; if you're going | “I can help you learn how to use

to get an STD there really is no way to condoms in a way that will help you
prevent it. decrease your chances of getting an STD

or HIV when you use one.”
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If the gitl looks clean, I don’t think I need | “Even if a girl looks clean, the decision to
to wear a condom. use condoms is a good decision. Constant

use is much easier to achieve than
periodic use—it can become a habit
much like anything else in life.”

3. At this point, it is important to discuss how they can introduce condoms
into relationships (i.e.,, condom negotiation).

e Ask the client what he could say to introduce condoms into his relationships.

e Some options that you can present to the client about how to introduce

condoms into relationships include him telling his partner that

O

You have an STD so you have to use a condom to protect her from
acquiring it (if applicable). Ask the client “How bad could it be if you
told your main girl that you have an STD?”

You want to start using condoms because you love your partner and you
learned it’s a way to protect her from STDs and unwanted pregnancies.
You joined a program and that you’ve been asked to use condoms as a
part of it.

You saw a program, advertisement or commercial about how condoms
can make sex feel better.

You got a bunch of expensive condoms when you went to the doctor
and you want to try them. You heard that they can help enhance the
sexual experience for your female partner by adding texture and
lubrication. They can also help make you last longer.

You saw an advertisement in a magazine that said men and women can
have herpes with no symptoms. By using a condom they can protect one
another.

You went the drug store to buy something and there was a guy handing
out free condoms.

You have a friend who was selling condoms and you bought some to be
nice.

4. Show the client the poster with National HIV rates broken down by race.

e Draw the client’s attention to the poster that displays the national AIDS rates
for men and women in the US and highlight that

O

African Americans are disproportionately affected by AIDS in this
country;
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o

@

O

O

African Americans make up 12% of the US population but carry 52% of
the HIV burden;

The risk behaviors that lead to someone getting an STD are similar to
the risk behaviors that put someone at risk of getting HIV.

e Use statements to show your dissatisfaction with the information contained in
the poster by stating

O

“Look at the difference in HIV rates among African American and all
other races of men in this country.”

5. Ask the client what he thinks about the statistics and address his reaction.
e Typically, men react to this information in the following ways

O

O
O
O

Wow—this is shocking and unfair,

That pizza is not sliced up evenly,

Black men always get a raw deal,

This is a conspiracy—the government created HIV to make African
Americans sick.

e This negative energy is important because you can now use the energy to
motivate clients by using statements such as

O

“This is why I’'m here talking to brothers about this stuff. I want to do
something about it. You can do something too—by wearing a condom
with every person, every time.”

“We ate all in this (HIV/AIDS) together and the only thing we can do
for sure is help protect each other.”

“It is time for black men to change the way AIDS has unfairly changed
their lives. It starts with each person wearing a condom every time.”
“To reduce the rates you see for black men, we have to start with
ourselves, wearing condoms correctly every time we have sex.”

“One way to change this is to tell other black men about this clinic and
talk about using condoms—others may follow your behavior or
guidance.”

e If a client focuses on the female rates (as they are higher), you can make the
tollowing points.
0 More men are infected with HIV than women (75% of all HIV cases are

among men and 25% are among women).

o There is no documented case of a woman transmitting HIV to another

woman while having sex. This means that if a woman gets HIV from
having sex, she got HIV from a man.
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Component 4: Provide guided practice in the correct application and use of

condoms and water-based lubricant.

Goals

Increase clients' self-efficacy for condom and lubricant use;
Show that oil-based lubricants do not work;

Develop an understanding of how to introduce condoms into current and
tuture relationships.

Core Elements

The PHA shows unconditional respect for men and maintains a non-
judgmental environment for the client concerning any risk behaviors disclosed;

The PHA will teach correct condom use skills for clients;

The PHA clearly communicates the importance of the client protecting his

tuture by using condoms correctly and consistently with his partner(s).

Time 10 minutes

Materials

Large number and variety of desirable and/or high-end condoms

Large number and variety of desirable and/or high-end 3 to 8 mL water-based
lubricant packets

Baby Oil
1 anatomically correct penile model
1 less-lifelike penile model (e.g., wooden model, banana, etc.)

Wallet-sized contact cards, outlining the 8 steps to correct condom use on one
side and contact information of the PHA and clinic on the other. (See the end
of this component.)

Important Considerations for this Component

1. The most important goal of the intervention is to build clients’ self-efficacy for

condom use.

This requires a time investment that exceeds the time normally allotted to

standard-of-care counseling.

94




® Because the task of applying a condom to the penile model is not time
consuming, this process can be repeated as needed, at least three times, until
clients can competently perform the entire sequence without feedback or
correction.

2. Clients should be encouraged to use different condoms and water-based
lubricant as they practice.

e If the client is showing excellent skills in applying condoms, the features of the
different condoms and lube can be discussed at this point. This is also an
opportunity for clients to become comfortable with some of the new condom
brands and models that they might not have known about before.

e However, if the client is struggling with applying the condom correctly, wait to
describe the different features of the condoms and lube until after they have
tinished practicing. This way he will be able to focus all of his efforts on
correctly applying the condom.

3. Itis important to have napkins and hand sanitizer or a sink nearby so clients can

wash their hands after touching the condoms and lubricant.

e C(lients may be hesitant to touch the condoms and lubricant if they can’t see

that there is some way for them to clean their hands afterwards.

e Ensure that there are paper towels and hand sanitizer visible to the client, or he

knows he can wash his hands afterwards at the sink.

4. Effective ways to build a clients' self-efficacy for any given task is to

e Manually and verbally guide the client through the entire process, one step at a
time (a process known as "participant modeling");
e Provide praise and positive reinforcement to the client;

e Proceed at a pace and level that is appropriate for each client.

5. Issues for clients pertaining to condom use may come up during this part of the

intervention (e.g., decisions to have sex with a given woman, introducing
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condoms to relationships with steady partners, etc.).

e When clients describe these issues in their sexual decision making, it is vitally

important that you pursue these conversations with them.

¢ Throughout these conversations, be vigilant about showing constant respect
tor men and keeping your focus on their future.

o Let clients discuss their fears and concerns and help them see “all sides” of the

issue.

6. When performing the oil-based lubricant demonstration, do not let the client
know what will happen ahead of time. This experiment is much more impactful

for the client when they can be surprised by latex condom shattering

unexpectedly.
Procedure
1. Explain that you are going to demonstrate why oil-based lubricants do not
work.

% e Inflate a condom much like you would inflate a balloon and tie tightly.
e Ask the client to rub some baby oil on the outside of the inflated condom.

e Watch for several seconds—the condom will shatter in at least a dozen pieces
as it breaks up.

e Be sure to show clients the shattered pieces of the condom.

@ 2. Use the blown-up condom as an example of why oil-based lubricants
should never be added to condoms.

e Tell the client that oils cause latex to lose its elasticity and break down.

e Provide clients with other examples of oil-based lubricants (e.g., chocolate
sauce, Vaseline, whipped cream, hand lotion, etc.).

3. Discuss water-based lubricant by describing the following
e Benefit of using water-based lubricant
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o “By adding a water-based lubricant the odds of a condom drying out on
you are next to impossible. If the female is going dry it can replenish the

moistness of her vagina. This will make sex more enjoyable for both you
and her.”

e Uses of water-based lubricant
o “Some people think lube is only for anal sex but that’s not true at all.
The vagina is loaded with nerves, making it a very sensitive sexual organ.
Unfortunately, the vagina is prone to drying out and most women really
do not like the feeling of sex when this happens. Thus, when sex lasts
longer than ten minutes you should really consider adding a water-based
lubricant.”

e How to use water-based lubricant
o “Lube is really easy to use. You can apply some on yourself before
putting the condom on or drop some into the tip of this condom. This
will make sex warmer and more sensitive for you. Then rub it on the
outside of the condom right before having sex. The first step is optional,
but the second is a must if you have a water-based lubricant on hand and
you plan on having sex for more than just a few quick minutes.”

4. Hand the client a wallet-sized contact card that contains the 8 steps to
correct condom use.

e [Explain that you will do a demonstration and then he will have a chance to
practice correctly using a condom with the model.

% 5. Demonstrate the sequence of steps that comprise correct condom use for
the client.
e Put the condom on the penile model, referring to errors noted on the SCUS,
describing and using the following 8 steps to condom use, highlighting the key
messages below each step.

1. Put the condom on before sex begins.
o The condom doesn't do you or her any good unless it is always on
— during intercourse. Some couples are tempted to start having sex then
M put the condom on sometime later—you should avoid this.

2. Check the expiration date.

o If the condom has expired, it is likely to break so throw it out and get a
new one.
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. Open the package without damaging the condom (find the perforated edge).

o It helps to push the condom to one side of the wrapper and rip the
wrapper on the opposite side.
o Don’t use your teeth.

. Use a thumb and forefinger to find the top of the condom.

o This is to make sure the condom will roll down on the penis correctly.

o Be careful not to dig your nails in or tear the condom.

o At this point you can add a few drops of lubricant to the inside of the
condom to increase warmth and sensitivity. It will also decrease friction
between the tip of the penis and the condom. Be careful—adding more
than a drop or two can cause the condom to slip off.

. Pinching the tip, place the condom on the penis and begin unrolling.

o If you don’t pinch and leave space at the tip, the condom could burst.
o For those who are uncircumcised, it is best practice to pull the foreskin
back before putting on the condom.

. Unroll the condom to the base of the penis.

o You want to make sure your entire penis is covered. This can be
achieved by finding a condom that will give you the right fit and feel.

. Add water-based lubricant to the outside of the condom during sex on an

"as needed" basis (before dryness is experienced).

o Lubrication is not a bad thing. In fact it can help improve the sexual
experience for you and your partner. Lubrication practices are an
essential aspect of enjoying sex while also using condoms. Lubrication is
also essential to reducing friction and thereby averting breakage. Even
the best condoms can dry out during sex. It is very important to
generously add water-based lubricant to the condom during sex for
erotic reasons (from the perspective of both partners, but especially the
temale partner)—especially when sex lasts for more than 5 or 10
minutes.

. After sex is over, hold the rim of the condom and withdraw the penis while

the penis is still erect.

o Always take precautions to avoid semen spilling onto the genitals,
mouth, or rectal opening of the sex partner.

o If a condom breaks, sex should stop and a new condom should be used.
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. Client practices applying the condom to the model.

Tell the client that it is his turn to practice.
Encourage him to use the card with the “8 steps to condom use.”

Explain that by the end of the session you want him to become a PCU
(“professional condom user”). This means the client should be able to put a
condom on correctly without thinking—even if he’s in the dark or has had a
tew drinks.

If clients are uncomfortable handling the penile model
o Try to remove any stigma surrounding it. (E.g. “It’s just plastic, and it’s
the best way to practice these skills.”)
o Tell him he can use the less lifelike model. (E.g. a banana or wooden
model.)

Direct the client’s attention to the wide variety of condoms and lubricant on
the table. Tell him that he can use any of the condoms he likes to practice
correct condom use. Encourage him to try using a different condom each time
so he can get a feel for the difference.

Manually and verbally guide him through the entire process, one step at a time
if necessary.

Provide praise and positive reinforcement to the client.
Proceed at a pace and level that is developmentally appropriate.

Address any concerns that are raised.

. Once the client has achieved a "perfect performance' ask him to repeat the
P P P
process for at least 2 or 3 repetitions.

Suggest he try applying the condom at least twice without using the “8 steps to
condom use.”

Praise his work.

Suggest he try it using different condoms.

99



s e While he is practicing applying the condom, persuade him that women will
[EJ respect his ability and desire to "smoothly" and carefully apply the condom.

e Highlight that condoms and lubricant can be used as a part of foreplay.
Females may enjoy putting the condom on their partners and tasting flavored
lubricant.

8. Highlight the importance of using a condom from the beginning to end of
sexual intercourse.
e The activity will conclude on a cautionary note message for clients.

[E’] o “Remember the condom doesn't do you or her any good unless it is
always on during intercourse. Some couples are tempted to start having
sex then put the condom on sometime later. After talking with you
today, I know you wouldn't make that mistake."
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8 STEPS for CONDOM SUCCESS

1 Put the condom on BEFORE sex

b, Open the package without
damaging the condom

3 Find the top of the condom

s« & Pinchthetip and roll it down

5 Roll all the way to the base
of the penis

Add water-based lubricant to
6 the condom, before and during sex
as needed

7 After you are finished, hold the rim of
the condom and withdraw the penis

8 Be careful' Avoid spilling onto
the genitals, mouth or rectum

¥
¥

»
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Become a CONDOM PRO

 —

CORRECT & CONSISTENT
CONDOM USE SAVES LIVES

QUESTIONS?
Ivy Wilson

HEALTH EDUCATOR
212458 BHRY

REMEMBER:
+ Respect yourself and your partners
+ Make condom use part of your routine
+ Find “your brand’ and stick with it
+ Use a new condom every time




Component 5: Address erection and access problems.

Goal
e Normalize the loss of an erection thereby helping clients to get beyond this
problem without taking off the condom,;

¢ Get clients to "shop ahead" for condoms and lubricant.

Core Elements

e The PHA shows unconditional respect for men and maintains a non-

judgmental environment for the client concerning any risk behaviors disclosed.
Time 5 minutes

Materials

e List of stores in the surrounding area that carry a variety of high-end condoms
and lubricants with the address and hours listed. (See the end of this

component for an example.)

Important Considerations for this Component
1. Bringing up the topic of erection loss;
e In this part of the session, it is important to bring up the issue of erection loss.
This is because clients may not feel comfortable disclosing erection loss as an
issue for them. In order to increase correct and consistent condom use,

erection loss must be discussed.

e Jtis not important for the client to tell you whether or not it is an issue, but it is
important to get the message across that erection loss is normal and the best

strategy is to ignore it until the erection comes back.

2. Creating a list of stores in the surrounding area that carry a variety of high-end
condoms and lubricants with the addresses and hours listed

e Itis important that a list of stores in the surrounding area is created prior to
implementing the intervention. At least 4 stores should be included. (See the

end of this component for an example.)
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Procedure

1. Discuss and normalize erection loss.

e C(Casually introduce the issue of erection loss, for example
o “I want to talk about something that is a totally normal thing for guys

and if it hasn’t happened to you yet, it may at some point down the road.
I’m talking about losing your hard-on.”

e Explain the following 3 points.

O

O

“Losing a hard-on, partially or completely, just before or during sex is
entirely normal at any age.”

“Condoms can make the problem better if the condom is viewed as a
way to enhance the sexual experience or to get beyond the worries of
contracting an STD or causing a pregnancy.”

“Erections normally come and go and that the best strategy to use when
they ‘go’ is to engage in touching with your partner and completely
torget about the loss of the erection. It is normal for this to happen.
After ignoring the loss of a hard-on for a while and engaging in touching
with partner, the penis will usually get stiff again.”

2. Discuss the importance of planning for sex.
e Explain the following 2 points.

O

O

“It is very important to plan for sex by having a supply of good fitting
condoms on hand before sex occurs. Do not wait until the last minute to
buy a condom.”

“It’s important to find the right brand and size of condom to suit your
needs and some stores or places like gas stations may not have the right
kind of condoms when you need them.”

e Restate the following.

O

O

O

“If a condom breaks, sex should stop and a new condom should be
used.”

“I strongly suggest that at least 2 or 3 condoms should be available
before having sex.”

“You may have sex a few times with your partner in one go, so you want
to make sure you have enough condoms if that happens.”

“It shows great wisdom when you plan ahead.”

“You can stash condoms in your drawers, gym bag, couch, under your
bed, in your pockets, socks—the more places they are, the more likely
you’ll have one on you when you need one.”
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o Note: Condoms should not be kept in cars due to the varying
temperatures. In extreme heat or cold, condoms become less strong and
are more likely to break during sex.

3. Give the client a list of stores that carry a variety of high-end condoms and
lubricants with the address and hours listed.

e [Explain that this list contains a number of stores in the area that carry condoms
and lubricants.

e Note the stores that are 24 hours, have later hours, or are very convenient, so
the client knows where he can go to purchase condoms in emergencies.
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Example: Where to Find Supplies in Midtown West Manhattan

Kmart

Address: 250 West 34th Street 1 Penn Plaza J, NY
Phone: (212) 760-1188

Hours: Mon-Sat: 7:00am-11:00pm Sun: 8:00am-
10:00pm

Condoms

Trojan Enz — $6.99 for 12 or $17.99 for 36
Trojan Magnum — $6.99 for 12 or $17.99 for 36
Trojan Her Pleasure — $6.99 for 12

Trojan Fire & Ice — $6.99 for 12

Trojan Twisted Pleasure — $6.99 for 12

Trojan Ultra Thin — $6.99 for 12 or $17.99 for 36
Trojan Ultra Ribbed — $6.99 for 12

Durex Sensithin — $6.99 for 12

Durex Pleasure Pack — $6.99 for 12

Durex Pleasure Max — $6.99 for 12

j
j
j
j

Lubricant

Durex Play — $6.99 for 10 packets
AstroGlide — $7.99 for 2.5 oz
AstroGlide — $11.99 for 5 oz

KY — $5.49 for 4 oz

Walgreens
Address: 1471 Broadway, New York

Phone: (212) 302-0552
Hours: Mon-Sun: 24 hours

Condoms

Trojan Enz — $16.99 for 12 or $27.99 for 36
Trojan Magnum — $16.99 for 12 or $27.99 for 36
Trojan Her Pleasure — $16.99 for 12

Trojan Fire & Ice — $16.99 for 12

Trojan Ecstacy — $16.99 for 12

Trojan Ultra Thin — $16.99 for 12

Trojan Ultra Ribbed — $7.99 for 3

Trojan Extended Pleasure — $16.99 for 12
Durex Extra Sensitive — $7.29 for 3

Durex Pleasure Pack — $16.99 for 12
Lifestyles Pleasure Collection — §14.49 for 13
Lifestyles Ultra Sensitive - $5.29 for 3

Lubricant

AstroGlide — $10.99 for 2.5 oz
AstroGlide — $14.99 for 5 oz
KY — $9.99 for 4 oz

Duane Reade

Address: 1 Penn East, New York, NY

Phone: (212) 268-3999

Hours: Mon-Fri: 24 hours Sat/Sun: 8:00am-11:00pm

Condoms

Trojan Enz — $14.99 for 10 or $24.99 for 36
Trojan Enz Ribbed — $14.99 for 10 or $24.99 for 36
Trojan Magnum — $14.99 for 10

Trojan Fire & Ice — $14.99 for 10

Trojan Ecstacy — $14.99 for 10

Trojan Ultra Thin — $14.99 for 10

Durex Extra Sensitive — $14.99 for 12

Durex Extra Sensitive Ribbed— $14.99 for 12
Lifestyles Extra Sensitive — $21.99 for 40
Lifestyles SKYN - $5.99 for 3

Kimono Extra Thin - $17.99 for 12

Lubricant

AstroGlide — $8.99 for 2.5 oz
AstroGlide — $12.99 for 5 oz
KY — $6.99 for 4 oz

Wet (flavored) - $8.99 for 5 oz

Duane Reade

Address: 1430 Broadway, New York
Phone: (212) 768-0201

Hours: Mon-Sun: 24 hours

Condoms

Trojan Enz — $14.99 for 10 or $24.99 for 36
Trojan Enz Ribbed — $14.99 for 10 or $24.99 for 36
Trojan Magnum — $14.99 for 10

Trojan Fire & Ice — $14.99 for 10

Trojan Ecstacy — $14.99 for 10

Trojan Extended Pleasure — $14.99 for 10
Durex Avanti Bare — $14.99 for 12

Durex Extra Sensitive — $14.99 for 12

Durex Extra Sensitive Ribbed— $14.99 for 12
Lifestyles Extra Sensitive — $21.99 for 40
Lifestyles SKYN - $5.99 for 3

Kimono Extra Thin - $17.99 for 12

Lubricant

AstroGlide — $12.99 for 5 oz
KY — $6.99 for 4 oz

Wet (flavored) - $8.99 for 5 oz
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Component 6: Help clients achieve a satisfactory fit and feel.

Goals

® Provide information, motivation, and skills to clients that foster
experimentation with different types of condoms until they find a brand and
size that best serves their needs;

e (lose the session.

Core Elements

e The PHA shows unconditional respect for men and maintains a non-
judgmental environment for the client concerning any risk behaviors disclosed;

e Provide clients with 25+ packets of water-based lubricants and 25+ condoms
of their choice from a broad selection of high-end and popular brands;

e The PHA clearly communicates the importance of the client protecting his
tuture by using condoms correctly and consistently with his partner(s).

Time 10 minutes

Materials
e Large variety of desirable and/or high-end condoms
e Large variety of desirable and/or high-end 3 to 8 mL water-based lubricants

e A small bag (e.g., ditty bag) for clients to put in 25+ condoms and 25+ water-
based lubricants

Procedure
1. Redirect the client’s attention to the table with the condoms and water-
based lubricants.
e Explain the following
o “Finding the right condom is really important—Iike anything else, it has
to fit and feel good. By fit and feel, I mean that it should be the right
shape, have the right texture, and be as thick or thin as you’d like it to
be. It needs to feel comfortable so it can help enhance the sexual
experience.”

2. Invite the client to open and touch any condoms he didn’t get to feel when
he practiced correct condom use skills.

e If he hesitates, open and feel some as a demonstration.
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e While he is touching the different condoms, inform him that finding the right
D "fit and feel" is partly a function of his partner's sexual desires and needs.
o

e Further, let him know that "fit and feel" is essential to the overall quality of the
shared sexual experience and it avoids the common problems of slippage and

breakage.

