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BACKGROUND

• Misconception about behavioral prevention in sexual/reproductive health (SRH) as 
alternative to biomedical prevention, rather than as complementary to it

• Reduction in the efforts related to education, communication and social interaction in this work, 
sometimes failing to provide a broad perspective for client-provider interaction. 

• To develop and pilot-test a Brief Sexuality Communication based on the Motivational 
Interviewing Model (MI);  and the Information, Motivation and Behavioral skills (IMB) 
framework,

• we conducted a 4-phase study with 4 key populations (MSM, transgender women, female sex 
workers, people living with HIV) plus women and adolescent girls, a as well as health providers.

• This presentation briefly addresses phases I-III and describes progress in phase IV. 



OVERALL METHODS
4 Phases:

I. Feasibility Qualitative Study (to assess feasibility)

II. Cognitive Interviews (to ensure the intervention wording in Spanish was appropriate)

III. Theatre Testing (to identify aspects that needed improvement)

IV. Pilot Trial (to assess acceptability and potential effectiveness)

6 Populations:

• 4 key populations: MSM, Transgender Women, Female Sex Workers, People Living with HIV

• 2 groups of women: Adult Women and Adolescent Girls

• Plus key informants (authorities, UN system)

Three sites:

• Tahuantinsuyo Bajo and San José in Lima; La Caleta in Chimbote



I. FORMATIVE QUALITATIVE STUDY



FORMATIVE QUALITATIVE STUDY: METHODS
We conducted: 

• 18 In-depth-interviews with providers

• A total of 23 Focus-Groups with the 6 study populations

• 5 interviews with key informants

• FG and interviews were recorded, transcribed and analyzed using the Dedoose qualitative software. 

• Transcribed texts were coded according to categories related to:

• participants' sexual and reproductive health needs, experiences at the health services, and provider-client 
interaction. 

• Some of these categories were elaborated before carrying out the analysis and others came out according to 
what was expressed by the participants.



FORMATIVE QUALITATIVE STUDY: 
FINDINGS AMONG KEY INFORMANTS
• The existence of taboos, prejudices, religious/sexist ideas, value judgments, discriminatory stances (HIV, 

Trans Women, MSM) and stigmatization (adolescents, adult women and sex workers) among providers, 
limits the possibility of talking more broadly about sexuality, limiting interaction with users. 

• In general, they consider that the BSC counseling will be useful, relevant for both suppliers and users, 
without forgetting the existence of specific problems in each population of interest. 

• It is necessary to include new tools in the technical standards, otherwise health providers would not 
apply them because it can be taken as "extra work".

• Currently some principles of Motivational Interviewing are included within the regulations of counseling 
on sexuality. In addition there is mention of tools such as group counseling. 

• Difficulties are perceived in the infrastructure, rotation of health personnel and distribution of the time 
of care of health providers. 

• The possibility of developing, motivating and/or rescuing personal skills in health providers to respond 
to counseling would be sought.



FORMATIVE QUALITATIVE STUDY 2:
FINDINGS AMONG PROVIDERS

• There is disposition to carry out the intervention, and openness to face new challenges and take
advantage of the opportunities that arise.

• They consider that users want to be heard and receive an attentive and respectful treatment; they feel
that work on self-esteem, physical violence, sexual rights, decision-making capacity, empowerment of
women, MSM and TM, is valuable

• They perceive the ill-informed population, with myths and beliefs that can harm health; despite existing
public policies, unwanted pregnancy and STI prevalence have not decreased in the population.

• They recognize that user populations deal with situations of violence related to gender identity, sexual
orientation, and sexuality in general.

• Providers show a positive attitude towards the implementation of counseling, they point out that it
would help to find answers that contribute to improving sexual health, but state that infrastructure
issues, limited time & staff are barriers that must be dealt with



FORMATIVE QUALITATIVE STUDY 3:
FINDINGS AMONG CLIENTS (1)
• They consider that the BSC is useful, reliable, comfortable and safe, at the same time they would be willing to

participate in both the motivational interview and the evaluation of it.

• Concerning duration of appointments there are various preferences: 15 to 20 min, 20 to 40 min and 40 to 60
min. Concerning operation times some consider that late hours should be an option.

• Even discriminatory attitudes towards some of the populations due to their gender conditions, gender
identity, orientation and age are sometimes evident.

• They consider that trust is something fundamental in the relationship between user and provider, in order to
establish this type of relationship they sewed that a friendly treatment is a priority, other specific
characteristics were mentioned in relation to how they would like this trust to be given for each population.

• Trans Women: Trust is more linked to patience to be heard, detailed explanations from health personnel and
being familiar with the gay/trans scene.

• Many issues are mentioned, including the permanent association of transwomen and HIV

• Needs are important too, including mentoring of young trans women, hormone use and sexual health.



FORMATIVE QUALITATIVE STUDY 3:
FINDINGS AMONG CLIENTS (2)
• MSM: They consider that creating trust in your patients is about addressing in detail issues of concern

to them, while maintaining confidentiality.

• The most mentioned difficulty is the access of the youngest and minors to prevention services due to shame,
discrimination, and not accessing the HIV test by themselves, with consequent fear that the family will find out.

• The topics they would like to touch on are related to PrEP, STIs and HIV, living with HIV, emotional support and
care for the youngest.

