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Strategies for Addressing Real-Life Situations in Clinical Mentoring:
Adult ART Clinics
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Overview

Working as a clinical mentor can be an extremely rewarding experience. The work comes, however, with its own set of unique challenges. Mentors may not always have the experience or resources necessary to overcome certain hurdles that they encounter. This guide offers potential solutions to challenging scenarios commonly encountered while mentoring in the adult antiretroviral therapy (ART) clinic setting. The suggestions offered in this guide are a compilation of tips provided by experienced clinical mentors who have worked in HIV clinics in a variety of international settings. 
This guide is organized thematically around typical problematic scenarios (e.g., “Not enough supplies in exam room for proper infection control”) and their potential solutions. In addition, keywords are identified throughout the guide in bold to help make it easier to find scenarios and suggestions that address situations you may be facing.

For some scenarios, we have included additional resource documents, such as treatment guidelines or relevant articles that further describe issues or ways to resolve them; these can be found either in the Clinical References section or the Mentoring References section of the Toolkit (documents found in the References sections are noted in bold, underlined, and italic). 
FACILITY ISSUES
1. Long patient queues make the provision of effective clinical mentoring difficult. When time is short and lines are long, mentees’ priority is often seeing patients as quickly as possible. Presented with a waiting room or corridor filled with patients, it can be tempting to abandon teaching in favor of seeing as many patients as possible.
Potential solutions:

· Teaching opportunities exist even in the most crowded of clinics. The One-Minute Preceptor is a brief guide that gives step-by-step instructions on how to turn even the hectic clinical session into a classroom, without compromising patient flow or clinical care. 
· A variety of factors may contribute to long patient queues. It is important to debrief with clinical staff ASAP when the day is over. Long patient queues may be a sign that work flow or clinic hours or days need to be adjusted.
· Mentors can share the work and ensure learning by sitting side by side with the mentee and assisting with aspects of the patient’s visit, thus increasing the efficiency of the consultation. For example, if a mentee is doing a focused physical exam, the mentor can assist with recording the visit in the patient record, writing prescriptions, etc. The mentor and mentee can switch roles occasionally, providing the mentor an opportunity to model patient care; this will also enable the mentor to provide feedback to the mentee on record-keeping skills. From a mentoring standpoint, this is superior to the mentor seeing patients only on his/her own. Mentors should ideally not be managing a full patient load on their own on a regular basis because this creates missed opportunities for providing meaningful mentoring to mentees. 
· Depending on the national policies that regulate your clinical setting, you can explore whether or not some ART tasks could be performed equally well by other cadres of staff, e.g., nurses, counselors, pharmacists, or others. If, for example, you are mentoring physicians, you can explore what activities within a clinic visit could be task-shifted from physicians to nurses, e.g., obtaining parts of the patient history. This may help to increase the efficiency of seeing a high volume of patients.
· Investigate whether patients stable on ART who are returning for monthly ART refills could return at an interval of longer duration; e.g., if patients fit established criteria and show good improvement on ART, have them come in for follow-up visits spaced 2–3 months apart. This may help to decrease daily patient load.
· Train a triage nurse or the person who registers patients when they first arrive at the clinic to screen return patients for “fast track,” meaning they are only here for medication refill vs. patients who have symptoms. Fast track patients need not see a clinician. Triage training should also include giving priority to certain types of patients, such as the acutely ill.
· In Viet Nam, Nepal, and Cambodia, ICEHA (International Center for Equal Healthcare Access) mentors found that long patient queues provide an infection control-learning opportunity for clinic staff. It is preferable for any patients that are coughing to wait outside populated space, be isolated, or at least wear a mask. Such patients should be considered potentially infectious with tuberculosis (TB).
2. Patients face a lack of privacy during the visit, i.e.; two or three providers are seeing patients in the same room.
Potential solutions:

· Although patients often seem resigned to, and clinicians accustomed to, a lack of privacy during consultations, lack of privacy clearly disrupts the patient visit and is an obstacle to open communication between patient and clinician; it should be avoided if possible. 

· An incremental approach to increasing privacy may help. Start by establishing norms, such as: 

· Cell phones should be turned to “off” or “vibrate” (by both patients and providers). 

· Staff and waiting patients should not enter an exam room when the door is closed without first knocking. If there is an urgent issue that requires discussion with a staff member in the exam room, staff should always knock on the door before entering. 

· Other issues that can be addressed include the physical layout of the clinic, e.g., establishing private exam rooms by setting up screens, sheets, or other barriers between patients, which provides a certain degree of visual privacy. 
· When the issue is an insufficient number of exam rooms, and a new clinic building or extension seems necessary, remember that, as a mentor, you may have much more influence to advocate for your site than you suspect. It may be that by raising the topic in a meeting with the clinic staff, local solutions can be found. One mentor in India used his relationship with a local government official to advocate for building an additional wing of examination rooms. Getting to know the local health officials can give you powerful allies, especially in settings with a very hierarchical chain of command.
3. Patients have difficulty keeping appointments because of a lack of transport (e.g., catchment area for facility covers wide geographical area).
Potential solutions:
· This situation can provide a challenging obstacle for the provision of continuous ART services. 

· Help mentee to work with the patient to identify alternative transport methods. Explore whether there is someone in the patient’s village who would be willing to help transport the patient, or some way that the transport can be arranged via a hospital/clinic vehicle. Ask patients if they can engage in income-generating activities to help fund transportation, etc.