3. Provide instruction regarding selecting the condoms that will give the client
the best fit and feel.
e Describe the key features of each type of condom, highlighting the pleasure-
related aspects of each (e.g., degree and type of lubrication, shape of the
condom, style of the receptacle tip, and thickness of latex).

¢ Provide information about checking expiration dates, storing condoms, and
advice to obtain pre-lubricated condoms that have a satisfactory fit and feel.

E.J e Highlight the benefit of paying more money for "better" condoms and
knowing where he can buy his particular brand and size (refer to the list of
stores in the area that was given to the client earlier).

e Point out that some men need larger sizes, more room at the head, tapering at
the bottom, extra lube, or a thicker condom.

¢ Do not distribute any polyurethane condoms unless the client tells you that he
has been diagnosed by a clinician with an allergy to latex.

4. Invite the client to fill a small bag with any condoms he chooses.
% ¢ Give the client a small FOF bag.

e Reinforce the idea that the "right condom" makes it much easier to use
condoms every time.

e Encourage them to take 25+ condoms.

5. Show the client a variety of lubricants that are water-based
¢ Remind clients
o About the dangers of using oil-based lubricants.
o Lubrication can help make sex more pleasurable and reduce friction,
thereby preventing breakage.
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o Even the best condoms can dry out during sex.
o Add lubricant generously to the condom before and during sex.

Show the pieces of broken condom again.

. Invite the client to fill the small bag with lubricants he chooses.

Encourage them to take 25+ packages of lubricant.
Let them know that almost any drug store will have more on hand.

Refer to the handout you gave the client with the list of stores that carry a
variety of high-end condoms and lubricants.

Reinforce the idea that a good supply of lubrication will prevent breakage.

Highlight that he can mix packets of the flavored lubricant to create new
flavors (e.g., lemon and lime create “Sprite”).

. Summarize key messages.

Condom Use: “Correct and consistent condom use is key to avoid acquiring
STDs and HIV, which will also help protect the African American community
as a whole.”

Fit and Feel: “Condoms that fit and feel right and the use of water-based
lubricant can enhance your sexual experiences by making sex feel better and
giving you the peace of mind that you won’t contract a disease.”

Erection Loss: “Going soft is normal. Forgetting about it and engaging in
touching with your partner will usually make it come back.”

Plan for Sex: “It is important to plan for sex by always having condoms with the
right fit and feel on you.”

. Ask the client one thing he will remember and to share information with a

friend.

Close the session by asking the client to name one thing he is most likely to
remember long after the session has ended. For example,
o “What is one thing that you will remember after you leave here?”
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e To help reinforce what he has learned and to further protect his community,
suggest that he share some of the information obtained today along to a friend.
For example,

o “Today’s session was about how you can protect your future by using a
condom every time with every person, but it goes beyond you if you tell
your friends about some of the things you learned.”

9. Highlight your contact information on the back of the 8 steps to correct
condom use card.

e Show the client your information on the back of the contact card.

¢ Genuinely encourage him to call if he encounters any problems with condom
use or has any questions about condom use.

10. Thank the client for coming to talk with you and helping to reduce HIV
rates in his community.
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Maintenance

Once the intervention has been implemented, your agency will need to take the necessary steps to
ensure that it is maintained so it will achieve the desired outcome, decreases in subsequent STD
diagnoses for clients. Ensuring that FOF remains successful requires that your agency plans ahead
to continuously assess the materials, staff, funding situation, and the value of the program to the
community. This includes updating the materials over time, continuing to train current and
incoming staff involved with the intervention, making sure that funding remains secure, and
monitoring the success of the program through different measures.

Materials

The materials developed for the program were designed during the time when the intervention was
originally packaged. Over time, agencies will need to evaluate these materials to ensure that they are
relevant and up-to-date.

Condoms and Water-Based Lubricants

One of the core elements of the intervention is that clients are provided with a variety of high-end
and desirable condoms and water-based lubricants that they can take home. This, in turn, increases
the likelihood of clients using condoms and water-based lubricants in the future. The suggested
formulary of condoms and water-based lubrication in this package is based on trends current as of
2011; however, these trends may shift in the months and years after the packaging of this program.
There also may be geographic differences in the formulary according to the condoms and water-
based lubricants that are desired by clients in different regions of the country. Therefore, the
condom and water-based lubricants formulary should be tailored according to what condoms and
water-based lubricants are popular for the time period in the region of the country that the
intervention is being delivered.

Ditty Bags

In addition to the condoms and lubrication packets that are being provided, clients will be taking
home with them a small “ditty” bag branded with the FOF logo that they can keep these materials
in. The bags allow the clients to leave the clinic and store the materials they receive as discretely or
as prominently as they are comfortable. Having a nice bag to put the materials in make the clients
feel as if they were part of something special and may increase the effectiveness of the intervention.

During the pilot of this project, Cicatelli Associates Inc. partnered with Idea Stage Promotions

(www.ideastage.com) to produce the bags that were given to clients. Agencies are welcome to use
their own vendors as they see fit.
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Poster with HIV Rates

The poster utilized by the PHAs to demonstrate to clients the disproportionate share of the HIV
burden African Americans carry in the US will need to be updated over time as new statistics are
available. It will be less persuasive to show a client statistics from five or more years in the past,
therefore, it is important to show any shifts in the rates as new information becomes available.

List of Stores in the Area with Condoms/Lube/Addresses/Hours Listed

After the intervention, clients need to know where they can obtain their preferred brand and model
of condom and water-based lubrication at a store that is easy to access and at a cost within their
price range. Keeping the list of stores in the area with condoms and water-based lubricant accurate
and up to date is extremely important as any barriers to acquiring condoms and water-based
lubrication may dissuade clients from using protection.

Depending on your agency’s location there may be many stores in the area where clients can obtain
condoms and water-based lubrication, or there may be very few. Periodically, take the time to
investigate what models and brands are available and at what price points, so that clients will always
have the most accurate information about where to obtain supplies on their own.

Contact Cards

The contact card that clients receive, reminding them of the steps to correct condom use and
providing them with contact information for the PHA, will need to be updated as the PHA staff
changes at your agency, or as the PHA’s contact information changes. Once there has been a
change, these items need to be updated immediately so that clients are not being given incorrect
information.

MP3 Player (if applicable)

If the PHA is using an MP3 player to help establish a rapport with clients, the music being played
should be updated periodically so that it remains current and appealing to the population. This is
something the PHA can update himself, but he may need access to a computer at your agency to
facilitate this, or funds in order to purchase new songs. Songs online are inexpensive, rarely costing
more than a dollar per song or ten to fifteen dollars per album.

Funding
Securing the necessary funds to continue offering the intervention is a critical aspect of maintaining

FOF in agency settings. Once the initial funding from the CDC comes to a close, agencies will need
to decide how they might best acquire new sources of funding to continue offering the program.
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One solution for agencies may be to reapply for additional funding from the CDC. CDC’s
Prevention Programs Branch has competitive funding for community-based organizations and
health departments conducting HIV prevention interventions. Announcements can be found in the
Federal Register (usually during April-June) or on CDC’s Web site (www.cdc.gov) under “Funding
Opporttunities.” Also, agencies can check their state’s Department of Public Health, HIV/AIDS
Division. Departments of Public Health receive money from CDC to fund interventions in their
respective states. If the package is offered frequently enough that the initial funding has not been
completely exhausted by the time the next round of funding is available, agencies may be able to
continue offering FOF uninterrupted until they receive the package again.

If agencies are unable to secure a new round of funding from the CDC, they may need to acquire
funding from other sources. Many private philanthropic organizations award funding to
organizations to programs that aim to reduce STD rates in their communities. There are also other
sources of public funding, both at the state and federal level, that can be used to fund FOF.

It is important that the intervention remains fully funded, as it can be extremely easy to lose fidelity
to the original program once budget shortcuts start being implemented. Utilizing free but
undesirable condom brands, not supplying water-based lubrication, or reducing the number of hours
the PHA is available will impact the core elements, and, therefore, will decrease the effectiveness of
the program.

Training

FOF requires that PHAs attend an initial Training of Facilitators (TOF) before they can offer the
intervention to the community. It is recommended that other clinic staff who will be involved in the
implementation of the Focus on the Future intervention attend the TOF. Staff involvement in the
intervention may include individuals responsible for recruiting and screening clients for eligibility,
supervising the PHA, and managing the Focus on the Future intervention in your clinic. Other clinic
staff involved in the intervention may choose to participate in the full training to gain a thorough
understanding of the PHA’s role, understand how to appropriately integrate the PHA into the clinic
team, and provide support to the PHA as he delivers the intervention to clients on a daily basis.
Supervisors and PHAs are required to attend a half-day training or a Webinar to orient them to the
intervention. These training programs educate both parties about the pre-implementation,
implementation, maintenance and monitoring and evaluation aspects of the intervention. Over time,
it may be advantageous to have PHAs and their supervisors review the materials from their training
sessions (e.g., handbooks, notes, videos, slides, etc.). This allows them to refresh their skills, bring up
questions and concerns about the program, and share information with professionals at other
agencies.

Other staff at the agency involved with FOF, such as medical or clerical staff, will need training on
how implementation of FOF will impact their current work flow. This information will also need to
be disseminated each time the agency hires a new staff member. Orientation for new hires may need
to be adapted to include information about the intervention and how its adoption impacts specific
positions at the agency.
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While medical and clerical staff do not necessarily need to attend training sessions for FOF, giving
these staff as much information about the intervention as possible will help them understand what
new program the clinic is adopting, why it is important and value additional to the services offered,
and how their position impacts the success of the program in the community.
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Monitoring and Evaluation

Maintaining the FOF intervention core elements and program objectives overtime will require
agencies to regularly monitor and evaluate activities. This section is designed to help agencies with
monitoring and evaluating the FOF intervention. It contains an overview of monitoring and
evaluation, as well as information on the two main types. There is also an overview of developing
an evaluation, with a sample outline and coverage of how to write SMART objectives. This section
will also reference the monitoring and evaluation forms found in the FOF appendices.

Monitoring and Evaluation Overview

Program monitoring and evaluation have become routine activities in HIV prevention. In the same
way that FOF should be made a part of your agency’s routine HIV prevention services, monitoring
and evaluation should be performed as part of the delivery of this HIV prevention program.
Findings from monitoring and evaluation provide the means for you and your agency to strengthen
and improve outcomes for your clients.

There are many reasons to conduct program monitoring and evaluation. The two chief reasons are
accountability and program improvement. Accountability could be to the community, staff, clients,
or your funding source. Feedback on the challenges and successes of the program implementation
can be used to make alterations in the next cycle of FOF. For example, monitoring and evaluation
will allow your agency to

e Determine whether FOF is being implemented as intended,

e Determine whether FOF is working as intended,

e Determine whether adaptations to FOF’s content or activities are affecting the integrity of
the program,

e Determine accountability for funds and resources,

e Improve program operations to sustain FOF within your agency

e Write reports for your agency, Board of Directors, community stakeholders, and funders.

More specifically, program monitoring and evaluation can help your agency learn about

e Recruitment and retention,

e Characteristics of men who participated in the program,
e The extent of men’s participation,

e How the program was delivered,

e Outcomes the men experienced.

By taking the time for program monitoring and evaluation, you can demonstrate to your

stakeholders, including the participants in FOF, that you are doing your best to prevent HIV
infection among African American men.
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Types of Monitoring and Evaluation

This section focuses on two major monitoring and evaluation activities. These activities are process
monitoring and process evaluation. See below for a more detailed discussion of how to conduct
each one.

Two other types of monitoring and evaluation activities are outcome monitoring and outcome
evaluation. Outcome monitoring is the collection of data about participants and their knowledge,
attitudes, beliefs and behaviors, and intentions to change behavior before, during, and/or after the
intervention. It identifies what components are working as expected and which ones are not in order
to improve program effectiveness. Outcome evaluation is the collection of data on changes in
participant knowledge, attitudes, beliefs, and behaviors, and compares these results to another group
of participants not participating in the intervention. This form of monitoring and evaluation
provides evidence that the intervention is causing the intended changes in the community it was
designed to deliver. Neither of these types of monitoring and evaluation are recommended as part of
FOF, however if the resources are available to collect and analyze this type of data it can be a useful
tool for your agency to utilize. For the purposes of this section we will only be discussing process
monitoring and process evaluation in depth.

An additional type of monitoring and evaluation activity is formative evaluation. Formative
evaluation often takes place during the original design and pre-testing of programs. This form of
evaluation assesses the feasibility of implementation, the appropriateness of program content and
methods, and the match between the prevention needs of the target population and the risk
reduction activities in the program. This type of data can assist your agency in making any
appropriate adaptations to FOF to better fit your community’s prevention needs and your agency’s
resources.

Process Monitoring

Process monitoring is the most fundamental monitoring activity. It involves the collection of basic
data throughout the duration of the program. Process monitoring data focus on the characteristics
of the men attending the program, the number of sessions delivered to men, resources used to
deliver the program, the information and skills-building provided during the sessions, and
modifications made to program sessions.

Process monitoring involves routine documentation of

e Number and characteristics of the people served,

e Number of sessions conducted,

e Resources used to conduct the sessions,

e Content covered and activities conducted during the sessions,
e Modifications made to intervention sessions.

Process monitoring answers questions such as

¢ How many men attended each FOF session?
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e What are the characteristics of the men attending the FOF sessions?

e What resources (funds, staff time) were used to deliver those activities?
e Which FOF activities were implemented during the sessions?

e What modifications were made to the intervention sessions?

Ways to answer these questions include use of

e The Sample Client Eligibility Tracking LLog (See Appendix L),
e The Sample Client Time Log (See Appendix M),
e The Router Tool (See Appendix N).

You might also use

e A participant sign-in sheet before each session,
e Your agency’s financial reports.

Process monitoring is required if your agency receives funding directly from the Centers for Disease
Control and Prevention (CDC) for HIV prevention, or if you receive CDC funding indirectly from
your health department. Process monitoring and other program monitoring and evaluation activities
are requirements for the CDC’s National HIV Monitoring and Evaluation program. Information on
NHME, including training and support, is available from NHME Service Center is
pemsservice@cdc.gov or 1-888-735-7311.

Process Evaluation

Process evaluation is the second type of evaluation that your agency should be conducting. Process
evaluation can be defined as the process of collecting more detailed data about how the intervention
was delivered, any differences between the implementation plan and actual implementation, and
access to the intervention.

Process evaluation takes the data collected during process monitoring activities and compares that
information to your agency’s program objectives. It compares what actually happened to what was
intended to happen. This includes both the characteristics of the participants and the activities
conducted.

Process evaluation is comparing process monitoring data to

e The planned number of participants,

e Recruitment and enrollment of the intended people,

e The intended number and length of sessions,

e Other intended components of the program necessary to achieve planned objectives.

Process evaluation can help you answer questions such as

¢ Did the enrolled participants come from the target population?
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¢ Did the expected number of men complete the session of FOF?
e Was the program implemented as planned (e.g., intended number and length of sessions)?

e What barriers or facilitating factors were experienced by participants and facilitators during
the course of the program?

Process evaluation data can come from your clinic’s implementation plan, the tracking of the
number of men who the intervention session was delivered to, the eligibility screening form that
collects information on the clients, and the Peer Health Advisor Quality Assurance Form (see

Appendix W) completed by the facilitators and the program managers as observations are done.

Process evaluation also looks at whether your agency maintained fidelity to the intervention’s Core
Elements and what, if anything, the agency adapted. Process evaluation is a quality assurance piece
that ensures agencies are delivering FOF and not some unproven variation of the intervention.

Some sample questions include

e Was each Core Element presented as outlined in the guide?
e Was the intended target population enrolled?

¢ Did the expected number of people attend?

For FOF, monitoring fidelity to the Core Elements and intervention activities are an important part
of process evaluation. Core Elements are required components that represent the theory and
internal logic of the program and most likely produce the program’s main effects. In FOF, as well as
other evidence-based interventions, it is crucial for implementing agencies to maintain fidelity to the
program’s Core Elements and required activities.

Adherence to the Core Elements of FOF might be evaluated by using a form such as

e TOF Fidelity Checklist (see Appendix X).

Ways to monitor fidelity to the activities and the Core Elements in FOF include

e During the regular meetings between the PHA and his supervisor,
e During the observation of recorded or live sessions with clients,

e A self-report completed by the PHA regularly (see Appendix X for an “FOF Fidelity
Checklist” that can be used by the PHA).

If changes were made to any of the Core Elements, then you will need to keep track of which
changes were made and why. In addition, you also want to keep track of any and all changes made
in the recruitment plan, staffing plan, session schedule, or any other aspect of your original
implementation plan. For all changes made, you will want to know what changes were made and

why.
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Program Monitoring and Evaluation with SMART Objectives

Monitoring and evaluation often begins with the identification of program objectives. It is a good
idea to write SMART process objectives for FOF. To be SMART, these objectives must be
Specific, Measurable, Appropriate, Realistic, and Time-based.

e Specific
o Identifies concrete events or actions that will take place;
o Answers the question, “Does the objective clearly specify what will be accomplished?”

e Measurable
o Quantifies resources, activities, or changes;
o Answers the question, “Does the objective state how much is to be delivered or how
much change is expected?”

e Appropriate
o Logically relates the overall problem statement and desired effects of the program;
o Answers the question, “Does the objective make sense in terms of what the program is
attempting to accomplish?”

e Realistic
o Provides an attainable action that can be achieved with available resources and plans for
implementation;
o Answers the question, “Is the objective achievable, given available resources and
experience?”’

e Time-based
o Specifies the time within which the objective will be achieved;
o Answers the question, “Does the objective specify when desired results will be
achieved?”

SMART Process Objectives

These objectives address what “processes” or activities need to take place before HIV prevention
outcome objectives can be met. The activities identified in the FOF logic model provided on page
21 can be used to identify variables for SMART process objectives. SMART process objectives
identify specific activities you have to complete to prepare for and implement the intervention such
as the number of men to recruit for a cycle of the intervention session or the hiring of appropriate

PHA to implement the session.
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SMART process objectives should cover the specific activities you have to complete to prepare for
and implement the intervention. This should include the number of contacts made in the
community to recruit participants, number of men screened for eligibility to participate in FOF,
number of men who participate in the session, or number who complete the full session. Along
with the numbers of men, you will also want to collect data on the men themselves such as age,
race/ethnicity, and any other variable that is important to your program’s recruitment objectives.
Process objectives can also cover 1) what you do to get ready for implementation, such as collecting
referral information from a certain number of agencies or obtaining the latest local HIV/AIDS
statistics by a certain date, and 2) what you do during implementation, such as making referrals to
other services.

SMART process objectives also need to address the Core Elements of the intervention so that you
can measure fidelity. If the Core Element is an activity, you can write the SMART objective in terms
of conducting that activity. A SMART process objective related to an activity from Core Elements
#1 and #3 could read

“The PHA will teach correct condom use skills for clients and allow clients to practice
condom application by the end of the session.”

“Provide clients with 25+ packets of water-based lubricants and 25+ condoms of their
choice from a broad selection of high-end and popular brands by the end of the session.”

If the core element is not an activity, such as Core Element # 8, then the SMART process objective
could read

“Between February 1 and June 30, facilitation staff will conduct 70 sessions of FOF with 70
Aftrican American men who have sex with women.”

Based on these objectives, you are planning to conduct FOF with at least 70 African American men
who have sex with women in a total of 70 individual sessions of FOF to be conducted over five
months.

A SMART process objective not related to the Core Elements could read
“Between January 1, 20xx and June 15, 20xx program manager (xx FTEs - full-time
equivalent staff) will establish at least three memorandums of agreement (MOA) with

agencies that serve African American men who have sex with women to make referrals to
the FOF program.”

119



Data Collection, Management, and Analysis

Data Collection

Monitoring and evaluation activities produce data that need to be analyzed and interpreted so they
can be put to use to make your agency’s implementation of FOF even better. You can use
monitoring and evaluation findings to write reports for your agency, Board of Directors, or
community stakeholders. You can also use the data to make recruitment efforts more productive.

The process monitoring data are best collected through recruitment reports, enrollment records,
sign-in sheets, etc. You may want to look at the number of men participating in a cycle of the
session throughout the course of the week, for example, for each target population, at each location,
by PHAS, or by session.

The process evaluation data come from the process monitoring data from any measures of fidelity
you may develop. So it is important to remember to conduct the observations and have the
facilitators complete their own “PHA Quality Assurance Form” (see Appendix W) at the end of
each session.

The sections on the types of evaluation earlier in this section referred you to some specific examples
of forms that you can use to collect the data for each type of monitoring and evaluation of FOF.
The data collection forms and questions contained in this document reflect basic monitoring and
evaluation activities. Your agency may have specific reporting requirements, or you may have
information needs within your agency that are not reflected in the forms.

Once you have identified the course of the data for your variables you also need to specify who will
be responsible for collecting that data and the schedule for collection.

Data Management

As part of your data management and analysis sections of your monitoring and evaluation plan, you
will need to determine who will enter the data into its data management system and on what
schedule, and how you will maintain the quality of the data. In addition, you need to develop
processes for data security, especially if your database will contain personal identifiers.

Since the process monitoring data are almost exclusively numerical data or can be coded as such, the

easiest way to manage these data is to enter them into some type of spreadsheet, so that you can
easily calculate totals and monitor progress over time.

Data Analysis
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The process evaluation analysis is more likely to be a manual process, taking the data from process
monitoring and copies of other measures of fidelity and adaptation you create, and comparing them
to the original implementation plan and the intervention’s core elements. One type of process
evaluation documents fidelity to Core Elements and the customizing done to meet the needs of the
populations and the resources and capabilities of your agency. These data are primarily descriptive
and should be reviewed by the program manager regularly (e.g. monthly or quarterly) to monitor
fidelity, to be alert for both inappropriate customizing, and the need for further customizing to make
the intervention more relevant to the target population. Another type of process evaluation involves
comparing the process monitoring data to the corresponding planned or anticipated numbers of
people contacted, recruited, and attending the session, for example. The results of this comparison
can expose areas for further review and improvement as well as areas of achievement.

