
Assignment #1 (version 3):

1. What evidence are you proposing to translate into practice?  I am proposing that screening and brief intervention (SBI) for alcohol use be implemented in an HIV clinic in Mbarara, Uganda. 
 
A. Justify that this evidence is “ready for translation.”  Alcohol consumption and HIV are important overlapping problems in Uganda. While 40% of Ugandans are lifetime abstainers, consumption is very high among current drinkers (23.7 liters of pure alcohol per capita), which is on par with drinking levels in Russia (22.3 liters).[1] The HIV prevalence in Uganda is 7.2%,[2] and alcohol is a risk factor for lower antiretroviral therapy (ART) adherence worldwide.[3] In Southwest Uganda, unhealthy alcohol use among persons with HIV was a strong predictor of poor ART adherence, CD4 cell counts, and detectable viral load in a cohort of persons initiating ART.[4] Therefore, decreasing unhealthy alcohol consumption among those with HIV is vital to improving HIV treatment outcomes and reducing onward HIV transmission in SSA. There is evidence from developed countries that SBI for alcohol consumption implemented in primary care settings can reduce alcohol use by 10-15% over one year[5] and it is required at VA clinics in the US. 

The World Health Organization states that “The evidence for the effectiveness of early identification and brief advice for persons with hazardous and harmful alcohol use is extensive and comes from a large number of systematic reviews from a variety of health-care settings in different countries. The findings show that more intensive advice appears to be no more effective than less intensive advice. Cognitive-behavioural therapies and pharmacological therapies do have a positive effect in treatment of alcohol dependence and related problems. Consideration should also be given to integrated treatment for co-morbid conditions, such as for hypertension, tuberculosis and HIV/AIDS, and to self-help groups.”[6] 

There is evidence that multi-session (4-6 sessions) alcohol interventions may be efficacious in reducing unhealthy alcohol use in sub-Saharan Africa.[7-9] Results from trials of single session BIs conducted in health clinics in South Africa and an HIV clinic in Uganda have been inconclusive,[10, 11] in that all three studies both the SBI arms and the control arms showed significant reductions in self-reported drinking. Thus the evidence for multi-session interventions is strong and the evidence for single session interventions (which would be much more feasible to implement) is not strong. 

A. Identify a single, key behavior change target for your translational activity. The behavior change target is the conduct of screening for unhealthy alcohol use and conducting a standardized brief intervention for those that screen positive within the clinic. This will be conducted either in person by clinic counselors, or using a digital health screener on tablets.
 
2. Conduct a “gap analysis” of your target behavior.  Look to diverse sources for “best guess” estimates if specific measures are not available. HIV clinics in Uganda screen for unhealthy alcohol use and brief advice about the dangers of alcohol use when on ART and advice to abstain is given.[12] In the ISS Clinic in Mbarara, Uganda, the target for this intervention, the screening is only done systematically at clinic entry and their is no standardized protocol for the brief intervention.
 
A. What is the quality (performance) gap?  I aim for SBI to happen at least yearly. Right now a systematized brief intervention does not occur at all.
 
B. What is the outcome gap? Those who continue unhealthy alcohol use are at risk for lower adherence and thus lower viral load suppression and possible onward transmission of HIV.
 
3. Is there evidence that changing performance will improve health (clinical outcomes)?  It is not known whether reducing unhealthy alcohol use will improve HIV outcomes. There have been a few studies conducted in resource rich settings and the evidence has been mixed.[13] there will be data on this from existing studies soon.
 
Assignment #2: Community engagement (Version 3)

1. The community. The community is the staff of the HIV clinic in Mbarara, Uganda. This includes registration staff, clinicians, clinic counselors, nurses, and pharmacists, and electronic database staff. The most important staff members are most likely to be the counselors, especially if they are going to be the ones to deliver the SBI. Patients are also stakeholders because we will be asking them for their participation in the intervention if they meet criteria. The community also includes the patients themselves since they will be more systematically screened for alcohol use and asked to engage in the intervention if they screen positive. The community would also include officials from the Ministry of Health (MOH) and PEPFAR who fund most of the activities of the clinic (increasingly it is the former), who would need to agree that reducing alcohol use is a priority. The community may also include the World Health Organization which might be swayed to have a stronger policy statement or to fund work in this area.