• Sex workers: Trust also includes being respected and not being questioned for their work.

• They consider the visit to the health services necessary to be able to work.

• The problems expressed are the questioning about their work, which in some cases really becomes harassment
from some suppliers (unnecessary personal questions).

• The topics they would like to work on are more information about STIs/HIV and how to prevent, how to tell
their partner or family about their work, and sexual care issues with the partners.



FORMATIVE QUALITATIVE STUDY 3:
FINDINGS AMONG CLIENTS (3)

• Women living with HIV: To have confidence is to be heard when telling your problems and receive
advice for possible solutions.

• They dislike long waiting times, and the providers’ unpredictable behavior.

• They feel embarrassed to ask about SHR issues, and would welcome the providers’ initiative to address them.

• Topics: Nutrition, pregnancy & HIV, comorbidities, and taking ART in the case of diabetes.

• Adult Women: Kindness and establishing friendly relationships improve trust with the provider.

• The difficulties are related to embarrassment and little information about the body, which is why they do not
talk in detail with the provider. The most important topics are HPV and contraceptive methods.

• Young Women and adolescents: They relate trust to having their doubts resolved and being allowed to
speak, and also for the provider to respect boundaries (not touching).

• They have had mixed experiences with providers; would like to discuss HIV transmission, pregnancy, birth
control pills, consequences of abortion, life with HIV and pregnancy, identity, menstruation and sexuality.



II. COGNITIVE INTERVIEWING



COGNITIVE INTERVIEWING PROCESS AND OUTCOMES

• Aimed at validating and fine-tuning the language of the interview (and instruments)

• 24 cognitive interviews were conducted.

• 12 providers

• 2 clients per population (totalling 12 clients)

• Only a few language issues were identified: ambiguity, inaccurate translation/connotations, 
terms that were too direct.

• Process was successfully completed and appropriate changes were made



III. THEATRE TESTING



THEATRE TESTING: METHODS

• SCRIPTS FOR TWO VIDEOS WERE DEVELOPED 
• IT WAS KEY TO ENSURE THAT THE 8 STEPS WERE FOLLOWED

• 2 VIDEOS DEVELOPED BASED ON SCRIPTS 
• ONE FOCUSED ON AN MSM (HIV/STI)

• ONE FOCUSED ON AN ADOLESCENT GIRL (UNPLANNED PREGNANCY)

• PARTICIPANTS:
• 4 PROVIDERS PER SITE (2 WORKING ON HIV/STI, 2 WORKING ON SRH) = 12

• 2 ADULT WOMEN AND 2 ADOLESCENT WOMEN IN TAHUANTINSUYO = 4

• 2 MSM AND 2 TRANSWOMEN IN SAN JOSE = 4

• 2 PLH AND 2 FEMALE SEX WORKERS IN LA CALETA = 4

• ORIGINALLY WE PLANNED FOR FG, BUT CHANGED TO VIRTUAL INTERVIEWS DUE TO COVID RESTRICTIONS

• PROCESS TOOK 3 MONTHS



THEATRE TESTING: FINDINGS

• General appreciation of the goodness of the BSC and its participatory nature.

• General willingness to use the intervention (providers) or to receive it (clients)

• Potential need to reduce time to 15-20 min.

• Use feminine pronouns with transwomen

• Use teaching materials

• Providers should adapt the technique to each specific context and population:

• Avoid sensitive, not warranted sexuality questions

• Avoid asking too many times for permission

• Avoid providing not required/not expected information



IV. PILOT TESTING



PILOT TESTING: METHODS I

• 3 sites: Tahuantinsuyo and San Jose in Lima; La Caleta in Chimbote

• 6 subpopulations: Adult women, adolescent girls, MSM, transwomen, FSW, PLH

• One baseline and two follow-up questionnaires with providers and clients

• Observations and exit interviews in a sub-set of cases

• In each site

• 5-10 providers (5 in Tahuantinsuyo, 8 in San José, 10 in La Caleta, totalling 23)

• 62-80 clients (75 in Tahuantinsuyo, 80 in San Jose, 62 in La Caleta, totalling 217)

• Approximately the same number for each population – around 13 per sub-population

• Observations + Exit interviews: 12 in Tahuantinsuyo and 10 in San Jose



PILOT TESTING: METHODS II

• Process:

• Translation and validation of intervention manual

• Provider training (on-line)

• Tablet programming and delivery

• Site coordination

• One STI/HIV clinic and one SRH clinic per site

• Recruiters per site

• ONGOING: Expected to end by the end of September/early October

• Concern about lengthy questionnaire (despite reimbursement provided in follow-up interviews)



CONCLUSIONS

• Interest among both providers and clients

• Covid restrictions affected flow and made implementation difficult and lengthy

• Providers were able to adapt the intervention to their regular work

• No concerns

• During Q&A meetings they found parallels beetween this intervention and the 5-step counseling model that
they are supposed to follow

• Concerning subpopulations

• No problems observed with MSM, PLH, Adult Women and Adolescent Girls

• More difficult with FSW and TW (less open, found approach intrusive, value their time differently)

• This approach will likely strengthen tools available for SRH care in public clinics in Peru



• Thank you very much!

Tahuantinsuyo Bajo Public STI Clinic

San José Public STI Clinic
La Caleta Public STI Clinic