· ICEHA mentors in several countries found that the home-based care teams could often assist clients closer to their homes; this option should be considered. 
· There may be a local NGO that helps out with transportation or could be liaised with to provide assistance.  
· Or, if such a local organization is not available, mentors may have some mechanism to report such issues to in-country staff who report to donors or Ministry of Health (MoH) officials who could be in a position to provide the facility with a vehicle, fuel, or transport vouchers, or to contract with a transportation provider.
· Advocate with local authorities to bring services closer to the people living with HIV (PLHIVs) through outreach services or establishing district-level services. Ask if there are NGOs in the area where the client resides that could act as satellites for medication refills and/or lab work.

· Because follow-up lab work is essential, mentors should not regularly support the provision of medication refills to those persons, such as relatives or spouses, who the patient designates to pick up their ARV medications. Patients ideally should be coming in themselves for follow-up check-ups.

4. Patients fear the lack of confidentiality in the waiting room at the ART clinic, resulting in poor adherence to follow-up appointments.
Potential solutions:

· Some clinics have tried using a number system whereby patients receive a number when arriving in the clinic for that day and are subsequently referred to by their patient number throughout the clinic visit. This system allows for better patient anonymity in waiting areas.

· Training sessions with all clinic staff on the importance of confidentiality may help limit breaches in patient confidentiality. Posters explaining the importance of confidentiality posted in waiting rooms may help breaches of confidentiality by other patients. 

· Work with all clinic personnel to keep medical records and discussions about patients out of public areas.
· There may be a role for trying to organize community meetings to discuss the role of stigma and discrimination as a barrier to accessing care.

5. The facility lacks basic equipment, e.g., no exam table, no water, no electricity.
Potential solutions:

· Resource-limited settings often have insufficient or outdated supplies and infrastructure. Mentors should expect these conditions and greet them without surprise and frustration. Some examples:
· If there is no electricity in the clinic, rooms with natural light sources should be considered when allocating rooms for patient exams. 
· If there is no water, explore using liquid sanitizers for hand washing needs or arranging for water to be carried into exam rooms in large basins periodically throughout the day.

· If there are no exam tables, encourage mentees to examine seated patients, as most physical signs can be elicited in the sitting position.

6. The clinic either lacks supplies necessary for observing universal precautions or the equipment exists but is unused.
Potential solutions:

· This is a crucial but unresolved issue, even more so given recent evidence that diseases, like extensively drug-resistant TB (XDR-TB) in South Africa, were likely spread in health care settings. In the absence of universal precaution equipment, mentors should teach staff the basic principles of infection control, and ensure that basic interventions, such as isolation and triaging contagious cases, are in effect.
· The World Health Organization (WHO) has published guidelines for infection control in health care settings that can be used by mentors as teaching tools if local guidelines are not available, or as adjunctive tools when national guidelines are available.
· If employer organizations agree to provide funding for infection control supplies, mentors should strongly consider bringing reusable N95 masks of various sizes, conducting an infection control training seminar with the entire clinic staff, and distributing masks and modeling use in patients with a cough. Ideally, all clinic staff (particularly those with direct patient contact) should be given a mask to increase protection and promote equity. It is also important to consider what to say to patients to reduce any impressions of stigma when providers don their masks. These activities can help to demonstrate a commitment to infection control. (Note: Distribution of masks should only be considered if it is part of a comprehensive set of infection control activities, as discussed above. Mentors should receive buy-in from the clinic team to distribute masks before doing so; local staff in some clinic settings are hesitant to wear masks for a variety of reasons).

· Modeling effective TB infection control may trigger discussions about improving overall infection control practices in facilities, and provide health care workers with important education and experience, leading to more sustainable interventions over time. 

· Mentors can play a role in advocating for provision of N95 masks and gloves to clinics. However, there are many political and economic factors that may be influencing the lack of these resources in clinical settings. Therefore, it is important for mentors to report such issues to their employers and allow the organization to ensure that any advocacy is done in line with local political and economic conditions.

· Displaying infection control information, such as posters describing cough etiquette, or encouraging staff to use a mask if patients have a cough, can help reduce stigma. Make sure the information is visible to staff and patients.

· Modeling consistent use of protective equipment during mentoring is crucial to encouraging its use.

· Discuss the importance of hepatitis B (HBV) prevention with vaccination (if available). Encourage all health care staff working with patients to be vaccinated and to have a follow-up titer.

· Encourage clinic staff to meet with the hospital management to discuss the importance of having gloves and other infection control equipment available to staff.

· In instances where commercial sharps boxes are not available, use locally available carton boxes to dispose of sharps.

· Opening windows and doors in the waiting rooms/areas is a simple and easy way of instituting one aspect of infection control.

7. Facility has no established PEP protocol for staff.
Potential solutions:

· Mentors can play a key role in helping to educate staff about the importance of PEP (post-exposure prophylaxis). Mentors should advocate for establishing a protocol for staff. 
· The protocol should be developed in accordance with any existing MoH PEP guidelines.

· Once the protocol has been developed, the entire facility staff should attend a PEP in-service training that describes the steps involved in acquiring PEP services following an exposure.

· All persons whose roles are described in the protocol should know their role in case of an exposure in the facility; e.g., a designated staff member should be on call for PEP exposures after clinic hours and on weekends; someone should be in charge of monitoring PEP medication supply; and staff should be available to provide counseling. Unless staff members are clear about the protocol, those exposed will likely not receive proper PEP services.
HUMAN RESOURCE/PROVIDER ISSUES
8. Mentor does not speak local language and no translators are regularly available for patient encounters.
Potential solutions:

· Often mentors have to rely on asking other members of the multidisciplinary care team to help with translation. Nurses, counselors and data clerks are frequently used to assist with translation. This practice can, however, affect clinic efficiency because it pulls other cadres of staff away from their assigned duties. If a team approach to patient care is used, having nurses or other health care providers to help with translation can be beneficial. In this case, physicians and nurses can divide certain tasks for each patient while they are being seen. For example, while the physician writes ARV prescriptions, the nurse can be educating the patient on important side effects.