Reporting and Using Evaluation Data to Improve Program

Reporting Monitoring and Evaluation Results

Since one of the main uses of monitoring and evaluation data is to provide accountability, you will
want to develop reports to your funding sources, stakeholders, and clients that provide them with
the information they need to see that you are meeting your objectives, serving the needs of your
clients, and using the funds responsibly.

Developing a plan for reporting includes items for each report such as

e Schedule for completion,
e Contents and format required or needed,
e Dissemination plan,

e Person responsible for compiling, writing, editing, approving, and disseminating the report.

The format of the report is very important to the understanding of its content. You may want to try
out different formats for presenting data—tables, pie charts, bar graphs, etc.—to see which works
best for the data you are presenting and for the audience who is using the data. Clear narrative
discussion of what the data mean in terms of progress, behavior change, and accountability is also
necessary.

Using Data for Program Improvement
Once you have analyzed the process evaluation and monitoring data, you can look for ways to use it

to plan program improvements. Depending on what you find as you review the data, you may need
to make changes to your implementation plan, quality assurance plan, evaluation plan, or some
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combination of these. These may, in turn, require you to make other changes, such as replacing or
retraining staff, changing the meeting location, or reworking forms.

The data may also reveal the need for changes in the delivery of the sessions. Your facilitators may
be in charge of altering FOF in these ways, but you will need to work with them to ensure fidelity to
the Core Elements.

If you are not meeting your projected numbers of participants for the intervention, you will need to
determine whether this is because of problems with recruitment or enrollment of clients. You may
consider going back to clinic check-in forms where clients indicate the purpose of their visit and any
demographic information provided as a means of overcoming barriers in these areas. For example,
incentives also can affect both recruitment and retention as the client is being seen by various clinic
staff before the PHA sees him, so you may want to add a question about incentives to stay for the
FOF intervention to the form.

Developing an Evaluation Plan

The CDC Program Evaluation Branch (PEB) will continue to train and provide technical assistance
to directly-funded prevention agencies that are responsible for accurately reporting National HIV
Prevention Program Monitoring and Evaluation (NHM&E) data into a common database. Material
presented here addresses the fundamental principles for any agency adopting FOF to implement
basic program process monitoring and evaluation. Other questions need to be directed to
stakeholders who are better able to address issues specific to your intervention.

Before implementing any intervention, you are encouraged to develop an evaluation plan. This plan
is implemented throughout the delivery of FOF and will result in several sets of data to be reviewed
and analyzed. Your agency can conduct the following types of evaluation for FOF: formative,
process monitoring, and process evaluation.

There are two key reasons to evaluate a program or intervention, accountability and program
improvement. Accountability could be to the community, staff, clients, or funding source.
Implementing agencies must consider their accountability to implement any program or intervention
properly. For FOF your clinic could look at whether the funds designated for this intervention were
spent on its needs, such as PHA and program manager salaries, benefits, and CDC-sponsored
training, a wide variety of high-end condoms and lubricants, marketing materials, and private office
space. Evaluation can help improve the quality of the content and delivery of the program by
looking at what worked and what did not work. Your evaluation plan should identify specific goals
of the implementation, such as number of cycles of the intervention session to be held per week or
some other time unit, length of session to be between 45-60 minutes, and target number of
participants to be recruited. The information gathered can then be used to help your agency fine
tune its programs by addressing the areas where the agency plan encounters problems.
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Planning for Evaluation

Before your agency begins to implement FOF, the staff members need to review the sample
evaluation forms in Appendices W & X, as well as the tools in Appendices L through P, and
customize these forms to fit the planned implementation.

While the original intervention does not include follow-up with a client after the session has ended,
your agency needs to determine whether or not you are required, or desire, to conduct a follow-up
evaluation of your participants 2 to 3 months after the completion of the intervention. This
decision impacts the information you need to collect from participants at enrollment, the measures
you need to put into place for confidentiality and security of data, the data base for the storage and
analysis of data, and the staff time and skills to maintain contact with participants. If you are going
to do a Follow-up Assessment Survey, you will have to add sections to your plan on how to obtain
follow-up information at enrollment, which will be responsible for maintaining contact with past
participants, and how you will conduct the Follow-up Assessment Survey.

Once you have an evaluation plan, you may need to create or update your database to fit the data
that will be collected. You also will need to talk with your staff about the need for evaluation and
support them as they gather data. Make sure they understand the forms they will be in charge of
filling out or collecting, when these forms are to be completed or collected, and how or when they

are to be submitted.

Quality Assurance Plan

To maintain a high-level of fidelity to the original research and to maintain the effectiveness of the
intervention, a quality assurance plan should be developed prior to implementation. This will help
agencies keep track of the different aspects of the program and how they can affect the impact the
intervention has on the community. Each of the following elements needs to be accounted for in an
agency’s Quality Assurance plan.

e Evaluating staff involved with the intervention, including medical and clerical staff

o Evaluating the PHA will require either recording random sessions of the intervention
or having a third party directly observe a session. In the latter case, it is preferred if
another male staff member who has been trained on FOF observes in order to
reduce the impact of having an third party observe the intervention. Permission from
the client is necessary before observation or recordings can occur. The supervising
staff can use the “Peer Health Advisor Quality Assurance Form” in Appendix W.

o Evaluating other staff should center on their ability to recruit eligible clients to
participate in the intervention, and their ability to facilitate a smooth and timely clinic
flow as FOF is being implemented.

e Designing a supervision plan for the PHA
o The PHA’s supervisor should be qualified to supervise a member of the community
working at the clinic, and needs to be able to take on the additional workload that
supervision creates. Regular meetings (at least weekly) between the PHA and his
supervisor are necessary components to this plan. These meetings should allow the
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PHA to report on his successes and his concerns, and allow the supervisor to give
constructive feedback on the PHA’s performance.

o Itis important to have a set meeting time each week for the supervisor and PHA to
meet.

Determining how any requirements and standard practices at your agency will apply to FOF
o Agencies may have site-specific policies that pertain to the implementation of FOF.
® For example, if there is any additional training that the PHA needs to

participate in, these should be addressed before implementation begins.

o An agency’s confidentiality policies are especially pertinent to FOF. A full
understanding of how these policies impact implementation is necessary before the
program can be made available to the public. All staff involved in the intervention
also need to be made aware of these policies if not done already.

o The PHA may need to undergo your agency’s standard performance review in
addition to any program-specific evaluations. Both the PHA and his supervisor
should be aware of this.

o Determine what other policies and procedures at your agency apply to FOF before
implementation.

Designing a fidelity checklist to ensure that the core elements of the intervention remain
intact
o The core elements are integral parts of the program and the degree to which they are
maintained directly relates to the effect the intervention will have in the community.
o Both the PHA and his supervisor need to be aware of what the core elements are,
and together both need to devise methods to ensure than they are being maintained.
This can be accomplished any number of ways, including
* During the regular meetings between the PHA and his supervisor,
* During the observation of recorded or live sessions with clients,
= A self-report completed by the PHA regularly (see Appendix X for an “FOF
Fidelity Checklist” that can be used by the PHA).

Conducting debriefing sessions with select clients to evaluate their experience with the PHA
and FOF
o Some of the best feedback will come from the clients. They will be able to report on
the value and skills they gained from the intervention, and be able to critique it from
a unique perspective.
o Without this feedback, it will be difficult to determine how effective the intervention
is, and where opportunities for improvement are.
o This feedback is best if it is structured in a standardized way, such as a feedback
form completed by random clients after the intervention.
o Feedback should not take too much of the client’s time, as they have already agreed
to participate in a fairly lengthy conversation with the PHA.

Client record tracking and confidentiality concerns
o Agencies need to be able to track which clients have already participated in the FOF
intervention in order to ensure the same clients are not receiving the intervention
time and time again.
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o In terms of screening clients for eligibility, some agencies may already obtain all of
the information necessary to determine this. Others will need to determine how they
can best obtain the information they are not currently collecting necessary to
determine eligibility.

o When obtaining this information, the PHA should not learn anything about the
client that is not necessary for the intervention. They assume that anyone referred to
them meets the intervention criteria, but they do not require any specific information
about the client.
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Appendix A: Original Research

| RESEARCH AND PRACTICE |

A Brief, Clinic-Based, Safer Sex Intervention for Heterosexual
Rfrican American Men Newly Diagnosed With
an STD: A Randomized Controlled Trial

| Richarg Crosty. PHD, Ralah 3. DiCkmerte, PhD, Richiard Charnigo, PhD, Gregaly Saow, and Acewale Treuman, MD

In the Urnted States, AIDS case mates ane
approximately 5 tmes higher among Afroan
Asnerican men than among White men **
African Ameriom men have the highest preva
kence und madence rates of AIDS of all demo-
graphic dassifications of US residents. Partionr
lurdy i the South, > Afrscan Anserican men
are also disproportionately dfeced by sex-
ually transmitted disesses STDs)” Given
these dispanties, an mportant pubkc heakth
smperative 5 %o develop and fest mlerventions
designed to reduce the risk of HIV or other
STD neguistion meong Afncn Amencn
men—espeasily young African Amencsn men,
who are at the gretest ik of infection ™ The
Enpemtive appbies to both Affin Amencu
men who have sex with men and those who have
sex with women. In peneral however, hetero-
sexual wen of all rcal/ethmic ongms have been
Eugely neglected with respedt to the develop-
ment und eswhianon of HIV prevention mser-
ventioas. "

Few studies have specifically mvestigated
dime-based spproaches to reducing HIV or
other STDs among young Afncan Amencan
mem who have sex with women. Far example,
m a recent review of effective bebaviorad in-
terventions for HIV ifection, Tyles et al
sdentified 18 programs that met establisled
mathodalogical eritoria™ Of these 18, 14 were
deagned for persans who wene not knowmgly
HIV posstive. and of these 14, none was designed
Cengers for Disease Control and Prevention
currently endarses a brief {6Oanimte? climice
based peogram delivered in & small-groug format
deagned to promote safer sex among Afrioan
Aunerican and Hispanie men of all ages™ To
evahmis program effioacy, mvestigators wsed a
dmic record review (maean of 17 moaths) 1o
monitoy subsequent STDs. Men randomized to
the intervention {22.5%) were ks likely to
acquire a subsequent STD than were owen i the
rongtine-care group (26 8%) '

§556 | Aescarch anc Fractioe | Peer Heviewed | Crosby of of

Objective. We evaluated the efficacy of a brief, clinic-based, safer sex program
administared by o lay health adviser for young hetercsexual African Amarican
men newly diagnosed with a sexually transmitted disease (STD,

Mathods. Subsaquent to STD diagnosis, eligibla men (N =266, aged 18-29
years) wers randomized to either a porsonatized, single-session intervention
deliverad by a lay health advisar} or standard of care. We conductad behavioral
assessments at basoline and 3 months postintarvantion (retantion was 71.1%).
We also conductad & Bmonth dinic record review.

Resufts. Compared to men randamized to the control condition, those receiving
the intarvention were significantly lass |kaly 1o acquire subsequent STDs (80.4%
vs 31.9%; P=.002} and mora likaly to report using condoms during last sexual
Imtercourse {72.4% vs 53.9°%; P«.0C8), Thay also repoarted feawver sexual partnees
(mean 2,06 vs 4,15; P<,001} and fawar acts of unprotected sax (mean 12.3 vs 29.4;
P~.045). Based on a 9-paint riting scale, men in the intervention group had higher
proficiancy scores for candom application skills |mean differonce=3.17; P<.001)

Conclusion. A brief dinic.based intervention delivered by a loy heaith adviser
may be an efficacious strategy to reduce incident STDs among young het-
erosoxual African Amencan men. |Am J Public Health, 2009;99:596-5103, doi

10.2105/AJPH 2007,123893)

Although organizing groups of 3 to 8 man
demanstrates efficacy, this may be problematic
i many STD dinies from an operitional per-
spective. In & multicenter mpdomized cone
trolled trinl, u sae-to-one ilored cotmseling
mtervention was evaluited among STD dinic
patients Patients randomized to the enhanced
counseling and the brief courseling conditions
were less izl to acquin: subssquent STDs aver
o Gmonth follow-up {estimated odds nstio
FOR]=0.69 and 0.71, respectively). The wial
hnd & low partiapation e (4% and high
attrition (9%, Aithough the wisl demonstrated
a trestment advantage, there wis i nuugionl
treutment offect for the primary behavioral oue
come, unprotectad yaginal sex. Subsequent
reanalysis of the data idcuted that ntervention
effects were not urnform acrass age groaps.

For exunple, imang adolescents younger than
20 years, the 12-mooth STD moldence was
172% m the enhanced {intervention) group
versus 26 6% i the control group. However,
amang young adults aged 20 to 25 years,
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witervention effects were markedly smalles
(1349 vs 14.8%

In another stinly, & dnglesesaon clinie-boased
mtervention produosd sigmificant effects in &
subset anadyds of youny men (aged 20-30
yews) and Afnown American men over a 6+ to
Smonth follawup perod” wheres n a
Gsession, videobasad intervenition, reductions
were: observer in selfreparted unprotected vag-
nal sex wmong African Amenican men reonsted
from an urban STD dinic" Unfortunatedy, the
fortner study was not desdgried specilally for
African Amencan men and was evaluated using
n fomized desapn, wh the htter
stdy used & smalkgroup intervention format,
which Bsts its utlsy for dimobased mple-
mentation, wnd did not assess subsequent STD
acquisttion. Faally, a climobased study 1smg a
1-nonth (3-sesaon) mntervention format fuded o
observe significant differences in STD acquis-
ooV

We sought to test the efficacy of o clinie-
based, safer sex program specilically designad
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for young heterosexual African American men
newly diagnosed with an STD and residing m
the sputhern United States. The: trial tested the
hypothesis that men rand 1 to the inter
ventian groap would be significantly less likely
than wonld be c Is to acquire a subseg

STD and to engage in unprotected sex. Hy-

potheses pertaming to fewer sexual partners
and grester condam applicion skills for men
receiang the mtervention wero also tested.

METHODS

Participants

The study was conducted Septemnber 2004
through May 2006. Men were reciuited from a
public STD clinic located in a southem US aty,
Recraitment occurred following disgnass and
trestment for STDs. Nurses assessed potential
eligibility by determining whether men (1) weee
newly diagnosed with an STD, (2} self-identified
s African American, and (3) were aged 18 1o
20 years. Potentinlly eligible men were asked if
they wauld be mterested in volunteesing for a
study. Those indicating any level of ngevest
(N="1306) were escorted to the project’s lay
health adviser {in an adjsoent offien), who
further sereened men for eligiiliy by deter-
muting whether men were Enplish speaking
and by aslang 2 questions: (1) Are you know-
ingly HIV positive? and (2} Have you used a
male condom at kst once in the past 3 manths
for sexual intercourse {defimed s “pens m the
vagina') with & wonsan?

Of the 306 potentially eligible men screened
by the lay bealth adviser. 15 were deemed
mefipble based on their responses to the sec-
and set of eligibility entersa These inclust
arienia were important because the baef na-
ture of the intervention was desgned speafi-
cally 1o lmpwove the quality and consissency of
condom 15e aMong men reporting recent ex-
perience with condom use. OF the 291 men
deemed ehgible, 266 (91.4%) were randam-
ed to the 2 trial conditions (Figure 1),

Study Design

In a 2-arm randomized control trial, we used
comeealment of alkication technigues to mani-
mize allocation biss > Before implementing the
tnal, & mandom sequence was determined, and
envelopes contaning eliocstion cads (coded for
mtervention or control) were sealed, randomly

Supalement 1. 2006, Vo! 93, N, 51 | Amentan Jouwmal of Puto Hueasn
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291 African American
men eligible

4‘ 25 men opted not to participate

Randomized =266
191.4 % participation rate)

141 {53.0%) randomized to the Hiv-
prevention infersention

175 {47.0%) assigned to the
standard-ol Care groug

105 {74.5%) comphetes J-manth
Tollrw-up procedure

92 {73.4%) completed 3-month
follow-up procedures

Note S0 = zemvally Sansrited derme

2004 Through May 2006,

sepuenced, and piled; the top envelope on the
pile wes always 1sed to determine assgment to
group. The tnal was conducted usng a J-month
folow-up assessment and & S-month medical-

Intervention Methods

Hased an recent evidence suggesting that
young African American men expenencns nl
tiple diffieulties with condoms ™** we designed
the intervention (o promote men's qualdy, cor
recmess, and conststency of condom 1mse A
1yesr formative phase was wed 1o develop the
mtervention. In an msial elicitabon stady (that
userd the sane: inchisan onteria as the trial), we
coBocted qualitative data pertaining 1o men’s
bamess m achieving cormect and congstent con-
dom use™ We wsed the findings o develop the
bref {spproxmately 45-30 mimues Jong i
tervention, which we then tested and revised
bhaserd on identified gaps.
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FIGURE 1—-Allocation of study participants ln a randomized, controlled tral of a brief, clinic-
based intervention to promote STD protective behaviors: Southern United States, September

The progrm (named Foos on the Future)
wis based on a lay health adviser model
Tvadence suggests that lay health advisors are
instrusmental in acloeving mtervention success

g vanonis pogl of Alncan Amen-
cuns acrass & broad roge of bealth behay-
iors = The essence of the model is that the most
eflective change apents an: pecple who come
from the community for which the intervention
program & mtended This goes beyond the con-
cept of “matchiing” by race, sge, and gender™!

A young African Amencan male who had
grown up and resided i the main catchment
wrea served by the clinic was selected, hired,
and trained to implement the intervention. Hes
everyday expenences and communication siyle
were indeed no dfferent from those of the men
participating in the intervention. The lay health
adviser was selected based on s ability to
effectively discuss sex und condom use with
men in a nonjudgmental mammer. Part of this

Crosdry of & | Peer Aroewed | Aesearch and Practine | 587



ability included being adept st quickly estab
Eshing rappars with men by finding common
gronnd between them, Once sclected, be at-
tended a J-day training semminar designed to
provide him the skills and information needed
to deliver the singlesession merventon.

The smgle session was predicated on the
information, motwvation, and behavioral skills
madel ** Information directly relesvent to the
quality of condom use was provded. For exam-
ple, men Jesrned it condoms cogme in & vaniety
of sizes and shapes, and they Jearned about the
value of penodcully addng vater-based lubn-
cunts 50 condoms during sexual msercowmse. Men
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effective mesns of preventing asbsequent STD
acyussition when used congstently. As patients
of the cimic, all men were allowed to take

up to 12 condams—with only 1 sze and brand
available—from the clinse ss they exited. Iy
addition to the diseasespedifi diagoss and
teatment the men vecetved, these procedures
comprised dinical standard of care. Men ran-
domized 10 the control group received andy ths
standrrd of care, whereas men mndomized to
the mtervention groap received this standard of
care and partiapated in e Foous on the Future
Program

learned, by demanstration from the lay headth Data Collection
addviser, that ci-based lubnicants can quickly lnmﬁatdvfonmdm@oesmdm
mg mien's mo enrall men dedeedd @ sedfadmin

erade |adex cond: Enh

tica 1o use condoms wes an idegral component
of the session. Throughout the session, the ads-
sar encouraged men to feel pood about wsing
condoms, 1o experience condoms as being come
patible with sexusal pleasure, and to sctively
prosedt themselves from future STD soquesition.
The lay health adviser constantly ittempted o
equate condom use with an investment i the
men's fuhire

The participants were also motivated to
personally respand to the AIDS epidemic

questianmure that the Sy health advisar gave
them To avoed problems assoaated with low
Heracy, guestions were recorded onto a compeact
disc that men could play using a portable head-
9t Next. men completed] o drectly observed
condom-application skills assesament. The same
procedures were repessted & the follwep as-
sesament. Men were compensated $40 for the
fire aswessnent and 360 for the second.

Pnnwy Outcome Measun
al ok i of an STD constituted

through our wse of luge pasters il 3 the
disroportonate HIV/AIDS burden experi-
enced by African Amencn men. An equally
mpartant, but implicit, objective was to have

>

thcpnmnr)ouwmnc Becanse this publicy
futsded clise was the only bow-cast option for
men i the entire urban cdclment ares, &

the advisor be respansive 10 men’s g

dical 15 review was used to assess this

problems, and concerrs regarding safer sex
with their female partners. Men were prompted
to think about ways they could initiate condom
use with existing parters. Skill acquisition was
also engphaszed. Correct condom and lubrica-
tion use were demonstrated and practiced by
mens until they expressed o sense of mastery.
Memn were encourged to use condonss they felt
fit them comfortably and provided them with &
serse of secunity. Based on formative work ™
we denided 0 provide men with pockessize vials
of water-besed lubncants as well as 12 or more
condoms of their chowe from a broad selection
af brands and sizes.

All men enrolled in the study received
mrse-delivered messages regurding condam
nzo per Centers for Disease Control and Pre-
vention gwdelines *" These messuges were
typecully delivered in ondy & lew minutes and
essentially informed men that condoms are an
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ontoome,

Other Outcome Measures
Four behaviaral outoomes were assessed; (1)
ber of ferale sexual ¢ % in the pust 3
months, (2) condom use dunng the last act of
penetrative (pende—vaginul or penlle—anal)
sexunl intercourse with a female partoer, (3)
frequency of umprotected penetrative sexual
mtercotrse with & female parter in the past 3
manths, and {4) proficency m wang condoms
a8 determined through direct observation of
men’s nbility 80 apply condoms to 4 stabonary,
bfe-sze, mbber pende model. For the fourth
behavioral owtcome. a 9item chocklist was

Statistical Analyses

Demographic and baselme agributes among
mtrrvention and control particpants were
compared via the 2-sample ! test with wire-
stricted variances for quantitative variables and
the »* test for dichotomous vanables Demo-
praplue und besehne atributes amoap, partics
pamts who dropped out of the study und par-
ticipants who remained m the study were
compared simidardy.