2. Plan for approaching them. I am already familiar with the clinic and have done alcohol research there, in collaboration with the clinic director. I would introduce the topic via a presentation of our previous findings at a clinic meeting, and discuss the evidence for SBI and the reasons to reduce drinking in their patients. Then I would schedule meetings with the staff, perhaps in groups of job function, to discuss further and to elicit ideas on strategies for implementation. [Note we have a CFAR funded pilot grant to conduct qualitative interviews with unhealthy drinkers, clinic staff, and a CAB, to discuss potential alcohol interventions and whether they might be feasible and acceptable for implementation in the clinic]. It would be most appropriate for the clinic director to approach the MOH and PEPFAR officials.

3. Community input. I will want to work closely with the counselors and patients to design how to incorporate systematic screening. I am considering some sort of tablet based self-administered screening (which would require input from low literacy patients as well as literate patients) to minimize the work of the counselors. Such a screener would need their input, as well as the input of registration staff who would most likely be directing the patients to the tablets. I would also want input from the community (clinic staff and patients) in adapting existing interventions to the particular clinic setting.

4. Plan to share results. I would share the results at another clinic meeting, and I could prepare a brief written report. I could meet individually with the most impacted staff.
 

Assignment #3

1. The organization/system in which the intervention will take place
A. Environment
The intervention will take place in the HIV Clinic that is part of the Mbarara Regional Referral Hospital. The clinic is funded by the MOH and by PEPFAR. The clinic sees over 12,000 patients per year, with approximately 220 patients seen per day. The clinic reports statistics regularly to the MOH and PEPFAR. 

B. Resource acquisition
The clinic is dependent on MOH and PEPFAR for its funding and resources are extremely limited. 

C. Resource deployment
There are 6 doctors/medical officers, 2-3 nurses, and 4 counselors (2 are volunteers) and patients are seen 4 days/week. The majority of the staff are paid for by PEPFAR, but that is shifting and fewer will be paid for by PEPFAR in the future. 

D. Quality-centered care
As far as I am aware, there is no measure of patient satisfaction. The clinic staff attend a weekly meeting in which problems are discussed and there is a general collaborative feel with priority on helping the patients.

2. Discuss which of these factors might serve as barriers to successful implementation of your intervention, and how you will try to design an intervention to overcome these barriers.
Resources are a very large barrier to this intervention. Clinic staff already see many patients per day. I am hoping to design an intervention that uses technology to help minimize this barrier, and potentially this screening can also be used to collect information that the counselors are required to routinely collect and thus reduce some of their workload. 

Assignment #4 (revised)

1. Target of behavior change. There are several entities and persons involved in the desired behavior change. First, it is the Ministry of Health that would need to recommend routine screening and brief intervention for HIV patients. Next, within clinics, clinic staff would need to routinely do the screening and conduct the brief intervention as recommended. At this point, it is not clear who should do this screening or if it could be done via technology. Here we will assume that the screening will be done by the clinic nurses, who meet with the patients after registration, and that the brief intervention could be done by the clinic counselors. To start with the first part of the intervention, we will focus on screening for unhealthy alcohol use (and leave out the subsequent intervention) by clinic nurses.

2. 
Model for the target behavior

Logic model for the problem of lack of systematic and effective screening for alcohol use among HIV patients

Personal determinants for drinking (patients):
· Reasons to drink: Social inclusion, stress reduction, positive expectancies, peer norms, hide HIV status
· Reasons not to drink: Maintenance of family responsibilities, health improvement, fears about interactions with HIV medications
· Patient beliefs: Admitting to drinking may impede access to ART, admitting drinking will result in being scolded by counselors, may be resistant to being asked about personal behaviors (based on past experience?)










Environmental barriers to effective screening
· Lack of time to conduct screening
· Lack of privacy to ask sensitive questions
· Lack of standardized form for recording answers except at initial visit







Personal determinants for not conducting alcohol screening (clinic staff):
· Self-efficacy: Belief that the patient will not tell the truth
· Motivation: Belief that any ensuing  intervention will not help
· Beliefs: Provider may believe that taking alcohol is a sin
· Assumptions: The patient (who is a female, or a Muslim) is therefore not a drinker
· Assumptions/perceptions: The patient will be offended if I ask about drinking, or our relationship will be jeopardized
· Practice norms: Alcohol use asked about at initial screening, then only if CD4 cell counts do not increase on therapy
· Practice norms: Abstinence based advice or possible scolding




References



Behavior: Effective screening for alcohol use not conducted systematically







Health outcomes: Poorer ART adherence, potential dis-engagement with care, increased morbidity and mortality.