· Asking family members or friends to translate breaches confidentiality and imposes a great emotional burden on the patient and translator. While it is generally to be avoided, it may be necessary in cases of medical urgency.

· Recruiting community volunteers (e.g., with the Red Cross) with the proper language skills and training them in patient confidentiality issues is one approach, but may depend on the availability of salary support. Local people living with HIV (PLHIV) groups may be able to provide this service. MoH guidelines regarding such recruitment should be consulted first.
· As a stopgap measure, mentees can start seeing patients in the queue who speak English while waiting for an interpreter to be available. 

· Mentors who will be working in a specific locale on a long-term basis should take every opportunity to learn the local language to communicate more effectively with patients. This will also allow them to better facilitate mentees seeing patients. Mentors should also encourage their mentees to learn the local language.
9. Provider discrimination toward patients leads to patients avoiding follow-up visits.
Potential solutions:

· Staff education about various HIV topics, including stigma and discrimination, can help to decrease stigma towards patients. Opportunities for teaching staff can include mentors modeling positive behaviors in the clinic setting or at the bedside on ward rounds. Mentors can also provide short in-service sessions for clinic staff to address some of these issues. Role playing during such sessions can help staff to better understand issues of stigma and discrimination that HIV patients regularly face. 
· I-TECH has developed two video education packages addressing stigma and discrimination in health care settings (available at http://www.go2itech.org) that can be helpful teaching tools for mentors. They are: 
1) HIV/AIDS Stigma and Discrimination in Caribbean Health Care Settings: Trigger Scenarios; and 
2) Tuvunje Ukimya—Let Us Break the Silence: Real Stories of HIV Positive Tanzanian Health Care Workers.

· Health care worker (HCW) burnout can be a contributing factor in discrimination towards patients. Burnout can result from insufficient pay, family issues, the stress of seeing patients die, the HCW’s own illnesses, including HIV, and feelings of being overwhelmed. This is where the mentor’s role of motivating and advocating for staff is crucial. (See the section on issues of morale and team-building below).
10. Mentees have no hospital admitting privileges for ART clinic patients; can result in non-HIV experienced staff taking over the care of HIV patients who are admitted to inpatient wards from the outpatient HIV clinic. 
Potential solutions:

· Mentors can introduce themselves to the in-patient staff at local hospitals and help foster a relationship between clinic mentees and hospital clinicians. Mentors can then help to provide in-service HIV lectures for in-patient staff to help educate them about proper ART management, OI management, etc.
· Mentors should also help to build efficient referral systems between outpatient ART clinics and hospital wards by establishing “ART Clinic to Ward” and “Ward to ART Clinic” referral forms which can help foster better communication between clinic and ward staff. 
· It is also helpful to have a designated ART clinic staff member—often a nurse—do daily ward rounds to see if any patients from the ART clinic are being discharged. The nurse can then help ensure that the patient has a follow-up appointment with the ART clinic and has sufficient ARV supplies before discharge.

· Nurse mentors should identify nursing leaders within hospital wards and develop rapport through empowerment with strategies such as invitations to meetings or educational sessions to hospital and/or perinatal (OPD) staff. This can help to develop stronger referral systems.
· Building relationships with providers throughout the hospital/neighboring clinics who may come in contact with HIV-positive patients is key to effective mentoring. In instances where solid relationships have been developed, mentors have been invited to participate in ward rounds and strengthen systems outside the ART clinic.
11. Providers are not documenting clinical information in the patient’s chart or “passport” (the booklet patients carry with them as a portable medical record).
Potential solutions:

· Underscore the importance of keeping thorough documentation of HIV management interventions in both patient charts and “passports.”
· Give examples of how failure to record activities impedes clinical management, harms patients, and leads to inaccurate outcome data being reported to ministries and funders. 
· A good example of this is lack of consistent documentation of patient weight. Providers can fail to notice the beginning of wasting syndrome if they are not paying close attention to trend in weight.
· Another example is inconsistent documentation of laboratory data. If the provider fails to record the hematocrit, the development of AZT-related anemia will be missed.
· Remind mentees of the “must dos” during a patient encounter. Ask them to help you make a list of job aids (wall charts, pocket cards, standardized preprinted visit forms with embedded checklists) that would increase their efficiency while improving documentation. 
· If a clinic does not already have flow sheets for monitoring ART services, tracking medications, etc., help to introduce such forms to your mentees. (Make sure that national forms do not already exist from the MoH before you introduce a new chart form.)
· Provide suggestions to mentees regarding timely documentation of HIV activities, e.g., have mentee spend a brief amount of time charting after every patient encounter or periodically during the day.
· Encourage clinic staff to take advantage of “slow” days and enter data in charts when there are not too many patients to be seen.