The outeomes of reinfection at any time
within the 6 manthe and condom use at the last
sexual act preceding the 3-month follow-up
were analyzed vin logistic regresson. Remain-
mg outcomes were analyzed vis linear regres-
sion, Univasinte analyses wsed caly mterven-
tion or control status as 4 predictor, und
multivariable analyses used intervention or
control stutis and several covariates,

First, a dichotomized version of monthly
moome was used as a covirate. Monthly i
come served a5 & proxy mdiouor of somoeon-
nomic status. Despite: the relatively low average
mcome of the sample, we suspected that so-
doeconanuc status may nooetheless be an
mportant determinnt of safer sex practioss
und resnfection. Secomd, whclhtnmn were

1 § ns huving 1 vessus multiple STDs at
b&schmscncdsucuvmm tlnspnmdcdun
objective marker of past sexual nsk belsviar
wmany this sample of high-nisk men. Given the
strong predictive power of past behaviar to
predict futire behavior, we determined that
this measure wis an important covanite,
Third, the correspording baseline measure of
the autcome variable (axcept for renfection)
wies adways mcduded as o covariate, Fourth, the
outcome of remfection was considered 1o be
corfolnded by condeen use and condom use
skills; thus, follow-up valses for these 2 van-
ables were inchuded as covanates.

Because autoome vaniables (except remfecs
ton) had missing vidues because of atiration
the prmary data analyses {described in the
previous paragraph) were performed twice:
first with only complete cases (participants
for whom there were no missing values) and
then with muiltiple impueation®® &s imple-

refined bused an pr 1 luctesd

by R].D* This checklist comprised “yes” ver-

sus ‘00" indicators completed by the lay heslth

acdviser o men demonstmted the sk of condam
ticat
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d in the M1 and MIANALYZE prooe
dures of SAS version 9.1 (SAS Instituse, Cary,
North Caroling

Finally, becanse there were some extreme
outlying observations with respect to the first
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and third behavioml ongoomes. sensitivity
analyses were performed 1o complement the
pramsary analyses. One set of senstvity analy-
ses entadled the | of ds with ex-
meme outlying values, and the other mvolved
Jogasithmic trunsformations 1o mitigate the
outhers’ mfluence. All analyses were conducted
m SAS version 9.1

RESULTS
Baseline Comparability of Groups
We 1 differ b men ran-

domized 10 the intervention wnd control con-
ditions for demographic and other key vars
ables at baseline (Table 1) The only significant
differrnce observerd was demonstrated con-
dom application kills, with men in the contrel
condition scaring Jower than men in the mter-
vention conditon.

Attrition

Among the 266 partiapants, 69 {25 9%) did
not retum o complete the 3manth followap
assesstnent (Figure 1), Howeser, we were still
able to determine o thess: men acquired o
subsequent STD. Comgaring the 197 partick-
pants who remained m the stady with the 69
who dropped out. there were no sigrficant
differences m soaodemographics or baselme
atnibutes (Table 2). Further, the propoctons
of men dropping cut were not ggnificantly
different between the 2 groups finterventon
ar control), Finally, men dropping out were
not sigrificantly different from men conpleting
the study with respect 10 STD remfection
rates

Effects of the Intervention

With | exception, the 5 outcome mensires
achieved univanste sgnificanes in both the
complete case and multiple impusation analy-
ses (Table 31 We used the complete case
analyss to compare men 0 the control group
and found that those i the intervention grougp
were significantly bess likely 1o acquire a sub-
sequent STD within the 6-moath follow-up
interval (30.4% vs 31. 9%, univaniate OR esti-
mate=0.46; 95% confidence interval
[C1]=0.28, 0.76). Men in the intervention
seared higher on the condom application skills
assessment (mean &fference estimate =317,
95% CI=2.81, 353, relative difference =
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TABLE 1-Demographic and Other Basefine Attributes of Enrollees In a Risk-Reduction
Intervention Evaluation of African Amedcan Men Aged 18 to 29 Years Newly Diagnosed
With an STD, by Growp Assignament: Southern United States, September 2004 Through

May 2006

Iatanenthan = 141}, Contal (n= 126},

Mean 250 orMNe (V) Memn 50 o Ko (%) r
ey 2134 234 +21 |
Pt monhily Incoma > $1000 36 (1.0 42 339 b2
umeh iebitionskly & monagnas & (a6 £ (480} @2
Cunerit iedationstic & nol mosogenoes 59 421y 54 (432} L
Porzasty taght how to 1se condoms 127 @0y 110 (487" n
Nultighe STD diagaotend o Laodine 4183’ 7 auf 13
Bacsbre daguoss inchdad diseryda 56 @00 £0 (403" B3
Basebres hograss inchided goacarher ST 61T M eLaft 94
Demoneaed condom wie shils 383« 228 260 v 167* <0
Norter of female wseal partnen, pet 3 musthe’ 2512273 EICES XL &
Urpotected acts of sewal inberzoomss, past 3 monthe! 1602 473 14310 n
Used cordons st tire sl Intercourse ccommd 14 525) 53 1424} 10

foe the & in gowp, fxcdudng & pariclp:

the irkanvestion gugp.
foe the

irdsveetian groug.

+145%, Alse, men in the mtervention
reparted significantly fewer sexual partners
(206 vs 415, mean difference estimate =
=2.10; 95% C(1=-122, -0.95; relative differ
ence =~51%), sgnificantly fewer acts of un-
protected sex (12,3 vs 20.4; mean differance
estumate=—17.1; 95% Cl=-336, -05; rela-
tive difference=-~58%) and were significantly
mare likely to repoet wsing condons during
their last epesode of sexund mtercourse (72.4%
vs 53.9%; undvariate OR estimate=225; 95%
Cl=124,4.07}. Of note, these rezults remained

latively unchanged with multgd tadi
with exe exception of unprotected se.v. wluch
narrowly nussed sgnificmce.

Multivariable analvsis viedded more robust
miervention offects on subsequent STD
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Hoes. STO =smialy waanitad diseon 81 realts panal 0 men who ael-ideriled a3 hetrassaal

*0ut ol 124 padicqisals with dala far vriolie dor which sal all gesticipants bad dala

S0t of 140 patizpstis wit datn 130 vatebl far which 10t 3l patkipans tad dila

Ol of 131 participesls with dats St yarishée Ax abich nel sll participants had deta.

it af 112 pamizpants itk datn fo1 varinbe br which 1ot all pancipants tad data
mmnmmmuanum respectisdy, for the conbal @oog srd 20 and 1.0, repetisdy,

i e contl groeg ard 3 | the Inbsvertion pug vho dained
fraoee tha 100 Lrgualecti acts ol sewsal intercourss ot baseline or (ko up of vho cliied mare i 25 getnae
i Lassite of tllaw A, mesn and tandind devatisn se 302 and 2.29 I Be cortml @uep and 270 and 1.71 I

'umumuuummssuuamwlunwdnunwuunmm
han g ol ioparks i the sontl goep wrd 3 i the merestion groop who chimed moe

than 170 nproichied scts ol sewal inbssonurse o bassise or fobw (g o1 who ciammed mare thn 25 patress o beasine

te folkow up, mysan ard gaedard dedation se 1351 and 1808 for the corkicd group aod 1176 aed 154¢ bt the

“0ut of 123 parlispants with dala fot verinkde dor which 1ol all pasicipants bt dala
ut of 114 partcipants M data & variatie for W8k ot 38 partizpants tad da

acquisition (Table 3} Men randomazed to the
mtervention had about 68% lower odds of
acquiring a subsequent STD {adjusted OR
estimate=0,32. 054, CI=012 086). Fur-
thermare, findings from the multiple imputa-
tiom analyses indicated that men in the mter-
vention group had a highes scove on the
eondom apphication assessment {mean differ
ence estimate—21 19, 9% CI=2.81, 3.56),
had fewer female sexual partners (mean dif-
ference estamte=~1R87; 05% (I=-296,
0,79, and were mare kikely to repart condom
st lnst sexund episode {adjusted OR extr-
mate =206, 95% Cl=107, 3.96). Ooe ou-
come did not achieve statisheal significance m
multivariable anal | ber of g
sodesofunmmdmmdwpm%days
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experience i wsing condoms, and the wse of alay
health adviser medel. The effect may also be
partially esplained by the observation thit men
randomized 1o the mterventon group repartesd
sgrnificanty fower sexnuul partners st follow-up
(an unexpected fnding).

In an era when the Centers for Disease Con-
trol and Prevention has stated, “In the United
States, the HIV/AIDS epideenic is o henlth criss
for African Americuns,™ the fmndings offer one
appronch to addressng this marked roesd dis-
panty. The findings also auggest i protective
benefit for men's female sexual parmers, who are
typecally African Amercan. Becnse power -
bulances in heterasexial relabonships may favee
mades. intervention with Afcan American men
ugeenst HIV or ather STD anqusition ™ Indiredt
effects may also aoour by Sowenng the presa.
lence of STDs within Africus Amencan womeri's
sevual petworks ™ Tn tum, reductions in STD
previdenice and incidence among Afncsn Amer-

(mean differcnce estmate =<11.9; 95% Cl=
-313,75).

Both sets of sensitivity analyses preserved
the comausions from the primary analyses that
men in the intervention had sggnificantly fewer
fermile sexual partners than did men m the
control group (Table 4). The senativity analy-
ses involving logarithnsically transformed
number of unprotected acts preserved the
mixed condusions from the primary analyses,
i part V! setical sy 1 with uni-
variate complete cases but Jack thereof with
multivanabde multiple mputation, The sens-
tivity analyses entailing removal of recoeds
disagreed with the primary analyses only in
that statistical significance was not achieved
with univariate complete cases.

DISCUSSION

The findings of our study dearly show the
efficacy of this bnef cliniobased mtervention
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TABLE 2—-Differences Botween Men Completing Follow-up Assessments and Those Not
Completing Follow-up Assassments in a Risk-Reduction intervention Evaluation of African
American Men Aged 18 to 29 Years Newly Diagnesed With an STD: Southorm United
States, Soptember 2004 Through May 2006
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(ks condoms st Sve sl istmssune aosuined WS 3T (536) »
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Foréection T3{38) 304385 5
Mo, STD = sy Leatamilad diosroe Al readls perisin Lo men Ao s2lifenitlad 2 belsuonial
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"0t of 156 paticipants itk datn far veitabie do1 which ot Wl pEScipants tad data
O of 67 particpants il S43 Lo vaabie 1 which 1t 8l pertiipants hod dela
“Ost ol 181 patiapaels with data far vristée dar which ot al) pascipants b dala
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‘0ot of 171 patipants aith datn b wariatie for atich not 2l pacticiparts tad data
Wt of 65 particpants Witk Se43 foe vl I which 50t Al garticipams hed dela.

for young heterosexual African Amencan men
at sk of STD or HIV acqusition i terms of
lower rates of subsequent STD acquisstion,
reduction in STD» ar HIV-assocated seximl
behavioes, and improvement in condom appl-
cation skills. The practioad vahae of the findings
1 paramount, because they demonstrate
marked reductions in STD incidence without
the use of kngthy, resource-intersive pro-
grams. Moreover, the reduction i incidence
over the B-nanth postitervention period
produced a larger effect size than did those
observed m previous tnals of bnef, chimo-based
mierventions for African American men,' 1%
The observed protective value relative: to sibses
quent infextion was alo greater than that de-
rived from s recent meta-analyss of dinicbased
STD prevention progruns (effiect stize: 32 v
85)%* Tha treatrnent advantage may be aterib-
utable to multsple factors, such as tslarng to a
relstively homogeneoas population of men, in-
tervening only with men wha reported provious

131

tcan meen and women may nutigate the racial
dispanty in HIV/AIDS prevalence and incidense
by removing STDs as a cofactor >

The bref nature of the intervention also was
rants comenent. Implesnentation of small-group
mterventions o nikisesson interventions may
not be optenally efficient & STD dinics. Becmise
climes are desgned to provde patientz with a
senes of ane-to-one infernctiors with cloie] stall
traging voung African Amencan men newly
thagnosed with an ST min an additional
one-to-ane session with a lay health adviser is s
relatrvely smple expansion of the existing climesd
paradigm. In addition, the use of a lay health
adwviser to mplemant the intervertion miy be a
costeffective statepy. The relative ense of
mplementation and higher costeffectiveness
may uddress the problesn of effectively trandas-
ing evidencedsased research tato practios ™"

Limitations
These are a munber of mitabions to the
study. First, as is true for all sexuality research,
findings are lited by the validity of retro-
sprctive selfreport. although thes lmutation i
somewhat mutigated by the medicak-records
findings pertuning to STD reinfection.
Further, as is typically wue for STD or HIV
behavioral randomazed trals, the wse of a
nonprobabibity sample Umits the abiity to
generalize the findings to young heterosexial
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TABLE 3—-intervention Versus Control Gromp Outcomes Assessed 3 Months Postintervention I
a Risk-Reduction lntervention Evaluation of African American Men Aged 18 to 29 Years Newly
Diagnosed With an STD: Southern United States, September 2004 Through May 2006
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African American men newly diagnosed with
an STD in other clinics of the United States.
Another concemn was the attribon rate, That
26% of the enrolled men did not remrn for the
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4 Exchding 4 pamicpants is Be coelrol gosp

oy, bt the

[acheding 4 paty

reartion testing ™ Although we condd not is-
certain whether men were diagnosed with sul»-
sepuent STD infertions elsewhere with this study
deagn, options for akernative soveces of danical
care were fimited and most Bkely wonld be

pmmnnnul'SGOnm!Mof |
Wmmmmmmmm
bility i thedr duly bves, pechaps us i conse
qumocofpovmy mdctcmnmuon How-
ever, differ Iropouts and men
completing the study were not observed, and
attrition was not a problem refative to the
prmsury study outoome, because we were able
to collect these data by medical record review.
Althangh urine-based polymerase chain n-
action testing for subsequent STD acquisition
may have been a more ngorous approach, the
use of archuval data is Dot uncommon, even i
larpe-seale trinks that employ polvmerase chain
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compurably dstrbuted bet sty groups.
The relatively short duration of the follow-ugp
penod pertuirnng to behaviornl oulevenes is also
& limusstion, given that maintenance of interven-
toa effects could not be nssesed over Jonger
peniods: Also poteworthy & that the program

was specifically designed to improve the quality,
correctness, and frequency of 1se wmang men
recently 1ssing condomss, thereby exchuding those:
decision wss made based oo our awareness that
n AC-n=nute interventon s unbikely to dinge
behaviors of men who never use condoms

However, a conplete bk of condom use (mever
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I3 tn the corhind garp

nwe") among young African Amencin men ts not
the porny natonally repeesentative dats indioue
that fewer than 1 of every 6 young Afncen
Americin men reported never using condams
during a 12-month reeadl period ¥

It must abso be acknowledged that the use af
multiple raters would have allowed us 10 es-
tublish intrarater relability for the messure of
demonstrated condom application skills; this
Linitation should be considered in the kper
coptext of the study findings {that &, the “skills
vanable” was only | of severul supparting
outcomes), Finally, the saxdy design cznnot
determine what portion of the observed effect
was attributable to the provisian of condams to
men i & varsety of sizes and brands This is less
alimstation than u product of the intervention’s
purpose of increasing men's pleasure n uang
condams by providing a ruoge of eptions.
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TABLE 4—Results of Sensitivity Analyses for Selectod Outcomes Measares Used to Compare
Men Randomized to the intervention Versus Control Groaps in a Risk-Reduction
Interveation Evaluation of African Amercan Men Aged 18 to 29 Years Newly Diagnesed
With an STD: Southem United States, September 2004 Through May 2006
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Concluslons

The weight of evidence sggests that a brief,
daie-based intervention may be efficacious
reducng sibeequmt acquisttion of STDs wmong
young heterasexual Afncan Amenoan men
newly dingpesen] wath an STD. The use of a lay
health advisor may help keop intervention oosts
bow, dereby enabling progran disemmnation w
resourcepoor envirannEnts. As the United
Statess ™' and other countres™ implesnent clinc
based counseling in settings that provide STD
screerung, the opton of postdiagnastc: nounse
g conducted by aday health adviser may prove
useful. Adaptation and spplication of the pro-
gram in geographae sress {domestically sad
gobally) expeniencing epidemics of STD or HIV
maty be woeth pussisng in future tudies 8

About the Authors

Rickod A MMGw&wnmm&w
of Hoaloh Boh O

Rolph | DWUM&W#M
Screwes and Jisalth Educanon, Enory Unrersiay Aslanss
GA Fvcivarsd Chormign ar itk she Deprartowent of Svoatn-

5102 | Aeseaech ang Pratee | Peer Revewen | Coashy o &)

“Four perticipans 0 the comol guep and 3 pamiapaits i e indsveedion Bup e edided Who dhired o
than 100 srgetected acts of basebne o dabow 1p oo ato claimed mose thar 25 partress 3l bassbre o blowip
"The tranchmed v s the antiaal bgalm of 1 plus the ongdest velia Poisl 3ad 55% coofl dence intenal
etirules or messans of it e tol dredly corpsable o thace cbtsised in the atzerce o o logaitheiz
transtomation; the mamn Ssstinn of interest & sher the P wlie i 0 quallatve agsemand wil the cumesqonding

‘Wotivamathe sraiys costrols 1 nzsme, miwd ST aad the basdne vabie 1or mumter of famare soes i partrers Is the
Ny sariatle amadysis contois for income. mowd STDS, and basekse waves o shil urpatected semisl itercoursn, ard

ssvey, Universidy of Kewucky, Levaypton. Adevsale Trowe-
m.mnblmhummmw
Loweale. XY
Baguests for regrmrs showld de seswt & Mcdard A, Cresby,
FAD. College of Pulivc Heolth 121 Waskingwon Are,
Levugen, KY Q05060005 (emal: eroshy@uhyatil
Thas article wxs acospivd Aprdl 27, 2008

Caztributers
B.A Croaby onginaced the sy, mquired fundisg o
the study, developed the study protocal, provided over-
sighe for the soudy, autooed the anade, and pesfocmd
revisons of the article. 7] DiCleooeme arignated the
study, developed the study proteonl, provided cnsdte
ton during the datn collection phier of the sady, s
preticipated i authorog snd pecforming revisions of the
urtade. 1 Ohaenigy providec! oversght of dain mearsage-
et wod denning, aonlyzed the data, inerpreted the
findinygs, and partiopated n meong od performemg
mtmnmollwtbduGSmmUnpln-mddlM
5 for doea
lnwvmn retention. und Rollowup sessanos. A
Trostmam sdministrative support for the sasdy,
uecess Lo the samgle. sod pudance pertusing o due

ueryrnGon,

Achzawledpments
Support for dhes projec was provaded by o grant froo: the
Nutiooed baritue of Mestd Heslh 2 1 MEDGEGS201A1L

133

We graefily sckaowindge the sssistsesce of g dinic
director Deboenb Snow wad the e2nic sl members. We
b nckrewdedge e sastunes Trom Willisen Yieber,
Stophinoe Smders, snd Cindy G (the Kooey Ins-
tuge for Resoarch in Sex, Gesder, wnd Reproducton)
refative 1o imecvention development. Fondly, we wish 1o
ucosewledpe members of the duta safety mosdoring
Bsdend, WWilLasne Yarber, Willeed) Cates, s Lee Wiamer.

Heman Participaat Protection

Study poecedures were spproved by dhe Office of R
woareh Intogrity st dw l\nwni, of Kenturky. Tl- trind
was d with the dinielirislsgov
Irt-nlymnwn NCTOO3140258) nlmmmlmulhyl
hitw saefety tmomtunng bewst.

Relereaces

I Comtecs for Disease Control sad Proversies, F7Y
AL Sunwilose. 2004 [yonc-on! ecditien] Alluta, GA
Cesters for Dzease Contrel and $reveston, 2004

I Ceoters for Diseass Control ond Proverton, Afrvon
Awericany and ADS At GA: Centers for Disesse
Contred and Provention, 2006

3 Centers for Disesar Control s Provention EIV/
ALDS Amorg Afiomm Ameriesas. Faat Sheet. Avatlible
ut: bt/ Swwewede gov how topioy/mu resouroe s et
sheets/mhim. Accessed My 18, 2008,

4 Centers foc Disease Control and Prevestion. Heah
Duspieities Dxpenienced by Black ar Afrcan Amernouns,
United Seates. MAMVR Mork Martal Wiy Bep. 2005;
541-3,

5. Southen Staes AIDS/STD Direson Wark Group.
Southern States Maotfegor HIV/AIDS & STDs in the
Seugr-A Call to Acton. Available at: b/ veww.

< Murid

pdf. Accessed May 19, 2005,

6. Centers fur Diswesas Conteol snd Provention Seos-

alty To d Dhsense Sunei 2005 Adlurea, GA:

Centers for Disesse Contrel and Prevestion, 2004

7 Huie M5, Galin AR Kepimn EH. Sow MA, Fimberg

H\'ﬂmrﬂ]:‘bﬂnnw Geming More From 2OV
W ok m N 3 Asad, MA

-~

3001.