3. Theoretical domains and interview questions for providers (nurses) asked to conduct routine alcohol screening

	Domain
	Questions

	Knowledge
	Do you know about screening and brief interventions to reduce alcohol use? Do you know the potential impact of screening on reducing alcohol use? Do you know the potential impact of unhealthy alcohol use on HIV outcomes?

	Skills
	Do you know the standard alcohol screening questions? Do you have an idea of how to fit screening into your typical intake session with the patients?

	Self-efficacy
	Do you feel you’d be able to ask about alcohol use? Do you think the patients would give you an honest answer? Do you think you will lose the patients’ trust in you if you ask about alcohol use?

	Beliefs and consequences
	Do you think the patient will benefit from participating in a brief intervention if they screen positive? Do you think the patients’ will lose their trust in you if you ask them about alcohol use? Do the benefits of screening outweigh the potential cost of losing trust of the patient? How will you feel about screening persons who you don’t think are drinking alcohol?

	Motivation/goals
	Are you concerned about some of the patients’ use of alcohol? Do you think asking about alcohol use at each visit will be useful for improving health in the clinic?

	Memory, attention, decision processes
	Do you think this is something you can remember to do? Would paperwork be helpful or not helpful for remembering to screen patients? Would there be times when you might decide not to screen a patient? Under what circumstances might that be?

	Environmental 
	To what extent do you think the lack of a private space would affect your ability to conduct alcohol screening? What resources would help you conduct the screening? How do you think it could fit in with patient flow? How long do you think it would take to conduct the screening?

	Social influences
	Is there a way asking about alcohol can be considered normative, like asking about health symptoms? 

	Emotion
	Does finding out about alcohol use ever make you feel angry or frustrated? Would feeling frustrated with patients who are drinking make it hard to do alcohol screening? 

	Behavioral regulation
	What would be a good way to start doing this screening regularly? What steps are needed to fit this into the regular patient flow? What type of check-ins would be helpful?



Assignment #5 revised
1. 
	COM-B Components
	What needs to happen for the target behavior to occur?
	Is there a need for change?

	Physical capability
(Physical skills) 
	 Physical skills are there
	 No

	Psychological capability
(Knowledge; Cognitive and interpersonal skills; Memory, attention and decision processes; Behavioral regulation)
	 Does the nurse know how to screen for unhealthy alcohol use? 
 Does the nurse have the information about the possible health risks related to unhealthy drinking?
 Does the nurse have the information about the possible health benefits of interventions that may ensue if unhealthy drinking is identified? 
 Does the nurse remember to screen every patient? 


	 Yes

	Physical opportunity
(Environmental context and resources) 
	 Does the nurse have a physical prompt to conduct the screening?
 Is there privacy in which to conduct the screening (if privacy is deemed necessary)?
	 Yes

	Social opportunity
(Social influences)
	 Is the patient willing to report unhealthy drinking?
Is there a feeling in the clinic that alcohol use is an important issue and that screening should be conducted?
	 Yes

	Reflective motivation
(Professional/social role and identity; Beliefs about capabilities; Optimism; Beliefs about consequences; Intentions; Goals)
	 Does the nurse feel confident in his/her skills in asking about alcohol use?
 Does the nurse feel the patient will be offended if he/she asks about drinking?
 Does the nurse fear that trust with the patient will be jeopardized if he/she asks about drinking? 
	 Yes

	Automatic motivation
(Reinforcement; Emotion)
	 Does the nurse feel uncomfortable screening for alcohol use?
 Does the nurse feel it is futile to screen for alcohol use? 
	 Yes

	Behavioral diagnosis of the relevant COM-B components:
	 Need to address all COM-B components except physical capability.


 
2. Use the APEASE criteria to identify appropriate intervention functions based on the behavioral diagnosis (See Table 2.3 in Michie et al Chapter 2) 
 
	Candidate intervention functions
 
	Is the intervention function needed based on the behavioral diagnosis?
	APEASE criteria met?

	Education
	  Yes, nurses might learn about the negative impacts of drinking and the potential to intervene. They might be educated to learn that drinking affects all groups of persons (if they believe, for example, that no Muslims drink alcohol). They might be educated to learn that interventions following screening can help the patients.
	Yes – Education is affordable and practical. Effectiveness and acceptability may vary. 

	Persuasion
	  Yes, nurses might be persuaded that screening and ensuing interventions can help the patient.  
	Persuasion will be most helpful with acceptability and could be included with other intervention functions.