12. An inadequate number of clinicians are qualified to deliver ART, resulting in unmanageable patient loads.
Potential solutions:

· Identifying the source of this problem is key. Are there not enough clinicians, or are the clinicians assigned to the site distracted by competing priorities, such as administrative work? It may be necessary to raise the possibility of task-shifting with the facility director. 
· If a lack of HIV training is the source of the problem, then work out a training program for untrained clinicians to increase the pool of trained clinicians in the facility.
· Assess the utilization of the nursing workforce and mid-level providers; frequently they are underutilized despite being highly skilled. Can nurses refill ART prescriptions for non-symptomatic patients? Check local regulations before proceeding with task shifting.
· Advocate with hospital authorities to have clinicians from other departments/ disciplines assist in the HIV clinic when they are done with other duties. In most facilities, physicians are busy in the morning hours doing ward rounds and spend most of their afternoons waiting for emergencies.
SUPPORT SERVICES

13. Essential diagnostic tests are either unavailable or unaffordable (e.g., CD4 testing, viral loads, CXR, blood and sputum tests, liver function tests).
Potential solutions:

· The mentor’s role as an advocate is vital. Bring up the issue to the hospital administration and discuss options for obtaining patient access to laboratory services. For example, if facilities are not equipped to process certain lab tests, e.g., CD4 counts, help to arrange a program for transporting specimens to the nearest facility that can provide the test. As long as lab personnel, other health care workers and drivers who transport the specimens are trained well, this approach can be successful.

· Mentors can also seek out means of redressing the problem of unaffordable or unavailable diagnostic testing by discussing the issue with their colleagues and/or through meetings with appropriate stakeholders, e.g., MoH, donors, etc.

· Check out availability of assistive funds from the organization for which you work, as well as local faith-based organizations (FBOs) and non-governmental organizations (NGOs). These funds are often hard to find but do exist. Ask, and then ask again. 

SYSTEMS AND SUPPLY ISSUES
14. Clinic lacks a system to track patients who default on ART (loss to follow-up).

Potential solutions:

· Mentors can help to set up defaulter tracking systems within the clinic setting. This can be as basic as training a member of the multidisciplinary team to identify a daily list of those patients who miss their clinic appointments. If the clinic has anyone collecting data via a computerized system, a database could be developed to track defaulters. 
· In some clinic settings, pharmacy staff can easily identify defaulters via computerized electronic medical records. 
· Consider recruiting a team of outreach workers (e.g., nurses, counselors, PLHIV, community advocates) to check in on defaulters and bring them to the clinic. 
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15. Mentees are prescribing ARV medications incorrectly and there is no system for detecting and correcting this, i.e., there are no quality assurance methods in place.
Potential solutions:
· Institute an ART committee of experts to review clinical information from the intake visit of each patient before starting and recommending an ART regimen.
· Organize a chart review system to: a) identify common problem topics to be addressed in teaching sessions; and b) catch mistakes shortly after they occur and before too much harm has been done.
· Chart review should become a regular (i.e., monthly) part of the facility routine, and participation by every member of the multidisciplinary team should be required. This shows respect for all clinic staff, and gives all clinic staff a stake in quality improvement.
· Institute regular case conference meetings for all prescribing clinicians to review regimens started or changes made.
· Teaching sessions should consist of both didactic review of national standards and a case-based approach to applying standards to clinical situations.

· Refresher training and supportive supervision can assist in improving quality of care and services.

· Ask the patients to provide informed feedback about the quality of service received and suggest the sponsor/funding organization integrate quality of service as a critical indicator.

16. First-line ART regimen is out of stock and cannot be replenished for another week.
Potential solutions:
· Analyze the logistics. 
· Explore the causes for the stock-out: 

· Is this a one-time event or a recurrent problem? 
· If recurrent, is it a recent development? Is there a clearly identifiable weak link in the supply chain? Is demand for ARVs at the site outstripping the amount delivered, that is; has the number of patients receiving ART at the site been underestimated? 

· Are drug stocks being diverted (i.e., stolen)? 
· Establish a “buffer stock,” which is a separately stored supply that is monitored for expiration dates, replenished as needed, and dedicated for use in case of stock-outs. 
· Patient care issues: Management of patients affected by stock-outs is challenging. 
· Is there a written clinical procedure detailing possible ARV substitutions? 
· In settings where nucleotide reverse transcriptase inhibitors (NNRTI)-based therapy is first-line, the possibility of incurring NNRTI-resistance during a one-week interruption of therapy is real. 
· Some suggestions (for which there is no trial-based evidence):
· If first-line therapy is an NNRTI/thymidine analog/3TC triple combination that has run out, but thymidine analog/3TC dual-NRTI combination tablets are available, they can be given for 5–7 days after suspension of the triple drug regimen to reduce the likelihood of acquiring NNRTI resistance. After that, ART is suspended until drug supply is restored.
· Temporary substitution of available alternative drugs may also be considered. PIs could be used as a substitute for NNRTIs on a short-term basis. 
· Under some circumstances, nevirapine and efavirenz can be substituted for each other, and d4T and AZT can be substituted for each other, while you wait for supplies of first-line therapy to be replenished. This requires expertise, including thorough knowledge of risks of nevirapine toxicity.
· These treatment changes require supervision by a clinician (preferably an MD) with experience in ART. 
· This is another instance in which an ART committee of experts can help.
· Sometimes when stocks are “out,” it is a local phenomenon and surrounding districts may be well-stocked. The clinical mentor can engage the pharmacist in the district and support his/her efforts to secure medications from neighboring districts.
17. Patients are exhibiting signs of treatment failure, but there are no second-line ART medications available in the clinic.
Potential solutions:
· A variety of factors can contribute to this problem. Consider: 
· Logistics/policy issues: What is (are) the nationally approved second-line regimen(s)? 
· Are there problems with the supply chain and, if so, where are the problems? (See issue no. 16, above)
· Patient care/patient-specific issues may also be at play: 
· Is the treatment really failing? Rule out other explanations for signs of treatment failure, e.g. , immune reconstitution syndrome or other possible explanations.
· Is the patient actually taking the therapy (i.e., is adherence the problem)?
· Is the patient taking first-line therapy consistently but not absorbing it because of a gastrointestinal (GI) problem (e.g., having nausea/vomiting, diarrhea/malabsorption)? 
· If you are basing the diagnosis of treatment failure on low CD4 count, can you trust the lab?
· If you suspect insufficient drug levels, then address reasons for low adherence. If you suspect malabsorption, address GI causes. If you suspect resistance, then second-line regimen will be necessary to reinstitute viral suppression. 
· Again, there is a role for an ART committee of experts here.
· Are there steps you can take as an advocate to speed up the arrival of second-line therapy in your clinic?
· Training issues should be considered, for example:
· Are clinicians adequately trained in national guidelines for identifying and managing ART failure? 