8 National batitudes of Eeulth NIH fisead your 2007

plen $or HIVediead reseedi. Avallable ad: g/

www sar.nh pov/public/pubs/fy 2007 AOveniew pdt

Acoeased May 19, 2006,

9 Sed DW, Elrharsht AA EIV-prevestion-reisted

sexunl hewlth proooetion $or heeernsenml men i the

Uinitnd Sewess | patfalie and revnunendations. Arck Sex

Hebo 200433215212,

14} Seal DV, Exner TM, Ehrhacdt AA. FIV seaunl sisk

reduainn mierventioo with heterosaunt ren. Avah fe-

feree Mal 2006163738734,

11 Eway AR Hat G Bawkes §, P«an,EI:o

uveness of meer Lo prevenk

infectoos mad haomn mmomnodeficency i o heteco

sexual men: & systeranie Teview. Arrh Bt Mot

2002:162:1818-1830

12, Lyles OV Kay LS, Crepaz N, et al Besvevidesce

mnz-vmou findigs from -mumwdm
wenl terventions for US popalations o high rak.

J000-2004. Am | Pudlc Faalh 2007,97:135-143.

Avercan Joural of Pubio Health | Suppement 1 2003, Vol 9%, No. 51



13 Cmmluvn(m-t‘-um!dm«amm
fumn of FIIV pr oter with

| RESEARCH AND PRACTICE |

n QmNHarnAKMnS\l.nded
3 o cng FIV ns sex be

of effethren. Anutbh e b/ wwnode gov hiv)/
onguexie b,

resources/reparnts/lov,
Accessed My 10, 2008

14, OTwmiell CR ODonned! L, Sas Doval A Do B,
Labes K. Roductions i STD infocts baesyent to w

sviors el iesidest sesunly umnnnddm-m
Black mad Hispunc sesully transmoned disense dooe
poents o the Lsked Stdes: & ttieanalice seview. Sex
Tranem Dvs 2007:34:318-332,

m Cengens for Disense Conol snd Prevention A

STD dinde vt using video-bssed patient eduction to
idder S Tranew s

s peovidar
1998 25:161-108,
15, Knesh ML Fashben M, Douglas IM. et nl Effcacy of
rikceducton coussing 10 prevent humse teseunode
ficiemcy virus mnd sexounlly tranumited disesses: & oo
donuzed comtroted trial. JAMA, 1998 2801 18111467,

18, Boia 0O, Lbuycmblni.bﬂlw&wily
4 docase g effective

m\dnaﬁbwim’ﬁmhl-l)uddu
Nexted fof « 1 ded 1] s
oounseling effiowy d‘mpdmm&uhunm
200431469474,

17, Cohwess DA, Dyt T, MacKinnem D, Habo G, Con-
drs for men, not women: results of @ tosed § it

h 1 nataon Tesp 0 che HIV/AIDS criss
umoey Afrioes Ameriens. Atunta, G4 Departmest of
ey wod Human Secvices; 2007,

31 Tun CF, Balmish ), fyer K3, Increased mude 1o

spomshiliey and poetaspaton: the ey to imgrovieg

reprodoctive hoalth fow Bl 1939, 29:56-70.

32 Pastbohlod B, Brushes RC Netwnrk sodeds und

trarisecon of sexunly rumemitted dseases. Sex Tianmm

Dix 20609,31 388350

33, LagaM, Meoaoks A, Kvuva M, et al Noa-uloeratove

sexuslly transmited diseases @ rnk factozs for HIV-1

trmesmiss0n (n womten: ressits from s coboot stady,

AlS 1993 790-101

34 &rvﬂnf.ﬁnm‘l’.'lhdlnm\w-)d
Lasces,

programe. Sex Transe Dis 1992;19245-251.

18, Kalickeran 5C, Oherry C, Bonene-Speciiog F. EF
fectiveness of 0 videobased moth

umogiificsson of HIV-1

1098:351.213-214
Jb. w___L IN. Fpideexialegs \m. )
1 akdlsdnid > PR iy

HIV vk rechantion istervention for oty Alrisn
Amenom men. [ Comnuk Ow Pagbol. 199967959
E

fectinn wmd other semaly mummitted dneuu Sa
Tramen s 1992 19:61-72

36. MH.M-FT«H! et al. bmpax of

19, MdulE.l\w-uuTA.Oasz.u-L"* " orumuyc-unmmmmml
ofn y ationy inkecventon to HIV o o runl T nr { cmtreled
reduce the mad ol Iy d o W el Lonew 1995 340.53-034.

roeulrtized ovntrnDed trinl Soadh Mad J, 200G 415 248~
253

20, Schuds KF- Sabverti N - o
trials. JAMA 19052741 4561458,

21, Crosdy RA, Grahaot CA, Yartur WL, Sanders SA. o
the condooe fia wese (1 o qualitstove sudy of yuung
Afrioo Amecicon men. Sw Transm Iefect. 2004800
I06-08

22, Crosby BA Yarber WL, Sanchers SA, et ol Man with
beoken condoma: who sd why? See Tronsm e 2007,
B371-75

23 anmhm-lldp-muhhm i "

37 Kaw].huhﬁuuomilhml»n

o and how ean we dose
the gop? Mt Pypcded 2006:24-843—4458
38 Gsgow RE, Lidbteasiem E Maran AC. Why doat
We sen moce atinn of healdy pr dh o

1y, the effcac
mm;mmmv: lzdl-l.&?

39 Clwgow AE. The future of health betimoor change
ey whae 5 neaded 1 Ligldement Camiltion re-
seardh oo healds promotices proctice. Asw Belor Mad
2004273,

's hendy sl T DN RJ,
MMWM.-&WMMmM
Prowotem Praciar and Ressaroh San Frnocses, CA-
JoaseyBas Wikey, 2002: 126156
Z4. Jeounott 18 H Jesmmott 15, Fong GT. Abstsence
m:ﬁulwm”m(uum

% N Ued tral
JAMA. 1998.279:1529-1 516

40 K CA Risk rech ling for pre
veation of sexually transneted Sfections: bow # works
i how 10 mske 2 work. Sex Traesm Mfect 2007 83!
-9

41 The Necsoos] Instevtes of Mentnl Hoalth INIME)
site HIV Preventon Trual: redocing HIV sexanl rak
betrvier, Sance. 1998:280:1880- 1894

42, Udry B, Mulen Harns K, Eldes GH The Natoosl

25. Fasher ], Faher W. The mf:

Lebuasios i ils peoded, I DUCleeste R), Crodsy BA,
Kegler M. eds. Bumpag Theonies in Healh Promotion

Fracive and Reseorch. Sas Pranciseo, CA; Jossey Hass

2002 A0TD.

26, Crmers Tor Divessse Cootrol wad Proveation Semr
aly treanzitted daewmes treatment gudeimes, 2002,
MMYR Mok Moot 1Whiy Bep, 2002,51:1-50

Zi, InClemrente K], Wingood GM, Harrmgron KF. et ol
Eflioney of an EIV prevention interveston fer Akl
A ) Geunlenr:s yomd 2 .4
trial, JAMA 3004 292:171-179.

28, Litle RJA, Rutis DB. Scansoca! Analysss sih
Musng Dot 2ad «d. Hobaken, NJ: Wiley; 2002

Supsiement 1. 2006, Vo! 93, Na. 51 | Ametman Joumal of Pubtdio Heasn

Enngisdinl Sty of Adedcwent eaith, Avslible w:
W*wmmmwmwm
9, 2007

43, Ward K Oneto-one counseling for ST1 prevention:
oot a0 muel whethe w how, Sex Traren It

2007 83:1.

134

Crosey er ol | Feer Revewed | Resennty anc Paotice | 5103



Reproduced with permission of the copyright owner. Further repreduction prehibited without permission.

135



Appendix B: If the Condom Fits, Wear it

Downloaded fom sti brmy com on December 15, 2011 - Published by group brry com

306

ORIGINAL ARTICLE

If the condom fits, wear it: a qualitative study of young

African-American men

R A Crosby, C A Groham, W L Yarber, S A Sanders

Sex: Transm nfoct 2004,80:306-307. dei- 10.1134/54.2003.008227

Objactive: To extand the current Inowledgs bose pomnl:mng 'ocondom foilirs omong young Africon

Amarican men by g thair

25l

sences with

Methads: Qualitative assessmants were conducted with 19 A’n:urAmenam men {oged 18-29 yeors|

) who hod just been diognosed with an STl ond vzoﬂedw condoms in the previous 3 months.
‘S.’oeh&{md&l‘a;:::u Results: Five cotegocies were identified from the “\ur::hgnnn p-nmm':ho {1) the “%it and feel”
‘ ‘ d omdun:;gll aandom) bwnd cm:l sze; 13 qapln:nlm fmbbm Il) mlulsuhry whoi condomsb.' ond
#m v ute. €
m.%m condems would break or slip oﬁ during sex Cem‘oﬂ rmbhmu incbdmg nd\l/ ﬁﬁ-\g mdofm ot\d
W‘:ﬂkﬂe Heedth, condoms drying out during intercourse, ware mer
Divisiee of Human wern dmbdhymubmdﬁutmbnmm&udhwdnwmwm&
MI'&W their lamcle portnens. Monnohdl\ulMmg‘\u?"kmdo’cmdunwmudmnaymddbooam
. KY 40506~ wt&mrglhmmm‘\m dw!ocqmibm:um to add to condoms. il
, USA,; crosty@ thair axpressed problems with using s, men wees, noae the s, chlbuml\uhcﬁdcmim
tey.odu use is on imporknt part of thair bahaviour agoins STs,
Accepted for publicction CondnimMwehgﬁbmhmﬁdbo&emmbtml\owmrﬁuycxpnmmdobrodwo‘
13 p wil use. Wil excephion ol g lmmhal skin o contadt, vast
ptdert > rekiems wih cordor: i the {losng e of skin' Yo ki the

.LibJ.

muy ba

mogority of thess o

revious studies have nvestgated errors and problems

that may ocour when young men use condoms.'~ These

studies have focused an two caitical events that lead to
candom fadure: breakage and stippage Omly two studies
have ampled men from a high risk population (men were
sarnpled from an STT clindc) * = One stuady eorolled men (18-
54 years) auending ST dinics in Sydney, Ausualia The
study found that breakage and slippage were particulariy
cammon for a small number of men* The other enrolied
primanly African-Amencan men (15-29 years) fram a US
ST dink and found that 78% of those diagnosed with
gonoethoea repocted at least oac of five events during the
peevious month (started sex without condom, removed
candom  befare sex was over, flipped the condom aver,
breakage, or dippage). Among men attenching the clinic but
not diagnosed with an STL 74% reported at Jeast one of these
cvents.”

Twa abservatons regarding these studics are norewarthy
Firstly, each broughs attention o a neglected aspect of STL
peeventdaon (that 15, the value of correcting uses ervors)
However, the initial findings have nat been subsequently
investigated to gain & more in-depth understanding Clearly,
Idenaifying common user errors and probiems among men is
an important task, but one that does not ourrendy lend itself
endrely 0 the use of closed response data collection
instrutments. Secandly, only ane study’ sampled men from
a peiority population for STI prevention in the United States
BEvidence clearly suggests that Afnican American men (espe
aally younger men) are particularly likely to be infected by
HIV.™* Of interest, a nationally representative US study found
that Africon American men were four to five tines more
likely to experience condom stippage and breakage than men
of other races”

The purpose of this study was 0 extend the current
knowledge base pertaming to candom failure among young
African- American men by qualitatively assessing expericnoes

\ﬂ e

using the male condom. Because young Afrdcan-American
men are disproportonately infected by STIs, we sclected this
populadan for initkal study. Purther. we sampled men newly
diggnosed with an STI; thus, the Gndings may be useful in
the developenent of dinic based prevention effoeis

METHODS

Study sample

Fram June through August 2003, 19 men attersbing an ST1
dinic were enrolled. Men were reauited during days and
tines that were arbitranly setected. Eligibilisy ariteria were:
(1) African American, (2) 18-29 years of age, (3] dizgnosis
{confirmesd or presumptive) of an ST1 during the dinsc visit,
{4) reported they were not knowingly HIV pasitive, and (5)
used o conddam with a fernale pariner in the past 3 manths,
Before discharge from the dinic, medical staff detenmined
cligibilicy based on the flrst three requirements. Twenty men
were referred 10 a male interviewer wha established eligibility
based on the Latter two requiremenis, One man stated that he
had not used condamy in the past 3 months. All of the
remuining 19 digible men volunteered o partidpate and
provided written mformed consent The institutional review
board at Emory University approved the study prococol. A $30
Incentive was provided,

Data collection

Intesviews oocurred in @ private toom  edjacent to the
examination rooms. The interviewer (RC) informed men
that he wanted to “find out what kind of problems guys
experience when they use condoms” Men were asked to
desaribe any of the problems they may have experienced. The
Interviewer used prompss {as sparingly as passible) to help
meens think about problems that may have occurted. Promprs
were simple plyases sudh us, “any problems patting the
cmdam on?' or “do condoms ever slip off dunng sex?”
Prompes were designed o normalise wser ervars  and
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peablems thereby potentially encouraging men (o accusately
disclose user related fssues. Alsa, when men provided
answers that were undear ar compley, the interviewer asked
for darification and {in many instances) summarised the
response for men to venfy. Interviews lasted 15-3% mintes,
were recorded on audiotape, and were proféssionally tran-
scribed.

Date analysis

[ata were sorted inta categories by the firse author {RC). The
second author (€G) conducied an Independent and con-
current review of the data. The identified categories were
then verified by the remaining authors (WY and §5)

RESULTS

Five categories were identified: (1) “fit and feel”; (2) brand
and size: (3) application peoblems; {4) availability issues: and
1%) commitment to wuse. Themes (iypically focusmg on
negailve events) redating to these categories are presented
below

Category 1: ““fit and feel”

One commonly reported problems was that condoms dry out
Men described this problem from thedr perspective and their
sex partners’ pesspectives. Nearly all of the men desaribing
dryness problems suggested that the issue was primarily o
camfart problem for their partners as oppesed to themselves
(one exception to this was two men who noted that
unlubricated candams typicaily “pinch” thewr pubic hairs,
causing extreme discoenfoet). One man astutely observed that
a dry condom remains stagonary an him while it is
canstantly moving in and ouz of the woman's vagina. Men
were aware that women disliked the sensadan of intercourse
when condoms became dry. As ane man said, “Uim the type
of person where if you're nat feding it, I'm not feeling ic”
Anather man said that his female partriers may “grin and
bear it” when condoms dry out but even if sex continues
“dimaxing can be diffiouls under those droumstances.”

Men related several strategies used o rectify dryness. For
example, several men said they would simply take the
condomn off (aften at the woman's request) and continue sex
One man noted thas he would “switch out” one condom for
annther {a fresh one| during any glven sesston of sexual
intercourse. He (ke o few others) noted that condoms
typlcally dan't dry out untdl sex has lasted 20 minutes o
more. He described recently “switching out” condams three
times during a single sexual enwounter and then stated his
cumrent mfection resulted from an occasion where he had
taken off a dry condom wnd contimued sex without another
candom {“that’s why I'm here today—TI didn’t have the sense
to put ancther one an”).

Men were keenly aware that levels of vaginal secretions
vary widely among women and they generally stated thar dry
candomns are more of an isste when secretions “dry up.” This
awareness that sex could become better or woese as @
fimction of two factors (vaginzl jon and the af
candom lubrication) was comman

Some men added lubrication t thetr condoms. Several said
they use their saliva (es one said, T kiss it”) and many
mentivered thelr occasional wse of KY jelly, One man was very
carmmitted 1o using baby ad: “1t (baby ail] swts me better™
“It creates more slip and slide ” He noted that the haby all
Helps him keep his erection. Others noted they would use any
kind of lotion they could find to lubricaie condams. As one
man stated, “If it dries out Il usally put lotion on whateves
I can find.~

Several suggested that stoppang sex to add lubrication was
a hassle and could ruin the mood. Yet, men also sald that sex
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with-a dry condorn 15 not as pleasurable and many believed
that the dryness was respansible for breakage.

Category 2: condom brond and size

A common theme was that finding the right condam
jromotes improved use As one man stated, “Condomns rarely
break or slip off ance you find the kind that suits you
everybody has that ane (brand) tsat they Uke best .. i you're
gonnd use em' make sure you're comfoctable™ One man
emphatically stated, “If the condam is not comfortable when
you start, it will peabably break before vou clirmax.”

Men reparted that some brandssizes of condams cruse
discomfosrt and erection peroblems  These problans were
typified by oae man (diagnosed with syphilis) who described
his problem with condoms by saying, “my pends can't
breathe” and another man who said, “they be chokin'
you.” The first man, ke many other men i the study, nisted
that most brands and sizes fit too tightly and this can ruin
sex. Men alsa commandy suggested that tight fiwting condoms
break (“pop”). With few exceptions, men reparting discom -
fort said that condoms from the dine are too tight. They
noted that an expensive brand { Magnum ) is very comfortable
and does not pop.

Lass of erecton from tight fiming condoms was comman.
Onie man said that 90% of the reason that he sonetimes does
not use condoms §5 1o avold erection problems. Several stated
that erection problems, caused by candoms, could be so
frustrating that they would (despite knowing better) take off
the candom and continie sex. Men attnibuting erection
problems o condam use often described pain {from the tght
fit), pindhing (of the pubic bairs by the tim), and their fears
of breakage with ught fitting condoms (as one man said,
“stnall condoms pap almost every time™ ), Agsin, men noted
that selecting the right brand was the key to avoiding these
problems.

Men cammenly blamed tight fitting condoms for sEppage.
Cne man stated that condoms anly dip off when they are ton
small Anocher stated, “the ones that are o dght are the
ones most likely 0 nde up {and slip off)" Most men
reporting problems with tightoess noted that the wnrolled
coextarn did not cover the kength of the penis. One stated that
he got genital warts because the condom did not cover part of
his pends. Somie indicated that condams would siip off as a
result of being only partially unrolled. A few also sad that
they don't always unioll the condom all the way because
doing so pinches thelr pubic hairs. Of interest. e man
stated that he was “apped between sizes” and describad
how regular condoms are too tight, but the larger condoens
slip off Finally, several men noted ot least one past

peTi when a dom had slipped off dusing inter
course and remained inside a partner's vagina.  Men
desaribed this event vividly and talked about the condam
getting “lost” instde the vaging, where { was not casy (o
reirieve. In fact, one man talked about he and his partner
going t the cmergency room o have a condom retricved.

Interestingly, one man suggested that it was very
npoetant o “find the right condotn far the right feenale”
He went on ta note that same of his partners liked Magoums
and some liked Trojans. He noted he had to keep these
greferences straight in arder to please “his women "

Category 3: application and use problems

The mos common application error that men desaibed in
cmjunction with breakage was trapped air. As ane man said,
“I don’t pay attention to that {air in the condom}—1 didn't
even know you was suppased ta” Another described his
“trick” for expelling air: he would work the air pocket dowm
10 the rinr and 1ift the sim just enough to ket the air out. Some
stared that ght fiuaing condoms were espedally likely to trap
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zir and one spedfically noted a lack of coadoms breskage
sinee learning 1o expel tapped air.

Most men stated they did not have problems putting
candoros on. However, further discusston suggesied that men
had unknowingly been making application errors. One man
stated: 1 just slep em’ on.” Neawrly all of the men nated they
would often place the condom on the penis with the wrong
side faang up {this prevents proper unzolling] Although a
few knew that the condom should then be discarded
{because of pre-elaculaie ), most said they tumed the comidom
aver and unrolled ic

Some men described the types of lubricants they used on
candoms and freely included Vascline and other ol based
substances a5 valid options—not making & disunction
between these and water based lubricants, Men also noted
(without apparent cancern) that condom packages had been
opened with teeth and sharp fingernais.

A majority described at least one example of baving the
candom break and frequently linked breakage with applica
tion errors. Several stated that breakage had been a cormmon
acourrence dnd others belleved thelr current STU resulted
from breskage Men typically said that they had fewer
candoms “pop” as they becune more experienced using
candoms. One was particularly poignant, noting that when
you are younger you are thinking about having sex, not how
1o use the condom, He suggested that experience is typically
the teacher: “You're not gonna go out and ask someone, ‘hey
man how do you put on 4 condom’—you just take it on
yourself to (earn).” Another said, “they used o break all of
the titne because [was inexperienced .. Thad o Jearn how o
put ane on—1 learned by reading the package” Indeed, a
majority noted karning on thew awn, through friends, or by
reading packages. Nane the bess, several had learned how ta
apply condoms in highschool health dasses {many recalied
this vividly).

Breakage was comumon. Many men noted they could “feel
it"” when the condam broke and said they would immediately
stop sex. One man said that he felt it break and he stopped
sex then had another condom on within 10 seconds (he
believed  this cwsed his cument  chlamydia  infection)
Anoscher todd about his efforts o stop sex after breakage,
but his female parner only began thrusting  harder
Conversely, other men stated they often continued having
sex after breakage, despite knowing better- *1 kept going, but
I didn't ejaculate’; another soid, “1 can feel the diflerence
when it breaks, i it’s with a regular pariner 11 usually keep
going” Whether men stopped o continued was  often
desaibed as a funcion of whether the female parter was
known and trusted,

Category 4: availability of condom and lubricants
Although men often expressed dear preferences for certam
brands, they also satd these brands might not be easily
accessible or affardable. The comments of one man were
typical: “Dry coaxdoms are bad (implying they break): I've
bought them by mistake—you have to use them.” This
canument is infarmative in that the man {Lke others in the
study) was implying that ance you acquire a condom you
should use it. This may be a finanoal issue (that is, not o
waste a candom) ar an avallability issue. Several men noted
that they would obtain condoms from a dindc (desplie
problems with fit) simply because they were free. Others
suggested that cost is Jess tmportant than availabilicy and
described past problems finding well lubricated (and peaperly
fitting) cond One man ised the availability issue
nicely by saving, “1 may get stuck buying those old dry rubber
anes.” A quote from one captures sentiments expressed by
many, “Late at night you don't have time to look around—
you use what you can get

www. wleund. com

Crashy, Grohom, Yarher, of of

A few poted thar lubeicants are 1ot casy to carry around
and that while they peeferred Lo use a water based lubricant
with & candom, this was not always avallable.