	Incentivisation
	 Clinic-wide incentives might help – i.e. setting clinic-wide goals for screening with the proportion screened reported at clinic meetings. I do not know if individual incentives would work, i.e. making it part of job performance appraisals (because I don’t know how job performance is assessed). 
	Incentivisation could meet the criteria. Care would need to be taken to ensure equity.

	Coercion
	Fear of negative feedback on the clinic level or on the individual nurse level may serve as coercion.
	As with incentivisation, care would need to be taken to ensure equity. 

	Training
	  Training will be needed to overcome capability barriers and may help with motivation.
	Training will be needed to perform the screening, and along with education and persuasion. Training would meet the affordability, practicability, effectiveness and acceptability criteria. If the training occurs offsite with meals etc. then equity needs to be considered.  

	Restriction
	 Restrictions could include the inability for a patient to move through the system if the screening is not done. For example they couldn’t see the doctor or pick up prescriptions.
	Restrictions could impact the acceptability and practicability of the screening.

	Environmental restructuring
	  Restructuring may be possible; a waiting room risk behavior tablet-based survey could be allow for systematic screening. Alternatively, privacy for conducting the screening might also enhance the motivation to conduct the screening.
	Environmental restructuring to make the screening fit smoothly into the clinic activities will help meet the APEASE criteria.

	Modelling
	  A senior nurse could model a way to do the screening that overcomes the above barriers (e.g. fear that he/she will lose the patients’ trust, fear of offending, etc.).
	Modelling can meet the criteria as long as it is acceptable to those who are expected to do the modelling.

	Enablement
	  Enablement such as having the correct forms could increase capability and motivation.
	Enablement will be important in meeting the criteria.

	 
Selected intervention functions:
	 Education, persuasion, training, environmental restructuring, and enablement could increase screening for unhealthy alcohol use.
	


 
  3. For one of the intervention functions you selected, select a specific behavior change technique you will employ in your intervention strategy and specify how it will be delivered. See Table 3.3 in Chapter 3 of Behavioral Change Wheel (Michie et al) for list of most frequently used behavior change techniques for each intervention function.
a. BCW Intervention Function:  Training
b. Behavior Change Technique: Instructions and practice in screening 
c. Mode of delivery (i.e., intervention details): Group trainings of staff prior to implementation and a trial period with feedback and modifications, followed by periodic check-ins at staff meetings including performance feedback.  If we can get the screening into the medical record (currently screening is only recorded for intake visits, some environmental restructuring will be required for that) we can include giving feedback on completion rates and rates of detecting unhealthy use using the EMR. 


Assignment 6: 
1.  The process and outcome indicators associated with the intervention/program and briefly describe an approach to measuring each.

The process indicators would be indicators that screening is accomplished for each visit. Outcome indicators are whether patients ultimately reduce their alcohol use were made.

The measurement of whether the screening was occurring would be the results of the screening noted in the chart, or ideally, the medical record.   Referral for interventions could also be noted in the chart. Reducing alcohol use could be measured from analyzing the chart data prospectively.

2. Define one or more “intermediate” outcome measures [reflecting changes in environment, organizational culture, systems of care, patient or public behavior, and/or clinician behaviors] that can inform you about the mechanism by which your intervention achieves its downstream effect on health and inform you about the acceptability of your intervention. 

An intermediate outcome measure could be whether the screening identifies candidates for brief interventions or referrals to further care (for more serious alcohol problems), and whether the brief interventions and referrals occur. Patient and staff perception of the usefulness of the screening could also be intermediate outcomes. 

3.  Identify a mixed methods study design and briefly describe the quantitative and qualitative data you will collect for program/intervention evaluation.

Important outcomes would be whether the screening was occurring, whether it was occurring in an unbiased way, and how the staff and patients felt about conducting and receiving the screening. 

	Qualitative and quantitative data would most likely be collected in parallel. Qualitative data will include observing intake sessions in which nurses conduct screening for side effects and health issues, in which they are supposed to conduct the screening.  The goal will be to determine whether the screening is being conducted according to protocol.  Qualitative data will also include interviewing nurses about whether they feel the screening is useful, whether it is burdensome during the patient visit, whether it changes their relationships with the patients.  Qualitative interviews with patients will be conducted to determine whether the patients find the screening uncomfortable, whether the screening (and subsequent referrals?) are helpful, etc. Quantitative data would include the total number of screenings completed divided by the number of patient visits and possibly the number of referrals and linkage into higher level care.
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