18. Locally observed treatment guidelines conflict with national or international guidelines.
Potential solutions:

· Ask clinicians to clarify for you how they interpret national guidelines. (They may already have a solution for addressing ambiguities or discrepancies.)
· Inquire about discrepancies between national guidelines and WHO and other international standards; discrepancies may reflect local realities, such as diagnostic capacity, supply of medications, etc. 
· Sometimes identifying a local/national guideline that differs from international norms may help change the local guideline.

· Conversely, when an international FBO or NGO working in the country has guidelines that differ from the local standard, discussing with the NGO the local realities may actually prompt them to change their approach.
· Discuss your findings with your supervisor.

· If the mentor already has a working relationship with the MoH, he/she could liaise with national level program officers in case they are not aware of certain discrepancies; often people who are not “on the ground” are not aware of them. The mentor could support national efforts to revisit guidelines. 
· In general, national guidelines must be supported. If there are dangerous practices being suggested in guidelines, then the mentor should tactfully provide the evidence base for changing those aspects of the guidelines (while also taking into consideration the financial constraints of public health programs in most limited-resource settings).

ISSUES IN THE EXAM ROOM

19. Mentee does not recognize acutely ill patients -or- mentee fails to address acute medical issues that are not described within established protocols or algorithms.

Potential solutions:

· Reinforce the importance of conducting a quick interim history, including a rapid review of systems and a targeted exam that includes vital signs, at every visit.
· Consider using or adapting WHO Integrated Management of Adult Illness (IMAI) Acute Care Guidelines as an approach to patients with acute illness.
· Set up a triage system with the nursing team for use in the waiting area.
· Consider having separate didactic lectures with mentees regarding differential diagnoses for various acute presentations.
· Identify opportunities outside of the clinic to develop rapport so that the mentor can work on empowerment to rectify to the lack of knowledge.
20. Mentee does not pay attention to vital signs.
Potential solutions:

· Find out who is responsible for obtaining and recording vital signs and make sure it is being done. 
· This is a good opportunity to ensure that proper technique is being followed in obtaining vital signs.
· Make sure patients are being weighed, and that mentees are paying attention to weight. This is very often overlooked and a key sign of clinical improvement or deterioration.

· A job aid on “must-dos” can help with this.

· Integrate vital signs into a review of infection control or other didactic examples. For example, the mentor can illustrate the consequences of a missed fever reading during a case discussion.

21. Medical visit is shapeless, disorganized. Mentee lacks a clear idea of the patient’s medical problems, or loses control of the visit.
Potential solutions:

· Help the mentee to establish a standardized approach for the consultation: 
· Ask the patient to list her/his chief complaints. 
· Prioritize the list. 
· Explain to the patient which complaints/problems you will address today and which you will address at a visit in the (near) future.
· Use this list as an outline/agenda for the visit.
· Introducing a standardized visit form that can be useful to keep the mentee organized.
22. Patients come to the ART clinic having been incorrectly prescribed ART by a private physician who does not follow national guidelines. Often these regimens include drugs that are unavailable through the national program. 
Potential solutions:

· The mentor could liaise with the outside prescribers and suggest seminars/training sessions at times convenient for them. The mentor could refer providers to existing training programs being offered in-country to help arrange their training. 
· “Antiretroviral anarchy” refers to the careless prescribing of antiretroviral agents without regard to standards of care, e.g., without attention to potency, toxicity, or development of resistance. The consequences of antiretroviral anarchy are very serious in resource-limited settings where there are fewer options for second-line ART and where resistance is harder to detect early as viral load monitoring is rarely, if ever, available. 

· In situations of antiretroviral anarchy, there is a high likelihood that the patient’s incorrect regimen is failing. The determination of virologic failure in such a setting requires careful history and exam, with attention to CD4 counts and evidence for disease progression. See WHO’s Antiretroviral Therapy for HIV Infection in Adults and Adolescents: A Public Health Approach (2006), and WHO Case Definitions of HIV for Surveillance and Revised Clinical Staging and Immunological Classification of HIV-Related Disease in Adults and Children (2006), especially “Annex 1: Presumptive and Definitive Criteria for Recognizing HIV-Related Clinical Events in Adults and Children with Confirmed HIV Infection.” 
· In complicated antiretroviral decision-making situations, it can be very helpful to have an ART committee, composed of the most experienced clinicians, to discuss treatment options.

· One strategy to help prevent antiretroviral anarchy at the community level is to organize guideline review lectures for community physicians.