Category 5: commitment to condom use

Despite problems with “fit,” application, and availability,
men comnmonly endarsed candom use 25 an essential practice
n their lives, A comment from ane was typical: “I'm not a
fan of candoms, bt [ have to use them 1o keep from getting
STDs ™ Another remarked: “I try ta use them {condoms)
because 1 hate coming here,” One noted that he was already
at a disadvantage {relative to life expectancy ) because he i
African-American and thet using condams wis necessary to
him as a means of avoiding STIs that could make his life even
shorter: “Having HIV puts an expiration date an you,”

While commitrnent was strang. men déscribed a number of
problems that interfered with intentions. Men noted thas
they could became oo aroused to think dearly enough to use
a condom, One man stated, “Grinding before sex is a problem
because you forget and slip it in. [ ls possible to stop and put
a condam on but unless she insists, it may not happen—this
is why [ got my STD” Another noted that hemp drunk or
high was likely 10 make him “want sex with my lady so bad”
and that If she ddn't care about using o condam then why
should he care. Another (noting erection problems from
conddoms) said. “I'm R really fedding the person” He
repeatedly suggested thar e had to “bear down™ and
entally disapline himself w0 use condoms. His camment
and experence of condom use is typical of men who
suggested that candomm use is usually cheir intent but not
always their behaviour.

Despite tempaations not to use condoms, many expressed
mtenton o use condoms on every ocoasion of sexual
intercourse, except with a “main” partner  (this was
seerningly linked o stong fears of geting an STI from an
“ather” partner). The comments of one man are espeaally
woeth noting: “Once [ do not use a condom with a girl, then
we wark into not using them at all” He subsequently
suggested thit he (or his partners) would feel that there was
nothing left 0 lose by not using condoms

DISCUSSION

This qualitative sty of men newly diagnased with an STI,
produced unique data that provide multiple insights about
condom fallure, To avoid breakage and  slippage—for
example, men may have a sirong brand and size preference
for condoms. Men believed thar many negative events they
desaribed (induding slippage und erection problemns) were
related to lack of adequate Jubrication Application errors
were Indeed, men frequently suggested that
negative events might be caused by these errors.

Men were generally dedicated to using condoms despite
difficuliies (for example. erecion problems, discomfore,
dryness, loss of pleasure). Men were keenly aware of their
sulnerability 2o STIs and they did not mitigate the value of
condam use. Yet, men had developed persanalised standards
for using condoms and same of these practices may be

i G Ai

m pre

A key strengih of the qualitative design is the rich
narrative. The relative mmportance for two of the factors
{howw well the condom fit and how well it felt during sex)
wis unentapated glven research findimgs from previous
studies. Yel these factors appear to be ceitically important
with respect 10 evemts that precipitate condom  [ailure.
Indeed, the men seemed to be saying that candams are
mmportant and should be wsed, but they expressed a desire to
have condoms fit well and have adequate lubrication. The
comman theme that condorus are tmpartant i5 no3 surpnsing
given the realities of high STT prevalence among young
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(that is, self peesentation bias) and shifted the blame for
condamn failure to the product rather than user emors,
Further rescarch should baild on the study findings to
construce structured qualitative interviews that speafically
collect event specific data (in a context that avosds self
presentaiton bias),

CONCLUSIONS
Within the limitatons of this qualitative study, findings
suggest that ien in this sample were highly motivated (o use
condoms, even before their current STI. Despite using
condams, men nane the less acquired an 5TL possibly due
10 user ervar. As opposed 1o peaduct failure (an irresolvable
problem), forms of user failure may be amemable to
behavioural interventons, From a policy pemspective, ST1
clinics may benefit men by providing a varkety (that is,
e : diflerent brands and sizes) of free condoms and easy to carry
e packages of lubrication From a patient education perspec
: "P““" s :W“Jafgmmt tve, further research is needed to determine If men can
: SR benefit from o briel, interactive, education programme
designed to rectify practices that may otherwise lead to user
failuye or the discontinuation of condam use
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Appendix C: Agency Fit and Capacity Checklist

Use the checklist below to keep track of what steps still needs to be taken before your agency is

ready to implement the intervention. If other parties need to be involved to accomplish these goals

you can also use this checklist to keep track of their progress as well.

Statement

Agree

Disagree

FOF meets the purpose, goals, and objectives of my agency.

FOF meets the needs of the target population that my agency serves.

My agency can secure adequate funding to successfully provide the intervention
to clients.

My agency has a history of working with the target population and has access to
the target population from our existing services. (See Appendix K for a tool to
determine the approximate number of eligible clients your clinic sees each day.)

My agency is ready to implement the intervention. (See “Agency Readiness to
Implement the Intervention™.)

My agency is able to secure “buy-in” for the intervention from key staff in my
agency and supporting agencies in the community, as well as from other
relevant stakeholders.

My agency has organizational support to develop and sustain FOF.

My agency has the policies and procedures in place to support this intervention.
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Appendix D: Stakeholder Checklist

The stakeholder’s checklist contains those items the champion can use to convince the stakeholders

that FOF is an intervention that your agency can and should implement because it meets the needs

of the community your agency serves.

1. Identify your stakeholders

Your agency’s Board of Directors/Executive Board

[] Staff members from your agency who will have a role in the operation of the

intervention

L
1.
1.

Administrators who will obtain support
Supervisors who will monitor the intervention
Staff who will interact with participants at any level

[ ] Local agencies from which you could recruit PHAs

1v.

V1.

Vii.

Agencies offering support groups for African American men ages 18-29 who
have sex with women

Health care providers and mental health professionals serving African
American men ages 18-29 who have sex with women

Social service agencies reaching African American men ages 18-29 who have
sex with women

Organizations of African American men ages 18-29 who have sex with
women and organizations that may have members who are African American
men ages 18-29 who have sex with women

|:| Organizations which could provide assistance or other resources

viii.
IX.
X.
x1.

xil.

Merchants for incentives, refreshments

Agencies that can provide a venue for the intervention

Agencies that can provide transportation

Advisory board to help tailor intervention

Other collaborating agencies to provide information for resource packets

[] Agencies with which your agency needs to maintain good community or

professional relations

Xil.

State and local health department

xiv. Local medical and mental health associations
xv. Sexually transmitted disease (STD) clinics and services
xvi. Community-based organizations
xvil. Your funding source(s)
xviil. Others
2. [l Getting stakeholders informed, supportive, and involved

|:| Getting them informed about the intervention

i

Decide in advance what specific roles you want each stakeholder to play.
Who will you ask to
1. provide financial support,
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1.

1.

1v.

2. refer African American men ages 18-29 who have sex with women to
the intervention,

assist with implementation of the intervention,

be a resource to which you can refer participants,

help tailor the intervention for your target population,

provide a room in which the sessions can be held,

supply refreshments for participants,

N W

donate small incentives or prizes for participants,

9. speak supportively about FOF in conversations with their associates.
Send letters that tell stakeholders about FOF and its importance; that your
agency is/will be making the intervention available, what specific role(s) you
think that they might play in the success of the intervention, and to offer an
opportunity for them to learn more.

Call in 2 weeks and assess their interest. If they are interested, schedule a
time to meet (e.g., one-on-one, lunch-and-learn at your agency with a group
of other stakeholders, presentation at their agency for several of their staff or
association members).

Hold the meeting, to describe FOF and answer questions.

[ ] Getting their support

V.

V1.

Vil.

Describe several specific roles they could play.

Emphasize the benefits of their involvement to themselves, their agency, the
community, and answer questions.

Invite them to commit to supporting FOF by taking on one or more roles.
Keep track of commitments.

|:| Getting them involved

Viil.

IX.

x1.

Soon after meeting, send a thank you letter that specifies the role(s) to which
they committed. If they did not commit, send a letter thanking them for
their time and interest and ask them to keep the letter on file in case they
reconsider later.

For persons who committed to a role that is important to pre-
implementation, put them to work as soon as possible.

For persons who committed to involvement later in the process, send them
brief progress updates and an idea of when you will be calling on their
suppott.

Hold periodic celebratory meetings for supporters to acknowledge your
appreciation for and the value of their contributions; update them on the
intervention’s progress, and keep them engaged.
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Appendix E: Peer Health Advisor Job Description

<CLINIC NAME>
POSITION DESCRIPTION
POSITION TITLE Peer Health Advisor
REPORTS TO <SUPERVISOR’S NAME>
EMPI.OYEE STATUS Full-time /Part-time /Consultant

GENERAL STATEMENT OF RESPONSIBILITIES

The Peer Health Advisor’s primary responsibility is to conduct the FOF intervention 4+ times daily
with clients from the target population at the clinic. He will attend a 3-day training and receive
additional technical assistance throughout the implementation period. He will meet with his
supervisor regularly to discuss successes and challenges with implementation and provide feedback
about implementation.

MAJOR TASKS AND RESPONSIBILITIES

e Conduct the FOF intervention with fidelity to the original intervention materials and in
accordance with the training received.

e Maintain supplies for intervention and alert supervisors when new supplies need to be
obtained.

e Complete any paperwork designed to record the implementation details.

e Tield inquiries and provide support (within reason) by phone to clients after they have
participated in FOF.

e Provide feedback on experiences implementing the intervention, including any barriers
encountered or possible areas for improvement.

e DParticipate in a 3-day training on FOF and how to conduct the intervention.

e DParticipate in staff meetings and other agency activities as required.

QUALIFICATIONS, CREDENTIALS, EXPERIENCE

e Satisfies the qualities of a peer for this intervention (21 to 35 years old, African American,
male, comfortable talking about heterosexual sex, etc.).

e Comes from and currently resides in the surrounding area.

e Relates to men quickly (i.e.,,, easily builds rapport, has a good sense of humor, etc.).
e Outgoing, friendly and caring personality.

e Non-judgmental of others’ lifestyles and choices.

e Able to look at sexual behaviors non-judgmentally (sex-positive attitude).

e Comfortable talking about condoms, sex and HIV/STDs.

e Motivated to improve his community.

e Open and receptive to training/learning.

143




Appendix F: Interview Tool

Use the following tool when interviewing PHA candidates. Individuals involved in conducting the interview include
e The person who will be supervising the PHA,
e C(Clinic Manager,
e A member of the clinical, nursing or triage staff who will be referring clients to the PHA for the intervention.
Please add additional questions as necessary.

Candidate’s Name: Date:
Introduction
Statement/Question Desired Response Notes
Welcome and Introductions N/A
Introduce FOF Make sure the candidate
e 45-60 minute, one-on-one discussion at an STD clinic between a shows signs of
client and a Peer Health Advisor. understanding the
o Clients: 18-29 year old African American men who have sex with | PUfpose and design of the
women who reports symptoms of an STD and/or is newly program

diagnosed with an STD, not knowingly HIV-positive.

e FHither while the client is waiting to be seen or after the client has
been diagnosed with an STD, he is referred to a private room to
speak with the Peer Health Advisor.

e  The Peer Health Advisor has a tailored discussion with the client
about

o Pastissues with condom use (condoms break, slippage,
erection loss, access to condoms, etc.),

o The importance of protecting his and his community’s
future,

o Finding a condom with the right fit and feel,

o Practicing correct condom use skills.

e At the end, men receive 25+ condoms and foils of lubricant.
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Introduction (continued)

Statement/Question

Desired Response

Notes

Introduce FOF (cont.)

Through research it was found that FOF
o Decreases the likelihood of subsequent STD acquisition,
o Decreases the number of acts of unprotected sex,
o Decreases the number of sexual partners,
o Increases correct and consistent condom use.

Make sure the candidate
shows signs of
understanding the
purpose and design of the
program

Discuss the PHA Role

To make clients who are referred to FOF feel comfortable in the

training room,

To have a tailored discussion with them about bartiers to condom
use based on their needs,

Help build men’s self-confidence in using condoms and lubricant

by modeling correct condom use using a penile model.

The candidate should
understand their role in
the intervention

Discuss the tasks and responsibilities indicated in the job description.

Conduct FOF in accordance with the materials and the training
received to 4+ clients a day.

Maintain supplies for intervention and alert supervisors when new
supplies need to be obtained.

Field inquiries and provide support (within reason) by phone to
clients after they have participated in FOF.

Participate in a 3-day training on FOF and how to conduct the
intervention.

Candidates need to
understand what will be
required of them in terms
of the intervention itself
as well as upkeep and
maintenance of the
program.
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General Questions

Statement/Question

Desired Response

Notes

Response Rating
1=unsatisfactory
2=somewhat
satisfactory
3=satisfactory
4=good
5=excellent

“Tell us about yourself.”

Communicates easily and effectively.

Has an outgoing, friendly and caring
personality.
Has a good sense of humor.

“Why do you want to be a part
of this project?”

Has an interest in improving his
community.

“Why do you think you would
be a good Peer Health
Advisor?”

Demonstrates a non-judgmental, sex-
positive attitude.

Appears comfortable discussing
condoms, sex, and HIV/STDs.
Clients will be able to quickly relate to
this individual and feel comfortable
sharing personal information.

Discuss relevant
education/expetience on his
resume.

Has experience working with peers in a
“caring brother” role.

“What did you like the most
about your last supervisor?
What did you find challenging
about your last supervisor?”

Has a good working relationship with
supervisors and any challenges are dealt
with appropriately.
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Situational Questions/Role Plays

Statement/Question

Desired Response

Notes

Response Rating
1=unsatisfactory
2=somewhat
satisfactory
3=satisfactory
4=good
5=excellent

Explain the purpose of the next part of the interview is to give the interviewers a better sense of how he might handle different situations
that might come up as a Peer Health Advisor. Highlight that he should treat the interviewer like a 27-year-old African American male

who was told today that he has gonorrhea. The candidate should give complete, real-world responses.

“I am now sitting with you and you will
eventually be teaching me about
condoms and safe sex. How will you use
the first two minutes of our time
together? Please show me.”

Ideal Response Resembles: Candidate
welcomes client, builds rapport by
talking about something he is wearing,
music, sports, or news. He could say
“I bet this has been a long morning
for you. I’'m here to help guys not
come back here. I promise not to talk
“at you” and I want you to know that
my primary goal is to help you learn
all you can about condom use.”

“We have been talking about condoms
and sex and I say to you ‘But the damn
condoms are always breakin’ on mel’

What would say/do at this point?”

Ideal Response Resembles: “A lot of guys
have the same experience, it’s pretty
common. Here’s the deal though—
they don’t have to break. I can teach
you ways to keep this from ever
happening again. For example, finding
condoms that fit you comfortably (not
too tight) is an important first step.
Using water-based lubricant to keep
condoms from drying out during sex
is also critical. Have you ever tried
lube?”
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Situational Questions/Role Plays (continued)

Statement/Question

Desired Response

Notes

Response Rating
1=unsatisfactory
2=somewhat
satisfactory
3=satisfactory
4=good
5=excellent

“Now, here is a penile model and here is
a pile of condoms plus a selection of
lubricants. Please use these “props” to
teach me (in my same role as the 27-year
old) how to keep condoms from ever
breaking again.”

Ideal Response Resembles: The ideal
candidate for this job will comfortably
and efficiently use these props to teach
the client how to select 2 condom that
fits correctly, how to add lubricant,
how to apply condoms correctly, etc.
The best possible response would
include the candidate asking the 27-
year-old to “give it a try with the
model” and then guiding him in that
effort.

“We have been talking about condoms
and sex and I say to you ‘If I try to start
using condoms with my main girl, she’ll
wonder what’s up! How can I tell her
why I’'m using them?””’

Ideal Response Resembles: ““There are a
number of things you could tell her.
For example, you have an STD so you
have to use a condom to protect her
from acquiring it. Or, you could tell her
that you want to start using condoms
because you love your partner and you
learned it’s a way to protect her from
unwanted pregnancies. You could also
say that you got a bunch of expensive
condoms from the doctor and you
want to try them. The doctor said that
they can help enhance the sexual
experience for your female partner by
adding texture and lubrication.”
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Closing

Statement/Question Notes

Allow the candidate to ask any questions
he may have about the PHA position,
FOF, or the agency.

Thank the candidate for their time and
inform them of the next steps in the
interview process

*Note: It may be necessary to determine the Peer Health Advisor’s literacy level. Because the person hired for the position will be
responsible for reading the Facilitator’s Guide on a regular basis, using a survey with clients, and creating a list of stores in the area where
clients can purchase condoms and lubricant, the Peer Health Advisor must be literate. In order to address the candidate’s literacy level

during the interview, you can

e Ask the candidate to read a pamphlet that you have in the clinic out loud,

e Ask the candidate to write an answer out to one of the questions.
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Overall Communication Skills

Skill Area Notes Response Rating
1=unsatisfactory
2=somewhat satisfactory
3=satisfactory
4=good

=excellent

Does not show judgment.

Uses a clear voice.

Makes appropriate eye contact.

Uses an open body language and relaxed posture.

Avoids distracting behaviors.

Smiles.

Is confident and prepared for the discussion.

After the interview

e Debrief with staff about the candidates strengths and weaknesses as they relate to the Peer Health Advisor position,

e Write up notes that describe the interview,

e Take notice of the candidate’s communication style, body language, comfort discussing sexual topics, and his motivating factors to
take part in FOF.
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Appendix G: Sample Hiring Flier

Focus on the
Future!

e We're looking for an African

e Earn $X/hr (40 hours/week) American man age 21-35 to

e Become part of the clinic be a part of a new STD

prevention program called
Focus on the Future. This

team

. Paljtlf?lpate ina 3-day program targets other
training program young African American

e Become educated about men and focuses on correct
condom use and STD condom use.
prevention e [t's nota lecture, it's not a

e Help reduce the spread of class, it’s just a conversation
HIV/AIDS and STDs in your between two guys about
community! how to use condoms

correctly in order to have a
healthy future!

If interested, please contact [Insert Name of Contact
here] at [Insert Name of Agency Here]:

Phone: ###-###-##4##  E-mail: xxxxx@xxxxxxxx.xxx




Appendix H: Agency Readiness Checklist

Capacities and Resources Needed for FOF

Yes/No/
Referral

Staffing Requirements

Clinic Director

(@]

Do you have a clinic director who is willing to prepare the agency for FOF,
secure funds and “buy-in,” hire a PHA, organize training for all necessary
staff, provide quality assurance, manage the budget, establish and execute the
evaluation plan, and communicate with the clinic manager?

Clinic Manager

©)

Do you have a clinic manager who is willing to supervise the PHA or the
PHA'’s supervisor, help to evaluate agency policies and procedures as they
apply to FOF, obtain supplies for intervention, determine space to be used
for intervention, evaluate agency readiness for implementation, and debrief
weekly with the PHA or PHA’s supervisor on intervention successes and
challenges?

Clinical, Nursing, Social Work, Disease Investigation Specialist (DIS), and Triage
Staff

(@]

Do you have staff who are willing to receive orientation on the screening for
eligibility and referral processes, screen clients for eligibility, recruit clients,
understand the clinic’s flow for each day, and incorporate the provision of the
FOF session by PHA based on client’s eligibility?

PHA'’s Supervisor

o

Is there someone at the clinic who is willing to receive training on FOF,
supervise the PHA, debrief weekly with the PHA, review the PHA’s
performance, and support the PHA?

PHA

o Is there someone you know of who meets the criteria to be a successful PHA,

is willing to receive training on FOF, conduct FOF, and serve as a consultant
on safe sex practices to clients after FOF?

Training Requirements

e Is the PHA able to attend a 3-day training on FOF and the supervisor able to
attend a 2-day training?
[ ]

Is the agency committed to orient the staff about the FOF intervention,

integration of FOF into clinic flow, screening eligible client processes, etc.?
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Capacities and Resources Needed for FOF

Yes/No/
Referral

Resources Required

Do you have the following resources?

Ability to purchase and securely store 1 realistic penile model, 1-2 less realistic
penile models, bottles of baby oil, 600+ condoms (a variety of desirable
and/or high-end brands), 600+ 3 to 8 ml water-based lubricants packets (a
variety of desirable and/or high-end brands), paper towels, hand sanitizer,
pens/pencils, ditty bags (small draw-string bags for clients to put 25+
condoms and 25+ lubricants of their choosing).

Available wall space in the FOF room to hang the color poster that reveals
the dramatic difference in AIDS rates for African Americans versus the rest
of the population (nationally).

Ability to print and prepare wallet-sized cards (outlining the 8 steps for
correct condom use on one side and contact information of the PHA and
clinic on the other).

Ability to develop a list of stores in the surrounding area that carry a variety
of high-end condoms and lubricants with the address, hours, and prices listed.

Ability to copy the Short Condom Use Survey (SCUS) and list of stores in the

area.

Access to a laptop computer, iPod/speakers or CD player (optional).

Availability to purchase/obtain refreshments (water, soda, snacks) (optional).

A sink for the PHA to wash the penile models daily.

Policies and Procedures

What policies and procedures are currently in place and able to satisfy the needs of FOF? Which

need to be amended, and which need to be created? For example

Patient confidentiality,

Integrating FOF into clinic flow,

Screening for eligibility,

Recruiting clients,

Referral tracking,

Managing supplies,

Ordering supplies,

Safety and security plan,

Planning for potential issues,

PHASs’ Clinic Responsibilities.
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Appendix I: Integration Checklist

This checklist can be used to record the steps that have been achieved and any important notes

about particular steps.

Steps

Notes

Step
Accomplished

)

STEP 1: Determine who from
your agency you will involve in the
process planning, implementation
and feedback process.