23. Acutely ill patients in distress are mistakenly brought to the ART outpatient department (OPD) instead of the emergency ward, where they die because of lack of sufficient resuscitation equipment and personnel. Families are distraught and staff members are demoralized by the inability to care for these patients.

Potential solutions:

· If personnel in the outpatient department are trained in resuscitation but lack the necessary equipment, request a small supply of emergency supplies for the OPD from the hospital administration. 

· Remember that patients and their families may not distinguish between different departments and may assume that just getting their sick relative to the hospital is enough.

· Consider making a contingency plan that delineates which staff person does what if a patient presents with a life-threatening condition (i.e., a “code” protocol).

· Inform the emergency ward and involve staff there in planning to prevent this from occurring again.

· Ensure that there is a system for triaging patients who arrive at the clinic.

· Ensure that personnel who triage know what they are doing.

· Inform clients during daily health talks of where care is delivered in the event of an emergency.
· Advocate with local authorities to use media to sensitize the community on where services (especially emergency services) are provided.
24. Mentee focuses only on ART during follow-up visit; pays insufficient attention to important components of chronic management of HIV patients, including the general medical health of patient.
Potential solutions:

· Reinforce the importance of conducting a quick interim history, review of systems, and a targeted exam.
· Reinforce the importance of reviewing the patient’s chart for non-ART related medical problems, and including questions targeting these conditions in a systems review.
· Model how this can be done effectively and efficiently, as time is such a critical factor.
· Consider establishing a standard, preprinted flow chart for routine clinic visits. A new sheet would be used for each patient visit, started by the triage nurse and handed along with the patient chart. Everyone who sees the patient would fill out their section of the flow chart as they went.
25. Mentee incorrectly stages patients according to the WHO classification system.
Potential solutions:

· Distinguish between understaging (patient’s HIV is more advanced than mentee/chart says) and overstaging (patient’s HIV is less advanced than mentee/chart says).
· Spend adequate time educating mentee about correctly interpreting WHO standards for staging, and emphasize the serious sequelae of improper staging for patients.

· Consider creating and posting wall charts with staging criteria in each exam room; pocket cards with staging criteria are also helpful for providers.
· Try to identify systematic errors in staging:
· Overstaging is often due to self-limited or acute problems, such as infectious diarrhea or vaginitis, that are mistakenly identified as chronic or recurrent.
· Understaging is often due to inadequate history taking (missing prior OIs).
· Mentees often have difficulty in calculating percentage weight loss.
· On its own, the WHO clinical staging table (See Table 3) found in WHO Case Definitions of HIV for Surveillance and Revised Clinical Staging and Immunological Classification of HIV-Related Disease in Adults and Children (2006) does not sufficiently explain how to identify staging conditions/criteria. Reviewing the companion WHO table “Criteria for HIV-related Clinical Events in Adults and Adolescents” (Annex 1 of the 2006 Case Definition) with mentees is helpful in this regard.
26. Mentee has difficulty recognizing opportunistic infections (OIs).
Potential solutions:

· Combining didactic and bedside teaching is a good approach.
· Hospitalized HIV patients in the wards often have complications secondary to opportunistic infections. Doing frequent ward rounds with mentees to see HIV-infected patients can be extremely useful in helping them to identify cases that illustrate OI diagnosis and management.

· The WHO table “Criteria for HIV-related Clinical Events in Adults and Adolescents” (Annex 1 of the 2006 Case Definition) is a very useful basic review of OIs; it can be used as a teaching tool, and when printed out, is a useful pocket guide in the exam room.
· The Médecins Sans Frontières (MSF) Clinical HIV/AIDS Care Guidelines for Resource-Limited Settings offers brief, clinically oriented sections on recognizing and treating OIs. These include evidence gathered in resource-limited settings. Diseases are organized by organ system (pulmonary, GI, etc.).
· Use the Clinical Image Library as a tool to help mentees recognize OIs that present with characteristic physical findings (e.g., thrush vs. oral hairy leukoplakia; Kaposi sarcoma (KS); shingles; lymphomas; cutaneous cryptococcal disease; and dermatologic conditions).
· Screening clients with a TB symptom checklist at every visit will assist mentees to recognize TB.
27. Mentee has difficulty recognizing or managing medication toxicities.
Potential solutions:

· Patient care issues come first. This is one situation in which you may have to be comfortable intervening directly during a patient visit, since failing to recognize or properly manage certain toxicities, such as Stevens-Johnson Syndrome due to nevirapine, can kill the patient. 

· Mentoring needs to be handled sensitively under these circumstances. Ask for a “time out,” either by having the patient wait outside the exam room, or by asking the mentee to accompany you outside the room. This allows you to properly care for the patient and mentor in an effective and considerate way.

· Resources are at your disposal to be consulted. The following are useful, short teaching tools as well as clinical resources: 
· WHO Antiretroviral Therapy for HIV Infection in Adults and Adolescents: A Public Health Approach (2006). See especially Section 7 for a description and management of ARV toxicities. 
· IMAI Interim Guidelines for Chronic HIV care with ARV Therapy and Prevention. See pages H54 and H32.
· DHHS (Department of Health and Human Services) 2008 Guidelines for the Use of Antiretroviral Agents in HIV-1-infected Adults and Adolescents. See especially Table 18a.


28. Mentee relies too heavily on clinical algorithms for practice; has underdeveloped medical decision-making skills and clinical reasoning skills, which can lead to poor clinical management.
Potential solutions:

· This issue may arise in task-shifted providers who may have been trained to strictly follow practice algorithms without being given training specific to critical thinking processes for making a differential diagnosis, etc.