STEP 2: Determine approximately
how many eligible clients your
clinic can see each day.

STEP 3: Set FOF targets.

STEP 4: Determine how to
identify clients who are eligible to
participate in FOF.

STEP 5: Once screened for
eligibility, determine how eligible
clients will be identified by staff
who are responsible for

recruitment.

STEP 6: Based on the number of
eligible clients your clinic sees each
day (from STEP 2), determine
when during clinic flow you will

recruit eligible clients to participate
in FOF.

STEP 7: Determine what time the
PHA will start and end his work
day.

STEP 8: Determine who will
recruit eligible clients to participate
in FOF.

STEP 9: Determine recruitment
messages that clinic staff will use to
recruit eligible clients for the FOF
intervention.
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Steps

Notes

Step
Accomplished

)

STEP 10: Determine who will
take clients to the PHA’s room
and introduce them to the PHA.

STEP 11: Determine how you
will know when the PHA will be
available to deliver the

intervention to a waiting client.

STEP 12: Determine how you
will manage the timing of client
recruitment so that the PHA
always has someone to deliver
the intervention to, and so that
clients don’t have to wait too
long to receive the intervention.

STEP 13: Determine what
process data you will collect to
determine whether you are
meeting your targets.

Step 14: Determine how long
you will try out your plan.

Step 15: Determine how you
will ensure that your plan is
being implemented as intended.

Step 16: Set a review process.

Step 17: Consider your

measures of success.

Step 18: Determine the
numbers that indicate that the

system needs to change.

Step 19: Determine the process
of revising the system.
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Appendix J: FOF System Integration Planning Tool

Use the following tool when planning how to integrate FOF into the flow at your clinic.

Role

Designated Person(s)
at Your Clinic

Responsibilities

Members of the Multi-
Disciplinary Improvement
Team

Participate in the planning of FOF integration and data collection.

Review data and recommend changes to the integration plan.

Oversee the integration
plan of FOF in the clinic

“Plan Coordinator”

Provide oversight for all activities related to FOF.
Orient staff to the plan and review roles and responsibilities.

Ensure that FOF is being integrated as planned.

Communicate the planned
flow of FOF in the clinic

Review the following with all staff
o How FOF is being integrated into clinic flow,
o Staff involved in FOF, including their roles and responsibilities.

Screen clients for FOF

Collect information from clients to determine if they are eligible to
participate in FOF.

Indicate which clients are eligible to participate in FOF so staff
responsible for recruitment can easily identify those who are eligible.
Record the number of clients who screened eligible each day (for data
collection purposes).
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Role

Designated Person(s)
at Your Clinic

Responsibilities

Recruit eligible clients for
FOF

Ask eligible clients if they would like to participate in FOF.
Present FOF as a positive and worthwhile experience.

Highlight the incentives associated with participating.

Take eligible clients to the
PHA

Introduce clients to the PHA.
Communicate the approximate wait time to the client.

Record the time that the client began waiting to see the PHA.

Collect process data

See sample table.

Collect data to inform the strengths and areas of improvement of the
FOF integration process.
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Appendix K: Modeling Anticipated Demand for FOF Based on a Calendar Year

When integrating FOF into your clinic system, it is important to consider how many eligible clients

that your clinic serves on a daily basis. Using data from your clinic, complete the tool on the

following page to determine the number of clients from the FOF target population that a PHA

would be able to see in one day at your agency.

If your clinic does not have this data readily available, a staff member can be designated to collect
this information for a set period of time (e.g., 2 weeks). See Appendix L for a “SAMPLE Client
Eligibility Tracking Log” that can be used to record this data. If this data is unavailable and your
clinic is unable to collect it, you may make assumptions or your best guess whenever necessary.

1.

How many African American Males between the ages of 18 and 29

(inclusive) did you serve in the last calendar year?

Of the group in question 1, how many had a negative or unknown HIV

status?

Of the group in question 2, how many tested positive for an STD or were

presumptively treated for an STD?

Of the group in question 3, how many have sex with women?
(Note: include those who have sex with men in addition to women.

Do not include those who have sex exclusively with men.)

Of the group in question 4, how many have used a condom in the last 3

months?
How many weeks is your clinic open per year?
Note: On average, a clinic is open 42 weeks per year when you exclude holidays

and other closings.

How many days per week is your clinic open?

This is the
eligible
population

Multiply the total in question 6 by question 7. This gives X

you the number of days your clinic is open per year.

Question 6 Question 7

This is

the
number of
days your
clinic

operates
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This is
the
number
eligible
9. Take the total in question 5 and divide it by the total in clients

question 8. This gives you the number of eligible clients | your
that your Peer Health Advisor could deliver the FOF

intervention to each day. sees each
day

Question 5 Question 8 clinic

Using the information gathered from completing the above tool and the guiding questions below,
you will determine how eligible clients who enter your clinic will receive the FOF intervention.

Considerations

e Ideally the PHA can conduct one FOF intervention per hour.
e Consider the number of hours each day that you are open.

e Based on the number of hours that your clinic is open each day and the number of eligible
clients you anticipate to see at your clinic each day, think about whether it is possible to offer
FOF to all eligible clients or only some.
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Appendix L: Sample Client Eligibility Tracking Log

~Sexe: M=Male; F=Female; T="Transgender; U=Unknown.
*Race: AS=Asian; A1) AN=American Indian/ Alaska Native; BL=Black/ African American; NH/ PI=Native
Hawaiian/ Pacific Islander; WH=W hite; OTH=Other.

Client
No.

Sex

A

Race*

Age
(Years)

Man
who has
sex with

women
(MSW)

Used
Condom
in last 3
months

Not
knowingly
HIV+

Reported
STD
symptoms
today or
contacted
by the
clinic to
come in

Diagnosed
with an
STD today

Eligible
for
FOF?

BL

18

N
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BL

29
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Appendix M: Sample Client Time Log

Use the following time log to record the time the client began waiting for the FOF intervention, the

time the PHA began the intervention with the client, and the time the intervention finished and the

client left the PHA’s room. There is also a column for notes where additional information can be

recorded (e.g., client left while waiting and didn’t receive the intervention, client left in the middle of

the session, etc.). Use a new form for each day.

Date:
Client’s Unique Client Referred Time FOF FOF Notes
Identifier By Client Start End
Began Time Time
Waiting
for FOF
1.
2.
3.
4.
5.
0.
7.
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Appendix N: Router Tool

The Router Tool can be used to collect information about a client’s eligibility, total time in the clinic,
time spent waiting to meet with the PHA, and length of the FOF session.

The tool can be clipped on or placed within each client’s chart during the registration process. If you
plan on using this tool, you should determine when, how and who will place the tool on the client’s
chart. You will also need to determine a process to collect the information on the tool and then
collect the tools from client charts throughout the day. To protect client confidentiality, please
ensure the tool cannot be accessed by the clients.

Once logistics for the tool have been determined, a designated staff member (e.g., the “Plan
Coordinator”) should provide an orientation to staff on the purpose of the tool and how to
complete it.

<
CHECK-IN TIME - ARRIVE _:_ am/ pm
APPOINTMENT TIME :—am/ pm
[note if it is a walk in]

VISIT TYPE [please circle one] Annual

Initial

Infection Check
Problem Visit

Other
ELIGIBLE TO PARTICIPATE IN FOF yes no
START OF WAIT TIME TO MEET WITH PEER . am/ pm
HEALTH ADVISOR [note if eligible client declines FOF]
START TIME WITH PEER HEALTH ADVISOR . am/ pm
END TIME WITH PEER HEALTH ADVISOR . am/ pm
COMPLETE AND LEAVE CLINIC ——_am/pm

Please be sure to submit this form at the end of the appointment. Thank you!

<
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Appendix O: Staff Survey

In order to get feedback about the successes and challenges of implementing FOF at our clinic, we

would like you to complete the following short survey.

Rate each item on a scale from 1 to 5, where 1 is strongly disagree and 5 is strongly agree.

behavior relating to condom use.

Statement Strongly Disagree Agree  Strongly
Disagree Agree
1 2 4 5
1. Focus on the Future is an important
service to offer African American males . ) A 5
who have sex with women who come to
our clinic.
2. Focus on the Future does not disrupt
patient flow. ! 2 4 >
3. Clients who participate in Focus on the
Future believe it is a valuable program. 1 2 4 5
4. I understand my role and responsibilities
in implementing Focus on the Future in
. 1 2 4 5
our clinic.
5. 'The Peer Health Advisor has been
adequately trained and knows his
o e 1 2 4 5
responsibilities.
0. The Focus on the Future program has
adequate oversight and support at our
. 1 2 4 5
clinic.
7. We provide adequate supportt for the Peer
Health Advisor to be successful. 1 2 4 5
8. Focus on the Future is easy to integrate
into our clinic setting. 1 2 4 5
9. Focus on the Future can change client
1 2 4 5

Additional comments:
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Appendix P: Client Survey

In order to get feedback about the successes and challenges of implementing FOF at our clinic, we

would like you to complete the following short survey.

Rate each item on a scale from 1 to 5, where 1 is strongly disagree and 5 is strongly agree.

Statement Strongly Disagree Agree  Strongly
Disagree Agree
1 2 4 5
1. Focus on the Future is an important
program. 1 2 4 5
2. T am satisfied with my visit at the clinic
today. ! 2 4 >
3. Participating in Focus on the Future was
a good use of my time. ! 2 4 >
4. 1 found it easy to speak with the Peer
Health Advisor. 1 2 4 5
5. 1 felt heard.
1 2 4 5
6. 1 felt my questions were answered.
1 2 4 5
7. Ilearned something new.
1 2 4 5
8. I would recommend Focus on the
Future to a friend. 1 2 4 5
9. Iam going to do something different as
a result of participating in Focus on the 1 2 4 5
Future.
10. T felt respected.
1 2 4 5

Additional comments:
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Appendix Q: Pre-Implementation Timeline

The following timeline outlines when the required tasks should take place in order to successfully

prepare to implement the FOF intervention. The responsible staff and materials are also listed.

Task Person(s) Materials | Timeline
Responsible
Determine Agency Fit and Capacity Week 1-2
e Agency should meet the following criteria ..
o Ability to diagnose and treat STDs, Clinic
o Serves a large number of the target population, Director See )
= Males Appendix K
= Ages i8-29, Clinic for a to?l to
= Aftrican American, Manager d}f termlrlloe
®=  Men who have sex with women (MSW), :) filril;irll;lleer
* Newly diagnosed with an STD or report clients your
symptoms of an STD, clinic sees
= Uses condoms,
= Condom use is incotrect or inconsistent; per day
o Has a private space where one-on-one
intervention can take place; Clinic Clinic Floos
o Has a cupboard, closet or room to securely store Manager Plan
supplies for the intervention
o Able to secure funding to successfully provide
the intervention (this timeline may be ongoing); | Local and Funding
= Able to purchase materials such as high- State Health Opportunity
end/ popular condoms and lubricants, Departments | Announce-
small bags, and a penile model; ments
= Able to hire, compensate, and supervise a | Stakeholders
PHA; . .
o Able to promote the program within the Cl,lmc
. Director
community;
o Has a system in place to track referrals to the
program;
o Management and staff “buy-in” to the
intervention; Clinic
o Follows CDC Standard of Care guidelines (e.g., | Manager

screening, treating, post-test/risk reduction
counseling);

o Ability to do case study reviews without
difficulty for monitoring and evaluation
purposes.
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Task Person(s) Materials | Timeline
Responsible
Develop Budget Clinic See Week 3-4
e Use budget template to plan expenses. Director, Appendices
o Staff Clinic S & T for
o F acility Manager, an
© Equlpment Fiscal Estimated
©  Supplies managers/ and Blank
officers Cost Sheet
Obtain Stakeholder “Buy-in” Clinic See Week 5
e Engage stakeholders for support and participation in Di.re.ctor, Appendix
the planning and execution of the intervention Clinic D for the
e Sce Stakeholder Checklist Manager, Stakeholder
. . PHA )
o List of internal and external partners to reach out . Checklist
to for support in “buy-in,” recruitment, and Supervisor
funding
e Review Program Review Board requirements
Identify Appropriate Staff to Implement the Clinic Staff Week 6
Intervention Director, Directory
e Identify current staff members who will participate Clinic
in the day-to-day execution of the intervention. This | Manager,
may include PHA’s
o Clinic Manager: Opversees the intervention Supervisor,
1mplementat{on; Clinicians/
o PHA Supervisor: Oversees the PHA; could be
the clinic manager, social worker, nurse, etc.; Nul:ses/
o Clinician, nurses, social workers, DIS, triage Social
staff: Screens and refers clients to the PHA for Workers/
intervention; DIS/Triage
o New or existing PHA, if applicable.
Create Data Collection System Clinic “Monitoring | Week 7
e If funded by CDC, agencies need to collect data that | Director, and
can be imported into the NHME system. See the Clinic Evaluation”
Monitoring and Evaluation Section for more details. Manager Section of
the IM
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Task Person(s) Materials | Timeline
Responsible
Set-up an Initial Meeting at the Agency Clinic Meeting Week 7
e Set up a meeting(s) with all individuals involved in Director, Agenda
the intervention to discuss Clinic
o Potential space to use for the intervention, Manager Floor Plan
O Space to securely store supplies;
o Acquisition of necessary resources
* High end condoms and lubricants,
=  Small bags (e.g., ditty bags),
= Compensation for PHA,
= Supervision of PHA,
= Appropriate penile models,
= Color contact cards for PHA with correct
condom use steps on back,
® Poster (showing HIV rates in the US by
race),
= List of stores in the surrounding area that
carry a variety of high-end condoms and
lubricants with the address and hours
listed,
* Baby olil,
= Paper towels,
= Hand sanitizer;
o Potential start dates for the intervention;
o Roles and responsibilities of all persons involved
= (Clinic director,
* (linic manager,
= (linicians/Nurses/Social
Workers/DIS/Triage staff,
=  PHA’s supervisor,
= PHA;
o Ways to screen for eligibility and integrate FOF See
into clinic flow; “Integrating
o Recruitment strategies for client participation; FOF Into
®  Marketing materials (brochures and Clinic Flow”

posters),
* Training staff in how to refer clients;
o0 The number of clients the PHA can see each day
(see Appendix K) for this tool;
o Strategies to supervise a PHA.
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Task Person(s) Materials | Timeline
Responsible
Review Policies and Procedures Clinic Clinic Week 8
e Make sure the current policies and procedures for Director, Policies and
the following topics are appropriate for FOF, and Clinic Procedures
make adjustments, if necessary, to accommodate the Manager
program. See
“Policies
and
Procedures”
Set-up a “Buy-in” Meeting at the Agency Clinic See “Staff Week 9
e Conduct a meeting with all staff to introduce and Manager Buy-in”
gain support for FOF.
Hire a PHA to implement the intervention Clinic Refer to Week 10
e Revise the Job Description included in the IM. Director, “Identifying
e Develop or adapt the marketing materials included Clinic Appropriate
in the IM to advertise the position. Manager, Staff’ and
e Explore existing networks of appropriate individuals. | PHA’s Appendices
e Interview candidates using the interview tool in the Supervisor E,F&G
IM.
e Hire a PHA.
Integrate the PHA into Agency Team Clinic Week 11
e Introduce the PHA and his role to all staff at the Manager
agency.
Train the PHA and Supervisor Clinic CDC Week 12
e Register the PHA for a CDC FOF Training of Manager, Website
Facilitators session — 3-day training. PHA’s
e Attend Training of Facilitators Program. Supervisor,
e Debrief with PHA and supervisor about the PHA
Training of Facilitators Program.
Train the Clinic Staff All Clinic CDC Week 12
Staff Website

e Register clinic staff for training on the intervention
and how to integrate the PHA into the healthcare
team.

*See “Implementation Activities at a Glance” for more activities associated with implementing FOF

at your agency.
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Appendix R: Implementation Summary

This chart will help your agency prepare for the implementation of FOF by listing what inputs need to be gathered, what activities need to be

conducted, and what outputs will be expected. The inputs section is a summary of the elements your agency should have in place before beginning to

implement FOF. Once you have these resources, you can begin working on the activities section, which, when executed faithfully, should create the

tools in the output section that allow you to offer FOF to the target population in your community.

INPUTS
Resources needed to implement and conduct intervention
activities

ACTIVITIES

Actions required to prepare for and conduct the intervention

OUTPUTS
Deliverables or products that result from implementation
activities

e Agency capacity to conduct FOF

o A PHA who comes from and resides in the
community and relates to men positively and
quickly

e  Clinic Manager who will assist with pre-
implementation activities and conduct quality
assurance activities

e Confidential and safe meeting space to conduct
all FOF sessions without interruptions

e Agency, staff, and other stakeholder (local
agencies with target client population,
organizations that can provide material support)
“buy-in” and involvement in assisting agency to
implement FOF

¢ Commitment to and completion of three days of
intensive training on FOF intervention.

e Ability to screen for eligibility

¢ Ability to integrate FOF into clinic flow

e Local/state public health officials’ support for
FOF implementation

¢ Community and consumer support for FOF
implementation

e  Closely review FOF curriculum/intervention and
understand theory and science behind it

e Assess agency capacity to conduct FOF and identify
technical assistance needs

¢  Request technical assistance from Project Officer, CBA
Coordinator

e Introduce and orient staff to FOF

e Identify appropriate staff to implement the intervention
(Assess need for adaptation of intervention and contact
Project Officer for further assistance

¢ Obtain and utilize consumer, community stakeholder
input on FOF intervention

e Inform local/state public health officials about FOF to
gain their support

e  Prepare implementation plan with measurable goals
and process and outcome objectives

¢  Develop program monitoring plan to improve program
and for quality assurance

¢ Identify logistics for FOF (e.g., times, days, space)

e Train and build skills of FOF PHA, his supervisor, and
staff who will refer clients

¢ Implementation plan, tailored to target
population including measurable goals and
process and outcome objectives

e  Written process/procedures to integrate FOF
into flow of agency services and programs

e Written FOF referral process

e  FEvaluation plan including tools, evaluation data,
data analysis, and summary reports with
interpretation

¢ Documentation of regular program monitoring
and program improvement in accordance with
monitoring plan

¢ % of planned # of participants referred for FOF
in [timeframe]

e % of planned # of FOF sessions held in
[timeframe]

® % of planned # of FOF participants who satisfy
target population characteristics in
[timeframe]
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INPUTS ACTIVITIES OUTPUTS

Resources needed to implement and conduct intervention Alctions required to prepare for and conduct the intervention | Deliverables or products that result from implementation
activities activities
(continued) (continued) (continued)
e Input of agency staff, consumers, and e  Plan and implement process/procedutes to integrate
community stakeholders into planning and FOF into flow of agency services and programs
implementation e Design participant referral process including who refers
e External technical assistance and how

e Purchase/obtain a variety of high-end male condoms,
packets of lubricant, male penis models for
demonstration and skill building during the session

e  DPurchase/obtain a small bag (e.g., ditty bag) for the
client to put condoms and lubricant in at the end of the
session

e Conduct FOF intervention
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Appendix S: Cost Sheet - Estimated

Categories for Provider Costs to Implement Intervention

Cost per

. . . . . . . . Total
Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant —cost
N=1250 I
Personnel (time spent on intervention)
# Staff # Staff
Required % time or # hrs weeks Required % time or # hrs weeks
Salatied |
Clinic Director 1 5% 2 1 2% 50 InKind | InKind
Clinic Manager 1 15% 2 1 5% 50 InKind | InKind
Other Clinic Staff TBD 1% 2 TBD 1% 50 InKind | InKind
Houtly
Peer Health Advisor 1 40 2 1 40 50
Compensation % allocated $/ht weeks | % allocated $/hr weeks |
Peer Health Advisor $10.00 2 $10.00 50 $16.64 $20,800.00
Facilities (time used for intervention)
# Required # hrs/week weeks # # hrs/week weeks |
Small Private Meeting
Space/ 1 40 2 1 40 50 InKind | InKind
Peer Health Advisor
Office
Equipment (time used for intervention)
# Required % time weeks # Required % time weeks |
Copier 1 1% 2 1 1% 50 InKind | InKind
Computer 1 10% 2 1 1% 50 InKind | InKind
$ $
# Required  allocated/week # Required allocated/month  weeks |
Phone 1 $6 1 1 $6.00 50 $0.24 $306.00
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Cost per

Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant %
N=1250 =
Supplies
Units X Price/unit Units X Price/unit |
Condoms Client(s)* 1 $7.30 | Client(s)* 1250 $730 |  §731 $9,132.30
Lubricants Client(s)* 1 $6.55 | Client(s)* 1250 $655| %656 $8,194.05
Penile Model - Rubber Model(s) 1 $11.00 | Model(s) 0 $11.00 |  $0.01 $11.00
Penile Model - Wooden Model(s) 1 $8.00 | Model(s) 0 $8.00 | %001 $8.00
Penile Model - Plastic
Banana Model(s) 1 $5.28 | Model(s) 0 $528 |  $0.00 $5.28
Ditty Bags Bag(s) 5 $1.25 | Bag(s) 1250 $1.25|  $1.26 $1,568.75
Baby Oil 200z Bottle(s) 1 $4.50 | 200z Bottle(s) 10 $450 |  $0.04 $49.50
External Audio Speakers | Set(s) 1 $22.00 | Set(s) 0 $22.00 |  $0.02 $22.00
MP3 Player Player(s) 1 $30.00 | Player(s) 0 $30.00 [ $0.02 $30.00
Printer Ink - Black Cartridge(s) 1 $122.00 | Cartridge(s) 3 $122.00 [ $0.39 $488.00
Printer Ink - Cyan Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 [ $0.29 $366.00
Printer Ink - Magenta Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 [ $0.29 $366.00
Printer Ink - Yellow Cartridge(s) 1 $122.00 | Cartridge(s) 2 $122.00 ( $0.29 $366.00
Printer Paper Cartridge(s) 1 $48.99 | Cartridge(s) 3 $48.99  $0.16 $195.96
Posters Poster(s) 7 $55.00 | Poster(s) 0 $55.00 ( $0.31 $385.00
Contact cards Contact card(s) 1250 $0.22 | Contact card(s) 0 $0.22 $0.22 $275.00
Total Cost