· A very useful resource for teaching decision-making skills is Drs. Chris Behrens’ and Chris Mathews’ Medical Uncertainty, Resource Limitations, and Physician Decision Making.

· Introduce case studies as part of mentoring. 

29. Mentee does not ask patient about ART adherence during follow-up visits.
Potential solutions: 
· Encourage mentees to assess adherence at every clinic visit in patients taking ART. 
· Review the vital role of adherence in preventing resistance.
· Encourage mentees to inquire about adherence in a nonthreatening way to elicit accurate information from patients. Patients may be afraid to tell providers about missed doses if they fear negative reactions from providers.
· Urge mentees to make use of the various quick assessment tools that have been adapted for clinical practice. See IMAI Guidelines for Chronic HIV Care with ARV Therapy and Prevention, pp. H51-54; and the Adherence Assessment Tool from the University of California, San Francisco (UCSF) HIV Insite Knowledge Base.
· Incorporate adherence questions into patient visit flow sheets in patient records.
30. A patient presents with a situation that is beyond the experience of the mentor or for which there is no clear management strategy.
Potential solutions:

· Although it might seem stressful (you are supposed to be the expert, after all!), this can actually provide an excellent opportunity to model clinical judgment on how to keep the patient safe when there is no algorithm, protocol, or best practice. 
· This situation is an excellent opportunity to demonstrate that it is acceptable to ask for help rather than simply save face and endanger the patient by acting as though you know what to do.
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ISSUES OF MORALE AND TEAM-BUILDING

31. Issues of morale and team-building: Mentees and other staff (both clinical and non-clinical) suffer from low morale and provide indifferent care to patients.
Potential solutions:

· Several factors may lead to burnout, including a high volume of patients and a low number of staff, feelings of hopelessness due to inadequate resources to help patients, and experiencing frequent deaths of HIV patients.
· Clinicians can also become demoralized when they do not have adequate resources to provide the level of care they were trained to, i.e., if the severity of patients’ illnesses outstrips the resources available at the clinic for their care. Advocating with health authorities for more and better tools, such as diagnostic equipment, supplies, more medications, and better transportation can help with this. 

· On-site training sessions to improve clinicians’ skills can boost morale. Regular debriefing sessions with clinicians are also enormously valuable. These allow people to share experiences, validate each others’ feelings, and offer encouragement.

· Discuss care of the caregiver tips with clinic staff. 

· Non-clinical staff can feel demoralized because their efforts are often overlooked. The mentor can find ways to let them know how essential they are to caring for patients. Openly credit them for actions that made a difference for a patient or improved the clinic. 

· Focus on good customer service practices with staff, i.e., remind them to look at the patient and not just the chart during clinic visits; review principles of patient rights with staff; and consider mentoring on counseling skills to help encourage a more humanistic approach to caring for patients. 
· ICEHA mentors in several countries have found that involving mentees in activities that might increase pride in their work or help them combat a fatalistic attitude can help the situation. Such activities could include, e.g., reorganizing the clinic space, discarding obsolete items, tending the grounds, clearing the local incinerator, improving drainage to prevent flooding.
32. Clinic suffers from mediocre or inexperienced leadership; staff members are frustrated.
Potential solutions:

· It can be demoralizing to be led by someone with underdeveloped leadership skills. Local providers often get thrust into administrative jobs without leadership or management training. Focusing attention on the clinic director, giving him/her feedback and pointers on communication, team-building and relationship-building skills, and on developing organizational skills can help staff feel like they have an effective leader who cares for them and wants to make their clinic run better. 

· It can also be demoralizing to feel locked into a stifling, hierarchical, bureaucratic culture, as exists in many health care systems. This leads to feelings of powerlessness, lack of initiative, and resignation. Working with clinic leadership to encourage all clinic staff to take initiative, solve problems, and communicate their ideas with each other and with the leadership can help change this. 

· Finding “model sites” or other health care centers in-country that run especially well can provide valuable lessons for refining the way your site is run. If possible, have mentees visit a model site or have a leader at the model site visit the mentees’ clinic.
· Consider reminding the mentee of the mission and vision for the clinic, or have a team meeting to create a mission and vision as well as identify objectives as a team-building exercise.

33. Mentee is resistant to accepting mentoring.
Potential solutions:

· Mentees may resent your presence at the clinic for a variety of reasons: At times, this may reflect issues of nationality, cultural tradition, gender, age, or experience level as compared to the mentee, especially in the case of the mentor being younger (i.e., “less senior”) than the mentee. (See no. 34 below.) Also, your teaching may compete with the mentee’s need to see as many patients as possible. (See no. 1 above.)
· Try to evaluate why the mentee is not accepting advice (not by asking directly, but by observing and thinking). Does he/she feel more knowledgeable than you? Is there a cultural expectation that you as mentor are not meeting? Does your clinical advice conflict in any way with national guidelines?

· It is important to try and build trust with your mentee(s) from the beginning of the relationship. The amount of time that it takes to build a good working relationship with your mentee(s) can vary.

· Lead by example, e.g., offer to assist seeing patients to help develop a relationship. Provide resources to engage in a friendly relationship (guidelines, penlights, etc.).

· You may need to deal with burnout issues before the mentee is willing to accept any new teaching from you, which she or he may perceive as yet another challenge or demand.