Personnel $800.00 $20,000.00 | $16.64 $20,800.00
Facilities In Kind InKind | InKind | In Kind
Equipment $6.00 $300.00 [ $0.24 $306.00
Supplies $1,298.87 $20,164.97 $17.17 $21,463.84
Phase Total $2,104.87 B} $40,464.97 $34.06 $42,569.84
Final Total: $42,569.84

*Assumes 35 high-end condoms and 35 foils of water-based lube per client (25 of each to take home and 10 of each to open and practice with)
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Appendix T: Cost Sheet - Blank

Categories for Provider Costs to Implement Intervention - Template

Cost per
. . . . . . . . Total
Categories Pre-Implementation (start-up) Implementation (intervention delivery) Participant —cost
N=1250 I
Personnel (time spent on intervention)
# Staff # Staff
Required % time or # hrs weeks Required % time or # hrs weeks
Salatied |
Clinic Director |
Clinic Manager |
Other Clinic Staff |
Houtly
Peer Health Advisor
Compensation % allocated $/ht weeks | % allocated $/hr weeks |
Peer Health Advisor
Facilities (time used for intervention)
# Required # hrs/week weeks # # hrs/week weeks |
Small Private Meeting
Space/ |
Peer Health Advisor
Office
Equipment (time used for intervention)
# Required % time weeks # Required % time weeks |
Copier |
Computer |
$ $
# Required  allocated/week # Required allocated/month  weeks |
Phone
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Cost per
Categories Pre-Implementation (start-up) Implementation (intetrvention delivery) Participant %
N=1250 =
Supplies

Units x Price/unit Units X Price/unit |
Condoms Client(s)* Client(s)*
Lubricants Client(s)* Client(s)*
Penile Model - Rubber Model(s) Models)y
Penile Model - Wooden | Model(s) Models)
Penile Model - Plastic
Banana Model(s) Models)
Ditty Bags Bag(s) Bags)
Baby Oil 200z Bottle(s) 200z Bottle(s) |
External Audio Speakers | Set(s) Set(s)
MP3 Player Player(s) Player(s)
Printer Ink - Black Cartridge(s) Cartridgetsy
Printer Ink - Cyan Cartridge(s) Cartridges)
Printer Ink - Magenta Cartridge(s) Cartridgets)
Printer Ink - Yellow Cartridge(s) Cartridgety
Printer Paper Cartridge(s) Cartridgets) L
Posters Poster(s) Poster(s)
Contact cards Contact card(s) Contact card(s)

Total Cost

Personnel |
Facilittes |
Equipment |
Supplies
Phase Total
Final Total:

*Assumes 35 high-end condoms and 35 foils of water-based lube per client (25 of each to take home and 10 of each to open and practice with)
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Appendix U: Implementation Activities at a Glance

The following table outlines the activities that need to be completed in order to successfully
implement the FOF intervention. The suggested person(s) responsible and required materials are

also listed.
Implementation
Task Person(s) Materials
Responsible
Collect, organize and set-up supplies for FOF sessions. Clinic See
e Pens Manager, “Facilitator
) 1 1 »
e 1 color poster with National HIV Rates broken down by PHA’s Coordination
race Supervisor, | for guidance
e 1 realistic penile model that accurately represents the Lay Health on order

anatomy of the target population

1-2 less realistic penile model (wooden or plastic banana)
Bottles of baby oil

Paper towels

Hand sanitizer

Large number, approximately 35 per participant, and

variety of desirable and/or high-end condoms

e Large number, approximately 35 per participant, and
variety of desirable and/or high-end 3 to 8 ml water-based
lubricants packets

e Copies of the Short Condom Use Survey (SCUS)

e Copies of the list of stores in the surrounding area that
carry a variety of high-end condoms and lubricants with the
address and hours listed

e Wallet-sized contact cards (outlining the 8 steps for correct
condom use on one side and contact information of the
PHA and clinic on the other)

e Small paper or ditty bags (small draw-string bags for clients
to put 25+ condoms and 25+ lubricants of their choosing)

e Laptop, MP3 player, portable speakers or CD player to play
music (optional)

e Refreshments, for example, water, coffee, cans of soda
(optional)

supplies and
preparing

materials
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Task Person(s) Materials
Responsible
Evaluate Agency Readiness to Begin the Intervention. Clinic See Appendix
® Readiness Checklist Manager H
o List of staff involved in intervention (Clinic Manager,
staff who will screen and recruit, PHA, etc.);
o Resources & Materials
* Compensation for PHA
" Private space for intervention
* Condoms and water-based lubricant
*  Small draw-string bags (e.g., ditty bags) for clients
to carry condoms and lubricant home
» Lifelike and 1-2 less lifelike penile models
* Color contact cards with condom use steps
» List of stores in the surrounding area that carry a
variety of high-end condoms and lubricants with
the address and hours listed
* National HIV rates posters broken down by race
Develop a Process and Schedule for the PHA to practice PHA’s
implementing FOF. Supervisor,
e  Quality assurance procedures should be developed for PHA
practice.
Set up space for PHA to implement FOF. Clinic Space for
e Make sure the room is private (with a door) and is available | Manager, Intervention
for at least 60 minutes per client. PHA’s
e Set up chairs and desk/table. Supetvisot,
e Hang appropriate posters on the wall. PHA

o Appropriate posters should not detract from the focus of
the intervention, which is correct and consistent condom
use.

o For example, the posters that reveal the dramatic
difference in AIDS rates for African Americans versus
the rest of the population can be hung on the wall.

e Set up laptop, MP3 player, portable speakers or CD player
to play music (optional).
e Make sure there is appropriate space and secure space for

supplies.
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Task Person(s) Materials
Responsible
Develop a plan for PHA down time. Clinic
e Determine what tasks the PHA will be responsible for Manager,
when not facilitating sessions of FOF with clients. For PHA’s
example Supervisor,
o Review the Facilitator’s Guide and video; PHA
o Review client satisfaction survey results;
o Assist with recruitment by greeting clients in the clinic or
talking with them in the waiting room;
o Do an inventory of supplies to ensure there are an
adequate number of condoms, water-based lubricant,
handouts, etc.;
o If clients who received the intervention are back at the
clinic for follow-up treatment, meet with them while they
are waiting to get feedback about the intervention;
o Update materials, for example, the “List of Stores”, if
necessary;
o Adapt the intervention by offering it to clients who are
30-35 years old or 16-17 years old;
o Call clients who participated in the intervention to see if
they have any questions and to get feedback about the
intervention.
Conduct FOF. PHA See
e The PHA implements FOF with clients in the clinic. “Fa}cﬂ:,tator’s
e C(lient Surveys can be collected from each client to get Guide
feedback about FOF and the PHA’s performance. S .
ee Appendix
P
Debrief with the PHA on a weekly basis regarding the PHA’s See
implementation of the intervention. Supervisor, | “Supervising
. . . PHA the PHA”
e Discuss successes, concerns or issues with current
implementation, devise solutions.
Follow-up with M&E indicators for measuring continuous | Clinic See
and effective implementation of FOF. Director, “Monitoring
¢ M&E indicators should be completed and reviewed (e.g., Clinic and )
Quarterly) and used to improve the pre-implementation Manager Evaluation”

and implementation process.
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Task Person(s) Materials
Responsible
Monitor levels of supplies and purchase supplies as Clinic
required on a weekly basis. Manager,
e Ensure there are a sufficient number of supplies and PHA’s .
materials for all clients who patticipate in FOF at the Supervisor,
agency. PHA
Distribute and review Staff Surveys on a monthly basis. Clinic See Appendix
e Ask staff to complete a survey regarding the value of the Manager 0
intervention at the agency and the successes and challenges
with the integration of FOF into clinic flow.
Address staff “buy-in” drift on a monthly basis. Clinic See “Staff
1N
e Share FOF successes at staff meetings and via newsletters, Mana’lger, Buy-in
ask for feedback about FOF from staff, conduct group PHA’s
problem-solving to address challenges with FOF, provide Supervisor

opportunities for retraining and orientation for new staff,
etc.
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Appendix V: Suppliers List

e Rubber and Wood Penile Models
Total Access Group, Inc.
1671 E. Saint Andrew Place
Santa Ana, CA 92705
1-800-320-3716
www.totalaccessgroup.com
setvice(@totalaccessgroup.com

e DPlastic Bananas (used as penile model)
Buy.com
85 Enterprise Suite 100
Aliso Viejo, California 92656
1-800-800-0800

www.buy.com

e Condoms
o Dutex (Tropical Flavors/Her Sensation/Pleasuremax/XXL/Extra Sensitive/Intense
Sensation)
Discount Condom King
Calico Distributors
PO Box 1409
Safety Harbor, FL 34695
1-888-659-5808
http:/ /www.discountcondomking.com

o Trojan (Enz/Magnum/Ecstasy)
Trojan Professional
Church & Dwight Co., Inc.
PO Box 975
South Plainfield, NJ 07080
1-800-487-6526
http://www.trojanprofessional.com/

o Lifestyles (King Size XL./Rough Rider/SKYN), Kimono
(Textured/Microthin/Microthin with Aqualube), Beyond Seven (Lubricated with Aloe)
Total Access Group, Inc.
1671 E. Saint Andrew Place
Santa Ana, CA 92705
1-800-320-3716
http://www.totalaccessgroup.com
setvice(@totalaccessgroup.com
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e Water-based Lubrication (Astroglide & ID — Juicy Lube)
Total Access Group, Inc.
1671 E. Saint Andrew Place
Santa Ana, CA 92705
1-800-320-3716
http://www.totalaccessgroup.com
setvice(@totalaccessgroup.com

e Printing of Contact Cards
Superfine Printing
247 West 37th Street
14" Floor
New York, NY 10018
212-827-0063
http:/ /www.supetfineprinting.com
info@supetfineprinting.com

e Ditty Bags*
IdeaStage Promotions LI.C
2660 E. Mohawk Lane #16
Phoenix, AZ 85050
480-588-4140
http://www.ideastage.com
info@ideastage.com

*The ditty bags have had to be ordered directly through a sales rep as they are not an item
traditionally found on the site. The item is called “8498605 - Deluxe golf caddy bag made
of 600 denier polyester with PVC backing. Feature zippered closure and snap hook.
Matching color zipper.” The sales rep contacted was Jeffery Young
(jeffrev(@ideastage.com).
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Appendix W: Peer Health Advisor Quality Assurance Form

Peer Health Advisor’s Name:

Date: Time:

As the Peer Health Advisor delivers the entire intervention, use the following form to provide
feedback to the Peer Health Advisor about his performance.

For each skill area, check the appropriate box
V = Very Well Done E = Effective N = Needs Development

Component 1: Rapport Building

Steps of Component 1 v E

Introductions.

Establish an initial rapport and get the client in a trusting mood by using
“small talk.”

Casually inquire about the client’s frequency of condom use and give
affirmations.

Describe the goal of the session, reinforcing that this is a non-judgmental

environment.

Component 2: SCUS and Common Issues with Condom Use

Steps of Component 2 v E

Introduce the Short Condom Use Survey (SCUS) to the client.

Ask client to complete the SCUS.

Review SCUS.

Based on SCUS, give the client positive feedback about things he is doing
well regarding condom use.

Based on SCUS, discuss client errors and problems with condom use.

Firmly establish that condom use is something that takes practice.
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Component 3: Problematic Experiences with Condoms & Posters to Motivate

Steps of Component 3 v E N

Ask about how frequently the client uses condoms and give him an
affirmation.

Ask clients to briefly discuss some of their problematic experiences with
using condoms.

At this point, it is important to discuss how they can introduce condoms
into relationships (i.e.,, condom negotiation).

Show the client the poster with National HIV rates broken down by race
(show the Color Poster at this point).

Ask the client what he thinks about these statistics and address his reaction.

Component 4: Baby Oil Experiment and Condom and Lubricant Use Skill
Building

Steps of Component 4 v E N

Explain that you are going to demonstrate why oil-based lubricants do not
work.

Use the blown-up condom as an example of why oil-based lubricants
should never be added to condoms.

Discuss water-based lubricant.

Hand the client a contact card that contains the 8 steps to correct condom

use.

Demonstrate the sequence of steps that comprise correct condom use for
the client.

Client practices applying the condom to the model and discuss condom
negotiation strategies.

Once the client has achieved a "perfect performance" ask him to repeat the
process for at least 2 or 3 repetitions.

Highlight the importance of using condom from the beginning to end of

sexual intercourse.
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Component 5: Access and Erection Loss

Steps of Component 5 v E N

Discusses and normalizes erection loss.

Discusses the importance of planning for sex.

Provides the client with a list of stores in the area that carry high-end and
popular condoms with address and hours listed.

Component 6: Fit and Feel and Features of Different Condom and Lubricant

Brands

Skill Area A% E N

Redirect the client’s attention to the table with the condoms and water-
based lubricants.

Invite the client to open and touch any condoms he didn’t get to feel when
he practiced correct condom use skills.

Provide instruction regarding selecting the condoms that will give the client
the best fit and feel

Invite the client to fill a small bag with any condoms he chooses.

Show the client a variety of lubricants that are water-based

Invite the client to fill the small bag with lubricants he chooses.

Summarize key messages

Ask the client one thing he will remember and to share information with a
friend.

Highlight your contact information on the back of the 8 steps to correct

condom use

Thank the client for coming to talk with you and helping to reduce HIV
rates in his community.
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Overall Communication Skills

Skill Area

Uses a clear voice.

Does not show judgment towards the client.

Makes appropriate eye contact.

Uses an open body language and relaxed posture.

Avoids distracting behaviors.

Smiles.

Is confident and prepared for the discussion.

Additional Comments:
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Appendix X: FOF Fidelity Checklist

Peer Health Advisor’s Name:

Date:

Time:

After the Peer Health Advisor delivers the entire intervention, the following form should be
completed to keep a record of the core elements that were adhered to in each session.

Check the core elements that we covered with each client

Core Element Check
)

1. A trained Peer Health Advisor (PHA) will teach correct condom use
skills for clients.

2. The PHA and client will discuss condom negotiation skills.

3. The PHA provides clients with 25+ packets of water-based lubricants
and 25+ condoms of their choice from a broad selection of high-end
and popular brands.

4. The PHA communicates the importance of the client protecting his
future by using condoms correctly and consistently with his partners.

5. The PHA establishes rapport and a trusting relationship with the client
at the beginning of the session.

6. The PHA shows unconditional respect for men and maintains a non-
judgmental environment for the client concerning any risk behaviors
disclosed.

7. 'The intervention is delivered at a point when the client feeling
vulnerable and is highly concerned about his STD infection status.
This may be while he is in the clinic waiting, after a presumptive
diagnosis, or after a confirmed lab result.

8. The PHA conducts a customized one-to-one counseling session with
the client for 45-60 minutes
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Appendix Y: Marketing Materials

The following documents can be used to market the intervention to potential clients or important
staff and stakeholders at your agency. These can be used to engage staff and communicate the
benefits of FOF to the agency and the target population. The documents are a tool that can be used

to introduce parties to the principles, and strategies of the intervention and begin to build the
necessary “buy-in” among key staff.
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Agency Marketing Brochure Page 1

How effective is FOF?

For more information
contact:

The original research demonstrated
that participation in FOF:

4 Reduces subsequent STDs
¢ Increases reported condom use

# Decreases the number of sexual
partners

4 Decreases the number of acts of
unprotected sex

4 Increases proficiency scores for
condom application skills
What experiences have

agencies had with FOF?

4 “I think this should be mandated
(at my agency)” - Social Work
Supervisor

4 “(FOF) has been an instrumental
tool in stemming the tide of
disease” — Disease Investigation
Specialist

# “This is what I've been waiting
for!” - Registered Nurse

Original Developer
Richard A. Crosby, PhD
Chair, Department of Health Behavior
University of Kentucky
Richard crosby@uky.edu

CDC Contact
Dean Blevins PhD, DBlevins@cdc.gov

Richard Crosby PhD, Rcros2@email uky.edu

FOF is funded by the CDC under REP
Cooperative Agreement #: 1U62PS002084
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Agency Marketing Brochure Page 2

What is FOF?

Who is FOF for?

What are the goals of FOF?

FOF is a 45 to 60 minute, individual-
level, single session, behavioral
intervention that focuses on
providing information, motivation
and skills to address clients’ condom
conversation between a client and a
trained peer , which
occurs in an clinical STD
setting, allows the
intervention to be y
customized to the clients’” individual
needs.

Focus on the Future teaches clients:

<

¢ Strategies to address condom use
errors and negative condom use
experiences

¢ Condom negotiation strategies

4 Correct condom and water-based
lubricant skills

4 The features of and where to buy a
variety of high-end condoms and
lubricants so they can find ones
with the right fit and feel

Eligible clients for FOF are African
American men ages 18-29, who
have sex with women (MSW), have
used a condom in the last three
months, are not knowingly HIV-
positive, and either report STD
symptoms or have been

diagnosed or treated for an STD.

Who facilitates FOF?

FOF is facilitated by a trained Peer
Health Advisor (PHA), who is a 21-
35 year old African American MSW
from the community. Peers are
able to build rapport quickly with
clients and clients are often more

receptive to peers’ messages.
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The overall goal of FOF is to build
clients’ self-efficacy for using
condoms correctly and consistently.
This is done by:

4 Discussing condom negotiation
skills, the importance of using
water-based lubricant, planning for
sex, and overcoming negative ex-
periences when using condoms
(e.g., condoms breaking, erection

loss, etc.)

¢ Highlighting that more cases of
HIV infection have been reported
among African American men
compared to other groups of
people in the US, in order to
motivate clients to take collective
action

# Giving clients the opportunity to

practice correctly applying a
condom to a model at least 3 times

4 Giving clients 25+ fun and unique
condoms and 25+ packets of
lubricant to take home



Client Marketing Brochure Page 1

For more information

How effective is FOF?
contact:
Research shows that participation in CLINIC NAME
FOF will: CLINIC ADDRESS
4 Reduce your chances of getting a CLINIC ADDRESS
new STD CLINIC CONTACT INFO
CLINIC CONTACT INFO

4 Increase the chances you'll use a
condom

¢ Increase your condom use skills

What do participants say
about FOF?

% “No one has ever talked to me
about this stuff before.”

- Participant

¢ “This program makes me want to
use condoms. “ - Participant

¢+ “We need to have this program
everywhere—in schools, barber-

shops, outside the clubs.”
- Participant

»
N
YOUR
FUTURE

FOCUS

—=ON THE—

FUTURE

PHA NAME

PHA CONTACT INFO
PHA CONTACT INFO

FOF is funded by the CDC under
Cooperative Agreement #: 1U62PS002084
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Client Marketing Brochure Page 2

What is FOF?

Who is FOF for?

What are the goals of FOF?

FOF is a 45 to 60 minute, one-on-one,
one-time conversation that focuses on
giving you information, motivation
and skills to address issues with using
condoms. This is a one-on-one talk

between a you and a another young
man from the community, which

allows the conversation to be

customized to your individual needs.

What are the Principles
of FOF?

¢ Unconditional respect for men

4 There are many options for con-
doms and lubricants available. It is
important to find ones with the
right fit and feel for you

¢ Practicing condom use is important
¢ Condoms can feel good during sex

4 You can protect your
future and your
community’s future

FOF is for African American men
ages 18-29, who have sex with
women, who have used a condom
in the last three months, who are
not knowingly HIV-positive, and
who either have the symptoms of
an STD or have been diagnosed or
treated for an STD.

Who facilitates FOF?

During your session you will talk
with a Peer Health Advisor (PHA),
who is a 21-35 year old African
American man from the
community. PHAs are not health-
care professionals, they are guys
like you who want to protect the

community.
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The overall goal of FOF is to make
you better at using condoms correctly
and consistently. This is done by:

4 Helping you introduce condoms in
the bedroom, showing you why
you should use water-based
lubricant, helping you plan for sex,
and teaching you how to overcome
negative experiences when using
condoms (e.g., condoms breaking,
erection loss, etc.)

¢ Giving you the opportunity to
practice correctly applying a
condom to a model

+ Giving you 25+ fun and unique
condoms and 25+ packets of
lubricant to take home for free!




Appendix Z: Intervention Supply Re-stocking Checklist

FOF Re-Stocking Checklist

e Condoms [ 1 Lifelike Penile Model

[l 15 Trojan Magnum [l 1-2 Other Penile Models (e.g. woody)

[l 15 Trojan ENZ [l 1 Ditty Bag

L] 15 Trojan Ecstasy L] 1 Bottle of Baby Oil

[l 15 LifeStyles King Size XL [ 1-2 Rolls of Paper Towels or Napkins

[l 15 LifeStyles RoughRider [l 1 Contact card (with 8 Steps to
Correct Condom Use and PHA’s
Contact Info)

[l 15 Durex Tropical Flavors [l 1 List of Stores Nearby with

Condoms and Lubricant

] 15 Durex Her Sensation ] 1 National HIV Rates Poster
[l 15 Durex Pleasuremax [l 1 Short Condom Use Survey
[l 15 Kimono Microthin [ 1 pen

L] 15 Kimono Aloe e Lubricants

'] 15 Beyond 7 | 30 ID Juicy Lube

[1 30 AstroGlide
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