· Remember the mentor’s role as a coach.
· The mentee‘s prior experience with supervision may have been punitive. Reassure him/her that your intentions are good and your methods kind; prove this by treating her/him with respect.
· Reviewing principles of adult learning theory may help you come up with ways to better reach the resistant mentee.
· If a mentee is still resistant to being mentored by you after several failed attempts, it may be helpful to have a discussion with a hospital management team member/supervisor to discuss ways to optimize the mentoring relationship.
34.  Mentee complains about your performance to hospital management team.
Potential solutions:

· Communication is the biggest challenge and needs to be addressed. Have a meeting with the hospital management and the mentee at the same time, so there is no “he said; she said.” 

· Ensure documentation; conduct a clinical skills and competencies audit of both mentor and mentee. 

· Encourage performance review of mentor by medical or nursing manager to reflect how mentorship is a team process.
· Access other sources of input regarding your mentoring performance, e.g., invite input from mentees and staff at other facilities where you mentor.
35.  Mentor is junior to mentee in age or title and feels uncomfortable advising and critiquing the performance of a superior.
Potential solutions:

· It is important to recognize that the mentee may feel just as uncomfortable in this situation as the mentor. 

· Using appropriate phrasing and language that recognizes the seniority of the mentee can go a long way towards building a good relationship between a junior mentor and a senior mentee, and will allow the mentee to accept feedback. 
· Asking questions about the mentee’s area of expertise can be a useful way of showing respect.
· Asking the mentee what he/she knows about a particular topic (e.g., antiretroviral drug toxicity), affirming their knowledge, and then building on it with correct information can show respect for their experience while filling gaps or correcting errors.

Field Anecdote: 


In an ART clinic in northeastern Namibia, ART clinic staff had documented several cases of patients who had missed several clinic follow-up appointments. They were unsure of whether the defaulting was due to patient death or other reasons. Staff decided that they needed to set up a tracking system to identify, in a more timely fashion, patients who were missing follow-up visits. The clinic was fortunate to have a computer database that allowed for capturing of data on patients who missed follow-up visits. The staff set up a tracking system whereby any patients who missed follow-up visits or ARV refills were noted by the pharmacist. This information was then communicated to the ART counselor. The counselor would then call any clients (for those who had provided phone contact information) and inquire about why they had missed their appointments. Often staff had difficulty making follow-up calls to patients due to restrictions on their phone use within their clinic settings. In this case, the counselor in the clinic was given permission to make patient calls through the hospital receptionist. For those patients who did not have phone access, the counselor would go in person to these patients’ homes to find out why they missed appointments. (Note: This follow-up required that staff obtain more accurate and detailed address information in the patient database).  The clinic designated a vehicle for the purpose of having the ART counselor visit the patients. 











Field Anecdotes: 


An I-TECH clinical mentor in India had an experience in which a patient could no longer afford private care. The patient presented to the ART clinic with a CD4 count of 320 cells/mL, no history of OIs on AZT 100mg BID, 3TC 150mg daily, and 2 protease inhibitors (PIs) at subtherapeutic doses, which were unavailable through the national program. In this situation, the mentor convened the local ART committee. The likelihood of antiretroviral failure seemed low, so the committee opted to correct the doses of NRTIs and substitute nevirapine for the 2 PIs.





In Namibia, the HIV Clinicians’ Society realized that some private practitioners were prescribing ARVs incorrectly, to the disadvantage of their patients. Namibia has now engaged pertinent stakeholders (including the MoH) in discussions about mandatory certification for all doctors prescribing ARVs (private and state). Doctors will have to show evidence of having taken and passed training courses. Mentors in such situations may be able to help bring such errors to the attention of pertinent stakeholders and eventually assist to establish a similar certification process.





Field Anecdote: 


In one country where I-TECH works, guidelines specified using two independent CD4 counts before documenting failure because lab quality control was poor. Clinicians at one site were not doing this, and many patients were incorrectly switched to second-line therapy when they were not actually failing first-line therapy.








Field Anecdote: 


A patient came to a clinic for routine follow-up four weeks after starting nevirapine/ stavudine/lamivudine (Triomune). She had a fever, malaise, a generalized rash, and blistering of her oral mucosae. The mentee correctly identified life-threatening nevirapine toxicity (Stevens-Johnson Syndrome) as a highly likely cause of the patient’s symptoms, but wanted to reduce the dose from 200 mg BID to 200 mg daily, and have the patient return for follow-up in 1 week. The mentor politely asked the patient to wait outside the exam room for a minute while he and the mentee went over some lab results (i.e., a “time out”). With the patient out of the room, the mentor had the opportunity to teach the mentee about the recognition of, and correct approach to, the patient with life-threatening nevirapine toxicity, while allowing the mentee to save face. Together, the mentor and mentee decided to discontinue ART temporarily, and to hospitalize the patient for close follow-up and supportive care while the toxicity resolved.





Field Anecdote: 


Despondent over a persistently low CD4 count, a patient tried to commit suicide by taking 10 tablets of Triomune (nevirapine/D4T/3TC) all at once. (The normal dose is one tablet twice a day.) His wife saw what he had done and brought him to the clinic. Immediate clinical issues—aside from treating his psychiatric illness—included how to manage potential toxicity, and when to resume regular dosing of Triomune so as to minimize the possibility of developing drug resistance.  





The mentor consulted the literature to no avail. He then emailed the I-TECH clinical team pharmacist and, while waiting for a response, admitted the patient for observation, close laboratory follow-up, and supportive care. He decided to give the next morning’s dose of Triomune. There were no clinical or laboratory signs of toxicity. The I-TECH pharmacist called him back to say that there were no similar cases in the literature, but that given the long half-life of nevirapine, they should give d4T and 3TC alone for 5–7 days, and then add back the nevirapine.
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